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SUMMARY

Objectives. To explore relationships among perceived diagnostic disclosure, health locus of control, and levels of
hope in Taiwanese cancer patients.
Research Design. A cross-sectional, descriptive correlational design was used in this study. One hundred and

twenty-four (N=124) patients were recruited. The Background Information Form, the Multidimensional Health
Locus of Control (MHLC) Scales, the Herth Hope Index (HHI), and patients’ medical records were used. Data were
analyzed using descriptive statistics, t-test, ANOVA, Chi-square, Pearson’s correlation, and multiple regression.
Results. The major findings of this study are as follows: (1) overall, cancer patients had medium levels of hope; (2)

patients who were aware of their own diagnosis reported significantly higher levels of hope than those who were not
informed of their own diagnosis; (3) patients who were aware of their diagnosis tended to have higher levels of the
internal locus of control than those who were not informed; (4) the internal health locus of control was significantly
positively related to levels of hope; (5) the chance health locus of control was significantly negatively related to levels
of hope.
Conclusions. The results of this study provide important implications for Taiwanese clinicians concerning the

practice of diagnostic disclosure of cancer to patients. Copyright # 2004 John Wiley & Sons, Ltd.

INTRODUCTION

A patient given a diagnosis of cancer may likely
experience some degree of emotional distress.
Evidence from research studies shows that
although the truth hurts, deceit may well hurt
more (Fallowfield et al., 2002). However, Taiwa-
nese families, much as do Chinese in Hong Kong
(Tse et al., 2003) and Chinese in mainland China
(Pang, 1999; Li and Chou, 1997), who feel they
best understand the patient’s personality, may
want to withhold information on a cancer
diagnosis from the patient to protect them from
receiving potentially hurtful or sad news. Clin-
icians in Taiwan, wanting to honor the wishes of

the family, often face the ethical dilemma of
whether or not to inform patients of a diagnosis
(Chen et al., 1996; Lu, 1996). However, some
patients have expressed regret that illness-related
information had been withheld from them,
preventing them from taking timely action to
prepare for death and organize their affairs (Chen
et al., 1996). The dilemma for the oncologist
essentially becomes one of whether a patient’s
health locus of control or autonomy should take
precedence over a family’s attitudes about in-
forming that patient of a diagnosis of cancer and
whether the level of hope will change as a patient
copes with a cancer diagnosis. The purpose of
this study was to explore relationships among
diagnostic disclosure, health locus of control, and
levels of hope in Taiwanese cancer patients. The
results of this study may provide guidelines for
cancer diagnosis disclosure practices for Taiwa-
nese clinicians and families.
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The question of whether or not to disclose a
cancer diagnosis has been an issue of concern for
clinicians and families for a long time. In the early
1960s, a landmark paper by Oken (1961) showed
that 90% of surgeons in the US would not
routinely discuss a diagnosis of cancer with their
patients. In the 1970s, however, there was a great
change in clinical attitudes, with 94–97% of
American physicians saying that they would tell
their patients of a cancer diagnosis (Mitchell and
Glicksman, 1977; Novack et al., 1979). Mitchell’s
study (1998) conducted in the late 1990s found that
the Western medical community was increasingly
emphasizing full truthful disclosure of cancer
diagnoses or prognoses and respect for autonomy.
However, surveys in Europe and the US show that
many ethnic groups (among them, Native Amer-
icans, Korean, Chinese, Mexican, and African)
cancer patients and physicians consider complete
and accurate disclosure of cancer to be undesirable
(Mitchell, 1998). Concealment of a prognosis may
make patients feel uncertain, anxious, stressful, and
abandoned and cause physicians to feel estranged
(Annas, 1994). Moreover, most adult patients and
children in Western countries expect full disclosure
of cancer (Brewin, 1991; Mitchell, 1998).

The cultures in Asian countries are generally
considered to be family-centered (Blackhall et al.,
1995). Many Chinese families object to informing
the patient of a cancer diagnosis or prognosis, and
some experts recommend that the wishes of the
family be respected (Chan et al., 1998). It is very
common for physicians in mainland China to
inform the family members instead of the patient
(Pang, 1999). In addition, it has been reported that
Chinese internists were more likely to follow the
family’s preferences rather than the patient’s
preferences (Feldman et al., 1999). In Hong Kong,
Fielding et al. (1994) reported that 68% of cancer
patients may be informed; however, the diagnostic
disclosure was often incomplete and the prognostic
disclosure was only 38%. Moreover, Chinese
patients are more likely to be informed about a
cancer diagnosis in a sudden approach (Fielding
et al., 1998).

