Supplementary file 1: The final coding tree
	Theme
	Category
	Axial code
	Code

	Theme 1: Relational autonomy, family-driven and individual decision-making
	1. Relational autonomy as a the norm in Islamic culture
	Involving family is important
	Migration background and Islamic culture is a 'we-culture'

	
	
	
	In ACP, you involve family and consider religious duties

	
	
	
	It is important to consider both the patient and their environment in cancer care

	
	
	
	Mentioning that the conversation is with the patient and possibly family

	
	
	
	Love from family in the final phase is very important 

	
	
	The wishes of the collective are usually, but not always, more important than those of the individual
	Focus on 'what we [I and my relatives] find important' instead of 'my wishes'

	
	
	
	Elderly think from the family's interest instead of their own wishes

	
	
	
	Elderly have often never thought about their own wishes

	
	
	Family-driven decision-making
	Asking if the patient wants to involve family in the decision

	
	
	
	Decision-making happens with the whole family

	
	
	An ACP conversation is usually held with family present and not alone
	You do not have an ACP conversation alone but together with family

	
	
	
	Talking with the whole family as well as separately with the patient

	
	
	
	Advising everyone to bring someone to the conversation

	
	
	
	Asking directly who is important as a contact person

	
	
	
	Children take over control and communication from parents

	
	
	
	No need for the proximity of relatives during ACP

	
	2. Tensions arise from relational autonomy vs. individual autonomy of the healthcare professional
	Conflicting values between relational autonomy and individual autonomy
	A core value for Islamic culture is protecting the family

	
	
	
	Dilemma between the right to know and damaging the family relationship

	
	
	
	Autonomy as a core value for Dutch culture

	
	
	
	Dutch autonomy versus the protective role of the family

	
	
	The autonomy conflict between professional standards and relational autonomy
	Making clear that there are medical-ethical limits to treatment

	
	
	
	Explaining the difference between a contact person and a legal representative

	
	
	
	The duty to inform applies if ignorance is detrimental to treatment

	
	
	Choosing appeals to individual autonomy
	Choice stress for the patient due to a lack of medical and theological knowledge

	
	
	
	Misunderstanding why the doctor asks the patient to make the decision

	
	
	
	Patient gives socially desirable answers fitting the doctor's framework

	
	
	
	The ideal is a joint decision by the doctor and theologian for the best care

	
	
	Putting the patient's control first is essential according to healthcare providers
	Separate conversation with the patient is needed to hear their true wishes

	
	
	
	Patient remains in control, even though family is important

	
	
	
	Giving the patient a chance to answer before the family takes over

	
	
	
	The patient has the right not to want to know the diagnosis

	
	
	
	Respecting the wishes of the patients themselves

	
	
	
	Focusing on unique identity instead of culture

	
	
	
	The patient must be aware of their own medical situation

	
	
	
	Not filling in what the patient means for them

	
	
	
	Emphasizing that the doctor has a duty of confidentiality towards the family

	
	
	Dealing with (not) translating bad news
	Family asks the interpreter not to translate bad news

	
	
	
	Family should not translate bad news because of their role

	
	
	
	Having a bad news conversation with the family if the patient refuses to hear the information themselves

	
	
	Consequences of protective shielding from and towards the family
	Patient often loses control due to the protective attitude of the family

	
	
	
	Despite good intentions, the family falls short of what the patient needs

	
	
	
	Family refuses palliative care while the patient's wish has not been asked

	
	
	
	A conversation between the healthcare provider and the patient alone about their wishes prevents conflicts with the family at a later stage

	
	
	
	The gap between the family's wishes and the (unspoken) wishes of the patient leads to dying lonely

	
	
	
	Frustration among healthcare providers that the family is listened to more than the patient

	
	
	
	Family tries to keep the doctor away from the patient to protect them

	
	
	Using an interpreter relieves the patient and family
	The patient has difficulty expressing themselves in Dutch

	
	
	
	Involving an independent interpreter to relieve the family

	
	
	The interpreter can bridge cultures and autonomy preferences
	Bringing in a professional interpreter early for communication with the family and patient

	
	
	
	The interpreter must be transparent to the doctor about what was translated

	
	
	
	A telephone interpreter misses implicit communication during sensitive conversations

	
	
