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Shared	Decision	Making	Among	Individuals	 
With	Cancer	in	Non-Western	Cultures:	 
A	Literature	Review

Rana F. Obeidat, PhD, CNS, RN, Gregory G. Homish, PhD, and Robin M. Lally, PhD, RN, AOCN®

S 
ince the early 1990s, a transition in health care 
has occurred in the West toward adopting 
models of decision making where patient 
involvement and choice are emphasized 
(Edwards, Davies, & Edwards, 2009). The 

right of patients to have a role in their medical care in 
many Western countries was secured not only through 
professional ethical guidelines, but also through legisla-
tion (Sainio, Lauri, & Eriksson, 2001). Shared decision 
making, which emphasizes patient autonomy and em-
powerment in making treatment decisions, became the 
advocated approach in Western culture.

Research among Western patient samples supports 
the importance of bringing attention to patient prefer-
ences for and participation in decision making (Epstein 
& Street, 2007). Studies conducted in the United States 
and Canada show that promoting patient involvement 
in decision making about his or her cancer improves 
the patient’s knowledge about cancer and treatment 
(O’Connor et al., 1999; Waljee, Rogers, & Alderman, 2007; 
Whelan et al., 2004), satisfaction (Frosch, Kaplan, & Fe-
litti, 2001; O’Connor et al., 2003), adherence to treatment, 
and health-related quality of life (Andersen, Bowen, 
Morea, Stein, & Baker, 2009; Hack, Degner, Watson, & 
Sinha, 2006).

Background
Shared decision making is a process in which physi-

cians and patients share information with each other, 
contribute to the treatment decision-making process by 
expressing treatment preferences, deliberate together 
over alternative options, and agree on the final treat-
ment to be implemented (Charles, Gafni, & Whelan, 
1997; Charles, Whelan, Gafni, Willan, & Farrell, 2003; 
Sheridan, Harris, & Woolf, 2004). Charles, Gafni, and 
Whelan (1999) defined shared decision making as an 
interactional process in which the patient and physician 
have a legitimate investment in the treatment decision 
and share treatment preferences and rationale. Charles 
et al.’s (1999) definition of the shared decision-making 

Purpose/Objectives: To examine the extent to which shared 
decision making is a concept addressed within the published, 
empirical oncology decision-making research originating 
from non-Western countries from January 2000 to January 
2012 and provide an overview of the outcomes of this 
research.

Data	Sources: MEDLINE®, CINAHL®, Google Scholar, 
PsycINFO, Web of Science, and PubMed were searched 
for oncology decision-making literature published in English 
from January 2000 to January 2012.

Data	Synthesis: Charles’s three-stage conceptual framework 
of shared decision making was used as an organizational 
framework for the 26 articles meeting the initial criteria and 
reporting on at least one decision-making stage.

Conclusions: Although most patients wanted to be informed 
of their diagnosis, patient preferences for information and 
participation in decision making differed from that of physi-
cians and varied among and within cultures. Few studies 
in this review addressed all three stages of shared decision 
making. Physician and patient attitudes, preferences, and 
facilitators and barriers to potential successful adoption of 
shared decision making in non-Western cultures require 
additional study.

Implications	for	Nursing: Nurses should assess patients 
from non-Western countries regarding their knowledge of 
and desire to participate in shared decision making and 
provide decision support as needed.

Knowledge	Translation: Shared decision making may be 
new to patients from non-Western cultures, necessitating 
assessment, education, and support. Non-Western patients 
may value having family and friends accompany them when 
a cancer diagnosis is given, but assumptions based on culture 
alone should not be made. Nurses should determine patient 
preferences for diagnosis disclosure, information, and partici-
pation in decision making.

process included three stages: information exchange, 
deliberation about alternative options, and reaching 
agreement on a final decision. The stages may occur 
separately or simultaneously.

Because the concept of shared decision making 
originated within Western ideals of patient autonomy 
and empowerment, the concept may not be applicable 
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in non-Western cultures where values differ. For ex-
ample, research published in the late 1990s showed 
that disclosure of a cancer diagnosis to patients was 
undesirable in some non-Western countries (e.g., Japan, 
Saudi Arabia) (Mitchell, 1998; Younge, Moreau, Ezzat, 
& Gray, 1997). Mobeireek, al-Kassimi, al-Majid, and 
al-Shimemry (1996) reported that the majority (75%) 
of the 249 physicians involved in their study in Saudi 
Arabia preferred to discuss the diagnosis of serious ill-
ness, such as cancer, with a close family member rather 
than the patient, even when the patient was competent.

Western ideals and values such as choice, disclosure, 
and autonomy have become more popular in non-Western  
cultures (Yun et al., 2004) because of technological advanc-
es that have accelerated globalization (Van Der Bly, 2007). 
Advances in treatment and decreases in cancer-related  
mortality have changed the general attitude toward 
cancer in many regions of the world (Schernhammer, 
Haidinger, Waldhör, Vargas, & Vutuc, 2010). 

Therefore, the purpose of this literature review is to ex-
amine the extent to which shared decision making was 
a concept addressed in published, empirical oncology  
decision-making research originating from non-Western  
countries from January 2000 to January 2012 and pro-
vide an overview of the outcomes of this research. The 
review was guided by Charles et al.’s (1999) conceptual 
framework, the most comprehensive and widely used 
model of shared decision making in the literature (Ma-
koul & Clayman, 2006).

Methods
To identify relevant studies published in English 

from January 2000 to January 2012, a search was con-
ducted using MEDLINE®, CINAHL®, Google Scholar, 
PsycINFO, Web of Science, and PubMed, along with 
a manual search of reference lists of articles retrieved. 
Medical subject heading terms used individually and 
in various combinations were neoplasm, religion, culture, 
communication, decision making, computer assisted deci-
sion support systems, health education, patient satisfaction, 
patient participation, physician-patient relations, and physi-
cians. Key words also used were cancer, shared decision 
making, patient decision making, computer assisted decision 
making, therapy, patient education, patient involvement, 
patient-physician communication, patient information, medi-
cal information, healthcare provider, patient attitude, patient 
autonomy, cancer diagnosis disclosure, physician attitude, 
and healthcare provider attitude. The search initially re-
trieved 1,245 articles published in English.

Studies initially were reviewed to determine if the 
study was conducted in a non-Western country and 
if the study involved original collection of data from 
adult patients with cancer or physicians caring for 
adult patients with cancer. Inclusion was not restricted 

to controlled trials because the purpose of this review 
was to broadly explore non-Western researcher study 
of shared decision making. Twenty-six studies were 
identified that met these criteria. The researchers ex-
cluded 1,189 studies because they were Western, 12 
studies were excluded because they included nonadult 
participants, and 18 studies were excluded because the 
data collection was not original.

