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Table 1: Search Terms (key words and subject heading terms) and search strings of databases used 

MEDLINE / EMBASE / 

PsychINFO (OVID) 

CINAHL PubMed 

1 experience.mp. 

2 perspective.mp. 

3 perception.mp. 

4 view.mp. 

5 expectation.mp. 

6 opinion.mp. 

7 attitude.mp. 

8 1 or 2 or 3 or 4 or 5 or 6 

or 7 

9 palliative care.mp. 

10 exp palliative care/ 

11 palliative treatment.mp. 

12 terminal care.mp. 

13 end of life.mp. 

14 end of life care.mp. 

15 exp terminally ill/ 

16 terminally ill.mp. 

17 (death adj3 dying).mp. 

18 hospice care.mp. 

19 pain management.mp. 

20 advance care 

planning.mp. 

21 9 or 10 or 11 or 12 or 13 

or 14 or 15 or 16 or 17 or 

18 or 19 or 20 

22 exp migration/ 

23 exp migrants/ 

(palliative care or end of life 

care or terminal care or 

hospice care ) AND 

(perspective or perception or 

opinion or experience or 

attitude ) AND ( migrants or 

immigrants ) 

((palliative care) OR (hospice 

care) OR (end of life care) OR 

(end-of-life) OR (terminal 

care) OR (terminally ill) OR 

(death and dying) OR (pain 

management) OR (advance 

care planning)) AND 

((perspectives) OR 

(perceptions) OR (opinions) 

OR (experiences) OR 

(attitudes)) AND ((migrants) 

OR (immigrants)) 
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24 immigrant$.mp. 

25 migrant$.mp. 

26 exp immigration/ 

27 22 or 23 or 24 or 25 or 26 

28 8 and 21 and 27 

 

Table 2: Step one of thematic synthesis: Generation of line-by-line codes from reviewed articles 

 Text from studies Line-by-line coding Line-by-line coding (Refined) 

Fang et al. 

(2015) 

Integration would encourage new immigrants to 

retain the old culture while learning, adapting, 

and combining aspects of the new culture 

Integration of cultures Combining the old and the new 

cultures 

One woman described her duty to adopt 

“english” ways with particular emphasis on 

being a law-abiding citizen: 

“It’s like ‘when at Rome, do as the Romans do.’ 

As a Chinese person, you come to the UK, you 

follow UK laws and do what English people 

do.” 

Not a personal choice but a duty or 

responsibility; 

Obligation to assimilation 

An obligation to assimilation 

The elderly parents live separately from their 

children. Parents have their own lives, and 

children have their own lives… If you can move 

about by yourself, then do your best to take care 

of yourself.  

Elderly live independently from their 

children 

Do everything by themselves 

Living independently from children 

Coming to terms with cultural dissimilarities… 

Feeling pressured to choose between Western 

and Eastern religions 

These varying practices are symbolic of 

differences between West-ern and Eastern 

cultures negotiated through processes of 

acculturation. 

Religious practice difference makes 

chinese feeling pressured 

Feeling pressured due to religious 

practice differences 

others felt pressurized to adopt dominant 

Feeling pressured to fit in the norm 

(want to be included and socially 

Feeling pressured of being alien to the 

local social norm 
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religious and spiritual beliefs in England in 

order to be included and accepted socially. 

accepted?) 

a tension between the differing roles and 

expectations of family and healthcare 

professionals in facilitating and supporting a 

dying individual. 

Role of family VS role of HCPs Tensions appeared between the roles of 

family and HCPs 

Participants noted that family members, 

especially children, were expected to be the 

primary care providers for aging parents. 

Chinese thinks that it is obligated for 

children to take care of their parents 

Expectations of children being the 

primary care providers 

For foreigners [the English], they tend to hire 

nurses. It seems very unlikely that their children 

would take care of them and stay with them. In 

China, the children would take care of aging 

parents, mostly daughters or daughters-in-law.  

EoL care seems to override the role of 

chinese children 

EoL care having the tendency to 

override the role of children 

It was noted that the social norm in Western 

society was to hire nurses as primary care 

providers for ag- ing parents. Conversely, in 

Chinese society, the norms and beliefs about 

caregiving are situated with- in the teachings of 

“filial piety.” 

Difference in the primary care 

providers: 

Western: nurses 

Chinese: children (filial piety) 

Differences between the west and 

chinese regarding who to give care 

mainly due to filial piety 

“Having your family take care of you is better 

than having the government do it… the nurses 

take care of you like automatons. Everyone’s the 

same, and it’s just a process. In China, it’s 

different. There’s a sense of family.” 

Elderly likes having family to take 

care of them as it feels like being at 

home (sense of family) 

Preference of taken care by family 

outweighing by government because of 

strong sense of family 

it was more important to have your family 

members care for an individual when 

They want family members care for 

them when approaching death rather 

than HCPs; they don’t want to go to 

Disagreement with western caregiving 

practice 

Wanting to receive care from family 
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approaching death rather than healthcare pro- 

fessionals… disagreed with Western caregiving 

practices for aging parents, especially the 

practice of sending seniors to retirement homes 

retirement homes (disagree with 

western caregiving practice) 

when approaching death 

Furthermore, the majority of participants 

emphasized that the child’s duty to care for their 

parents went beyond responsibility, as “the 

traditional Chinese concept of filial piety” was 

described as being desired and hoped for by 

every Chinese parent. 

Children’s duty to care for parents and 

goes beyond responsibility 

Caring for parents goes beyond 

responsibility 

Gender differentials were identified in 

participants’ accounts, as caregiving 

responsibilities were typically placed on 

daughters or daughters-in-law. 

Caregiving role usually on girls 

(daughters/daughters-in-law); 

Gender differentials 

Female leading the role of caregiving 

Gender differentials 

It was apparent that the duties of a Chinese 

woman often resided within the home, which 

required providing care either for their aging 

parents and/or for their children. 

Women reside at home to provide care 

for aging parents and children 

Women’s duty to take care of aging 

parents and young children 

Issues of gender were apparent during various 

points of the interviews. It is very common and 

socially accepted that caregiver duties are not 

shared between spouses. 

Usually caregivers are 

daughters/daughters-in-law, instead of 

husbands 

Female being usual caregivers 

all participants indicated that mental health 

supports and services were essential and should 

be available and accessible when needed to cope 

with bereavement. 

HCPs should also provide mental 

health support and services for people 

needed to cope with bereavement 

Mental health support and service 

provision by HCPs 

Chinese migrants in the United Kingdom, 

however, are described as not dying with the 

same degree of support and comfort: “Because 

if someone passes away at home, there will be a 

lot of people around. But here in the U.K., 

we’ve all left our home, and if a family member 

passed away, we will feel very depressed and 

Chinese migrants did not want to die 

at home, as not wanting to withstand 

the loneliness and depressed feeling 

when spouses pass away 

Little tolerance of loneliness and 

depressed feeling when spouses passed 

away 

Not wanting to die at home 
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will need someone to enlighten us.” 

“according to traditional Chinese customs, very 

few people would see a psychologist because 

people are born, they get old, get sick and they 

die. This is natural. There shouldn’t be any. 

There is more in the West.” 

Chinese reckons to be born, get old, 

get sick and die is a natural and 

normal process; no need to seek 

psychological advice 

Unnecessary to seek psychological 

advice when approaching death 

Death being a natural and normal 

process 

Many of our participants interpreted aging, 

death, and grieving as a natural process, so that 

bereavement services and supports were often 

underutilized… the majority of participants 

agreed that mental health supports are important 

and necessary for coping with grief and 

bereavement, “mental health” and “mental 

illness” are seen as Western concepts that are 

overemphasized within the biomedical model 

Ageing, death, grieving is a natural 

process, yet bereavement service was 

underutilised 

They think mental health support is 

important but they don’t use it 

Agreeing with the importance of 

mental health support service 

Underutilisation of bereavement 

service 

All participants reported English as either their 

second or third language and that they would 

prefer to speak Chinese, either Mandarin or 

Cantonese.  

Their preference to speak Chinese 

than English 

Preference of speaking Chinese when 

utilising the service 

The barriers limiting clear communication often 

resulted in frustrations experienced by both the 

healthcare provider and the health service user 

Language barrier not only affects 

whether the Chinese understand what 

the HCP said or they describe 

themselves to HCP, but also frustrates 

HCP as they can’t effectively deliver 

services to Chinese  

Language barrier interfering the 

communication and service delivery 

between the Chinese and HCPs 

If the doctor is impatient, he doesn’t want to 

spend a lot of time listening to us. Because we 

are limited in the English language, we have to 

depend on simple translations to describe the 

symptoms and other medically related inquiries 

(. . .) If we encounter good doctors, they will 

Chinese thinks that doctors may not 

have time to listen to their needs as 

they can only use limited terms or 

words to describe their symptoms or 

sickness 

Perception of doctors being impatient 

because of Chinese’s low English oral 

proficiency 

Chinese has limited knowledge Limited knowledge regarding EoL 
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invest time in trying to understand and 

communicate with us, and as a result we will 

feel more comfortable to try and speak.,  

a general lack of knowledge concerning EoL 

practices within the United Kingdom: 

“Like many of us who don’t know English, we 

don’t know what to do if a person dies. I don’t 

think we know where cremation should take 

place, who we should look for, and which places 

are for burials.” 

regarding the EoL practices in foreign 

places 

practices in foreign places 

Explaining health issues and describing 

symptoms were suggested as presenting a 

challenge due to language difficulties. 

Language barrier leads to obstructed 

communication 

Obstructed communication by language 

barrier 

Many participants indicated a desire and need 

for having more culturally appropriate services. 

