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Abstract

According to the dominant models of medical ethics in the United States and many Western coun-
tries, physician disclosure of information such as diagnosis, treatment options, and prognosis is
considered an essential precondition for patient informed consent. While being consistent with
the principle of patient autonomy stressed in many Western healthcare systems, full disclosure—
particularly of life-threatening diagnoses and poor prognoses—is inconsistent with the cultural
values of many ethnic communities within the United States. A systematic review of research ex-
amining cultural preferences for disclosure of medical “bad news” was conducted. Results sug-
gested that cultural preferences are more heterogeneous than has often been portrayed. Particu-
larly when communicating with patients and families from culturally and ethnically diverse back-
grounds, health care professionals should ask about preferences for receiving medical informa-
tion and making treatment decisions.
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1. Introduction

Technological and medical advances have led to a dramatic rise in life expectancy. Between 1980 and 2003, the
average male life expectancy at birth increased by 4.8 years and the average female life expectancy increased by
2.7 years [1]. It was hypothesized that this increase in life expectancy would be accompanied by a decrease in
the length of the morbid life [2]. However, this prediction has often been shown to be untrue. Instead, more pa-
tients are facing a gradual decline in health rather than sudden death [3]. In addition, medical technology has
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advanced to the point at which individual life may be prolonged—even in the face of terminal illness. These
medical realities have led to increased attention to the ethical and legal aspects of end-of-life care.

In the United States, both law and the prevailing models of medical ethics stress individualism and autonomy.
In terms of patients making decisions about their own medical treatment, true autonomy is predicated on being
fully informed about one’s medical condition, its probable course, and treatment options. To this end, the United
States healthcare system has developed a policy of full disclosure, even in cases of serious illness or “bad news”.
“Bad news” is traditionally defined as any news that drastically and negatively alters the patient’s view of the
future” [4]. In the U.S., this norm of medical disclosure is a relatively recent phenomenon. In 1961, 90% of phy-
sicians surveyed indicated that they would not disclose a cancer diagnosis to a patient. In 1979, there was almost
a complete reversal with 97% of physicians indicating that they would inform a patient of a cancer diagnosis [5]
[6].

This policy of disclosure was legally institutionalized with the Patient Self-Determination Act (PSDA) of
1991. This act requires all medical institutions receiving Medicare or Medicaid funds to provide written infor-
mation to patients about their right to accept or refuse treatment and to encourage the use of advance directives.
However, relatively soon after its implementation, the disclosures mandated by the PSDA became a source of
conflict among some cultural and ethnic communities in the United States.

Individual self-reliance and independence are key values that undergird ethics and law in the United States. In
medical settings, this orientation supports full disclosure of medical information since disclosure is believed to
optimize a patient’s ability to make autonomous choices. However, in many cultures, such as many Native
American and Asian communities, a collectivist orientation governs decision-making about important life issues.
In these communities, individuals are embedded in an interdependent family and community. From a collectivist
perspective, insistence on advance directives, full medical disclosure to a patient, or requiring patient-based de-
cision making may be culturally inappropriate or even harmful [7].

Outside of the U.S., relevant information about one’s medical condition and treatment options is often delibe-
rately withheld from seriously or terminally ill patients. Instead, a physician will often conceal “bad news” with
nonspecific terminology such as “a growth” when discussing cancer with a patient. However, in these societies
in which patients do not directly receive medical information, it is often common for the physician to reveal the
full details to the family. This pattern of information sharing is based on a variety of cultural beliefs including (1)
discussing serious illness and death is impolite and disrespectful; (2) open discussion of serious illness may
cause depression or anxiety for the patient; (3) direct disclosure may eliminate hope; (4) verbalizing an illness
makes the condition more real due to the power of the spoken word [8].

