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ross-cultural encounters between patients and physicians are now commonplace. Al-
though increasing attention has been given to cultural issues in clinical medicine,
there has been little discussion of cultural differences presenting as ethical dilem-
mas. We report four cases in which such differences led to requests for ethics con-

sultations. In analyzing these cases, we identify four elements that are essential for successful reso-
lution of such dilemmas: (1) an ability to communicate effectively with patients and their families;
(2) a sufficient understanding of the patient’s cultural background; (3) identification of culturally
relevant value conflicts; and (4) a willingness to pursue discussion of the ethical dilemma until a
compromise is reached or an otherwise satisfactory resolution of the problem is achieved. We con-
clude with several practical guidelines for clinicians facing ethical dilemmas in cross-cultural in-
teractions with patients.

In our pluralistic society, cross-cultural en-
counters between patients and physicians
have become routine. In recent years, the
number of physicians practicing medicine
in ethnically diverse social settings has in-
creased significantly.! In these interac-
tions, patients or their physicians may rep-
resent ethnic minority groups, immigrants,
or refugees. Moreover, such encounters oc-
cur not only in urban and metropolitan ar-
eas” but also in rural settings.*

Culture refers to the complex range
of beliefs, values, and attitudes shared and
perpetuated by members of a social group.®
In the context of health care, an individu-
al’s cultural heritage provides an interpre-
tive framework for perceptions of illness
and wellness and the organization of treat-
ment modalities. Patient groups of vari-
ous ethnic backgrounds have been shown
to vary in regard to pain response.® per-
ception and interpretation of symp-
toms,” access to care and follow-up,'® and
compliance.'"!?
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Attention has been given recently to
cultural diversity and ethical issues sur-
rounding health care.’*'¢ This small but
growing literature has explored a num-
ber of issues, including the international
application of research ethics,'”"* disclo-
sure of medical information,**?* in-
formed consent,**?” the role of the fam-
ily,”® limitation of treatment,”* and critical
care.’! Notably absent from the literature
are discussions of the impact of cultural
diversity on clinical ethics consultations.

During the past decade, ethics con-
sultation services have become available in
awide range of health care settings.***> An
important goal of these services is to sup-
port collaboration between patients, fami-
lies, and health care professionals in iden-
tifying, analyzing, and resolving moral
dilemmas that arise at the bedside.*** When
the dilemma involves differences in cul-
tural values, the consultant may actasa cul-
tural interpreter or “translator,” facilitat-
ing recognition of significant conflicts
regarding cultural values.

In this article, we report four cases in
which cross-cultural differences between the
patient and practitioner led to a clinical eth-
ics consultation. In these cases, physicians
represent dominant Western culture and pa-
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tients represent non-Western tradi-
tions and values. We argue that four
elements are essential in success-
fully resolving moral problems in
cross-cultural patient care: (1) an abil-
ity to communicate effectively with
patients and their families; (2) a suf-
ficient understanding of the pa-
tient’s cultural background; (3) iden-
tification of culturally relevant value
conflicts; and (4) a willingness to pur-

.sue discussion of the ethical di-
lemma until a compromise is reached
or an otherwise satisfactory resolu-
tion of the problem is achieved. The
cases are analyzed along these dimen-
sions. Finally, we offer practical guide-
lines for clinicians facing ethical di-
lemmas in cross-cultural interactions
with patients.

REPORT OF CASES

CASE 1

A 31-year-old gypsy woman of East-
ern European ancestry had surgery
for a perforated appendix and sub-
sequent surgery for abscess forma-
tion. Three weeks after surgery she
experienced multisystem organ fail-
ure. When her relatives were told
that she was dying, they insisted that
the multiple surgical drains be re-
moved. The surgeon was unwilling
to do this because it would likely
hasten her death. An ethics consul-
tation was requested.

