
Summary

Cancer is increasing in incidence and prevalence 
worldwide, and the WHO has recently included 
cancer and its treatments as a health priority in 
developed and developing countries. The cul-
tural diversity of oncology patients is bound to 
increase, and cultural sensitivity and competence 
are now required of all oncology professionals. 
A culturally competent cancer care leads to im-
proved therapeutic outcome and it may decrease 
disparities in medical care. Cultural competence 
in medicine is a complex multilayered accom-
plishment, requiring knowledge, skills and at-
titudes whose acquisition is needed for effective 
cross-cultural negotiation in the clinical setting. 
Effective cultural competence is based on knowl-
edge of the notion of culture; on awareness of  
possible biases and prejudices related to stereo-
typing, racism, classism, sexism; on nurturing 
appreciation for differences in health care values; 
and on fostering the attitudes of humility, empa-
thy, curiosity, respect, sensitivity and awareness. 
Cultural competence in healthcare relates to in-
dividual professionals, but also to organizations 
and systems. A culturally competent healthcare 
system must consider in their separateness and 
yet in there reciprocal influences social, racial 
and cultural factors. By providing a framework 
of reference to interpret the external world and 
relate to it, culture affects patients’ perceptions 
of disease, disability and suffering; degrees and 
expressions of concern about them; their re-
sponses to treatments and their relationship to 
individual physicians and to the healthcare sys-
tem. Culture also influences the interpretation 

of ethical norms and principles, and especially 
of individual autonomy, which can be perceived 
either as synonymous with freedom or with iso-
lation depending on the cultural context. This, in 
turn, determines the variability of truth-telling 
attitudes and practices worldwide as well as the 
different roles of family in the information and 
decision-making process of the cancer patient. 
Finally, culture affects individual views of the pa-
tient–doctor relationship in different contexts.

9.1 Introduction

The existence of major healthcare disparities in 
Western countries due to racial and socioeco-
nomic factors and the presence of major differ-
ences in diverse groups with respect to key issues 
in healthcare have stirred intense debate and ac-
tion in the medical, sociological and bioethical 
worlds. As a result, the notions of cultural sensi-
tivity and of cultural competence have developed 
and have been increasingly applied to clinical 
medicine (Gostin1995; Kalnins 1997; Zweifler 
and Gonzalez 1998; Seibert et al. 2002). The ac-
quisition of knowledge and skills in delivering 
culturally sensitive care became a requirement in 
medical schools in highly multiethnic societies 
such as the USA, where demographic projections 
estimate that minorities will grow from 29% in 
2001 to almost 50% in 2050 (Seibert et al. 2002).

Delivering culturally sensitive cancer care is a 
priority for oncologists who are increasingly fac-
ing many ethical dilemmas arising from cross-
cultural differences in their daily practices. Ethi-
cal issues in oncology are magnified by several 
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factors: the severity of the illness and the nega-
tive metaphorical value of a cancer diagnosis; 
the physical and psychological suffering of the 
patient, at times extreme at the end of life; the 
impact of different degrees of social stigmatiza-
tion and discrimination; the uncertainty related 
to the cancer prognosis and to the outcome and 
potential toxicity of experimental treatments; the 
side effects of many standard cancer therapies; 
and finally, the difficult balance between patients’ 
desire to be involved in their care and their in-
creased vulnerability due to the complex reality 
of cancer.

While the need for cultural competence may 
appear to be less acute in relatively more homo-
geneous societies and in countries with socialized 
healthcare systems, culture has profound impli-
cations in almost all contemporary societies be-
cause multiethnicity is increasingly common and 
because different cultures always co-exist within 
main cultures, as exemplified by the differences 
between North and South in many countries. 
Moreover, to the extent that both the patient and 
the physician always engage in an asymmetric 
yet reciprocal relationship, carrying their own 
personal and cultural identity, every clinical en-
counter and every patient–doctor relationship is 
an exercise in cultural competence (Surbone and 
Lowenstein 2003; Surbone 2004b ).

Cultural differences between patients and 
healthcare professionals often give rise to some 
common bedside misunderstandings and con-
flicts with respect to truth telling, end-of-life 
choices, prevention and screening, and involve-
ment in clinical trials. An example of the impor-
tance of cultural sensitivity in cancer care is the 
notion of “offering the truth” to cancer patients 
(Freeman 1993). This notion, based on allowing 
individual patients to choose their own paths 
and rhythm, was proposed as an effective means 
to respecting patients’ autonomy to follow their 
own cultural norms.

In this chapter, I make frequent use of cross-
cultural differences in truth telling as an il-
lustration of the role of cultural competence in 
communication with cancer patients. In any 
patient–doctor relationship there is an inherent 
problem of what philosophers call act/object am-
biguity, i.e. the fact that the truth of an assertion 
may refer either to the content or to the assertion 

of the content. This is especially true when the 
appropriateness of an assertion needs to be eval-
uated in the context of particular circumstances, 
when a person may be right in what she says and 
may not be right in saying it in a given moment 
or in a given cultural context (Surbone 2002b ).
Giving blunt bad news to an uninformed cancer 
patient whose family has requested the physician 
not to do so is an example often encountered in 
multicultural oncology practices.

