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Abstract
Study design Qualitative study.
Objectives The purpose of this study is to understand the patient perspective after diagnosis of an acute traumatic spinal cord
injury (tSCI). Discussing the diagnosis and prognosis of a tSCI with a patient can be a challenging experience for both the
patient and the physician. As such, this paper attempts to better understand the patient experience to improve communication
when discussing this life-altering injury.
Setting Vancouver General Hospital, Vancouver, British Columbia, Canada.
Methods This study is a qualitative study utilizing grounded theory and semi-structured interviews. The interview tran-
scripts were manually coded using manifest and latent content analysis. Major and minor codes were identified and
discussed.
Results In total, 17 interviews were conducted, fifteen individuals with tSCI who received acute care at Vancouver General
Hospital (VGH) and eleven family members were interviewed. Patient participants were interviewed individually or in a
paired interview with a participating family member. Patient participants had varying spinal cord injuries from AIS A-D.
Two major themes were identified from the interviews. The first major theme was physician demeanor (general approach and
attitude towards patients) and the second major theme was delivery of information (content, timing, and source).
Conclusions This study summarizes the preferences of patients who sustained a tSCI discussions regarding their diagnosis
and prognosis in the acute care setting. The goal of this study is to help guide physician interactions at this difficult and
vulnerable time for patients with hopes to improve patient care through effective communication.

Introduction

The diagnosis and prognosis of a traumatic spinal cord
injury (tSCI) is often initially difficult to fully comprehend
and can be overwhelming in the acute care setting for
patients and their families. It is typically the role of the
spine surgeon (physician) to discuss the tSCI with patients
and their families immediately following assessment of the
injury. Despite being well trained in emergently decom-
pressing the spinal cord and stabilizing the vertebral col-
umn, surgeons lack training in complex communication
skills, such as delivering bad news [1]. Barriers physicians
often encounter during delivery of bad news include fear of
patient’s and/or family’s reaction to the news, uncertainty of
how to deal with the evoked emotional response, concern
with patients losing hope, and inability to provide all of the
answers [1–3].
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These barriers in communication, combined with a lack
of formal education to address the barriers, culminate in a
daunting task for many physicians. Yet, despite the chal-
lenging nature of delivering bad news, the importance of
communicating effectively and with compassion cannot be
underestimated. The transfer of information from the phy-
sician to the patient and their families in regards to the tSCI
has an impact on their ability to cope with their new diag-
nosis, their engagement with physiotherapy and rehabilita-
tion, and may impact their overall short and long-term
outcomes [4, 5].

Communicating prognosis in spinal cord injury patients
from a physician’s perspective has been discussed in the
literature yet there is a gap in understanding patient needs
and their perspective on critical discussions regarding
diagnosis and prognosis following a tSCI [6, 7].

From the oncology literature, it is clear that the manner in
which prognosis is communicated with patients can affect
patient comprehension, satisfaction with medical care, level
of hopefulness, and subsequent psychological adjustment
[8–13]. Therefore, effective communication between the
physician and patient/family is of utmost importance.

The purpose of this study is to understand the patient and
family perspective in receiving information on diagnosis
and prognosis in the acute care setting after sustaining a
tSCI. In this study, we hope to determine what specific
aspect of communication and interactions are most impor-
tant and beneficial to patients, thereby enhancing
patient–physician relationships, and hopefully, positively
impacting patient outcomes.

Methods

Study design

This was a qualitative study utilizing grounded theory
[14, 15]. A research team composed of one spine surgery
fellow (MN), one independent qualitative health researcher
(VO), one clinical nurse specialist in tSCI (LB) and two
researchers in tSCI (VN, LH), developed a semi-structured
interview guide (Box 1). Open ended questions were uti-
lized to allow for emergence of themes from participants,
and other more directed questions were optional when
participants required more prompting. The interviews eli-
cited participants’ views on their experience in acute care
after a tSCI.

