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Bioethical and sociocultural aspects of diagnosis disclosure
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Abstract. Aim: The aim of the article was to analyze various approaches to diagnostic disclosure considering its bioethical, soci-
ocultural, psychoemotional and sociolinguistic implications.

Results: Diagnosis disclosure is considered to be one of the major challenges of doctor — patient communication as it brings forth
complex bioethical, legal, sociocultural, and psychoemotional tensions. The former non-maleficence approach to diagnosis delivery has
been replaced with the one based on the bioethical principle of patient autonomy obliging physicians to reveal information truthfully
and completely. The current bioethical approach has been refined to develop a number of protocols used for effective delivery of nega-
tive diagnostic information. However, alongside with the protocols building on this principle, alternative ways of diagnosis disclosure
and patterns of diagnosis breaking are practised. The latter rest on culture specific norms, which are followed to balance the principles
of non-maleficence and patient autonomy.

Conclusion: The rationale behind the selection of the best approach to diagnostic disclosure has to rest not only on the dominant
bioethical principle, but also align with the sociocultural norms as this is the way to ensure greater flexibility, variability and optionality
and achieve better management outcomes.
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Buxropns BaneHtnHoBHa XKypa

Bonzozpadckuii 20cydapcmeeHHbiii MeduuuHckUli yHugepcumem, Boazozpad, Poccug

Annomauus. Wenn. [Iposenenre aHaan3a pa3InuHbIX MMOJIX0IO0B K COOOLICHUIO TMarHOCTHYECKOW MH(pOPMALMH, paccMaTpHBa-
€MBIX B paMKax OHOITHYECKOT0, COLHOKYIIBTYPHOT0, ICHXOIMOLIMOHATIBHOTO ¥ COLMOJIMHIBUCTHYECKOTO KOHTEKCTOB.

PesyabTarsl. CoollieHre AMarHOCTUYEeCKOi HH(OPMALK OTHOCIT K OAHOM M3 HanOoJee CIIOXKHBIX COCTAaBIISIONMX KOMMYHH-
KalluM «Bpay — MAIUEeHT», TaK KaK OHO COIPSDKEHO CO CIIOKHBIMU OMOITUYECKHMH, NTPABOBBIMH, COLMOKYIBTYPHBIMH U TICHX09MOLIU-
OHAJIBHBIMH MIPOTUBOPEUMSMH U MpobieMamu. B HacTosiiee BpeMs: NPUMEHSIEMBIil paHee M0/IX0/], OCHOBAHHBIH Ha 3THYECKOM IpHH-
LIUIIE «HE HABPEIW», CMEHHJICS JIPYruM, OasupyromeMcss Ha OHOITHYECKOM INPUHIMIIE aBTOHOMUH IAlMEHTa, KOTOPBIN 00s3bIBacT
Bpaya coo0IaTh HHOOPMALHMIO MAIMEHTY MPAaBAMBO U B MOJHOM oObeMe. B Xoz1e yCOBEpIIEHCTBOBAHUS HACTOSLIETO TOAXO0AA ObLT
pa3paboTaH ps IPOTOKOJIOB Tt A (EeKTUBHOI Neperayn HeraTHBHO AnarHocTHdeckoi nHpopmanuu. Tem He MeHee, Hapsay ¢ Ipo-
TOKOJIAMH, OCHOBaHHBIMU Ha JJAHHOM IIPHHIIMIIE, HA TPAKTHKE IIMPOKO MPHUMEHSIOTCS albTePHATUBHbIC CIIOCOOBI M Moenu HHpop-
MHpOBaHHUs O 3a00seBaHuu. T10CIeHNE CO3A0TCS UCXOAS U3 COIMOKYJBTYPHBIX HOPM, CJIEIOBAHHE KOTOPBIM HAIMPABICHO Ha JI0-
CTHKEHHE ONTUMAJIBHOTO OaJlaHca MeXXTy IPUHIMIIAMH HETTPUYMHEHHS BPeZia M aBTOHOMUH TTallMeHTa.

3akiaoyenne. [Ipu BEIOOpe HAMTYUIIEro MOIXOAa K COOOIICHHIO JHArHOCTHUECKOW MH(pOpMAaluu HEOOXOAWMO HCXOAWUTH He
TOJIBKO M3 JOMHHHPYIOIIETO B JJAHHYIO 3T0XY OMOATHYECKOTo MPHHIIKIIA, HO ¥ YYUTHIBATh COLMOKYJIETYPHBIE HOPMBL. MIMEHHO TakuM
00pa3oM MOXKHO HOOUTHCS HAHOOJBINEH THOKOCTH, OMMIHOHATEHOCTH M aJallTHBHOCTH TIPAMEHSEMOTO MOJIX0/1a, a TAaKKe 00eCTIenTh
HaWIy4IINe Pe3yJbTaThl B X0/I€ OKa3aHHs MEITUIIMHCKOM TOMOIIIH.