In Japan, Kakai (2002) concluded that the
Japanese prefer the use of a direct communication
style, involving disclosure of the true diagnosis of
their own cancer. When cancer is a family
member’s illness, however, many Japanese per-
ceive that the use of an indirect communication
style, involving no disclosure or ambiguous
disclosure to the patient, is more ethical than

direct communication of the diagnosis. It appears
that the Japanese use this double standard when
making judgments about the morality of disclosing
a cancer diagnosis to patients. Hosaka et al. (1999)
reported that some physicians in Japan believed
that full disclosure may affect the outcome of
treatment, create stress and psychiatric problems,
or lead to suicide. Although the trend towards full
disclosure is increasing in Japan, approximately
70% of current cancer patients are still not fully
informed of their condition. Hosaka et al. (1999)
further found that concealing the true diagnosis
was not related to the presence of psychiatric
disorders in Japanese cancer patients. It appears
that whether or not to disclose a cancer diagnosis
continues to be an issue of concern for clinicians
and families in Asian countries.

The second variable of interest in this study is
the health locus of control, which concerns an
individual’s perceived degree of control over his or
her own health. The health locus of control
explains some of the variability in health-seeking
behaviors or attitudes (Burger, 1993). Rotter
(1966) stated a theory of internal–external locus
of control, postulating that learning reinforces and
causes individuals to generalize their expectations
for internal versus external control. Individuals
with an internal locus of control believe that
reinforcements are determined by their own
behaviors, as opposed to those with an external
locus of control who are more likely to believe that
reinforcements are determined by other outside
factors, such as chance, fortune, destiny, powerful
others, and other unpredictable areas of their life
(Lefcourt, 1976). Levenson (1973) theorized a
multidimensional locus of control, dividing ex-
ternal control into two dimensions, chance and
powerful others.

Based on Levenson’s theory (1973), Wallston
et al. (1978) developed the Multidimensional
Health Locus of Control (MHLC) Scales (Forms
A and B), which include the following subscales:
(1) Internal Health Locus of Control (IHLC),
which measures the degree to which individuals
believe that their health is determined by their own
actions; (2) Powerful Others Health Locus of
Control (PHLC), which measures the degree to
which individuals believe that their health is
determined by powerful others; and (3) Chance
Health Locus of Control (CHLC), which measures
the degree to which individuals believe that their
health is determined by chance or by a higher
spiritual power. The three dimensions of the health
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locus of control are independent of each other, and
individuals may be influenced by more than one
dimension at the same time. De Valck and Vinck’s
work (1996) found that lung cancer patients report
a more internally oriented health locus of control,
while healthy persons report a more externally
oriented locus of control.

The third variable of interest in this study is
hope. Hope is a multidimensional phenomenon
(Buehler, 1975; Herth, 1990; Rustoen, 1995).
Using a grounded theory methodology, Hinds
(1984) proposed the definitions of hope as forced
efforts, personal possibilities, expectations of a
better tomorrow, and anticipation of a personal
future. Owen (1989) considered hope to be
stimulative energy and an inner preparedness to
attain a goal. A survey was conducted on 131
patients, including 32 males and 99 females, with
recently diagnosed cancer (91% within 0–8
months). Using the Nowotny Hope Scale (NHS),
the survey showed that 87% of patients felt
hopeful (NHS scores of 95–116) or moderately
hopeful (NHS scores of 73–94) (Rustoen and
Wiklund, 2000). Nowotny (1989) stated that if
cancer patients had a higher level of hope, they
could better adapt to living with cancer and could
improve their quality of life.

There have been no studies which discussed the
relationships among diagnostic disclosure, the
health locus of control, and levels of hope in
Taiwanese cancer patients. Therefore, the pur-
poses of this study were: (a) to present the current
status of perceived diagnostic disclosure in cancer
patients; (b) to explore characteristics of the health
locus of control; (c) to explore levels of hope; and
(d) to explore the relationships among perceived
diagnostic disclosure, health locus of control, and
levels of hope in Taiwanese cancer patients.

