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Table S1 Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist
Developed from:
Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus groups. International Journal for Quality in Health Care. 2007. Volume 19, Number 6: pp. 349 – 357

	No. Item 
	Guide questions/description
	Reported on Page #

	Domain 1: Research team and reﬂexivity 
	
	

	Personal Characteristics 
	
	


	1. Interviewer/facilitator
	Which author/s conducted the interview or focus group? 

	Page 7, Table S3

	2. Credentials
	What were the researcher’s credentials? E.g. PhD, MD 

	Page 7, Table S3

	3. Occupation
	What was their occupation at the time of the study? 

	Page 7, Table S3

	4. Gender
	Was the researcher male or female? 
	Page 7

	5. Experience and training
	What experience or training did the researcher have? 

	Page 7, Table S3

	Relationship with participants 
	
	

	6. Relationship established
	Was a relationship established prior to study commencement? 

	Page 17

	7. Participant knowledge of the interviewer 
	What did the participants know about the researcher? e.g. personal goals, reasons for doing the research 

	Page 17

	8. Interviewer characteristics
	What characteristics were reported about the interviewer/facilitator? e.g. Bias, assumptions, reasons and interests in the research topic 

	Page 7, Table S3

	Domain 2: study design 
	
	

	Theoretical framework 
	
	


	9. Methodological orientation and Theory 
	What methodological orientation was stated to underpin the study? e.g. grounded theory, discourse analysis, ethnography, phenomenology, content analysis 
	Page 6


Table S1 Continued
	No. Item 
	Guide questions/description
	Reported on Page #

	Participant selection 
	
	


	10. Sampling
	How were participants selected? e.g. purposive, convenience, consecutive, snowball 

	Page 8

	11. Method of approach
	How were participants approached? e.g. face-to-face, telephone, mail, email 

	Page 6

	12. Sample size
	How many participants were in the study? 

	Page 9

	13. Non-participation
	How many people refused to participate or dropped out? Reasons? 

	Page 9

	Setting
	
	


	14. Setting of data collection
	Where was the data collected? e.g. home, clinic, workplace 

	Page 10

	15. Presence of non-participants
	Was anyone else present besides the participants and researchers? 

	Page 10

	16. Description of sample
	What are the important characteristics of the sample? e.g. demographic data, date 

	Table 3

	Data collection 
	
	


	17. Interview guide
	Were questions, prompts, guides provided by the authors? Was it pilot tested? 

	Table 1 

	18. Repeat interviews
	Were repeat interviews carried out? If yes, how many? 

	No

	19. Audio/visual recording
	Did the research use audio or visual recording to collect the data? 

	Page 17

	20. Field notes
	Were ﬁeld notes made during and/or after the interview or focus group?
	Page 12, 15-16

	21. Duration
	What was the duration of the interviews or focus group? 
	Page 11


Table S1 Continued
	No. Item 
	Guide questions/description
	Reported on Page #

	22. Data saturation
	Was data saturation discussed? 

	Page16

	23. Transcripts returned
	Were transcripts returned to participants for comment and/or correction? 

	No

	Domain 3: analysis and ﬁndings 

	
	

	Data analysis 
	

	

	24. Number of data coders
	How many data coders coded the data? 

	Page 12

	25. Description of the coding tree
	Did authors provide a description of the coding tree? 

	Table 2

	26. Derivation of themes
	Were themes identiﬁed in advance or derived from the data? 

	Yes

	27. Software
	What software, if applicable, was used to manage the data? 

	Page 12

	28. Participant checking
	Did participants provide feedback on the ﬁndings? 

	Page 16

	Reporting 
	

	


	29. Quotations presented
	Were participant quotations presented to illustrate the themes/ﬁndings? Was each quotation identiﬁed? e.g. participant number 

	Page 17-33

	30. Data and ﬁndings consistent
	Was there consistency between the data presented and the ﬁndings? 

	Yes

	31. Clarity of major themes
	Were major themes clearly presented in the ﬁndings? 

	Page 19-34, Table 2 and Figure S1

	32. Clarity of minor themes
	Is there a description of diverse cases or discussion of minor themes?

	Page 19-34




Table S2 Examples of the coding disagreement and resolution process
	Case context
	Disagreement
	Resolution process
	Consensus

	“Talking about it now just feels too early.” (R2)
	Coder 1: Coded as a direct reflection of the death taboo.
Coder 2: Argued it was not just a cultural script but a perceived need, inferring a preference for relieving negative emotions from the participant’s effort to maintain mental peace.
	Strategy: Peer debriefing and application of the paradigm model.
· This clarified that death taboo was a contextual condition, which prompted the action of postponing discussions to fulfill the preference for relieving negative emotions.
	The quote was double-coded to illustrate how cultural context shaped a specific preference within the model.

