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Abstract
Study design Qualitative.
Objectives The objective of this study was to examine whether individuals with a SCI would have considered Medical-
Assistance-in-Dying (MAiD) following their SCI and whether these individuals felt they would have been able to make an
informed decision about this potentially permanent option early in their experience.
Setting Manitoba, Canada.
Methods Participants with varying neurological levels of SCI and classification were included. The time since SCI ranged
from <6 months to >50 years. A focus group of five individuals was conducted first to calibrate questions. Twenty-three
participants were then individually interviewed. Participants’ responses were transcribed and coded into themes.
Results Half of the participants reported having suicidal ideation within the first 2 years of experiencing a SCI. However, no
participants thought that they would have been able to make an informed decision about MAiD during this time. Most
participants reported that they were able to adapt and reframe their lives to alter their views. There was higher agreement that
MAiD should be available for individuals who had experienced a reframed, informed view.
Conclusion This study indicates that people with SCI do not feel that informed decision making about ending their life can
be made early after SCI despite high levels of reported suicidal ideation in that early time frame. A reframing process helps
to facilitate informed decisions about living with a SCI. The reframing process is correlated with opportunities of rehabi-
litation, peer mentor support, and re-integration into the community.

Introduction

Medical assistance in dying refers to the legal act of a health
care provider directly administering a substance that causes

intentional death [1]. MAiD is legal in Canada and is
becoming available in an increasing number of countries
around the world [1–3]. It is clearly legally distinguished
from other end of life directives such as withdrawal of
treatment or Do-Not-Resuscitate orders.

Complicating the discussion of MAiD in individuals with
SCI is the fact that suicidal thoughts and actions are common
during the acute phase of treatment, and dramatic emotional
difficulties can be noted after the experience of a SCI [4]. A
systematic review of the literature estimated that suicide was
the cause of death in between 5.8% and 11% of individuals
with SCI [5]. Suicide levels peaked soon after SCI, with rates
being approximately five times higher than age-matched
controls in the first years since a SCI [6]. These levels
decreased over time following SCI [7]. The percentage of
individuals reporting suicidal ideation (i.e., thoughts about
committing suicide) are also quite high, with up to 50% of
individuals considering suicide within the first 5 years fol-
lowing their injury [8–10]. If MAiD was available to
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individuals with SCI during the acute post-injury phase, it is
possible that the intense emotions and grief associated with a
SCI would impair an individual’s ability to make an informed
decision about MAiD. Thus, an uninformed decision could be
made before the person has experienced living with a SCI and
has gained an understanding of what their life will be like
with a SCI. The challenge for physicians is to identify the
point at which an informed decision can be made. This would
require physicians to be able to identify the point at which the
grief reaction to the SCI does not play a major part in decision
making and where the person has enough experience with a
SCI to understand what the true experience of living with a
SCI permanently will be like.

To our knowledge, no previous research has provided
qualitative data describing the lived experiences and atti-
tudes toward MAiD of the individuals with SCI themselves.
The objective of this study, therefore, was to use structured
interviews to examine whether individuals with a SCI
would have considered MAiD following their SCI and
whether these individuals would have been able to make an
informed decision about this potentially permanent option
to end life during their rehabilitation. This information,
based on the participants’ own life experiences, provides a
relevant framework from the lived perspective and these
insights will assist physicians when they counsel patients
and their families about MAiD.

Methods

In the current research, individuals with a SCI were asked
about suicidal ideation following their SCI and whether
they would have considered MAiD in the acute or post-
acute period if it were available. We define acute as
<6 months and subacute as <2 years for the purpose of
simplification of this paper, but are aware of a range of
terminologies in medical literature to which these time
frames may refer. Participants were asked if their opinions
of both MAiD and suicide changed over the course of their
rehabilitation and in their time living with SCI outside of
the defined acute/subacute time window. The use of struc-
tured interviews allowed for the collection of both qualita-
tive and quantitative data.

