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[00:00:00.00] [VIDEO LOGO] 

[00:00:05.17] ANNE HARRINGTON: Your Holiness, in this conference today, in the dialogues we're going to be having today, we're having them at a center that is famous for world-class medical research. 

[00:00:19.44] And in that context, we are interested in taking a new look at a well-known and very important problem in modern medicine, namely, the way in which research based in the laboratory has tended over years, over the generations, to focus more and more attention on the disease that the patient is suffering from, and less and less attention on the patient with the disease, on the person-- the suffering person. 

[00:00:51.02] THUPTEN JINPA: [SPEAKING TIBETAN] 

[00:01:05.78] ANNE HARRINGTON: Modern medicine is often criticized for focusing all its attention on what's wrong with patient-- with the body, and overlooking the mental suffering of the patient, who is experiencing a serious disease; his anxiety, his fear of death, his sadness, his distress. 

[00:01:30.57] Modern medicine is often criticized for not paying enough attention to ways in which a patient's disease affects the rest of a patient's life. What effect is it having on the family, on his capacity to work, on his relationship with his community, on the sense of his meaning of life, and whether or not he can still help or serve others? 

[00:01:57.91] For patients, all of these things are connected; the disease, their suffering, their larger life. All these things are connected. But for modern medicine, they often don't seem to feel connected. But we believe that new research in the behavioral sciences, in medicine may start to be in a position to put things back together again, to reconnect disease, suffering, and life story into a single, integrated whole. 

[00:02:37.19] We believe that new research may be able to help modern medicine better appreciate something that patients have always known-- that their disease, their suffering, their life story are all connected. And we believe that we may be able to do this by showing that mental suffering life story affect the brain, affect the body, are not disconnected from the course of a disease. 

[00:03:06.34] And we will be presenting research today that talks about this, and inviting a dialogue with you about what you see, the benefits-- the potential benefits and challenges here. We are looking forward to exploring all of these ideas with you over the course of an exciting day. And we will begin this morning now by turning to my friend, Jimmy Holland, who will talk to you about distress. 

[00:03:39.61] JIMMIE HOLLAND: Good morning. Great pleasure to be part of this, and to be part of the dialogue and with this wonderful audience who clearly come interested in these issues. My role with you and with the group this morning is to talk about this gap between the laboratory and the clinic. It's a broad one. And I'm going to bring an example from cancer care to talk about. 

[00:04:05.22] If you look at literature, there are many studies that show that patients do not receive the care that research shows they would benefit from. One study found 55% of patients were receiving less than what guidelines would recommend. 

[00:04:26.10] So we know that the goal is to bring basic science to clinical application, to everyday care. And it's that clinical side that I represent, the bedside, the real world. And we're going to hear wonderful science today from things that we hope to be coming to the bedside. 

[00:04:45.06] So we would like-- we would like that distance to be very short between the basic science and the bedside. And if we could take the mouse and just move him and all the equipment in, and the interpretations over to the human side, it would make it so easy. But that isn't real life. 

[00:05:01.51] And I'll show you what's real life. Because actually, science must move from the basic research, which we sometimes call the bench, through a process of dissemination, and then implementation. So we have to get the word out, get it to people, get it to the clinicians. And then, finally, get it applied as a routine at the bedside. And so that is where we will be concentrating as I talk on this middle area here, dissemination. 

[00:05:30.99] And actually, evidence-based medicine was really established to assure that research findings were getting to patient care. And they've been around for quite a long while. However, findings get stuck. They don't get moved into the arena of care. And so there's now research going into what is behind this? How do we change attitudes? It's a very important new area of research. 

[00:05:56.85] So I'm going to tell you about a real-world challenge that I've been dealing with, which is bringing science of psychosocial care and issues to routine practice in cancer care. If you think about it for a moment, we've had some difficult barriers. Cancer was considered so frightening, that people were not given their diagnosis. So the first barrier was that we could not talk to people unless they knew what their illness was. 

[00:06:27.32] I was once invited to a hospital to work. And they said, 1974, you can do anything you want with my patients. Just don't tell them they have cancer. So it's pretty amazing how things were then. So we-- 

[00:06:41.68] THUPTEN JINPA: [SPEAKING TIBETAN] 

[00:06:43.56] JIMMIE HOLLAND: So around 1975, patients begin to be told their diagnosis. And we began our work in cancer, to try to bring psychological social issues more to the forefront. So we formed this little subspecialty called-- we call psycho-oncology. 

[00:07:01.26] But its multidisciplinary involves psychiatrists, psychologists, social workers, nurses, clergy, all of us together, studying what cancer does to people. What are their reactions to it? And then the other side of it is, well, what do people do to change their risk, to prevent it, or even to survive? So this is a little area that's evolved over the last 30 years. 