Knrouesvie cnosa: cooblienne nuar{osa, NPUHIMI HEMPUYHHEHHS BPEa, aBTOHOMHS MTAIMEHTa, COLMOKYIbTYPHBIN MOIXO0
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Introduction especially problematic when it involves bad news deliv-
Diagnostic disclosure has always been one of the ery. The latter is defined as a transfer of information
most challenging issues of communication in medical which has an adverse impact on the patients’ expecta-
settings as it is fraught with complicated medical, bioeth-  tions of their future [1]. The psychological experiments
ical, legal, and psychoemotional problems. It becomes have demonstrated that a bad news breaker experiences
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anxiety, is pressurized by the responsibility or even fear
of the subsequent response.

Today, in many countries this procedure relies on
clear-cut ethical and legal imperatives. However, there is
significant discord between approaches and guidelines
practiced to perform it as well as ethical and bioethical
principles behind them in different healthcare systems.

The purpose of this article was to analyze various
approaches to diagnostic disclosure considering its bio-
ethical, sociocultural, psychoemotional and sociolinguis-
tic implications.

Results

The issue of diagnosis disclosure has been of the
most debatable problems of interaction in medical set-
tings. Its analysis rests on the multifaceted nature of this
phenomenon as it has various dimensions to be consid-
ered: bioethical, biomedical, sociocultural, sociolinguis-
tic, and psychoemotional ones.

As the diagnostic accuracy increases, the prognostic
ability of medicine enhances, which makes health care
providers more aware of what to expect and obliged to
deliver this information to their patients. However, there
are a number of factors which influence the way it can be
done and at different times and in different environments
some of them prevail giving rise to a certain preferrable
approach to doing this. Previously, in the era of paterna-
lism, until the late 20™ century, a generally accepted par-
adigm both in Western and other communities required
to withhold a terminal diagnosis. It predominantly relied
on the bioethical principle of non-maleficence. Conse-
quently, the combination of lies and truth was exercised
to promote and reinforce treatment [2].

However, the rise of bioethics brought about the pro-
cess of redefining the ideas of both harm to the patient
and their rights. Therefore, a noticeable shift in bioethical
approaches to the disclosure of serious or terminal dis-
eases has been observed in the last decades. |. Raicher
etal. point out that the previous approach relying on
medical paternalism is gradually being replaced with a
greater emphasis on patient autonomy. Further, we are
going to explore what this trend implies and how bioethi-
cal principles and sociocultural background impact it.

The current trend fosters sincere and total disclosure
of diagnostic and prognostic information. This approach
was first formulated in a Patient’s Bill of Rights in the
USA, which proclaimed the patient’s right to obtain
complete information about their condition in a way that
can be adequately comprehended by them [3]. This way
of informing the patient is considered by bioethicists as
guaranteeing their autonomy.

Though determined to provide full disclosure physi-
cians remained aware of psychological, emotional and

legal burden associated this procedure. Therefore, sub-
stantial efforts have been made to develop detailed
guidelines regulating different steps and stages of this
process. A number of protocols have been elaborated and
introduced into clinical practice. Though they may slight-
ly differ in details being adapted to their national
healthcare systems, their basic principles are very much
in common.

The Canadian disclosure guidelines proceed from the
patient’s perspective and safety and outline the most es-
sential steps of this process. They regulate such aspects
as settings, team, quality and quantity of information to
be transmitted, techniques to provide support. The pa-
tient’s autonomy is respected as the process involves taking
in account the people, the patient wants to be present dur-
ing the procedure, confidentiality guaranty, use of the
terminology appropriate for the patient, care of their
emotional, cultural and spiritual needs. The patient is al-
so encouraged to actively participate in the discussion
and not just go with the flow. An indispensable part of a
diagnostic disclosure is its documentation outlining its
date and settings, participants, presented facts, offered
help and response, asked and answered questions and fol-
low-up plans.

A few other generally accepted protocols used in
cancer care are SPIKES, ABCDE, and BREAKS. The
first is intended for oncological patients and includes de-
tailedly elaborated steps to deliver bad news. As in case
of Canadian guidelines, physicians build on the patient’s
perspective and start by gathering information from
them. The next steps involve sharing medical infor-
mation with the patient, providing support, and ensuring
patients’ involvement in developing a treatment or man-
agement plan [4]. The authors point out that a diagnostic
disclosure is a comprehensive communication task as it
does not only involve verbal skills but also the ability to
identify and emphatically respond to patients’ emotions,
drawing the patient in decision-making and instilling
hope without disguising the truth.