It was also emphasized that service provision 

should come from those who embody the 

culture and understand the cultural intricacies 

distinct to Chinese people.  

Chinese wants culturally appropriate 

services, which is given by those who 

understand cultural complexity 

distinct to Chinese 

Preference of having culturally 

appropriate services given by those 

who understand cultural complexity 

distinct to Chinese 

“it provides great help for us who have trouble 

communicating.” 

Chinese wants someone to act as a 

bridge for communication & having 

culturally comfort environment to use 

the services 

Preference of having those who 

understand Chinese cultural complexity 

to act as bridges for communication 

Preference of having those who 

understand Chinese cultural complexity 

to provide culturally comfortable 

medical environment 

interpretation services were available by 

appointment at the GP office, but the interpreters 

often failed to show up… “When I take my kid 

to see the doctor, most of the time [the 

Interpretation service is available as 

written on the menu but not in 

practice; electronic dictionary device 

is not accurate enough 

Culturally sensitive services existing in 

name alone 
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interpreter] doesn’t come. But luckily, that 

doctor is very nice. While on the phone with me, 

he translates into Chinese to let me take a look. I 

type whatever question I have to let him take a 

look. This is better. But sometimes I still don’t 

feel it’s accurate enough.” 

existing health service provision practices are 

influenced by macro-level political dynamics, 

where culturally sensitive services are available 

on a superficial level and not strictly regulated 

or monitored for uptake and effectiveness. 

Solutions for helping Chinese to 

utilise the services are on a superficial 

level 

Culturally sensitive services being 

superficial and loosen regulated 

Participants were found to have different 

attitudes about EoL practices... they were not 

particularly spiritual, religious, and/or 

superstitious. However, if forced to choose, they 

would pray to or worship Buddha or Guanyin. 

These practices are associated with Taoist 

beliefs, particularly with traditional EoL 

customs and beliefs 

Chinese’s practice of religion closely 

links to Taoist beliefs 

Preference of believing in Chinese gods 

and traditional EoL customs and beliefs 

In contrast, with respect to British funeral 

practices, many revealed not having participated 

in any British funerals since moving to the 

United Kingdom 

Burial practices of Taoist and British 

are totally different 

Many participants hadn’t engaged in 

British funerals 

Lack of contacts and differences in 

burial process between cultures 

Their social circle consisted of mainly other 

members of the Chinese community 

Passive engagement beyond Chinese 

community 

Passive engagement outside of Chinese 

community 

Their older family members resided in China Not necessary for them to attend any 

funeral 

Unnecessary of attending funeral 

the concept of choice becomes ambiguous when 

EoL options are available only to those that have 

the choices regarding the burial 

process depends more on the state 

Options for burial process depending 

more on the state than HCPs 
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the financial means to exercise these rights. than the healthcare professionals 

it is important for healthcare professionals to be 

aware and responsive to different cultural 

traditions, practices, and beliefs in order to 

provide effective EoL care  

Cultural difference awareness is 

anticipated on health care 

professionals 

Cultural difference awareness is 

anticipated on health care professionals 

Equally important are multilingual informational 

and/or educational resources for Chinese and 

other migrants about how such services and 

arrangements are provided and acquired, in 

order to help migrants achieve a good health. 

Suggest to have multilingual 

information or education materials for 

migrants 

Multilingual education materials being 

suggested to migrants 

facing and accepting death, respecting personal 

wishes and regrets… the importance of paying 

respect to the ones who have passed on 

Chinese thinks death is inevitable; 

dying is a natural process 

Cultural belief that death is natural and 

inevitable 

Dying was often described as a normal process 

and death an inevitable outcome: 

“Everyone who is born dies, right? You don’t 

know when you’re going to die. That’s fairly 

normal, I think. Of course, we’ll be sad. It’s 

family, after all. If your friend or a pet dies, 

you’ll also be sad. There are emotional 

attachments. No need to see a doctor. Everyone 

goes through that process. It’s just a matter of 

time, sooner or later.” 

Sadness is normal as there are 

emotional attachments 

No need to see doctor 

Emotion attachments being normal 

Unnecessary to seek medical advice  

Fear of regrets at the end stage of life 

When participants were asked about their dying 

wishes, they emphasised the fear of not having 

completed specific life goals, not having 

mastered desired skills, and ultimately, not 

having enjoyed life to the fullest: 

“If I am going to pass away today, I’m thinking 

(...) There are so many things I haven’t done yet, 

and I would feel regretful. Why didn’t I do this 

There are many “not having/not yet 

done” (regrets) in their life (fear of 

regret) 
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well? Why didn’t I learn this and that? Why 

didn’t I enjoy my life? I would feel regretful.” 

Another dying wish frequently mentioned by 

participants was being honoured and respected 

by their children.  

Although one died, he still wanted to 

be honoured and respected by 

children 

Anticipation of being honoured and 

respected when died 

A crucial component of Chinese culture is filial 

piety, which involves honouring and respecting 

one’s parents when they are alive and after they 

have died, not as simply a gesture or an act of 

kindness, but as a part of the children’s duty. 

Filial piety is a duty, not an act of 

kindness 

Duty of filial piety 

“If my children really want to pay me respects, 

in England, if you’re buried in the ground, if 

your children are dutiful, they’ll visit you, but if 

not, then they won’t in a hundred years! If they 

are sincere, then they will often think, “I miss 

my mom.” That’s enough.” 

To be dutiful is to respect, visiting the 

tomb after burying 

慎終追遠 (heart > action) 

Careful attention to perform the funeral 

rites to parents 

with respect to an afterlife, the existence of 

heaven and hell is a significant part of the 

Chinese religious and spiritual belief system. 

Traditional Taoist belief tells that 

there are heaven and hell and which 

people enter depends on whether they 

do good or bad on earth (afterlife 

concern) 

Traditional Taoist belief provokes 

people’s afterlife concern 

“I just try and not do bad stuff in my life, try 

your best to do good things within your ability, 

right? This way it’ll be good, right? Some 

people are very bad, and they do bad stuff 

everyday. When he’s in trouble and he goes to 

the temple and burns the incense, Buddha will 

not bless him, right?” 

The principle of living a righteous life 

Chinese tends to do right 

Living a righteous life brings fortune 

“Here, even if I worshipped God, God will not 

hear me.” 

They think that blessings and 

protection were limited within 

geographic boundaries; 

They migrated and became too far 

from home, so both their ancestors 

Blessings and protection from gods 

were limited within geographic 

boundaries 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Global Health

 doi: 10.1136/bmjgh-2020-003232:e003232. 5 2020;BMJ Global Health, et al. Kwok HHY



and gods would not bless them 

 in order to regain spiritual “reassurance” and 

“protection,” the acceptance of a new God or 

image in the United Kingdom is required.  

Necessary acceptance of new 

religious images 

Essence of accepting new religious 

image 

Several participants indicated significant gender 

differences that pertain to superstition, religion, 

and spirituality. 

Chinese is very superstitious Having a superstitious image 

Heidenreic

h, Koo & 

White 

(2014) 

Ting encapsulated the cultural and social 

framework influencing her role in caring for her 

dying father in Australia. 

There is no way to complain about 

taking care of parents as Chinese 

Taking care of parents is a duty 

Participants described family being 

geographically distant in China, Hong Kong and 

Indonesia and therefore unavailable to help. 

There was no one to share the burden... 

“In China maybe much easier because you 

always have family relative. And because you 

can take the time to get someone to help her. But 

here there is no one because the family everyone 

is working. All the relatives and the good friends 

living far away.” 

Geographical barrier to have burden 

shared 

Socially detached from family 

relatives 

Living far away from friends or 

relatives 

Not able to seek help from others  

Geographical barrier deterring people 

from seeking help from others 

Living away from country of origin 

making people socially detached from 

family relatives 

Maria expressed a strong sense of loss of control 

in her life and fear in experiencing the new 

circumstances alone 

Fear of confronting death 

(uncertainty) 

Leave & vacate 

Fear of confronting uncertainties 

alongside death 

No readiness to leave and vacate 

‘‘I am having a big depression and loss, because 

you have to care single handedly... you have to 

understand that if you are the sole person... 

Family member approaching death 

Feeling helpless, especially having no 

one alongside 

Feeling helpless, having no one by the 

side when approaching death 

(carers) 
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having to shoulder all these responsibilities the 

pressure is becoming heavier and heavier...’’ 

Participants experienced disruption to the family 

members’ traditional cultural attitudes and 

reduction in family and social support in 

Australia due to migration. 

Lack of family and social support 

Disruption of traditional cultural 

attitudes 

Migration leading to disruption of 

traditional family and social support 

Lin described ‘‘feeling isolated’’ due to loss of 

familiar values and family care-related cultural 

understandings 

Loss of family values and cultural 

understandings 

Feeling isolated 

Feeling socially isolated due to loss of 

family values and cultural 

understandings 

Yes [family care is important in our culture], 

but... I don’t know why my son and my daughter 

think this way... the [son’s] wife’s from a 

different culture or something I don’t know. 

She’s different... my son was married by the 

pastor in the church and he has lots of things to 

do... No time for me at all... For one month my 

son never rings, never come. I get so scared I 

ring him, I cried.’’ 

Westernised beliefs being educated to 

the next generation 

Next generation losing intimacy with 

family 

(carers) 

Next generation being influenced by 

westernised beliefs lose rapport with 

family 

(carers) 

some of them were reluctant to ask for 

assistance even though some family members 

and friends were willing to provide support. 

Reluctance of asking for assistance 

(carers) 

Reluctance of asking for assistance 

(carers) 

I cannot ask my son to give up his job to come 

back to help... [I have] friends... but they all 

have to work and they have families and you 

cannot expect them to be with you all the time. 

