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ABSTRACT

Background: Advance care planning and
advance directives help patients define goals
of care in case of incapacity or end-of-life situ-
ations and thus improve quality of life and
reduce unnecessary treatments. The Serious
llIness Conversation Guide facilitates these
discussions, though cultural beliefs influence
patients’ values and decisions.

Methods: We used a qualitative study to explore
the South Asian community’s understanding of
advance care planning and advance directives
using the Serious lllness Conversation Guide.
Eighteen English-speaking South Asian adults
participated in focus groups and a survey.

Results: Participants identified three key
themes regarding discussions of advance care
planning and advance directives in the South
Asian community: generational differences in
the willingness to engage in such discussions,
the role of family members in making health
care decisions, and the power differential
between patients and health care providers.
Recommendations were made for providing
culturally appropriate phrasing in the Serious
Iliness Conversation Guide.

Conclusions: Cultural awareness is needed in
advance care planning and advance directives
discussions with South Asian Canadians. Clini-
cians should consider acculturation levels and
adapt language to improve engagement, par-
ticularly for older adults and new immigrants.
Further research should explore strategies for
enhancing access to advance care planning
and advance directives in diverse communities.

Background

Advance care planning and advance direc-
tives involve discussions with patients and
their families about their values, goals, and
beliefs in advance of incapacity or when
faced with end-of-life care. These early
discussions in palliative care can improve
the patient’s quality of life, reduce aggres-
sive interventions, and improve family and
caregiver outcomes.'”

Numerous factors, including cultural,
social, and personal beliefs, can significantly
impact the effectiveness and outcomes of
advance care planning and advance direc-
tives discussions. Given the deeply personal
nature of these conversations, it is crucial
to consider the cultural context in which
they occur.* Culture includes one’s beliefs,
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ideas, and customs that are shared within
an individual’s community.* The importance
of cultural knowledge when having these
discussions is invaluable due to the sensi-
tive and important nature of advance care
planning and advance directives. Cultural
influences are particularly significant for
communities transitioning to Western coun-
tries that have different cultural perspectives,
as evidenced in the South Asian diaspora.
Conflicts may arise as these individuals try
to balance their traditional values with those
of their adopted countries, since their cul-
tural influences pervade through multiple
generations.” Culture also influences how
difficult news is processed and how willingly
an individual engages with advance care
planning and advance directives.*®

In many home countries of the South
Asian diaspora, there is minimal exposure
to palliative care services.’ In many South
Asian cultures, maintaining harmony in the
clinician—family relationship means avoid-
ing direct confrontation, minimizing dis-
tress, and preserving the family unit. This
often manifests as a reluctance to openly dis-
cuss prognosis or end-of-life care, because
such conversations may be perceived as dis-
respectful or as diminishing hope. Instead,
decision making tends to be shared among
family members, sometimes overriding
individual patient autonomy.**’ In the
West, decision making happens through
discussions with the health care team and
is built upon patient autonomy.* In contrast,
South Asian communities avoid discussions
about illness and death and commonly take
a family-based approach to decision mak-
ing.*?These taboo conversations may result
in family members withholding informa-
tion from the patient, commonly referred
to as “family autonomy” in the literature.'
Some have argued that family autonomy
embodies the holistic meaning of autonomy
because of its relational nature. This “rela-
tional autonomy” identifies and protects a
patient’s best interests within the South
Asian community; it acknowledges an indi-
vidual’s relationships with their family in
decision making.* Unsurprisingly, the shift
toward Western-informed patient-driven

care confuses the South Asian diaspora.
This confusion stems from the shift in
power from the medical team toward the
patient and a separation of the individual
from the family unit. This is considered a
foreign concept since the patient and family
are commonly seen as entities within South
Asian communities.>"

Understanding these cultural nuances
is crucial, especially in the context of inte-
grating Western health care practices with
those of the South Asian diaspora. Stan-
dardized tools, which include the Serious
Iliness Conversation Guide (SICG), have
been developed to facilitate patient-centred
discussions when a patient is faced with a
serious illness.® The SICG is a structured
framework developed by Ariadne Labs to
support health care providers and patients
with serious illnesses in exploring the
patient’s values and goals and the delivery of
medical information.® However, while this
tool is used in Western health care settings,
its effectiveness among diverse cultural
groups, such as the South Asian commu-
nity, remains underexplored. Given that cul-
tural beliefs influence how illness, prognosis,
and decision making are approached, there
is a need to evaluate whether the SICG’s
language and structure also benefit South
Asian patients and their families.

