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Abstract

Introduction End-of-life (EOL) decision-making involves complex ethical, cultural, and religious considerations,
particularly within minority communities. In Israel, the Arab population, comprising approximately 21% of the
country’s population, remains underrepresented in EOL research. This study explores the EOL care preferences of
elderly Arab individuals and their families, focusing on the interplay between cultural values, religious beliefs, and
personal autonomy.

Methods A qualitative study was conducted using semi-structured interviews with 24 participants, including
elderly individuals (aged 60+) and their family members. Participants were recruited through purposive and snowball
sampling in community settings across northern Israel. Data were transcribed, translated, and thematically analyzed
to identify key patterns in attitudes toward EOL care.

Results Findings reveal a strong preference among elderly Arab participants for a peaceful and dignified death at
home rather than in a medicalized setting. Quality of life was prioritized over life-prolonging treatments, with religious
beliefs playing a significant role in shaping perspectives. However, cultural taboos and generational differences
hindered open communication within families. Many younger family members assumed their elders preferred life
extension, while elderly participants often desired comfort-focused care. Additionally, a lack of awareness of advance
care planning tools limited the ability of patients to formally express their preferences.

Discussion A major challenge identified in this study is the absence of open discussions about EOL preferences,
driven by cultural taboos, emotional discomfort, and fear. Many participants avoided such conversations due to
beliefs that discussing death invites misfortune or imposes an emotional burden on loved ones. Younger family
members, in particular, hesitated to engage in these discussions, leading to decisions based on assumptions rather
than explicit patient wishes. Encouraging structured, culturally sensitive conversations and increasing awareness of
advance care planning could help ensure that patients' preferences are recognized and respected.
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Conclusions Bridging the gap between assumptions and actual preferences requires culturally sensitive
communication, increased awareness of advance care planning, and structured family discussions. These measures
will ensure that EOL care respects both individual autonomy and cultural values, fostering a more inclusive and

patient-centered healthcare approach.

Keywords End-of-Life care, Arab community in Israel, Muslim medical ethics, Advance care planning, Cultural barriers

Introduction

End-of-life (EOL) decision-making is increasingly viewed
as a core issue within bioethics, raising questions about
autonomy, ethical responsibility, and the implications
of cultural values on patient care [1]. EOL care deci-
sions impact patients, families, and healthcare providers,
intertwining medical and ethical considerations. Patient
preferences for EOL care have been widely studied, with
increasing focus on their intersection with cultural and
religious beliefs. Within Israel's Arab population, these
issues are particularly poignant due to the rich cultural
and religious tapestry that influences daily life and shapes
individual views on death and dying.

Israel's EOL care is governed by three main laws: the
Patient Rights Act (1996), the Dying Patient Act (2005),
and the 2016 amendment to the Legal Capacity and
Guardianship Law, establishing a framework for advance
directives and powers of attorney [2—4]. These laws are
intended to safeguard patients’ rights to choose their own
treatment paths, thus reflecting a shift from paternalism
toward a more autonomy-centered approach. However, it
has been argued that such legislative frameworks do not
sufficiently address the nuanced needs of minority popu-
lations in Israel, including Israel’s Arab community [5, 6].

In 2023, the Arab community comprised roughly 21%
of Israel’s population, with 50% living in the northern
region and 86% identifying as Muslim [7]. Over 50% of
the Arab community in Israel described themselves as
“very religious” or “religious” (in contrast to around 21%
among the Jewish population) [8]. This is a unique popu-
lation, constituting a large traditional minority within a
largely secular western country. It has gone through ever
increasing cultural transitions, impacting many life facets
[9].

Research consistently shows that religiosity is a key
predictor of attitudes toward forgoing life extension.
Generally, the more religious a person is, the more firmly
they oppose the cessation or withholding of life-prolong-
ing measures [10]. Consequently, traditional and more
religious ethnic groups avoid issuing advance directives,
adhering to the belief that the timing and manner of
death rest solely in the hands of God [10, 11].

