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ABSTRACT

Background Disclosure of a cancer diagnosis to patients is a major problem for physicians in Lebanon. Our survey
aimed to identify the attitudes of patients, families and friends, nurses, and physicians regarding disclosure of a
cancer diagnosis.

Methods Study participants included 343 physicians, nurses, cancer patients, families, and friends from clinics
in two major hospitals in Lebanon. All completed a 29-item questionnaire that assessed, by demographic group,
the information provided about cancer, opinions about the disclosure of the diagnosis to cancer patients, perceived
consequences to patients, and the roles of family, friends, and religion.

Results Overall, 7.8% of the patients were convinced that cancer is incurable. Nearly 82% preferred to be informed
about their diagnosis. Similarly, 83% of physicians were in favour of disclosing a cancer diagnosis to their patients.
However, only 14% of the physicians said that they revealed the truth to the patients themselves, with only 9% doing
soimmediately after confirmation of the diagnosis. Disclosure of a cancer diagnosis was preferred before the start of
the treatment by 59% of the patients and immediately after confirmation of the diagnosis by 72% of the physicians.
Overall, 86% of physicians, 51% of nurses, and 69% of patients and their families believed that religion helped with
the acceptance of a cancer diagnosis. A role for family in accepting the diagnosis was reported by 74% of the patients,
56% of the nurses, and 88% of the physicians. All participants considered that fear was the most difficult feeling (63%)
experienced by cancer patients, followed by pain (29%), pity (8%), and death (1%), with no statistically significant
difference between the answers given by the participant groups.

Conclusions The social background in Lebanese society is the main obstacle to revealing the truth to cancer
patients. Lebanese patients seem to prefer direct communication of the truth, but families take the opposite approach.
Physicians also prefer to communicate the reality of the disease at the time of diagnosis, butin actuality, they instead
disclose it progressively during treatment. Faith is helpful for acceptance of the diagnosis, and families play a key
role in the support of the patients. An open discussion involving all members of society is necessary to attain a better
understanding of this issue and to promote timely disclosure of a cancer diagnosis.
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INTRODUCTION to patients and their families. Unfortunately, too many
patients leave their consultations with an insufficient un-
The announcement of a diagnosis of cancer is difficult for derstanding of their situation, diagnosis, and prognosis*.
physicians, patients, and their families alike!. However, as Physicians have difficulty breaking bad news for many
mostin the medical community now agree?3, every medi- reasons. Research shows that those who feel insufficiently
cal profession must give bad, sad, and difficultinformation trained in communication skills experience significantly
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higher levels of distress when faced with patient suffer-
ing®. Another concern is how the bad news will affect the
patient®. Physicians also consider breaking bad news to
be an unpleasant task, because they do not wish to take
hope away from their patients. They might be fearful of
the patient’s or family’s reaction to the news, or uncertain
about how to deal with an intense emotional response®.
Other reasons that physicians tend to avoid disclosing
the truth to cancer patients include lack of time, desire to
avoid painful discussions, an overly optimistic view of the
effectiveness of current therapies, and collusion between
physicians and patients’.

Parties to the communication process include phy-
sicians, nurses, families, and the patients themselves?.
Culture and religious beliefs play a major role with respect
to the influence of each party®. In Western countries, phy-
sicians are less likely to withhold unfavourable informa-
tion from the patient at the family’s request'?; in Middle
Eastern countries, the patient is not autonomous!'!, and
physicians tend to address the family before disclosing
any hurtful truth to the patient. But regardless of culture
and origin, several studies have shown that 50%-90% of
cancer patients want all possible information, both good
and bad'?715, Optimal delivery of bad news is, in turn, as-
sociated with increased patient satisfaction* and better
adjustment to cancer*5,

