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"You have cancer."

"Your cancer is not responding to treatment."

"Your child has cancer"

An amazing evolution in what is considered to be the correct clinical practice for sharing with patients their cancer diagnosis or prognosis has taken place in the past 4 decades in multiple locations across the globe. The evolution includes moving away from the clinician practice of not telling the diagnosis or prognosis to truth telling based on the belief that patients have the right to information about their diagnosis and their chances of surviving their disease so that they can make informed decisions about treatment and other life concerns.1 This same right is extended to children with cancer. In this evolution of correct clinical behavior, truth telling has been associated with words such as the moral duty of clinicians and full disclosure that seem to equate truth telling with honest, good, and preferred clinician behaviors.2,3 Truth telling has also been associated with terms such as assault by truth, being unnecessarily cruel, and as imposing information on patients.2,4 Not telling has been associated with words such as evasion, paternalism, concealment, conspiracy of silence, and nondisclosure. Not telling has also been referred to as "corrosive" to the clinician-patient relationship and as protective of patients' hope.4-6 These words of strong mental associations tell us that we are not neutral about truth telling and not telling; the terms themselves are pejorative and imply judgment of a clinician's style of communicating with patients and their families. Judging communication styles in this way invites research about cultural humility in oncology, or the development of a respectful relationship with a patient and others through self-reflection, self-critique, and focused interviewing of patients to learn about how the patient's goals and priorities are similar and different from those of the clinician.7

Cultural humility in the care of oncology patients and their families is apparent in every issue of Cancer Nursing and not just because of the purposeful blending of papers from diverse geographical countries. Cultural humility is as relevant to a single family experiencing cancer as it might be to an entire nation because each family member is likely to have a preference for type and amount of cancer-related information. Cultural humility teaches us that no single standard about sharing the diagnosis or prognosis of cancer can exist. The truth is, truth telling and not telling are clinical treatments. We live in the much appreciated age of tailored or personalized cancer treatments to best match the makeup of our patients. Most times, such tailoring is considered in the context of medication dosing, but communicating cancer diagnoses and prognoses to patients and their families is no less a treatment than medication titration. True cultural humility requires clinicians to make every effort to understand their patients' beliefs and how their patients want themselves and their disease to be treated.8 The truth is, regardless of truth telling or not telling, the care that we provide in oncology needs to be guided by patient preferences for information and for treatment. Goals of care can be established, refined, or refocused at any point in the trajectory of care, whether truth telling or not telling is occurring.

Clinicians who strive to deliver tailored care guided by cultural humility want to know what methods to use to establish care goals with their patients and when to implement these methods. Establishing goals of care with patients does not require a clinician to tell or not tell, but it does require clinicians to listen carefully to patients. The nature of some of the research included in Cancer Nursing seeks to add to our understanding of patient preferences for treatment, family desires about care, and how such patient and family preferences influence cancer care outcomes. We would like to include in our journal in the future more studies that address the tailoring of cancer care based on patient and clinician characteristics, including the potential of differences in care when cultural humility and listening are present in the delivered care. Truth telling is not necessarily communicating; not telling is not the same as not communicating, but listening is a universal form of communication.

My best to you.

Pamela S. Hinds, PhD, RN, FAAN

Editor in Chief, Cancer Nursing™
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