Participant recruitment

Eligible participants were identified using the Rick Hansen
Spinal Cord Injury Registry at the Vancouver General
Hospital (VGH) site [16]. Inclusion criteria for patient

Box 1 (interview guide outline)

Box 1 represents the interview guide outline. This was used as the
format on which the interviews were based.
All interviews begin with:
“Can you tell me about your experience when you were first told
about your [your relative’s] diagnosis?”
When necessary, prompts or direct questions may be used:

● When did the first discussion about your diagnosis of
a spinal cord injury occur?

Was it prompted by yourself, or by the healthcare
provider?
Did you feel the timing was appropriate?

● Is there anything you particularly liked or disliked,
about how the physician (or healthcare provider) who
first discussed the severity of your injury spoke to you?

● Is there anything you particularly liked or disliked,
about the setting of where this discussion took place
(family members present or not, location, etc)?

● How important was the language used?

Any specific words that you recall as offending or
comforting?

● Non-verbal communication can include gestures such as
nodding, eye contact and touch. Do you recall any of
these being used during the conversations about your
prognosis? If so, did this make a difference to you?

● How did you find out about the implications of your
diagnosis?

Who provided you with the relevant information?
Did you feel this was appropriate?

● Did you feel able to ask questions about your injury
and prognosis?

● There is often a spectrum of possible functional
outcomes after a spinal cord injury. Can you
comment on the ideal balance between being realistic
and being hopeful about prognosis, when profes-
sionals speak to patients about their SCI?

● How do you perceive the role of each healthcare
professional in acute care (surgeon, residents/fellows,
nurses, physiotherapist, occupational therapist)

*Other more directed questions based on participant responses
were asked as deemed appropriate and relevant by the interviewer.
All interviews conclude with:
Is there anything else you think I should know, or understand
better, about your experience in acute care (rehabilitation, and
reintegration into the community)?
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participation were age greater than 18 years, at minimum
6 months post injury and requiring an inpatient admission to
VGH for tSCI with a neurological classification of Amer-
ican Spinal Injury Association Impairment Scale (AIS) A-D
at the time of injury as per the International Standards for
the Neurological Classification of SCI [17]. In addition,
patients were required to have an inpatient admission to a
spinal cord injury rehabilitation hospital and currently be
reintegrated into the community. Exclusion criteria for
participants were physical or mental disabilities sustained
prior to their tSCI that may have confounded their care in
hospital, history of substance abuse, and patients who were
unable to communicate fluently in English. Participant
family members were also interviewed. Inclusion criteria
for these participants were age greater than 18 years, the
ability to communicate fluently in English, and having been
present during the patient’s acute and rehabilitation care
following their tSCI. The study was reviewed and received
approval by both the university Clinical Research Ethics
Board (CREB) and the hospital. Consent forms were
obtained for all those participating in interviews.

Data collection and analysis

A spine surgery fellow (MN) and a qualitative health
researcher (VO) independently conducted 17 in-person
interviews. Interviews were recorded and transcribed ver-
batim. Field notes were taken to record emotional and non-
verbal expressions. The two interviewers independently read
and manually coded each transcript using manifest and latent
content analysis, as well as constant comparative techniques
[14, 15]. Initial coding labels for data chunks were noted in
transcript margins. As recurring codes or themes were
identified, they were clustered into increasingly specific
groupings, and transcribed into an Excel spreadsheet with
specific participant quotes. Tables of codes were created,
with frequency counts of the coded transcript to confirm
density of the identified codes. Descriptions of the identified
codes and themes were clarified using highlighting of the
most representative manifest content of a specific transcript,
or with a direct quote from our Excel spreadsheet. Data on
the study participants was obtained from the Vancouver
Rick Hansen SCI Registry and included: age, gender, edu-
cation status, marital status, neurology, function, and living
situation. Criteria for rigor in qualitative studies (auditability,
credibility, and fittingness) were fulfilled [18, 19].