The 26 studies were read to determine whether each 
addressed at least one of the three stages of Charles et 
al.’s (1999) shared decision-making process (informa-
tion exchange, deliberation about alternative options, 
and reaching agreement on a final decision). No other 
articles were excluded based on this criterion.

Findings
Twenty-two of the 26 studies reviewed used quantita-

tive survey methods, and four studies used qualitative 
methods. The majority of studies focused on patient 
or physician preferences for disclosure of the cancer 
diagnosis and prognosis to patients (n = 22), whereas 
very few (n = 4) focused on patient preferences for par-
ticipation in treatment decision making, assessment of 
patient information needs, or examination of the role of 
family and others in treatment decision making.

No studies identified focused on physician or patient 
views on shared decision making or on physician 
attitudes toward patient participation in treatment 
decision making. Only one quantitative study explic-
itly used Charles et al.’s (1999) conceptual framework 
of shared decision making as a guide (Back & Huak, 
2005).

The majority of studies reviewed (n = 25) used samples 
of patients with a variety of cancers. One study focused 
solely on patients with breast cancer (Lam, Fielding, 
Chan, Chow, & Ho, 2003). Studies originating in Asian 
and Middle Eastern countries represented the greatest 
number of studies in this review. This article focuses on 
similarities and differences in how decision making is 
addressed and the subsequent outcomes of the research 
among the published articles from these countries.

Findings are organized by the three stages of infor-
mation exchange, deliberation about treatment options, 
and agreement on the treatment to implement (Charles 
et al., 1997, 1999). Two-proportion z test was used to 
make simple statistical comparisons (Knapp, 1978).

Information	Exchange:	 
Disclosure	of	Diagnosis	and	Prognosis

Patient attitudes: Differences within and among cultures  
were found in patient preferences for truthful disclosure 
of a cancer diagnosis. Across the 17 quantitative studies 
that examined patient preferences for truthful disclosure 
of a cancer diagnosis (see Table 1), patient preferences for 
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Table	1.	Studies	of	Patient	Attitudes	Toward	and	Perceptions	of	Information	Exchange	and	Participation 
in	Treatment	Decision	Making	

Study Methods Sample Findings	

China

Jiang et al., 
2007

Survey 864 participants; 
382 patients with 
heterogeneous 
cancers and 482 
family members

91% of patients said that diagnosis of early-stage cancer should be disclosed to the 
patient, and 61% said that a diagnosis of terminal cancer should be disclosed to 
the patient.

Men were more likely than women to want disclosure of the diagnosis of terminal 
illness.

Lam et al., 
2003

Survey 154 women 
diagnosed with 
stage 0–III breast 
cancer

55% of patients indicated that they were offered a surgical treatment choice; 
among them, 73% perceived a real choice and 27% indicated having no real 
choice.

33% wanted to make their own decisions, 50% wanted to share the decision, and 
8% wanted to delegate it.

Older women preferred a more passive role, and education level did not affect 
preference for participation.

80% participated as much, 13% more than, and 6% less than they wanted.

Iran

Beyraghi et 
al., 2011

Semistruc-
tured focus 
group

8 patients with 
heterogeneous 
cancers and 5 
family members

Most patients considered truth-telling a patient right, but all patients wanted the 
physician to take total control of the decision-making process for treatment.

Patients complained about inadequate information.

Montazeri 
et al., 2002

Survey 167 patients with 
heterogeneous 
cancers

97% of patients indicated that they would like information on diagnosis and treatment.
27% wanted to know about available treatment options, and 90% said that they did 

not receive any written information on cancer and cancer treatment.

Japan

Fujimori et 
al., 2007

Survey;
researcher-
developed 
measure

529 patients with 
heterogeneous 
cancers

Patients wanted doctors to discuss the treatment plan with them, establish rapport, 
and break bad news honestly.

96% of patients preferred to be aware of the treatment plan and assume respon-
sibility for their care; 70% preferred their doctors to decide on the method of 
treatment.

78% wanted to be with their family when bad news was given to them.

Kawakami 
et al., 2001

Survey;
researcher-
developed 
measure

114 patients with 
heterogeneous 
cancers

76% of patients were informed about the diagnosis by the physician before the 
initiation of the treatment; 24% were not informed about the diagnosis.

Patient understanding, consideration for the patient, and quality of life were major 
reasons for disclosure. 

Lack of ability to understand information and family wishes were major reasons 
for nondisclosure.

Watanabe 
et al., 2008

In-depth  
interviews

24 patients with 
heterogeneous 
cancers 

Patients were classified into one of five categories: active decision makers; doctor 
selection; willfully entrusting the physician to make the decision; compelled to 
make a decision without sufficient knowledge, understanding, or time; and forced 
to surrender the decision.

Patient preferences varied from complete physician control to complete patient 
control.

Some physicians forced patients to make treatment decisions without providing 
them with relevant and sufficient information.

Korea

Yun et al., 
2004

Survey;
researcher- 
developed 
measure

380 patients with 
heterogeneous 
cancers

87% knew that they had cancer, and 13% were not aware of their diagnosis.
96% wanted to be informed of their terminal illness.
Patients diagnosed more than one year prior preferred more disclosure.

Yun et al., 
2010

Survey 481 patients with 
heterogeneous 
terminal cancers

58% of patients were aware of their terminal status; 28% guessed terminal status 
from their worsening condition. 

79% preferred to know about their terminal status.
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Table	1.	Studies	of	Patient	Attitudes	Toward	and	Perceptions	of	Information	Exchange	and	Participation	 
in	Treatment	Decision	Making	(Continued)

Study Methods Sample Findings	

Lebanon

Doumit & 
Abu-Saad, 
2008

Interpretive 
phenomenol-
ogy

10 patients with 
terminal cancer 
receiving pallia-
tive care

Patient-family communication and truth-telling were reported as major stressors.
All patients were aware of their condition. Patients wanted open communication with 

families and did not like family hiding the truth; patients expressed a need to commu-
nicate and to know diagnosis and prognosis, as well as their right to receive the truth.

Pakistan

Jawaid et 
al., 2010

Survey;
researcher-
developed 
measure

147 patients with 
heterogeneous 
cancers aware of 
their diagnosis

76% wanted to know the diagnosis; 19% indicated no desire to know.
84% wanted to be informed through their physician; 10% wanted to be informed 

through family; 25% supported informing families without informing the patients.
57% wanted to know all treatment options; 69% wanted to be actively involved.