[00:07:24.66] Second big challenge we had was the fact that patient self-report-- patient ability to talk about their symptoms, their anxiety, their pain. That this was not accepted as a valid measure of anything, only what the doctor thought. The doctor thought the patient had very little pain, and the patient said it's a lot. They went on the doctor's decision. 

[00:07:51.50] So there were no rating scales. And so what we had to do was develop some reliable scales with numbers, quantitative scales, so that we could show that if we intervene with a particular thing, anxiety, and we reduced it-- we could show that with data, with numbers. 

[00:08:09.11] So today, we can measure these various subjective symptoms. And we have been able to use those scales now to show that interventions, like contemplative science interventions, really work. 

[00:08:23.51] But we were hit, in the 1990s, with managed care. So clinics, hospitals, offices for cancer care have been very busy. People are seen for short periods. And so I think psychosocial problems got short shrift, to put it mildly. And yet, the data shows that about a third of people have significant distress at some point in the course of their illness. 

[00:08:48.79] So I would call this a-- I would call this a breakthrough. '97, we had a panel that sat down together, representing everyone who has an interest in cancer patient care. And we were mandated to find out, what is the problem? 

[00:09:06.63] And so the panel decided that the first problem is nobody likes the word psychological or psychiatric. They're stigmatized words. Oncologists didn't want to ask the patient, how is you doing emotionally? The patient often would be reluctant to tell the doctor how they felt because he might think I'm a wimp and wouldn't treat me. 

[00:09:29.57] So we had this issue, and the panel came up with the idea that if we use the word distress, it's a kind of encompassing word. And that that would not be stigmatizing. Because if you think about it, it would be normal to have-- if you have cancer, it's normal to have a level of distress with fears and worries. But that could become severe enough that would require treatment, or it might impede their ability to take their cancer treatment. 

[00:09:58.21] So if you think about it for a moment, all the things that cause a person to be distressed are really all the way from dealing with physical pain, with the fears, with complications-- worrying about their family, worrying about, how do I find some meaning in my life? How do I find some kind of structure from which I can face this, and to face my possible death? How can I find meaning in the life that's now limited? 

[00:10:27.86] I use this little cartoon because the patient's sitting there with the psychiatrist, saying, don't you have anything better to offer me than reality? And so I say to patients, I can't change a reality. We can't change a cancer. But we can make it easier for you to live with it. 

[00:10:48.90] So the next task was, how do we rapidly get the oncologist to identify who is distressed? We noted, over the '90s, that pain people-- pain management became much more effective when they began to ask the patient a simple question, how's your pain zero to 10? If the patient said, it's more than five, then that meant it was an algorithm immediately to look at their pain. 

[00:11:13.31] We chose that same thing, and we used-- on your left side here-- the distress thermometer, a little zero to 10 scale, which says, how is your distress this past week? Mark on this-- in the waiting room while you're sitting, waiting for the doctor, mark on this little thermometer. 

[00:11:30.79] And if they mark four or more, then it goes to the next step, which is a guideline that it must go to clinical evaluation, be evaluated a little further by the team, and then referred to mental health, social, or pastoral services. So you just draw on the line. You draw on a line. And the prior slide showed you could mark off where your problems-- spiritual, psychological, family, practical. 

[00:11:58.43] So what has come out of this is that we have-- now are asking people that the six vital sign should be after pain. We've always had four vital signs; pulse, respiration, temperature, blood pressure. Now, pain has been added, and we think distress should be the sixth vital sign. 

[00:12:16.43] THUPTEN JINPA: [SPEAKING TIBETAN] 

[00:12:19.33] JIMMIE HOLLAND: So two things have happened that have pushed the story along in a positive way that I want to tell you. First was 2005, we have $1 million given to the Institute of Medicine to study; why are cancer patients complaining about this? And find an action plan for them. 

[00:12:36.73] So what happened with a year of deliberation by a good committee, multidisciplinary, was that we found evidence-based strong for communication, doctor-patient communication, critical. Psychotherapies of various kinds are effective. Several drugs work very well. Self-management management, teaching people about their disease. And behavioral interventions, many of which would be similar to meditation. But we also begin to see how hard it is for the caregiver, how stressed the family member is as well. 

[00:13:20.02] Then came along 2008, another major move forward for us. And this was-- that came out of that long study, was that the psychosocial domain must be integrated into routine care. And that's the report right there. Care for the whole patient, that's the idea. This is the model which we put together. And you can see, the treatment plan must include consideration of these problems. 

[00:13:47.38] But then how do we implement this? We got the idea. We have the guideline. How do we implement it? That's been our next issue. And in this past year, the body that accredits cancer centers, 1,500 around the country, have mandated that to be accredited by 2015, they must have integrated this domain into routine care. 

[00:14:10.14] So we took this to the international community, of which we have organizations in every major country, and working in developing countries. And we took this same idea, and we said, we must integrate it in-- psychosocial in routine care and make it the sixth vital sign. 