Always think about others first 

Not wanting to be burden of children 

Not wanting to rely on someone who 

can’t offer or guarantee you limitless 

help 

(patients) 

Considering others more than himself 

Not wanting to burden on children 

Not wanting to rely on someone who 

can’t offer or guarantee you limitless 

help 
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formal and cultural community services had 

been offered to assist all the carers, but were 

declined… Participants were unwilling to accept 

readily available support, preferring to do it 

alone. 

Unwilling to accept help from 

services 

(carers) 

Unwilling to accept help from services 

(carers) 

Participants described their emotional stress in 

observing and comforting the sick family 

member suffering distress in facing their 

incurable illness. 

Stress and emotion arisen from taking 

care of terminally ill family members 

(carers) 

Stress and emotion arisen from taking 

care of terminally ill family members 

(carers) 

“My husband upset too. Big depression, he 

[was] upset too... we had the result of the scan 

and then he say ‘‘why me, why me?” 

“It’s very hard, [because] my mother-in-law 

always said ‘‘Oh, dying is nothing. Not to worry, 

not worry’’, but she actually she worries... she 

cries sometimes...” 

Carers have to bear ill family 

members’ sorrow and worries 

(carers) 

Needs to bear ill family members’ 

sorrow and worries 

(carers) 

In keeping with the notion and impulse of non-

disclosure of the terminal nature of the illness 

and psychological protection of the sick family 

member, participants described various ways of 

avoiding the topic, including evading overt 

mention of the disease process: 

 

“The doctor, he says no more treatment. My 

husband 

[does] not know. I not tell him. He loses hope 

and must 

have the hope to fight the disease.” (Stella) 

 

“No, no [disease prognosis is not discussed] 

Carers prefer not disclosing the 

terminal nature of illness to protect 

their family members psychologically 

as they don’t want them to lose hope 

(carers) 

Psychological protection of their family 

members by not disclosing the terminal 

nature of illness 

(carers) 
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because I try to make him strong. Because you 

know in my mind I try to make him happy. If the 

doctor tell the people there is no hope maybe 

they’re down. . . They feel very poor and very 

down you know. . .So the children and me feel 

and give him hope to make him strong.” (Maria) 

The sick family member’s increasing physical 

dependency and inability to meet personal needs 

unaided added to participants’ emotional distress 

and left them scarce time for personal respite. 

Sick family members’ dependence 

deprives carers’ personal time and 

leads to emotional distress 

(carers) 

Loss of personal time and bringing 

emotional distress due to dependence 

of sick family members 

(carers) 

Now, the current increasing financial 

responsibilities of the participants caused 

enormous emotional stress. 

Financial burden due to heavy 

medical cost caused emotional 

distress to carers 

(carers) 

Emotional distress due to financial 

burden from medical costs 

(carers) 

“Umm [I am feeling the financial pressure], so 

then I start to think if he goes into a nursing 

home and I will not get the carer’s pension and I 

don’t go to work what are we going to do as 

income and finance? If he goes into a Nursing 

Home and my care pension stops, then surviving 

is a problem for us.” 

Carers have also thought about hiring 

others to take care of their family 

members, but if they live in nursing 

homes, they cannot receive pensions 

which not only support the medical 

cost but also daily lives of family 

(carers) 

Practical financial concerns so keep 

taking care of sick family members to 

receive subsidies from the government 

(carers) 

Participants struggled with the impending loss 

of the family member and unbearable dread of 

an isolated and lonely future in being alone. 

Anticipation of a lonely future living 

(carers) 

Foreseeing of a lonely future living 

(carers) 

Sometimes I tell my husband’s brothers and 

sisters, but they don’t help me. Sometimes they 

get cranky to me. They go crook on me. So I 

keep it inside my heart you know. I can’t talk 

Not having good relationships with 

relatives 

No talking opportunity 

Not having talking opportunities 

because of estranged relationship with 

relatives 
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with someone. 

The overwhelming daily chores, everything that 

is outside the normal routine, together with the 

unexpected stress, threatened their ability to 

cope. 

Stress with which from various 

aspects made carers hard to cope 

Stress derived making people hard to 

cope with life 

(carers) 

The strong intensity of the emotional, physical 

and financial stress required medical 

intervention for some participants. 

Caring for sick family members made 

carers sick 

Mental stress contributing to physical 

illness 

(carers) 

“Every night I woke at 1am or 2am and cried 

and cried and can’t stop... I scared all the time 

and my neck’s swollen… and I couldn’t breathe 

(rapid huh huh huh-anxiety attacks)... The 

doctor gave me Sinequan to make me slow 

down, make [me] not stressed too much, you 

know.” 

Poor mental health of carers 

contributed to poor physical health 

Poor mental health leading to poor 

physical health 

(carers) 

Seto-

Nielsen et 

al. (2015) 

death was a taboo topic and that dying at home 

was not the preferred option for Chinese 

Canadian immigrant care recipients. 

HCPs assumed Chinese immigrants 

preference of not wanting to die at 

home was a taboo 

Cultural taboo of dying hinder people 

from dying at home 

(HCP) 

she did not believe that Chinese care recipients 

wanted to die at home because of a superstition: 

“If they die at home, their home cannot be re-

sell.” 

Not wanting to die at home was due 

to monetary benefit 

Monetary benefits contribute most of 

not wanting to die at home 

Often they felt that Chinese immigrant care 

recipients wanted to be cared for at home until 

they were actively dying, at which time, they 

wanted to be transferred to a palliative unit or 

hospice where the actual death would take place. 

Want to receive care at home but want 

to die somewhere out of their home 

Dying somewhere out of home is 

preferred 
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HCPs implicitly inferred it was a cultural belief 

that Chinese immigrants did not want to die at 

home. 

Not wanting to die at home was 

assumed to be cultural belief in 

Chinese 

(HCP) 

Not wanting to die at home was 

assumed to be cultural belief in 

Chinese 

(HCP) 

“In fact at the very beginning, I don’t want to 

die at home. I want to go into the hospital to 

have palliative care. But my son and my 

daughter-in-law, they were so strong about being 

at home ... So, I do understand now that if I opt 

to stay at home, I will have all of this support. 

But still after I think about it, that is not enough. 

And I talk to my son and daughter-in-law, just 

me and dad in this apartment, even with all 

those support—that is not enough ... So my 

decision is that I will opt to spend my last days 

in the palliative care unit.” (CR1) 

Adult children want patients to stay at 

home to receive palliative care, yet 

they refused to stay at home but rather 

go to palliative care unit as there are 

only patients and their spouses at 

home 

The preference of children contradict 

with that of parents 

Only old parents staying at home 

Decision of whether to die at home 

goes beyond cultural beliefs 

Decision process involves mixing of 

cultures and negotiaitions 

Involvement of the mix of cultures and 

negotiation during the decision of place 

to die 

Decision of place to die goes beyond 

cultural beliefs 

Although her discussions with her son and 

daughter-in-law may indicate an openness to 

planning for her death, there evidently was 

something not being discussed 

Patients’ opinions cannot be heard 

Patients’ voices were subjugated 

(Patients) 

People’s opinions and voices being 

subjugated 

she was concerned that she would not receive 

the care required in the final stages and that she 

did not want to rely too heavily on her family. 

Worries of not having care 

Not wanting to rely heavily on family 

(Patients) 

Worries of not having care 

Not wanting to rely heavily on family 

recipients were silenced in expressing their 

desire to die at home because they feared 

burdening their family members. 

Fear of burdening family 

(HCP) 

Fear of burdening family 

(HCP) 

care recipients were choosing to die in hospitals, 

palliative units, and hospices to avoid imposing 

Avoid imposing on family members 

Refusal to die at home goes beyond 

superstition 

Avoid imposing on family members 

Refusal to die at home goes beyond 

superstition 
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on family members. 

there was a difference between the Canadian 

health care system and that of their country of 

origin. The understanding that illness and dying 

were treated differently within the two health 

care systems (nurse) 

Understanding of healthcare system 

or knowledge about palliative care 

affects decision of where to die 

Illness and dying were treated 

differently within the healthcare 

systems of local and country of origin 

(HCP) 

Knowledge regarding healthcare 

system and palliative care matters 

Differences of palliative care between 

residing country and country of origin 

(HCP) 

Chinese immigrants may have a different 

understanding of palliative home care. 

Chinese has a different understanding 

of palliative home care 

(HCP) 

Understanding of palliative home care 

is different among Chinese 

(HCP) 

Chinese immigrants are silenced in expressing 

their pragmatic, contextual concerns for dying at 

home. 

Refusal of dying at home goes beyond 

cultural taboo 

(patients and carers) 

Refusal of dying at home goes beyond 

cultural taboo 

(patients and carers) 

All HCPs seemed to struggle to reconcile the 

discourses of patient-centered care and cultural 

competence. 

Contradiction between patient-

centered and culturally competent 

care 

(HCP) 

Contradiction between patient-centered 

and culturally competent care 

(HCP) 

she tried to come to know care recipients’ and 

families’ preferences and expectations, and how 

this aligned with her role as a HCP. 

Dedication of aligning with patients 

(HCP) 

Dedication of aligning with patients 

(HCP) 

“I never had a clear vision because I saw so 

many different variations. You know everything 

from the extreme example in my mind was a 

daughter, I actually was yelled at by a daughter 

on the telephone for talking openly in front of 

her dad who was the patient, 

 

‘‘Don’t you know Chinese people don’t like to 

talk about dying?’’ 