9.2 Culture and Medicine:
Understanding
Keywords

9.2.1 Culture

Culture is defined as the sum of the integrated 
patterns of knowledge, beliefs and behaviours 
of a given community (Olweny 1994). Cultural 
groups share thoughts, communication styles, 
ways of interacting, views of roles and relation-
ships, values, practices, customs (Betancourt 
2003). Culture is related to race and to ethnic-
ity, and yet their domains are not superimpos-
able. In essence, culture refers predominantly to 
the social, while race and ethnicity refer to the 
sociobiological domains (Betancourt et al. 2003; 
Kagawa-Singer 2003). We all belong simultane-
ously to multiple cultures, expressing themselves 
through specific languages, such as the medical 
one. Medicine is a culture that involves a specific
language and is associated with a specific power 
position in most societies. As an example, both 
the patient and the doctor bring their culture(s) 
and language(s) to every clinical encounter (Sur-
bone 2004b ).

Factors such as socioeconomic status, educa-
tional level, spoken language, geographic areas, 
urban versus rural contexts, religion, gender, 
sexual orientation, occupation and disability de-
fine culture as well. All these nested elements of 
culture integrate as the woven threads of a tapes-
try to perform integrative and prescriptive func-
tions, whose ultimate goal is to ensure the sur-
vival and well-being of its individual members 
(Kagawa-Singer 2003).

Culture contributes to our identity by provid-
ing a reference framework to interpret the ex-
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ternal world and to relate to it, which has been 
described as a “web of significance” in which our 
daily lives are embedded (Swendson and Windsor 
1996). This “web of significance” affects our per-
ceptions of disease, disability and suffering; our 
degrees and expressions of concern about them; 
our responses to treatments; and our relation-
ship to individual physicians and to the health-
care system (Seibert et al. 2002). Culture influ-
ences the meaning that each cancer patient gives 
to the suffering, and the loss of control and the 
many uncertainties that accompany their illness. 
The experience of cancer is a trial in the life of 
oncology patients, who often resort to the grand 
narratives provided by their own culture in order 
to interpret the physical and psychological pain 
of cancer (Nelson 1997). The different values that 
different persons attribute to suffering—whether 
of redemption, of punishment or of ill fate—are 
generally mediated by their culture. The patient 
and the physician must negotiate between their 
different views of illness and of health to achieve 
their common therapeutic goal (Kagawa-Singer 
and Blackhall 2001; Kagawa-Singer 2003)

The importance of cultural influences on our 
personal identity, however, should not be con-
ceived in a deterministic way, as this only rein-
forces prejudicial and stereotyping attitudes that 
inevitably culminate in more or less overt forms 
of discrimination. In fact, there is constant redef-
inition of cultural identity. Cultures are dynamic, 
interdependent and fluid, and they evolve from 
within as well as under the reciprocal influence 
of other cultures. Members of different racial, 
ethnic and cultural groups undergo assimilation 
and acculturation. Individual persons or groups 
do not always conform to their own culture, and 
cultural identity is only a dimension of one’s per-
sonal identity. When we make generalizations 
that are not fully substantiated by evidence, we 
fail to recognize that cultural identity is not a 
substitute for personal identity, which is rather 
primarily grounded in one’s own experiences in 
life as well as in universal human values (Sur-
bone 2004b ).

Furthermore, the progressive exposure to 
global communication and the increasing de-
mographic mobility determine rapid cultural 
changes in contemporary societies, to the point 
that cultural identity today goes well beyond 

geographic and ethnic boundaries. The risk of 
such globalization is that the Western model, 
however, would prevail over deeply routed cul-
tural beliefs in a sort of cultural hegemony (Sur-
bone 2003a , 2004b ). On the contrary, different 
cultural identities are a welcome reality of our 
world, where some cultures continue to privilege 
individual autonomy, while others are more fam-
ily- and community-centred. Thus, both cultural 
differences and cultural similarities need to be 
acknowledged and respected also in medicine, 
where personal and cultural sensitivity and com-
petence are equally needed. In oncology practice, 
as an example, we can now find striking cross-
cultural similarities in the approach of cancer 
patients to the salient moments in the course of 
their illness, such as when facing end-of-life de-
cisions (Kagawa-Singer and Blackhall 2001).

9.2.2 Cultural Sensitivity

Cultural sensitivity for healthcare workers has 
been defined as their being “sensitive to the ways 
in which community members’ values and per-
ceptions about healthcare differ from their own” 
(Zweifler and Gonzalez 1998). Cultural sensitiv-
ity is based on the recognition of cultural diver-
sity and on the avoidance of stereotyping, but 
also common universal similarities beyond cul-
tural differences. It describes attitudes, values, 
beliefs and personal insight of healthcare pro-
fessionals, including openness to and curiosity 
about cultural differences. By contrast, cultural 
awareness relates to the healthcare professional’s 
knowledge of those areas of cultural expression 
which mostly affect patients’ views on healthcare 
matters such as language, kinship patterns, reli-
gion, and special dietary habits (Doorenbos et al. 
2005).