Among Muslims, EOL care involves a delicate balance
between the sanctity of life and acceptance of death. In
the Islamic tradition, the sanctity of life is a foundational
principle, with illness viewed as natural suffering that
atones for sins, rewarding both patient and family. Saving

a life and providing care are considered among the high-
est duties. While Muslims believe that God is the ulti-
mate healer of all ailments, they are also obligated to seek
treatment whenever possible and must not end life pre-
maturely [12]. While Islamic teachings affirm that life is
a gift from God, and as such, it should be respected and
preserved, they also acknowledge that suffering should
not be prolonged needlessly when death is imminent.
Islamic teachings view death as a transition rather than
an end [13], leading some adherents to accept that pro-
longing life at all costs may not align with divine intent,
particularly when suffering is involved [14, 15].

While research and literature on EOL decision-mak-
ing among the Arab population in Arab countries have
expanded in recent years, the Arab community in Israel,
predominantly Muslim, remains underrepresented in
EOL studies. Consequently, little is known about their
treatment preferences and decision-making processes in
the final stages of life.

The aim of this study is to examine EOL care prefer-
ences among elderly Arabs in Israel and their family
members. Specifically, it seeks to explore how cultural,
religious, and familial factors shape EOL decision-mak-
ing and care.

Methodology

Study design

Informed by a phenomenological epistemological frame-
work, this study seeks to understand participants’ lived
experiences and the subjective meanings they attribute
to EOL preferences. This framework is particularly suited
to exploring complex and culturally embedded phenom-
ena, such as familial dynamics and religious influences on
EOL decision-making [16].

Participants and sampling

Participants included elderly Arab individuals aged
60 and above, living in the community, and their fam-
ily members who were actively involved in their care.
Recruitment utilized a combination of purposive sam-
pling [17]and snowball sampling [18]. To recruit partici-
pants for the adult cohort, we collaborated with social
workers at elderly community centers located in major
Arab or mixed cities in northern Israel. The social work-
ers were tasked with introducing the study to relevant
potential participants deemed competent to provide
informed consent. If individuals expressed preliminary
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interest in learning more about the study, the social
workers obtained and shared their contact information
with the research team for follow-up.

In subsequent communication, potential participants
were provided with a comprehensive information sheet
and a verbal explanation of the study’s objectives and
procedures, confidentiality measures, and their right
to withdraw at any time. Those who consented to par-
ticipate were scheduled for an interview. Following the
interview, participants were asked to identify a family
member they would designate as their representative for
healthcare decisions, should they become unable to make
such decisions independently. With the participant’s con-
sent, the designated family member was contacted by the
principal investigator, who provided a detailed explana-
tion of the study—both in writing and orally—and invited
them to participate.

Furthermore, all participants, whether from the adult
cohort or their family members, were encouraged to
recommend additional participants who met the study’s
criteria. This approach enabled the research team to
increase sample diversity as well as facilitate access to
hard-to-reach populations [19] mainly individuals from
more rural areas, lacking access to formal elderly com-
munity centers [15]. Recommendations from a trusted
acquaintance also helped alleviate concerns regarding
participation, particularly in a sensitive topic such as
EOL preferences.

Sampling continued until data saturation was achieved,
with no new themes emerging across the interviews [20].

Interview tool and procedure
Semi-structured interviews were conducted by the pri-
mary researcher, a certified nurse with 20 years’ experi-
ence of working with elderly populations in both the Arab
and Jewish communities in Israel. The interviews were
guided by an interview protocol designed to explore EOL
preferences, decision-making processes, and the role
of family members. The modular guide, which included
both general and targeted questions, was developed in
Arabic to align with participants’ linguistic preferences.
The interview guide is available as supplement 1.
Interviews were conducted in settings chosen by the
participants, including their homes or community cen-
ters, to ensure comfort and natural interaction. In order
to maintain trust, we were granted permission by the
Research Ethics Committee (REC), to forgo signed con-
sent (which in this population may be construed as a for-
bidding requirement). This has been replaced with oral
consent, recorded at the beginning of the interviews’
recording. Each interview lasted between 45 and 90 min,
depending on the depth of discussion.
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Data management and translation

Interviews were audio-recorded with participants’ con-
sent and transcribed verbatim by the primary researcher.
Transcriptions were translated from Arabic into Hebrew,
using a forward-backward translation method to ensure
linguistic accuracy and cultural equivalence. The Hebrew
version was then translated into English by the second
researcher, and this translation was then cross verified
with the original Arabic transcription to preserve the
authenticity of participants’ narratives.