Some refuse to talk about dying but 

some discuss it openly 

(HCP) 

Some refuse to talk about dying but 

some discuss it openly 

(HCP) 
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To a [Chinese] family sitting around the table 

and welcoming and being very open with me 

and doing very active decision-making and 

planning. ... I am always reluctant to make big 

statements about any culture because you see so 

much variation.” (KI8) 

The aim of negotiation was to reconcile the 

irreconcilable, and HCPs had to rationalize and 

make sense of their struggles with this task. Her 

contradictory statements indicated the 

complexity for HCPs of blending together 

knowledge, experiences, perceptions, and 

assumptions to bring reason to their actions and 

approaches to care. 

Difficulties of HCP: 

To understand the point of view of 

patients, and to blend together the 

knowledge, experience, perception 

and assumption of patients → come 

up with actions and approaches to 

care 

(HCP) 

Difficulties in understanding the point 

of view and then blending together the 

knowledge, experience, perception and 

assumption of patients, let alone 

coming up with actions 

(HCP) 

“There is no difference. You’re dealing with a 

dying patient.” 

Taking care of Chinese immigrants 

and other ethnocultural groups has no 

difference 

(HCP) 

No difference in care for Chinese or 

other ethnocultural groups 

(HCP) 

there were prominent end-of-life care needs and 

concerns for care recipients that took precedence 

over culture. The shared experience of dying 

from cancer precluded culture, ethnicity, race, 

and religion. 

Needs & concerns of EoL care go 

beyond culture, ethnicity, race and 

religion 

(HCP) 

Needs & concerns of EoL care go 

beyond culture, ethnicity, race and 

religion 

(HCP) 

care recipients and caregivers were able to more 

seamlessly describe the reconciliation of cultural 

differences 

HCPs are harder to integrate patients’ 

cultures into their local cultures (Hard 

acceptance)(HCP) 

Being compliant to cultural difference 

and adoption of mixed culture 

treatment 

(carers and patients) 

Hard to accept and integrate patients’ 

cultures into local culture 

(HCP) 

Being compliant to cultural difference 

and adoption of mixed culture 

treatment 

(carers and patients) 
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CR3 felt knowledgeable and comfortable with 

combining traditional Chinese medicine and his 

Western medical regimen to suit his 

symptomatic needs. 

Feeling comfortable to integrate 

traditional chinese medicine to 

western medicine 

(patients) 

 

Feeling comfortable to integrate 

traditional chinese medicine to western 

medicine 

the discursive tension between traditional 

Chinese medicine and Western medicine was 

most discomforting for HCPs. 

Only HCPs feeling discomfort for the 

combined use of different culture 

medicines 

(HCP) 

Only HCPs feeling discomfort for the 

combined use of different culture 

medicines 

(HCP) 

Most Chinese immigrant care recipients and 

their family caregivers who did not speak 

English relied heavily on either professional 

interpreters or English-speaking family 

members to help them navigate doctor’s 

appointments. 

Reliance on professional interpreters 

or English-speaking family members 

in doctor’s appointments 

(patients and carers) 

Reliance on professional interpreters or 

English-speaking family members in 

doctor’s appointments 

(patients and carers) 

Care recipients and families were resilient in the 

ways they addressed language barriers. 

Resilience in addressing language 

barriers 

(patients and carers) 

Resilience in addressing language 

barriers 

(patients and carers) 

The ways in which care recipients and family 

caregivers addressed language barriers showed 

how tacit knowledge surfaced and was blended 

within the everyday. These hybrid approaches 

were borne out of necessity. 

Solutions of addressing language 

barriers were blended in everyday 

No fixed method to deal with 

language barriers 

Creation of lively ways of addressing 

language barriers in daily lives 

Family caregivers, who spoke English, were 

depended upon as translators and felt the burden 

of being available to help interpret 

for their ill family member. 

Feeling burdened out of being 

interpreters 

(English-speaking carers) 

 

Feeling burdened out of being 

interpreters 

(English-speaking carers) 

the care recipient would not be abandoned due 

Carers not wanting their family to be Not wanting their parents to be 
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to lack of communication abilities while at the 

same time fulfilling caregivers’ commitments to 

employment and their own families as well. 

depressed due to language barriers so 

they devise strategies to help them 

(carers) 

Can both fulfill employment 

commitment and family commitment 

(carers) 

depressed due to language barriers so 

they devise strategies to help them 

(carers) 

Fulfill both employment commitment 

and family commitment 

(carers) 

a language barrier is seen as a hindrance to 

communication in the clinical encounter, but in 

actuality, it had a cascading effect which 

required effective negotiation and management 

in many facets of life. 

Language barriers bring a lot of 

consequences other than 

communications in clinical settings 

(patients, carers and HCP) 

Language barriers bring a lot of 

consequences other than 

communications in clinical settings 

(patients, carers and HCP) 

The HCPs who did not speak Cantonese or 

Mandarin explained the difficulties in providing 

palliative home care to non-English speaking 

Chinese immigrant care recipients. 

Communication is a bilateral process 

that HCPs would feel hard to deliver 

care if patients did not understand 

English. Meanwhile, patients would 

not know what the HCPs want them 

to do if they did not know Chinese 

(HCP) 

Bilateral disrupted communication of 

not understanding a mutual language 

(HCP) 

“Some agencies will try and make an effort, for 

instance, if you have a palliative client and 

family who speak only Cantonese or speak only 

Mandarin, they will try and match the nurse... 

But sometimes their language capability doesn’t 

translate into their clinical capabilities so you 

might have a clinically more capable nurse in 

palliative care who can’t speak Cantonese or 

Mandarin, or you get a Cantonese-assigned 

nurse who has no interest or experience in 

palliative care.” 

HCP will try matching patients with 

HCPs speaking the same language, 

yet clinical capabilities are not 

guaranteed 

(HCP) 

Whether Language capacity or 

clinical capacity brings the best care 

Attempting to match patients with 

HCPs speaking the same language 

Clinical capacity may not proportional 

to language capacity 

(HCP) 

This home care nurse explained that although 

she was Chinese and had been matched with a 

Chinese patient, resolution of the language 

Too many dialects in Chinese 

Not understanding what others are 

talking about 

Patients pretend they know how to do 

Not understanding what HCPs are 

talking about but pretend to know it 

(HCP) 
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barrier was mostly assumed. She admitted that 

communication between her and the care 

recipient was often difficult: 

“They think they can speak Mandarin but the 

way she speaks Mandarin, I thought she was 

speaking Cantonese. Half the time I don’t 

understand... it’s really a language barrier 

because when I explain something to her, she 

will say, ‘‘Yeah, yeah I know’’ but in the end she 

would do something that’s different.” 

(HCP) 

home care nurses and care recipients were not 

necessarily being matched for linguistic 

similarities 

They are culturally and racially 

matched, but not linguistically 

matched (matching for language) 

Culturally and racially matched but not 

linguistic matching 

the inability to express their way of knowing in 

a mutually understood language meant that care 

recipients’ and caregivers’ knowledge were 

silenced. Hence, the issues of communication 

went beyond just a language barrier. 

Inability to express their way of 

knowing in a mutually understood 

language 

Not only language barrier, but the 

issue of communication 

(understanding of each other) 

Inability to express their way of 

knowing in a mutually understood 

language 

Disrupted communication of not 

understanding each other 

Mondia et 

al. (2012) 
She appeared optimistic about her future, yet 

was irritable and emotionally explosive with her 

family, causing some withdraw and others to 

criticise her harshly. 

Emotional and sentimental 

Optimistic about the future but 

irritable 

Treat family badly 

(patients) 

Emotional and sentimental 

Optimistic about the future but irritable 

Treat family badly 

All of the family wanted to improve 

communicationand harmony 

Anticipation of harmonic 

communication between patients and 

family members 

(carers) 

Anticipation of harmonic 

communication between patients and 

family members 

Sought to diffuse conflict that arose from 

miscommunication. She encouraged the family 

to explore their ancestral and cultural bases for 

Family members knowing of their 

roots 

Diffusal of conflicts arose from 

Family members knowing of their roots 

Diffusal of conflicts arose from 

miscommunication 
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these conflicts, hoping to strengthen familial 

bonds. 

miscommunication 

(HCP) 

(HCP) 

The family’s tendency to speak but not listen to 

each other; this pattern was most evident in 

Huang’s relationship with her elder sister, Yan, 

for whom she carried long-lasting grudges. 

Communication problem: Speak more 

than listen 

Communication problem: Speak more 

than listen 

(patients and carers) 

Huang’s nieces, Emily and Vicky, felt detached 

from these battles between their aunts, but 

curious to understand what caused them. 

Next generation loss intimacy from 

their root’s culture bonding 

Next generation being curious to 

know more about their family 

Next generation lose intimacy from 

their root’s culture bonding 

Next generation being curious to know 

more about their family 

The sisters resented their father’s negative 

influence in fostering much distrust of men, on 

which they blame never marrying. The father 

was abusive, both physically and emotionally, 

creating fear that a husband could be like him. 

Family affect their perception towards 

image of opposite sex 

Fear created during the living with 

father 

Family affecting their perceptions 

towards the image of opposite sex 

The sisters could not confront failure well. 

Huang believed that her main priority was to “be 

perfect for everyone”, a duty that had been 

drummed into her as a child. 

Striving for perfection weakened their 

ability to accept failure 

Striving for perfection weakened their 

ability to accept failure 

The connection between the family’s unhealthy 

communication and the father’s influence was a 

key focus for the therapist. She allowed Huang 

and her siblings to explore this and openly share 

the experiences they had with their father, 

fostering consideration that they could begin to 

trust more and relate better. 