The South Asian community is the larg-
est visible minority group in Canada, par-
ticularly in British Columbia; it comprised
28% of the province’s total visible minority
population in 2021."> With the anticipated
increase in demand for palliative care within
Canada, it is crucial to provide culturally
sensitive and culturally appropriate care to
these communities.'* However, there is lim-
ited research on how the SICG is perceived
and used within the South Asian commu-
nity, particularly among English-speaking
individuals. We explored how South Asian
patients and families understand advance
care planning and advance directives in the
context of serious illness discussions using
the SICG. Our findings will inform strate-
gies for improving advance care planning
and advance directives conversations within
this community.
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Methods

Study design

We recruited English-speaking members
of the South Asian community from the
Lower Mainland of BC.? Participants
were 18 years of age or older. Recruitment
materials were disseminated through com-
munity partners, and subsequent recruit-
ment occurred through chain-sampling
recruitment.

For this qualitative study, we used a
survey [Figure S1, available at bcmj.org]
and focus groups to explore participants’
understanding of advance care planning
and advance directives. The survey included
questions about demographics and aware-
ness of advance care planning and advance
directives. During the focus groups, par-
ticipants witnessed a role-play exercise
that simulated a conversation between a
patient and a physician using the SICG.
Facilitators used natural pauses in the SICG
to prompt participants to reflect on each
question’s meaning, clarity, and cultural
appropriateness [Figure S2, available at
bemj.org]. Participants were then encour-
aged to suggest alternative wording that
might better align with South Asian cul-
tural norms. The discussions were facilitated
by using semi-structured questions, which
allowed direct responses to SICG content
and encouraged open-ended dialogue about
broader themes of advance care planning
and advance directives. Focus group discus-
sions used prompts from the 2016 SICG
[Figure S3, available at bemj.org], the
version used by the research team’s health
authority at the time of the study.®

Data collection and analysis
Qualitative research seeks to understand
phenomena through personal experienc-
es.!* We used interpretive phenomeno-
logical analysis to identify themes from
interviews and describe how individuals
of South Asian heritage approach advance
care planning and advance directives dis-
cussions using the SICG."

Five focus groups, which were shifted to
an online format due to COVID-19 restric-
tions, were conducted with all researchers
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TABLE 1. Demographics of survey respondents.

Number of
participants
(%)
(N=17)
Country of Canada 5(29)
birth
India 4(24)
Nepal 4(24)
Sri Lanka 2(12)
Pakistan 1(6)
UK 1(6)
Timein < 1year 0(0)
Canada
1-5 years 1(6)
6-10 years 1(6)
11-20 years 6 (35)
> 20 years 9(53)
Gender Male 4(24)
Female 13(76)
Age 18-30 7 (41)
31-50 6(35)
51-65 3(18)
> 65 1(6)
Education High school 3(18)
completed
University
degree 10(59)
Postgraduate 4(24)
degree
Religion Hinduism 10 (59)
Sikhism 3(18)
Buddhism 2(12)
Islam 1(6)
Agnostic 1(6)
Have a will Yes 0(0)
No 17 (100)
Have heard Yes 12(71)
of advance
care planning/
advance No 5(29)
directives
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present. Sessions were audio-recorded,
transcribed, and analyzed using NVivo 12
(Lumivero, formerly QSR International
Pty Ltd.).' Two researchers of South
Asian heritage facilitated and demon-
strated the SICG. All four researchers,
experienced palliative care clinicians,
contributed to the process. Data analy-
sis followed an inductive approach, using
a reflexive lens to identify concepts and
patterns from participants’ perspectives.
Field notes and researchers’ shared expe-
riences informed the process. Codes were
developed based on consensus after the-
matic saturation, grouped into catego-
ries, and later refined into the study’s
key themes.

The University of British Columbia
Research Ethics Board approved this
study (H19-02322). Informed consent was
obtained from all participants before the
study began.

Taking serious illness conversations seriously

Results

Eighteen individuals participated in the
focus groups, but one survey was left blank
(n = 17). Most participants were female
(76%), were aged 18-50 years (76%), had a
university degree (82%), had lived in Canada
for at least 10 years (88%), and identified as
Hindu (59%) [Table 1]. No gender-specific
patterns were observed in the data.

Key themes

Participants shared the following themes:
the generational differences in the willing-
ness to engage in advance care planning and
advance directives discussions; the fam-
ily structure during discussions; and the
power differential between patients and
health care providers [ Table 2]. Quotations
that illustrate these themes are attributed
using the format (G#-P#), where G# refers
to the focus group and P# indicates the
participant.