Data analysis

Thematic analysis was conducted following Braun and
Clarke’s six-phase framework [21], which involved
familiarizing with the data, generating codes, search-
ing for themes, reviewing and refining themes, defining
and naming them, and producing the final report. This
approach enabled systematic identification of patterns
within the data, balancing inductive insights with deduc-
tive alignment to the study’s objectives.

Initial coding captured key features of the data, which
were collated into themes through iterative review.
Themes were checked for coherence and refined to
ensure they meaningfully addressed the research ques-
tions. This process actively involved researcher inter-
pretation, recognizing themes as constructed rather
than “emerging” from the data [21]. Two coders were
involved in the analysis process in order to enhance cred-
ibility and dependability. While the primary researcher
coded all transcripts, the second coder focused on veri-
fying a selected subset to validate the consistency of the
codes. The analysis integrated both semantic and latent
elements, reflecting explicit participant expressions and
underlying meanings.

Thematic maps and iterative discussions were used to
develop and refine the themes collaboratively [22]. This
structured approach provided a comprehensive and cred-
ible exploration of participants’ perspectives.

The primary researcher maintained a reflective jour-
nal throughout the research process to acknowledge and
mitigate potential biases arising from cultural proximity
to the participants. Regular consultations with the super-
visor further ensured methodological integrity.

Ethical considerations

This study adhered to rigorous ethical standards to
ensure the protection and respect of all participants.
Approval was granted by the University of Haifa REC
(approval number: 103/22). To accommodate cultural
sensitivities and promote participant trust, the Research
Ethics Committee (REC) approved a waiver for signed
consent. Instead, oral informed consent was obtained
and recorded at the beginning of each interview, ensuring
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Table 1 Thematic coding table
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Theme Sub-theme Family Members (n=12) Age 60+ Group (n=12) Total (n=24)
Perception of Death Influence of religion on acceptance of death 10 7 17
Heaven and Hell 8 10 18
Death as a natural and inevitable event 6 12 18
Fear of death 12 3 15
Personal Preferences Quality of life takes precedence over longevity 12 11 23
Fear of suffering and being a burden on others 8 6 14
Desire to die at home surrounded by family 12 12 24
Difficulty Discussing Death  Difficulty talking about death 11 5 16
Fear of distressing and harming the other party 11 4 15
Lack of awareness regarding decision-making tools 12 11 23

A table depicting the frequency of each theme’s occurrence among interviewees, categorized by sub-themes and participant groups

voluntary participation while addressing concerns about
formal documentation.

Results

A total of 24 participants (12 elderly individuals and 12
family members) were interviewed, ensuring diversity in
religiosity, gender, and socioeconomic status. All mem-
bers of the elderly cohort lived independently in the com-
munity, thus excluding cases of imminently expected
EOL decision making.

Participants’ general demographics are presented in
Supplement 2.

This paper highlights key findings from our study,
focusing on three interwinding themes: perceptions of
death, EOL preferences, and barriers to communication.
Additional insights, which are beyond the scope of this
paper, include themes related to autonomy and truth-
telling, trust in the healthcare system and indications of
social change.

Main as well as sub-themes discussed in this paper are
hereby presented in Table 1.

Perceptions of death

The study revealed a complex set of beliefs about death
among the elderly Arab participants, shaped by religious
teachings and cultural norms. Most elderly participants
viewed death as a natural, divinely ordained event to be
accepted with dignity. As one participant explained:

“In our faith, death is just the beginning. It is a jour-
ney that we must take. I am not afraid because I
believe that God has already determined the time
for each of us” (Interviewee 10).

Another participant explained that,

“The Prophet himself showed us how to accept
death. He was calm and ready. It reminds us that
we should not fear it but embrace it when the time
comes.” (Interviewee 1).