Currently, diagnostic information can be provided in
three ways. In the first the physician asserts a diagnosis
without trying to substantiate their conclusion. The second
ways involves making inexplicit references to the under-
lying evidence. In the latter case, substantial proof veri-
fying the diagnostic assumption is provided.

Frequently, diagnostic statements consist of two parts:
first, the diagnosis is delivered, and then the relevant facts
or investigation findings confirming it are cited.

The era of the COVID-19 pandemic gave rise to new
forms of providing diagnostic information to patients.
This way of breaking bad news was imposed by the need
to provide diagnostic information remotely and tended to
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organize the main steps of communication in such events [5].
The major procedures involved included preparing health
care providers for the conversation, ensuring technical
facilities, working through the key points related to diag-
nostic disclosure, and offered support.

The preparation of both the medical staff and tech-
nical resources is of extreme importance in remote com-
munication due to the limited share of non-verbal context
(body language, facial reactions, vague eye contact,
voice tone, and convenient communication distance).
However, the verbal context also depends on both the
quality of the connection and the possible interruptions
and gains priority in giving off messages to patients.
Therefore, alternative ways of communication have to be
available, should any failure occur. Besides, physicians
find it more difficult to identify and handle their patients’
emotions.

Apart from technical facilities the preparation sug-
gests going through the patient’s medical records, proper
medical outfit and a "mental rehearsal” of what and how
the news has to be delivered. The requirements pertain-
ing to handling emotions, counseling and care provision
are generally the same as in most other protocols describing
face-to-face communication. They urge physicians to
elicit emotions, offer empathy and support, deliberate the
proper questions and understandable words and terms,
avoid medical jargon, discuss further management, make
sure that a patient fully understands and attend to the pa-
tient’s spiritual, social and psychological concerns [5].

However, even in the health care systems requiring
complete and straightforward information no matter how
harmful it may be, there are some concerns that patients
may feel upset because of insensitive truth telling [6].
Moreover, full disclosure is regarded negatively in many
cultural communities as doctors apprehend that by adhering
to only the bioethical principle of patient autonomy, they
will neglect another basic principle as it may do great
harm by making the patient desperate, reluctant to adhere
to treatment and provoke an earlier death. Instead, physi-
cians are supposed to instill hope, encouragement and
optimism.

This has given rise to differing behaviours practiced
when delivering bad diagnostic information worldwide.
The first type is associated with the blunt pattern of sharing
difficult news. Doctors adhering to this pattern provide
the negative information in 30 seconds. Their message is
clear and explicit. This way of verbal behaviour is typical
of physicians sharing the values of Western healthcare.
The second type is known as forecasting pattern and im-
plies staged delivery within the first 2 minutes. Though
doctors using this way are also quite specific about the
diagnosis they still tend to provide more descriptive data.

The next stalling pattern occurs when physicians delay
the news delivery for more than 2 minutes. They avoid
breaking the news directly, but rather encourage the pa-
tient to infer the diagnosis and come to a certain conclu-
sion [7]. This verbal behaviour is associated with the
abundant use of medical terminology and euphemisms.
They frequently turn to circumlocution or oblique, elu-
sive or vague ways of providing negative diagnostic in-
formation and deliberately use the language which the
patient cannot understand thus hiding behind pathology-
specific issues (The treatment is not effective as we ex-
pected; The malignancy is not responding as we intend-
ed). Another form of this behaviour is an attempt to miti-
gate the extent or severity of negative changes to cushion
the patient's shock.

These different ways of disclosing behaviours may
be prompted by sociocultural factors. Regared as a form
of miscommunication in Western communities the
stalling pattern is widely acceptable in traditional Asian
cultures as well as Russia.

There has been intensive research of diagnosis dis-
closure in cancer care [8, 9]. The authors point out, that
despite the general trend towards truth-telling, numerous
papers justify alternative approaches to diagnosis deliv-
ery ranging from concealment of such information to dif-
ferent types of elusion and circumlocution implying
a strong bioethical and sociocultural impact on the prob-
lem resolution [10, 11, 12]. J. Shahidi highlights the fact
that the differences in disclosure of cancer diagnosis re-
sult from cultural disparities, whereas reluctance to de-
liver a diagnosis openly is provoked by the apprehension
of either inducing psychological harm to patients or their
unwillingness to face negative information [13].