TABLE 2. Key themes in advance care planning and advance directives discussions.

Theme 1: Generational differences in the willingness to engage in discussions

Older « There was a reluctance in the South Asian community to engage in advance care

generation

planning and advance directives discussions, especially among older generations.

« The elders expected the younger generation to make decisions on their behalf.

Younger .
generation

Younger participants understood the importance of advance care planning
and advance directives discussions.

« They expressed a strong desire to have earlier advance care planning and

advance directives discussions.

Theme 2: The family structure during discussions

Collective Al participants identified family involvement as paramount. Family members
strength in the South Asian community play a major role during decision making.
«+ This approach protects the patient and the rest of the family from unsettling
news.
Respecting + There are challenges commonly associated with younger family members since

the hierarchy

they are lower in the family hierarchy; they exert minimal influence.

« The responsibility for making decisions is usually given to the older family

members.

« The risk of competing opinions increases in a large family.

Theme 3: Power differential between patients and health care providers

Older . . . . -
generation - For older generations and new immigrants, patient gmpowerment is un.far.nlllar.
and new « They may not fully understand the approach of patient-centred care within the
immigrants Canadian health care system.

Younger + They did not perceive a power imbalance between themselves and health care
generation providers.

« They acknowledged their autonomy during the decision-making process.
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Generational differences in the willingness
to engage in discussions. Most participants
did not have any direct experience with
advance care planning and advance directives
discussions. Most of their knowledge
stemmed from indirect experiences—for
example, previous deaths in the family,
family and/or friends dealing with cancer,
or family members working in health care.
Yet, they knew advance care planning may
involve discussions about do-not-resuscitate
status and preferences for medical care.

Familiarity with Western health care
models affects advance care planning and
advance directives discussions. Increased
exposure to Western health care perspec-
tives positively correlates with a willingness
to engage in these discussions. This was
evident with the younger members of our
focus groups. They understood the impor-
tance of advance care planning and advance
directives discussions when making medi-
cal decisions, particularly within a Western
health care model, and they expressed a
desire to have earlier discussions.

Death and dying are taboo subjects in
South Asian communities due to the fear
that these conversations are disrespect-
ful and remove hope, especially among
older generations. One of the participants
described this phenomenon as a “cultural
veil™:

“['There is a reluctance] to admit weak-
ness or difficulty. ... Personal situations are
harder to admit. . . . There is a cultural veil
around deeply personal conversations, mak-
ing advanced care discussions even more
difficult.” (G2-P3)

The symbol of a veil was corroborat-
ed by other participants—a phenomenon
that prevents these discussions with healthy
family members and delays these conversa-
tions until an individual is too ill.

“There is a relationship of respect with
elders. . . . Bringing up these topics could
be seen as disrespectful or wishing harm.
... Even thinking about it is considered
disrespectful.” (G2-P4)

A fatalistic belief was prevalent among
our focus group participants, especially in
older generations. This belief was described

as a predetermined view and is a common
reason for delaying or avoiding difficult
conversations. “What will be will be” was
an accepted rationale for not having these
discussions.

“It’s beyond human capacity; we
shouldn't try. . . . Things will be taken care
of as they will.” (G2-P3)

“Whatever happens will happen. . . .
The Almighty will provide the planning.”
(G2-P1)

Death and dying are
taboo subjects in South
Asian communities....

“There is a cultural
veil around deeply
personal conversations,
making advanced
care discussions even
more difficult.”

Most participants acknowledged the
difference between health care delivery in
Canada versus their home country. When
referring to their home country—where
an individual was born and raised, or their
stated ancestral home—participants said
that palliative care services were not well
established or available. Advance care plan-
ning and advance directives discussions are
embedded within but are not exclusive to
palliative care services. The paucity of pal-
liative care services in their home countries
results in a decreased awareness of advance
care planning and advance directives in
medical care. Hence, these discussions are
less likely to occur.

“In my [home] country . .. advanced
care planning doesnt exist. . . . Decisions
are made by family members.” (G2-P3)

Filial piety was a prevalent expectation
within the focus groups. Older generations
expect, out of duty, that the younger genera-
tion will make decisions for them.