For many participants in this study, this world and their
current life are perceived as a temporary passage, a tran-
sient phase leading to the eternal realm, where they will
ultimately meet God—either in Heaven or Hell—based
on their deeds and moral conduct. As one of the inter-
viewees articulated

“At the end of days, there will be a day of Judgment,
and we will be resurrected. Some will find their fate
in heaven, while others will be in hell. “(Interviewee

9).

This deep connection to Islamic narratives about death,
which provide comfort and guidance for many elderly
individuals, contrasts sharply with the attitudes observed
among younger family members. Members of the
younger group often expressed fear and discomfort with
the topic of death. One younger participant remarked,

“Death is something I try not to think about. It
feels like a shadow that we all avoid talking about
because it’s so final and terrifying” (Interviewee 12).

This generational gap suggests that while elderly individ-
uals may find solace in religious teachings, younger fam-
ily members are less inclined to discuss or engage with
the topic due to personal fears [23].

End-of-Life care preferences

Our study’s elderly participants overwhelmingly voiced a
preference for a peaceful death that values quality of life
over life extension. The consensus among participants
was that they desired to die at home, surrounded by
loved ones, rather than in a hospital setting, dependent
on medical interventions that might extend their lives
without improving their quality.

One elderly participant remarked:

“What's the point of living longer if each day is filled
with pain? 1 would rather pass away quietly, in
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my own bed, than in a hospital bed with machines
around me” (Interviewee 5).

For many, the idea of spending their final days in a clini-
cal setting was profoundly unappealing. Another partici-
pant shared:

“Hospitals are for healing, not for dying. When I die,
I want to be in my home, where my family can sit
with me, where I feel I belong” (Interviewee 3).

Many elderly participants viewed the preference for qual-
ity of life over sheer longevity as aligning with Islamic
beliefs regarding suffering and death. One participant
encapsulated this belief, stating,

“God has given us life, but He also knows when it
should end. If my body is tired, why should I fight
what is natural?” (Interviewee 7).

Rather than viewing medical interventions as essential at
all costs, these participants saw them as potentially dis-
ruptive to a peaceful and dignified death.

Additionally, the desire not to become a burden was a
prominent theme in the preferences expressed by elderly
participants. Many were acutely aware of the potential
emotional and physical toll that their prolonged illness
could impose on family members. “I have been strong all
my life”, explained one participant. “I don’t want my chil-
dren to remember me helpless, needing their care. That’s
not how I want to leave this world” (Interviewee 9).

This statement reflects a deep-seated concern about
preserving family memories and relationships in a
positive light, even at life’s end. It also demonstrates a
concern for family well-being, where the participants pri-
oritized their loved ones’ emotional health over their own
longevity.

The findings further revealed that, for many elderly
participants, the ultimate preference for EOL care was
not merely a choice between life and death, but rather a
preference for how they wished to experience their final
days. They expressed a desire for an environment that
allows them to preserve dignity and maintain a sense of
control, with one participant summarizing it as follows:

‘I want to be at home because home is where I've
lived, where I have memories. I want to die where [
feel whole, not in a place that feels cold and unfa-
miliar” (Interviewee 17).

Barriers to communication

While the elderly participants articulated preferences for
quality of life and “a good death’, many younger family
members were unaware of them due to the lack of direct
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discussions on the topic. In several cases, younger fam-
ily members assumed that their elders would prefer life-
extending treatment options. One younger participant
reflected:

“I always thought my father would want to fight to
stay with us as long as possible, but I've never actu-
ally asked him what he would want” (Interviewee 4).

Our study uncovered significant barriers to effective
communication between generations. One of the most
substantial barriers was cultural taboos surrounding dis-
cussions about death. An elderly participant explained
this cultural constraint:

“In our community, we don’t talk about death. It's
considered unlucky, like inviting death into our
home. So even if I want to discuss it, my children
would rather avoid the topic.” (Interviewee 9).

This sentiment was also echoed by younger family mem-
bers, who felt similarly constrained by cultural expecta-
tions. One younger participant stated,

“It feels wrong to bring up death. It’s like I'm telling
them to prepare for something that shouldn’t be spo-
ken of until it happens” (Interviewee 8).