	“Back at home, I was the family’s backbone... Now, nobody really needs me...” (R5)
	Coder 1: Focused on the immediate emotional impact, coding it as a sense of uselessness.
Coder 2: Argued that the statement reflected more than just an emotion, proposing it represented the loss of a culturally significant family role.
	Strategy: Expert consultation and constant comparison.
· The research advisor first guided a constant comparison across interviews, revealing a recurring link between uselessness and the loss of familial roles. She then provided theoretical input, affirming such loss as a profound identity crisis within Chinese cultural context.
	The agreed-upon code became loss of central family role. This was later developed into the identity deterioration.









Table S2 Continued
	Case context
	Disagreement
	Resolution process
	Consensus

	“I trust my kids to make the decisions. They know what’s best for me. Whatever they think is right, I’ll follow.” (R2)
	Coder 2: Initially coded this quote as family-led decision-making, interpreting it as full deference to family authority under the influence of familism
Coder 1: Contended that this reading may oversimplify the participant’s position, given his explicit personal views articulated elsewhere.
	Strategy: Returning to the raw data for contextual analysis.
· The two coders re-examined R2’s transcript as a whole. In doing so, they identified consistent expressions of strong personal views—such as the perceived timing of EOL discussions (“…seems a bit too early”) and emotional distress over others’ suffering (“…it really breaks my heart”)—suggesting a clear, internally held preference for avoiding pain and delaying such conversations. This holistic review revealed a more nuanced stance, indicating that the participant’s apparent deference to family reflected conditional trust rather than passive acceptance.
	Through discussion, Coder 2 concurred that R2’s deference reflected not passive acceptance but a conditional, strategic trust. He appeared to trust his children to make the “right” decisions—those aligned with his own values and priorities. 
The quote was ultimately coded under both family involvement in major decisions and incorporation of personal preferences, capturing his dual emphasis on relational trust and value preservation in decision-making.







Table S2 Continued
	Case context
	Disagreement
	Resolution process
	Consensus

	During axial coding, the team debated how to organize three initial categories derived from open coding: positive relationships with fellow residents, empowered communication with nursing staff, and close contact with family.
	Coder 1: Proposed integrating them into a single, more abstract theoretical category that explains their shared underlying function.
Coder 2: Argued for presenting them as separate, parallel preferences.
	Strategy: Analytical memos.
· Coder 1’s memo advanced a conceptual argument that the three relational categories were not isolated preferences, but adaptive strategies oriented toward a shared underlying goal—mitigating psychosocial disconnection. This interpretation offered theoretical coherence, justifying the abstraction of a unified explanatory category.
	The team established supporting relationality as a main category, integrating the three codes as dimensions of a unified strategy to address psychosocial disconnection.



Table S3 Researcher positionality and potential influence
	Researcher
	Role in research
	Backgrounds, motivations and perspectives
	Potential influence

	LJ
	Research advisor
	· A Professor of Social Medicine and Health Service Management, and a leading expert in Chinese HPCN policy. 
· She has led the development of KAP measurement tools, conducted extensive public outreach, and played an active role in HPCN education and field research. 
· Her perspective centred on promoting high-quality, culturally congruent HPCN in NHs, aiming to bridge the gap between policy design and residents’ lived care experiences.
	Her policy expertise and macro-level perspective shaped a contextually grounded research design with clear policy relevance. While her guidance deepened the team’s analysis of cultural and systemic factors in NHs, it also posed a potential risk of privileging top-down interpretations over residents’ more personal and sometimes contradictory narratives.