Kumar et 
al., 2010

Survey;
researcher-
developed 
measure

230 patients with 
cancer

Almost 92% were aware of their diagnosis; almost 40% felt fully informed.
27% thought cancer was contagious; 39% believed it to be from sin or God’s curse.
73% wanted physicians to make treatment decisions with or without their input; 9% 

wanted their family to make treatment decisions for them.

Saudi Arabia

Al-Amri, 
2009

Survey 114 patients new-
ly diagnosed with 
heterogeneous 
cancers

99% wanted to know everything about their illness.
77% wanted their family to know about their diagnosis.
99% did not support the idea of being treated without knowing their diagnosis and 

had a strong desire to know about treatment options.

Al-Amri, 
2010

Survey 332 patients with 
heterogeneous 
cancers

98% wanted to know all information about their diagnosis and prognosis.
70% of women and 39% of men wanted family to know about the diagnosis.
Patients from Eastern regions were more likely to desire disclosure of the diagnosis.
No differences were found based on education level.

Singapore

Back & 
Huak, 2005

Prospective 
audit

369 patients with 
heterogeneous 
cancers

18% asked for nondisclosure of the diagnosis, and 37% for nondisclosure of prognosis.
Age, gender, and non-English speaking were predictors of prognosis nondisclosure 

requests.

Chiu et al., 
2006

Survey 200 patients with 
heterogeneous 
cancers

Highest ratings given for physician competence and skills as well as physicians providing 
treatment options in detail, telling bad news directly, giving patients their full atten-
tion, being honest about the severity of illness, and telling the prognosis in person.

Women rated supportive aspects of the decision-making process higher than did men.

Taiwan

Tang & Lee, 
2004

Survey;
researcher-
developed 
measure

364 patients with 
heterogeneous 
cancers

91% were informed about their diagnosis; 45% were informed about the prognosis.
Information about extent of the disease was disclosed to only 20% of patients.
30% wanted to know all possible information about their disease.
Patients indicated a low preference for family being informed of the diagnosis.

Thailand

Phungras-
sami et al., 
2003

Survey; 
measures not 
described

106 patients with 
cancer receiving 
radiation therapy

63% had been told by the physician that they had cancer, 35% were not aware of 
their diagnosis, 97% of those aware of diagnosis agreed they wanted to know, and 
82% wanted their relatives to be with them when they were told.

Turkey

Atici et al., 
2009

Survey; 
researcher-
developed 
measure

104 patients with 
heterogeneous 
cancers

82% indicated a desire to be informed of the diagnosis and treatment.
78% knew their diagnosis; 12% had not been informed of their diagnosis.
The treatment information given focused on treatment delivery and side effects.
7% had not been informed about treatment; 8% preferred no information.

Erer et al., 
2008

Survey;
researcher-
developed 
measure

104 adult pa-
tients with breast 
cancer as main 
diagnosis

86% supported disclosure of diagnosis and treatment information to patients; 92% 
supported physician disclosure of treatment options; 79% supported patients 
taking part in treatment decision making; 65% supported sharing decisions with 
the physician when more than one treatment option is available.
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receiving truthful disclosure from their physician varied 
from 76% among Pakistani patients (Jawaid, Qamar, 
Masood, & Jawaid, 2010) to 99% among Saudi patients 
(Al-Amri, 2009). Across Middle Eastern and East and 
South Asian cultures, however, patients expressed the 
desire to have family or friends accompany them when 
the diagnosis was disclosed (Al-Amri, 2009, 2010; Fuji-
mori et al., 2007; Phungrassami et al., 2003).

Physician attitudes: The percentage of physicians 
who preferred to disclose a cancer diagnosis to patients, 
as opposed to family members, varied from as low as 
41% among Chinese physicians (Jiang et al., 2006) to 
as high as 91% among Indian physicians (Kumar et al., 
2009) within the five quantitative studies from East and 
South Asia as well as the Middle East that examined this 
preference (Arbabi et al., 2010; Jiang et al., 2006; Kumar 
et al., 2009; Ozdogan et al., 2006; Qasem, Ashour, Al-
Abdulrazzaq, & Ismail, 2002) (see Table 2).

Not only were Middle Eastern physicians reluctant 
to inform patients about their diagnosis, but one study 
reported that 79% of Kuwaiti physicians indicated they 
would withhold the truth from a patient if the patient’s 
family asked them to do so (Qasem et al., 2002). Thirty-
nine percent of Turkish cancer specialists in another 
study (Ozdogan et al., 2006) indicated that they rarely 
told the truth to their patients, and the majority of Ira-
nian physicians involved in a study conducted by Bey-
raghi, Mottaghipour, Mehraban, Eslamian, and Esfahani 
(2011) believed that disclosure of the cancer diagnosis to 
patients is a mistake.

Similarly, one study from South Asia (Kumar et al., 
2009) found that 63% of Indian radiation oncologists 
would only give information to a patient if asked, and 
only 33% of these physicians would disclose the diag-
nosis to a patient against a family’s wishes. At the same 
time, 94% of these physicians believed that patients 
wanted to know their diagnosis (Kumar et al., 2009).

Within-culture variation: Variability regarding disclo-
sure of the diagnosis to patients existed not only among 
different cultures but also within the same culture. For ex-
ample, responses of Chinese oncologists differed by can-
cer stage (Jiang et al., 2006). Although the majority (n =  
232, 88%) of Chinese oncologists in Jiang et al.’s (2006) 
study preferred truthful disclosure to patients regard-
ing the diagnosis of early-stage cancer, fewer than half 
preferred truthful disclosure of terminal cancer. A similar 
result was found among Japanese physicians in a study 
by Kawakami et al. (2001) in which Japanese physicians 
were more likely to be truthful to patients in cases of 
early-stage rather than terminal cancer.

In addition, patient beliefs differed from those of 
healthcare providers who shared their nationality. For 
example, the percentage of Chinese patients who sup-
ported truthful disclosure of terminal cancer to patients 
(n = 382, 61%) was higher than the percentage (n = 232, 

41%) of Chinese oncologists who supported truthful 
disclosure of terminal cancer (t = 4.97, p < 0.01) (Jiang 
et al., 2006, 2007). A similar pattern emerged among 
Middle Eastern patients in that the majority of Iranian 
patients with cancer in Beyraghi et al.’s (2011) study 
considered truth telling to be a patient right whereas, 
as noted earlier, the majority of physicians involved in 
the same study considered truthful disclosure of the 
cancer diagnosis to patients to be a mistake.