Another significant barrier is the perception that dis-
cussing death could cause unnecessary emotional dis-
tress for loved ones. Many elderly participants refrained
from expressing their wishes out of concern for how their
children might react, wishing to shield them from the
discomfort and fear associated with contemplating mor-
tality. As one participant remarked:

“I don’t want to burden my children with thoughts
about my death. They have their lives, and they
don’t need to worry about what I want when my
time comes” (Interviewee 13).

This barrier is not solely a product of cultural beliefs but
also a reflection of generational differences in how death
is perceived and understood. As previously established,
while many elderly participants expressed a resigned
acceptance of death, viewing it as a natural part of life,
younger family members often saw it as something to be
feared and avoided. One younger participant explained:

“My parents talk about death as if it's something
peaceful, but for me, it's terrifying. I can’t imagine
them not being here, so I avoid thinking about it
altogether” (Interviewee 12).
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This generational gap in perceptions of death complicates
efforts to establish open communication, as family mem-
bers are often hesitant to engage in conversations that
might bring these differences to the surface.

Furthermore, the lack of awareness about advance care
planning tools, such as durable power of attorney and
advance directives, emerged as a significant barrier to
fulfilling EOL preferences. Most participants, regardless
of age, were unfamiliar with these options and expressed
surprise upon learning about them. “I've never heard
of these things,” one elderly participant said. “If I had
known, maybe I would have made some plans” (Inter-
viewee 3). Many younger family members, who might
otherwise encourage advance planning, were similarly
unaware of these resources, with one stating:

“I thought that only happens in hospitals, that doc-
tors decide for you. I didn’t know we could decide
ahead of time.” (Interviewee 12).

Despite their professional expertise and familiarity with
EOL care practices, younger interviewees who worked
in healthcare (n=6, for example Interviewee 20) were
not immune to the impact of cultural taboos. While
these individuals routinely engaged in discussions about
advanced directives and EOL decisions in their profes-
sional capacities, they never-the-less avoided initiating
similar conversations within their own families, reflect-
ing the pervasive influence of cultural norms on personal
relationships.

Discussion

The findings of this study challenge prevailing stereotypes
about EOL preferences within Israel's Arab population,
as well as generally shed light on the nuanced interplay
between cultural, religious, and individual factors effect-
ing EOL decision making in the Muslim population. It
is often assumed— both by the younger family members
we interviewed and health providers around the world
[24-26]—- that Arab patients prioritize life extension
due to cultural and religious imperatives. Yet our study
reveals a more complex reality, where many of our elderly
study’s participants expressed preferences for a peaceful
death, prioritizing dignity and family presence over sheer
longevity.

Cultural and religious dimensions

Islamic teachings provide a significant framework for
understanding participants’ attitudes toward EOL care. In
Islamic tradition, preserving life is paramount, yet there
is also an acceptance of death when medical intervention
merely prolongs suffering [11]. Many Muslim scholars
argue that in such cases, allowing the natural process of
dying to take its course may not only be permissible but
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also a compassionate approach [14, 15]. This perspective
is not merely justified but strongly encouraged, as Islamic
tradition emphasizes providing comfort and pain relief to
terminally ill individuals in a peaceful environment, sur-
rounded by family and friends [15].

This nuanced understanding is reflected in the EOL
preferences of our study participants, which aligns
with studies in some Muslim-majority countries, where
patients and families prioritize relief from suffering over
life extension, particularly in terminal illness cases [27,
28], Similarly, recent studies indicate that EOL pref-
erences among Muslim minority communities often
emphasize quality of life, comfort, and adherence to reli-
gious beliefs that uphold dignity and the presence of fam-
ily during one’s final days [29, 30].

Communication barriers and generational differences

In Western societies, autonomy and self-determination
often dominate EOL decision-making [31]. In contrast,
collectivist societies, including many in the Middle East
and Asia, emphasize family involvement and shared deci-
sion-making [32, 33]. Within Israel’s Arab population,
this collectivist perspective is evident, as family members
play a central role in navigating EOL decisions [9].