METHODS

Participants and settings

A cross-sectional and descriptive correlational
design was used in this study. Participants were
recruited using a convenience sampling from
inpatient and outpatient units of four different
teaching hospitals in the Taipei area of northern
Taiwan. Eligibility criteria for inclusion were
patients diagnosed with cancer, over 18 years
old, and able to communicate in Mandarin or

Taiwanese. The final sample consisted of 124
patients with a 95.4% response rate.

Instruments

A four-part survey was used to collect the data.
The structured questionnaires included (a) a
background information form, (b) the Multi-
dimensional Health Locus of Control (MHLC)
Scales, (c) the Herth Hope Index (HHI), (d) and a
patient’s medical records.

Demographic questionnaire

The Demographic Questionnaire is divided into
two sections. Data obtained in section one include
gender, age, marital status, living situation, educa-
tion, employment status, religious affiliation, and
religious participation. Section two includes different
sites of cancer and time since diagnostic disclosure.

Multidimensional Health Locus of Control
(MHLC) Scales

The MHLC scales (Form B), developed by
Wallston et al. (1978), were used to measure
characteristics of individuals’ multidimensional
health locus of control, including the internal,
powerful others, and chance subscales. The MHLC
scales (Form B) is an 18-item scale using a six-point
Likert-type format; the total score ranges from 18
to 108. Each score is directly related to the item of
a characteristic. Cronbach’s alpha was 0.69 to 0.72
(Wallston et al., 1978). The reliability and validity
of the MHLC were supported in a Chinese
hemodialysis sample (Pang et al., 2001). The
MHLC was translated into Chinese using a
translation and back-translation approach. In the
current study, Cronbach’s alpha was 0.91 for the
internal subscale, 0.78 for the powerful others
subscale, and 0.87 for the chance subscale. Content
validity was established by a panel of experts.

Herth Hope Index (HHI)

The HHI (Herth, 1992) was used to measure
individuals’ perceived hope. The HHI is a 12-item
scale, adapted from a version of the Herth Hope
Scale (HHS), and uses a four-point Likert-type
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format with the categories of strongly disagree,
disagree, agree, and strongly agree. HHI responses
are summed (range, 12–48), and the total score is
directly related to the level of hope measured.
Cronbach’s alpha was 0.97, and the test–retest
reliability was 0.91 over a 2-week period in a
sample of 172 ill adults (Herth, 1992). Criterion-
related validity was established by correlating the
HHI with the HHS (r=0.92), the Existential Well
Being Scale (r=0.84), and the Nowotny Hope
Scale (r=0.81). Construct validity was supported
through factor analysis of three factors: (a)
temporality and future; (b) positive readiness and
expectancy; and (c) interconnectedness. These
three factors accounted for 41% of the total
variance in the measure (Herth, 1992). The HHI
was translated into Chinese using a translation and
back-translation approach. The reliability and
validity of the HHI were supported in a Chinese
cancer sample (Hsu et al., 2003). In this study, the
internal consistency reliability was 0.86.

Patients’ medical records

Perceived diagnostic disclosure was based on the
patient’s own perception of his or her cancer.
Patients’ medical records were compared with
Section 2 of the demographics questionnaire which
was filled in by the patient. If a patient wrote
‘cancer’ or ‘malignant tumor’, the same as the
diagnosis, it meant that the diagnosis had been
disclosed to that patient. On the contrary, if a
patient wrote ‘benign tumor’ or some other
diagnosis, it meant that the cancer diagnosis had
been withheld or the patient was in denial.

Procedures

After ethical approval was obtained from each
hospital, eligible subjects were recruited for this
study. Potential participants were told the aims of
the study, and written consent was obtained from
those who were willing to participate. Patients
were asked to complete the demographics ques-
tionnaire, the MHLC scales, and the HHI without
assistance. If the patient was unable to complete
the questionnaire unassisted, the research assistant
read questionnaire items to the patient and then
recorded the patient’s answers on the question-
naire. Information regarding the patient’s diag-
nosis was obtained from patient charts.

Statistical analysis

Descriptive statistics were used to describe the
background information, status of perceived
diagnostic disclosure, characteristics of the health
locus of control, and levels of hope. Pearson’s
correlation, t-test, chi-square, ANOVA, and multi-
ple regression were used to determine the relation-
ships among those variables.