Association of demographic or clinical variables 

with attitudes: Evidence was inconsistent regarding the 
effect of clinical and individual variables on patient and 
physician preferences for the disclosure of the diagnosis 
to patients. Three studies originating in East and South 
Asian countries found that young adult patients were 
more supportive of truthful disclosure and more likely 
to be informed than older patients (Back & Huak, 2005; 
Yun et al., 2004, 2010). In contrast, three additional stud-
ies (two from the Middle East and one from Thailand) 
found no association between patient preferences for dis-
closure and age (Atici, Erer, & Erdemir, 2009; Erer, Atici, 
& Erdemir, 2008; Phungrassami et al., 2003). None of the 
studies in which education level was examined found an 
association with patient disclosure preferences (Al-Amri, 
2010; Atici et al., 2009; Erer et al., 2008; Phungrassami et 
al., 2003; Yun et al., 2004). These findings spanned the 
East and South Asian as well as Middle Eastern countries 
represented by these studies.

With respect to gender, one study from Singapore and 
another from China found that men were more likely to 
prefer truthful disclosure than women (Back & Huak, 
2005; Jiang et al., 2007), but five additional studies from 
the Middle East as well as from East and South Asia 
found no association between gender and patient dis-
closure preferences (Al-Amri, 2010; Atici et al., 2009; Erer 
et al., 2008; Phungrassami et al., 2003; Yun et al., 2004).

Three studies originating from East and South Asian 
countries found that patients with early-stage cancer 
were more likely to prefer truthful disclosure of the 
diagnosis than patients with terminal cancer (Back & 
Huak, 2005; Jiang et al., 2007; Yun et al., 2004). One of 
these studies (Yun et al., 2004) also examined the influ-
ence of the type of cancer on patient disclosure prefer-
ences and found that women with breast cancer were 
more likely to support truthful disclosure than patients 
with other types of cancer.

Diagnosis disclosure may depend on physician spe-
cialty, although these data were inconsistent as well, 
even within the same geographic region. Studies from 
Turkey and Kuwait identified that a diagnosis disclo-
sure was preferred more by surgeons than medical or 
radiation oncologists (Ozdogan et al., 2006; Qasem et al., 
2002), whereas an additional study performed in Iran 
(Arbabi et al., 2010) found that oncologists disclosed bad 
news more often than surgeons or radiologists.
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Patient attitudes and satisfaction with treatment 

option information: Quantitative studies originating 
in the Middle East as well as East and South Asian 
countries examined patient desires for information 
about cancer and treatment (Al-Amri, 2009; Chiu et al., 
2006; Erer et al., 2008; Fujimori et al., 2007; Jawaid et al., 
2010; Montazeri, Vahdani, Haji-Mahmoodi, Jarvandi, & 
Ebrahimi, 2002; Tang & Lee, 2004). Patients who wanted 
as much information as possible varied from as low as 
27% among Iranian patients (Montazeri et al., 2002) to 
as high as 92% among Turkish patients (Erer et al., 2008).

Patients wanted information to be honest, detailed, 
and delivered in a clear, unhurried, and open manner 
(Chiu et al., 2006; Fujimori et al., 2007). Patient percep-

tions of information sufficiency were addressed in stud-
ies from Middle Eastern as well as East and South Asian 
countries (Beyraghi et al., 2011; Kumar, Shaikh, Khalid, 
& Masood, 2010; Montazeri et al., 2002; Watanabe, Taka-
hashi, & Kai, 2008). Although the two studies from Iran 
included in this review were conducted almost a decade 
apart (Beyraghi et al., 2011; Montazeri et al., 2002), Ira-
nian patients still complained about a lack of sufficient 
education as a result of sparse resources and lack of 
written education materials. Japanese patients thought 
they had been forced to make decisions without having 
enough information (Watanabe et al., 2008). None of the 
studies included in this review addressed physician 
attitudes or barriers to giving information to patients.

Table	2.	Studies	Examining	Physician	Attitudes	Toward	and	Perceptions	of	Information	Exchange	

Study Methods Sample Findings

China

Jiang et al., 
2006

Survey 232 cancer clini-
cians

88% supported disclosing the diagnosis to patients with early-stage cancer.
41% supported disclosing the diagnosis to patients with terminal cancer.
Female physicians were more likely than male to support diagnosis disclosure 

to patients with terminal cancer.

India

Kumar et al., 
2009

Survey;
researcher-
developed 
measure

35 radiation on-
cologists

91% indicated comfort with full disclosure and discussing cancer diagnosis with 
patients.

48% believed that patients should be involved in resuscitation discussions.

Iran

Arbabi et al., 
2010

Survey;
researcher-
developed 
measure

50 physicians 
from various 
specialties and 
50 nurses who 
provided care 
for patients with 
cancer

86% of the physicians tended to reveal the diagnosis to patients.
56% of the physicians usually revealed the diagnosis to the patient, 20% always 

revealed the diagnosis, and 2% never revealed the diagnosis.
8% of physicians had been trained to disclose bad news and tended to disclose 

the diagnosis more than nontrained physicians.
44% of physicians preferred disclosing the diagnosis to patients privately.
Older and more experienced physicians were more likely to disclose the diag-

nosis to the patient than others.
Oncologists disclosed bad news more often than surgeons or radiologists.

Beyraghi et 
al., 2011

Semistructur- 
ed focus 
group

7 oncologists and  
6 nurses

Most physicians believed that the disclosure of the cancer diagnosis is a mistake.
Physicians believed the diagnosis should be disclosed using vague terms, and 

the majority opposed using the word “cancer.”
Most physicians believed in patient involvement in treatment decision making.

Kuwait

Qasem et al., 
2002 

Survey;
researcher-
developed 
measure

217 physicians 
likely to be in 
contact with pa-
tients with cancer 
in their practice

67% indicated they preferred full and complete disclosure of cancer diagnosis 
to patients; 79% of those indicated they would withhold the truth if the family 
requested.

Concealment was more common among physicians in medical compared to 
surgical specialties.

Turkey

Ozdogan et 
al., 2006

Survey 131 cancer spe-
cialists

45% reported that they usually disclose the truth, 39% rarely tell the truth, and 
7% said that they always tell the truth.