9.2.3 Cultural Competence

Cultural competence in healthcare not only 
relates to individual professionals but also 
to organizations and systems.(Kalnins 1997; 
Betancourt et al. 2003). A culturally competent 
healthcare system “acknowledges and incor-
porates—at all levels—the importance of 
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culture, assessment of cross-cultural relations, 
vigilance toward the dynamics that result form 
cultural differences, expansion of cultural 
knowledge, and adaptation of services to meet 
culturally unique needs” of patients or groups 
of patients (Betancourt et al. 2003). A culturally 
competent healthcare system must also consider 
in their separateness and yet in their reciprocal 
influences social, racial and cultural factors. 
In understanding and trying to overcome the 
causes for major healthcare disparities in many 
Western countries, it has become evident that 
cultural variations in patients’ health beliefs, 
values, preferences, and behaviours affect the 
recognition of symptoms, the threshold for 
seeking care, and the willingness and ability to 
communicate and explain symptoms, as well as 
the understanding of standard information about 
diagnosis, prognosis and treatment options, 
the trust in different professionals and the 
adherence to prescribed treatments (Betancourt 
2003). Clearly, these are all essential elements 
of oncology care—a practice that can no longer 
exist without cultural competence.

9.3 Teaching
Cultural Competence
to Clinicians

Cultural competence in medicine is thus a com-
plex multilayered accomplishment. It requires 
knowledge, skills and attitudes whose acquisition 
is needed for effective cross-cultural negotia-
tion in the clinical setting. A culturally compe-
tent cancer care will lead to improved therapeu-
tic outcome and it may decrease disparities in 
medical care (Langer 1999; Stewart et al. 1999; 
Betancourt et al. 2003, Vega 2005). The difficulty 
of establishing exactly what cultural competence 
entails for the clinician and the failure of many 
programmes to really teach about one’s culture 
as well as about other cultures has recently been 
highlighted. Involving medical students and 
physician in training in early programmes that 
will help them understand first their own cul-
tural framework is most important (Fox 2005). 
This includes understanding the Western culture 
of medicine and exploring possible biases and 
prejudices (Newmann 1988).

There are different methods for teaching cul-
tural competence. The “multicultural approach” 
focuses on providing relevant information about 
different cultures with respect to different health 
issues. In oncology, as an example, cultural com-
petence entails a basic knowledge of different 
cultural practices of truth telling throughout the 
world, as I illustrate in the next section. Another 
method, the “cross-culturally based systems ap-
proach”, focuses on the individual patient as a 
teacher and on the multiple variables involved 
in the process of communication. It presupposes 
the physician’s awareness of his/her own cultural 
beliefs and values, and it aims at the development 
of attitudes and clinical skills (Betancourt et al. 
2003).

Effective cultural competence is based on in-
creasing physicians’ knowledge of the concept 
of culture as well as of the key notions related to 
culture, such as stereotyping, racism, classism, 
sexism; on nurturing appreciation for differences 
in healthcare values; and finally on fostering the 
attitudes of humility, empathy, curiosity, respect, 
sensitivity and awareness (Kagawa-Singer 2003). 
These attitudes, however, are in no way confined 
to cross-cultural clinical encounters but  rather 
are essential to all physicians and healthcare pro-
fessionals.

Some unsolved issues related to the teaching 
and acquisition of cultural competence have re-
cently been analysed in the medical literature. 
First, most cultural competence programmes are 
limited to a brief training. Second, comprehen-
sive strategies including individual and also or-
ganizational changes require both commitment 
and resources that are still scarce. Third, there is 
lack of formal consensus on a clear definition of 
cultural competence and what the contents of its 
teaching should be. Finally, research-based em-
pirical evidence on the effectiveness of cultural 
competence is still missing (Vega 2005).

Despite the difficulties inherent in teaching 
the complexity of cultural competence, the field 
has made major progress since it was born ap-
proximately 20 years ago. In the USA accredi-
tations bodies such as the Commission on Ac-
creditation of Hospital Organizations require 
mandatory training in cultural competence for 
licensure of healthcare professionals (Betancourt 
2003; Vega 2005).
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9.4 Evolution
and Persistence
of Cross-cultural
Differences in Truth
Telling: A Paradigmatic
Illustration

Truth telling is central to communication be-
tween the patient and the doctor in clinical med-
icine and especially in oncology. Truth telling is 
also a core issue in bioethics, as it relates to the 
doctrines of informed consent and of cultural 
competence. The debate on truth telling has al-
ways been particularly intense in oncology and 
it has greatly influenced other domains of medi-
cine.