	
	Speaking the language yourself or using an interpreter to find out wishes

	
	
	
	As a cultural interpreter, adapting the message to fit norms and values

	
	
	
	Translating the content faithfully instead of literally

	
	
	
	Using cultural translators from welfare organizations in decision-making

	
	
	Fear of using an interpreter
	Fear of privacy violation by the interpreter within their own community

	
	3. Differences in values and health literacy between 1st and >2nd generations
	Differences in values between 1st and >2nd generations
	The first generation has different needs than subsequent generations

	
	
	
	Difference in expectations of the healthcare system

	
	
	
	Distant and superficial answers from elderly Moroccan patients at the start of ACP

	
	
	
	The second generation is more individualistic than the first generation

	
	
	Differences in health literacy between 1st and >2nd generations
	Use concrete cases so that less-educated patients understand the benefit

	
	
	
	Use understandable terms for less-educated first-generation migrants

	
	
	
	Do not generalize, but differentiate based on the patient's education and generation

	
	
	
	A literal translation of the current film is too difficult for first-generation migrants

	
	
	
	ACP is initiated less quickly when there is a language barrier

	Theme 2: Cultural and religious meaning of illness, suffering, and death
	4. Cultural and religious meaning of illness and suffering
	God determines fate and death
	Active life termination is prohibited in Islam

	
	
	
	Death and destiny are already determined by God

	
	
	
	God determines, but the doctor can make a medical assessment

	
	
	Religious meaning of suffering
	Suffering from pain is seen as a remission of sins

	
	
	
	Choosing to die without treatment for religious reasons

	
	
	
	Quality of life is seen as experiencing divine proximity

	
	
	
	Healthcare providers must be aware of cultural views on pain

	
	
	
	Being bedridden does not necessarily mean a low quality of life

	
	
	Talking about quality of life has a negative connotation: it suggests giving up and, in doing so, renouncing God’s will
	The term quality of life does not matter

	
	
	
	The term quality of life is complicated and subjective

	
	
	
	The term quality of life can hinder the conversation

	
	
	
	Quality of life is important when choosing treatment

	
	
	
	Asking about quality of life leads to a dead-end conversation

	
	5. Practical and religious misconceptions and fears about ACP
	Advance care planning is unclear as an entity, feels like a one-time event and irreversible
	Emphasizing that ACP is a process and not a one-time decision

	
	
	
	Fear that agreements are irreversible after the conversation

	
	
	
	Fear that choices made are immediately fixed forever

	
	
	
	Unclear that treatment limits involve more than a do-not-resuscitate order

	
	
	
	Preventing people from dropping out due to the association with euthanasia

	
	
	Religious misconceptions
	Stopping treatment is religiously allowed

	
	
	
	Pain relief and palliative sedation are not prohibited

	
	
	
	Association of spiritual care with imminent death

	
	
	
	Fear that palliative care is the same as prohibited active life termination

	
	
	
	Different expectations of medical interventions / holding on to hope

	
	
	The association between pain relief and death
	Association of morphine with imminent death

	
	
	
	Avoiding the word morphine because it scares people

	
	
	
	"Many people think that it [palliative care/pain relief] is also something that ends active life. Therefore, it is haram and not allowed."

	
	
	
	Mentioning specific emotionally charged topics like morphine

	
	
	The consequences of misconceptions
	Medical misconceptions lead to a loss of trust in the healthcare provider

	
	
	
	The patient may have a prejudice against the doctor when there is a lack of understanding

	Theme 3: The reciprocal dynamic of hope and trust in the care relationship
	6. Hopeful and positive communication leads to trust
	Personal approach by asking about religion, culture, and background
	Asking: how can we do what is right for you and your background?