Thus, health care providers become trapped as they
have to respect the principle of non-maleficence and
comply with their cultural norms, on the one hand, and
meet the professional ethical standard of truth telling and
the principle of patient’s autonomy, on the other hand.
Therefore, not infrequently, they proceed from the bio-
ethical principles of non-malefience and beneficence
when solving this dilemma [12, 14].

The cultural disparities are also implicated in such
aspects as preferences for who will inform a patient, how
soon the patient should be informed, the priority of in-
forming a family member/a patient.

The findings of surveys exploring the willingness to
face the negative diagnostic information have demon-
strated a varying degree of eagerness in different cultural
environments with the lower values in Middle Eastern
and some Asian countries whose national values urge
doctors to withhold the truth fully or partially [15].
Therefore, the attitude of patients and their readiness to
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accept negative diagnostic information is culture specific
and has to be considered when choosing the appropriate
strategy of breaking bad news.

Another pressing issue related to the problem under
discussion is the absence of any culture sensitive practi-
cal guidelines providing clear instructions for appropriate
verbal behaviour patterns in such events in particular
medical communities. Therefore, a few attempts have
been made to develop culture oriented ethical guidelines
and strategies [11].

The approach of Russian physicians to breaking bad
news builds on Clause 22 of the Federal Law of
21.11.2011 On the Basics of Health Protection of Citi-
zens in the Russian Federation which proclaims that eve-
ry citizen is entitled to get informed about their health
condition. The medical team, which can break bad news,
includes medical professionals directly involved in the
patient’s treatment. However, the law specifies the soci-
ocultural aspect of this procedure which is implicated in
the fact that the diagnostic information cannot be im-
posed on the patient against their will. Instead, negative
news must be disclosed tactfully to his close relatives un-
less the patient forbade the medical staff from doing so.
This is not in complete accord with the Western proto-
cols requiring that the patient must be informed along-
side with their family members in any case. In contrast to
the Western health care providers clinging basically to
the principle of patient autonomy, Russian medical pro-
fessionals build on the combination of bioethical princi-
ples of non-maleficence and patient’s autonomy. In many
cases potential psychoemotional impact tends to become
the crucial factor determining whether and how sincerely
the information should be provided.

Another factor, which significantly affects the pro-
cess of diagnostic disclosure both in Russia and abroad is
gender differences. However, very scarce information
comparing gender styles of breaking bad news has been
generated and analyzed. Consequently, the findings
prove to be controversial and report different propensity
to reveal negative information of males and females in
differing medical settings, which means this issue has to
be further explored.

It is noteworthy that Russian medical universities did
not use to offer any courses to teach verbal communica-
tion in medical settings, which also implied that young
doctors did not have any formal education about how to
provide negative information to patients. Therefore, they
had to struggle to discover the appropriate ways of bad
news disclosure by a trial and error method and had to
suffer emotional stress and burnout.

Recently, a few changes have been observed regard-
ing this problem. Russian and Belarus healthcare and

medical education systems have started to show a strong
trend towards adopting overseas protocols for diagnostic
disclosure, which later undergo adaptation to the local
sociocultural settings [16, 17]. Several universities have
launched new courses to familiarize medical students
with the basic verbal communication techniques and the
ways to manage challenges in doctor-patient encounters.

Conclusion

The analysis of different practices used in diagnosis
disclosure worldwide has demonstrated that approaches
to breaking bad news show historic and sociocultural
variability depending on the dominating scientific and
axiological paradigm. The approach based on the ethical
principle of non-maleficence has lost its crucial im-
portance giving way to a new bioethical perspective. The
latter rests on the principle of patient autonomy and
obliges physicians to disclose diagnosis fully and truth-
fully. However, sometimes this approach turns out to be
conflicting with the non-maleficence principle, which re-
sults in the introduction of different patterns of actually
practiced diagnostic disclosures. Alongside with the new
standard of complete and truthful disclosure embodied
in the generally accepted protocols, culture specific
ways of breaking bad news are employed. The latter
tend to balance the principles of both non-maleficence
and patient autonomy and make them compliant with the
culture-bound moral, ethical and spiritual norms. They
show greater flexibility, variability and optionality and
make it possible to make adjustments to both profession-
al and community-based ethics which is likely to result
in better management outcomes.
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Jononnumenvuas ungpopmayusa
Hcrounnk (puHAaHCHPOBAaHHUSA. ABTOP 3asBIICT 00
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HUU UCCIICAOBAHMUS.
KonduukT uHTEpecoB. ABTOp JEKIapUPYET OTCYT-
CTBHE SIBHBIX U TIOTEHIMAIBHBIX KOH()JINKTOB HHTEPECOB,
CBSI3aHHBIX C MyOJIMKAIMEe HACTOSIICH CTAThH.
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