Results

Overall, 17 interviews (individual and/or paired) were per-
formed. In total, 15 patients and 11 family members parti-
cipated and consented for the interviews. Most patients

were interviewed alongside their family member as descri-
bed in the research protocol. In a few cases, paired inter-
views were not logistically possible and were done
individually or without the participation of a family mem-
ber. The average age of the patients at the time of injury was
42.6 years (age range of 17–77 years) and most patients
were of male gender (87%). There was an equal number of
complete and incomplete tSCI and 73% (11 of 15 patients)
were non ambulatory. The interviews occurred between 1
and 2 years after the tSCI (13 of 15 interviews). Table 1
outlines the demographic information for the consenting
patients (patient participants only).

Interview results

Amidst some personal variability inpatient experiences,
perceptions, and preferences, two main themes were iden-
tified: (1) Physician demeanor and (2) Delivery of infor-
mation. Physician demeanor consisted of the general
approach and attitude towards the patient. Delivery of
information was divided into content, timing, and source of
information. These two main themes were then further
divided into minor codes that are described in detail below.
Participants’ study numbers are attached to the quotations to
highlight the contributions from each of the patients.

Physician demeanor

Being personable During communication with healthcare
professionals (physicians, nurses, physiotherapists, occupa-
tional therapists, social workers, etc…), participants con-
sistently voiced their appreciation for staff approaching them
with a friendly demeanor. They valued interactions that
consisted of positive energy and a sense of humor. Partici-
pants noted healthcare professionals’ pleasant attitude “makes
[them] feel good” [participant #6], “gives [them] energy to
fight and lightens the mood.” [wife of participant #15]. Other
quotes consistent with this minor theme: “I used to laugh with
the nurses and make jokes to make me feel happy and alive.”
[participant #1], “I love how positive they were and they
would come in laughing and smiling.” [participant #2].
Patients felt a sense of comfort when the healthcare providers
tried to get to know them as individuals. Establishing a per-
sonal connection and a unique patient–physician bond, gave
the patients a sense of familiarity, which they found invalu-
able after sustaining their tSCI.
Patients often mentioned the role of their physiotherapist

and occupational therapist as an important one during the
acute care period. They had daily visits with their therapist
and developed personal relationships with them, which
enhanced their trust in the healthcare system. After
sustaining a tSCI, most patients had initial discussions in
regard to diagnosis and prognosis with their surgeon;
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however, most participants referred to their therapists when
describing in-depth conversations about their injury.
Physiotherapists and occupational therapists played an
important role for patients in answering their questions
daily. When asked specifically if patients would rather have
discussed questions with their surgeon, most patients were
satisfied with this team approach and trusted their therapists
to answer questions about their injury.
Although patients highlighted the importance of their

positive relationship with their allied healthcare profes-
sionals, participants were appreciative of visits by their
surgeon, and voiced disappointment when they were
infrequent or non-existent. Furthermore, patients and their
family members emphasized the significance of surgeons
getting to know the individual patients. “[…] But they have
to remember that each person that comes there is a different
person. And they have to individualize it and I know it must
be difficult, but they’ve got to do it because […] [patients]
are not machines. They’re not just stats. They’re absolutely
alive people.” [family member of participant #7].

Maintaining patient dignity Another important aspect of
the patient experience is being treated respectfully and as a
human being as opposed to as a disabled patient. Partici-
pants wholeheartedly appreciated healthcare professionals
who treated them like they would any other person and in
the same manner they were prior to their accident. This
helped improve patients’ self-image and made them feel
like themselves again.
One participant expressed this when talking about his

nurses in acute care: “[…] I was all messed up, you know.
They would talk to me as if I wasn’t, and that’s what I was
really worried about: how are people going to treat me
afterwards. And these people were awesome. […] How they
made me laugh and how they made me feel, I didn’t feel

Table 1 Represents the demographic information of patient
participants.