Participants

Five participants first took part in a focus group to calibrate
the questions for the structured interviews. Twenty-three
individual interviews then followed. All participants were
members of a local SCI non-profit organization and were a
part of a research database where they had agreed pre-
viously to be contacted for research purposes. First, an
assistant asked participants if they would like more

information about this study. If they agreed, they were then
contacted by the first author.

The sample size of 23 was based on the recommenda-
tions of Brod and colleagues [11] who found that at least 12
participants were necessary for reliable analysis of qualita-
tive data. The participants varied on a number of relevant
characteristics including the time since the SCI occurred,
whether the SCI was complete (i.e., American Spinal Injury
Association Impairment Scale (AIS) A) or incomplete (AIS
B-D), the neurological level of the SCI and demographics
(see Table 1). Inclusion criteria were the presence of a
traumatic or non-traumatic SCI and the ability to provide
informed consent. All participants were 16 years or older at
the time of injury except for one participant who sustained
the injury as an infant (age 1) but whose condition was
stable over her life. All participants were at least 18 years or
older at the time of participation.

This study received ethical approval from the university
human research ethics board. A 24th participant initially
consented but contact was lost without any data collection
and thus was not included in collection results. All others
completed the study. Individuals received an honorarium
for participating in this study ($200 for focus-group parti-
cipants and $75 for individual interviews).

This study was performed following established check-
lists for conducting qualitative research: the consolidated
criteria for reported qualitative research (COREQ) [12], and
the standards for reporting qualitative research (SRQR) [13]
as well as the guideline for reporting involvement of
patients and the public 2 (GRIPP) [14].

Design

The current research utilized a patient-reported-outcome
(PRO) model in which the effects of treatments are
described by the individuals who experienced them [11].

The focus group interview was conducted by the first
author, who had no previous clinical interactions with the
participants. The focus group purpose was to calibrate
relevant questions from discussion of these sensitive topics
first in a shared group setting. All focus group participants
agreed that the individual interview question sets in
Appendix 1 were applicable and emotionally sensitive to
ask in individual interview formats.

The 23 individual interviews were conducted by the first
author, and were recorded for transcription and later analy-
sis. Nineteen interviews were conducted in person, with the
remaining four being conducted over the telephone. Two
participants had their significant others accompany them
during the interview at their own request but the interview
process consisted of a discussion with the participant alone.
Because the interview questions were open-ended, the
duration of the interviews varied from 0.5 to 3.0 h.
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Participants were instructed to provide as much detail as
they wished in their responses. The interviewer did not ask
questions outside of the interview question set (Appendix 1).

Participants were mailed transcripts of their responses
and were asked to edit as necessary any responses to ensure

that the final transcripts accurately captured the participants’
intended meaning.

Data analysis

All of the edited interview transcripts were de-identified
prior to analysis. The transcripts then underwent thematic
analysis in order to identify themes that emerged from the
raw data itself. This Grounded Theory approach [15] is
inductive in nature and allows the data to be structured
based on the participants’ responses rather than on a priori
themes constructed by the investigators. This approach was
critical for the current study, as the primary goal was to
examine suicidality and opinions of MAiD from the per-
spective of the person living with SCI.

This initial thematic analysis was conducted by the first
author, who established a coding system that classified
responses according to themes and subthemes. Preliminary
operational definitions were developed for each theme and
subtheme. A second investigator independently reviewed
this coding system. Revisions were performed until all
investigators agreed that the coding system provided accu-
rate depictions of the data.

Two research assistants were provided training and
blinded formats of assigning coding based on operational
definitions prior to coding the de-identified transcripts.
The assistants determined which themes and subthemes
were present in each transcript; if initial coding was
inconsistent this was discussed until consensus was
reached. In only five instances were the coders unable to
reach consensus; in these cases, the first author acted as
the arbitrator.

When possible, qualitative data involving simple binary
responses (e.g., Yes/No) were treated in a quantitative
manner such as percentage of participants who experienced
suicidal ideation. However, the emphasis was placed upon
the qualitative analyses of the themes that emerged from the
23 individual interviews.