Findings published by Bodas [34] further illustrate
this trend, showing that the proportion of individu-
als prioritizing personal autonomy in EOL decisions is
lower among the Arab population in Israel (19%) com-
pared to Israeli Jews (33%). This difference underscores
the stronger inclination within the Arab community
toward collective decision-making, where individuals are
more likely to involve family members rather than make
choices independently. Participants in our study also
emphasized the dual importance of familial involvement
and adherence to religious values, highlighting the inter-
connectedness of personal, familial, and spiritual dimen-
sions in EOL care.

In collectivist societies, where EOL decisions are made
within the family unit, effective communication among
family members is particularly crucial. Yet, our study
uncovered a significant communication gap between
elderly individuals and their families regarding EOL
preferences.

The avoidance of EOL discussions is not unique to Isra-
el's Arab community. Research in other traditional soci-
eties also highlights cultural barriers to discussing death
and dying [25]. For example, studies in Palestinian fami-
lies reveal that patients often desire autonomy in EOL
decisions but refrain from expressing their preferences
due to social constraints [35]. Cultural taboos surround-
ing discussions about death often prevent open dialogue,
leaving family members unaware of their elders’ true
desires [23, 26, 36].
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Additionally, as both our research findings and exist-
ing literature indicate, the fear of becoming a burden on
family and loved ones is a significant theme in the expe-
riences of patients and their families in the context of
EOL care [30]. More than half of the interviewees from
both groups expressed concerns about the impact their
care needs might have on their families, recognizing the
potential emotional and practical consequences. Since
articulating such concerns directly to those who would
bear the burden can be particularly challenging, these
conversations are often avoided, further limiting open
discussions about EOL preferences [30].

Notably, our research uncovered a unique basis fur-
ther exacerbation the lack of dialog: While elderly par-
ticipants viewed death as a natural transition, consistent
with Islamic teachings, welcoming death when their
time comes as they will be reunited with God in Heaven,
younger family members often perceived death with fear
and avoidance. This generational divide further hinders
effective communication and contributes to decision-
making based on assumptions rather than clarity.

These findings underscore the need to address cultural
taboos and generational differences to facilitate open dia-
logue within families.

Advance care planning and policy implications
The lack of awareness about advance care planning tools,
such as durable power of attorney and advanced direc-
tives, emerged as a significant barrier in this study. Most
participants, regardless of age, were unfamiliar with these
tools, reflecting broader trends in minority communities
worldwide. Studies indicate that cultural minorities often
complete advance directives at lower rates than majority
populations, viewing them as intrusive to family dynam-
ics [32, 37]. For Israel's Arab population, promoting
awareness of advance care planning within a culturally
sensitive framework is essential to bridging this gap.
Islamic perspectives on advance directives provide a
valuable entry point for such efforts. Islamic teachings
recognize the validity of advance directives, and recent
years have witnessed a robust discourse on their role and
ethical considerations [38]. While some Muslim scholars
argue that advance directives align with religious teach-
ings [15], others express concerns about their implica-
tions for patient care [9]. Policymakers and healthcare
providers must navigate these differing views to ensure
that advance care planning respects both individual
autonomy and cultural values. Successful examples from
Muslim-majority countries, such as Malaysia, demon-
strate how culturally tailored approaches can enhance
acceptance of advance directives while preserving family
harmony [39].
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Bridging assumptions and preferences

In a multicultural society like Israel, the coexistence of
diverse value systems can create ethical challenges, par-
ticularly in healthcare. Cultural and religious differences
between patients, families, and physicians often lead to
disparities in decision-making, underscoring the need for
a more inclusive approach to biomedical ethics [40].

The findings of this study highlight the critical need for
healthcare providers worldwide to challenge assumptions
about minority populations’ EOL preferences. Train-
ing in culturally sensitive communication is essential to
fostering trust and facilitating open discussions between
patients, families, and healthcare professionals. By
addressing stereotypes and promoting patient-centered
care, healthcare providers can align EOL decisions with
individual preferences rather than defaulting to general-
ized cultural assumptions.