[00:14:27.56] And I'm going to show you 47 different international cancer organizations that have endorsed this. You don't need to know each one, but it's really quite remarkable the degree to which that has occurred. And we now have a meeting conjoint with oncologists and all of our international group in Australia coming up next month. 

[00:14:47.46] So I think you have an idea, but here's a little bit of a success story-- small, but a good story. And what has happened is that right now, 2012, I think we do have a kind of science of psychosocial care. We have evidence-based interventions. We have guidelines, which creates a science. But the real issue then is making sure that this international standard of recognizing the distress person, triaging them to care is the way that we must really move at this point. So I thank you all for listening. Thank you. 

[00:15:21.95] [APPLAUSE] 

[00:15:24.37] Thank you. Thank you. 

[00:15:25.55] [APPLAUSE] 

[00:15:31.13] ANNE HARRINGTON: Your Holiness, did you have any questions you wanted to ask Jimmy Holland about what she has just said? 

[00:15:46.43] DALAI LAMA: Now, it is quite [INAUDIBLE] clear, quite evidence the physical health and mental state. 

[00:16:01.28] THUPTEN JINPA: Very closely connected. 

[00:16:02.19] DALAI LAMA: Also connected, I just felt. Now, we have to work out the mental state or mental of feeling mental experience affect physical how? There must be some bridge mechanism. 

[00:16:36.47] I think our practice now, for example, the single-pointed meditation, that's common Buddhist and also non-Buddhist Indian tradition. [SPEAKING TIBETAN] 

[00:17:17.96] THUPTEN JINPA: So as long as we're saying that-- it occurred to him, given the clear evidence we now see in the connection between the state of mind and the actual physical health, it reminds him of the statements that are found in the contemplative traditions, both Buddhist and non-Buddhist Indian traditions, where, for example, as a result of a meditation, where you place your mind in single point of focus and be completely absorbed on a chosen object. 

[00:17:51.50] And as a result of that kind of training, there's an understanding that lethargic aspect of even the physical body can be overcome. And then the individual acquires a, kind of, a suppleness of both body and mind. So already, in these texts, there is an understanding of a mechanism in the relationship between the state of mind and the physical body as well. 

[00:18:16.89] DALAI LAMA: So do you usually say, of course, this body itself, the composition of five elements? Now there are, of course, the physical pain just resisting or no longer pain. It won't help. 

[00:18:38.13] ANNE HARRINGTON: David might have something to say about that. 

[00:18:40.97] DALAI LAMA: [SPEAKING TIBETAN] 

[00:18:43.68] ANNE HARRINGTON: He might change your mind. 

[00:18:45.27] DALAI LAMA: [SPEAKING TIBETAN] 

[00:19:10.89] THUPTEN JINPA: So, of course, there is definitely a physiological level, where there are experiences, such as pain. And then for a person to say there is no physical pain would be actually false statement. But at the same time, we do know that as a result, say, for example, maintaining a calm state of mind, it has an effect on the overall health of the individual. But then the question is-- 

[00:19:37.51] DALAI LAMA: Also, is it the mental state, some kind of optimism, or I will recover? That, kind of, more optimism, it helps. 

[00:19:49.45] JIMMIE HOLLAND: You're right. 

[00:19:51.65] DALAI LAMA: So now how? 

[00:19:52.99] THUPTEN JINPA: [INAUDIBLE] is saying that we need to find out what is the mechanism in which this causation is working. 

[00:20:00.40] DALAI LAMA: I think here is some explanation. In yoga practice, the five elements-- there's grosser level of five elements. Now there's the solid, and liquid, and in heat, these things. Then more subtle level, another five elements. I think there maybe is a different level of five elements. So here then, also, we usually-- I describe energy-- mind and energy always go together. The energy, of course, literally we say [TIBETAN]. 

[00:20:52.70] THUPTEN JINPA: The literal term that we use is really wind or air. 

[00:20:56.32] DALAI LAMA: [SPEAKING TIBETAN] 

[00:20:58.68] THUPTEN JINPA: But that doesn't really say much about what the phenomenon is. 

[00:21:02.00] DALAI LAMA: [SPEAKING TIBETAN] 

[00:21:03.64] THUPTEN JINPA: So the word energy seems to capture the function better. 

[00:21:07.56] DALAI LAMA: So without that energy, mind cannot movement. That energy, formless, as like mind, formless. But different function. Mind, awareness. That energy, movement. 

[00:21:24.20] THUPTEN JINPA: Movement. 

[00:21:25.67] JIMMIE HOLLAND: So there are also different levels. So I don't know. 

[00:21:37.69] ANNE HARRINGTON: I think you do. 

[00:21:38.92] JIMMIE HOLLAND: I think that was good. 

[00:21:40.76] ANNE HARRINGTON: Your Holiness, there was another question Jimmy wanted to ask you, but I think in the interest of time, I will hold that back and ask it when we have the open conversation. And instead, I will invite David Spiegel to continue to open up some of these issues about how to integrate the mind into health care. 