Make use of common experiences or 

feelings as bridges to bring trust and 

relation 

Make use of common experiences or 

feelings as bridges to bring trust and 

relation 

(HCP) 

Yonashiro-

Cho, Cote 
Those in the English-speaking focus group 

People who can speak English having 

greater knowledge of EoL care 

English-speaking people having greater 

knowledge of EoL care options and 
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& 

Enguidano

s (2016) 

appeared to have greater knowledge of and 

familiarity with end-of-life care options and 

practices. 

options and practices practices 

Those in the English-speaking group provided 

information on how to develop advance 

directives to a few who were unaware of the 

process 

English-speaking patients are 

confident to do advance care planning 

English-speaking patients are confident 

to do advance care planning 

Although many English-speaking group 

participants reported having completed an 

advance directive on the data collection 

instrument, it became evident during the 

discussion that few had actually done so. 

Although they know what and how to 

do advance directives, they have not 

necessarily done it 

Knowing and having done advance 

directives are different 

There was greater misunderstanding of and lack 

of familiarity with advance directives in the 

Mandarin- and Cantonese-speaking groups. 

Misunderstanding and lack of 

familiarity derived from non-English-

speaking group 

Misunderstanding and lack of 

familiarity derived from non-English-

speaking group regarding advance 

directives 

Some participants responded by talking about 

their “life trust” or “will” and discussing their 

wishes for post-mortem body disposition and 

asset dispersal. 

Non-english speakers not knowing 

ACP is more than something after 

death 

Limited knowledge towards advance 

care planning 

Non-english speakers having limited 

knowledge towards advance care 

planning 

Participants also held misconceptions about the 

process of completing forms. 

Unfamiliarise with procedure or 

consequence of filling out advance 

directives 

Unfamiliarise with procedure or 

consequence of filling out advance 

directives 

“I have already written a [living] will, if I really 

have an incurable disease, I have my attorney 

write it down in my will already, I don’t want 

any resuscitation, and I have told my family 

about it already.” 

Some are knowledgeable in advance 

care planning 

Only a few being knowledgeable in 

advance care planning 
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Participants felt being in good health indicated 

no need for engaging in ACP discussions… “I 

did not [have a conversation with my doctor] 

because I am still in good health. So my doctor 

never say, hi, you have high blood pressure, 

what do you want to do when you are dead or 

whatever? So I never talk to her about that.” 

Being in good health condition do not 

want to have ACP discussion 

Not necessary to talk about something 

“bad” when in good condition 

Not necessary to talk about ACP when 

situating in good health condition 

Most focus group participants believed that 

direct communication of end-of-life care plans 

and preferences should be delayed until health 

declines and that prematurely discussing the 

topic was unwarranted and unnecessarily 

burdensome on loved ones. 

Discussion should be delayed until 

health declines 

Premature discussions of ACP 

become burdens for family 

Discussion should be delayed until 

health declines 

Premature discussions of ACP become 

burdens for family 

“Not until the doctor tells us that we have an 

incurable disease should we talk to our family 

about the arrangements or our wishes.” 

Talk only in last minute Talk ACP only in the last minute 

Participants felt that the appropriate timing for 

discussing end-of-life care preferences was 

when death seemed more or less inevitable. 

Appropriate timing is when death 

being at hand 

Appropriate timing for ACP: almost 

dead 

Those who were willing to engage in advance 

communication expressed their preferences for 

how these conversations should occur. 

“[O]ur children need to know what we think. It’s 

our own business, our descision. Just tell them 

not to prolong [our life] or procrastinate [our 

death]” 

The way of carrying out conversations 

matters a lot 

Patients think that sharing their 

preferences on how to die can 

promote their autonomy 

Concerns of the way carrying out EoL 

conversations 

Promotion of autonomy by sharing 

patients’ perferences 

Many participants thought it best for older 

Carers prefer old parents take Preference of initiations of EoL 
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parents to initiate discussions about end-of-life 

care preferences with their children rather than 

expecting children to broach the subject, 

especially if their children were to inherit assets 

after their death. 

initiations to start EoL discussion 

instead of children asking parents 

about it 

discussions by old parents instead of 

children 

(carers) 

“It’s better for the parents to bring it up first. 

Otherwise, the children might worry that [by 

bringing up this topic with their parents] their 

parents will feel like the children are trying to 

curse that they are dying” 

EoL discussion initiated by children is 

not respectful in Chinese culture 

EoL discussion initiated by children is 

not respectful in Chinese culture 

Participants also preferred to use informal and 

indirect methods of communication to discuss 

their preferences with loved ones. 

Informal and indirect communication 

method is explored 

Exploration of informal and indirect 

communication methods 

“I think a better way is to bring it up casually. 

Just try to imply [to] them what I want and 

they’ll know. If we hold a family meeting to talk 

about it, it might sound so serious that it will 

make our family very upset, and they won’t stop 

thinking about it, but if we just have a casual 

conversation about it, theu will be less nervous 

and when the time comes, they’ll know what to 

do.” 

Casual conversation making both 

patients and carers less nervous or 

upset 

Casual conversation making both 

patients and carers less nervous or 

upset 

They were less forthcoming in having these 

conversations with family members and 

physicians. 

Even they discussed openly in focus 

group, they didn’t anticipate to have 

such conversation with family 

Not having EoL discussion with family 

though engaging in the study 

(carers) 

Chi et al. 

(2018) 
All participants recommended the use of indirect 

communication approaches, rather than direct 

questioning, to initiate discussions with older 

Indirect communication approach is 

preferred 

Preference of having indirect 

communication approach 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Global Health

 doi: 10.1136/bmjgh-2020-003232:e003232. 5 2020;BMJ Global Health, et al. Kwok HHY



Chinese Americans to determine their readiness. 

They recommended that these approaches 

should be culturally targeted, meaning that they 

try to take a group or population’s lived 

experiences, values, and beliefs into 

consideration. 

Taking lived experiences, values, and 

beliefs into consideration of indirect 

communication of EoL discussion 

(culturally-targeted) 

Adoption of culturally-targeted 

communication approach for EoL care 

discussion 

Integrating a question or 2 about advance care 

planning in check-in paperwork during health-

care visits (eg, hospitals, emergency 

departments) and outpatient settings was 

strongly recommended by both older Chinese 

Americans and adult children to increase older 

Chinese Americans’ awareness of advance care 

planning and help to engage them in EoL care 

discussions. 

Integration of ACP in check-in 

paperwork during healthcare visit 

Increase awareness of ACP and help 

engaging in EoL care discussion 

among Chinese Americans 

Integration of ACP in formal routine 

medical procedures (policy) 

Increasing ACP awareness and 

engaging in EoL care discussion among 

Chinese Americans 

“... and the doctor will know not to ask or let the 

patient indicate whether or not they would be 

willing to discuss it…” 

Let patient choose whether to discuss Let patient choose whether to discuss 

Although completing an advance directive was 

not mandatory at all healthcare facilities, some 

require patients with no advance directive to 

indicate whether they are interested in 

completing one and/or have an EOL care 

discussion… The daughter felt the routine 

inquiry was a nonthreatening and acceptable 

way to 

initiate an EOL care discussion with her father 

who was being checked in to the emergency 

department. 

Integration of EoL care discussion 

into routine medical procedure is 

acceptable and nonthreatening (an 

opportunity) 

Acceptable and nonthreatening 

opportunity of integrating EoL care 

discussion into official policy 
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they were or would be receptive to EOL care 

discussion assessment provided by HCPs. 

“you can ask them (older Chinese Americans) 

first, and then the newer generation that’s like 

me, they will talk about it. This is okay...You 

just bring this question up.” 

Carers require HCPs to initiate the 

conversation first 

Patients are willing to talk about EoL 

care with HCPs 

Having EoL care discussions with 

parents when initiated by HCPs 

Parents more willing to talk with HCPs 

(carers) 

They (HCPs) probably should initiate an EOL 

care discussion and see whether the patient 

wants to respond to it or not. If they (older 

Chinese Americans) say no, then you just honor 

them and just annotate it if the patient doesn’t 

want to discuss that. 

HCP should only initiate EoL 

conversation when patients are ready 

Initiation of EoL conversation by 

patients’ readiness 

(carers) 

HCPs should assess older Chinese Americans’ 

willingness to engage in EOL care discussions 

during annual examinations and healthcare visits 

Assessment of readiness of EoL care 

discussion during routine medical 

appointments 

Assessment of readiness of EoL care 

discussion during routine medical 

appointments 

but the assessment with their parents must be 

done in a way that is indirect, impersonal, and 

culturally and age appropriate. 

Adoption of indirect methods to 

discuss 

Adoption of indirect methods to discuss 

All participants consistently recommended the 

use of indirect, culturally targeted 

communication approaches. 

“If you’re too direct, sometimes it’s a turnoff. I 

think you have to bring it up gently.” 

Indirect and culturally-targeted 

communication approaches are 

recommended 

Recommendation of indirect and 

culturally-targeted communication 

approaches 

direct communication was not preferred for 

EOL care topics… “It [a direct approach] is just 

like giving them [older Chinese Americans] a 

No mental preparation for patients 

when using direct communication 

No mental preparation for patients 

when using direct communication 
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shot without any kind of mental preparation.” 

HCPs could perform the assessment by initiating 

a discussion using depersonalized 

communication strategies. 

Introduction of depersonalised 

communication strategies 

Introduction of depersonalised 

communication strategies 

All participants most frequently recommended 

the use of another person’s EOL care experience 

as an example to initiate an EOL discussion. 