Results

The individual interviews produced information that can be
treated as both qualitative and quantitative data. The
quantitative data is presented in Tables 2 and 3. Given our
sample size, one cannot draw conclusions from the quan-
titative data, thus it is simply presented in table format to
help inform hypotheses of future research. The remainder of
the results will focus on the qualitative data.

Twelve major themes emerged from the qualitative
analysis of participants’ responses to the interview ques-
tions. Of these themes, eight are relevant to the current
study of suicidality and MAiD (Appendix 2). The

Table 1 SCI characteristics and demographics of the 23 interview
participants.

Years post-spinal cord injury (n) < 6 months (3)

6 months – 2 years (4)

2–5 years (4)

5–10 years (2)

10–20 years (1)

20–30 years (4)

30–40 years (0)

40–50 years (2)

> 50 years (3)

AIS classification (n) A (12)

B (4)

C (2)

D (5)

E (0)

Neurological level of injury (n) High cervical (5)

Low cervical (8)

Thoracic (7)

Lumbar (3)

Sacral (0)

Gender (%) Female 4 (17%)

Male 19 (83%)

Ethnicity (%) Caucasian 17 (73%)

Metis/first nations/inuit 2 (9%)

African canadian 2 (9%)

East asian 2 (9%)

Cause of SCI (%) Motor vehicle accident 3 (13%)

Work place injury 3 (13%)

Victim of crime 1 (4%)

Other trauma 15 (65%)

Medical cause 1 (4%)

Third party compensation (%) Yes 7 (30%)

No 16 (70%)

Current marital status (%) Married or common-law 12 (52%)

Single 5 (22%)

Widowed 1 (4%)

Divorced or separated 3 (13%)

Other 2 (9%)

Current age mean (range) 57 (26–84)

Education presently (%) High school 8 (35%)

College 4 (17%)

University 7 (30%)

Post-graduate (MSc or doctorate)
4 (17%)

Employment status presently (%) Unemployed 10 (43%)

Employed 7 (30%)

Student 2 (9%)

Retired 2 (9%)

Not stated 2 (9%)

Location (%) Rural 2 (9%)

Urban 21 (91%)
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remaining four themes will be discussed as part of a sepa-
rate paper. The eight themes are presented below, with
representative quotes from participants in Table 4.

Suicidal ideation and behavior

This theme involved thoughts related to suicide and, in
some individuals, a discussion of their suicide attempts.
Suicidal ideation and behavior was frequently linked to
fears related to a loss of independence, concerns related to a
perceived inability to achieve life goals, and a feeling of
letting friends or family down. It was generally discussed as
part of a description of the participants’ reasoning during
the acute treatment phase following a SCI.

Changing views post-SCI life: cognitive reframing

Participants stated that their understanding of what life with
a SCI would be like changed over time. Many of these
changes focused on gaining functional abilities that parti-
cipants had assumed would not be possible immediately
following their SCI. This improvement was described as
occurring mostly through rehabilitation experiences that
allowed a reframing of day-to-day independence
following SCI.

Understanding post-SCI life: emotional reframing

This theme related to participants’ changing emotional state
following a SCI. Participants reported intense negative
emotions during the acute SCI time period. However, most
reported increasing positivity over time. This change was
linked with acquiring additional knowledge about life with
a SCI from books/websites, rehabilitation professionals,
peer counselors, peer mentors and from the participants’
own lived experiences. A critical factor in this emotional
reframing of post-SCI life was guidance from peer mentors
(i.e., other individuals with SCI) that was described as being
the most relevant to this experience and contributing to a
feeling of normalizing new emotions.

Disconnection with the medical team

A common theme in many interviews was a perceived
lack of empathy from or emotional connection with the
medical team. Participants felt that medical personnel were
uncomfortable discussing treatment options. Many also
indicated that they did not receive proper access to trained
psychologists or psychiatrists during the acute and subacute
phases. These perceived deficiencies increased the stress
associated with the transition from being inpatients to living
in the community and limited their ability to understand
what to expect from a life with a SCI.

