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with certain forms of cancer. Geographic variations in cancer
incidence can be attributed to varying exposure to such cancer-
causing agents, or carcinogens. In many instances, cancer car-
cinogenic agents are identified. Knowledge of the causes of
cancer make it possible either to eliminate them from the human
environment, to interfere by chemical or other means with their
mode of action, or possibly, in the future, to increase the re-
sistance of the human body to withstand their assault (AMA,
1976; World Health Organization, 1978).

Investigation of the behavioral-emotional-psychological
correlates of cancer has also added greatly to our knowledge
in recent years. A small but growing number of behavioral
sciences and medical researchers--including such persons as
Lawrence LeShan (1956, 1959, 1977), Caroline Burns Thomas (1974),
Carl and Stephanie Simonton (1975, 1978) and Kenneth Pelletier
(1977) =--have shocked the modern world with their theories and
research findings which suggest a definite 1link between cancer
and the psychological-emotional makeup of the person as well as

his past and present emotional experiences and environments.

The Purpose of The Study

The multi-faceted purpose of this current study is as
follows:

(1) To explore the issue of the cancer patient's personal
responsibility for his/her illness and concomitant
recognition of the conditions for prevention, treat-
ment and cure.



(2) To examine and redefine the concept of "the good
doctor-patient relationship" to mean one in which
the patient takes an active and assertive role in
his/her treatment processes, rather than the
patient's surrender to the unquestioned authority
of the physician.

(3) To emphasize the psychosomatic nature of cancer
as a dis-ease (discomfort) resulting from imbalance
between related aspects of the whole self--the
spiritual-physical-emotional-biochemical self--
or inattention to any of these areas, which may
in turn produce disease in the whole system.

(4) To examine the multivariate systems relationship
between the patient's psychological-emotional
experiences, his psychological makeup and environ-
ments, his physical and nutritional health, and
the concomitant relationship of these to cancer
and its prevention, treatment and cure.

(5) To summarize the areas of knowledge, information
and understanding which may become essential to
the cancer patient seeking to assume an active,
assertive, and responsible role in his/her treat-
ment process--areas of knowledge such as (a) the
role of stress in the cause of disease, and (b) the
relationship between nutrition and physical fitness
and disease.

(6) To advocate an expanding role for the counselor--
one in which (s)he serves as a change agent and co-
member of a team which includes the physician and
patient, and which recognizes the function of the
counselor in helping the patient to assume personal
responsibility for his/her illness and treatment as
well as serving as a resource for the exploration of
knowledge and information which the patient might
need in order to restore balance within his own sys-
tem and to become a disease free person.

Theoretical and Conceptual
Influences

Although the theories and research of many authors are

|L:I referenced and drawn upon in this study, the works of several
E‘ persons have most influenced my thinking. These persons and
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‘their works include: (1) Hans Seyle and his pioneering work on

stress; (2) Eric J. Cassell who in his book The Healer's Art

'(1976) focused attention on the contrasting concepts of illness
and disease; (3) Lawrence LeShan, who has perhaps done more
research in the are of emotions and cancer than any other per-
son or groups of person; (4) Carl and Stephanie Simonton, who
combine medical treatment procedures with extensive attention
to the patient's psyche; and (5) Kenneth Pelletier, who has
written and researched extensively on the psychosomatic and
holistic nature of all illness, including cancer.

Hans Seyle. Two of Dr. Selye's well-known books are

Stress Without Distress (1974), and Stress in Health and Disease

(1976) . He has done much to focus medical attention on the
concept and role of stress. He merged medicine and psychology
when he presented evidence that stress and distress can flow
from our psychological attitudes toward environmental events.
Stress results every time the person adapts to change. Distress
can represent the resistance of the thinking mind to change.
Persistent resistance and constant struggle can be harmful and
even lethal to the physical organism. Events in the social
environment can not make one sick; worrying about them does.

Dr. seyle is an endocrinologist and is the Director of the
Institute of Experimental Medicine and Surgery at the University
of Montreal.

Eric J. Cassell. In his book entitled The Healer's Art

(1976), Dr. Cassell clearly defines the concepts of disease and

illness and distinguishes between the two. Disease is something
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an organ has and illness is something that man has. His approach
to medicine is holistic. He views both the doctor and the
patient as whole persons, a synthesis of mind, body, and spirit.
He believes that patients have an extraordinary ability to make

‘themselves well and illustrates how sick people can become an

active partner of the medication or treatment process. Addi-
htionally, Dr. Cassell believes that the most important thing a
doctor has to teach his patient is the amount of control he can
have over his body--or, rather, responsibility for himself.