Making use of others’ experiences for 

EoL discussion initiation 

Making use of others’ experiences for 

EoL discussion initiation 

asking older Chinese Americans to imagine 

themselves in a declined health condition was 

explicitly discouraged because it may provoke 

unnecessary anxiety and lead to bad luck 

Imagine themselves in declined health 

condition provoke unnecessary 

anxiety and unease 

Imagination of being in declined health 

condition provoke unnecessary anxiety 

and unease 

Exploring older Chinese Americans’ 

perspectives on another person’s EOL care 

experiences can minimize the sensitivity related 

to death and dying. 

Sensitivity related to death and dying 

can be minimised by using others’ 

experience 

Sensitivity related to death and dying 

can be minimised by using others’ 

experience 

All participants emphasized EOL care 

discussions should be framed as a standard 

question to reduce the sensitivity of the topics 

regardless of whether or not there was an 

official policy in place. 

Making EoL care discussion 

mandatory (Standard question in 

official policy) 

Making EoL care discussion standard 

questions in official policy 

Both older Chinese Americans and adult 

children suggested that HCPs need to be aware 

of cultural taboos surrounding EOL topics 

among older Chinese Americans and should 

query them about this. 

Acknowledge cultural taboo and ask 

for permission 

HCPs acknowledge cultural taboo and 

ask for permission 

(patients and carers) 
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they emphasized the importance of not 

stereotyping a specific population with certain 

cultural characteristics. 

Not stereotyping someone with 

certain cultural characteristics 

(patient-centered or culturally 

competent?) 

(HCP) 

Not stereotyping someone with certain 

cultural characteristics (patient-

centered or culturally competent?) 

(HCP) 

Both HCPs and adult children recommended 

integrating a cultural longevity element into 

assessment inquiries; however, no older Chinese 

American mentioned this strategy. 

Blessing older Chinese for having 

longevity when asking for permission 

(HCP & carers) 

Blessing older Chinese for having 

longevity when asking for permission 

(HCP & carers) 

they successfully engaged their patients in EOL 

care discussions using their own experiences as 

examples. 

Using providers’ own experience to 

have EoL care discussion 

(HCP) 

Using providers’ own experience to 

have EoL care discussion 

(HCP) 

The HCP participants believed that self-

disclosure helps diminish sensitivity related to 

EOL care discussions by modeling and aligning 

themselves with patients. 

Self-disclosure helps reduce 

sensitivity of patients 

Modeling and aligning HCPs with 

patients 

(HCP) 

Self-disclosure helps reduce sensitivity 

of patients 

Modeling and aligning HCPs with 

patients 

(HCP) 

All participants suggested readiness could be 

determined by observing older Chinese 

Americans’ attitudes, verbal and non-verbal 

responses to the initiation prompts, and the 

HCPs’ clinical judgment. 

“you feel it [the HCP]...you can say a word or 

two that will lead you, whether you can lead it 

on or not.” 

HCPs assessing patients’ readiness by 

observing attitudes, verbal and non-

verbal responses, and clinical 

judgement 

HCPs assessing patients’ readiness by 

observing attitudes, verbal and non-

verbal responses, and clinical 

judgement 

healthcare encounters could serve as a good 

opportunity to discuss EOL care with the 

approval of the older Chinese Americans… 

during the check-in process and/or by initiating 

Routine medical procedure serves as 

opportunity for EoL care discussion 

Routine medical procedure serves as 

opportunity for EoL care discussion 
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the discussion using the proposed prompts. 

Based on HCPs’ clinical judgment, if HCPs 

sense that older Chinese Americans are ready 

and willing to have the discussion, they can then 

proceed to discuss EOL care planning. If the 

older Chinese American is not ready for the 

discussion, HCPs should note this and reassess 

at a later time. 

Assumption of HCPs being able to 

notice patients’ responses and 

determine the discussion time 

Assumption of HCPs being able to 

notice patients’ responses and 

determine the discussion time 

Duke & 

Petersen 

(2015) 

Most of the participants indicated they would 

freely acknowledge pain, some out of the ‘fear’ 

of pain and others just because they either have 

a low tolerance for pain, or simply do not want 

to feel pain… “[no pain] helps to enjoy life 

more …” 

Expressing their feelings directly 

Painless condition bringing higher life 

enjoyment 

Direct expression of feelings 

Painless condition bringing higher life 

enjoyment 

they would only volunteer presence of pain to 

their family knowing that their family would 

seek help to relieve the pain… “... do not want 

to bother them [the nurses] …” 

Not wanting to become burdens of 

others 

Thinking they were bothersome 

Not wanting to become burdens of 

others 

Perceiving themselves bothersome 

Either parents and/or grandparents would freely 

acknowledge pain if asked, but might not 

volunteer it. 

Passive in acknowledging pain Passive in expressing pain 

volunteering presence of pain without being first 

asked was highly ‘individualised’ as one 

participant commented, with about 60% 

responses for free volunteering. 

Whether to present the presence of 

pain is an individual will, not a 

collective practice 

Whether to present the presence of pain 

is an individual will, not a collective 

practice 

the willingness to honour wishes of being pain-

the willingness to honour wishes of 

being pain-free as oppose to family 

Honouring the wishes of being pain-

free goes against the views of the 
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free despite opposing views of the family 

member 

opinions family members 

voicing the necessity of advance planning and 

communication about these issues 

Active communication Active communication regarding 

advance care planning 

Preference for using a numbered scale to assess 

pain 

Preference for using a numbered scale 

to assess pain 

Preference for using a numbered scale 

to assess pain 

Pain was often not communicated by the 

participant or family due to fear of burdening 

the HCP. 

Fear of burdening HCP (patients and 

carers) 

Fear of burdening HCP (patients and 

carers) 

One participant responded that they would want 

to ‘please the doctor or nurse … [and desires] to 

be easy to deal with, I’m not a trouble maker ... 

most of us.’ 

Not wanting to bother HCPs 

Wanting to please HCPs 

Not wanting to bother HCPs 

Wanting to please HCPs 

Some participants reported previous experiences 

in China where healthcare settings were very 

busy and hectic, which gave the patient a sense 

of hesitancy to report any needs. 

Previous experience deter patients 

from seeking help 

Previous experience deterring patients 

from seeking help 

Privacy was important for several of the 

participants: concern was expressed of possible 

negative ramifications by a member of the older 

generation if the family was aware of pain, and 

if that pain was reported to a HCP. 

Concerns that privacy of having pain 

will be violated when disclosed to 

family 

Concerns that privacy of having pain 

will be violated when disclosed to 

family 

Pain was a private matter in that a participant’s 

mother would accept pain medication only if the 

Pain is a private matter 

Acceptance of pain medication only if 

children not acknowledge they are in 

Pain is a private matter 

Acceptance of pain medication only if 

children not acknowledge they are in 
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children did not know. pain pain 

Parents and grandparents of the participants 

would be more accepting if they had the 

opportunity to experience the therapeutic 

effects, and another’s parents would if they 

knew that the side-effects were temporary. 

Accepting pain management if they 

know any side effects being 

temporary, or can have therapeutic 

effects 

Accepting pain management if 

knowing any therapeutic effects or side 

effects 

The fear of side-effects of pain medications, 

especially the potential loss of the ability to 

communicate, fear of addiction, and not wanting 

children to know the parent (participant) were in 

pain, were also frequently verbalised as a reason 

for not communicating pain. 

Fear of loss of ability to communicate 

and fear of addiction from pain 

medications 

Not wanting their children know they 

are in pain 

Fear of loss of ability to communicate 

from pain medications 

Fear of addiction from pain 

medications 

Worries of their children knowing they 

are in pain 

One nurse participant stated she feared receiving 

pain medications if she were a patient in the US 

because of the aggressiveness of pain care as 

opposed to Taiwan where she practised: ‘I do 

not want pain drugs here ... afraid ... stop 

breathing...very powerful...[we] do not do that 

there ... even if dying... do other things.’ 

Aggressiveness of pain care creates 

fear in people 

Difference of care provision between 

residing country and country of birth 

(HCP) 

Fear created through aggressiveness of 

pain care 

Differences of pain care provision 

between residing country and country 

of birth 

(HCP) 

Waiting until severe or ‘excruciating’ pain is 

experienced was another barrier to 

communication of pain needs. 

Will only communicate pain needs 

only if it exceeds tolerance level 

Will only communicate pain needs only 

if it exceeds tolerance level 

Lack of knowledge responses dealt primarily 

with the safe and effective administration of 

opioids or other similar pain medications. A 

male participant was also very reticent about 

accepting pain medications unless he knew the 

‘exact cause of the pain’ and how ‘it will help ... 

Lack of knowledge regarding the pain 

medication 

Patients are willing to accept pain 

medication if they know the exact 

cause of pain and the effect of 

medication 

Education of pain medication is 

Lack of knowledge regarding the pain 

medication 

Willing to accept pain medication when 

the exact cause and effects are known 

Education of pain medication is 

necessary 
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my pain.’ According to several of the 

participants, their parents would accept 

medication only if educated about it. 

needed 

Conditions included imminence of death, but 

some indicated if they were to die soon, they 

would decline sedation so that they could 

communicate. 

Some said if they are going to die, 

they may probably accept sedation, 

but some decline as they want to stay 

awake to communicate 

Acceptance of sedation depending on 

the ability to communicate with others 

Another would accept sedation closer to death 

so he can be pain-free to ‘enjoy life’ more 

Acceptance of sedation depends on 

maintaining quality of life 

Acceptance of sedation depends on 

maintaining quality of life 

how ‘brave’ the individual feels they are, the 

more brave, the less likely medication or 

sedation will be acceptable. 

Not receiving medication is a 

showcase of braveness 

Not receiving medication is a showcase 

of braveness 

One of the focus group participants stated she 

would accept medication/sedation only if she 

knew that unfinished business had been 

addressed. 