Disclosing a cancer diagnosis and the associated
prognosis is a recurrent subject in Western countries. The
growing interest in this area has therefore led to the pub-
lication of guidelines intended to help clinicians with this
critical task®16-18, By contrast, specific data of this kind for
Middle Eastern medical communities is lacking. Moreover,
Lebanese doctors and nurses dealing with cancer patients
have not been exposed to formal training in medical ethics
and breaking bad news. Given those factors, we conducted
a survey whose main goal was to investigate the attitudes
of patients, their families, and their physicians in Lebanon
about the disclosure to patients of a cancer diagnosis and
prognosis. The secondary objectives were to highlight the
interest of patients in Lebanon (as a representative country
of the Middle East) for knowing their true diagnosis, to define
anappropriate method of disclosing diagnosis and prognosis
in aMiddle Eastern community, to describe the factors that
couldhelpinrevealing the truth, and finally, to discuss what
would help patients to accept their cancer diagnosis.

METHODS

Study Design

A cross-sectional survey was conducted over 12 months
in two major hospitals in Lebanon. Neither institution has
guidelines about the disclosure of a diagnosis or prognosis
of cancer.

Target Population

All parties involved in the communication process—and
therefore involved in the disclosure of a patient’s diagnosis
or prognosis—were targeted. All oncologists affiliated with
the Lebanese Order of Physicians were also addressed. An
initial convenience sample of 362 subjects (65 oncologists,
100 nurses, 90 cancer patients, and 107 family members
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or friends) was collected. Before the subjects were inter-
viewed, the purpose of the study was communicated, and
verbal consent was obtained, with assurance of autonomy
and anonymity in survey responses.

Survey Tool

In the absence of guidelines for the disclosure of cancer-
related information in Middle Eastern countries, we
developed a self-report questionnaire composed of 29
multiple-choice questions (Table 1) based on validated
questionnaires described by Baile ef al.'”. Questions were
formulated based on a thorough review of earlier studies
published in Europe, Asia, and the United States con-
cerning disclosure of a diagnosis or prognosis to cancer
patients!'-13. However, for some sensitive questions and
topics, we took into consideration the specificity of Middle
Eastern culture and beliefs—for example, the influence of
religion and faith in disclosing a cancer diagnosis, and the
role of friends and family in decision-making.

Survey responses were collected from patients in
hospitals; from oncologists by direct questioning, e-mail,
and courier; from families in hospital; and from nurses in
hospital oncology departments.

The questionnaire was developed in Arabic (the moth-
er tongue in Lebanon), simplified because of the diverse
socio-demographic backgrounds of the participants and
toreduce bias and the incidence of unanswered questions.
Some questions were addressed to all participants; others
were specific to the category of each participant. Depend-
ing on the question, participants had to either write short
answers or mark checkboxes.

Data Collected
The questionnaire had five sections:

Demographic variables: Date and place of birth, sex,
education level, and profession were collected from
all participants.

Level of information about cancer: This series of
questions was addressed to all participants involved
in the truth-telling process. However, it was obvious
that question 5, “Do you have information on cancer?
And how,” was not addressed to physicians. The data
gathered in this section included information about
cancer and the source of that information; disease
curability; disclosure of the diagnosis to patients; the
role of faith; acceptance of the truth by family, friends,
and physicians; the patient’s reaction after knowing
the truth; factors thathelp to accepta cancer diagnosis;
theimportance of disclosing; the actual diagnosis and
treatment side effects; ease of communication with the
cancer patient (depending on awareness or unaware-
ness of the diagnosis); and the percentage of patients
who know their diagnosis.

Specific questions for patients aware of their diagnosis
Specific questions for nurses

Specific questions for physicians

Statistical Analysis
Descriptive statistics are used to describe the general
profile of the four categories of participants (oncologists,
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TABLE1 Questionnaire (translated from the Arabic)

General questions

1 Date of birth:

District:

Province:

2 Gender
O Male [0 Female
3 Education
O llliterate
O Primary/intermediate
O Secondary
OO University or higher
4 Employment status

O Employed O Unemployed

Level of information on cancer

5 Do you have information about cancer?
O Yes O No
If yes, from whom did it come:
O The media?
O Cultural meetings?
O The physician?
O The nurses?
O A personal experience?
6 Is it possible to recover from cancer?
O Yes O No
If yes, what is the possibility?
O Lessthan 10% O 10%-50%
7 Do you prefer that a patient be told he has cancer?
O Yes O No O I do not know
If yes, why?
O To better organize their life
To help the course of treatment

O
O To improve the relationship with the family
O

To avoid living an illusion
(know your enemy: knowing the disease makes
the patient stronger)

O To obtain several medical opinions

If no, why?