Lawrence LeShan. Dr. LeShan has done exhaustive research

in the areas of emotions and cancer. In addition to numerous

scholarly Jjournal publications, his book You Can Fight For Your

Life (1977) is popular world-wide. He has accumulates strong
evidence that the mind can make the body receptive to cancer,
and that the mind is also capable of fighting back. Dr. LeShan
is an experimental psychologist who have been a research spe-
cialist for many years. He is the former Chief of the Psycho-
logy Department at the Institute of Applied Biology in New York.

Carl and Stephanie Simonton. The Simontons have also

written widely in scholarly journals, and have written a popu-

lar book entitled Getting Well Again (1978). Dr. Carl Simonton

uses the technique of mental imagery or visualization, along
with chemotherapy and radiation to strengthen the body's immu-
nological defense system. Using this method, he facilitates
the patient's active participation in his healing process. He

studies and treats the emotional aspects of cancer along with
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involving the patient in an exploration of the psychological
factors which both enhance and inhibit the growth of cancer.
Dr. Simonton is a radiation oncologist; and Stephanie, his
wife, is a psychotherapist.

Kenneth Pelletier. Dr., Pelletier has done extensive re-

search on stress, including the nature of stress, stress and
disease and the holistic approach to preventing stress dis-
orders. He 1s a recognized authority in this field; and is
Assistant Clinical Professor, Department of Psychiatry, Langley
Porter Neuropsychiatric Institute, University of California,
San Francisco, and the Director of the Psychosomatic Medicine
Center of Gladman Memorial Hospital, Berkeley, California.

In addition to his book Mind As Healer, Mind As Slayer (1977)

Dr. Pelletier has written a more recently published book en-

titled Toward A Science of Consciousness (1978) which proposes

a more comprehensive theory of human consciousness and compe-
tence and which integrates knowledge from several disciplines,

including quantum physics and psychology.

How I Became Interested
in This Topic

My interest in this topic began nine years ago when my
doctor told me I had cancer. The diagnosis was later reversed.
But for three months I lived with the nightmare of that diag-
nosis; and the transformations and growth processes that re-
sulted from that experience left me and my life altered for-

ever. I had, of course, known others who had cancer, and had
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felt sympathy for them and their families. But not until my
own experience could I comprehend the potential impact of the
illness on the person's emotional and spiritual being.

A significant event for me during my three months cancer
diagnosis ordeal was the decision to seek counseling as a re-
gsource to better enable me to cope with and understand what
was happening to me during this time. Counseling was the
catalyst that propelled me toward a broader understanding of
many aspects of the disease of cancer in specific, as well as
an understanding of all disease; and helped me toward a fuller
appreciation of my own role as potentially "responsible agent"
in the facilitation, prevention, treatment and cure of the

disease.

Two Important Concepts:
Holism and Psychosomatics

Two crucial and underlying concepts of this study are the

concepts of holism and psychosomatics.

Holism. By holism, I mean the integration of the mind,

body and spirit for the attainment of whole health (See, for
example, discussions by Maslow, 1973; LeShan, 1978; Ferguson,
1973; and Grant, 1978). The human organism is a complex and
interrelated organism that functions as a unified system.
The mind, body, and spirit are seen as aspects (components)
of a total system, each functioning in relation to the other
(Grant, 1978).

The holistic approach to health and the body may be con-

trasted with a countervailing view known as mechanism, or the
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mechanistic viewpoint, which sees the body as a machine with
parts that are unrelated and which may be considered separately
and independently of other parts, or the whole. Medical
scientists who support this mechanistic view would emphasize
the importance of the physician's role in treating disease,

but would discount the relevance of emotional and spiritual
well-being to the prevention and treatment of disease. On

the other hand, the holistic approach recognizes that all facets
of a person's being must be taken into account in treating a
disease. It emphasizes the role of mental and emotional fac-
tors; it focuses on individual responsibility for the preven-
tion of illness through healthy living habits, and recognizes
spiritual health as an important dimension of total health

care (Ferguson, 1973; Grant, 1978; Goble, 1970).

Psychosomatics. The reader is forewarned against the

carte blanche acceptance of the prevaiiing general view of
"psychosomatic illnesses" which considers them to be those

with origin in the psyche (mind)--i.e., generated in the mind--
and manifested by real or imaginary ailments (Coleman, 1972,
pPp. 499, 771). This view is at best a narrow if not completely
erroneous oversimplification. As used in this study, the term
"psychosomatics" will more correctly refer to the complex in-
terrelationship between mind and body, including not only the
effect of mind on body, but also the converse effect of
pPhysical-biochemical state and condition on emotional and

mental states and conditions (Watson, 1972; Ferguson, 1973;
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eShan, 1978).

