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Cancer and Spirituality:  Why, How, and When?

We want to begin by thanking Dr. David Gershenson and Dr Anil Sood for giving us the opportunity to make this presentation to you this morning and for their guidance in forcing us to answer the questions that invariably arise when the term spirituality or religion is linked to just about anything. 

Today our topic is cancer and spirituality:  why, how and when?  Interest in spirituality is not altogether new among physicians and oncologists.  Yet recently it has coalesced into a kind of ‘topic of note’ among physicians, patients, and the lay public, particularly here in the United States.

What we will do this morning is provide you with a road map, and a series of ways to understand this new area of interest among a new generation of physicians.

IT is important to remember that there has really always been a link, sometimes explicit sometimes not, between the healing sciences and the religious impulse.  Our favorite first century god of healing himself, Aesclepius required his followers to spend the night in his conditorium, where presumably, in a dream their health questions were answered.  In turn, the believers brought a plaster replica of the offending or injured member and hung it among the collection of other body parts in his “church.” Historians of late antiquity have argued that the conditorium served as one model for the medieval hospital.
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Why are we asking the Why question?

First, a little background about us…

Dr. Lois Ramondetta is Assistant Professor of Gynecologic Oncology at MD Anderson Cancer Center. A graduate of Emory’s School of Religion, Dr. R is interested in the struggle to balance our respect for the awe of life expressed in an increasingly multicultural world with the scientific and clinical work of contemporary oncology. Dr. Ramondetta has published on issues related to physician qol and spiritual outlook and is currently involved in efforts to explore spiritual outlook, patient quality of life and physician decision-making.

Dr. Deborah Sills is a professor of the comparative study of religions. Trained in the study of what was once described as Biblical Studies and late antiquity. Dr. Sills research has expanded to include work in global religions, feminism and most recently issues related to spiritual issues in the increasingly global world of cancer care.   

For the last seven years she has also been extraordinarily well treated by the ovarian cancer team at MDACC and she remains grateful to all of you for what passes as normal life.  
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What is our subject?  We have been asked to define a field or a subject, or more modestly, “a topic of note”.  So what constitutes a field? 

Academic fields are not defined simply by their subject matter.  The subjects are always changing.  Nor are they defined by a common set of materials.  The materials also change.  And finally, they are not defined by a particular method.  In the sciences and in the humanities, all inquiries are eventually interdisciplinary.  What defines a field is the questions it asks and the problems it poses for itself, as well as the arguments it encourages.   The emergence of the field of global studies is a contemporary case in point as is the case of chemistry or biology in the 19th and 20th centuries.

So how does this transfer to “spirituality and Cancer care?”  Before we take up the Why question, we want to suggest that the field “spirituality and cancer” itself is an umbrella term that covers a number of inquiries – some self-consciously scientific, some not, and that most of those who might describe themselves as working under this umbrella, would disagree mightily about the character or definition of the umbrella term itself.
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What does the Why Question Involve?

It should not be surprising to any of you that cancer survivors as a group are generally a grateful crowd.  The form that gratitude takes is varied - everything from gifts and food, to book dedications and financial contributions to those institutions that do cancer work.  Patient gratitude also often takes religious forms, prayers, testimonials, spiritual autobiographies and narratives that invoke the divine and the human encounter with the absolute.  In a nation that self-consciously finds itself under God’s protection, it should not be surprising that those who have at least imaginatively encountered their own mortality, would express their sense of wonder at the possibilities of healing and at the community of healers who work so diligently, quoting the rabbis’, “pikkun ha nefesh”, to save a life, in religious and spiritual terms.

But why physicians and research scientists are now interested in spiritual issues is the more interesting question.  Is it simply patient pressure?  We don’t think so.

Harvard Medical School’s Mind Body Institute, established in 1988 as well as the National Cancer Institute’s Office of Cancer Complementary and Alternative Medicine (OCCAM), created in 1998 are substantive examples of institutional support for this field.
Does interest in items spiritual reflect aspects of the changing character of clinical practice in oncology?  New modes of training physicians, different cohorts who become oncologists, more women, more medical students who have trained in the humanities as undergraduates – are these important factors?        

Finally, what are the larger public or demographic trends at work? 

  Historians of American Religion have argued that we as a nation have entered another “great awakening” – something parallel to what shook the country in the 1730’s when Jonathan Edwards harangued his congregation suggesting that we are all “sinners in the hands of an angry God.”  How different today is the United States from the early 1960’s when then Senator Kennedy’s Catholicism was seen as problematic in his run for the presidency? An individual’s religious persuasion, to use Will Herbert’s term, was deemed a private concern.  Today, President Bush and many other political leaders as well as social critics speak with authority about their religious beliefs and convictions, arguing that faith has often helped them make the hard decisions.  

