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Introduction

The doctor-patient relationship has been and remains a
keystone of care. This relationship has received philosophical,
sociological, and literary attention since Hippocrates. It is
critical for vulnerable patients as they experience a heightened
reliance on their physician’s competence, skills, and goodwill.
For this relationship to be robust, it should focus on the truth
that is the property of being in accord with fact or reality.
The presence of truth constitutes a permanent demand in any
form of relationship. Truth breeds trust. The first, perhaps, of
all the tips and tricks that a doctor is taught in medical school
is to make the patient his ally, to devote time to him, to gain his
trust. But what about patients who are facing a chronic, progres-
sive, or fatal disease? Fully communicating the diagnosis,
outcome, therapy, and evolution of a specific disease or hiding
the truth is best in these patients? In many cases, the primary
urge pertains to the embellishment of the tough truth in an
attempt to soften the inevitable reality. However, as Benjamin
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Abstract — Physicians often grapple with the delicate balance between providing full disclosure and shielding patients
from harsh realities. Honesty, empathy, and patient-centered care are crucial elements influencing patient outcomes and
well-being. The revelation process of life-threatening diseases triggers distinct psychological coping stages, emphasiz-
ing the need for sensitive communication. Cultural factors further shape communication dynamics, necessitating indi-
vidualized approaches. As such, this paper discusses the need for truth in the relationships and interactions of doctors
and patients, emphasizes adequate information of patients based on honesty and consideration of their expectations,
environment, and cultural values, and explores the pivotal role of bioethics education and training in preparing medical
professionals to navigate these complex situations. By integrating bioethics education into medical curricula, fostering
open and honest communication, and building strong patient-doctor relationships, we can enhance the quality of care
and empower patients to embrace their medical journey with dignity and acceptance.
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Franklin used to say, “...Half a truth is often a great lie...”.
Therefore, how ethical is hiding the truth from patients?

Interaction with patients — Anxiety and distress

The revelation process of a potentially fatal disease is com-
monly described as a short blunt announcement and is charac-
terized by the certainty of the diagnosis and the uncertainty of
the prognosis. There are three scenarios worldwide that the
majority of physicians follow in order to interact with a patient
with a life-threatening disease. According to the first scenario,
the patient can only receive information regarding treatment
procedures. The second scenario pertains to the full enlighten-
ment of the patient. Finally, according to the third scenario,
the extent of the information provided by the patients can be
customized [1].

The interesting observation from the above interactions
with patients is that the level of impact and thus the level of
honesty may even affect the progress of the disease. Research
has shown that the doctor’s competency in addressing
emotional concerns and presenting empathy has been correlated
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to patients’ higher health-related quality of life [2]. Further-
more, full disclosure in patients’ informed consent to their
disease can be correlated with attention, emotional support
and eventually a patient-centered and facilitative approach to
care [3], which could potentially lead to lower levels of anxiety
and distress [4].

Announcing the diagnosis — Denial, frustration,
bargaining, and acceptance

Announcing an unpleasant diagnosis is the inevitable first
step of the many complicated and painful steps that are
expected to follow for the patients and their relatives. The
mental processing of the diagnosis, whether based on what is
explicitly known or internally feared, is closely linked to the
existential fear of death. Typically, patients exhibit a multi-stage
psychological reaction. The first stage is commonly character-
ized by denial and often accompanied by isolation. This is
usually followed by anger, frustration, bargaining where
patients attempt to negotiate or make deals in hopes of delaying
or altering the course of their disease, and depression. Finally,
acceptance may occur, although many patients may never fully
reach this final stage [5-7].

Acceptance of the disease is vital. According to psychoan-
alytic theories, patients who can grasp the progression of their
disease — its personal implications, limitations, or even the
potential for death — are more likely to reconstruct their sense
of identity, focus on improving quality of life, and move toward
psychological acceptance [8, 9]. This transformative process is
often facilitated when a trusted authority figure, such as a physi-
cian, guides the patient through it with clarity and empathy [8].

Honesty is a non-negotiable ethical cornerstone in this
process. However, communicating such life-altering informa-
tion is emotionally taxing for both the physician and the patient.
For the patient, the shock often begins with the mere announce-
ment of a terminal diagnosis. This emotional toll then escalates
as the patient must process a flood of information, evaluate
treatment options, and make urgent, often overwhelming deci-
sions. As a result, many patients struggle to fully comprehend
or emotionally accept the gravity of their situation.