Attending the ethics confer-
ence were the patient’s surgeon and
primary physician, the bedside
nurse, and other members of the
health care team, as well as mem-
bers of the patient’s family, the gypsy
“tribal chieftain” (as he called him-
self), and the ethics consultant. The
consultant learned that this gypsy
tribe believed that if a person had un-
natural holes in the body at the time
of death, the soul could escape and
be forced to wander without a place
to reside. They further believed that
this was a fate worse than death.

Once their concern was under-
stood, it was possible to negotiate an
agreement. Surgical instruments
were kept by the bedside so that if
and when she was pronounced dead,
the drains could be removed imme-
diately and the drain sites could be
sutured. She lived for another 4 days
with continued life-prolonging treat-

ment. When her heart did not re-
spond to resuscitative attempts, her
physicians immediately removed the
drains and closed the sites. Mem-
bers of the patient’s extended fam-
ily and tribe appeared to be satis-
fied with her care.

CASE 2

An elderly Korean couple was in-
jured in an automobile accident
while visiting relatives in Califor-
nia. The woman recovered quickly,
but her husband was hospitalized for
several weeks with multiple inju-
ries and respiratory failure. When it
was clear to his care team that he was
suffering from his protracted treat-
ment and was not going to recover,
they discussed with the patient’s wife
the possibility of withdrawing life
support. She was unwilling to con-
sent to this, and an ethics consulta-
tion was requested.

The ethics consultant held a
meeting with the patient’s wife, the
primary nurse, and a Korean trans-
lator (a physician who was born in
Korea but educated in the United
States). The patient’s wife appeared
to understand his grave prognosis,
but she was still unwilling to con-
sent to any limitation of treatment.

Later, in talking with the pas-
tor of the Korean church where the
wife’s relatives were members, the
consultant learned that in Korean cul-
ture, women do not make medical de-
cisions for their husbands. This is
viewed as the duty of the oldest son.

The oldest son had visited his
father in the hospital but had re-
turned home to Korea. When
reached by telephone, the son gave
authority to his mother to make
treatment decisions for his father,
but insisted that she seek counsel
from their pastor and follow his ad-
vice. Life support was continued for
another 3 weeks on the pastor’s rec-
ommendation, and the patient was
given increased analgesia. Aggres-
sive care was continued, but he died
of further pulmonary complica-
tions that were untreatable.

CASE 3
A 36-year-old Samoan agricultural

worker (incorrectly identified in the
medical chart as “Filipino™) devel-

oped Cryptococcus meningitidis in-
fection, with sudden blindness and
obtundation. He responded slowly
to intravenous administration of am-
photericin B. Near the end of the
6-week course, however, he suf-
fered a severe cerebrovascular acci-
dent, and his family requested dis-
charge so they could use traditional
therapies, including topical leaves
and lotions and an oral herbal mix-
ture. His physicians were reluctant
to allow him to go home, recogniz-
ing that his only chance for sur-
vival was with the continued use of
intravenous antibiotic therapy.

An ethics consultation was re-
quested, and a meeting was held
with family members, the health care
team, and the ethics consultant. Dis-
cussion with the patient’s family re-
vealed their concern that they had
failed in their obligation to use tra-
ditional treatment for his condi-
tion, rather trusting in Western
medicine, which now appeared to be
failing. A compromise was reached
that was acceptable to everyone. The
patient would stay in the hospital to
receive conventional Western medi-
cation and his family would bring
and apply their topical treatments,
but they agreed to forgo their inter-
nal herbal therapy when the attend-
ing neurologist was very reluctant to
authorize its use.

The patient showed alternat-
ing minimal improvement and sig-
nificant deterioration during the next
32 months, but never had signifi-
cant neurological improvement. He
died while plans were being com-
pleted for him to be discharged
home, where he was to continue tak-
ing oral medications.

CASE 4

A 76-year-old Mexican man had
been receiving outpatient radiation
and chemotherapy for 2 years for a
lymphoma. Progression of his dis-
ease led to his first hospitalization
during which he was under the care
of a new team of physicians. His fam-
ily told the admitting physician that
the patient did not know his diag-
nosis or the seriousness of his ill-
ness, and they asked that this infor-
mation be kept from him. The
physician was uncomfortable with
what he perceived to be a charade
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that would deny the patient his
“right to know,” so he requested an
ethics consultation.