America’s population is aging. Sociologists Wade Clarke Roof and Robert Wuthnow, both having written extensively on the Boomer generation, arguing that as people age they tend to get more religious self-conscious and observant. Parallel issues are apparent in the field of gynecologic oncology. In 1997, Dr Roberts illustrated that no gynecologic oncology patient became less religious after their diagnosis; the majority in fact, became more religious.  
What is clear is that over the last 30 years we have seen a   transformation of the role religion plays in American public life.    Religious rhetoric and claims on behalf of religious authority now occupy a larger and larger role in the public life of the United States and the World.  President Bush describes himself as a man of Christian faith and from what some of the political pundits have argued, it was the “value issue”, what has often been termeds the religious or moral issue that determined the outcome of the November election.  
So what has changed?  End of the cold war, the increasingly global character of the world economy, and what some have argued is the corresponding decline in the authority of the nation state, events surrounding 9/11, and emergence of a particular kind of religious nationalism  - have all these factors fueled the public talk of religion at home and fear of religious fanaticism abroad?
We would say yes on all counts.  Sir James Frazer, author of “the Golden Bough” argued nearly a hundred years ago that “religion” was simply a stage in human development.  Moving from a kind of magical thinking, to grateful religiosity, human beings were all on their way to being scientists.  For Frazer, it was oxymoronic for one to imagine “man” as either a religious scientist or a scientific religionist.  Once the big scientific issues had been addressed, interest in religion would fade.  Clearly, he was wrong
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Defining the terms ‘spirituality and cancer care’

We tend to stumble at the first term in this field of inquiry.

In institutions that are publicly funded, to speak of spiritual issues is at the very least one way to get around the Constitution’s First Amendment requirement that we neither promote a religion nor prevent the free exercise thereof.

 In what Harvard’s Diana Eck describes as an increasingly diverse religious America, it is also a way to circumvent the absolute truth claims that virtually all religious traditions make, and to focus, again using Eck’s term, on the ecumenical pluralism that most religious traditions are willing to afford other traditions in the public and social spaces of the United States. 

The term spiritual is also a way to claim full humanity for those who check the category “other” on religious questionnaires and who may or may not believe, but certainly don’t belong.

The working definitions from those in medicine run from Dr. Puchalski’s of the George Washington Univerisity’s Center for Spirituality and Health, who suggests that spirituality “relates to the intangible mysteries of life and the quality of our relationships with ourselves, others, and God, “but can also be about nature, art, music, family, or community-whatever beliefs give a person a sense of meaning and purpose in life” 
To the NCI the procedural definition of spirituality is an “individual's sense of peace, purpose, and connection to others, and beliefs about the meaning of life.” The NCI notes that spirituality may be found and expressed through an organized religion or in other ways.
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Connecting spirituality and cancer care

While the cure rates for cancer remain around 50%, the percent of patients living with diseases that would have easily dispatched them without too much difficulty some years ago, have increased dramatically.  Many cancer patients remain in the world, taking treatments of various kinds, sometimes working, often traveling, raising their kids and living what passes for a normal life according to most observers. 

As one middle-aged woman put it, if things go well, one has a long and intense relationship with one’s oncologist, and if they don’t, the intense relationship is shorter.  From the patient point of view, oncology is a serious as it gets.  

Is the “intensity” of the clinical relationship a factor in physician interest in spirituality and cancer care? 

Dr. Lidia Schapira considers herself an "existential oncologist."  To quote “I find each encounter with a patient shapes not just the patient’s reality but also mine. To provide a therapeutic presence, I need to give not just a technical opinion but also give of myself. I shape and am shaped by events, and this constant molding defines me not just as a doctor but also as a person. The self is constantly in dissolution and creation; my identity is defined by my actions and choices. I find this model authentic in capturing the reality of the doctor–patient relationship because it views the doctor as an active participant. It acknowledges the vitality of each relationship and with it the power of human connection.”

As Dr. Schapira describes it, the cancer journey is a negotiated passage, and none of outcomes are predetermined. Is she making explicit something that is implicitly part of the clinical relationship, i.e., the finally human character of the oncological relationship and the ways in which a patient’s cancer journey can inform and shape the lives of his or her physicians?
One middle-aged woman suggested that the advent of interest in spirituality is helping physicians to manage their own existential responses and reflexes to the mortality of their patients and their relationships
We have also seen the de-stimatization of cancer among the American public.  When Betty Rollins wrote, ‘at first you cry’ it was heralded as an act of extraordinary courage.  We are now awash in a sea of memoirs, everything from Gilda Radner’s ‘its always something’ to Fran Drescher’s “Cancer Schmancer”, to Liz Tilberius “no time to die’.  And then there is our favorite,‘ how are you going to get a man if you’re dead? ’   

Physicians who have entered the field.  Deepak Chopra makes the argument against Descartes and suggests we move to a more integrated approach to the healing arts. Sheerwin Nuland has instructed a reading public on “how we die” and physicians ranging from Bernie Schwarz to Naomi Remen and Jerome Groopman have linked personal narrative, the religious inclination to medicine, cancer care and the character of the clinical relationship.