Number of participants (n= 15)

Gender

Male 13

Female 2

Ethnicity

Caucasian 12

Asian 1

Indian 1

African 1

Marital status

Married/common law 7

Single 6

Divorced/widowed 2

Education

<High school 3

High school 3

College/University 5

Unknown 4

ASIA impairment scaleclassification on admission

A 8

B 2

C 2

D 3

Neurological level on admission

Cervical 8

Thoracic 5

Lumbar 2

Ambulation status at the time of the interview

Ambulatory 4

Wheelchair dependent 11

Age at injury (years)

17–30 4

31–40 3

41–50 2

51–60 2

61–70 3

71–85 1

Living situation

Alone 7

With family 8

Mechanism of injury

Fall 7

Transport 2

Sports and leisure 3

Violence/assault 1

Other 2

Table 1 (continued)

Number of participants (n= 15)

Number of months post injury at time of interview

6–12 2

13–24 11

25–36 2

Family member participants (11)

Spouses 7

Parent 3

In-law family member 1

Number of interviews

Paired 9 (9 patients and 9 family members)

Separated 4 (2 patients and 2 family members)

Individual patients 4
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like I was any different than anybody else besides the fact
that I’m going to have to push myself in a wheelchair.”
[participant #2].
Patients did not want to be redefined based on their tSCI

and appreciated being treated with dignity. “[…] to me it’s
very comforting to not be treated like a piece of inventory,
but to be treated like a person. […] It’s importat to me
because I felt that he (my surgeon) is treating me still with
the dignity that anybody that goes through what I went
through really deserves to be treated. And it’s hard enough
to deal with what you’re going through, without having to
deal with any sort of humiliation.” [participant #3].

Delivery of information

In this study, participants reported a large degree of varia-
bility in the amount of information they wanted to receive in
the acute care setting. Comments ranged from “any infor-
mation is good information” [participant #8], to “not really
wanting to know too much…” [participant #10]. Despite
this variability, the majority of patients reported only being
able to manage or remember a limited amount of informa-
tion at the time of their acute care admission due to pain,
medications, and their state of shock, especially during the
first 3–10 days post injury.

Patients’ initial state of shock Many patients report
understanding the severity of their injury upon impact. “As
soon as I hit the ground, I knew. […] It was an instant
disconnect from my lower body.” [participant #9].
Although some patients had immediate insight to their
injury, others recognized it in the emergency department
during their initial evaluation. Most patients remember
being told by a surgeon that their neck or back was broken
and they needed urgent surgery. Patients consistently said
this was sufficient information at the time due to their state
of shock. They understood they were severely injured, they
knew they were in pain and there was a lot going on, as
such they were not in a state to take in any further infor-
mation. “They said I had a major injury to my spinal cord,
[…] ‘we’re going to have to operate on you’, and I said
‘well, that’s fine, do whatever you have to do’ You are in so
much pain, right?, it’s like take it away, take it away.”
[participant #8].
Most participants had difficulty recalling any details the

first few days after surgery. Those who did remember
having discussions with their surgeon, describe vague and
hazy details attributing this to their state of shock. Most
patients were unable to retain any information in regard to
diagnosis and prognosis and were not interested in having
lengthy discussions as they were still adjusting emotionally.
“It’s too early… I need at least a week to absorb and go
through all my emotional levels.” [participant #8]. The

length of this initial state of shock before patients were
ready for more detailed discussions varied from 3 to 10 days
post-operatively.
On the contrary, family members consistently wanted to

know as much information as possible early on, and patients
did not voice concern over family members receiving more
information at an earlier time than themselves. Interestingly,
patients did not mention the importance of having a family
member present during critical conversations. When
specifically asked, patients were indifferent to whether
family members were present during patient–physician
discussions about their injury. Patients felt the role of a
family member was supporting them through the recovery
process, maintaining encouragement and motivation during
their rehabilitation, not necessarily collecting and recalling
medical details for them.