The ethics consultant dis-
cussed the patient’s right to know
with the health care team. The point
was made that disclosing the truth
about serious illness to a patient is
a relatively new concept in medi-
cine that originated in the United
States and Canada in the 1960s.
Many cultures, including this pa-

"tient’s, retain a more paternalistic ap-
proach in which patients do not ex-
pect to be informed if their prognosis
is grave. They expect to be cared for
and protected from this bad news by
their physician and family.

Based on this new understand-
ing, the attending physician told the
family that he would not tell the pa-
tient any more than he wished to
know. The physician then asked the
patient if he had any questions about
his condition or his treatment. The
patient had none.

— T —

The application of Western-based
philosophical traditions to cross-
cultural moral dilemmas in medi-
cal care presents unique chal-
lenges. While Pellegrino* and others
argue that there is a prima facie ob-
ligation to respect cultural values,
expressions of tolerance and defer-
ence to views that are culturally dis-
sonant is especially difficult in bio-
medical settings in which
professionals and patients are un-
equally matched in status, power,
authority, and cultural expertise.
The cases reported reflect
worldviews different from main-
stream biomedical thinking. The
family of the Eastern European gypsy
had specific beliefs regarding an in-
dividual’s “spirit” and the treat-
ment of the dead body. The Sa-
moan family held divergent cultural
beliefs about appropriate healing
practices. The question of who has
decision-making authority arose in
the Korean case, and the problem of
telling the truth about an illness and
disclosure was addressed in the case
involving the Mexican family. Each
case calls attention to difficulties as-
sociated with maintaining the deli-
cate balance between professional
integrity—doing what appears sci-

entifically to be in the patient’s best
interest—and respectful compro-
mise in the face of differing cul-
tural beliefs or values.

The practice of bioethics is a
distinctly Western phenomenon, an-
chored in philosophical traditions
emphasizing the principles of be-
neficence, nonmaleficence, au-
tonomy, and justice.”* In discus-
sions of decision making in
medicine, social and cultural is-
sues have been relegated largely to
the background.”* However, re-
cent dissatistaction with the limita-
tions of the principle-based ap-
proach to medical moral dilemmas
has resulted in greater attention to
the importance of community and
interdependence.

Nevertheless, given the histori-
cal significance of individual rights
and self-determination in the domi-
nant US culture and in the micro-
culture of bioethics, it is not sur-
prising that in clinical ethics
consultation, a strong emphasis is
placed on patient autonomy.

We have identified four key el-
ements for successful negotiation in
cross-cultural situations.

EFFECTIVE
COMMUNICATION

Good communication, essential for
a strong patient-physician relation-
ship, depends on the physician’s ca-
pacity to be sensitive, attentive, and
understanding. Effective communi-
cation is important in all clinical set-
tings, but may take more effort and
time and may be difficult to achieve
when the relationship extends across
cultural boundaries. In addition,
miscommunication and misunder-
standings regarding medical treat-
ment are more likely to occur when
patients and physicians speak dif-
ferent languages.

Many hospitals and clinics have
lists of individuals available to as-
sist with translation, especially with
common foreign languages. While
translators provide crucial assis-
tance, they may not be conversant
in particular dialects. For this rea-
son and because of convenience,
family members may be used as
translators. Research on medical in-
terpretation, however, has shown
that there is a tendency for family

members to camouflage, exagger-
ate, or minimize information.**® For
example, a young bilingual girl dy-
ing of bone cancer often translated
for her family who spoke only Span-
ish. The family were shocked when
the young girl died; she had reas-
sured her family that she would be
going home.** A decision about
whether to use family members as
translators must be made on a case-
by-case basis. Occasionally, the situ-
ation cannot be avoided. In gen-
eral, however, nonfamily members
should be used when possible.