The doctrine of informed consent was born in 
1947 as a result of the Nuremberg Trial. One of 
the first milestone studies of truth telling prac-
tices in the USA showed that 10% of surveyed 
physicians would never reveal a cancer diagnosis 
(Oken 1961 ). By contrast, over the following two 
decades, physicians’ truth-telling practices in the 
USA changed dramatically and in the late 1970s 
98% of surveyed US physicians revealed the can-
cer diagnosis to their patients (Novack 1979 ).
Truth telling and informed consent were a reflec-
tion of the growing Anglo-American emphasis 
on individual autonomy, grounded in a strong 
tradition of privacy rights and personal liberty 
(Beauchamp and Childress 1994).

In other cultural contexts and within multi-
ethnic minorities in the USA, truth telling atti-
tudes and practices were rarely discussed until 
the late 1980s and early 1990s (Holland et al. 
1987; Surbone 1992; Mystadikou et al. 1996). The 
initial debate on truth telling was followed by a 
wealth of reports from different countries, sug-
gesting major cross-cultural differences in truth 
telling (Surbone and Zwitter 1997). In countries 
centred on family and community values, the 
word “autonomy” was often perceived more as 
synonymous with “isolation” than with “free-
dom”. Those societies have a more paternalistic 
vision of the patient–doctor relationship and 
they attribute a protective role to families and 
physicians with respect to the ill person (Surbone 
1992; Mystadikou et al. 2004). Painful medical 
truths were often withheld or strongly mitigated 
to avoid taking away hope from the cancer pa-

tient or causing her severe distress. In most cases, 
physicians only informed the patients’ families, 
while keeping the patient in the dark. Often this 
resulted in a “conspiracy of silence” where doc-
tors and relatives were often caught in the web 
of half-truths that in many cases left the patient 
suffering alone, unable to ask questions and find 
answers, often even deprived of the chance to put 
in order their affairs or to say good-bye to their 
loved ones (Surbone 1992 ).

A recent worldwide shift in the understanding 
of the patient–doctor relationship has resulted in 
a rapid evolution of truth-telling attitudes among 
patients and physicians. The practice of truth 
telling to cancer patients is now increasingly 
common and public polls conducted through the 
media in different countries show a parallel shift 
in public opinion in favour of more open disclo-
sure of the truth to cancer patients (Harrison et 
al. 1997; Seo et al. 2000; Mystadikou et al. 2004; 
Surbone et al. 2004).

Different medical, legal and societal factors, 
all intertwined, have contributed to the evolution 
of truth-telling attitudes and practices in oncol-
ogy throughout the world. These main factors 
appear to be very similar to those that influenced 
the shift from non-disclosure to disclosure in the 
USA between the 1960s and the 1980s (Novack 
1979; Anderlick et al. 2000. Patients of different 
cultural backgrounds have started demanding 
respect of their rights, including that of sharing 
any decision making about their health and ill-
nesses, and physicians have changed their prac-
tices of disclosure. As a result of the contributions 
of physicians, patients, the public and the media, 
the word “cancer” seems to have lost some of its 
metaphorical implications related to imminent 
and inevitable death, and cancer patients suffer 
less stigmatization and isolation.

Despite the international trend just described, 
partial disclosure and non-disclosure are still 
supported and practiced by physicians through-
out the world. Studies suggest that even among 
those physician who assert that patients have a 
right to be informed, the actual rate of disclo-
sure remains low (Grassi et al. 2000; Tse et al. 
2003, Monge and Sotomayor 2004; Surbone 
et al. 2004; Voogt et al. 2005). Also, surveys of 
cancer patients reveal a persistent lack of aware-
ness of the severity and curability of their illness 
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(IGEO 1999 ). These data may be interpreted as 
a function of anthropological and sociocultural 
differences. For example, cultural changes may 
occur in cohorts related to social and attitudinal 
changes of different generations (Glenn 1980). 
Also, partial disclosure may still occur in those 
cultural contexts where the requirement for a 
substantive consent allows doctors to separate 
the medical act from the reasons behind it, or 
where abiding to traditional family and commu-
nity values may take priority over following the 
written law (Surbone et al. 2004). Paternalism 
may be an expression of traditional hierarchical 
and authoritarian values that still predominate 
in specific geographic areas historically less ex-
posed to the Western model.

Variations in patients’ and physicians’ atti-
tudes and practices, however, may also be related 
to age, geographic location and the type of treat-
ing institution in almost all countries. There are 
similar observed differences in disclosure and 
information rates in urban versus rural commu-
nities and in northern versus southern areas of 
different countries. Also, major variations have 
been reported among patients and physicians in 
leading teaching institutions and large city hos-
pitals versus private and peripheral practices, re-
gardless of the country (Baile et al. 2002).