Stating the facts Patients described that receiving factual
details about their injury, such as morphology of their bony
injury, helped them process and better understand their
injury. “He did mention that there was bone in my spinal
cord. It’s the right thing to say, to explain what the injury
actually is. […] He explained very well and clearly, in a few
words only, as to what it looked like and that’s all I wanted
to hear really.” [participant #9] The majority of patients felt
that brief surgical details pertinent to their injury were
important and sufficient in helping them understand their
diagnosis in the acute care setting.

Understanding the difficulty in predicting prognosis Most
participants reported in their interviews that they were not
told a definitive prognosis during their acute care. They
described surgeons being vague about long-term functional
outcomes. They were repeatedly told it is too early to pre-
dict their recovery. “It always was in the back of my mind
you know, am I going to be able to walk, and stuff like that,
but umm like nobody ever told me you’re not going to be or
you will, and I can understand why they don’t want to give
people false hope or give them bad news when it is, because
from what I understand, nobody really knows how the
healing process is going to affect individual people, so it’s a
touchy thing to speculate one way or the other on how they
are going to be.” [participant #10] “[My surgeon] was sort
of wishy-washy about it and basically kept saying we’d
have to ‘wait and see’.” [participant # 15].
Due to the lack of specificity in regard to outcomes and

prognosis, participants inherently understood there was
variability in prognosis after a tSCI. Many patients felt this
variability was the personal aspect of their injury. “I think
for me it was kind of more like just a personal thing, how I
was going to do, and it didn’t really matter how other
people’s recovery was, because I think in my mind anyway,
mine was going to be different.” [participant #15].

Patient perspective: diagnosis and prognosis of acute spinal cord injuries 869



Some patients even preferred not to be given a definitive
prognosis, as it motivated them to take ownership of their
injury and push themselves during rehabilitation to max-
imize their function and make the best of their diagnosis and
prognosis. “You kind of take everything with a grain of salt,
right? You know you’re in this position, you can’t have
someone come in and tell you what your life is going to be
like after that. That decision is kind of up to you, as far as
you push yourself and stuff like that. As far as things
coming back; the body is the only one in control of that,
right?” [participant #8].
Overall, the realistic difficulty in predicting long-term

prognosis for patients with tSCI is often utilized in a
positive manner by patients.

Balancing truth and hope During the interviews, partici-
pants spontaneously and recurrently mentioned the concept
of balancing the truth of their new reality with the hope for
recovery. Some patients preferred a straightforward, honest,
and truthful discussion of diagnosis and prognosis. They did
not want any information withheld from them and they did
not want false hope.
On the other hand, there were participants who remained

very hopeful that they would recover function after their
injury and when a healthcare provider suggested otherwise,
this created a negative environment for them. For these
patients this frank realism squandered their hope and
created adversity between the patient and healthcare
providers. “They don’t know everything. They have history
of […] what the most likely prognosis is. But they don’t
know the size of a human spirit. […] They don’t know how
it all works. They have a general idea.” [participant # 6] It is
difficult to delineate whether this type of attitude or feeling
represents hope or a state of denial, which is one of many
coping mechanisms. In some participants, this feeling
persisted, even 2 years after their injury. “I mean, I’m
pretty sure I’m not going to walk again. I’m pretty sure. But
that doesn’t mean that I won’t. It doesn’t mean that
something’s not going to happen.” [participant #6].
Even participants who wanted full details about diagnosis

and prognosis, still spoke of the benefits of maintaining
hope. Hope consistently acted as a major motivator for
participants and encouraged them to work harder in
physiotherapy and rehabilitation.
“[…] if you are hopeful and you work for it, it may or

may not happen, but at the end of the day you’re still going
to be healthier than if you weren’t doing stuff, right? As I
see it, I think that it’s better to have more hope than to have
no hope at all.” [participant #2].