O Knowing the truth has a negative effect
O To avoid changing everyday life

O To avoid pity from others

[0 Because there is no treatment or healing

O More than 50%

10

11

12

13

What do you think is the hardest for a cancer patient?

O
O
O
O

Pain
Fear
Pity of others

Other:

Do you think religious faith plays a role in accepting the disease?

O

Yes O No O Ido not know

Do family and friends play a role in helping the patient to accept
the disease?

O Yes O No O Ido not know

How?

O Through moral support

O Through material support

[0 Assistance in treatment (choice of hospital, physician, ...)
O Help in communicating with the physician

In your opinion, what is the most common reaction of the patient
when hearing the truth?

O
O
O
O
O

Anger

Fear

Perplexity

Acceptance and contentment

Other

Are the following factors important and helpful to accept the

disease?

O oooooad

Support of friends and family

Relationship between physician and patient
Relationship between patient and nursing staff
Faith

Quality of treatment

Location of treatment

Knowing that the patient will be cured

Do you think that the personality of the physician has a positive
impact on accepting the disease?

O Yes O No O 1do not know
How?

[0 Positive psychological influence of the physician
O Feeling of conviviality with the physician

O Education and knowledge of the physician

O Spiritual influence of the physician

O All of the above
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TABLE |

Continued
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14

15

16

Do you think it is necessary to give patients information about
their illness and the results of tests and treatments?

O Yes O No O Ido not know
O Sort of O Other
When?

[0 Before treatment
O During treatment
O After treatment

Which is easier, dealing with patients who know about their
disease or who do not know about their disease?

O Knows O Does not know

In your opinion, how many patients know about their disease?
O None

O Fewer than 50%

O More than 50%
O

All patients

For nurses

21

22

If patients ask you a question about their treatment and they are
unaware of their disease, do you tell them the truth?

O Yes O No O I do not know

If your answer is no, to whom you refer the matter?
O The physician

O Another nurse who has more experience

O A family member
O

Other:

For physicians

For patients who know about their disease

17

18

19

20

Who told you the truth?
Physician

Nurses

Parents or friends

Coincidence

Oo0Oooad

Intuition

When did you know the diagnosis?
[0 Before treatment

O During treatment

[0 After treatment

If you knew the truth by yourself, what are the symptoms that
pushed you to discover the truth?

O Hair loss
O Effects on the digestive system
O Dry mouth
O Feeling tired
O Other

Do you regret knowing the truth?

O Yes O No

If yes, why?

O Anxiety O Fear O Despair O Other
If no, why?

O Organize life in a better way
O Seek multiple medical opinions

O Other

23

24

25

26

27

28

29

In which stage of disease progression do you prefer to inform
the patient about the truth?

O Immediately after confirmation of the diagnosis

O During treatment

O After treatment

[0 At the patient’s request

To whom you resort in the first stage to deliver the diagnosis?

O Patient OO0 Parents O Friends

What are the standards adopted in delivering the diagnosis?
Age of the patient

Educational background of the patient

Seriousness of the disease (curable or not)

Desire of parents
Faith

O

O

O

[0 Stage of the disease
O

O

O Other

What are the obstacles that you encounter when you tell the
truth?

[0 Psychosomatic consequences for the patient
O Family’s opposition to informing the patient
O Fear of not following the treatment

[0 Evasion of the burden of pain

O Other

Do you tell the patient about the diagnosis?

O Directly O Progressively

Do you change the way you interact with the patient depending
on the patient’s condition?

O Yes O No
Do you tell the whole truth about healing?