A translator was necessary in
only one of the cases reported. In this
instance, a US-educated Korean phy-
sician assisted in the interpreta-
tion, not a member of the patient’s
family. Ironically, the translator was
unable to identify the cause of the
wife’s distress about making treat-
ment decisions for her husband. It
was the family’s pastor who pro-
vided important cultural informa-
tion about decision making.

Language is only one dimen-
sion of effective communication. Be-
liefs about disclosure and telling the
truth about an illness may vary in
different cultural settings. This was
the issue in the case involving the se-
riously ill Mexican patient. Al-
though the patient’s “right to know”
has recently emerged as the norm in
Western clinical settings, individu-
als from non-Western cultures may
not share the proclivity to disclose
uncomfortable or distressing medi-
cal news. For example, the study by
Gordon™ of cancer treatment in Italy
demonstrates that, while attitudes
are changing, the dominant prac-
tice is nondisclosure. In contrast, the
analysis by Good® of the treatment
of cancer in the United States sug-
gests that oncologists view frank and
open discussions as essential in forg-
ing partnerships with their pa-
tients. When patients expect to be
told the truth, withholding infor-
mation may be viewed as a betrayal
of trust. Conversely, if patients ex-
pect family members and physi-
cians to be circumspect, telling the
truth about an illness might be ex-
perienced as an abandonment of the
healing relationship between pa-
tient and physician and the protec-
tive relationship between family
members.
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Divergent beliefs between prac-
titioners and patients about decision-
making authority in medical care may
also affect communication. When the
patient’s family is large, or when the
community is close and involved, it
may be helpful to identify one indi-
vidual to be the spokesperson for the
group. In the gypsy family described
in case 1, it was the tribal chieftain
who was clearly in charge of commu-
nication and decision making. In the
Korean family discussed in case 2, the
patient’s son was the designated de-
cision maker; it was the son who re-
quested that his mother defer to the
judgment of the pastor.

Identifying a proxy decision
maker is important in caring for any
seriously ill patient. It becomes es-
pecially important when the pa-
tient is from a culture in which the
tradition about the locus of deci-
sional authority differs signifi-
cantly from our Western focus on in-
dividual rights. The majority of non-
Western cultures have a more
communitarian perspective on the
issue of decision-making author-
ity. In such situations, tribal or re-
ligious leaders may play a signifi-
cant role in making major decisions.
If it is determined that the patient or
family seeks the wisdom of nonfam-
ily members in making decisions,
those individuals should be in-
cluded in discussions.

SENSITIVITY TO CULTURAL
BACKGROUND

In cross-cultural medical encoun-
ters, physicians, other health care
professionals, and patients may not
share the same belief in the tenets
of Western biomedical science.
Learning something about the pa-
tient’s cultural heritage represents a
first step toward increased aware-
ness of the patient’s health-related
beliefs and values. However, hospi-
tal admission demographic infor-
mation is only a starting point for
identifying the ethnic heritage of in-
patients. As demonstrated in the case
of the Samoan patient incorrectly
identified as Filipino, this informa-
tion may be inaccurate.

In the process of exploring a pa-
tient’s cultural heritage, it is vitally im-
portant not to rely on ethnic stereo-
types. Expecting all persons of a
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similar ethnic group to believe and act
in the same and predictable fashion
is inherently disrespectful and sim-
plistic. Moreover, it is not a solution
to the difficulties of cross-cultural in-
teraction. For example, while Span-
ish-language speakers may be able to
understand each other, individuals of
Central American, South American,
and Mexican-American back-
grounds have very clear ethnic iden-
tities. One Latino culture does not ex-
ist, just as one Anglo or white culture
does not exist. In addition, class, gen-
der, age, and other social differences
blur the distinctiveness of ethnic
backgrounds.