Emphasizing short term goals Most patients felt short term
goals were more tangible and less overwhelming than the
prediction of their long-term prognosis. Once obtained,

these short term goals led to the sense of accomplishment
and success, which was important in their recovery process.
“Better to focus on the present and what you’re doing now
and how you can improve now in little steps. Just being able
to accomplish things: small goals, big accomplishments.”
[participant #5].
Moreover, receiving positive feedback when attaining these

short term goals is a rewarding aspect of recovery for patients.
“[…] everybody kind of has their own recovery line. I feel
that as I was meeting milestones […] and they actually were
saying […] ‘you’re doing really well’, that’s the kind of
feedback at the time I think is most important. It’s as you are
experiencing the success, it’s then that it makes sense to you.
(…) [If] you’re too focused on the end point, and expect to be
at that point, I don’t think you get to have that joy [of
experiencing small successes].” [participant #14].
Long-term prognosis and functional goals were discussed

most often in the rehabilitation phase of their care. Most
participants felt this was an appropriate time for this
discussion. In the acute care setting, patients preferred to
focus on short term goals and receiving positive feedback
during this process was important for maintaining
motivation.
Patients preferred the positive phrasing to help set a

positive frame of mind. A family member gave a good
example by suggesting “the ventilator is helping him
breathe for now”, rather than “he cannot breathe on his
own” [family member of participant #1]. The former
phrasing conveys a sense of control over the situation,
while implying the same information as the latter statement.
In addition to the power of positive reinforcement,

participants appreciated healthcare providers who were
genuine, professional, and showed clear direction with
regards to their care and/or treatment plan. Patients felt
reassured with a care plan pathway in place and under-
standing the next step in their care.

Discussion

The work by Kirschblum et al. revealed that patients with
tSCI wish to be spoken to in a straightforward, sensitive,
and positive manner when discussing prognosis [7]. Our
study adds to this data through interactive interviews that
allowed for a more in-depth exploration of the participant
experience. The findings in this study demonstrate that
patients attribute as much, if not more importance to how
healthcare professionals communicate with them, as they do
to what is communicated to them during their stay in acute
care. Sand et al. reported that after sustaining a life-altering
tSCI, patients experience profound feelings of vulnerability
while in hospital [4]. This can be exacerbated by being
treated as a disabled individual, emphasizing the loss of
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function and dehumanizing patients. Our study is in keeping
with this, showing that the healthcare providers’ general
demeanor towards patients is of utmost importance.

In terms of the delivery of information in acute care,
Sand et al. reported that patients feel that diagnosis and
prognosis are difficult to understand, vague, and lack rele-
vant facts, leading to patient misconceptions about their
long-term outcomes [4]. The findings in this study were
consistent with regard to patients’ perception of vague
prognosis and the lack of definitive information on long-
term outcomes. However, patients did not perceive this as a
negative aspect of communication. Instead, they accepted
and understood the difficulty in predicting prognosis
acutely. In addition, this study found that by providing
ambiguity in prognosis, patients found this to be encoura-
ging and allowed them to take charge of their situation and
make efforts to achieve the best outcome possible for their
unique injury. Moreover, participants interviewed men-
tioned the benefits of not looking too far ahead, but rather
acknowledging the present situation and focusing on small
goals. This is consistent with not requiring too much
information about the long-term outcomes and accepting
vagueness in prognosis.

The survey by Kirschblum et al. identified physicians as
the preferred source of information for patients after their
injury [7]. The participants in this study mostly referred to
surgeons when commenting on the initial discussions of
diagnosis and prognosis in hospital, however, the vast
majority recall discussions with allied healthcare professionals

as appropriate and helpful. Patients were satisfied with a
holistic team approach, nonetheless, patients valued having a
relationship with their surgeon.

A common recurring theme during the interviews was the
importance of maintaining hope in the face of such a
devastating diagnosis. Hope has been associated with lower
levels of depression and psychological improvement after
injury [18–20]. Kirschblum and Fichtenbaum highlight that
hope does not have to be offered in relation to neurologic
improvement, and that even in patients with a complete
spinal cord injury, hope for functional improvement,
increased independence, social reintegration, and quality of
life is realistic [6]. The hope that patients may seek regarding
neurological prognosis should thus be replaced by infor-
mation about rehabilitation and adaptation to a new normal.