RESULTS

Demographic characteristics

Of the 124 patients who participated in the
study, their ages ranged from 24 to 89 years, with a
mean (S.D.) of 57.50 (13.10) years. A summary of
their demographics is given in Table 1, and the
distribution of cancer sites is reported in Table 2.

Perceived diagnostic disclosure in cancer patients

Of these cancer patients, 79.0% knew their
diagnosis, but 21.0% did not. Time since perceived
diagnostic disclosure was as follows: 0–3 months
(52.00%), 3.1–6 months (28.60%), 6.1–12 months
(13.30%), and 12.1 months or longer (6.10%).

In order to explore the relationships between
age and years of education in the two groups of
cancer patients, i.e., those with and those without
disclosure, t-tests were computed. The mean (S.D.)
age, at 66.27 (12.53) years, of patients who had not
been told their diagnosis was significantly higher
than the mean (S.D.) age, at 55.17 (12.32) years, of
patients who had been told (t=4.07, p50.001).
The mean (S.D.) years of education, at 11.71 (4.98)
years, for patients who had been told their
diagnosis was significantly higher than the mean
(S.D.) years of education, at 8.15 (6.96) years, for
patients who had not been told (t=�2.45,
p50.05). The other demographic variables had
no significant correlation with perceived diagnostic
disclosure.

Perceived health locus of control

The mean (S.D.) scores on the HLC in this study
were 28.71 (5.17) on the powerful others subscale,
26.15 (7.97) on the internal subscale, and 20.01
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(8.77) on the chance subscale, meaning that a
greater number of participants in this study had a
powerful others health locus of control.

The internal health locus of control was only
significantly influenced by the employment status
variable (F=3.23, p50.05). The internal health
locus of control score was 29.42 (6.77) for
employed, 25.91 (7.76) for unemployed, 23.18
(8.87) for retired, and 25.84 (7.62) for house-
keepers. In addition, employed patients had
significantly higher scores than did unemployed
patients by Scheffe’s post hoc comparison. The
powerful others health locus of control was only
significantly influenced by the religious participa-
tion variable (F=4.15, p50.05). The powerful
others health locus of control score was 18 (30.22)
on never, 74 (27.55) on sometimes, and 22 (30.64)

on often participating in religious activities.
Patients’ age had a significant negative correlation
with the internal health locus of control (r=�0.29,
p50.01), and had a significant positive correlation
with the chance health locus of control (r=0.21,
p50.05). Years of education had a significant
positive correlation with the internal health locus
of control (r=0.35, p50.01), and had a significant
negative correlation with the chance health locus
of control (r=�0.27, p50.05). When using a
multivariate model, none of the demographic
variables was a significant predictor for either
internal health locus control, chance health locus
of control, or powerful others health locus of
control.

Perceived hope

The mean (S.D.) of hope in cancer patients on a
scale of 12–48 was 35.56 (7.74), meaning that most
of the cancer patients were found to be hopeful to
moderately hopeful. Outpatients had a higher
significant level of hope score (mean, 37.11; S.D.,
6.12) than did inpatients (mean, 32.63; S.D., 9.52)

Table 1. Demographic characteristics of cancer patients

(N=124)

n % Mean (S.D.)

Gender

Male 59 47.6

Female 65 52.4

Marital status

Married 96 77.4

Single 4 3.2

Divorced 3 2.4

Widowed 21 16.9

Living status

Cohabiting 121 97.6

Living alone 3 2.4

Educational level (years) 10.97 (5.61)

Illiterate (0) 21 16.9

Elementary school (6) 34 27.4

Junior high school (9) 24 19.4

Senior high school (12) 26 21.0

Technical school (14) 10 8.1

University (16) 7 5.6

Over graduate school (>18) 2 1.6

Employment status

Employed 31 25.0

Unemployed 34 27.4

Retired 28 22.6

Housekeeper 31 25.0

Religious affiliation

Buddhism/Taoism 101 81.5

Christianity/Catholicism 13 10.5

None 10 8.1

Religious participation (n=114)