In ethnic cultures which shield patients from medical “bad news”, the U.S. system of direct full disclosure
may be seen, at minimum as disrespectful, but also may be viewed as cruel and as contributing to further harm
to the patient. A classic study of ethnicity and medical bad news was conducted by Blackhall and colleagues [9]
who found that Korean- and Hispanic-American were less likely to indicate that a patient should be informed of
their diagnosis. In addition, members of these ethnic groups also stated a distinct preference for family-centered
rather than patient-centered decision-making. Since the publication of these findings nearly 20 years ago, there
have been a series of studies examining cross-cultural preferences for medical decision-making. However, the
existing literature has provided few consistent guidelines for health care providers about communication with
patients and their families.

Current Study

A systematic review is “the application of scientific strategies that limit bias by the systematic assembly, critical
appraisal and synthesis of all relevant studies on a specific topic” [10]. A systematic review can be used to an-
swer a clearly formatted clinical question by following a standardized format for surveying and organizing the
literature on a specific topic. Systematic reviews have gained popularity as evidence-based medicine has grown
in practice [10]-[13].

The objective of this project was to perform a systematic review of research examining cultural preferences
for disclosure of medical “bad news”. The specific question which was examined was whether there were clear
patterns of differences between cultural and ethnic minority groups in the United States regarding preferences

for disclosure of medical “bad news”.
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2. Methods
2.1. Search Strategy

The National Center for Biotechnology Information was searched through the PUBMED online database using
the search terms found in Figure 1. In addition, an ancestry search of the reference lists of retrieved articles was
performed. Google Scholar was also used to locate articles using the retrieved articles as a reference.

2.2. Inclusion Criteria

To be selected, the article must have been a systematic quantitative or qualitative study involving at least one
cultural or ethnic minority group in the United States. In addition, these research reports must have specifically
addressed the topic of disclosing or receiving medical “bad news” about a life-threatening condition. Studies
were only included if they specifically dealt with both disclosure of bad news and minority groups in the United
States. Therefore, studies dealing with other end-of-life care issues such as advance directives or studies dealing
with the disclosure of bad news in the general United States population did not meet inclusion criteria. No spe-
cific time frame for article publication was specified. Only primary source articles were included. Only articles
that were published in English were included. Articles that dealt specifically with children or articles that were
based on populations outside of the United States were excluded. For example, a study within a neonatal unit
would be excluded as would a study that took place in the United Kingdom.

2.3. Screening and Data Extraction

Acrticles were managed in Excel. Titles and abstracts were initially assessed to eliminate those not related to the
specified topic. Studies that were eliminated included cross-national studies, generalized end-of-life care re-
views, studies that lacked primary data, and studies that dealt only with other end-of-life topics. The articles that
met inclusion criteria were then read in full. If upon review, an article no longer appeared to meet inclusion cri-
teria, the reason was noted and the article was not included in the review. The majority of disregarded articles
were cross-national studies that compared disclosure preferences of the general U.S. population with the general
population of another country. If after this analysis an article was still found to have met inclusion criteria, the
data were extracted and included in the review.

2.4. Quality of Studies—Strength of Recommendation Taxonomy (SORT)

The quality of the studies included in this review was assessed using the Strength of Recommendations Tax-
onomy developed by the U.S. family medicine and primary care journals [14]. This system includes ratings of A,
B, or C for the strength of recommendation for a body of evidence. A chart summarizing these levels and the
types of retrieved articles that were included in these levels is found in Figure 2.

2.5. Reporting Results and Data Analysis

Results were analyzed qualitatively to summarize findings and quantitatively through a “box score” analysis. An
included article was summarized and then assessed to determine if the ethnic minority sampled indicated a

“United States” OR “U.S.” OR “American”

AND

“palliative” OR “terminal” OR “end of life” OR “cancer” OR “death” OR “dying”
OR “continued care” OR “advance directive” OR “hospice” OR “supportive care”

AND

“ethnic” or “intercultural” OR “cross-cultural” OR “transcultural” OR “culture”
OR “migrant” OR “minority” OR “diversity”

AND

“bad news” OR “truth telling” OR “prognosis” OR “communication” OR “disclosing”

Figure 1. Search terms.
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Strength of Types of Retrieved Articles