Family request for nondisclosure, training in breaking bad news, and medi-
cal specialty were the most important factors affecting physician disclosure 
preferences.
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Deliberation	About	Treatment	Options
Seven of the 26 studies reviewed examined patient 

preferences for participation in cancer treatment decision 
making. Five of the seven studies originated from Asian 
countries, and the other two were from Iran and Turkey 
(Beyraghi et al., 2011; Erer et al., 2008; Fujimori et al., 
2007; Jawaid et al., 2010; Kumar et al., 2010; Lam et al., 
2003; Watanabe et al., 2008). Comparison among these 
studies was difficult because none of the studies used a 
common measure of patient preferences. In spite of that, 
the authors found a contrast in patient preferences for 
participation in decision making between Middle East-
ern and Asian countries. For example, Chinese women 
with breast cancer reported a desire for a larger role in 
sharing decision making with their physician (50%, n = 
154) (Lam et al., 2003), and only 9% (n = 230) of Pakistani 
patients wanted their family to make treatment deci-
sions for them (Kumar et al., 2010). Iranian patients, on 
the other hand, indicated a desire for their physician to 
make treatment decisions for them (Beyraghi et al., 2011).

Lam et al. (2003) was the only study to examine 
the effect of age and education on patients’ preferred 
decision-making roles. They found that older Chinese 
women with breast cancer wanted a more passive role 
when compared to younger women, but education 
level did not affect women’s preferences for participa-
tion in decision making.

Patient perceptions of decision-making roles: Two 
studies, both conducted in East Asian countries, ad-
dressed patient perceptions of their role in the treatment 
decision-making process. Among 84 Chinese women of-
fered a surgical treatment choice, 73% (n = 61) perceived 
a real choice had been given to them (Lam et al., 2003).   
Eighty percent (n = 124) of the total sample for that study 
indicated they participated as much as they wanted, 
13% (n = 20) participated more than they wanted, and 
6% (n = 10) participated less than they wanted (Lam et 
al., 2003).  Japanese patient perceptions varied between 
patients who perceived they were active decision mak-
ers and patients who perceived that they were not given 
the opportunity to participate to the level they desired 
(Watanabe et al., 2008). No study in this review ad-
dressed patient perceptions of barriers or facilitators to 
patient participation, physician attitudes toward patient 
involvement, or actual barriers or facilitators to patient 
involvement in treatment decision making.

Agreement	on	the	Treatment	to	Implement
The same East Asian studies that examined patient 

perception of their role in decision making (Lam et al., 
2003; Watanabe et al., 2008) were the only two studies 
in this review to report on patient reflections on their 
past decision-making process, as well. As they reflected, 
Japanese patients felt that the decision was not their 
own and instead was the physician’s (Watanabe et al., 

2008). Although some patients in the study felt they had 
no input and had not been invited by their physicians 
to be involved in decision making (Watanabe et al., 
2008), other patients willingly delegated the decision to 
their physicians because they felt incompetent to make 
their own treatment decisions. Among the 84 Chinese 
women who were offered a surgical treatment choice 
(Lam et al., 2003), 27% perceived that they actually had 
no real choice, and 39% of these women indicated that 
their surgeons implied one treatment was superior.

Discussion
The 26 studies demonstrated limited adoption of all 

three stages (information exchange, deliberation about 
treatment options, and agreement on a final decision) of 
shared decision making within physician-patient rela-
tionships. In fact, the studies originating from East Asia 
were the only ones identified in this review to address 
all three stages of shared decision making in cancer 
care. In contrast, more recent studies of decision making 
originating from Middle Eastern countries, for the most 
part, reported a resistance to shared decision making 
similar to studies from that region published in the late 
1990s (Mobeireek et al., 1996; Younge et al., 1997).

Information exchange, the primary focus of studies 
identified in this review, is the initial stage of shared de-
cision making and encompasses the difficult experience 
of disclosing and receiving a cancer diagnosis. Studies 
in this review continued to report an overall reluctance 
of physicians in non-Western countries to reveal a cancer 
diagnosis or news of advanced cancer directly to pa-
tients. Most often, family wishes were cited as the reason 
for withholding this information. This finding supports 
an earlier survey of oncologists that found non-Western 
physicians to be more likely than Western physicians to 
uphold family wishes to withhold a cancer diagnosis 
(Baile, Lenzi, Parker, Buckman, & Cohen, 2002).

Non-Western physicians in the 26 studies also indi-
cated, for the most part, that they believed their patients 
preferred not to receive cancer information. That con-
trasted, however, with the findings of research reviewed 
in this article that focused on information exchange from 
the patient’s point of view. Patients from a variety of 
non-Western countries wanted the diagnosis disclosed to 
them directly as well as to receive information about can-
cer and treatment options. A cross-cultural contrast noted 
between non-Western and Western patients was that non-
Western patients had a strong desire to include family 
and friends in the diagnosis and treatment discussions  
with their physicians (Kim & Alvi, 1999; Parker et al., 
2001). That difference was not explored in the studies re-
viewed, but the heavily family-centered nature of Middle 
Eastern and Asian cultures, in contrast to highly valued 
individualism in the West, offers a plausible explanation.
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Consistent with Western studies of patient decision 
making (Hubbard, Kidd, & Donaghy, 2008), the few 
non-Western articles that addressed patient prefer-
ences for decision participation in this review found 
great variability within and among cultures. Although 
most patients appeared to desire a role in the decision-
making process, some patients also desired to remain 
passive. In addition, consistent with Western findings 
(Lally, 2009), patients expressed a desire to participate 
in decision making with their physician but also de-
sired that the physicians make the treatment decision. 
These results underscore the importance of physician 
support for patient involvement and provision of infor-
mation, as well as physician responsibility for inviting 
and encouraging patients to be active players in their 
treatment decision-making process.

A topic often addressed in Western cancer treatment 
decision-making literature is patient reflection on the 
role they believe they played in the decision-making 
process (Hawley et al., 2009; Pieterse, Baas-Thijssen, 
Marijnen, & Stiggelbout, 2008; Ramfelt, Lützen, & 
Nordström, 2005). Two studies in this review from 
East Asia addressed this question and found that, 
similar to Western studies, a certain percentage of 
patients reported participating in treatment decision 
making to either a greater or lesser extent than they 
optimally desired (Lam et al., 2003; Watanabe et al., 
2008). When those same studies examined whether 
patients and physicians agreed on the final treatment 
decision, many patients indicated they had accepted 
a final treatment decision that was more their physi-
cian’s decision than their own. These findings again 
bear similarities to studies conducted in Western 
countries (Beaver et al., 2009; Swainston, Campbell, 
van Wersch, & Durning, 2012; Wright, Holcombe, & 
Salmon, 2004).