Never 18 15.8

Sometimes 74 64.9

Often 22 19.3

Table 2. Diagnosis characteristics of cancer patients (N=124)

n %

Recruitment sites

OPD 81 65.3

Units 43 34.7

Cancer sites

Colon 29 23.4

Breast 28 22.6

Stomach 14 11.3

Lung 12 9.7

Liver 8 6.5

Nasopharynx 6 4.8

Lymph system 5 4.0

Mouth 3 2.4

Cervix 2 1.6

AML 2 1.6

Prostate 2 1.6

Bile tract 2 1.6

Larynx 2 1.6

Others 9 7.3

Current treatment

Surgery 2 1.6

Chemotherapy (CT) 70 56.5

Radiotherapy (RT) 34 27.4

CT and RT 11 8.9

None 7 5.6
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(t=2.8, p50.01). Levels of hope were significantly
influenced by employment status (F=5.64,
p50.001). The hope score was 40.13 (4.94) for
employed, 34.85 (7.53) for unemployed, 33.96
(8.76) for retired, and 33.19 (7.70) for house-
keepers. The Scheffe method also found that
employed patients had significantly higher scores
of hope than did unemployed ones (Table 3).
Patients’ years of education had a significant
positive correlation with hope (r=0.21, p50.01).
When using a multivariate model, none of the
demographic variables was a significant predictor
for levels of hope.

Relationships among perceived diagnostic disclo-
sure, health locus of control, and levels of hope

After controlling for the effect of in/out-patient
status, employment status, locus of control, age,
and education, cancer patients who had been told
their diagnosis had significantly higher levels of
hope (mean, 36.91; S.D., 7.29) than did others
(mean, 30.46; S.D., 7.37) (t=�4.00, p50.001).

Levels of hope had a significant positive correlation
with the internal health locus of control (r=0.40,
p50.01), and had a significant negative correlation
with the chance health locus of control (r=�0.40,
p50.01). Cancer patients whose diagnoses had
been disclosed reported significantly higher levels
of internal health locus of control than did patients
whose diagnoses had been withheld; the respective
mean (S.D.) scores were 27.04 (7.68) and 22.81
(8.30) (t=�2.46, p50.05). The powerful others
health locus of control and chance health locus of
control did not appear to differ between patients
who had and those who had not been informed of
their diagnoses (Table 4).

DISCUSSION

In the current study, 79% of cancer patients were
aware of their diagnoses. This percentage is the
same as that found in Lin’s study (1999) of
Taiwanese cancer patients. Tang’s study (2001),
also conducted in a cancer center in Taiwan,

Table 3. Relationships of levels of hope to demographic characteristics (N=124)

Mean S.D. F p Scheffe’s comparison

Employment status 5.64 0.001�

Employed 40.13 4.94 Employed > unemployed

Unemployed 34.85 7.53 Employed > retired

Retired 33.96 8.76 Employed > housekeeper

Housekeeper 33.19 7.70

Marital status 1.01 0.39

Married 36.08 7.65

Single 31.25 15.24

Divorced 37.33 5.69

Widowed 33.71 6.55

Religious affiliation 1.32 0.27

Buddhism/Taoism 35.99 7.30

Christianity/catholicism 35.00 10.10

None 31.90 8.49

Religious participation (n=114) 0.79 0.46

Never 33.89 9.18

Sometimes 36.41 7.35

Often 35.73 7.23

Time since diagnostic disclosure 0.31 0.87

0–3 months (n=) 37.15 8.25

3.1–6 months (n=) 36.64 6.17

6.1–12 months (n=) 35.00 7.38

12.1–24 months (n=) 34.50 4.95

24.1–36 months (n=) 38.50 8.58

�p50.001.
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revealed that most (93.7%) cancer patients knew
their own diagnoses. The differences in study
results of disclosure could have been due to
differences in characteristics and cultures of
recruitment hospitals. Some hospitals determine
whether or not to disclose the truth to patients
about a diagnosis of cancer based on the
patients’ condition, communication abilities,
needs, willingness to know, and families’ wishes.
In other hospitals, it is determined only by the
physician in charge. In addition, 93% of the 102
Taiwanese cancer patients in Chen’s study (1989)
and 88% of 50 newly diagnosed Taiwanese
cancer patients in Lee et al.’s study (1997) wanted
as much information as possible, such as
diagnoses, treatment options, and prognoses.
The situation in Taiwan is similar to the one in
Hong Kong. In Hong Kong, Fielding et al.
(1995) reported a diagnostic disclosure rate of
68% among cancer patients. However, in a
population study in Hong Kong (Fielding and
Hung, 1996), 95% of persons wanted information
even if the news was bad. Furthermore, Bruera
et al. (2000) showed that palliative specialists
would like to be told the truth about their own
terminal illness were they in such a position, yet
when it comes to their own patients, far fewer
think the truth is desirable. Therefore, it appears
that physicians’ decisions can easily run counter
to patients wishes.