Any unfinished business not yet 

addressed would deter patients from 

accepting medication 

Any unfinished business would deter 

patients from accepting medication 

The two most common reasons participants gave 

for bearing the pain, and absolute refusal of pain 

medication under any circumstance were the 

desire to maintain the ability to communicate, 

and fear of side-effects, especially loss of 

cognitive functioning. 

People not wanting to accept pain 

medication is because they have 

misunderstanding towards these 

medications would bring undesirable 

side-effects or consequences 

Misunderstanding should be 

addressed by education 

Misunderstanding towards pain 

medication 

Education of pain medication is 

necessary 

One participant believed that her mother would 

decline because pain is natural and a part of the 

‘life event’ and she would rather ‘suffer’. 

Unnecessarily treating pain as it is a 

natural process 

Unnecessary treatment of pain, being a 

natural process 
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However, if she were making the decision for 

her mother, she would agree to sedating her 

mother knowing the effects would be temporary. 

Not wanting to see their parents 

suffering from pain 

Not wanting to see their parents 

suffering from pai 

(carers) 

would not take medication unless the pain were 

rated as 10 on a scale of 1–10, and then would 

accept only very minimal and mild medication. 

This particular participant was very critical of 

western tendencies of ‘overmedicating’, and she 

equated aggressive pain management in 

hospices in her homeland as ‘elite care’. 

Patients would only accept minimal or 

mild medication even they cannot 

tolerate the pain 

Not wanting to be over-medicating 

Only acceptance of minimal or mild 

pain medication even exceeding the 

tolerable level 

Not wanting to be over-medicating 

Generational and gender differences of pain 

tolerance were discussed, and responses showed 

mothers/grandmothers were more reticent to 

take pain medication than than 

fathers/grandfathers. 

Mother/grandmother speak less about 

pain 

Generational and gender differences 

of pain tolerance 

Mother/grandmother speak less about 

pain 

Generational and gender differences of 

pain tolerance 

Differences in pain management strategies 

between the East and the West, with the opinion 

that the West is too aggressive was expressed by 

five persons. 

Pain management in the West is too 

aggressive 

Pain management in the West is too 

aggressive 

participant feelings of greater satisfaction with 

pain management in the east with the use of 

alternative strategies. 

Satisfaction of using alternative 

strategies from the east 

Satisfaction of using alternative 

strategies from the east 
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Table 3: Step two of thematic synthesis: Generation of free codes (higher level) from line-be-

line codes 

Free Codes 

Acculturaltion 

Family 

Expectation 

Religious belief & 

Practice 

Expectation 

towards HCPs 

Children 

Responsibilities 

Gender Role in 

Care 

Geographical 

Barriers 

Line-by-line 

Codes 

Combining the 

old and the new 

cultures 

Living 

independently 

from children 

Feeling pressured 

due to religious 

practice 

differences 

Tensions 

appeared 

between the 

roles of family 

and HCPs 

Differences between 

the west and chinese 

regarding who to give 

care mainly due to 

filial piety 

Female leading the 

role of caregiving 

Geographical 

barrier deterring 

people from 

seeking help 

from others 

An obligation 

to assimilation 

Expectations of 

children being 

the primary care 

providers 

Preference of 

believing in 

Chinese gods and 

traditional EoL 

customs and 

beliefs 

EoL care 

having the 

tendency to 

override the 

role of children 

Caring for parents 

goes beyond 

responsibility 

Gender 

differentials 

Living away 

from country of 

origin making 

people socially 

detached from 

family relatives 

Feeling 

pressured of 

being alien to 

the local social 

norm 

Wanting to 

receive care 

from family 

when 

approaching 

death 

Lack of contacts 

and differences in 

burial process 

between cultures 

Disagreement 

with western 

caregiving 

practice 

Taking care of 

parents is a duty 

Women’s duty to 

take care of aging 

parents and young 

children 

Migration 

leading to 

disruption of 

traditional 

family and 

social support 

Feeling socially 

isolated due to 

loss of family 

values and 

cultural 

understandings 

Preference of 

taken care by 

family 

outweighing by 

government 

because of 

strong sense of 

family 

Traditional Taoist 

belief provokes 

people’s afterlife 

concern 

Mental health 

support and 

service 

provision by 

HCPs 

Next generation 

being influenced by 

westernised beliefs 

lose rapport with 

family 

(carers) 

Female being 

usual caregivers 

Not having 

talking 

opportunities 

because of 

estranged 

relationship 

with relatives 

Hard to accept 

and integrate 

patients’ 

cultures into 

local culture 

(HCP) 

Not wanting to 

burden on 

children 

Living a righteous 

life brings fortune 

Perception of 

doctors being 

impatient 

because of 

Chinese’s low 

English oral 

proficiency 

Not wanting their 

parents to be 

depressed due to 

language barriers so 

they devise strategies 

to help them 

(carers) 

Mother/grandmoth

er speak less about 

pain 

Generational and 

gender differences 

of pain tolerance  
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Feeling 

comfortable to 

integrate 

traditional 

chinese 

medicine to 

western 

medicine 

(HCP) 

The preference 

of children 

contradict with 

that of parents 

Blessings and 

protection from 

gods were limited 

within geographic 

boundaries 

Preference of 

having those 

who understand 

Chinese cultural 

complexity to 

provide 

culturally 

comfortable 

medical 

environment Duty of filial piety   

Only HCPs 

feeling 

discomfort for 

the combined 

use of different 

culture 

medicines 

(HCP) 

Not wanting to 

rely heavily on 

family 

(HCP) 

Essence of 

accepting new 

religious image 

Cultural 

difference 

awareness is 

anticipated on 

health care 

professionals    

Multilingual 

education 

materials being 

suggested to 

migrants 

Fear of 

burdening 

family 

(HCP) 

Having a 

superstitious 

image 

Having EoL 

care discussions 

with parents 

when initiated 

by HCPs    

 

Avoid imposing 

on family 

members  

Initiation of 

EoL 

conversation by 

patients’ 

readiness 

(carers)    

 

Treat family 

badly  

HCPs 

acknowledge 

cultural taboo 

and ask for 

permission 

(patients and 

carers)    
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Premature 

discussions of 

ACP become 

burdens for 

family  

Blessing older 

Chinese for 

having 

longevity when 

asking for 

permission 

(HCP & carers)    

 

Anticipation of 

being honoured 

and respected 

when died  

Assumption of 

HCPs being 

able to notice 

patients’ 

responses and 

determine the 

discussion time    

 

Not wanting to 

become burdens 

of others  

Fear of 

burdening HCP 

(patients and 

carers)    

 

Worries of their 

children 

knowing they 

are in pain  

Not wanting to 

bother HCPs    

   

Wanting to 

please HCPs    

   

Active 

communication 

regarding 

advance care 

planning    

 

 

Free Codes 

Quality of Care 

Contemporary 

Family Structure EoL Knowledge Family Inflence 

Engagement in 

Society 

Respect to 

Patients Quality of Life 

Line-by-line 

Codes 

Clinical capacity 

may not 

proportional to 

Only old parents 

staying at home 

Knowledge 

regarding 

healthcare system 

Family affecting 

their perceptions 

towards the 

Passive 

engagement 

outside of 

Promotion of 

autonomy by 

sharing patients’ 

Painless 

condition 

bringing higher 
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language 

capacity 

(HCP) 

and palliative care 

matters 

image of opposite 

sex 

Chinese 

community 

perferences life enjoyment 

Contradiction 

between patient-

centered and 

culturally 

competent care 

(HCP) 

Family members 

knowing of their 

roots 

Differences of 

palliative care 

between residing 

country and 

country of origin 

(HCP) 

Striving for 

perfection 

weakened their 

ability to accept 

failure 

Unnecessary of 

attending funeral 

EoL discussion 

initiated by 

children is not 

respectful in 

Chinese culture 

Acceptance of 

sedation depends 

on maintaining 

quality of life 

Not stereotyping 

someone with 

certain cultural 

characteristics 

(patient-centered 

or culturally 

competent?) 

(HCP) 

Next generation 

lose intimacy 

from their root’s 

culture bonding 

Understanding of 

palliative home 

care is different 

among Chinese 

(HCP)   

Let patient 

choose whether 

to discuss  

Only acceptance 

of minimal or 

mild pain 

medication even 

exceeding the 

tolerable level 

Not wanting to 

be over-

medicating 

Next generation 

being curious to 

know more about 

their family 

Limited 

knowledge 

regarding EoL 

practices in 

foreign places   

HCPs assessing 

patients’ 

readiness by 

observing 

attitudes, verbal 

and non-verbal 

responses, and 

clinical 

judgement  

  

English-speaking 

people having 

greater knowledge 

of EoL care 

options and 

practices   

Honouring the 

wishes of being 

pain-free goes 

against the views 

of the family 

members  

  

Knowing and 

having done 

advance directives 

are different   

Concerns that 

privacy of having 

pain will be 

violated when 

disclosed to  
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family 

  

Misunderstanding 

and lack of 

familiarity derived 

from non-English-

speaking group 

regarding advance 

directives     

  

Non-english 

speakers having 

limited knowledge 

towards advance 

care planning     

  

Unfamiliarise 

with procedure or 

consequence of 

filling out 

advance directives     

  

Only a few being 

knowledgeable in 

advance care 

planning     

  

Accepting pain 

management if 

knowing any 

therapeutic effects 

or side effects     

  

Fear of loss of 

ability to 

communicate 

from pain 

medications     

  

Fear of addiction 

from pain 

medications     
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Lack of 

knowledge 

regarding the pain 

medication     

  