The term psychosomatic indicates an approach to the

patient which is as old as medicine itself and implies the
consideration of man as a unit rather than as separate psyche
" and soma (English and Finch, 1964). In this current study
this older and broader implication of the term is recalled.
It indicates that each person possesses a psyche and soma,
and what occurs in one system influences the other. Man
reacts, in other words, as a unit, and it is basically im-
possible to consider one system without considering the
other.
In their widely used textbook on psychiatry, English and
Finch (1964) state:
While it is true that astute practitioners of the
art and science of medicine have always approached
their patients from a psychosomatic viewpoint, it
nevertheless remains true that many of the most im-
portant advances in understanding psychosomatic re-

lationships--i.e., between mind and body--have come
relatively recent. (p. 300)

Focus on The Role of The Counselor

The focus of this study is on the role of the counselor
as a resource for the cancer patient, and how the patient can
be helped toward the acceptance of responsibility for his/her
illness and treatment.

The issue of responsibility is relevant on all levels of
healing, whether psychological or physical. Counseling has

as one of its goals for the client the full understanding and
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cceptance of responsibility for personal behavior and well-
peing, so that the client becomes aware of his choices. As

a victim, one to whom something is done, choices are non-
existent; but when choices become apparent through counseling,
new awarenesses emerge and self-responsibility becomes more
clearly defined.

It is my conclusion, based on the personal experiences
which I shall discuss in this study, that counseling can be
an important tool for the patient in combating stress and thus
reducing the incidence of cancer and related diseases as well
as the high incidence of mortality in these patients. It was
through counseling that I became aware of and confronted my
problems. Consequently, I was able to remove the stress from
my body and direct my focus in the appropriate area, which was
the relationship with my primary partner.

Methodology: The “"Personal
Case Study

The methodology of this study involved a "personal" case
study and analysis; it details this researcher's experiences
with a cancer diagnosis, describes the personal and professional
"growth" processes that resulted, and discusses the general im-
plications of those processes for the counselor and the patient.
The traditionally "objective" case study has long been
r recognized as a legitimate and viable methodology for research
(Isaac and Michael, 1971); however, less frequently encountered

and accepted is the “"personal" or "subjective" case study which
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ws upon the experiences of the researcher.
0f the traditional case study method, Isaac and Michael
7971) state in their Handbook of Research and Evaluation:

Case studies are in-depth investigations of a
given social unit--an individual, group, insti-
tution, or community--resulting in a complete,
well-organized picture of that unit. Depending
upon the purpose, the scope of the study may en-
compass an entire cycle or only a selected segment;
it may concentrate upon specific factors or take
in the totality of elements and events. . . .
Compared to a survey study which tends to examine
a small number of variables across a large sample
of units, the case study tends to examine a small
number of units across a large number of variables
and conditions. (p. 20)

They further state that,

Case studies are particularly useful as background
information for planning major investigations .

« « « Because they are intensive, they bring to
light the important variables, processes, and inter-
actions that deserve more extensive attention. They
pioner new ground and often are the source of fruit-
ful hypotheses for further study. . . . Case study
data provide useful anecdotes or examples to illus-
trate more generalized statistical findings.

(Isaac and Michael, 1971, p. 20)

Thus it appeared that the case study was a viable method-
ology and research framework for this current study. Further-
more, the “personal case study is defended on the grounds that
the first-hand report of a personally involved subject can

yield even more insight than can be obtained via the second-hand

observations of a detached reporter.
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Limitations of The Study

There are several limitations of this study which the
researcher readily acknowledges.

First, it is recognized that the use of only the personal

case 1s a limitation; any conclusions and generalizations must
be considered most cautiously. It is not known how generally
applicable the experiences of this one writer are to other

- patients in similar situations.

Second, insofar as individual preferences for and ability
to benefit from counseling are concerned, it must be acknow-
ledged that not all patients will exhibit the same motivation
to participate in counseling, nor will they wish to assume the
same degree of responsibility for their illness and treatment.
This degree of receptivity and willingness to assume responsi-
bility will to a great extent depend upon the patient's past
experiences with helping professionals and some inborn willing-
ness to fight for their own recovery. Thus it is recognized
that the proposed function and role of the counselor may not
prove suitable for some patients; some other counseling approach

will perhaps be better suited for them.