One specific area of improvement for communication
that was revealed in these interviews was that participants
identified a lack of clear information about the rehabilitation
process. This was a source of anxiety for patients about their
future care. It would likely be helpful if rehabilitation
physicians (physiatrists) could be involved with patients in
the acute care setting, in order to make them feel more
informed and confident about their treatment pathway.
Some participants mentioned lack of continuity of care from
acute care to the rehabilitation institution, and having phy-
siatrists involved earlier may help fill this gap.

Through the identification of major and minor themes
(Fig. 1), that are important to patients when conveying
prognosis after an acute tSCI, this study provides a starting

PHYSICIAN DEMEANOR
General Approach and Attitude

DELIVERY OF INFORMATION
Content and Timing

Being Personable
Importance of developing a positive 

therapeutic patient relation

Maintaining Patient Dignity
Respect for patient

Initial State of Shock
Most patients don’t retain 

details but appreciate 
severity

Stating the Facts
Provide pertinent details to 

the injury

Understanding the Difficult 
in Predicting Prognosis

Empowers a personal 
journey in recovery

Balancing Truth and Hope

Provide realism while 
maintaining hope

Emphasize Short Term 
Goals

Focus on tangible goals in 
early recovery

Fig. 1 Major and Minor Themes. Outlines the major and minor themes garned from the interviews conducted.

Patient perspective: diagnosis and prognosis of acute spinal cord injuries 871



platform upon which to expand physician–patient interac-
tions. These themes may be incorporated in orthopedic and
neurosurgical spine training curricula to improve commu-
nication skills in the setting of spinal cord injury. In addi-
tion, the results of this study emphasize the importance of
delivery of information from many different healthcare
providers. The team approach is valuable from a patient
perspective and having a spine specialized care pathway
and team may provide a model for high quality care.

Although this study helps to better appreciate the patient
experience in the acute care setting after sustaining a tSCI, it
has certain limitations. The small number of patients and
family members interviewed all come from a single acute
spinal care unit, where all members of the care team are
highly specialized in spinal care. This may not be general-
izable to all centers providing spinal care. Finally, there may
be some recall bias introduced in the results given the
interviews being conducted up to 1 and 2 years after the
injury.

Conclusion

Physician demeanor and delivery of information were two
important pieces to establishing appropriate communication
when discussing diagnosis and prognosis of a tSCI.
Developing an individualized patient–physician relationship
humanized the patient experience. In addition, maintaining
patient integrity, autonomy, and dignity, helped preserve
patients’ sense of self-worth during this vulnerable time.
Most patients preferred brief details in the early period post
injury, followed by surgical facts to help understand their
diagnosis. Providing this information with a team approach
in a positive, compassionate, and empathetic way was cri-
tical to patients. Patients preferred a balance of their new
reality with hope for recovery by focusing on small, tan-
gible rehab goals reinforced by positive feedback regardless
of their neurologic deficits. The knowledge obtained in this
study can help guide all healthcare providers’ communica-
tion and interactions with patients after sustaining tSCI in
the acute care setting.

Data archiving

The datasets generated during and/or analysed during the
current study are not publicly available. Electronic records
will be stored on a secure, password-protected hospital
server. Hard-copy transcripts and surveys will be kept in
locked filing cabinets in a locked office, at the Rick Hansen
Institute and/or in the Spine Research Center office, both
located at Blusson Spinal Cord Center at Vancouver
General Hospital. Only team members approved through
ethics will have access to the data.

All transcripts and surveys will be destroyed 5 years after
the conclusion of the project. The digital recordings of
interviews will be stored on a secure server, and backup
copies will be stored on a password-protected external hard
drive in a locked filing cabinet at the Blusson Building.
Research ethics approval will be sought before any
secondary analysis is undertaken.
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