
DISCUSSION

This case contains many elements familiar to
most clinicians. We have an elderly patient with
advanced cancer and multiple comorbidities.
The patient, his family, and his clinicians face a
host of difficult decisions—whether or not to
treat his cancer, presumably with hormone
suppressive therapy, whether or not to be cared
for at home with or without hospice support,
and whether or not to plan for a trip back to his
homeland. The patient’s support structure is
fragile. As is too often the case, there is much
we do not know. Why had he not previously re-
ceived therapy for his cancer; did he decline
therapy or did he just fall through the cracks?
Was he even told he had cancer? Why were
these issues not addressed earlier? Why is it we
so often face such decisions too late in the midst
of crisis? Similar questions and themes are com-
monplace in modern medicine.

Yet, what leaps out at us is that the patient, his
family and his caregiver are Vietnamese. This
complicates an already muddled picture. Clearly,
we have a language barrier. Vietnam is thousands
of miles away, raising the stakes in considering
air travel. We may also wonder if there are ele-
ments of culture that are influencing this patient’s
story in more subtle ways. How do Vietnamese
think and communicate about illness? The hos-
pice worker may have heard that Asians tend not
to speak openly about dying, but is this true of
Vietnamese? Who are the decision makers in
Vietnamese families? Do Vietnamese prefer to die
at home? Is there some special reason returning
to Vietnam to die is so important? What are the
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A78-YEAR-OLD Vietnamese man was referred
for hospice care. He immigrated to the

United States 15 years ago but speaks no English.
Two years ago he was reported to have been di-
agnosed with prostate cancer. No treatment was
given. One month ago he came to the emergency
department because of a tender swollen left leg.
Deep venous thromboembolism was diagnosed
and anticoagulation begun. Further evaluation
showed multiple lung and liver nodules. His
prostate-specific antigen (PSA) was reported in
the chart to be “very elevated.” His performance
status was Karnofsky 30, ECOG (Zubrod) 4. He
required two-person assistance to get into a chair
and spent most of his time sleeping. His past
medical history included three strokes, chronic
obstructive pulmonary disease (COPD), and
asthma. He demonstrated garbled speech that
was difficult to understand and was related to the
strokes. He was married to a second wife. He had
one son from a previous marriage who was in-
carcerated. He was cared for at home primarily
by a Vietnamese caregiver paid by the state. The
patient said he wanted to remain at home and not
be readmitted to the hospital or the hospice unit.
The patient’s wife wanted the hospice team to get
him well enough to return to Viet Nam to die.
The team wondered if the wife understood the
situation completely. The paid caregiver had
been the primary translator. Questions the team
wondered about were: should there be treatment
for the prostate cancer? How could they make a
judgment about fitness for travel? How should
they handle translation issues?
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common spiritual beliefs of Vietnamese? Are
there predeath or postdeath rituals that should be
anticipated? Are there certain cultural “faux-pas”
that might be anticipated and thereby avoided1?

If the clinician is unfamiliar with the culture of
a patient or family, some background research on
such questions can be helpful, although one must
be careful to avoid stereotyping. Only a few
books, not readily accessible to the average clin-
ician, explicitly address these questions as they
relate to Vietnamese.2,3 A MEDLINE search re-
vealed no useful articles from commonly avail-
able journals, using the keywords of Vietnamese,
dying, and palliative care. However, an Internet
search, using Google, for these words quickly re-
vealed a number of good quality web pages, sug-
gesting that the Internet may be the best source
for such information.

Some generalizations about Vietnamese cul-
ture that I found on this search include:

• Most Vietnamese are not particularly fearful of
death.

• There may, however, be a reluctance to talk
openly about dying.

• There may be a particular taboo against talk-
ing about cancer, the acquisition of which
may be thought to represent something
shameful or some prior misdeed. There may
be a special concern that cancer was caused
by chemical contamination during the Viet-
nam War.

• Many Vietnamese have no understanding of
hospice care.

• Vietnamese usually prefer to die at home.
• Elder sons often have major roles in family de-

cision making.
• The most common religions in Vietnam are

Buddhism and Catholicism.4

On a National Palliative Care Program of Aus-
tralia Web site, I also found a brochure explain-
ing hospice and palliative care in Vietnamese that
might be helpful in explaining hospice and pal-
liative care basics to non-English–speaking Viet-
namese.5

This background information suggests some
specific lines of inquiry that might be pursued,
such as the potential role of the incarcerated son
in decision making. It also suggests that discus-
sion of the patient’s cancer may be a sensitive 
issue.