In the current study, the diagnoses of patients
who were more aged and less educated were less
likely to have been disclosed. This result is
consistent with the finding reported by Kirwan
et al. (2003). In that study by Kirwan et al. (2003),
there was a reduction in the number of diagnostic
words recorded in patients over 65 years and by

type of surgeon in the hospital records reviewed.
In conclusion, despite the percentage differences
represented in the above studies, all show that, at a
minimum, 10% of Taiwanese patients are not
receiving their own cancer diagnosis nor complete
illness-related information.

Participants in this study had the highest scores
on the powerful others health locus of control
(mean, 28.71; S.D., 5.17), followed by the internal
health locus of control (mean, 26.15; S.D., 7.97).
This finding is consistent with the result of
Dickson et al.’s study (1985) that surveyed cancer
patients under chemotherapy. Cancer patients
need support and encouragement from their
family and clinicians during extensive treatments
such as chemotherapy or radiotherapy. Patients
with high scores on the powerful others health
locus of control indicated that they felt that if they
believed in their physicians and followed their
physicians’ commands, their cancer could be
brought under control.

The mean (S.D.) of hope in our participants was
35.56 (7.74) on the HHI scale. This result is similar
to that of Herth’s studies (Herth, 1990, 1992, 1993,
2000). Levels of hope for outpatients were
significant higher than those for inpatients. This
finding is consistent with the result of Huang
et al.’s study (2002), but differs from the result of
Herth’s study (1989) in which levels of hope did
not significantly differ between outpatients and
inpatients, but both groups scored significantly
higher than those patients receiving hospice home
care. One of the reasons could be that inpatients
and outpatients have a stronger support system
from associates and clinicians in hospitals than
do home care patients. Another reason could be
that symptoms in outpatients are more minor

Table 4. Relationships of perceived diagnostic disclosure to health locus of control, hope, and demographic data (N=124)

Variable Disclosure (n=98) Non disclosure (n=26) t p

Mean S.D. Mean S.D.

Hope 36.91 7.37 30.46 7.29 �4.00 0.000�

Health locus of control

Internal 27.04 7.68 22.81 8.30 �2.46 0.015�

Powerful others 28.79 5.00 28.42 5.87 �0.32 0.75

Chance 19.27 8.59 22.81 9.04 1.85 0.07

Demographic data

Age 55.17 12.52 66.27 12.53 4.07 0.000�

Years of education 11.71 4.98 8.15 6.96 �2.45 0.02�

�p50.05.
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compared to those in inpatients. This could
explain why outpatients reported higher levels of
hope than did inpatients in this study.

The internal health locus of control was
significantly positively related to levels of hope in
this study. However, the chance health locus of
control was significantly negatively related to
levels of hope. It could be that cancer patients
with high scores on the internal health locus of
control take responsibility for their own health,
and so they adapt to their plight with a positive,
active, and optimistic attitude. Individuals with
high scores on the internal locus of control also
have been shown in other studies to have higher
cohesion and better relationships within their
families compared to those with an external locus,
and they embraced the encouragement and com-
fort of their families (Jensen et al., 1990). Accord-
ingly, cancer patients with an internal health locus
of control might have higher levels of hope. In
contrast, patients with a chance orientation
towards the health locus of control had lower
levels of hope. Several studies revealed that
patients with high scores on the internal health
locus of control have active coping strategies,
while patients with high scores on the chance
health locus of control have passive coping
strategies (Marks et al., 1986; Turner and Clancy,
1986; Brown and Nicassio, 1987; Crisson and
Keefe, 1988). In other words, patients who assume
a more-active role also may be more hopeful than
patients who are less active or passive.