O Inall cases [0 In some cases (curable, incurable)
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nurses, cancer patients, and their families and friends)
and to describe the patterns of information disclosure. Bi-
variate chi-square analysis was used to test the differences
between participant groups with respect to disclosure of
information about cancer to patients and to examine the
determinants of information disclosure. The Fisher exact
test was used in cases of small numbers. The significance
level was set at 5%, and p values of observations were
two-sided. The statistical analysis was carried out using
the SPSS software application (version 16.0 for Windows:
SPSS, Chicago, IL, U.S.A.)

Ethics Considerations

The study was approved by the ethics committees of the
participating institutions. The nature and purpose of the
study were explained to all participants. It was emphasized
that participation was voluntary and that the interview
could be stopped at any time. Verbal consent was obtained
before adult participants were interviewed, respecting their
autonomy and anonymity. Verbal consent and completion
of each patientinterview were witnessed by the physicians,
the nursing staff, and the family members. We included a
mechanism for tracking participants who were approached
about the study and who provided verbal consent. The
studyresults arereported in aggregate. The ethics commit-
tees considered this observational study to be aless-than-
minimal-risk study given that participants were exposed to
no known physical, emotional, psychological, or economic
risk, and no special populations (for instance, minors,
prisoners, pregnant women) were involved. The survey
required no specific consultation or invasive procedures,
and no administration of any investigational product was
involved. The study did not affect the clinical management
of the patients. The ethics committees therefore approved
the consent procedure as already outlined.

RESULTS

Response Rates

During the 12-month study period, 362 individuals were
approached for study participation on a “first-come” basis
during the study period, and 343 agreed to participate.
Cancer patients constituted 25% of the people approached
(n =90) and 26% of the participants (n = 90); oncologists
and other specialists constituted 18% of the people ap-
proached (n = 65) and 13% of the participants (n = 46).
Reasons for refusal to participate in the survey included
anxiety and alienation from society for the patients, and
time constraints for the physicians. Response rates among
nursesin the oncology and other departments, and among
the family and friends of patients were both 100% (n = 100
nurses, and n = 107 family or friends).

Demographic Variables

The age of the participants ranged from 21 to 79 years.
Table 11 summarizes the demographic characteristics of
all participants.

Level of Information on Cancer
Having information about cancer was reported by 82% of
patients, their families, and their friends, and by all the

nurses. Their sources of information were the media (66%
and 9% respectively), cultural meetings (12% and 20%),
personal experience (11% and 9%), physicians (8% and
20%), and nurses (4% and 42%).

In response to the question concerning the curability
of cancer, 92% of the patients and their families, 44% of
the nurses, and 87% of the physicians considered cancer
to be curable. When they answered “yes” to curability,
participants were asked to choose a curability rate. Beliefs
about the rate of curability varied considerably. Some par-
ticipants—51% of patients and their families, 47% of nurses,
and 16% of physicians—thought that the likelihood of
cure was less than 10%. Others—18% of patients and their
families, 33% of nurses, and 16% of physicians—thought
that 50% of cancers were curable.

In regard to preferences about disclosing a cancer
diagnosis, we observed no statistically significant differ-
ences between the four participant groups, with 84% of
participants overall reporting that they preferred truthful
disclosure of a cancer diagnosis to the patient. Table 11
shows the reasons for disclosing or concealing the truth.
The participants who preferred revealing the diagnosis
differed significantly with respect to the 5 possible reasons
for disclosure (p = 0.003); they did not differ significantly
about the 4 possible reasons for concealment.

By contrast, 89% of participants overall were against
giving detailed information about the disease to the pa-
tient. However, significant differences between the groups
were evident, with families and friends of cancer patients
being more in favour than the other groups of withholding
details (20% of nurses, 10% of physicians, 7% of patients,
and 5% of families; p = 0.006, Table 111). Moreover, where
59% of patients considered that disclosure would be ap-
propriate before treatment, 50% of families and friends
preferred disclosure after treatment. Nurses and physi-
cians were equally favourable to disclosing the diagnosis
to patients during treatment (52%).