No individual clinician can be
familiar with the language, cus-
toms, and beliefs of the myriad cul-
tures represented by patients. In-
stead, clinicians should learn as
much as possible about the cul-
tural beliefs and practices of groups
of people who make up a signifi-
cant minority (or majority) of their
practice. Individuals from a pa-
tient’s culture who have lived in the
United States for some time may be
sufficiently bilingual and bicul-
tural to act as a resource for cul-
tural information. In addition, it may
be beneficial to identify one or two
individuals from the patient’s fam-
ily or community who are willing to
act as cultural informants. Consul-
tation and collaboration between so-
cial scientists, physicians, and medi-
cal ethicists is valuable but may not
be convenient or practical in many
clinical settings. However, efforts
should be made to find profes-
sional resources for culturally rel-
evant information at local colleges
or universities. Cooperation be-
tween professionals will facilitate
workable solutions to the increas-
ingly complicated moral realm of pa-
tient-physician relationships.

IDENTIFICATION OF
CULTURAL VALUE
CONFLICTS AND COURSES
OF ACTION

Identifying culturally based value
conflicts depends on successful ex-
ploration of relevant background in-
formation concerning the ethnic
heritage of the patient. Discovering
gypsy beliefs about death and the po-
tential for an individual’s spirit to es-
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cape from bodily wounds enabled
the consultant to clarify attitudes and
values necessary for resolving the
problem. In this case, the primary
value conflict focused on Western
and non-Western notions of appro-
priate care of the dead body to en-
sure a restful soul.

In the case of the Korean man,
treatment decisions were stymied
until it was learned who could make
decisions about the patient’s care.
Here, the ethics consultant drew on
information provided by the pastor
to identify value conflicts surround-
ing the locus of authority for deci-
sion making. The Samoan case calls
attention to the need for physicians
and ethicists to explore patient be-
liefs about the cause of the disease
and about patient views on suitable
remedies for treating specific prob-
lems. Finally, in the Mexican case,
value conlflicts were found to be an-
chored in Western and non-
Western views about telling the truth
about an illness and disclosure of
sensitive information.

A WILLINGNESS
TO COMPROMISE

The courses of action recom-
mended in these cases demonstrate
the importance of intellectual flex-
ibility and professional compro-
mise to reach a satisfactory solu-
tion to a moral conflict involving
different cultural perspectives. Main-
taining an unyielding and intrac-
table position may serve only to
stalemate the process; alienate a per-
haps already estranged patient or
family, and obscure essential infor-
mation concerning opportunities for
compromise.

Acceptable compromises were
reached in each case reported. The
moral dilemmas illustrated in these
four cases proved amenable to com-
promise between the courses of
action desired by the patients and
families and those preferred by the
physicians involved. The values of
biomedicine and the culturally
diverse values represented in these
cases were honored through
successful negotiation of therapeu-
tic choices. Thus, it appears that
respect for Western and non-
Western traditions was achieved.

But what if a compromise is not
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feasible? What if cultural differ-
ences prove to be insurmountable in
the context of achieving a resolu-
tion that is generally agreeable to the
parties involved? For example, what
if the Samoan family insisted on
implementing the patient’s oral in-
take of herbal preparations, an ac-
tion disapproved by the physician?
What if the physician was adamant
about informing the Mexican pa-
tient of the seriousness of his con-
dition? What if the gypsy tribe was
unwilling to have the surgical drains
left in place until the patient’s death?
In some cases, concessions and
compromise will not be possible.
The physicians and other members
of the health care team and the pa-
tient or family members may prove
to be resolutely attached to pursu-
ing a particular goal, one that is at
odds with the goals of others in-
volved. Ironically, as Crigger®* as-
tutely points out, clinicians and eth-
ics consultants may rely on the
normative principle of respecting a
patient’s (or surrogate’s) right to self-
determination to honor nonstand-
ard requests for treatment or to jus-
tify withdrawal from a patient’s care.
Engaging in the inevitable dis-
comfort of articulating moral differ-
ences is always a demanding exer-
cise. Deciding when the process of
engagement is no longer produc-
tive requires careful and thought-
ful consideration. Before abandon-
ing the negotiations, every attempt
should be made to keep all parties
involved in resolving the conflict.