“We don’t have to think about what will
happen to us. Our kids will think about
what they will do for us.” (G3-P1)

CLINICAL

“So, when we go off, when we get old
and [we've] got to make [decisions], our
kids will make the decision with the best
of their family.” (G3-P5)

Despite a lack of advance care plan-
ning and advance directives discussions,
elders assume their children will know their
wishes. The younger generation expressed
concerns about this assumption, because
it was described as a major responsibility
placed upon them, yet they maintain respect
for their elders and understand the reason-
ing behind this expectation.

“I'd be making decisions for [my par-
ents] based on what I think they would
want, but not explicitly knowing what it
is.” (G2-P4)

Younger participants are faced with a
filial paradox in relation to their duties.
Hence, they expressed a desire to have
earlier advance care planning and advance
directives discussions to alleviate the inter-
nal conflict of sole responsibility for deci-
sion making.

“Taking that pressure off from every-
body else and making sure . . . everyone
knows what your decision is. I wouldn’t
want my parents to take the burden on.”

(G4-P1)

Family structure during discussions.
In the South Asian community, family
members play a major role in making
health care decisions. This is in keeping
with the collectivist approach that
is prevalent within this community,
especially among older generations.
This concept of filial piety was evident
throughout our focus groups. In the South
Asian community, autonomy is not solely
about the individual, but also incorporates
the interests of the family unit. This
family-centred approach is known in the
literature as “relational autonomy.”*"
Between the generations, the dominance
of relational autonomy varies. In our study,
the younger generation understood the
importance of involving family during
decision making but shared their concerns
about the dominance of a family-centred
approach.
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“I think .. .a lot of South Asian families
[are] very family oriented, and [the] family
[makes] decisions.” (G4-P1)

“Our culture expects you to do every-
thing with your family. They are involved
in every kind of decision.” (G5-P1)

In our focus groups, relational autonomy
was stated to be more dominant among
the older generation. It preserves hope and
maintains a facade around difficult conver-
sations. The younger participants acknowl-
edged that love is the primary motivator
for this illusion. It is described as compas-
sionate care by protecting members of the
community during times of illness.

“That desire to kind of hold on to hope
would kind of shut down any conversa-
tions of ‘If you become sicker, what would
you do? That would be very triggering.”
(G5-P2)

“In our culture, lots of people say Don’t
tell mom, dad, grandpa, grandma what’s

4

going on, because they’ll lose hope.”
(G1-P2)

The family hierarchy within South
Asian communities is a powerful force
when making decisions regarding health.
Due to this hierarchy, the responsibility for
making decisions is usually given to the
older members of the family. Younger par-
ticipants exert minimal influence within
this hierarchical structure. Furthermore,
a large family increases the risk of com-
peting opinions, as this hierarchy becomes
more pronounced. These power dynamics
contribute to confusion when identifying
a substitute decision-maker. This complex
family process can obscure the patient’s
wishes during the conversation.

“We have a large family; everybody
has a different idea of what we should be
doing. ... There is a lot of say from the fam-
ily. Because the kids are speaking on your
behalf, you have your grandkids speaking on
your behalf, but nobody really knows what
the person would want.” (G1-P3)

Power differential between patients and
health care providers. Autonomy is one
of the central tenets in the provision of
health care in Canada. Older generations
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and new immigrants from South Asian
communities may not fully appreciate this
patient-centred approach. In South Asian
countries, the health care provider takes a
leading role in directing care within the
therapeutic relationship. In their home
countries, the physician is viewed as the
expert, and their authority matters the
most in decision making. A physician’s
paternalistic approach to care is expected
and welcomed.

“In our culture, lots of
people say‘Don't tell
mom, dad, grandpa,

grandma what’s
going on, because

m

they’ll lose hope.

In our focus groups, there were differ-
ing opinions between generations about
the extent of power held by the physician.
Most participants commented on how
older generations view the physician as an
authority figure. Hence, the younger mem-
bers of our focus groups stated that health
care providers, especially physicians, have a
pivotal role in initiating advance care plan-
ning and advance directives discussions. For
the elders, this approach can increase their
willingness to engage in difficult conversa-
tions. Paradoxically, the older generations
are hesitant to ask the physician questions
due to this power imbalance.

“With the older generations, a physi-
cian is a means of authority. ... They expect
everything to come from the physician.
There is no real expectation of two-way
communication.” (G2-P1)

Younger participants appreciated and
expected an opportunity to partner with
health care providers in their care. There
was no perception of a power imbalance
between them and health care providers.
They were comfortable with the concept
of actively being a part of their health
care decisions. They understood the duty
of health care teams in fostering patient
autonomy and building therapeutic

Taking serious illness conversations seriously

relationships. This understanding among
younger participants was highlighted by
their comfort in having these conversa-
tions independently with their health care
provider. The younger generation saw the
physician as a partner in making their
health care plan.