Qutline of Remaining Chapters

The purpose of this chapter--Chapter l--was to provide an
introduction and overview of the study problem; to outline the
purpose, focus, theoretical orientation, methodology, and limi-

tations of the study.
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Chapter 2 presents the case study, which includes a jour-
alistic account of the events and circumstances of the re-
cher's experience with the cancer diagnosis and the result-
.ng knowledge and understanding which grew out of attempts to
deal with and understand the physical and emotional trauma of
‘that experience.

Chapter 3 is a brief survey of the history of medicine
with particular reference to the mind-body issues, the evolu-
tion of the concepts of illness and disease, and the full-circle
evolution from holism to mechanism and dualism and back again.
It attempts to trace how modern medicine arrived at its current
position in terms of the holistic versus the dualistic and
mechanistic treatment of disease.

Chapter 4 is a review of the research and literature on
the psychosomatic nature of cancer, including the relationship
between personality, emotions and cancer. This chapter reviews
the work of many persons, and points out the significance of
their theories.

Chapter 5 focuses on the role of stress in illness, and
Chapter 6 on the role of nutrition and physical fitness in the
prevention, treatment and cure of illness and disease.

Chapter 7 focuses on the role of the counselor in the can-
cer patient treatment and cure process; it examines the data
presented in the previous chapters and its implications for
medical treatment, the patient's acceptance of his role as the
responsible agent in the prevention-treatment-cure process,

and how the counselor can facilitate this process and contribute
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to patient personal-spiritual growth and understanding. This
chapter also outlines several new postures for the counselor,
and advocates that the counselor be incorporated as a signi-
ficant member of the patient treatment team.

Chapter 8 summarizes the contents and findings of the
study and draws conclusions concerning practical application

of the results.



Chapter 2

A PERSONAL CASE STUDY

Introduction

My interest in this topic began nine years ago--in the
summer of 1970--when my doctor told me I had cancer. I had
gone to the doctor because of a small growth on my thigh. I
wanted to have it removed. What I thought would be a simple
procedure turned into a three-month ordeal which altered my
life forever.

In the pages that follow I provide a journalistic account
of the events and circumstances surrounding my ordeal with the
cancer diagnosis; I discuss the significant role which coun-
seling played--how it was instrumental in helping me toward
greater understanding of my.problems; how it helped me to
acquire much-needed information about mind-body relationships;
and how it helped toward a more assertive role as responsible

agent in the illness-treatment-cure process.

Experiencing Life As A
Cancer Victim

I left the doctor's office after the surgery and started
back to the beach. The summer was not yet over and I was re-
turning to my special place in nature, looking forward to two
additional weeks filled with sun, sand, ocean, and my family.

I was not concerned with the growth when I returned to

have the stitches removed., When I entered the doctor's office

20



21

he immediately asked me if I had spoken to my husband. I had
not. I started feeling some concern. "You have some crazy
mixed-up cells. The biopsy was malignant." He continued. He
talked with a neoplastic specialist and wanted me to see him
immediately. The appointment had already been made. I was to
go there promptly.

What happened to me and the feelings I experienced from
that moment until the three months were over was a nightmare.
I was stunned when I heard the diagnosis. I couldn't believe
he was talkiug to me; but, of course, he was. A mistake. It
had to be a mistake. The doctor and what he was saying abruptly
became obscure. My own thoughts became foreground. Cancer--a
mysterious disease synonymous with death. It has no clear
etiology, and when internal, it can be discovered too late and
is usually terminal.

My husband knew and didn't tell me. Was that the reason
for his quietness and extreme attentiveness the previous Sunday?

Cancer! That meant that I would not experience the joy
of watching my son reach manhood. He was only three years old
and certainly too young to be left motherless. My daughters
would be devastated; and my husband, had he already started
to mourn?

Suddenly I knew it was a mistake. I had never physically
felt better, and at that moment was determined not to be sick.
I was going to do everything I possibly could to care for my-
self. I was going to mobilize my resources and fight this

disease.
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My thoughts were interrupted. I found myself in the of-
fice of the specialist. He was reassuring me. This kind of
cancer (I did not know what kind) could be kept under control.
There was no immediate danger. I could live for fifteen,
sixteen years more.

He started questioning me--impersonal, routine questions
that were related to facts. My feelings did not seem to be
important. I felt alienated from him.

Three months later, after batteries of tests and weekly
blood tests, I was told that the original biopsy was wrong.
What was diagnosed as cancer was merely an insignificant col-
lection of lymphocytes. Even though I had believed myself to
be disease free, I and my family responded to the final report
with intense feelings of relief.

Several months later, two small benign tumors were removed
from my leg. I became frightened. Was this to become a peri-
odic happening? My concern about the tumors created anxiety
and stress that was overwhelming. If I had no disease, couldn't
the anxiety-produced stress create one?