	ZY
	Interviewer and primary coder/analyst 1
	· Major in Public Health in Social Medicine and Health Service Management and a Shanghai native, with prior HPCN research experience focusing on care providers in NHs.
· Her research interest was sparked by witnessing dignity-depriving experiences of older adults during a clinical internship.
· She adopted a resident-centered viewpoint that seeks to bridge the gap between residents’ lived experiences of dignity and the systemic realities of HPCN provision within NHs.
	Her fluency in the local dialect and cultural nuances enriched the analysis of culturally specific expressions. However, strong empathy may risk over-identification with participants, and provider-side knowledge could lead to premature rationalization of staff behavior.


Table S3 Continued
	Researcher
	Role in research
	Backgrounds, motivations and perspectives
	Potential influence

	YT
	Secondary coder/analyst 2
	· Major in Social Medicine and Health Service Management, with a focus on geriatric disability and care.
· Her research interest was shaped by personal family experiences with long-term care.
· She brought an empathetic perspective, emphasizing the emotional and relational aspects of NH residents’ experiences.
	Her personal connection to the topic fostered a deep appreciation for the nuances in transcripts and enabled a highly empathetic analysis. However, because she did not witness the interviews firsthand, her interpretation may be influenced by her own familial experience.

	HC, JY, HZ, and RZ
	Interviewer
	· Three majors in Preventive Medicine and one in Health Service Management, all with formal training in qualitative interviewing.
· Their shared public health background emphasized improving quality of life for vulnerable populations.
· They approached the study with a focus on residents’ lived experiences as critical evidence for enhancing care systems and outcomes.
	As young, non-authoritative professionals, they may have created a neutral, non-judgmental space that encouraged candid sharing. However, their limited life experience could have hindered their ability to fully grasp residents’ complex emotions, potentially leading to missed cues or simplified, self-censored narratives.


HPCN: hospice and palliative care nursing
NH: nursing home
EOL: end of life
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Text S1: Reflexive strategies to mitigate the potential influence of researcher positionality
To manage potential influences outlined in Supplementary Table S3 and cultivate reflexivity, we implemented several strategies.
First, all interviewers received intensive pre-interview training led by the research advisor, focusing on rapport-building, active listening, and navigating emotional topics. This aimed to create a trustworthy environment and reduce the risk of simplified or self-censored responses.
Second, memoing was a core practice throughout the study. After each interview, interviewers completed reflexive field memos documenting the interview context, non-verbal cues, and their immediate impressions. These memos provided rich contextual data and served as an initial interpretive layer. During analysis, the two coders maintained individual analytical memos to critically reflect on their reactions and question the origins of their interpretations—for example: “Is this drawn from the participant’s words, or my own empathy or family experience?” This ensured a disciplined return to the data and minimized bias.
Finally, regular debriefing sessions, led by the advisor, served as the main forum for collective reflexivity. Interviewers periodically reflected on interpersonal dynamics and the influence of their positionality, while analytical debriefings provided space for rigorous peer challenge. The advisor emphasized a data-driven approach, questioning interpretations not grounded in participants’ accounts. Coders presented their analyses, justified interpretations with textual evidence, and challenged each other’s views, particularly when interpretations risked personal projection or premature rationalization. Together, these practices systematically grounded the final theory in participants’ voices and helped mitigate the influence of researcher positionality on the research process.
Table S4 A comparison of key studies on end-of-life care preferences in Chinese nursing homes
	Literature
	Theoretical focus
	Methodology
	Cultural context
	Institutional context
	Key findings

	Quantitive study

	Lo et al. 2010 [1]
	To identify the prevalence of DNR directives and associated factors among NH residents in Taiwan.
	Quantitative cross-sectional study using a structured questionnaire (n=201).
	Culture was not an analytical variable.
	Institutional characteristics were treated as independent variables to predict DNR directive prevalence.
	Low DNR prevalence linked to resident characteristics, physician-family discussion, and NH policy.

	Chu et al. 2011 [2]
	To describe AD and EOL care preferences and identify associated predictors among NH residents in Hong Kong.
	Quantitative cross-sectional survey using a structured questionnaire (n=1600).
	Cultural factor (religion) was treated as an independent variables for analysis.
	Institutional characteristic (subvented vs. private) was treated as an independent variable for analysis.
	High preference for AD and being informed; one-third preferred to die in NHs. Identified multiple demographic and clinical predictors.

	Ni et al. 2014 [3]
	To describe knowledge and preferences for AD and identify associated predictors among NH residents in Mainland China.
	Quantitative cross-sectional survey using a structured questionnaire (n=467).
	Culture served as a general background rather than a systematically analyzed variable.
	The NH environment served as the study setting rather than a primary focus of the analysis.
	Low AD awareness with limited preference for completion, predicted by prior knowledge, decisional certainty, and illness burden.