“[I] might actually want to only have

”

that conversation alone with the doctor.’
(G4-P3)

Within South Asian communities, there
is an expectation about accompanying older
members during their medical appoint-
ments. Younger participants raised concerns
about language barriers and a need for an
interpreter, which would be addressed by
the presence of family. More importantly,
the family can selectively share information
with the patient and maintain the facade
of hope. This is in alignment with the phe-
nomenon of the cultural veil.

“A big part of our culture ... [is] to shel-
ter our older family members [from] hav-

”»

ing harsh questions presented to [them].

(G5-P2)

Recommendations for the Serious
Illness Conversation Guide

A clinician’s goal is to provide patient-
centred care, which must include an under-
standing of the culture of their patients
and their families. The intentional language
used during advance care planning and
advance directives discussions is impor-
tant, particularly when cultural nuances
exist. Words and phrases in a conversational
tool must include cultural awareness to
achieve its desired outcomes and prevent
misinterpretation. A tool that incorporates
cultural differences and an understanding
of the impact of language is vital in clini-
cal practice.

The SICG was used as a foundation for
discussions during our focus groups. This
tool has natural pauses within its structure.
We used these pauses as opportunities for
discussion. The participants provided sug-
gestions for phrasing or wording changes
in the SICG to facilitate cultural sensitiv-
ity within the South Asian community

[Table 3].
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TABLE 3. Participant experience of the Serious lllness Conversation Guide (SICG) and recommended phrasing and terminology.

Sections from the SICG

Consent and
information
preferences

lliness understanding

Sharing prognosis

Exploring key topics

Participant experience

Participants said that older generations expect the physician to direct
the conversation, especially for medical care and decisions. Conversely,
the younger generation understood the intention behind the request for
consent.

Most participants understood the intent of the question but shared a
concern that the older members may not.

The participants suggested alternative phrases:

- This is how your condition is.. ..

« | will be taking this chance to talk about your condition ...

All participants welcomed the distinction between hope and worry
within this section. However, they all expressed a concern that elders
would not want to have these difficult conversations.

Goals: Younger participants understood the intent of the question
about goals. However, most felt that this question was too individualistic
compared with the collectivist approach in the South Asian community.
The participants suggested alternative phrases for “goals”:

+ What are your wishes for your family . ..

+ What are some of the things that you would like to see ordo. ...

Fears and worries: All participants understood the intent of the
question about fears and worries. However, they acknowledged the
difficulties patients might have when coming from a collectivistic
culture. Older family members might not want to worry their family, and
some participants shared that some family members, especially older
male figures, might not feel comfortable sharing their fears and worries,
because it was seen as a weakness.

The participants suggested alternative phrases for “fears and worries”:

» What are you concerned about ...

+ What are you worried about. ..

Strength: The participants understood the concept of strength. They
stated it was highly valued within the South Asian community. Younger
participants stated that strength for them included faith and family,
which also applied to the older generations. However, they stated that
the older generation may equate this question with their jobs and life

accomplishments.

Discussion

'The findings from our focus groups align
with the literature on barriers to advance
care planning and advance directives discus-
sions in the South Asian community. These
barriers include a taboo about death and
dying, particularly with elders due to power
dynamics; the limited awareness and under-
standing of palliative care services in South
Asian countries; a fatalistic view in medical
decision making; a deference to family in
medical conversations; and the perception
of health care providers, especially physi-
cians, as the primary decision-makers.?2*
These barriers are more pronounced among
older generations.

Racial and ethnic disparities in advance
care planning and advance directives dis-
cussions are well documented in minor-
ity communities.” % As the largest visible
minority group in Canada, the South Asian
community faces distinct challenges in these
conversations. However, health care culture
is evolving to improve these conversations.
Tools like the SICG have been developed to
facilitate advance care planning and advance
directives discussions in the general popu-
lation, but no research has explored its use
among English-speaking Canadians of
South Asian origin. Our study contributes
valuable insights on the experiences of this

community with the SICG.