Considering patients’ expectations —
Environment and cultures

Next, the values and preferences of the patients and their
relatives should be given the highest priority. To better under-
stand those values, physicians should consider the patients’
environment, coping mechanisms, level of stress, and psycho-
logical status. Importantly, it is vital to take into consideration
any cross-cultural issues that may add variables to the patient’s
perception. For example, in the Eastern world, the families play
a significant role in the management of a patient member of the
family; therefore, hiding the truth or revealing only a small part
of it, is a common situation and explicit request on behalf of the
family environment. Similarly, a paternalistic model extracts
the patients’ needs and personality out from the picture. More-
over, the belief that the patients’ health will deteriorate after
they are informed about their medical condition exists and is

.. SICOT-J 2025, 11, E2

commonly adopted [9-11]. In contrast, in the Western world,
patients act independently to ensure they get the “final say”
regarding their treatment. In this culture, different strategies
are considered a violation of basic human rights. Thus, the
patients’ individual characteristics and personality have been
taken severely into consideration and customarily determine
any health update announcements. In other words, physicians
provide them with as much of the truth as it is possible to han-
dle [11]. These overlapping concerns often come into conflict:
what the physician is ethically obligated to disclose; what the
patient wishes to hear; and what the cultural context permits.
The intersection of these three forces represents the ethical
space in which physicians must operate (Figure 1). In any case,
physicians owe it listen carefully to patients’ needs, as well as
to act and advise them accordingly towards the direction of
their health improvement [12].

There are very few papers on the relationship between clini-
cians and their patients [13—15]. The bedside manner refers to
“the way in which a doctor treats people who are ill, especially
showing kind, friendly, and understanding behaviour”. This
description essentially describes how we would all like to be trea-
ted if and when we or our family members become patients. There
is no point in having a brilliant mind but no mechanism for
expressing it. Providing comfort to patients allows for a genuine
two-way sharing of information, benefiting both parties [15].

Informing orthopaedic patients — Physical
recovery vs. return to work

The specialism of orthopaedic surgery covers many subdis-
ciplines; most of these deal with degenerative changes occur-
ring as a result of the normal aging process, some will follow
trauma, others will result from congenital malformations,
tumors, or infections [16-21]. Patients are pre-conditioned to
look for a cure and are not that happy to learn if one is not avail-
able [22]. These patients need careful handling as they need to
understand their disease, that some processes cannot be cured,
and resultant symptoms can only be managed. Orthopaedic
meetings are full of examples where there is a “triumph of tech-
nology over common sense”. It is apparent that orthopaedic
patients are more interested in physical recovery than in a return
to work or financial objectives. For that reason, orthopaedic sur-
geons should strongly consider assessing the socioeconomic
well-being of their patients [22, 23].

Pain is a personal experience. The way individuals react to
pain is very different and very subjective. Most patients are
convinced that the experience of pain means that they are suf-
fering major damage, and they are concerned that any activity
that causes pain should be avoided. They often need permission
to return to activity, and delay their return to work for months.
Misconceptions about pain, the overinterpretation of imaging
results, and a lack of personalized communication contribute
significantly to delayed recovery. Visual and verbal cues from
clinicians can shape patient understanding of pain and diagnos-
tic imaging (Figure 2). It is the responsibility of the treating
physicians to reassure their patients that musculoskeletal symp-
toms are rarely the source of permanent injury; imaging inves-
tigations such as MRI scans have a valuable role in explaining
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Ethical Tensions in Truth-Telling: A Bioethics Venn Diagram
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Figure 1. Visualization of the interplay between a physician’s ethical obligation to disclose medical truths, a patient’s right to know or not
know, and the influence of cultural norms or family preferences. At their intersection lies the ideal: a communication approach that is ethically
sound, patient-centered, and culturally sensitive. This model highlights the complexity of disclosure in practice and underscores the need for
structured bioethics training to help clinicians navigate these overlapping domains.
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Figure 2. The two key communication challenges in orthopaedic care. On the left, patients often equate pain with serious injury, leading to
avoidance and delayed recovery. On the right, overreliance on imaging may reinforce fear, whereas patient-centered explanation and
reassurance can promote activity, reduce anxiety, and improve outcomes. These examples highlight the importance of clinical empathy,
contextual interpretation, and patient education in the management of musculoskeletal conditions.

