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As a result of profound worldwide demographic change, physi-
cians will increasingly care for patients from cultural backgrounds
other than their own. Differences in beliefs, values, and traditional
health care practices are of particular relevance at the end of life.
Health care providers and patients and families may not have
shared understandings of the meaning of illness or death and may
not agree on the best strategies to plan for the end of life or to
alleviate pain and suffering. Good end-of-life care may be com-
plicated by disagreements between physicians and patients, diffi-
cult interactions, or decisions the physician does not understand.
Challenges may result from cultural differences between the pa-
tient’s background and traditional medical practice. Values so in-
grained in physicians as to be unquestioned may be alien to
patients from different backgrounds. Physicians need to be sensi-
tive to cultural differences and to develop the skills necessary to

work with patients from diverse backgrounds.
Community and cultural ties provide a source of great com-

fort as patients and families prepare for death. This paper de-
scribes two cases that raise issues about cross-cultural end-of-life
practice and suggests strategies for negotiating common prob-
lems. Physicians should assess the cultural background of each
patient and inquire about values that may affect care at the end of
life. They should become aware of the specific beliefs and prac-
tices of the populations they serve, always remembering to inquire
whether an individual patient adheres to these cultural beliefs.
Attention to cultural difference enables the physician to provide
comprehensive and compassionate palliative care at the end of life.
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developed liver metastases and did not respond to two cycles
of chemotherapy. At his last visit, the patient declined to
discuss hospice when his physician raised this option. He has
a living will indicating his desire for aggressive treatment if
artificial means are required to sustain his life. The physi-
cian suspects that the patient’s insistence on aggressive care
may stem from his failure to understand the limits of avail-
able interventions.

The physicians in these cases were perplexed by
their patients’ seemingly inconsistent or unreasonable
actions and decisions. In typical cases, physicians have
little information about the patient’s cultural and social
background even though these characteristics shape end-
of-life preferences. In this discussion, we argue that
quality end-of-life care requires attention to cultural dif-
ferences. Only through knowing the cultural back-
ground can clinicians make sense of a patient’s explan-
atory models about illness, expectations about care,
hopes for the future, and views regarding death (1).
Building on many useful general articles on cross-cul-
tural care and the culture of medicine (1–9), we focus
on end-of-life care. Attention to cultural differences is
particularly important because demographic changes in-



ing nonverbal cues. Rather than indicating agreement,
Mrs. Martinez’s nod might be merely a social custom,
showing politeness and respect for a person in authority
(15). Recognizing this possibility,s pny



icisms of the medical system. When specific incidents
that engender mistrust are reported, follow-up through
appropriate quality assurance committees may be neces-
sary to correct systemic problems (30).

After addressing the fundamental issues of mistrust
and misunderstanding, Mr. Byrd’s physician dealt with
the specific problem (inadequate pain control) troubling
his patient. African Americans in the U.S. health care
system continue to experience serious inequalities in
treatment across a broad spectrum of clinical conditions,
from cardiac disease to cancer, diabetes, renal disease,
asthma, HIV and AIDS, and pneumonia; pain relief is
an additional area of inequality (31–36). Minorities are
less likely than other patients to receive adequate pain
relief (37–39). Pharmacies in minority neighborhoods
are less likely to stock and fill prescriptions for narcotics
(40). Aware of these disparities, the physician expressed
his commitment to pain relief and ensured that he un-
derstood how Mr. Byrd was reporting pain levels by
asking him to indicate the level of relief he wanted.

Like Mr. Byrd, patients who have experienced poor
access to care may be concerned that palliative medicine
represents “giving up,” or second-rate care (41, 42). Be-
lief in the sanctity of life may make it difficult for pa-
tients to accept the philosophy of care offered through
hospice and palliative medicine (43). In response to this
concern, Mr. Byrd’s physician assured him that he, the
patient, was in control. The doctor might also consider
exploring other symptoms and functional limitations ex-
perienced by Mr. Byrd and how his family was coping
with his illness, thus opening discussion to further clar-
ify the philosophy and services of hospice care. Once
Mr. Byrd understood that his physician’s disrespectful
behavior had been unintentional, he was able to hear
offers of palliative care more openly.

BASIC CONCEPTS OF CULTURALLY EFFECTIVE CARE

These cases suggest how physicians can better pro-
vide culturally effective care in societies characterized by
diversity. To do so, physicians need the appropriate at-
titudes and skills, which have been termed cultural sen-
sitivity and cultural competence (7, 9).