I became obsessed with wanting to know why and how that
was happening to me. I emphasize "to me" because at that time
I was myself victimized. Something was being done to me and
I had no control. I had been attacﬁéd and was defenseless.

Today, nine years later, I can accept the responsibility
for having participated in the disease. This awareness came

through the experience of many painful feelings.
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My search for an answer took me from doctor to doctor,
yd to different homeopothists. I was determined to find the
balance that was creating the tumors. I found no answer.
er an exhaustive effort, I moved away from exploring my phy-
ical body to exploring the emotional quality of life.

"I hit the jackpot!" There was much to be concerned with
in this area, and I reflected deeply on how the trauma of a
life threatening disease focused my attention to the dis-ease
(discomfort) in my life. For some time I had chosen to ignore
feelings that came from a turbulent personal relationship.
Recognition meant awareness that I would have to'deal with., I
did not want to be confronted with a stressful situation which
was difficult to resolve. The situation became overwhemling
and I saw no relief from the feelings.

My body has been in a state of exhaustion, having main-
tained the physical response to stress for a long time. Un-
consciously, perhaps, I had made a choice to cope with thié
irresolvable problem. Could it be that the choice I had made
was to develop tumors?

This disorder incapacitated me with anxiety and released
me from the responsibility of dealing with personal problems.

I was using by body as a scapegoat rather than confront issues
on a cognitive level it seemed. Had my doctor done some psycho-
logical testing, in addition to the physical testing, he would
have discovered perhaps that my psyche needed as much attention

and more healing than my body.
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What Counseling Did For Me

It was through counseling that I was able to recognize
the need to cope with my problems and to become aware of the
different choices available to me. It was through counsel-
ing that I concluded that one can take personal responsibility
for illness and become an active agent in the healing process.
One does not need to be a passive recipient of medicine. While
I am not suggesting that counseling replace medicine, I am--
however--suggesting that counseling be used as an adjunct to
medical treatment.

The following is a summary of the primary ways in which

counseling helped me to cope with the ordeal of the cancer
diagnosis:

(1) It helped me to understand how one might actively
facilitate the onset of cancer in his/her own body;
and to understand, specifically, how my own emotions
and behavior might have helped to facilitate my ill-
ness.

(2) It helped toward the redefinition of illness as a
"dis-ease"--a discomfort and/or imbalance--between
some aspects of the whole being; and directed me
toward understanding how to alleviate the dis-ease
and restore balance throughout my system.

(3) It fostered the courage I needed to confront the
problems that existed in my primary relationship
and to deal with them forthrightly rather than deny-
ing their existence and the need to confront them,
which in turn produced a physical dis-ease.

(4) I was guided toward the exploration of new knowledge
(new at least to me) concerning complex psychosomatic
relationships, between biochemical-emotional-spiritual-
physical components of my being, and how discomfort in
one or more component relationships can produce dis-
ease in the whole system.
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(5) It helped me to understand how to assess conditions
and states of well-being or imbalance within and
between the aspects of my whole being.

(6) It helped me to accept the concept of "my self as
an instrument" (Combs, 1972), the concept of per-
sonal choice, and personal responsibility.

(7) It helped me to develop a more assertive posture in
regard to my medical treatment; to assert myself
more in the doctor-patient relationship; to inquire
about recommended or proposed treatments and tests,
as well as their results; and to assert my right to
make choices and decisions about which procedures
would be carried out.

A Prospectus

The following four chapters summarize the knowledge,
research investigations and information which I explored on

my way to understanding the relationship of personal responsi-
bility to healing, the psychosomatic relationships between the
aspects of the whole being, and how discomfort in one or more
of these aspects can produce systems disease. These chapters
include (1) a survey of the history of medicine pertinent to
the mind/body issue (Chapter 3); (2) the relationship of cancer
and emotions, personality and disease (Chapter 4); (3) the phy-
siological response to stress and stress reduction techniques
(Chapter 5); and (4) the role of nutrition, exercise, and phy-

sical fitness (Chapter 6).



Chapter 3

THE CONCEPTS OF ILLNESS AND DISEASE:
HISTORY AND FULL-CIRCLE EVOLUTION

This chapter will present a brief survey of the history
of medicine, with particular reference to the mind-body prob-
lem. It will attempt to trace the process whereby personal
responsibility for disease was removed from the individual--
a process which took centuries; and the evolution away from
the holistic approach. Lastly, it will discuss how full this
lack of personal responsibility for disease is reflected in

the practice of modern medicine.