and reassuring patients that there is no significant or important  situation is likely to become more acute with the rise of artificial
pathology that requires invasive treatment [22]. In this setting,  intelligence, which can certainly improve diagnosis, but not the
caution should be given to treat the patient, not the scans. This  interaction with a patient.
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Figure 3. The evolution of bioethics education across global medical schools over the past four decades and the current year. The data reflect
trends in how ethics instruction is delivered, including basic mandatory coursework, elective courses, integration within the clinical
curriculum, treatment as a sub-topic, and absence of formal training. While there has been a marked increase in both mandatory and integrated
bioethics instruction, a significant number of institutions still offer only partial or no structured training. These trends underscore the growing
recognition of ethics in medical education, while also highlighting ongoing gaps in its practical application and consistency.

With the challenges of more informed and demanding
patients, physicians must improve and practice their interper-
sonal skills. Information for patients is certainly key, as an
informed patient is a more understanding and cooperative
patient, as they can understand the reasoning behind clinical
decisions, and are more compliant with the proposed treatment
[15].

Comforting patients — Bioethics training and
education

There is no perfect strategy or golden standard for comfort-
ing a patient with a critical health problem. In that distress
condition, the physicians should have prepared their approach
and be mindful of the tone of their voice, their selection of
words, and their body language, while simultaneously main-
taining their authenticity and comfort. They should demonstrate
lucidity and sincerity and undertake humanistic and ethical
reflection. Hesitation and ambiguity cause insecurity in patients
and disruption of relationships. Telling the truth was never a
simple task; it requires a balance of cultural and personal issues,
without the patient’s inspiration and hope being lost [12]. It
requires that the physician consider the physical, psychological,
social, and health-related quality of life measures for each indi-
vidual patient [3-5, 22, 24, 25]. Additionally, the surgeons
should understand the adverse psychology of their patients
and determine those patients who will not do well with a surgi-
cal procedure for a given disease. Moreover, patient-reported
outcome measurements (PROMs) are problematic because
depressive symptoms and catastrophising appear to be key fac-
tors influencing their score and the scoring of clinician-rated
outcomes [26].

Unfortunately, most medical schools do not equip students
to deal with such complicated situations and painful announce-
ments [27]. Hopefully, this norm could change as soon as
university administrations elucidate the necessity for such types
of knowledge and skills for medical professionals. This gap in
training is reflected in global trends over the last several
decades (Figure 3) [28-31]. Part of the solution could be the
addition of mandatory classes such as bioethics and communi-
cation skills courses in the curricula of any health professional’s
major. Alternatively, postgraduate programs in every medical
school in this specific field could enrich the health profession-
als” view and eventually improve physicians’ interaction with
patients [32]. Additionally, counseling should officially be
conducted by specialists. A patient with a fatal disease needs
to be healed psychologically as well as physically. Multidisci-
plinary institutional advisory boards may help to build up com-
mon rules for the handling of terminal patients, taking into
account the family’s and patients’ individuality. Moreover,
local supportive teams, composed of scientists and disease
survivors, could be established in order to provide financial
and psychological support to groups of patients with progres-
sive or fatal diseases. One of the most highly valued challenges
is for patients to continue to feel members of the community
and to realize that other people have faced similar situations
and have survived [33].

It is our firm belief that physicians need to look at the situ-
ation from the point of view of the patient. Equality and honesty
should exist in the patient-physician relationship. Through that,
the patient will manage to maintain their dignity and self-esteem.
Simultaneously, they will achieve better compliance with the
instructions of their therapists. Truth is the only way for a patient
to move on to the stage of acceptance and finally be able to live
his truth and own life selections as long as he can.
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Epilogue

Truth seems to remain the only way for a patient to deal
with his disease, and telling the truth in critically ill patients
is accompanied by the concept of personalized medicine and
care. Definitely, the quality that truth assumes when presented
strongly depends on the physician’s expertise, levels of commu-
nication, ability to psychologically analyze each individual
patient, and the social and cultural background of the patients.
These requirements emphasize the necessity of more focused
and adequate training of the healthcare professionals, as well
as further scientific research in the field. This path will hope-
fully manage to alleviate the feeling of abandonment and igno-
rance in the patient-physician relationship. Explanation to
patients is the key to a successful outcome for all parties.
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