Recommendation Definition that Met the Definition
A Recommendation based on consistent and Multiple studies involving random
good quality patient oriented evidence. assignment; systematic reviews; meta-analyses

Limited number of quantitative studies
. . . with differing methodological rigor;
B R_ecgmmende_\tlon bgsed on inconsistent or trends across studies but with some
limited-quality patient oriented evidence - AN . .
contradictory findings; multiple systematic
qualitative studies with consistent findings

Recommendations based on consensus,
usual practice, opinion, disease-oriented evidence,
or case series for studies of diagnosis,
treatment, prevention, or screening

Case reports; opinion, limited number
of small sample quantitative studies;
limited number of qualitative reports

Figure 2. Strength of recommendation taxonomy (from [14]).

disclosure preference other than a direct description of their condition and/or its possible course. Possible results
included (1) yes, (2) no, (3) no consensus, (4) not directly addressed.

Studies that did not directly address the question were not used in the quantitative box score analysis. The
studies that did directly address the question were then used to generate the percentages of studies that did indi-
cate a difference in disclosure preference, did not indicate a difference in disclosure preference, or did not reach
a single consensus on disclosure preference.

3. Results

The search terms indicated in Figure 1 were utilized systematically via a permutation methodology. A total of
1200 individual searches were performed and 5964 articles were returned. Of these results, only 30 published
reports met the search criteria after initial screening of the title and abstract [9] [15]-[43]. Of the initial total,
5934 articles were disregarded. The full text of these 30 articles was then examined and upon closer examination,
15 published reports were found not to meet the search criteria. Four published reports were found to be cross-
national studies that compared the preferences about disclosure of “bad news” in the general U.S. population to
the general population of a foreign nation. Four reports dealt with another end-of-life care topic—often family
communication about “bad news”. Two articles were found to be reviews about minority ethnicities in end-
of-life care. Four were found to deal with the topic of cultural preferences about disclosure of bad news in end-
of-life care in the U.S., but did not include any data collection. These were mainly case studies or reports of
personal experiences with the topic. Because group data were not collected and also because of the limited
number of these reports, it was determined that, collectively, they did not qualify as level “B” or possibly even
level “C” in terms of quality. Studies that were not at least of level “B” in terms of quality were eliminated from
the final analysis. A total of 16 studies met inclusion criteria and were included in the review. These 16 studies
were then further divided into seven quantitative and nine qualitative studies. The breakdown of the search re-
sults is summarized in Figures 3-5.

The studies were further divided by ethnicity and subject population. Ethnicities represented included: Afri-
can American, Hispanic American, Korean American, Japanese American, Bosnian American, Indo-Caribbean
Hindu American, and Russian American. Some studies did not differentiate between ethnicities and these study
population will be referred to as “Minority Americans.” Subject populations included elderly individuals, pa-
tients, healthcare providers, caregivers, or the general minority population. The number of studies that dealt with
each ethnicity and the types of subject populations included in these studies is summarized in Figure 4 for the
guantitative studies and in Figure 5 for the qualitative studies. Studies that examined more than one ethnic
group are counted for both ethnicities. Table 1 provides a summary of the qualitative studies and Table 2 pro-
vides a summary of qualitative studies, including author, year published, journal, SORT level, subject popula-
tion, sample size, methods utilized, and relevant results.

A box score analysis was performed to examine the frequency of preferences regarding medical bad news by
ethnic or cultural groups. When examining the studies as a complete group (See Table 3), it appears that in the
majority of studies (61%), members of non-Northern European ethnic communities expressed a preference for
full disclosure of medical information to patients. However, in approximately one third of the studies (31%), a
preference for non-disclosure was indicated by members of minority cultures. One study (8%) found that there
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Search Reults 5964

Met Initial Screening
Criteria
30

- Did Not Meet Search
Met Search Criteria Criteria
15
Qualitative [ | Cross-National Study
4

Other End-of-Life Care
Quantitative: Topic
7 4

End of Life Care Reviews
2

Figure 3. Summary of search results.
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Figure 4. Distribution of ethnicity and subject population in
quantitative studies.
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Figure 5. Distribution of ethnicity and subject population in qua-
litative studies.
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Table 1. A list and summary of relevant data from the six quantitative studies.