Table S4 Continued
	Literature
	Theoretical focus
	Methodology
	Cultural context
	Institutional context
	Key findings

	Wei et al. 2021 [4]
	To compare EOL care preferences between NH residents and community-dwelling older adults in Mainland China.
	Quantitative comparative study using a structured questionnaire and propensity score matching (n=487).
	Culture served as a general background rather than a systematically analyzed variable.
	NHs vs. Community. Residence type was the primary grouping variable to statistically test for differences between settings.
	Significant differences found in preferred place of death and death attitudes; similarities in other preferences.

	Xu et al. 2021 [5]
	To compare preferences for specific EOL choices (AD, life-prolonging treatment, EOL discussion) between NH residents in Hong Kong and Taiwan.
	Quantitative cross-regional comparative survey using a structured questionnaire (n=325).
	Culture served as a general background rather than a systematically analyzed variable. 
	The study compared outcomes across settings but did not analyze the NH environment itself as an explanatory factor.
	Significant cross-regional differences in AD completion and willingness; similarities in attitudes toward life-prolonging treatment.

	Xu et al. 2023 [6]
	To describe knowledge and preferences for specific EOL choices (ACP, AD, place of care/death) among frail NH residents in Hong Kong.
	Quantitative cross-sectional survey using a structured questionnaire (n=286).
	Culture served as a general background rather than a systematically analyzed variable.
	The NH environment served as the study setting rather than a primary focus of the analysis.
	Low ACP/AD awareness, divergent care–death location preferences, and limited resident–caregiver concordance, with education and prior knowledge as key predictors.




Table S4 Continued
	Literature
	Theoretical focus
	Methodology
	Cultural context
	Institutional context
	Key findings

	Qualitative study

	Chu & Woo. 2004 [7]
	To explore attitudes toward ACP for life-sustaining treatment among older NH residents in Hong Kong.
	Qualitative descriptive study using content analysis (n=11).
	Culture was recognized contextually but not used as an analytic category.
	The NH environment served as the study setting rather than a primary focus of the analysis.
	Five themes emerged, indicating that most residents declined CPR, were open to EOL discussions, and preferred physician-led decision-making.

	Chan & Pang. 2011 [8]
	To identify different approaches to EOL care decision-making among frail old age home residents in Hong Kong.
	Qualitative descriptive study using content analysis (n=42).
	Culture was recognized contextually but not used as an analytic category.
	The NH environment served as the study setting rather than a primary focus of the analysis.
	Five distinct response patterns to the ACP intervention, shaped by individual values and experiences.

	Lee et al. 2016 [9]
	To explore attitudes of NH residents toward independently signing DNR in Taiwan.
	Qualitative descriptive study using content analysis (n=11).
	Culture served as a primary analytical lens to understand residents’ attitudes toward DNR.
	The NH environment served as the study setting rather than a primary focus of the analysis.
	Four themes of reluctance to sign a DNR, rooted in cultural philosophies.

	Lee et al. 2023 [10]
	To identify cultural impediments to signing an AD among NH residents in Taiwan.
	Qualitative descriptive study using content analysis (n=18).
	Culture was framed as the primary source of impediments to AD signing.
	The NH environment served as the study setting rather than a primary focus of the analysis.
	Five themes representing cultural and informational barriers to signing AD.



Table S4 Continued
	Literature
	Theoretical focus
	Methodology
	Cultural context
	Institutional context
	Key findings

	This study
	To develop an explanatory theory on the process of HPCN preference formation among NH residents in Mainland China.
	Qualitative study using grounded theory (n=20).
	Culture served as a primary analytical lens to understand residents’ HPCN preference.
	The NH environment served as a primary analytical lens to understand residents’ HPCN preference.
	“Navigating Preferences for a Trouble-Free Transition” theory, a process-oriented explanatory model that reveals how cultural and institutional contexts generate cognitive-emotional challenges and shape the adaptive formation of HPCN preferences.


HPCN: hospice and palliative care nursing 
NH: nursing home
EOL: end of life
AD: advance directives
DNR: Do-Not-Resuscitate
ACP: advance care planning
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