According to extensive data from the Anglo-
American world, including Australia, Canada, 
the UK and the USA, most patients expect truth-
fulness about their illness and wish to participate 
to the decision-making process involving their 
treatments (Emanuel et al. 2004) In Western 
countries, more informed and more involved pa-
tients seem to fare better in terms of compliance 
with difficult therapies, and sharing the decision-
making process between the patient and the doc-
tor seems to result in better care and better out-
comes (Baile et al. 2002; Fallowfield and Jenkins 
2004 ; Katz et al. 2005; Nattinger 2005; Brown et 
al. 2004 ).

Recent data collected from the growing num-
ber of patients who are now informed of their 
cancer diagnosis in countries where tradition-
ally the truth was withheld seem to confirm that 
these patients also do not experience particular 
distress or discomfort when they are told the 
truth about their cancer (Elwyn et al. 2002). Fur-
thermore, studies on patient preferences seem to 
suggest strong similarities with Western types  in 

terms of patients’ general needs and preferences 
for communication (Sekimoto et al. 2004 ; Nayak 
et al. 2005).

9.5 Culturally Competent
Care and Respect
for Autonomy

The increased emphasis on personal self-gover-
nance in the Anglo-American world is mirrored 
in the current model of the patient–doctor re-
lationship, which includes doctors’ moral ob-
ligation to respect and foster their patients’ au-
tonomy and to develop equal partnerships with 
them, first and foremost through the practice of 
truth telling. The autonomy model is in sharp 
contradistinction to the paternalistic model of 
charismatic physicians who, at their discretion, 
maintain all power, including that of withhold-
ing truth (Beauchamp and Childress 1994).

However, the current Western preoccupation 
with equality and autonomy, uniformity and im-
partiality, with rules and reciprocity suited for the 
voluntarily bargaining relations of non-intimate 
equals often fails to capture the essence of the 
patient–doctor relationship (Surbone and Low-
enstein 2003). This is an asymmetrical relation of 
help between the patient, who is in a “uniquely 
dependent state” by virtue of her illness, and the 
physician who assumes the responsibility to care 
for the patient (Pellegrino and Thomasma 1988). 
The patient–doctor relationship thus carries 
particular ethical implications related to vulner-
ability, asymmetry, distance and intimacy, which 
require considerations of care, trust and justice 
along with respect for relational autonomy (Baier 
1994; Sherwin 1998; Anderlick 2000).

The notion of “respect for the patient’s rela-
tional autonomy” is very helpful in framing the 
issue of truth telling and in trying to analyse 
different attitudes and practices. It is also neces-
sary to understand the many unsolved aspects of 
truth telling that go beyond cultural differences. 
“Autonomy” is a complex concept, as it refers to 
the one’s capacity to choose, but also to the ability 
to implement one’s choices. Autonomy is a nec-
essary attribute of rational human beings and it 
is universally valid (Mahowald 2000). However, 
both internal and external factors and resources 
contribute to one’s autonomy and from the be-
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ginning to the end of our lives, we are embed-
ded in a context of social relations, which shape 
us and sustain us (Sherwin 1998). Regardless of 
one’s cultural identity, autonomy is always rela-
tional and situated, rather than simply a matter 
of individual choice. Imposing the truth onto an 
unprepared patient whose cultural expectation 
is to be shielded from painful medical truths is 
not necessarily an act of respect for autonomy 
(Pellegrino 1992). Any patient should be free 
to delegate her autonomy to a certain extent to 
the physician or the family and the community, 
when this corresponds to her individual or cul-
tural value system.

Finally, in clinical medicine one cannot ignore 
the actual sociocultural conditions that make the 
patient’s autonomy possible. As an example, the 
patient’s decision to participate in a clinical trial 
often does not depend only on the information 
about the trial, but it is also influenced by socio-
economic barriers to access (Brawley 2003). In 
the field of genetic screening, the decision to seek 
genetic information is in large part a function of 
social perceptions and discriminatory practices, 
which may greatly limit one’s autonomy .

9.6 Common Cross-
cultural Issues
in Bedside Oncology

9.6.1 Communication 
About Diagnosis

There is ample evidence that the diagnosis of 
cancer is now being revealed to most patients 
in many, if not most, countries. In a survey of 
167 oncologists attending the 1999 International 
Meeting of the American Society of Clinical On-
cology, there was no difference between Western 
and non-Western physicians in disclosure of di-
agnosis (Baile et al. 2002). By contrast, whether 
and how to disclose prognosis and to deliver 
“bad news” is far from being a settled issue even 
in those countries with a long tradition of truth 
telling (Butow et al. 1996; Parker et al. 2001; Baile 
et al. 2002).