We also compared participant answers about the most
difficult issues for cancer patients to confront. Our find-
ings revealed that fear was the most difficult issue (63%),
followed by pain (29%), pity (8%), and death (1%), with no
statistically significant differences between the answers
given by the participant groups (Table 111).

Anonsignificant difference of opinion about the role of
religionin the acceptance of illness between the participant
groups emerged (69% of patients and their families and
friends, 51% of nurses, and 86% of physicians). Responses
about the role of family were similar, with 74% of patients
and of families, 57% of nurses, and 86% of physicians stat-
ing that family helped patients to cope with the impact of
a cancer diagnosis. In that context, all groups agreed that
role of family implied helping with communication with
the oncologist (14%), choosing the hospital for treatment
and the physician (18%), providing material support (23%),
and providing moral support (44%).

We also observed nonsignificant differences between
the participant groups with respect to reaction to knowing
the diagnosis. Comparing the reactions of nurses with the
reactions of patients and family members, “perplexity”
was the most common reaction in the patient and family
groups (35% for nurses), followed by fear at 33% (28% for
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TABLE Il Demographic characteristics by participant group
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Characteristic

Participant group [n (%)]

Physicians Nurses Patients Family and friends Total?

Sex

Men 38 (90.5) 30 (30.3) 21 (23.9) 66 (62.3) 155 (46.3)

Women 4(9.5) 69 (69.7) 67 (76.1) 40 (37.7) 180 (53.7)
Education

Illiterate — — 13 (15.3) 6 (5.7) 20 (6.0)

Primary or intermediate — — 38 (44.7) 29 (27.4) 70 (20.9)

Secondary — — 24 (28.2) 36 (34.0) 77 (23.0)

University or higher — — 10 (11.8) 35 (33.0) 168 (50.2)
Employment status

Employed 5(21.7) 95 (96.0) 21 (27.33) 65 (62.5) 186 (61.4)

Unemployed 18 (78.3) 4 (4.0) 56 (72.7) 39 (37.5) 117 (38.6)

2 Because of missing data, does not always add to 343.

nurses), anger at 22% (14% for nurses), and acceptance
at 2% (14% for nurses). Physicians reported that cancer
patients express mainly fear (57%) and said that no one
accepts the truth.

Inlookingat factors correlated with acceptance of the
diagnostic truth, patients and their families thought that
the quality of treatment played the most important role in
facilitating acceptance (37%), followed by familial support
(29%), and religion (16%). Additional factors included the
patient-physician relationship (14%), the patient-nurse
relationship (11%), the location of treatment (11%), and
finally, the curability of cancer (10%). All the aforemen-
tioned factors were considered equally important by 29%
ofthe nurses. Among physicians, cancer curability, the pa-
tient-physician relationship, and familial support were the
most important factors in accepting the truth (29% each).

Overall, 71% of patients and their families, 57% of
nurses, and 86% of physicians reported that the personal-
ity of the physician has a positive effect on acceptance of
a cancer diagnosis. All participants said that the psycho-
logical influence of the physician played the greatest role
inacceptance (42%), followed by the spiritual influence of
the physician (17%), the education and knowledge of the
physician (17%), and a sense of conviviality (12%).

The survey showed that 77% of all participants agreed
that communication would be easier when the cancer
patient is aware of the diagnosis. Finally, 62% of all par-
ticipants estimated that fewer than 50% of patients are
aware of their diagnosis, with significant group differences
between the answers: 72% for nurses, 66% for family and
friends, and 39% for physicians (p = 0.001, Table 111).