Participant quote

“I think my mom would feel like this is a little

bit strange. . .. She would be confused why the
doctor is asking if it's okay to talk to me about my
health! (G2-P4)

“Health is critical; the doctor is the expert... ..
We're going to this expert to get this information,
and what the doctor says is really, really
important.” (G2-P3)

“l don't think [the elders] would want to engage
as much as other cultures or other generations.”
(G1-P5)

“Things that are really important to an individual.
... Culturally, those prompts don't really exist,
especially with the older generations.” (G2-P1)

“If you talk about goals, they say, 'Who cares about
goals; we have been already doing what we are
supposed to do!...There are wishes, yes, they will
respond to the question better”” (G3-P4)

“l have not experienced South Asian culture to be
good about emotions in any capacity, particularly
around death!” (G3-P3)

“I think it's a vulnerability and . . . it'’s not as
comfortable!” (G4-P2)

“Strength is a good word and is well understood
by our communities.” (G2-P2)

Effective palliative care requires strong
communication skills, particularly in under-
standing patients’ goals and values. Our
study builds on the SICG’s foundation by
emphasizing cultural nuances when using
the tool with English-speaking South
Asian Canadians. Participants’ feedback
on alternative wording and phrases provided
a relativistic perspective on the SICG. Their
insights will help clinicians navigate the
tension between traditional beliefs from
their countries of origin and the realities
of health care in Canada and thus enhance
the skills needed to have palliative care and
serious illness conversations with the South
Asian community.

BC MEDICAL JOURNAL VOL. 67 NO. 5| JUNE 2025 171



CLINICAL

Our study benefited from the diverse
cultural backgrounds of our research team,
which included South Asian, Chinese, and
Filipino researchers. All have experience in
collectivist cultures, where decision mak-
ing is often shared, which strengthened the
interpretation of the data from this per-
spective. The team’s cultural background
enhanced the reflexivity of the data analy-
sis and enriched discussions during theme
consensus building. While a perspective
from a traditional Western lens may have
added additional viewpoints, the research
team’s extensive experience in a Western
health care system ensured both Western
and Eastern perspectives were incorporated
into the analysis.

All our researchers work primarily in
hospice and palliative care settings and are
experienced users of the SICG. However,
we acknowledge that advance care planning
and advance directives discussions extend
beyond hospice care, as palliative care ser-
vices are increasingly integrated earlier in
the patient’s journey. The SICG is applicable
across the care continuum for all patients
with serious illness, and our findings have
relevance for specialists across health care
sectors, particularly when engaging with
the South Asian community.

Study limitations

Our study focused on English-speaking
Canadians of South Asian origin from the
Lower Mainland of BC. While the find-
ings cannot be generalized to the broader
South Asian Canadian community, they
provide valuable insights into challeng-
es in providing care to this group. We
intentionally selected English-speaking
participants to evaluate the SICG as an
English-delivered tool, but we acknowledge
that due to the South Asian community’s
diversity—encompassing a variety of beliefs,
languages, and cultural practices—the find-
ings represent only one aspect of the broader
experience.

Participants were presented with hypo-
thetical case studies, which do not fully
capture the complexity and emotions of
real-life scenarios. However, they were
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encouraged to draw on personal experiences
to connect with the case study and share
perspectives as family members or patients.
Despite the artificial nature of those simula-
tions, meaningful insights were gained from
the focus groups.

While most participants identified as
Hindu, this does not imply that the findings
are representative of a specific religious per-
spective, because the South Asian commu-
nity encompasses diverse religious groups.
Additionally, most participants lacked direct

Our findings help
facilitate cultural
awareness and sensitivity
in clinical practice among
members of the South
Asian community.

experience with advance care planning and
advance directives discussions, which limits
the generalizability of the findings. Howev-
er, the results provide valuable insights into
the cultural influences that shape advance
care planning and advance directives dis-
cussions within South Asian communities.

Further research should aim to include
a broader demographic representation,
including older age groups, male partici-
pants, varied socioeconomic backgrounds,
newly arrived immigrants, individuals from
different religious communities, and those
with personal experience in advance care
planning and advance directives discussions.

Conclusions

In keeping with the collectivistic nature
of the South Asian community, our study
highlights the predominant role family
plays during advance care planning and
advance directives discussions and medi-
cal decision making. It also highlights the
potential barriers to and the benefits and
challenges of using a Western-devised tool
for having serious illness conversations with
members of the South Asian community

in Canada. The SICG’s choice of words

Taking serious illness conversations seriously

and phrases were viewed as predominantly
individualistic. Our findings help facilitate
cultural awareness and sensitivity in clini-
cal practice among members of the South
Asian community. Hence, clinicians can
appreciate the impact of the culture and
family during advance care planning and
advance directives discussions. ll
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