Author Year Journal SORT Subject Population N Method
1
Blackhall, L.J.
Murphy, S.T. 200 European Americans;
Frank, G. 1995 JAMA A Elderly Population 200 African Americans; 200 Korean Survey
Michel, V. Americans; 200 Mexican Americans
Azen, S.
Results

Korean Americans (47%) and Mexican Americans (65%) were significantly less likely to believe that a patient should be
told the diagnosis of metastatic cancer than European Americans (87%) and African Americans. Korean Americans (35%)
and Mexican Americans (48%) were significantly less likely to believe that a patient should be told
about a terminal prognosis than European Americans (69%) and African Americans (63%).

2
. 3138
Muni, S. (659 European American; 87 Hispanic
Engelberg, R. A. American; 213 African American;
Treece, P. D. 2011 Chest A Patients . S S Chart Review
Dotolo. D 270_A5|an Amerlcan_, 64 Ame_rlcan
Curtis J R Indian/Alaskan Native American;
E 27 Pacific Islander)
Results

Prognosis was discussed during conference more often with Minority Americans (44.3%) than European Americans (36.1%).
The patient’s opinion and wishes were expressed more often by European Americans (23.6%)
than Minority Americans (17.2%). These results held consistently even after adjustment for socioeconomic factors.

8

Matsumura, S.
Bito, S.
Liu, H. JGen Intern 539 English Speaking Japanese Ameri-
Kahn, K. 2002 B Elderly Population cans; 340 Japanese Speaking Japanese Survey

Med :
Fukuhara, S. Americans
Kagawa-Singer, M.
Wenger, N.

Results
Both English speaking Japanese Americans (93.7%) and Japanese speaking Japanese Americans (88.0%) preferred disclosure
of a cancer diagnosis to the patient. English Speaking Japanese Americans (95.4%) and Japanese Speaking Japanese Americans (96.9%)
also desired disclosure to the family. More English speaking Japanese Americans (84.6%) desired direct verbal disclosure of a terminal
diagnosis to the patient compared to Japanese speaking Japanese Americans (62.7%). Japanese speaking Japanese Americans
(23.2%) were more likely to prefer implicit nonverbal disclosure of a terminal diagnosis to the patient compared to English
speaking Japanese Americans (10.7%). Likewise, more English speaking Japanese Americans (92.5%) preferred direct verbal disclosure of
terminal diagnosis compared to Japanese speaking Japanese Americans (84.0%). More Japanese speaking Japanese Americans
(11.3%) preferred implicit nonverbal disclosure of a terminal diagnosis compared to English speaking Japanese Americans (5.4%).

4
DeSan'to—Madeya, S. 167
Nilsson, M. . .
(79 European Americans;
Loggers, E.T. 8 African Americans;
Paulk, E. 2009 J Palliat. Med B Caregiver R . > Interview
o 8 Asian Americans;
Stieglitz, H. 71 Hispanic Americans;
Kupersztoch, Y.M. pl Other) '
Prigerson, H.G.
Results
Compared with less acculturated caregivers, those with higher acculturation scores were more likely to report that
too little information was disclosed. Caregivers with lower acculturation scores were likely to report that
too much information was disclosed. Distinction was not made between minority ethnicities.
5
Berk}T:nl,EC. S. 2009 J. Palliat. Med B Elderly Population 26 Korean Americans Interview
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Continued

Results
Most of the Korean Americans interviewed wanted their doctor to tell them if they had cancer (88%)
or if they would probably die of cancer (85%). Most Korean Americans also disagreed with the view that
a doctor should avoid discuss death and dying because it could be upsetting to the patient (65%).

6

Jean-Pierre, P.
Fiscella, K.
Griggs, J.
Joseph, J.V.
Morrow, G.
Carroll, J. J Natl Med . 904 European Americans;
Hendren, S. 2010 Assoc. B Patients 69 Minority Americans
Purnell, J.
Figueroa-Moseley, C.
Kuebler, P.
Banerjee, T.K.
Kirshner, J.J.