Specific Questions for Patients Aware of Their
Diagnosis

The survey showed that 62% of patients were informed of
their diagnosis by their physician, 16% knew by intuition,
11% were told by family or friends, and 11% found out by
chance. With respect to the timing of diagnosis disclosure,

63% of patients knew that they had cancer before starting
treatment, 36% found out during treatment, 1% were in-
formed about their cancer diagnosis after treatment start,
and 47% spontaneously discovered the truth because of
fatigue, alopecia (33%), and dry mouth (20%). Importantly,
most patients (93%) did not regret knowing the truth. In
fact, it helped 80% of them to better organize their lives.
For 10%, knowing the truth was essential in seeking to
obtain several medical opinions. Feelings of despair, fear,
and anxiety were the main reasons given by patients for
regretting being aware of their disease.

Specific Questions for Nurses

None of the nurses disclosed the cancer diagnosis to
patients who were unaware but who asked about their
disease. Interestingly, 23% of the nurses did not know
whether they would inquire about their diagnosis in simi-
lar circumstances. Overall, nurse participants said they
would delegate disclosure to the physician (56%), to amore
experienced nurse (25%), or to the patient’s family (19%).

Specific Questions for Physicians

When asked about the timing of disclosure, 72% of physi-
ciansreported revealing the diagnosis immediately after
confirmation. Another 15% informed the patient only
when specifically asked, and the remaining 13% informed
the patient during the course of treatment. Overall, 60%
of physicians reported disclosing a cancer diagnosis first
to the parents of the patient; 40% first disclosed it to pa-
tients themselves.

The main factors influencing disclosure of the diag-
nosis were the patient’s educational background (60%)
and age (33%). Other factors—such as the family’s wish,
religion, and stage of the disease—were also considered
(2% each). Notably, physicians can face several obstacles
when disclosing a cancer diagnosis. Specifically, they worry
equally about the psychosomatic consequences of the news
(50%) and family opposition to informing the patient (50%).
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TABLE 11l Disclosure of information about cancer and related variables by participant type

Variable Participant group [n (%)]
Physicians Nurses Patients  Family and friends Total p Value?
Disclosure preference 0.121
Yes 38 (82.6) 84 (87.5) 79 (87.8) 82 (76.6) 283 (83.5)
No/do not know 8 (17.4) 12 (12.5) 11 (12.2) 25 (23.4) 56 (16.5)
Reasons for disclosing 0.003
Better organize remaining life 28 (73.7) 52 (57.1) 34 (44.2) 35 (42.7) 149 (51.7)
Help the course of treatment 9 (23.7) 27 (29.7) 15 (19.5) 24 (29.3) 75 (26.0)
Improve family relationships 0 (0.0) 0 (0.0) 4 (5.2) 2 (2.4) 6 (2.1)
Avoid living an illusion 1(2.6) 11 (12.1) 20 (26.0) 16 (19.5) 48 (16.7)
Take several medical opinions 0 (0.0) 1(1.1) 4 (5.2) 5 (6.1) 10 (3.5)
Reasons for not disclosing 0.060
Negative effect of knowing the truth 4 (66.7) 7 (53.9) 3(42.9) 14 (73.7) 28 (62.2)
Avoid changing everyday life 2 (33.35) 5 (38.5) 0(0.0) 2 (10.5) 9 (20.0)
Avoid pity from others 0(0.0) 0 (0.0) 2 (28.6) 3 (15.8) 5111
No treatment or healing is available 0 (0.0) 1(7.7) 2 (28.6) 0 (0.0 3(6.7)
Detailed information about the disease given 0.006
Yes 3 (6.5) 10 (10.0) 4 (4.6) 21 (19.8) 38 (11.2)
No 43 (93.5) 90 (90.0) 84 (95.5) 85 (80.2) 302 (88.8)
Hardest for the patient to confront 0.174
Pain 15 (32.6) 34 (34.0) 28 (31.5) 19 (18.1) 96 (28.2)
Fear 29 (63.0) 61 (61.0) 53 (59.6) 71 (67.6) 214 (62.9)
Pity of others 2 (4.3) 4 (4.0) 7 (7.9) 13 (12.4) 26 (7.6)
Other (death) 0(0.0) 1(1.0) 1(1.1) 2 (1.9) 4(1.2)
Estimation of patients aware of their diagnosis 0.001
Fewer than 50 18 (39.1) 71(71.7) 49 (56.3) 71 (66.4) 209 (61.7)
More than 50 28 (60.9) 28 (28.3) 38 (43.7) 36 (33.6) 130 (38.3)
2 Values in boldface type are significant at the 5% level.
Furthermore, 9% of physicians reported directly inform- DISCUSSION

ing their patients about their disease; the remaining 91%
reported progressive disclosure. Physicians also reported
that they communicated with all patientsin the same way,
regardless of the curability of the cancer.