The cancer diagnosis, even when complex and 
difficult, can be established and confirmed with 
good degrees of certainty that can be conveyed 
to the patient, though specific modalities of com-

munication may be culturally determined. In 
many cultures, for instance, doctors often use 
euphemisms, such as “growth” or “condition” 
instead of the word “cancer” and patients prefer 
them, even when they wish to be told the truth 
(Baile et al. 2002). In some cultures, the utter-
ance of words bearing a negative connotation 
is believed to affect the reality for worse (Car-
rese and Rhodes 1995). In other cultures, words 
such as “cancer” or “depression” do not exist, and 
people do not share our Western causal explana-
tions. In a poignant essay, Dr. Levy from Zimba-
bwe reported that her patients perceived cancer 
as a ghost (Levy 1997). In all cultures, but partic-
ularly in those where patients are shielded from 
open truth telling, non-verbal communication is 
extremely important (Dunn et al. 1993). As the 
meaning of non-verbal forms of communication 
is subject to great cultural variability, oncology 
professionals practicing in multicultural settings 
need to have some specific knowledge of cross-
cultural differences in non-verbal communica-
tion. Pauses and silences always have tremendous 
effect on our patients, and we know that almost 
any piece of information can be downplayed or 
emphasized through body gestures, eye contact 
and modulation of one’s tone of voice. The effect 
of pauses and gestures, however, is not the same 
universally. As an example, in most Anglo- and 
Latin-American cultures, some form of touch 
from one’s physician is generally equated with 
an expression of empathy. The degree of physical 
closeness that patients expect and desire, on the 
contrary, appears to be very different in Asian 
cultures (Ammann and Baumgarten 2005; Fuji-
mori et al. 2005).

9.6.2 Communication 
About Prognosis 
and Risk Assessment

When talking with their patients about prognosis 
and risk assessment, physicians are acutely con-
fronted with the interplay of certainty and uncer-
tainty at the cognitive level, and of hope and ex-
pectations at the psychological and spiritual level 
(Del Vecchio et al. 1990; Surbone 1997; Clayton 
et al. 2005 ; Chochinov et al. 2005; Ferrell 2005; 
Hagerty et al. 2005; Hartmann 2005; Kalemke-
rian 2005). Many recent studies confirm that the 
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balance between fostering and taking away hope 
is a very delicate one, and that many physicians 
may be reluctant to be involved in any discourse 
on hope. These issues are extensively discussed 
in other chapters in this book, by Drs. Stiefel and 
Razavi and by Dr. Lloyd, who addresses specifi-
cally communication in palliative care and at the 
end of life.

Many of the difficulties encountered by pa-
tients and physicians alike in discussing progno-
sis seem to go beyond cultural differences. Even 
in Anglo-American cultures, the disclosure of 
prognostic information occurs much less often 
and it is left to the individual physician, while the 
disclosure of diagnosis is required by law (Spiro 
2005). Often, patients specifically ask not to be 
kept informed of the details of their diseases, but 
sometimes it is the physician who does not feel 
comfortable taking away too much hope from 
patients.

Prognostication is related to the physician’s 
awareness of the asymmetry and power imbal-
ance inherent in the patient–doctor relation-
ship—something that is universally true, and yet 
may deserve greater consideration in different 
cultural contexts. Bye the patient–doctor rela-
tionship is an asymmetric relationship, where the 
vulnerability that the illness creates in the patient 
meets the expertise of the physician whose help 
has been requested by the patient. In a relation of 
help, the power is not equally distributed between 
the partners, and abuses may occur in different 
forms. To avoid such more or less subtle abuses 
of power within the patient–doctor relationship, 
it is essential for the physician to acknowledge its 
intrinsic asymmetry as well as the uncertainties 
of clinical medicine (Surbone and Lowenstein 
2003; Howe 2003). As an example, physicians at 
times may hide behind statistic information to 
maintain control in the patient–doctor relation-
ship or to mask their own difficulties in accept-
ing their own limitations with respect to the pos-
sibility of cure. A profound sense of humility and 
respect for the patient as “Other”, accompanied 
by individual and cultural sensitivity, may fa-
cilitate effective communication about prognosis 
and about risk assessment (Surbone 2005).

9.6.3 Role of Families

Cancer is an illness that not only affects the sick 
person, but also their entire family, and the heal-
ing and caring process depend also on the inter-
actions of the physician with the family and the 
community (Baider et al. 2000). The internal dy-
namics of the family are inevitably altered by the 
cancer illness and by the caregiving responsibili-
ties that families take upon themselves, especially 
at the end of life. In almost all cultures, women 
tend to be the caregivers in the family (Surbone 
2003b; Mook et al. 2003; Baider et al. 2000 ). The 
relationship with the patient’s family is amply 
discussed by Dr. Firth in this book, and I will 
thus only briefly treat some cultural aspects.

Families are almost always involved in the 
course of the evolution of the patient’s cancer 
in every culture, and they are rarely be excluded 
from participating in the process of information 
and communication, unless it is the expressed 
wish of the patient (Farber et al. 1999). The extent 
and modalities of family involvement are differ-
ent and in some countries families make deci-
sions in place of uninformed patients. In many 
countries, especially in Asia, the family is always 
consulted before revealing a cancer diagnosis to 
the patient (Seo et al. 2000; Kagawa-Singer and 
Blackhall 2001). Although most patients in the 
USA believe that the patient should be the pri-
mary decision maker, still major differences were 
reported in African-Americans and white pa-
tients and their families (Phipps et al. 2003).