Survey

Results
Minority patients (70%) reported that more information would have been helpful in dealing with concerns in understanding
the diagnosis compared to European American (53%). Likewise, minority Americans (69%) reported that additional information
would have been helpful in dealing with concerns in understanding the treatment plan compared to European Americans (53%).

7

Gotay, C.C.

Shimizu, H.
Muraoka, M. Psycho- . . .
Ishihara, Y. 2008 oncology B General Population 106 Japanese Americans Interview
Tsuboi, K

Ogawa, H.

Results

Japanese Americans living in Hawaii (97.2%) reported that they believed a doctor should disclose a
cancer diagnosis to a patient and that they (100%) would want to be told if they had cancer.

Table 2. A list and summary of relevant data from the nine qualitative studies.

Author Year Journal SORT Subject Population N Method

1
20 Elderly Korean
Americans;
16 Caregivers

Elderly Population; Focus Groups

Kwak, J. Salmon, J.R. 2007 J Am Geriatric Soc. B ;
Caregivers

Results
The sampled elderly Korean Americans had little knowledge about advanced directives, but once described saw them as useful in guiding
adult children in EOL care decisions. Elderly Korean Americans demonstrated a preference for indirect and nonverbal communication
referred to as “noon-chi”. Both elderly Korean Americans and Korean American caregivers acknowledged the role a physician plays in
end-of-life decisions and treatment. Caregivers supported physician initiated conversations about end-of-life care. Korean American
preference for indirect “noon-chi” communication of bad news was indicated to be primarily relevant within the family setting. Korean
Americans indicated that direct communication about end-of-life decisions was appropriate when initiated by a physician.

2
Braun, U.K.
Ford, M.E. . o
Beyth, R.J. 2010 Patient EducCouns B Physicians Focus Group
McCullough, L.B.
Results

Hispanic American physicians noted culturally-based differences about truth-telling and stated that Hispanic American families
often seek to conceal bad news from a very sick patient to protect them. African American and European American physicians
also noted ethnic differences regarding truth-telling, but indicated that these differences occurred primarily
with Hispanic American, Asian American, or Middle Eastern patients.

3
20 European
Blackhall, L.J. Americans; 20
Frank, G. . African Americans; .
Murphy, S. 2001 J Urban Health B Elderly Population 20 Korean Interviews
Michel, V. Americans; 20

Mexican Americans
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Continued

Results
European Americans and African Americans supported truth-telling because they felt it allowed them to maintain personal control
of decisions, treatment, and the dying process. They viewed truth-telling as empowering. African Americans believed truth-telling was
required to properly seek spiritual guidance and influence. All ethnicities believed that a patient intuitively knows they are very sick.
European Americans and African Americans used this to support truth-telling because the patient already is aware of the situation.
Mexican Americans and Korean Americans believed this was a reason to avoid explicit disclosure of “bad news”. They viewed
direct disclosure and discussion of “bad news” as cruel and potentially harmful to the patient. Rather, they wanted to protect the
patient from pain. However, Korean Americans and Mexican Americans supported truth-telling provided that it did not take away the
patient’s hope, which was viewed as being cruel and harmful. European Americans and African Americans acknowledged that truth
can be harmful to some people, but not to most people. Korean Americans linked the issue of truth-telling with “hydo” and
“noon-chi”—filial piety and implicit communication. Specifically, Korean Americans felt that family members had a familial
duty to protect the patient from cruel/harmful details, while still communicating the severity of the situation indirectly.

4
Kreling, B. 15 Hispanic
Selsky, C. Americans; Focus Group;
Perret-Gentil, M. 2010 Palliat Med B Caregiver ! roup;
Huerta E.E 15 European Interview
Mandelblatt, J.S. Americans
Results

Hispanic American caregivers reported denial, preference for less information, and maintaining secrecy abut prognosis,
even after enrollment in hospice. Most Hispanic American caregivers were surprised and disturbed by the open communication
in hospice. Hispanic American caregivers felt that truth-telling was harmful and that it was the caregiver’s responsibility to
protect patients from knowledge of their illness, deny imminent death, and act as if the patient was getting well.