Appropriateness of MAiD to individuals with SCI

This theme related to whether each participant thought that
MAiD would have been an appropriate option during the
acute or subacute stage of treatment. This theme also
included discussions about whether MAiD would have been
appropriate in cases that were more physically severe than
the participant’s own injury (e.g., tetraplegia vs. paraplegia).
Some individuals reported feeling better about their SCI
after seeing individuals with injuries that appeared more
severe than their own, although no detectable differences to
responses were noted by individuals who actually had a
more severe physical injury.

Table 2 Number of people with SCI with suicidal ideation post-SCI.

Self-disclosed suicidal ideation at
ANY time post SCI (n= 23)

YES n= 12 (52%)

High cervical (C2–C4)
n= 2 (17%)

Low cervical (C5–C8) n= 6 (50%)

Thoracic n= 2 (17%)

Lumbar n= 2 (17%)

Incomplete n= 5 (42%)

Complete n= 7 (58%)

NO n= 11 (48%)

High cervical (C2–C4)
n= 2 (18%)

Low cervical (C5–C8) n= 3 (27%)

Thoracic n= 5 (45%)

Lumbar n= 1 (9%)

Incomplete n= 6 (55%)

Complete n= 5 (45%)

Time frame of suicidal ideation as
defined by participant (n= 12)

Within first year n= 8 (67%)

Within first two years n= 1 (8%)

“Acute” (early) time frame not
defined n= 2 (17%)

“Chronic” n= 0

Other n= 1 (8%)

Those with suicidal ideation (n= 12)
who disclosed a suicide attempta

YES n= 5 (42%)

High cervical (C2–C4)
n= 2 (40%)

Low cervical (C5–C8) n= 2 (40%)

Thoracic n= 0

Lumbar n= 1 (20%)

Incomplete n= 2 (40%)

Complete n= 3 (60%)

NO n= 7 (58%)

High cervical (C2–C4) n= 0 (0%)

Lumbar n= 1 (14%) Low cervical
(C5–C8) n= 4 (57%)

Thoracic n= 2 (29%)

Incomplete n= 3 (55%)

Complete n= 4 (45%)

aAttempted suicide defined as a physical attempt by the participant
with the intent to commit act of suicide, attempt initiated by the
participant.
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Introduction of information related to MAiD

This theme related to how participants thought they would
have responded to MAiD-related information if it had been
presented following their SCI. It also clarified the time
period in which participants felt that this information should
be presented to individuals with SCI. Participants stated that
they would most likely have responded with anger and/or a
feeling of vulnerability had MAiD-related information been
presented during the acute phase of treatment. All partici-
pants expressed that MAiD should not be discussed during
this time period when they were more likely to have suicidal
feelings that would need to be interpreted within a relevant
context.

Lack of informed decision making

Many felt that during the acute and subacute time period,
they would not have had sufficient understanding of what
life with a SCI would be like to make an informed decision
about MAiD. Drug side effects, emotional arousal, pain,
and poor memory were also noted as factors that could alter
an individual’s ability to make an informed decision about
ending his or her life.

Desire for autonomy

Participants described the importance of being provided
with the option to make their own informed decisions
regarding their health and treatment. This desire for
autonomy extended to the decision of whether to end his or
her own life. Of importance, however, participants stated

that informed decisions were only possible after an indivi-
dual had undergone the cognitive and emotional reframing
described above.

Adverse events

No documented adverse events were associated with parti-
cipation in this study. One actively suicidal participant in
the focus group (<2 years post-SCI) was referred to psy-
chiatric services; however, upon follow-up, this patient no
longer reported suicidal ideation.