	
	
	
	A more personal approach by asking about the patient's culture

	
	
	
	Adopting the patient's choice of words for recognition

	
	
	The importance of normalizing ACP
	Normalizing the message by stating that everyone is asked this question

	
	
	
	ACP conversations are relevant for patients, clients, and healthcare providers

	
	
	
	ACP is part of the treatment

	
	
	Important to emphasize that ACP does not mean good care stops
	Emphasizing that care continues when disease-focused treatment stops

	
	
	
	Explicitly stating 'we will continue to care for you' in the film

	
	
	Positive explanation of ACP
	Opening with general phrasing about how the patient wants their care

	
	
	
	The term 'tackling the disease' is positive and active

	
	
	
	The term 'thinking about future care' lowers the threshold

	
	
	
	Explaining ACP as making a plan to tackle the disease

	
	
	
	Describing palliative as a phase in the illness

	
	
	
	The topic of ACP is often completely unknown to the target group

	
	
	The importance of examples to have an open conversation
	Using examples to clarify what the patient should think about

	
	
	
	Using concrete cases to create openness

	
	
	
	Offering spiritual care as a concrete example

	
	
	
	Without examples, the term 'future care' remains vague

	
	
	
	Without concrete examples, people leave the decision to God or their children

	
	
	
	Explaining difficult terms using examples

	
	
	
	Mentioning that every patient has their own culture and care is tailor-made

	
	
	Talking about 'what is important' as a replacement for the term 'quality of life'
	Focusing on: what do you find important and what is needed for that?

	
	
	
	Asking who/what is important to the patient and/or family

	
	
	
	Asking what is important as a replacement for quality of life

	
	
	
	Discussing quality of life using everyday examples

	
	7. Communication aversion: taking away hope
	Dutch direct communication style is usually not appropriate
	There is a cultural gap between the direct honesty of the Dutch healthcare provider and the patient's wishes

	
	
	
	The Dutch communication style is experienced as blunt and direct

	
	
	
	A gentle way of communicating is the only entry point for an ACP conversation.

	
	
	
	The preference for less direct communication depends on the person

	
	
	
	Indirect communication feels like being fooled

	
	
	
	Patients and family are shocked by a direct Dutch bad news conversation

	
	
	
	Mentioning treatments or pain relief, but no specific medication

	
	
	Information pacing and emotional impact
	People with a migration background have a greater need for an intermediate step or preparation when hearing bad news

	
	
	
	Frustration about receiving information step-by-step instead of all at once

	
	
	
	Step-by-step bad news puts an extra burden on the family

	
	
	
	Lack of understanding about the timing of ACP during disease treatment

	
	
	
	Do not discuss ACP immediately after bad news due to emotions

	
	
	
	Starting the conversation in time with all patients without distinction

	
	
	Communication must not take away hope
	The patient does not feel that the healthcare provider considers their culture

	
	
	
	The patient does not know if care considers their religion

	
	
	
	The healthcare provider must uplift the patient, not take away hope

	
	
	The terms 'end of life' and 'treatment limits' take away hope
	Mentioning the end of life can result in losing patients

	
	
	
	Removing the term 'end of life' from the film

	
	
	
	Not mentioning the word 'treatment limits', but explaining it in the film

	
	
	
	The word 'treatment limits' causes resistance and sounds like a hard boundary

	
	
	
	Leaving out the topic of end of life in the first part of the film

	
	
	
	Preferring terms that give hope over saying there is nothing more we can do

	
	
	Varying openness about death and prognosis
	No taboo on discussing death because of religion/fate

	
	
	
	Not wanting to hear the expected prognosis

	
	
	
	A direct prognosis helps with preparations and closure

	
	
	
	Two types of patients in ACP: with and without knowledge of the palliative diagnosis

	
	
	
	Fear of psychological distress upon hearing a specific life expectancy

	
	
	
	The phrase 'there is nothing more we can do' makes patients depressed

	
	
	Cultural taboo
	Certain topics are not discussed because of a cultural taboo

	
	
	
	Home care is sometimes a taboo

	
	8. Trust in care leads to hope
	The importance of investing extra in the relationship of trust
	Suspicion of Dutch healthcare requires investing in the relationship

	
	
	
	Trust in the treatment relationship is the foundation for ACP

	
	
	
	The topic of ACP is a taboo and requires creating support first

	
	
	Sufficient time
	The first ACP conversation requires scheduling sufficient time

	
	
	
	Allocating more time and double consultations for patients with a migration background

	
	
	
	Lack of time for general practitioners for ACP

	
	
	The desire for proximity of the general practitioner and their moral duty to do so
	The ethical duty of the general practitioner to make time for the patient

	
	
	
	Desire for moral support from healthcare professionals after a cancer diagnosis

	
	
	
	It is a loss that the general practitioner has been barely involved since the cancer diagnosis

	
	
	
	Important role for the general practitioner and relatives in caring for the patient