Although the studies in this review each addressed 
at least one component of shared decision making with 
various outcomes, none addressed shared decision 
making as a complete concept or presented analysis of 
either physician or patient perceptions of barriers and 
facilitators to any aspect of shared decision making.

Limitations

Every effort was made to conduct a comprehensive 
search of the literature and systematically examine ar-
ticles for their inclusion of at least one stage of shared 
decision making, but only studies published in English 
were able to be included and, therefore, relevant non-
English studies may have been missed.

Implications	for	Nursing

Although shared decision making in non-Western 
countries is emerging, it exists in various stages of ac-

ceptance and use among physicians and patients. When 
caring for patients who have emigrated to the West 
from a non-Western region, nurses must remember 
that not all patients are knowledgeable about or value 
shared decision making to the degree Westerners might. 
Nurses should assess and educate non-Western patients 
as needed about the stages of shared decision making. 
Patient preferences for family presence when the diag-
nosis and other news is given also should be assessed, 
and support for joint participation should be provided 
when desired.

Nurses also should be aware of variability in patient 
desire for information sharing and participation in treat-
ment decision making, even within similar Western or 
non-Western cultures and settings, and assess patient 
desires for information and participation. Preparation 
and discussion of the degree to which patients wish 
to participate in decision making are likely to alleviate 
potential distress from what patients may perceive as 
a lack of direction in their care. Decision support with 
education materials and decision aids also should be 
offered when appropriate.

Nurse researchers should continue to pilot decision 
aids among non-Western patients to determine feasibil-
ity (Au et al., 2011). Shared decision-making research in 
non-Western countries also would benefit from greater 
use of conceptual frameworks to guide the research, 
power analysis to support the sufficiency of the study 
sample, and use of consistent measurement instruments 
with documented validity and reliability as studies 
progress.

Conclusion

Published research originating from non-Western 
countries from January 2000 to January 2012 indicated 
little adoption of all three stages of shared treatment 
decision making in the care of patients with cancer. This 
review revealed a continued reluctance among physi-
cians in non-Western countries toward sharing cancer 
information with patients despite patients’ desires 
for truthful information and resources. Of note, non-
Western cancer treatment decision-making literature 
paid limited attention to issues of the physician-patient 
role in deliberation, achievement of agreement on treat-
ment decisions, or barriers and facilitators to shared 
decision making. Therefore, shared decision making 
may be beginning to emerge as globalization brings 
Western views to patients in non-Western countries, 
but shared decision making may not be fully available 
to many patients in those countries.

Rana F. Obeidat, PhD, CNS, RN, is an assistant professor in the 
Faculty of Nursing at Zarqa University in Jordan; and Grego-
ry G. Homish, PhD, is an assistant professor in the School of 
Public Health and Health Professions and Robin M. Lally, PhD, 

D
ow

nl
oa

de
d 

on
 0

5-
03

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



462	 Vol.	40,	No.	5,	September	2013	•	Oncology	Nursing	Forum

on patient rights in the context of information and autonomy. 
Journal of Medical Ethics, 34, 384–388. doi:10.1136/jme.2007.020750

Frosch, D.L., Kaplan, R.M., & Felitti, V. (2001). The evaluation of two 
methods to facilitate shared decision making for men considering 
the prostate-specific antigen test. Journal of General Internal Medi-
cine, 16, 391–398. doi:10.1046/j.1525-1497.2001.016006391.x 

Fujimori, M., Akechi, T., Morita, T., Inagaki, M., Akizuki, N., Sakano, 
Y., & Uchitomi, Y. (2007). Preferences of cancer patients regard-
ing the disclosure of bad news. Psycho-Oncology, 16, 573–581. 
doi:10.1002/pon.1093 

Hack, T.F., Degner, L.F., Watson, P., & Sinha, L. (2006). Do patients 
benefit from participating in medical decision making? Longitu-
dinal follow-up of women with breast cancer. Psycho-Oncology, 15, 
9–19. doi:10.1002/pon.907

Hawley, S.T., Griggs, J.J., Hamilton, A.S., Graff, J.J., Janz, N.K., Mor-
row, M., . . . Katz, S.J. (2009). Decision involvement and receipt of 
mastectomy among racially and ethnically diverse breast cancer 
patients. Journal of the National Cancer Institute, 101, 1337–1347. 
doi:10.1093/jnci/djp271 

Hubbard, G., Kidd, L., & Donaghy, E. (2008). Preferences for involve-
ment in treatment decision making of patients with cancer: A 
review of the literature. European Journal of Oncology Nursing, 12, 
299–318. doi:10.1016/j.ejon.2008.03.004 

Jawaid, M., Qamar, B., Masood, Z., & Jawaid, S.A. (2010). Disclosure 
of cancer diagnosis: Pakistani patients’ perspective. Middle East 
Journal of Cancer, 1, 89–94.

Jiang, Y., Li, J.Y., Liu, C., Huang, M.J., Zhou, L., Li, M., . . . Wei, Y.Q. 
(2006). Different attitudes of oncology clinicians toward truth 
telling of different stages of cancer. Supportive Care in Cancer, 14, 
1119–1125. doi:10.1007/s00520-006-0071-4

Jiang, Y., Liu, C., Li, J.Y., Huang, M.J., Yao, W.X., Zhang, R., . . . Wei, 
Y.Q. (2007). Different attitudes of Chinese patients and their 
families toward truth telling of different stages of cancer. Psycho-
Oncology, 16, 928–936. doi:10.1002/pon.1156 

Kawakami, S., Arai, G., Ueda, K., Murai, Y., Yokomichi, H., Aoshima, 
M., & Takagi, K. (2001). Physician’s attitudes toward disclosure of 
cancer diagnosis to elderly patients: A report from Tokyo, Japan. Ar-
chives of Gerontology and Geriatrics, 33, 29–36.  doi:10.1016/S0167-49 
43(01)00099-1

Kim, M.K., & Alvi, A. (1999). Breaking the bad news of cancer: The 
patient’s perspective. Laryngoscope, 109, 1064–1067. doi:10.1097/ 
00005537-199907000-00010 

Knapp, R.G. (1978). Basic statistics for nurses. New York, NY: John 
Wiley and Sons.