Discussion

The current research provides important insights into the
time course of suicidal ideation in individuals with SCI and
the factors that may alter one’s opinion about the value of
continuing life after having had a SCI. Critically, these data
demonstrate that changing views of suicide over the course
of rehabilitation, peer mentorship and normalization, and re-
integration to community, could influence informed decision
making involving MAiD. More than half of the participants
in this study reported experiencing suicidal ideation at some
point during the 2 years after their SCI. Consistent with
previous research with individuals with other disabilities
[16], this acute and subacute time period was typified by
high emotional arousal, grief, fear of being a burden, anxiety
about life with a SCI, and uncertainty about the future.
Suicide was therefore described as being an escape from
these, and other, concerns. Importantly, all participants sta-
ted that they would not have been able to make an informed

Table 3 Views of access to
medical-assistance-in-dying
post-SCI.

Based on your experience would it have been
appropriate to access MAiD acutely for youa?
(n= 23)

YES n= 0

NO n= 22 (97%)
Note: n= 1 participant in acute <2 years post injury
was actively suicidal during initial interview and
responded “maybe”, her response was later self-
revised to “No”

Based on your experience, would you have been
able to make an informed decision acutely after
your SCI about MAIDb? (n= 23)

NO, “can’t process context” n= 12 (52%)
NO, “can’t process secondary to drug side effects”
n= 5 (22%)
NO, reason not stated n= 3 (13%)
Unsure n= 3 (13%)
YES n= 0

Based on your experience would it be appropriate
to access MAiD in chronic SCIc? (n= 23)

YES n= 9 (39%)
NO n= 2 (9%)
NO, not for me but for “higher level injury” probably
yes n= 1 (4%)
POSSIBLY or UNSURE n= 11 (48%)

a“Acutely” was defined as less than the first 2 years of life post-SCI.
b“Informed” was defined as voluntary, with the participant able to understand the nature of the procedure’s
effects and the expected natural history related to their condition to make that determination at that time.
cChronic was defined as >2 years.
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decision about MAiD early after SCI without the opportu-
nity to experience what a reframed life may be.

The quantitative and qualitative data both indicate that
suicidal ideation is quite common during the acute SCI
phase of treatment. Given that suicidality is difficult to
quantify unless an individual attempts to commit suicide
[17], it is likely that the prevalence of suicidal thoughts is
underestimated. Our data indicate that discussions of this
topic should be included or discussed in more depth during
SCI treatment.

Participants also reported that their understanding of
what life with a SCI would be like changed over time. Many
participants learned to focus on what aspects of life were
still possible following a SCI rather than focusing on what
was lost. This “reframing” of their perspective occurred as
participants experienced rehabilitation and learned that they
could lead a relatively independent life despite having had a
SCI. Reframing was associated with transitions from
negative emotions focused on SCI-related life limitations to
more positive and realistic views of their remaining life.
Participants stressed that informed decision making related
to MAiD was only possible once an individual had
experienced this cognitive and emotional reframing and had
a context in which to understand their life with SCI. Our
data suggests that physicians discussing MAiD with indi-
viduals who have experienced a SCI should ensure that
reframing has occurred to facilitate informed decision
making regarding life with SCI.

The process of reframing was facilitated by peer mentors
(i.e., other individuals with a SCI). These individuals helped
reduce the negative emotions of individuals who had
experienced an SCI by providing emotional support and,
critically, constructive solutions for problems they might

Table 4 Eight major themes with representative participant quotations.

Theme: suicidal ideation and behavior (n= 13, 57%)

“I had never ever contemplated suicide before I was injured but I
did think about it after I was injured, and I think that’s normal too.”
–P
“I think it’s quite normal to go through a period of denial and to
exercise every option to remove [yourself] from the nightmare you
are currently living in.” –Z

Theme: changing views post-SCI, cognitive reframing (n= 16, 70%)

“It takes time because you have to adjust and you have to change
your lifestyle, after an accident. No matter what accident, it changes,
you have to adjust to it, to their level of injury.” –Q
Reference to participant being in public with her daughter: “My
daughter would say, ‘what are you looking at? Have you never seen
anybody in a wheelchair before?’ It was so hard, but now my
attitude is like, ‘To hell with them.’ I will live my life the way I want it
to be.” –E