APPROACHING THE 
PATIENT AND FAMILY

A Vietnamese caregiver acted as translator in
the case. This is problematic for a number of rea-
sons. Accurate translation may not occur because
the caregiver believes (or has been told not to
speak of) certain things such as the patient’s can-
cer. It is possible that the caregiver has a vested
interest in continued employment by the family
and thus might influence the conversation in a di-
rection favoring home care. More commonly,
family members, often children, serve as transla-
tors for non-English–speaking patients, an equ-
ally problematic practice. Where possible, pro-
fessional translation should be used.6,7 Profes-
sional translators may go beyond simple transla-
tion to act as “cultural guides,” interpreting more
subtle aspects of intercultural communication
and explaining otherwise unintelligible and often
unnoticed cultural contexts.8,9 Respected com-
munity leaders and health care workers of the pa-
tient’s ethnicity may also serve as translators and
guides, where professionals are not available. In
regions served by multiple hospice organizations,
hospices might agree to keep a common list of
staff fluent in languages other than English and
to refer, when necessary, to another agency with
special language competency.

Having obtained adequate translation, in a case
such as this I would first approach available
stakeholders, the patient to the extent he could
participate and his wife, regarding their under-
standings of the patient’s current situation. I
would be particularly interested in their ex-
planatory models of the illness.10,11 Explanatory
model questions may include:

What do you call the problem? What do you
think the illness does? What do you think the nat-
ural course of the illness is? What do you fear?
Why do you think this illness or problem has oc-
curred? How do you think the sickness should be
treated? How do want us to help you? Who do
you turn to for help? Who should be involved in
decision making?

In exploring their explanatory models, I would
likely need to share some of my own explanatory
model. I would take care not to introduce poten-
tially inflammatory language by using words like
cancer or dying, but would rather note how ex-
plicitly or ambiguously they discussed such is-
sues and then follow their lead, using similar
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wording. The case suggests that the wife is aware
that the patient is dying. However, we do not
know if the patient is so aware or even aware that
he has cancer.

If it appeared that the patient does not know
he has cancer and that this resulted from inten-
tional nondisclosure, I would explore this sepa-
rately with the patient’s wife. Some useful initial
steps in exploring a desire or request for nondis-
closure include:

1. An initial statement of respect (I respect that
different people have different ways of han-
dling such situations).

2. A query regarding the family’s prior experi-
ences in this realm and more explicitly as to
why the family believed nondisclosure would
be in keeping with the patient’s wishes. “Do
you think or know that he would agree with
this? Have you discussed this approach with
him? How has he dealt with similar situations
in the past?”12

Often ethical controversies regarding 
autonomy and nondisclosure can be avoided by
simply asking the patient if he or she would
like to defer decision making to others, such as
certain family members, or would prefer to
handle this by him or herself. If the patient
would prefer to defer, such deference is itself
an act of autonomy.13 If he would prefer to
make his own decisions, this can be reflected
back to the family for the family to discuss and
resolve.

Skill in cross-cultural communication can help
avoid creating serious misunderstandings that of-
ten result in poor decision making and added suf-
fering in already difficult circumstances. How-
ever, such skill does not guarantee a happy
outcome. It seems likely in this case that other
communication skills, particularly those of giv-
ing bad news and negotiation will be needed.14,15

Recovering enough strength to return to Vietnam,
for example, may simply not be an option. When
the “bad news” relates to telling a patient or fam-
ily that some desired outcome may not be ob-
tainable, as we must often do when a goal of care
is highly unrealistic, it is advisable to first affirm
the wish, which is usually entirely reasonable.16

If a plane trip appeared impossible, I might first
affirm that returning home would be highly de-
sirable by saying something like, “I wish that

were possible, but unfortunately this cannot be
accomplished.” While this may seem obvious,
such a statement helps families understanding
that clinicians are not philosophically opposed to
such goals. Frank admission of limitations, while
validating hopes and wishes, can result in
stronger bonds with patients and families, there-
by promoting healing even in the most difficult
of circumstances.
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