Farly Medicine

With primitive medicine there was a tendency to treat all
disease as if it had some supernatural cause. For example,
disease was thought to be caused by evil spirits which had
entered the body and attacked it. Treatment was simply a
matter of exorcising the spirits, and consisted mostly of
spells, charms, and incantations or any other ritual which
would drive the evil spirits away (Coleman, 1972, pp. 25-36).
These rituals were performed by a medicine man commonly called

' who was a combination healer, prophet, priest, and

a "shaman,'
magician, though his specific role varied from culture to cul-

ture. Anthropologists such as R.W. Firth (1964), A.L. Kroeber

26
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(1948) and Chapple and Coon (1947) hasten to point out the
diversity of descriptions and definitions that have been
assigned by historians, ethnographers and anthropologists

to the "shaman" over the centuries. One point on which most
would agree, however, is that the shaman's functions are in
general "concerned with the maintenance or restoration of

the equilibrium of individuals or a society by ritual means"
(Firth, 1964, pp. 638-639).

Primitive and early medicine viewed illness as the result
of punishment by the gods, and the diseased person was asked
to look into his soul for the cause of the affliction. Dis-
ease was thus viewed as an internally generated phenomenon
rather than an externally generated one. Treatment proceeded
along the lines of drugs, herbs, and curative potions. The
need for rest and quiet was stressed, as well as introspec-
tion, and attention was paid to diet (Guthrie, 1946).

Medicine up to this point was essentially psychosomatic
in its approach, an approach which the Greeks continued. For
instance, Ascleptious, a Greek physician from the 13th century
B.C., practiced the arts of bandaging and of herbal medi-
cines. So influential was his method that by the 5th century
B.C. there were numerous temples dedicated to him and his
healing approach; patients could take up residence in the
temple until their treatment and cure could be effected.
Treatment included bathing, diet, and meditation. Through iso-
lation during the temple stay, the patient became aware of his
emotions and of his private spirit world, and hopefully could
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eunify himself toward health (Guthrie, 1946).

One element of the treatment at these temples--which is
quite modern sounding--involved the analysis and interpre-
tation of dreams. If they occurred, they were reported to
the physician-priest who pointed out elements of the dream
which could be used for healing. The priest-physician of
this period believed in a relationship between a life force
and the body, and tried to cure the body by activating that
force (Zilborg and Henry, 1941).

Hippocrates (460-335 B.C.), generally regarded as the
"father of modern medicine," was the first to introduce the
concept of disease as existing outside the body (Sigerist,
1943). Although Hippocrates himself was a holistic practi-
tioner, his ideas were the first step in removing personal
responsibility for disease from the individual. Rather than
attributing disease to some supernatural forces, he believed
disease could be caused by some factor other than the indi-
vidual's actions or sins--for example, an imbalance in body
fluid matter (Sigerist, 1943).

Practically, he believed that in order to cure the body,
it was nécessary to have a knowledge of the whole of things.
His concept of healing--"to have a knowledge of the whole of
things"--is related to the definition of holism. Holistic
medicine recognizes the interaction between the person and
his psychosocial environment. It examines the totality of

man; his emotions, sense of meaning and purpose in life,
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dietary habits, exercise and fitness routine, and stress level.
Every facet of man must be taken into account. It is diffi-
‘cult to restore health by examining signs and symptoms of ill
‘health one by one (Coleman, 1972, pp. 25-36).

Hippocrates, in his treatment, stressed the healing power
of nature. His therapy consisted mostly of diet, fresh air,
massage and hydrotherapy. His treatment ﬁas based partially
on the recognition of "ponos" or suffering, which is similar
to our modern concept of stress. He believed that emotional
upsets could be just as responsible for the imbalance of

fluid matter which he thought caused disease as external
forces. Thus, Hippocrates was a holistic healer (Sigerist,
1943).

Many different schools of medical thought sprang up in
Greece about this time. Alexandria saw the establishment of
the first medical school, complete with laboratories, ana-
tomical dissection, and case histories of patients. An
ethical code for the medical profession appeared; it was

based primarily on the work of Hippocrates, and it remains

in force today. The physician was becoming accepted as a
basic pillar of society.