Moreover, while the Israeli healthcare system does
not sufficiently facilitate advance EOL planning, across
all cultural groups [29], addressing this shortcoming is
particularly crucial in the context of the Arab popula-
tion. Integrating family involvement into EOL care poli-
cies can help balance collectivist cultural values with
individual autonomy. To achieve this, discussions about
EOL preferences should take on a more structured and
intentional manner [32]. Encouraging families to engage
in advance care planning discussions—while provid-
ing them with the necessary tools and resources—can
empower them to make informed, compassionate deci-
sions. These efforts must be supported by public health
campaigns that destigmatize death-related conversations
and promote awareness of available options for EOL care.

Strengths and limitations

This study addresses a gap in current knowledge by
exploring EOL care preferences in the Arab population in
Israel, an under-researched group. The inclusion of par-
ticipants from diverse sub-regions enhances the cultural
and demographic relevance of the findings. By incorpo-
rating both elderly individuals and their family mem-
bers, the study provides a comprehensive view of elderly
individuals’ and their family caregivers’ perspectives on
EOL care. The rigorous application of thematic analysis
ensures methodological transparency, and the cultur-
ally sensitive design, including interviews conducted
in Arabic, fosters trust and authenticity in participants’
narratives.

Yet several potential biases should be acknowledged,
mainly translation, cultural interpretation and inter-
viewer influence biases. The forward-backward transla-
tion process, coupled with bilingual cross-verification,
was employed to preserve cultural and linguistic accu-
racy. Despite these measures, some cultural nuances
may have been challenging to fully capture in translation.
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Additionally, the interviewer’s cultural proximity to par-
ticipants facilitated rapport but may have unintention-
ally influenced responses. Reflexivity practices were used
to mitigate these effects. Finally, recall bias, though of
lesser importance in an attitudes-centered interview, was
addressed by focusing on recurring patterns in partici-
pants’ narratives, ensuring that findings reflect consistent
themes.

In addition, while participants were sampled from
three distinct sub-regions to capture diversity, the use of
purposive and snowball sampling may limit generaliz-
ability, both for underrepresented religious minorities in
Israel, such as Arab Christians or Druze, and as a com-
prehensive case study for Muslim minorities worldwide.
Additionally, the focus on family dynamics provided
valuable insights but may have overshadowed the per-
spectives of individuals with limited family involvement
or a preference for autonomous decision-making. Finally,
the analysis emphasized the gap between assumptions
and actual preferences in EOL care. Additional themes,
such as broader cultural shifts or systemic influences,
emerged during data analysis, yet were not included in
this manuscript due to scop limitations.

Conclusions

This study highlights the complex and nuanced nature
of EOL care preferences within cultural and religious
minority populations, focusing on Israel’s Arab— predom-
inantly Muslim— community. Contrary to widespread
assumptions, many of the study’s elderly participants
prioritized quality of life and dying at home with family
members present over life-extending medical interven-
tions. These preferences challenge the stereotype that
minority populations universally favor aggressive treat-
ments, typically administered in hospital settings, due to
cultural or religious beliefs.

Cultural and religious minorities face unique barri-
ers to achieving patient-centered EOL care. These barri-
ers include a lack of awareness of advance care planning
tools and cultural taboos surrounding discussions about
mortality. While this study revealed generational divides
in attitudes toward death among the Arab population in
Israel, further research is needed to explore whether sim-
ilar patterns exist in diverse global contexts.

The findings underscore the need for targeted policy
interventions, such as public health campaigns to pro-
mote advance care planning within minority communi-
ties. These efforts should incorporate culturally relevant
educational materials and encourage open family dia-
logues about EOL preferences. Additionally, healthcare
providers must receive training in culturally competent
communication to foster trust and facilitate meaningful
discussions with patients and their families.
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Lessons from this study resonate with other collectiv-
ist societies where family involvement is central to deci-
sion-making. Policymakers and healthcare systems must
adopt flexible frameworks that integrate diverse cultural
values without compromising individual autonomy.

By bridging the gap between assumptions and actual
preferences, healthcare systems can ensure that EOL care
is both compassionate and respectful of cultural diversity.
These efforts will not only improve the quality of care for
minority populations but may also promote equitable
healthcare practices on a global scale.
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