5
Searight, H.R. Gafford, J. 2005 J Immigr Health B General Population 12 Bosnian Americans  Focus Group

Results
Approximately half the Bosnian Americans expressed a desire to know about serious illness, primarily for practical reasons. The remaining
group indicated that they would not want to know about a serious illness, especially if it was terminal. The reason for non-disclosure was the
belief that it would generate negative feelings and be burdensome to the family. This group viewed direct disclosure as insensitive.

6

Berkman, C.S.
Ko, E.

This study qualitatively explains the results generated in the quantitative study included above by the same authors.
The Korean Americans who desired disclosure felt it allowed patients to make decisions and preparations.
Those who did not prefer disclosure felt that it could cause negative feelings, be erroneous, or hasten death

if not told in a positive manner. Korean Americans also felt that “bad news” would be less traumatic
for elderly patients because they have lived longer and serious health problems were more likely to be expected.

2010 J PsychosocOncol B Elderly Population 23 Korean Americans ~ Focus Group

7
Rao, A.S., Desphande, O.M., -
Jamoona, C. 2008 J Am Geriatric Soc. B Elderly Population a4 Indo Carlt_Jbean Interview
- Hindu Americans
Reid, C.M.
Indo-Caribbean Hindu Americans tended to agree that diagnoses should be disclosed to patients and their families,
even if that meant disclosing the possibility of death.
8
Healthcare Providers; Focus Groups;
Dohan, D., Levintova, M. 2007 J Gen Intern Med B Caregivers; and 74 Russian Americans Interviews;
Patients Observation

Many Russian Americans view a cancer diagnosis as a “death sentence”. Thus, disclosure can cause depression, hopelessness, and
decrease the will to live. Many providers will avoid using the word, “cancer” and instead substitute with a code word such as “tumor”.
Many providers noted that the patient was often open to full disclosure, but the family was against informing the patient. It was likely to
anger family members if the patient was directly informed of “bad news”. Russian Americans seem to prefer disguised, implied disclosure.

9
Matsuyama, R.K.
Grange, C. 23 African
Lyckholm, L.J. 2007 J Natl Med Assoc. B Patients Americans; 16 Focus Groups
Utsey, S.O. European Americans

Smith T.J.

Very few African Americans indicated that they would want to know little or nothing about their cancer.
The majority wanted their healthcare provider to keep them informed.
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Table 3. Box score analysis of disclosure preferences.

Ethnic Minority Disclosure Preference Differs from Western Principle of Full Disclosure
Study
Yes No No Consensus Not Directly Addressed

Blackhall et al. 1995 [9] X
Muni et al. 2011 [21] X
Matsumura et al. 2002 [25] X
DeSanto-Madeya et al.2009 [29]
Berkman and Ko 2009 [33]
Jean-Pierre 2010 [36]

X X X X

Kwak and Salmon 2007 [15]
Braun et al. 2010 [22] X
Blackhall et al. 2001 [20] X
Kreling et al. 2010 [27] X
Searight and Gafford 2005 [31] X
Berkman and Ko 2010 [38] X
Rao et al. 2008 [39]
Dohan and Levintova 2007 [41]

Matsuyama et al. 2007 [42]

X X X X

Gotay et al 2008 [40]
Total 4 8 1 3

Percentage 31% 61% 8% N/A

was no consensus about disclosure preference. Three studies did not directly address the topic in a yes or no fa-
shion. These articles were excluded from analysis.

4. Discussion

Studies addressing “bad news” disclosure preferences among African American, Hispanic American, Korean
American, Japanese American, Bosnian American, Indo-Caribbean American, and Russian American ethnic
populations were identified. These studies included a variety of sample populations including elderly individuals,
patients, healthcare providers, and the general population. It was indicated that, in general, “bad news” disclo-
sure preferences of African Americans do not differ from those of persons of White Western European back-
ground. However, among U.S. residents of Hispanic American, Asian American, and Eastern European back-
ground, there were suggestions of slight to moderate differences in disclosure preferences compared with these
other two ethnic groups.