Often, it is the family that requests the hospi-
tal staff not to disclose the truth to the patient, 
also in countries with strict requirements for in-
formed consent ( Kinsella 2001; Anderlick et al. 
2000 ; Baile et al. 2002; Elwyn et al. 2002; Phipps 
et al. 2003). In a recent study of a multicultural 
patient population attending a large cancer cen-
tre, particular emphasis was placed on tailoring 
the degree of information given to different pa-
tients in view of their individual but also family 
and community values, especially when dealing 
with specific requests to withhold or to miti-
gate the truth (Anderlick et al. 2000). In West-
ern countries, it has been reported that the in-
tervention of relatives almost invariably renders 
much more complicated the discussions between 
the patient and the physician (Higginson and 
Costantini 2002).
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A 2005 survey of 150 relatives of recently di-
agnosed cancer patients in Turkey revealed that 
66% did not want the diagnosis to be revealed to 
the patient. Factors that influenced the family re-
quest not to tell were male gender of the patient, 
diagnosis other than breast cancer, stage IV dis-
ease, insufficient family knowledge about cancer 
in general, strong religious beliefs and the ab-
sence of the patient’s request for disclosure (Oz-
dogan et al. 2004). Negotiating the concerns of 
family members while respecting patients’ needs 
in terms of information and shared decision 
making can be extremely challenging (Benson 
and Britten 1996).There may in fact be distinct 
informational needs to be addressed (Clayton 
et al. 2005). Families may require guidance and 
support when faced with a tell or not tell situa-
tion (Maguire and Faulkner 1988; Maguire et al. 
1996). Furthermore, patients, family caregivers 
and physicians all interact in a connected system 
and efforts are needed to improve understand-
ing and concordance among them (Farber et al. 
2003).

9.6.4 Respecting Cultural 
Differences in Western 
Hospital Settings

Respect for cultural differences and for relational 
autonomy does not have to be blind, nor does it 
require that physicians subscribe to any form of 
cultural determinism. Physicians, while being 
sensitive to and avoiding any form of stereotyp-
ing and/or of cultural imperialism, are entitled to 
advocate for their patients’ rights to self-determi-
nation. Often, the lack of information conveyed 
arises from miscommunication or real conflicts 
between the patient and the family and the phy-
sicians’ role is to clarify such misunderstand-
ing by being on the patient’s side (Clayton et al. 
2005). In the clinical setting, physicians foster 
their patients’ autonomy by always putting their 
patient first and by spending the necessary time 
to understand what their patients wishes are in 
truth-telling matters.
Respecting different attitudes toward truth tell-
ing of patients treated in a society with a homog-
enous medico-legal system, in which withhold-
ing the truth is considered an infringement on 
the patient’s autonomy, poses major quandaries 

(Anderlick et al. 2000; Surbone 2003). In the 
contemporary Western healthcare context, unin-
formed patients tend be a source of stress for the 
hospital staff, and lack of information can be an 
obstacle to good medical care (Fallowfield and 
Jenkins 1999). It is not advisable to encourage 
physicians to go against the deontologic and le-
gal requirements of their society. While it may be 
possible—though no longer recommendable—to 
withhold some information from cancer patients 
in countries where this is a commonly accepted 
practice based on ethically justified norms, it 
is always a mistake not to be truthful to cancer 
patients treated in a country where disclosure is 
the ethical norm and it is legally required. In the 
course of a chronic illness such as cancer, entail-
ing frequent visits to different specialists and of-
ten requiring periods of hospitalization, almost 
all patients will inevitably be told the truth at 
some point and consequently lose trust in the 
treating physicians and team (Fallowfield et al. 
2002). Often, in fact, disclosure occurs through 
staff members, who may not have an established 
connection with the patients and may be unaware 
that relevant information had been withheld.

Cross-cultural medical encounters pose many 
additional difficulties related to language and 
therefore to the process of translation. Studies in 
philosophy and anthropology have established 
that language goes far beyond semantics, and 
rather it reflects different peoples’ ways of life. 
These, in turn, are based on different meanings 
and values that are acquired within one’s culture. 
In acquiring language skills, people from early 
ages learn about the truth-value of different as-
sertions in a specific cultural context  (Williams 
2002). Translations from a language into another 
are thus very complex and require particular care 
when they involve the delivery of medical infor-
mation and of bad news (Russell Searight and 
Gafford 2005).