Cultural sensitivity requires that physicians be aware
of how culture shapes patients’ values, beliefs, and world
views; acknowledge that differences exist; and respect
these differences (6). Physicians need to maintain a non-

judgmental attitude toward unfamiliar beliefs and prac-
tices and be willing to negotiate and compromise when
world views conflict. In case 1, the physician recognized



It is unrealistic to suggest that health care providers
should learn the common beliefs about illness and the
practices of the many cultural groups in the United
States. Nonetheless, it is reasonable for physicians to
become informed about the needs of populations they
see regularly in their practices. Guidebooks and Web-
based resources that compile information about cultural
differences can introduce physicians to beliefs and prac-
tices relevant to end-of-life care (48–50). Specific cul-
tural issues include the appropriateness of openly nam-
ing a disease or discussing death, the expression of pain,
attitudes toward suffering, and the role of family mem-
bers (and professional caregivers) in serious illness.

A tendency to lump together large population
groups under broad categories can obscure important
differences. For example, the designation “black” could
refer to West Indians, Africans, and American-born
blacks, among others. “Hispanics” or “Latinos” may in-
clude Puerto Ricans, Mexican or Central Americans,
Dominicans, Cubans, and others. “Asians” may include
persons with ancestry from the Indian subcontinent,
China, Korea, Japan, or other Pacific Rim countries.
Furthermore, there is great diversity within ethnic and
cultural groups. Patients are individuals, and all mem-
bers of any group do not necessarily share the same
cultural traits. For example, although survey and focus
group data suggested that African Americans and mem-
bers of certain Hispanic groups completed advance di-
rectives less frequently than European Americans, indi-
vidual representatives of these groups did not necessarily
hold these beliefs (51–55).



viewers for thoughtful and highly valuable comments on multiple drafts
of this manuscript.

Grant Support: By the American Foundation for AIDS Research
(1772); The Greenwall Foundation; National Institutes of Health (R01
NR029060); Open Society Institute Project on Death in America; the
Robert Wood Johnson Foundation; State of California Universitywide
AIDS Research Program (R95-ST-188); the University of California,
San Francisco, AIDS Clinical Research Center; and the Robert Wood
Johnson Foundation Initiative on Strengthening the Doctor–Patient Re-
lationship.

Requests for Single Reprints: Lois Snyder, JD, Center for Ethics and
Professionalism, American College of Physicians–American Society of
Internal Medicine, 190 N. Independence Mall West, Philadelphia, PA
19106; e-mail, lsnyder@mail.acponline.org.

Current author addresses are available at www.annals.org.

References
1. Carrillo JE, Green AR, Betancourt JR. Cross-cultural primary care: a patient-
based approach. Ann Intern Med. 1999;130:829-34. [PMID: 10366373]

2. Fortier J. U.S. Department of Health and Human Services, Office of Minority
Health. Assuring Cultural Competence in Health Care: Recommendations for
National Standards and an Outcomes-Focused Research Agenda. 2000. Available
at www.omhrc.gov/clas/. Accessed 12 March 2002.

3. Orr RD, Marshall PA, Osborn J. Cross-cultural considerations in clinical
ethics consultations. Arch Fam Med. 1995;4:159-64. [PMID: 7842154]

4. Welch M, Feldman MD. Cross-cultural communication. In: Feldman MD,
Christensen JF, eds. Behavioral Medicine in Primary Care: A Practical Guide.
Stamford, CT: Appleton & Lange; 1997:97-108.

6. Culhane-Pera KA, Reif C, Egli E, Baker NJ, Kassekert R. A curriculum for
multicultural education in family medicine. Fam Med. 1997;29:719-23. [PMID:
9397362]

7. Tervalon M, Murray-Garcı́a J. Cultural humility versus cultural competence:
a critical distinction in defining physician training outcomes in multicultural
education [Editorial]. J Health Care Poor Underserved. 1998;9:117-25. [PMID:
10073197]

8. Zweifler J, Gonzalez AM.



[PMID: 10519898]

35. Peterson ED, Shaw LK, DeLong ER, Pryor DB, Califf RM, Mark DB.
Racial variation in the use of coronary-revascularization procedures. Are the dif-
ferences real? Do they matter? N Engl J Med. 1997;336:480-6. [PMID:
9017942]

36. Kahn KL, Pearson ML, Harrison ER, Desmond KA, Rogers WH, Ruben-
stein LV, et al. Health care for black and poor hospitalized Medicare patients.
JAMA. 1994;271:1169-74. [PMID: 8151874]

37. Cleeland CS, Gonin R, Baez L, Loehrer P, Pandya KJ. Pain and treatment
of pain in minority patients with cancer. The Eastern Cooperative Oncology
Group Minority Outpatient Pain Study. Ann Intern Med. 1997;127:813-6.
[PMID: 9382402]

38. Engle VF, Fox-Hill E, Graney MJ. The experience of living-dying in a
nursing home: self-reports of black and white older adults. J Am Geriatr Soc.
1998;46:1091-6. [PMID: 9736101]

39. Todd KH, Samaroo N, Hoffman JR. Ethnicity as a risk factor for inadequate
emergency department analgesia. JAMA. 1993;269:1537-9. [PMID: 8445817]

40. Morrison RS, Wallenstein S, Natale DK, Senzel RS, Huang LL. “We don’t
carry that”—