Recently too, physicians are more inclined to write memoirs or autobiographies than they were in the past.  In many of the good ones, the narrator weaves his or her life experience with the medical lives of his or her patients.
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 How?  Writing on Spirituality and Cancer

There are a number of ways one might evaluate how spirituality and cancer care are linked in the clinical lives of oncologists, in research protocols and in the relationships physicians forge with their patients.  However, for our purposes it seemed both appropriate and possible to examine the literature in professional journals and in print.

Between 1980 and 1982, about 100 scientific articles were published on religion and medicine. Between 2000 and 2002, more than 1,100 such articles were published. 

The statistics are similar when one examines the popular press.  Physicians and scientists are entering fields that were once the domain of the religiously licensed.  Drs. Newburg and D’aquila’s popular “why god won’t go away: Brain Science and the Biology of Belief” Dr. Jeff Levin’s “God, Faith, and Health”, and more recently Dr. Harold Koenig’s “Spiritual Caregiving” are  three entries into the field

Statistically one can demonstrate that over the last five years oncologists have written more on issues related to spirituality than in the past.  

The material can be broken down into five general categories.
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First.  

Attempts to demonstrate a proposed connection between patient spirituality and either medical outcomes or QOL   The work of McCullough, and Koenig are well known examples of this sort of analysis.
Although these studies are limited by cross sectional designs, narrow sample populations, and vague definitions of spirituality, the majority suggests positive religious involvement and spirituality appear to be associated with better health, better coping, and occasionally longer life expectancy (McCullough ME) as well as shorter bereavements for the families of those who are ill. Do to the overwhelming positives and minimal negatives of this support mechanism; much of this literature is compelling to patients and families in a world where cure from cancer is often not an option. Spiritual beliefs are often innate, free of cost, and a natural response to the crisis.}
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Then there are studies of oncologists’ own religious and spiritual attitudes and beliefs, and the impact various attitudes and beliefs have on clinical practice.  Dr. Ramondetta has conducted such a survey
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Thirdly

Issues related specifically to training medical students and oncologists in patient care.  Dr. Naomi Remen offers a course titled “the healer’s art” that is now available in medical schools throughout the United States.
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Fourth

Studies on the definition of the field itself.  Dr. Tony Walter working in the UK writes on this topic. 
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Finally, there are what we might simply term narratives, reflections on what still falls under the category of the ‘art of medicine.”

Under this category we would list everyone from Richard Sloan, who argues that spirituality is a non-medical issue, to Jerome Groopman, who has written for both his colleagues as well as the readers of the New Yorker about the human drama of oncology and the nearly universal appearance of hope.
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When?  Translational Questions and the Study of Spirituality and Cancer Care

When-the answer in the general sense is now, it is an interest of our patients and perhaps even in our own best interest to address these issues. One must ask however if we are asking when, Does this question assume that the definitional problem has been solved?
It is under this section that our road map becomes a bit more directive.  

An old New Yorker cartoon had a man standing in front of a map, a map that noted “you are here” and the subtitle read, “you should be here.”

Writing in 2002, Dr. Tony Walter from the University of Reading, UK suggests that current interest in linking spirituality, with, in his case, palliative care is actually a form of discourse, to use Michel Foucault’s term, that reflects the vocabularies of late-modern English speaking professional communities,  communities that tend to be post-religious as well.  

For Walter, to speak of spiritual issues as opposed to invoking the vocabularies of specific religious traditions is to burden some patients with interpretative problems they don’t need.

What is interesting in Walter’s analysis is the way in which he contextualizes current interest in spirituality and oncology.

Frankly, Walter doesn’t have it entirely right.  He is too suspicious to those who invoke spiritual language and is too pious about the sanctity of institutional religions.  But he is helpful in reminding us to be self-conscious about the use of discourse in clinical settings.  While physicians may not be gods in and of themselves, they deal with the drama that is the stuff of theology and of human comedy and tragedy.
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To help us conclude our remarks, we would like to use language that is scientific rather than humanistic, language that has gained currency here at MDAnderson, describing this dialogue and interest as translational research. In the clinical setting transitional research describes the grease that lubricates the linkages between emerging research and cancer treatment. For our purposes, we will use it to represent ways of managing our thinking about questions that appear to be different in kind, and different in the trajectories the illuminate, but may be in translational terms enable us to think with greater freedom and precision about a number of issues, and more pointedly, about the interconnected character of cancer work itself. 

 In the field of spirituality and cancer care, we find ourselves trying to use two concepts that are different in the questions they answer (the how and the why) to explain each other. For example, religion explaining the “why” by eg beliefs altering immune function and science explaining the “how” by for example suggesting that we are biologically programmed, essentially wired for God, or that we could look for the anatomical locus of religious thought in the brain with PET scans.