In this study, those 98 patients who were
informed of their cancer diagnoses had signifi-
cantly higher levels of hope than did those whose
diagnoses were withheld. Rustoen and Wiklund
(2000) investigated 131 patients with recently
diagnosed cancer and also found that most of
the patients (87%) were hopeful (NHS scores of
95–116) or moderately hopeful (NHS scores of 73–
94). This means that cancer patients informed of
their diagnosis still have high levels of hope.
Lichter (1987) considered that if a patient receives
incomplete illness-related information, that patient
cannot realize the reasons for treatment and will
not know how to make decisions. Thus, patients
can make appropriate decisions about medical
treatment only after the appropriate information
has been disclosed to them. Lin (1999) also
mentioned that disclosure of a cancer diagnosis
can help a patient decide appropriate symptom
management, can affect the patient’s quality of
life, and can reduce anxiety and stress, thus

reducing levels of pain. Those advocating disclosure
emphasize the need to respect patient autonomy,
and they also believe that a lack of information
may possibly increase patients’ uncertainty, anxi-
ety, stress, and feelings of abondonment and cause
physicians to feel estranged (Annas, 1994).

Patients who are informed of their diagnoses
tend to have higher levels of the internal health
locus of control than those who are not informed.
Whether or not there is diagnostic disclosure
makes no significant difference on the powerful
others or chance health locus of control. Kuypers
(1972) stated that people who have an internal
locus of control tend to have more-effective coping
strategies and adjustment to living with distress
and change. Wallston et al. (1976) also discovered
that inpatients with tuberculosis who had an
internal locus of control were more understanding
of their own conditions and sought health-related
information from clinicians; also fewer expressed
dissatisfaction. Wallston further mentioned that
these patients will seek information about a
particular health-threatening condition, consider
preventive health care, and value their own health.
Watson et al. (1990) found that cancer patients
held comparatively controlled internal beliefs over
the course of their illness. Therefore, patients with
high scores on the internal locus of control were
more likely to actively participate in their own
health care and seek information; as a result, they
may be more likely to be informed about their
diagnoses.

In this current study, 21% of patients did not
demonstrate an awareness of having their diag-
nosis. These patients were more likely to be older
and less likely to have an internal locus control,
and had significantly lower levels of hope that
those who knew their diagnosis. These findings
support Fallowfield et al.’s (2002) notion that also
suggests that withholding information is not the
best policy. These findings also support the
recommendation by Tse et al. (2003) that for
Chinese patients, truth telling should depend on
what the patient wants to know and is prepared to
know, and not on what the family wants to
disclose. In conclusion, clinicians need to choose
the best way to disclose a diagnosis and enhance
patients’ levels of hope. At the same time,
clinicians need to help patients reduce negative
emotions, make appropriate adjustments, and
effectively cope with the impacts of cancer. To
meet cancer patients’ needs concerning health-
related information, healthcare providers need to

PERCEIVED DIAGNOSTIC DISCLOSURE 383

Copyright # 2004 John Wiley & Sons, Ltd. Psycho-Oncology 14: 376–385 (2005)



understand patients’ health loci of control and
general ideas of hope, so that they can provide
appropriate interventions.

Several limitations of this study should be
addressed in future research. In the current study,
perceived diagnostic disclosure was based on the
patient’s own perception of cancer. However,
patient recall may be misleading. The lack of
awareness of a diagnosis in patients could have
been due to the physician withholding the diag-
nosis, the patient being in denial, or the patient not
understanding the diagnosis. A different approach
for assessment of the cancer diagnostic disclosure
needs to be developed in further research. Data on
disease stage and physical state were not collected
in this current study. These two variables may
have influenced the outcome and interpretation of
the dependant variables of interest. Age and
education were both related to perceived diagnos-
tic disclosure and the internal health locus of
control. Because of the late introduction of
compulsory education in Taiwan, it is common
for older people to have low educational levels.
Therefore, the results should be interpreted with
caution. Furthermore, this study sample did not
discuss all the details about diagnostic disclosure
that influence levels of hope, including contents of
the disclosure, satisfaction with the information,
understanding of the information, and levels of the
desire to know. These variables should be explored
in future research. Researchers have reported that
in a Chinese community diagnostic disclosure is
often incomplete and the prognostic disclosure
rate is much lower than the diagnostic disclosure
(Fielding et al., 1995). Last, disease status, cancer
symptoms, mood status, uncertainty, and support
systems are also worth investigating in future
studies.
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