RECOMMENDATIONS

In this article, we have focused on
moral dilemmas that arise in encoun-
ters between physicians represent-
ing the dominant Western biomedi-
cal culture and patients with
non-Western cultural backgrounds.
Taking care of patients from cul-
tures other than one’s own can be
challenging and time consuming. In
cross-cultural professional encoun-
ters, however, the time spent in de-
veloping a trusting relationship that
fosters clear communication and un-
derstanding may be more than re-
couped by the avoidance of con-
flicts or easier resolution of treatment
dilemmas. In almost all situations, the
extra time and effort will result in

more satisfied patients, families, and
professionals.

The following are specific rec-
ommendations that may help phy-
sicians and other medical profes-
sionals facing ethical problems when
caring for patients from other cul-
tures:

1. Communicate effectively.

e Allow more time for cross-
cultural communication.

e Make use of nonfamily transla-
tors when possible.

e Never make assumptions about
the patient’s cultural and ethnic
background and health care be-
liefs. Instead, ask questions of the pa-
tient and the patient’s family and
friends whenever possible.

2. Understand cultural differences.
e Learn as much as possible about
the cultural beliefs and practices of
groups with whom you have fre-
quent professional contact. Make sure
the information about ethnic origin
of the patient is correct. Country of
origin or first language spoken is not
necessarily synonymous with eth-
nic and/or cultural background.

* Avoid stereotyping patients based
on the color of their skin, the lan-
guage they speak, or the clothes they
wear.

e Ask about the patient’s and the
family’s understanding of the dis-
ease, their comprehension of what
physicians have told them, their hy-
potheses of the cause of the disease,
and what they think will solve the
problem.

¢ Consult with other health care
practitioners from the same ethnic
group as the patient. Consider de-
veloping a resource list of hospital
employees by ethnic origin to in-
clude those who are willing to serve
as cultural informants.

e Realize that family integration is
of greater importance than indi-
vidual rights in many cultures.

e Ask families and patients about
their views on involving spiritual or
religious advisors in medical care. Be
willing to involve a patient’s spiri-
tual advisor and the hospital chap-
lain staff in the communication and
decision-making process when ap-
propriate.

e Examine your own cultural and
professional values and beliefs about
the problem you are confronting. Be
aware of your biases and prejudices.

* Besensitive to the power you have
to influence the decision-making pro-
cess because of your status and pres-
tige as a physician. In this situation,
patients and their families are al-
ways vulnerable.

3. Identify cross-cultural conflicts.
¢ Find out who the patient consid-
ers to be the appropriate decision
maker. The patient may expect some-
one else to make health-related de-
cisions. Cultural maxims may dic-
tate that the surrogate is someone
other than the person Western phy-
sicians assume.

o Ask the patient, family mem-
bers, and those who have been “ap-
pointed” to speak for the patient what
they consider to be the primary ethi-
cal or moral problem the patient is
facing. Explore these issues in de-
tail.

4. Compromise.

o Show respect for beliefs that are
different from your own.

¢ Be willing to compromise regard-
ing treatment goals or modalities
whenever possible.

In our culturally pluralistic so-
ciety, encounters between patients
and physicians from diverse cul-
tural backgrounds are becoming ev-
eryday occurrences. In these situa-
tions, it is important to consider the
validity of other belief systems.
Claims of moral superiority on the
basis of membership in the domi-
nant white culture of the United
States fall short of an ethical re-
sponse to a medical dilemma. In the
future, critical investigations are
needed that examine the nature and
scope of the influence of culture on
the resolution of moral problems in
health care delivery. The literature
to date is meager and insufficient in
addressing the complexity of these
issues. Specifically, much more can
be learned about how physicians and
their patients define clinical ethical
dilemmas, about the impact of the
inevitable asymmetry of power that
patients and physicians bring to the
decision-making process, and about
the nuances of negotiating and set-
tling moral disputes in a cross-
cultural context.
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