Theme: understanding post-SCI life, emotional reframing (n=
18, 78%)

“Everybody that I spoke to that had a spinal cord injury all said the
exact same thing which was that the first year is gonna be the worst
year of your life, and then it just gets better after that. So I think you
kind of like put that sort of mental marker in your brain and go.” –J
“I think early on one has to assume that the vast majority of people
don’t know what’s ahead of them and can’t absorb what’s ahead of
them until they’ve started to learn a little bit about what’s ahead of
them and what you immediately learn is all of the negative stuff.” –L
“I don’t think you can get any perspective on what it’s gonna look
like, until you actually talk to someone who’s been through it you
know.” –J

Theme: disconnection of medical team (n= 7, 30%)

“Unfortunately the hospital staff that were meant to be helpful were
actually not sympathetic nor did they show any type of empathy you
know, for my condition– there was no point at which somebody came
to speak to me about my mental health in terms of managing and
adapting to that condition.” –A

Theme: appropriateness of MAiD (n= 17, 74%)

“…if someone were to talk to me about it [MAiD in the ICU], I was
underage at the time so I don’t know how that would have worked,
but yeah I would’ve agreed to it. And yeah, I don’t think going to
someone who’s brain isn’t there that that would be good.” –B
“…so I think that [suicide] slowly gets pushed away from your mind.
Because now you’re concentrating on how to live with the spinal
cord injury.” –F

Theme: introduction of MAiD information (n= 18, 78%)

“I’m not going to give my 6-year-old a very sharp knife and tell him
to go and do something because they don’t understand the
implications of what might happen…You have to take people
emotionally away from that very critical period before you ask these
questions.” –P
“If a doctor mentioned that to me, I’d fire that jerk right off the hop.
Get a life. Seriously, if a doctor asked me that, what gives him the
right to say that to me, I’d punch him if I could. Who gives you the
right to think that I deserve to die, or I should take the easy way out.
Is that your way of saying I’m a burden to society.” –W

Theme: lack of informed decision-making (n= 19, 83%)

“I don’t think that decision [end of life] can be made until somebody
has some sort of understanding of what their life is going to be like
and I think that requires them to shake off the previous self-image

Table 4 (continued)

and to look at what life really holds for them.” –L
“No, I don’t think I really understood what I was thinking. For at
least six months after my injury, I might have thought in the moment
I knew what I was talking about and what I wanted but again
[*generic neuropathic pain medication] for one was a horrible drug
for me and it really affected my mental state.” –G
“As much as I would like to be able to make my own choices, I think
at that point [acute SCI] I just wouldn’t have been able to make an
informed choice.” –D
Theme: desire of autonomy (n= 15, 65%)

“…I’ve given it 51 years, and I’ve given it my best shot and I think
my track record speaks for that. I think in this case, my opinion
overrules [others] and I want to be able to say, yes, thank you very
much but it’s time for me to go.” –I

Percentage of individual interview transcripts with embedded themes
enclosed (%).

Detailed definitions of themes and umbrella subthemes included in
Appendix 2.

Please note participant letter identifiers are randomly selected
letter codes.
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encounter. These peers, who had already undergone
“reframing”, helped the participants change their focus and
also normalize the described “common” early desire to end
one’s life. These preliminary findings suggest that the
rehabilitation process would benefit from increased inter-
actions with SCI peer mentors.

A final question in the current research related to whether
participants felt that MAiD was an appropriate option for
individuals with a SCI once informed decision-making was
possible. The results of this quantitative question were
equivocal, with almost half of the participants being unsure
of its appropriateness. Only three participants said that
MAiD should definitely not be an option for individuals with
SCI in the long-term. These results are consistent with earlier
quantitative research [3] that demonstrates that individuals
with SCI place a high value on autonomy, particularly as it
relates to important medical decisions such as MAiD.