This review, rather than confirming that minority ethnicities have different disclosure preferences from the
majority of European Americans, demonstrates only that there is greater variability in the disclosure preferences
of Hispanic American, Asian American, and Eastern European Americans than within the dominant Western
European American population. This review suggests that the majority of Americans who are members of cul-
tural or ethnic minorities prefer direct disclosure of information such as diagnosis, treatment options, and prog-
nosis. When examined in isolation from other ethnicities studied, Hispanic Americans, Asian Americans, and
Eastern European Americans were somewhat more likely to indicate a preference for non-disclosure, non-verbal
implied disclosure, or disguised disclosure. This variation is, however, greater among these ethnic groups than the
general United States population and when viewed as a group, more minority Americans do prefer nondisclosure
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compared with individuals of White, Western European background.

The disclosure preference of Hispanic Americans, Asian Americans, and Eastern European Americans also
appears to be different from that of Hispanic, Asian, and Eastern European nationals who currently reside out-
side of the United States. Two of the studies included in this review contained quantitative data directly com-
paring minority American disclosure preferences with Japanese citizens residing in their home country. Both
studies found a significantly higher percentage of Japanese Americans preferred disclosure over their non-
immigrant Japanese counterparts [28] [43]. Likewise, the preference for nondisclosure in Latin American, Asian,
and Eastern European countries appears to be much higher than among Americans of the same ethnicity [37]. It
appears that disclosure preferences of minority Americans seem to lie between that of the general U.S. popula-
tion and the population of their country of origin. This pattern suggests that acculturation significantly influ-
ences beliefs regarding “truth telling”. Further study with a specific focus on differences in disclosure preference
among minority Americans and individuals from their respective country-of-origin would be valuable in this re-
gard for healthcare providers.

For health care providers, the findings of this review suggest that clinicians addressing end-of-life issues
should be aware of the greater degree of variability in disclosure preference among contemporary Hispanic
American, Asian American, and Eastern European populations as compared with Whites of Northern European
background. Provider-patient relationships are the cornerstone of health care in the United States. Effective
treatment is based upon an effective clinician-patient relationship in which the patient trusts the competence and
judgment of the healthcare provider. This relationship is especially important in end-of-life care and should not
be jeopardized by a lack of cultural understanding. It is important for the healthcare provider to realize that some
Hispanic American, Asian American, Eastern European American, and even some Western European and Afri-
can American patients may not want full and direct disclosure. Ignoring cultural and individual patient variabil-
ity regarding disclosure or applying cultural stereotypes indiscriminately across all patients can lead to conflict
and tension during end-of-life care. The most efficient way to prevent these disclosure issues and consequent
conflict is to offer the patient the choice of non-disclosure. As suggested by Searight and Gafford [8], the
healthcare provider can describe the dimensions of informed consent and offer to provide information regarding
diagnosis, treatment options, and prognosis. A patient can then make a personal choice for disclosure or non-
disclosure. Should an individual patient prefer nondisclosure, the healthcare provider should be clear that the
information will always be available to them if they wish to change their mind. This approach respects both the
U.S. healthcare system’s legal and ethical principles of autonomy and informed consent while recognizing pre-
ferences for nondisclosure [8] [44].

This review has several limitations. The most significant limitation is the restricted number of studies, espe-
cially quantitative investigations that included a reasonable sample size. Only two studies included in this re-
view had sample populations large enough to qualify as SORT level A studies. Furthermore, none of the studies
included met the criterion of random selection from a larger population. This calls into question whether the re-
sults of this review are representative of all minorities or only those that were conveniently sampled—typically
these samples were drawn from or near a teaching hospital. The majority of the sampled minority American
populations were also elderly and studies have shown that attitudes towards end-of-life care may change as an
individual ages [44].
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