Socio-demographic Variables and Cancer Truth
Disclosure

With respect to the socio-demographic variables of the
participants, only employment (p = 0.001) and education
(p = 0.002) were significantly related to truth disclosure.
Employed patients were more in favour of the truth about
cancer being disclosed (90% versus 74% among those not
employed. The preference for disclosure also increased
with the education level of the patient. A preference in
favour of revealing the diagnosis rose from 70% among
illiterate participants, to 73% of those with a primary or
intermediate education, 84% of those with a secondary
education, and 91% of those with a university degree.

Disclosing the truth about a cancer diagnosis to a patient
cannever follow a standard procedure; it depends on many
cultural elements. Factors such as socioeconomic status,
education, spoken language, geographic area, urban orru-
ral context, religion, sex, occupation, and disability define
each culture®®. As reflected in our survey, Lebanese and
Middle Eastern cultures have specific beliefs and values,
withreligion, family, and the relationship to the physician
playing major roles. Cultural competence is therefore es-
sential for communicating a diagnosis in our setting, and
awareness of this Middle Eastern specificity among the
oncology professionals is presupposed'.

Culture is not static, and like the beliefs and values
surrounding many practices, the beliefs and values about
disclosure ofa cancer diagnosis are changing. The authors
of a cross-sectional survey that used a modified version
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of a questionnaire by Novack et al.?° to sample 212 physi-
cians practicing in Beirut in 1996 reported that only 47%
usually disclose the truth about a cancer diagnosis to
patients. Patient-related factors (age, education, patient’s
desire to know the diagnosis, compliance jeopardized)
were essential in determining their decision to disclose the
truth (p < 0.05)%!. However, in another study that aimed to
evaluate changes in the attitude to cancer disclosure after
introduction of a course on medical ethics in a medical
school’s education program, a large majority of the 70
students surveyed at two time points (84% in 1995, 86% in
1998) preferred to disclose the cancer diagnosis directly to
the patient??. Similarly, our study shows that 83% of oncol-
ogy professionals and other specialists in Lebanon favour
disclosing information about a diagnosis or prognosis to
their patients. However, only 40% of the physicians reveal
the truth to the patients themselves, and just 9% disclose
the information immediately.

Despite opinion in favour of disclosure being common,
partial disclosure ornondisclosure is stilla common practice
in Lebanon and Middle Eastern countries, where the culture
is centred on family and community values'®. This cultural
context makes the physician’s position on truth disclosure
more sensitive. Qur study revealed that 80% of the relatives
and friends of cancer patients in Lebanon are not in favour of
revealing detailed information about the disease. Physicians
and oncology professionals are aware of this factor and try to
adapt their communication out of respect for each patient’s
context. In fact, before disclosing any cancer diagnosis, 60%
of physician first address the parents of the patient for a
“greenlight,” informing the family about a cancer diagnosis
before informing patients themselves.

Honesty matters to patients, who need it because they
are ill, vulnerable, and burdened with pressing questions
that require truthful answers. Not telling the truth in the
physician—patient relationship requires special attention,
because today, more than ever, patients might experience
serious harmifnot told the truth. Butharm can also result
from telling the truth about death or a dreaded diagnosis.
Harm might be rare, but it must still be guarded against.
Consequently, truth-telling must be sensitive to the clinical
context and must consider the patient’s personality, clini-
cal history, and cultural and societal background. Indeed,
our study found that all participants reported fear to be a
major concern of cancer patients, followed by pain, pity,
and death. Our findings highlight the negative emotional
impact of a cancer diagnosis on patients in our society.
Physicians might therefore be fearful of the patient’s reac-
tion to the news and might find communication about a
cancer diagnosis difficult. Nonetheless, the physician who
tells a dreadful truth must do so at a particular time, and
in a particular way, because cancer truth disclosure must
be matched with many cultural and emotional nuances,
such as pain and pity.