Willing to accept 

pain medication 

when the exact 

cause and effects 

are known     

  

Education of pain 

medication is 

necessary     

  

Acceptance of 

sedation 

depending on the 

ability to 

communicate with 

others     

  

Misunderstanding 

towards pain 

medication 

Education of pain 

medication is 

necessary     

 

 

Free Codes 

Views towards 

Dying at Home 

Views towards 

Death 

Views of EoL 

Care Services 

Provision 

Language 

Preference 

Communication 

between Chinese & 

HCPs 

Self-recognition & 

concerns 

Consideration 

of family carers 

Line-by-line 

Codes 

Not wanting to 

die at home 

Death being a 

natural and 

normal process 

Unnecessary to 

seek psychological 

advice when 

approaching death 

Preference of 

speaking 

Chinese when 

utilising the 

service 

Language barrier 

interfering the 

communication and 

service delivery 

between the Chinese 

and HCPs 

Considering others 

more than patient 

himself 

Psychological 

protection of 

their family 

members by not 

disclosing the 

terminal nature 

of illness 
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(carers) 

Little tolerance 

of loneliness 

and depressed 

feeling when 

spouses passed 

away 

Fear of 

confronting 

uncertainties 

alongside death 

Underutilisation of 

bereavement 

service 

Attempting to 

match patients 

with HCPs 

speaking the 

same language 

Culturally and 

racially matched but 

not linguistic 

matching 

Not wanting to 

rely on someone 

who can’t offer or 

guarantee you 

limitless help 

Fulfill both 

employment 

commitment 

and family 

commitment 

(carers) 

Monetary 

benefits 

contribute most 

of not wanting 

to die at home 

No readiness to 

leave and 

vacate 

Agreeing with the 

importance of 

mental health 

support service  

Disrupted 

communication of not 

understanding each 

other 

Emotional and 

sentimental 

Preference of 

initiations of 

EoL discussions 

by old parents 

instead of 

children 

(carers) 

Dying 

somewhere out 

of home is 

preferred 

Feeling 

helpless, having 

no one by the 

side when 

approaching 

death 

(carers) 

Reluctance of 

asking for 

assistance 

(carers)  

Inability to express 

their way of knowing 

in a mutually 

understood language 

Optimistic about 

the future but 

irritable 

Not having EoL 

discussion with 

family though 

engaging in the 

study 

(carers) 

Not wanting to 

die at home was 

assumed to be 

cultural belief 

in Chinese 

(HCP) 

Cultural taboo 

of dying hinder 

people from 

dying at home 

(HCP) 

Unwilling to 

accept help from 

services 

(carers)  

Language barriers 

bring a lot of 

consequences other 

than communications 

in clinical settings 

(patients, carers and 

HCP) 

Perception that 

Emotion 

attachments being 

normal 

Careful 

attention to 

perform the 

funeral rites to 

parents 

Refusal to die at 

home goes 

beyond 

superstition 

Some refuse to 

talk about dying 

but some 

discuss it 

openly 

(HCP) 

Worries of not 

having care  

Bilateral disrupted 

communication of not 

understanding a 

mutual language 

(HCP) 

English-speaking 

patients are 

confident to do 

advance care 

planning 

Parents more 

willing to talk 

with HCPs 

(carers) 
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Refusal of 

dying at home 

goes beyond 

cultural taboo 

(patients and 

carers) 

Cultural belief 

that death is 

natural and 

inevitable 

Needs & concerns 

of EoL care go 

beyond culture, 

ethnicity, race and 

religion 

(HCP)  

Not understanding 

what HCPs are 

talking about but 

pretend to know it 

(HCP) 

Imagination of 

being in declined 

health condition 

provoke 

unnecessary 

anxiety and unease 

Not wanting to 

see their parents 

suffering from 

pain 

(carers) 

 

Fear of regrets 

at the end stage 

of life 

Being compliant 

to cultural 

difference and 

adoption of mixed 

culture treatment 

(carers and 

patients)  

People’s opinions and 

voices being 

subjugated 

Sensitivity related 

to death and dying 

can be minimised 

by using others’ 

experience 

Needs to bear ill 

family 

members’ 

sorrow and 

worries 

(carers) 

 

Pain 

management in 

the West is too 

aggressive 

Preference of 

having culturally 

appropriate 

services given by 

those who 

understand 

cultural 

complexity 

distinct to Chinese  

Dedication of 

aligning with patients 

(HCP) 

Direct expression 

of feelings 

Practical 

financial 

concerns so 

keep taking care 

of sick family 

members to 

receive 

subsidies from 

the government 

(carers) 

 

Unnecessary 

treatment of 

pain, being a 

natural process 

Culturally 

sensitive services 

existing in name 

alone  

Difficulties in 

understanding the 

point of view and 

then blending 

together the 

knowledge, 

experience, 

perception and 

assumption of 

patients, let alone 

coming up with 

actions 

(HCP) 

Perceiving 

themselves 

bothersome 

Communication 

problem: Speak 

more than listen 

(patients and 

carers) 
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Culturally 

sensitive services 

being superficial 

and loosen 

regulated  

Resilience in 

addressing language 

barriers 

(patients and carers) 

Passive in 

expressing pain  

  

Options for burial 

process depending 

more on the state 

than HCPs  

Creation of lively 

ways of addressing 

language barriers in 

daily lives 

Whether to present 

the presence of 

pain is an 

individual will, not 

a collective 

practice  

  

Unnecessary to 

seek medical 

advice  

Diffusal of conflicts 

arose from 

miscommunication 

(HCP) 

Will only 

communicate pain 

needs only if it 

exceeds tolerance 

level  

  

Satisfaction of 

using alternative 

strategies from the 

east  

Make use of common 

experiences or 

feelings as bridges to 

bring trust and 

relation 

(HCP) 

Not receiving 

medication is a 

showcase of 

braveness  

  

Not necessary to 

talk about ACP 

when situating in 

good health 

condition  

Obstructed 

communication by 

language barrier 

Any unfinished 

business would 

deter patients from 

accepting 

medication  

  

Concerns of the 

way carrying out 

EoL conversations  

Preference of having 

those who understand 

Chinese cultural 

complexity to act as 

bridges for 

communication   

  

Assessment of 

readiness of EoL 

care discussion  

Exploration of 

informal and indirect 

communication   

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Global Health

 doi: 10.1136/bmjgh-2020-003232:e003232. 5 2020;BMJ Global Health, et al. Kwok HHY



during routine 

medical 

appointments 

methods 

  

Preference for 

using a numbered 

scale to assess 

pain  

Casual conversation 

making both patients 

and carers less 

nervous or upset   

    

Preference of having 

indirect 

communication 

approach   

    

Adoption of 

culturally-targeted 

communication 

approach for EoL 

care discussion   

    

Adoption of indirect 

methods to discuss   

    

Recommendation of 

indirect and 

culturally-targeted 

communication 

approaches   

    

No mental 

preparation for 

patients when using 

direct communication   

    

Introduction of 

depersonalised 

communication 

strategies   

    

Making use of others’ 

experiences for EoL 

discussion initiation   
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Using providers’ own 

experience to have 

EoL care discussion 

(HCP)   

    

Modeling and 

aligning HCPs with 

patients 

(HCP)   

 

 

 

Free Codes 

Carers' Health places to die 

HCPs point of 

view 

Trust in 

Authority 

Timing for EoL 

Discussion 

Heath service 

as opportunities 

Refusal of 

seeking help 

Stress of 

Carers 

Line-by-line 

Codes 

Mental stress 

contributing to 

physical illness 

(carers) 

Involvement of 

the mix of 

cultures and 

negotiation 

during the 

decision of 

place to die 

No difference in 

care for Chinese 

or other 

ethnocultural 

groups 

(HCP) 

Reliance on 

professional 

interpreters or 

English-

speaking family 

members in 

doctor’s 

appointments 

(patients and 

carers) 

Discussion 

should be 

delayed until 

health declines 

Integration of 

ACP in formal 

routine medical 

procedures 

(policy) 

Previous 

experience 

deterring 

patients from 

seeking help 

Stress and 

emotion 

arisen from 

taking care 

of terminally 

ill family 

members 

(carers) 

Poor mental 

health leading 

to poor 

physical health 

(carers) 

Decision of 

place to die 

goes beyond 

cultural beliefs 

Self-disclosure 

helps reduce 

sensitivity of 

patients  

Talk ACP only 

in the last 

minute 

Increasing ACP 

awareness and 

engaging in 

EoL care 

discussion 

among Chinese 

Americans 

Pain is a 

private matter 

Acceptance of 

pain 

medication 

only if children 

not 

acknowledge 

they are in pain 

Loss of 

personal time 

and bringing 

emotional 

distress due 

to 

dependence 

of sick 

family 

members 

(carers) 

  

Fear created 

through 

aggressiveness  

Appropriate 

timing for ACP: 

almost dead 

Acceptable and 

nonthreatening 

opportunity of  

Emotional 

distress due 

to financial 
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of pain care integrating EoL 

care discussion 

into official 

policy 

burden from 

medical costs 

(carers) 

  

Differences of 

pain care 

provision 

between 

residing country 

and country of 

birth 

(HCP)  

Routine 

medical 

procedure 

serves as 

opportunity for 

EoL care 

discussion 

Making EoL 

care discussion 

standard 

questions in 

official policy  

Foreseeing 

of a lonely 

future living 

(carers) 

       

Stress 

derived 

making 

people hard 

to cope with 

life 

(carers) 

       

Feeling 

burdened out 

of being 

interpreters 

(English-

speaking 

carers) 
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