The next step in the evolution of medical thought occurred
in Rome, where Galen (A.D. 130-200) lived and practiced. Mar-
cus Aurelius' personal physician, Galen proved that arteries
carried blood and reconfirmed that the body was made of parts,
not humors. In addition, he had the notion that the body pos-

sessed natural spirits (born in the heart), and animal spirits
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porn in the brain). This is the first anatomical reference

o the holistic approach to disease (Sigerist, 1943).

onaissance Medicine

Medicine progressed little during the Middle Ages, and
made little additional progress until the very late Renais-
sance. The Renaissance began in Italy in the mid-fifteenth
ecentury. Ostensibly, it was a renewed interest in the classics
--the teachings and culture of Greece. But men were ready for
more enlightenment than could be acquired by a reading of the
classics. They were ready to apply the methods of the Greek
philosophers to the world around them, and to ask questions
which had never been asked before. To these questions they
applied the methods of reason borrowed from the Greeks, but to
~ apply them in ways never before dreamed of (Sigerist, 1947).
The results of this new age of scientific inquiry are
well known: Galileo, the telescope; Copernicus, astronomy;
Columbus, the discovery of America; Newton, the discovery of
gravity. The list goes on and on. It is difficult to convey
the scope or magnitude of the Renaissance. Every institution
and belief was called into question. Thus the Renaissance was
as much a revolution as a rebirth--a revolution in thought and
in man's concept of his place in the universe.

With this new age of scientific discovery, one would have
expected medicine to make comparable strides. However, this

did not happen. Plagues and contagious diseases ran rampant
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until the mid-nineteenth century. Epidemics were common; for
example, the Great Plague of 1665 killed more than 68,000
people in London (Cassell, 1976).
Though in other spheres Renaissance Man had liberated
himself from the mysticism and dogma of the Middle Ages, in
the area of disease he had not. He still thought plagues and
disease were brought by God, and to atone for his (imaginery)
sins, he flaggelated himself., Medicine was still in the Dark
Ages. As Cassell (1976, p. 60) has stated:

In retrospect, it seems that people did well

to look to God because doctors were not of

much use. The treatment of individual cases

was a horror. The tools available to physi-

cians were rarely effective, and the treatment

consisted largely of bleeding, purgatives and

emetics. Fads in therapeutics rose and faded,

based on the authority of their innovators,

rather than on acceptable evidence of useful-

ness. (p. 60)
Two developments began to transpire which would even-
tually direct man's attention more toward the realm of reason
in medicine. The first was the influence of a French philoso-
pher, Rene Descartes (1591-1660). Descartes was primarily a
mathematician who tried to order all of man's knowledge on
the same basis as geometry. As geometry could be reduced
to basic irrefutable tenets, called axioms and postulates,
so he tried to deal with human knowledge. Axioms were rules
or laws which could be founded on personal intuition and were

"obvious." Postulates were slightly higher order laws which

were a combination of axioms. From these two sets of rules,
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all of geometry could be built through logical deduction.
The most complex theorem could be proved by reducing it into
its component parts (Pelletier, 1978).

Descartes also tried to deal with human knowledge and
experience by breaking it down to its most basic elements
from which the remainder of human knowledge could be further
deduced. In so doing, he postulated that all things could

be broken down into two categories--mind and matter. He

maintained that they were completely separate and distinct,
and that all things must fall into one category or another
(Pelletier, 1978).

A debate of the merits of Descartes' philosophy is beyond
the scope of this current paper; however, it might be noted
that even Descartes was never able to resolve some simple
observational conflicts in his system. For instance, if some-
one strikes you, you feel pain. Thus matter (someone strik-
ing you) is reflected in mind (pain). Mind and matter inter-
act; but what precisely is the relationship? This problem,
which lay at the heart of Cartesian dualism, has plagued
philosophers long before and since Descartes.

Descartes' thinking, however, had two major effects. The
first was that by separating all things into two categories,
he provided science with a domain within which to operate
without offending the Church, which was still very concerned
about preserving its power. Thus all subjects of matter were
the realm of science and all maters of mind belonged to the

Church (Sigerist, 1943). Paradoxically, mankind's progress
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was immeasurably helped by this oversimplified dualism.

The second effect of Descartes' dualism was less for-
tunate, however. He created a split in the way man was viewed
which has persisted to the present day. Three centuries ago
this split may have been necessary in order to make possible
a science of the body, and it was a progressive step. But
today, three hundred years later, the concept has moved past
the point of being useful. This mind-body split permeated
and remains an active part of Western medicine. Since mind
and body were unrelated, Cartesian dualism allowed man to
discard any sense of personal responsibility for his illness.
Holism refutes this approach and maintains that health can

only exist when mind and body function as an integrated unit

and are in harmony.

The Cartesian approach allowed the scientists of the
medical profession to begin the study of disease on a more
intensely scientific basis. Thomas Sydenham, a late 17th
century English physician began to categorize fevers and pro-
vide accurate descriptions of them. Others followed his lead
(Guthrie, 1947). By the beginning of the nineteenth century
diseases were well catalogued and delineated. Medicine was
beginning to collect the data it would need to conquer disease.
Disease was catalogued in terms of the organs afflicted, the
types of fevers and the physical symptoms (Sigerist, 1943).