Kumar, M., Goyal, S., Singh, K., Pandit, S., Sharma, D., Verma, A.K.,  
. . . Bhatnagar, S. (2009). Breaking bad news issues: A survey among 
radiation oncologists. Indian Journal of Palliative Care, 15, 61–66. 
doi:10.4103/0973-1075.53533 

Kumar, S., Shaikh, A.J., Khalid, S., & Masood, N. (2010). Influence of 
patient’s perceptions, beliefs and knowledge about cancer on treat-
ment decision making in Pakistan. Asian Pacific Journal of Cancer 
Prevention, 11, 251–255.

Lally, R.M. (2009). In the moment: Women speak about surgical treat-
ment decision making days after a breast cancer diagnosis [Online 
exclusive]. Oncology Nursing Forum, 36, E257–E265. doi:10.1188/09.
ONF.E257-E265

Lam, W., Fielding, R., Chan, M., Chow, L., & Ho, E. (2003). Participa-
tion and satisfaction with surgical treatment decision-making in 
breast cancer among Chinese women. Breast Cancer Research and 
Treatment, 80, 171–180. doi:10.1023/A:1024568732213 

Makoul, G., & Clayman, M.L. (2006). An integrative model of shared 

Al-Amri, A.M. (2009). Cancer patients’ desire for information: A study 
in a teaching hospital in Saudi Arabia. Eastern Mediterranean Health 
Journal, 15, 19–24.

Al-Amri, A.M. (2010). Saudi cancer patients’ attitudes towards 
disclosure of cancer information. Middle East Journal of Cancer, 
1, 175–180.

Andersen, M.R., Bowen, D.J., Morea, J., Stein, K.D., & Baker, F. (2009). 
Involvement in decision-making and breast cancer survivor quality 
of life. Health Psychology, 28, 29–37. doi:10.1037/0278-6133.28.1.29 

Arbabi, M., Roozdar, A., Taher, M., Shirzad, S., Arjmand, M., Moham-
madi, M.R., . . . Tahmasebi, M. (2010). How to break bad news: Physi-
cians’ and nurses’ attitudes. Iranian Journal of Psychiatry, 5, 128–133.

Atici, E., Erer, S., & Erdemir, A.D. (2009). A study on information 
requests and disclosure in cancer patients. Turkiye Klinikleri Journal 
of Medical Sciences, 29, 297–303.

Au, A.H., Lam, W.W., Chan, M.C., Or, A.Y., Kwong, A., Suen, D., . . . 
Fielding, R. (2011). Development and pilot-testing of a decision aid 
for use among Chinese women facing breast cancer surgery. Health 
Expectations, 14, 405–416. doi:10.1111/j.1369-7625.2010.00655.x 

Back, M.F., & Huak, C.Y. (2005). Family centred decision making and 
nondisclosure of diagnosis in a South East Asian oncology practice. 
Psycho-Oncology, 14, 1052–1059. doi:10.1002/pon.918 

Baile, W.F., Lenzi, R., Parker, P.A., Buckman, R., & Cohen, L. (2002). 
Oncologists’ attitudes toward and practices in giving bad news: 
An exploratory study. Journal of Clinical Oncology, 20, 2189–2196. 4 

Beaver, K., Campbell, M., Craven, O., Jones, D., Luker, K.A., & Sus-
nerwala, S.S. (2009). Colorectal cancer patients’ attitudes towards 
involvement in decision making. Health Expectations, 12, 27–37. 
doi:10.1111/j.1369-7625.2008.00515.x 

Beyraghi, N., Mottaghipour, Y., Mehraban, A., Eslamian, E., & Esfah-
ani, F. (2011). Disclosure of cancer information in Iran: A perspec-
tive of patients, family members, and health professionals. Iranian 
Journal of Cancer Prevention, 4, 130–134.

Charles, C., Gafni, A., & Whelan, T. (1997). Shared decision-making 
in the medical encounter: What does it mean? (Or it takes at least 
two to tango). Social Science and Medicine, 44, 681–692. doi:10.1016/
S0277-9536(96)00221-3

Charles, C., Gafni, A., & Whelan, T. (1999). Decision making in the 
physician-patient encounter: Revisiting the shared treatment 
decision-making model. Social Science and Medicine, 49, 651–661. 
doi:10.1016/S0277-9536(99)00145-8 

Charles, C.A., Whelan, T., Gafni, A., Willan, A., & Farrell, S. (2003). 
Shared treatment decision making: What does it mean to physi-
cians? Journal of Clinical Oncology, 21, 932–936. doi:10.1200/JCO 
.2003.05.057

Chiu, L.Q., Lee, W.S., Gao, F., Parker, P.A., Ng, G.Y., & Toh, C.K. 
(2006). Cancer patients’ preferences for communication of unfa-
vourable news: An Asian perspective. Supportive Care in Cancer, 
14, 818–824. doi:10.1007/s00520-005-0911-7 

Doumit, M.A., & Abu-Saad, H.H. (2008). Lebanese cancer patients: 
Communication and truth telling preferences. Contemporary Nurse, 
28, 74–82. doi:10.5172/conu.673.28.1-2.74 

Edwards, M., Davies, M., & Edwards, A. (2009). What are the ex-
ternal influences on information exchange and shared decision-
making in healthcare consultations: A meta-synthesis of the 
literature. Patient Education and Counseling, 75, 37–52. doi:10.1016/j 
.pec.2008.09.025

Epstein, R.M., & Street, R.L., Jr. (2007). Patient-centered communication 
in cancer care: Promoting healing and reducing suffering. Bethesda, 
MD: National Cancer Institute.

Erer, S., Atici, E., & Erdemir, A.D. (2008). The views of cancer patients 

References

RN, AOCN®, is an assistant professor in the School of Nursing, 
both at the University at Buffalo in New York. No financial re-
lationships to disclose. Lally can be reached at rmlally@buffalo 
.edu, with copy to editor at ONFEditor@ons.org. (Submit-

ted September 2012. Accepted for publication December 31, 
2012.)