Physicians must not lie to their patients, but they cur-
rently tend to address the family before disclosing a cancer
diagnosis to the patient. Thatapproachisimportant, because
in our society, familial support plays a major role in helping
patients cope with a cancer diagnosis?®. The authors of a
previous qualitative study in Lebanon highlighted the need
to shift from a paternalistic approach to patient-centered
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care?*, which can help to promote the patient’s autonomy.
Controversially, family opposition to informing the patient
is one of the obstacles that prevents 50% of physicians from
telling the truth to patients. Thus, the first level of attitude
change concerns the physicians themselves.

In certain cultures (such as the Middle Eastern cul-
ture), cancer is a “bad word”!®. Thus, when addressing
patients, the right words must be carefully chosen. Indeed,
in addition to family influence, the second obstacle that
prevents physicians from disclosing the truth to their
patients is their concern about the psychosomatic con-
sequences flowing from the metaphorical implications of
the word “cancer” in the patient’s mind. Of the physicians
surveyed in our study, 68% did not disclose the truth to their
patients “knowing that it will have a negative effect.” In
contrast, two studies in Greece revealed that 89% of Greek
oncologists acknowledged information to be beneficial
to the professional’s good therapeutic relationship and
peacefulness, the patients’ good therapeutic relationship,
and better palliation and support?>26. Those studies also
showed thatareduction in anxiety, increased satisfaction,
and improved compliance by patients are recognized ben-
efits of information provision?52,

Accepting a cancer diagnosis is hard for any patientin
any culture, but physicians should acknowledge that about
88% of their patients are in favour of knowing the reality of
their diagnosis. The authors of a qualitative interview study
performed in 2005 in Lebanon found that communication
was an important part of the disease trajectory and that
patients considered it their right to be told the truth about
their condition?4?7,

It is therefore time to start considering the autonomy
of cancer patients in Middle Eastern communities; they
need to be the first line of communication for physicians
when it comes to truth disclosure. The truth is essential for
patients to be able to better organize their lives (44%) and
to avoid living an illusion (26%). Timing is also an impor-
tant factor to consider in this context, because revealing a
cancer diagnosis is preferred before the start of treatment
by 59% of patients and immediately after confirmation of
the diagnosis by 72% of physicians.

CONCLUSIONS

Western bioethics tends to rely on a narrow understanding
ofindividual autonomy thatis based on anideal concept of
rational people who are capable of making the best choices
for their own life and health and who are free to enact
their choices. That view ignores the fact that people are
immersed in a web of relationships and connections with
other people'. In Middle Eastern medical communities,
health care providers must also incorporate the role and
influence of family and friends whenever a cancer diagnosis
has to be revealed to a patient. Given the findings in our
survey, we recommend that cancer patients should be in-
formed about their true diagnosis and exam results before
starting treatment. Communication methods should be the
same regardless of cancer type, curability, or the country of
residence of the patient. In fact, physicians should always
consider the cultural background of the patient regard-
less of place of residency, even when the patient lives in a
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Western society. Although Lebanese society is becoming
more aware of cancer because of awareness campaigns,
both Western and Middle Eastern physicians should con-
sider the emotional impact of a diagnosis on the patient.
Moreover, we recommend that physicians and medical
staffinvolved in the care of cancer patients be flexible when
breaking bad news, because a “one size fits all” approach
is not appropriate. Finally, we strongly encourage formal
training in breaking bad news, because such training is
designed to enhance the performance of physicians and
other health care providers. We also encourage training
for nursing personnel in oncology settings because those
professionals often play a keyrole in helping cancer patients
and their families to cope with a cancer diagnosis.
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