These data are particularly timely given that MAiD is
now available in many countries, and that the qualification
of MAiD candidates in Canada may be altered to allow
people with severe physical disabilities, but without
foreseeable deaths, to access. As such, health care teams
may experience increased pressure to provide their
patients with information related to MAiD, and both
patients and their families may ask and seek relevant
guidance. Indeed, previous research has already shown
that end-of-life counseling is highly sought after by
patients and their families following severe injuries and
illness [18]. However, MAiD decision making and
counseling becomes much more difficult when the indi-
vidual’s prognosis—and future quality of life—are less
certain [19, 20]. Our data indicate that in the case of SCI,
physicians and health care teams should proceed with
caution when discussing MAiD. The participants in our
study stated that they would not have been able to make
an informed decision during the time period immediately
following their SCI and some would have reacted with
anger if it was involuntarily introduced to them in this
time frame. These data, which are based on the perspec-
tive of individuals with SCI, suggest that if MAiD is
available for people with SCI, the counseling on end-of-
living decision making such as MAiD should not occur
until reframing opportunities have occurred.

Limitations

Although our sample size of 23 individual participants is
considered robust for a qualitative study [11], a larger
number of participants may have allowed us to detect other
distinct themes in the participants’ responses. A larger sam-
ple size would also improve the reliability of our quantitative
data and would have allowed us to include more

proportionate demographic data (such as educational levels
that more accurately reflect the population). An additional
limitation involves the homogeneity of our sample; all but
one of the participants received post-SCI treatment in our
local hospital network, which involves a dedicated SCI
rehabilitation unit. Although it is unlikely that their experi-
ences differed widely from individuals treated in other geo-
graphical locations, it is possible that other hospitals treat
suicidality in a different manner or have more or less reha-
bilitation, community, or psychological support. It is possible
that varying degrees of rehabilitation opportunity may alter
the processes identified. The homogeneity of our sample was
also seen in the fact that 91% of the participants lived in
urban centers. Including more rural participants or those of
varying cultures would allow researchers to determine if
suicidality and attitudes toward MAiD differed as a function
of geography or culture. In addition, the current study did not
examine whether responses were affected by the cause of the
SCI. Seven of the 23 participants received third-party com-
pensation for the injury. A larger survey-based study could
examine whether suicidal ideation and beliefs about MAiD
were influenced by whether the SCI was due to the partici-
pants’ actions or to the actions of another individual.

We additionally appreciate the complexities of MAiD as it
may apply to those with a SCI and a more clearly anticipated
imminent physical death, such as from poor pre-morbid status
and severe co-morbidities. The majority of our interview
participants described no imminent foreseeable death but this
would be a valuable future qualitative piece. We did not track
whether participants sought treatment from mental health
services; these data were only included in our qualitative
analyses if it was personally disclosed by the participants. Our
study also did not address psychiatric diagnoses that may
contribute to suicidal ideation [16, 17, 21].

Recall bias may be a limitation to our study, as we cannot
quantify the degree to which participants interviewed
recalled their experiences of the past accurately.

Conclusion

The current paper provides qualitative and, to a lesser
extent, quantitative data related to suicidal thoughts and
behaviors. It also provides novel information related to how
MAiD is viewed by individuals with SCI. These data
indicate that suicidal ideation is common soon after SCI, but
decreases over time as individuals gain more experience and
understanding of what life with a SCI will be like. The SCI
participants in our study also stated that they could not have
made an informed decision about MAiD during the acute/
subacute stage after SCI, and none thought that making
MAiD available at that time would have been appropriate.
Access to relevant guidance from a lived perspective, such
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as through peer mentorship, and access to rehabilitation and
community re-integration support were strong themes of
encouraging a reframing opportunity allowing for a more
informed view on life and death after SCI. Together, these
data provide important guidance to physicians who must
provide end-of-life counseling, and show the importance of
learning from the lived experiences of individuals who have
sustained severe neurological injuries such as SCI.

Data availability

Attached Appendix 1 and 2 include data gathered as (1)
Final question sets for individual interviews and (2) sum-
mary of themes and subthemes data.
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