Digital Object Identifier: 10.1188/13.ONF.454-463

D
ow

nl
oa

de
d 

on
 0

5-
03

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



Oncology	Nursing	Forum	•	Vol.	40,	No.	5,	September	2013	 463

decision making in medical encounters. Patient Education and Coun-
seling, 60, 301–312. doi:10.1016/j.pec.2005.06.010 

Mitchell, J.L. (1998). Cross-cultural issues in the disclosure of cancer. 
Cancer Practice, 6, 153–160. doi:10.1046/j.1523-5394.1998.006003153.x

Mobeireek, A.F., al-Kassimi, F.A., al-Majid, S.A., & al-Shimemry, A. 
(1996). Communication with the seriously ill: Physicians’ attitudes in 
Saudi Arabia. Journal of Medical Ethics, 22, 282–285. doi:10.1136/jme 
.22.5.282 

Montazeri, A., Vahdani, M., Haji-Mahmoodi, M., Jarvandi, S., & 
Ebrahimi, M. (2002). Cancer patient education in Iran: A descrip-
tive study. Supportive Care in Cancer, 10, 169–173. doi:10.1007/s00 
520-001-0315-2

O’Connor, A.M., Rostom, A., Fiset, V., Tetroe, J., Entwistle, V., 
Llewellyn-Thomas, H., . . . Jones, J. (1999). Decision aids for pa-
tients facing health treatment or screening decisions: Systematic 
review. BMJ, 319, 731–734. doi:10.1136/bmj.319.7212.731

O’Connor, A.M., Stacey, D., Entwistle, V., Llewellyn-Thomas, H.,  
Rovner, D., Holmes-Rovner, M., . . . Jones, J. (2003). Decision aids for 
people facing health treatment or screening decisions. Cochrane Da-
tabase of Systematic Reviews, 3, CD001431. doi:10.1002/14651858.CD 
001431 

Ozdogan, M., Samur, M., Artac, M., Yildiz, M., Savas, B., & Bozcuk, 
H.S. (2006). Factors related to truth-telling practice of physicians 
treating patients with cancer in Turkey. Journal of Palliative Medicine, 
9, 1114–1119. doi:10.1089/jpm.2006.9.1114 

Parker, P.A., Baile, W.F., de Moor, C., Lenzi, R., Kudelka, A.P., & Co-
hen, L. (2001). Breaking bad news about cancer: Patients’ preferenc-
es for communication. Journal of Clinical Oncology, 19, 2049–2056.

Phungrassami, T., Sriplung, H., Roka, A., Mintrasak, E., Peerawong, 
T., & Aegem, U. (2003). Disclosure of a cancer diagnosis in Thai 
patients treated with radiotherapy. Social Science and Medicine, 57, 
1675–1682. doi:10.1016/S0277-9536(02)00552-X

Pieterse, A.H., Baas-Thijssen, M.C., Marijnen, C.A., & Stiggelbout, 
A.M. (2008). Clinician and cancer patient views on patient partici-
pation in treatment decision-making: A quantitative and qualita-
tive exploration. British Journal of Cancer, 99, 875–882. 

Qasem, A.A., Ashour, T.H., Al-Abdulrazzaq, H.K., & Ismail, Z.A. 
(2002). Disclosure of cancer diagnosis and prognosis by physicians 
in Kuwait. International Journal of Clinical Practice, 56, 215–218.

Ramfelt, E., Lützen, K., & Nordström, G. (2005). Treatment decision-
making in a group of patients with colo-rectal cancer before sur-
gery and a one-year follow-up. European Journal of Cancer Care, 14, 
327–335. doi:10.1111/j.1365-2354.2005.00588.x

Sainio, C., Lauri, S., & Eriksson, E. (2001). Cancer patients’ views and 
experiences of participation in care and decision making. Nursing 
Ethics, 8, 97–113.

Schernhammer, E., Haidinger, G., Waldhör, T., Vargas, R., & Vutuc, 
C. (2010). A study of trends in beliefs and attitudes toward cancer. 
Journal of Cancer Education, 25, 211–216. doi:10.1007/s13187-010 
-0104-z 

Sheridan, S.L., Harris, R.P., & Woolf, S.H. (2004). Shared decision 
making about screening and chemoprevention: A suggested ap-
proach from the U.S. Preventive Services Task Force. American 
Journal of Preventive Medicine, 26, 56–66. doi:10.1016/j.amepre 
.2003.09.011

Swainston, K., Campbell, C., van Wersch, A., & Durning, P. (2012). 
Treatment decision making in breast cancer: A longitudinal explo-
ration of women’s experiences. British Journal of Health Psychology, 
17, 155–170. doi:10.1111/j.2044-8287.2011.02028.x

Tang, S.T., & Lee, S.Y. (2004). Cancer diagnosis and prognosis in 
Taiwan: Patient preferences versus experiences. Psycho-Oncology, 
13, 1–13. doi:10.1002/pon.721 

Van Der Bly, M.C.E. (2007). Globalization and the rise of one heteroge-
neous world culture. International Journal of Comparative Sociology, 
48, 234–256. doi:10.1177/0020715207075401 

Waljee, J.F., Rogers, M.A., & Alderman, A.K. (2007). Decision aids and 
breast cancer: Do they influence choice for surgery and knowledge 
of treatment options? Journal of Clinical Oncology, 25, 1067–1073. 
doi:10.1200/JCO.2006.08.5472 

Watanabe, Y., Takahashi, M., & Kai, I. (2008). Japanese cancer pa-
tient participation in and satisfaction with treatment-related 
decision-making: A qualitative study. BMC Public Health, 8, 77. 
doi:10.1186/1471-2458-8-77 

Whelan, T., Levine, M., Willan, A., Gafni, A., Sanders, K., Mirsky, D., 
. . . Dubois, S. (2004). Effect of a decision aid on knowledge and 
treatment decision making for breast cancer surgery: A random-
ized trial. JAMA, 292, 435–441. doi:10.1001/jama.292.4.435 

Wright, E.B., Holcombe, C., & Salmon, P. (2004). Doctors’ communica-
tion of trust, care, and respect in breast cancer: Qualitative study. 
BMJ, 328, 864. doi:10.1136/bmj.38046.771308.7C

Younge, D., Moreau, P., Ezzat, A., & Gray, A. (1997). Communicating 
with cancer patients in Saudi Arabia. Annals of the New York Acad-
emy of Sciences, 809, 309–316. doi:10.1111/j.1749-6632.1997.tb48094.x 

Yun, Y.H., Kwon, Y.C., Lee, M.K., Lee, W.J., Jung, K.H., Do, Y.R.,  
. . . Park, S.Y. (2010). Experiences and attitudes of patients with 
terminal cancer and their family caregivers toward the disclosure 
of terminal illness. Journal of Clinical Oncology, 28, 1950–1957. 
doi:10.1200/JCO.2009.22.9658 

Yun, Y.H., Lee, C.G., Kim, S.Y., Lee, S.W., Heo, D.S., Kim, J.S., . . . You, 
C.H. (2004). The attitudes of cancer patients and their families to-
ward the disclosure of terminal illness. Journal of Clinical Oncology, 
22, 307–314. doi:10.1200/JCO.2004.07.053

D
ow

nl
oa

de
d 

on
 0

5-
03

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.