9.6.5 Improving Effective 
Communication 
in Cross-cultural 
Medical Encounters

Establishing rigid guidelines for cross-cultural 
encounters is a difficult task. Excellent stud-
ies have suggested steps that may be followed 
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in cross-cultural patient–doctor encounters 
(Kagawa-Singer 2003). Following are recom-
mendations based on my own clinical experi-
ence and research in cross-cultural encounters 
with cancer patients (Surbone 2004a ). Health-
care professionals should not make assumptions 
based on race, nationality or language of their 
patients, and rather they should take the time to 
ask them to briefly describe their cultural back-
ground, including their religious beliefs. Though 
it may appear superfluous, it is often appropriate 
for physicians of a different culture to briefly ac-
knowledge their own background.

Physicians should also ask new patients to 
what type of family they belong—whether ex-
tended or nuclear, close or distant—and ask 
them directly to what extent they wish their fam-
ily or friends to be involved. In any cross-cultural 
encounter, the physician should tactfully and yet 
openly ask patients how informed they wish to 
be about their illness and to investigate their in-
formation preference, while also clarifying that 
he or she must respect the laws of the country of 
practice (Butow et al. 1997).

With respect to translation, it often helps 
to inquire with the patient about the language 
spoken at home. Professional translation, when 
available, should always be offered and the trans-
lator should be considered and involved also as 
a “cultural mediator”. When the translation is 
performed by a relative or a friend, the physician 
should find a way to double-check at random if 
the translation is correct or if it leaves out rel-
evant information (Russell Searight and Gafford 
2005).

Finally, during the course of a chronic illness 
that often progresses through many phases, it is 
essential to verify the patient’s understanding of 
the illness at different points. This can be done 
by occasionally pausing to let the patients ver-
balize their grasp of the situation as well as their 
concerns and hopes. Listening and observing 
become equally important in cross-cultural en-
counters where language barriers are frequent.

9.7 Conclusions

This chapter has treated the most relevant cul-
tural aspects of communication in cancer care. 

Cultural competence is about the cultural differ-
ences and also the cross-cultural similarities that 
exist within the context of good communication 
in the clinic. Communication is an art that re-
quires dispositions and virtues, as well as expe-
rience and training. Multiple studies have con-
firmed that communication skills can be taught 
and learned by physicians at any stage of their 
career. Being a good and effective communica-
tor helps both physicians and their patients and 
families. Learning how to break bad news, how 
to deal with an angry or difficult patient, how 
to approach end-of-life discussions with cancer 
patients is essential to oncology professionals, 
including the most empathic and compassionate 
ones, who need a solid framework within which 
to best communicate with their patients as well 
as to prevent burn-out in their personal lives.

As an experiential skill, communication can 
and should be taught with different methodolo-
gies that have been shown to improve physicians’ 
communication skills as well as patients’ satis-
faction. These subjects are extensively treated 
by Drs. Fallowfield and Jenkins and by Drs. Fa-
vre, Despland and Stiefel in this book. Being a 
good communicator, however, also involves the 
moral character of the physician and requires 
individual and cultural sensitivity, empathy and 
compassion, respect for the “other” in front of us 
and genuine interest in what she has to say and 
in how she feels (Spiro 1993; Butow et al. 1996; 
Fox 2005; Surbone 2005). A good communicator 
never betrays the complexity of the patient–doc-
tor relationship and of the cultural differences 
and similarities that deeply affect any communi-
cation process.

In my own experience of over 20 years of 
practicing medical oncology in different coun-
tries and multicultural settings, I have become 
convinced that rarely are our patients unaware 
of their own situation, because they are the ones 
who suffer from the illness and from the cancer 
treatments with their immediate and long-term 
sequelae. Communication of the truth is always 
possible during the course of a long-lasting pa-
tient–doctor relationship. Yet, clinical algorithms 
and guidelines for optimal communication are 
difficult to establish and they are not necessarily 
applicable cross-culturally. Furthermore, acquir-
ing and practicing cultural competence can often 
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fail to produce a measurable impact on the de-
livery of healthcare, especially when it represents 
the isolated effort of individual healthcare pro-
fessionals and does not reach and overcome or-
ganizational and structural barriers (Betancourt 
et al. 2003).

Culturally competent cancer care requires 
knowledge, dedication and time. Oncology 
professionals are increasingly working under 
financial and time constraints and often under 
enormous peer pressure. Yet, delivering cultur-
ally competent cancer care has not only become 
a necessity, but is also an extremely rewarding 
task. Nurturing the profound sense of privilege, 
enrichment and fulfilment that derives from 
meeting uniquely different patients is essential to 
our ability to care for our patients and also for 
our inner life as physicians and oncology profes-
sionals. Those of us who have been gifted with 
occasional epiphanies of real communication 
with our patients know only too well the impor-
tance of sharing a unique moment of intimacy 
or of deep connection with them, even beyond 
what we consider good standard communication 
(Matthews et al. 1993; Lowenstein 1997). While 
these epiphanies may be increasingly rare in to-
day’s Western healthcare systems, where patient 
care is often fragmented and rushed, cultural 
sensitivity and cultural competency contribute 
to the ability of oncology professionals to reach 
deeper levels of communication with their pa-
tients and to help them cope effectively with the 
many challenges of cancer.
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