The late nineteenth century saw the development of the

germ theory. Louis Pasteur, Joseph Lister, and Robert Koch
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all developed the theory, which saw the discovery of bacteria
as the cause of disease, although prior work had been done by
a German pathologist named Rudolf Virchow. Virchow recognized
a cellular basis of disease, which held that disease resulted
from changes in the structure of cells (Guthrie, 1947). 1In
any case, the germ theory and the discovery of bacteria spelled
the end for any notion of personal responsibility for disease,
and the search for disease was conducted only with microscopes
and laboratories, which continues to this day. With bacteria
as the prime mover, no cause relating to the individual could
be considered, much less be considered as comprehensible.
Modern medicine has, of course, improved enormously on
the ideas and work of Pasteur and Virchow. Ever more complex,
ever more sophisticated, modern medicine has become a reli-
gion all its own, and its devotees and practitioners speak in
a language and terminology far beyond the comprehension of the
layman. Science has transformed medicine into a cold, sterile
world, totally devoid of feeling, with a worship for precision
and exactness and rationality. It is a world totally alien to

any concept of personal responsibility for disease.

Disease and Illness in
Modern Medicine

We have surveyed some of the major developments in the
history of medicine, and have seen how its story has tended
to be one which removes personal responsibility for disease

from the individual. Perhaps this was unavoidable in the




35

process of progress, but it is regretable.

To point up how great this lack of personal responsi-
bility is, we shall, in this section, show how completely the
practice of modern medicine reflects the mind-body split noted
above, and how in treating only the body, the patient escapes
any personal responsibility for his disease.

First we must consider a popular conception of disease,
and then, because we interpret the term in a certain limited
way, define another word--illness--which will allow us to see
how narrow and constricted are these conceptions as popularly
defined. Disease has come to mean an infection, usually
caused by a foreign subject attacking the patient. This con-
cept of disease is derived from the germ theory and the cellu-
lar basis of disease as discussed in the sections above. We
speak of disease as if it were a detached thing, an independ-
ent entity. Further, when a person becomes ill, we consider
the disease to be more important than the person who is sick
(Cassell, 1976). Perhaps this is because in our post-Renais-
sance technological society we are more interested in quanti-
ties which can be precisely measured and catalogued, rather
than those which can not. Be that as it may, let us use the
term "disease" for the purposes of this discussion to signify
this narrow approach, and use the term "illness" to signify
other dimensions of being sick.

The following contrasts between "illness" and "disease"
are offered: Illness is a state of being in which the indi-

vidual does not feel well; disease is a condition brought
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about by some foreign agent. For example, consider the dis-
ease caller arteriosclerosis., It affects millions of Ameri-
cans. They have a disease, but are not ill. High blood
pressure or diabetes are other examples. On the other hand,
consider hypochondria. It can make a person "il1l" without
his having a disease. That is, the person does not feel
well, but he does not have a disease.

We can see from this contrast how extensively the medi-
cal profession has specialized in the treatment of disease.
Measuring, cataloging, diagnosing and ever increasing preci-
sion are the hallmarks of the profession; but these types of
approaches are dedicated to the conquest of disease, not ill-
ness. What is needed is a radical new approach which is as
concerned with the individual's illness (meaning how he

feels) as with the disease.

Conclusion

In a sense we have come full circle. Medicine before
Hippocrates--primitive medicine--dealt primarily with illness
and not with disease, if only because medical knowledge was
so limited. Treatment was an attempt to restore health
through the restoration of balance within and between the
various aspects of the whole being.

Beginning with Hippocrates, approximately 400 B.C., the
concern for disease gradually began to supplant the concern
for illness., Cartesian dualism was both a bane and a boon

to the evolution of more scientific approaches. The focus
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on personal responsibility has ebbed and flowed throughout the
course of medical history and practice, but there has been a
fairly consistent focus in the direction of the disease con-
cept. The narrowness of the conventional definition of dis-
ease allows us to make an important contrast between disease
and illness. The concern for illness reached its peak in the
late nineteenth century when bacteriology and the germ theory
of disease were introduced. Modern medicine has completed

the cycle, conquering disease, but not the problems of ill-

ness.




Chapter 4

CANCER: THE MIND-BODY LINK

- Introduction

The idea that emotions can be the precursors to disease
is an old one, dating back to at least the Middle Ages. In
this chapter we shall trace the idea from that time to the
current research.

In 1402, an Italian physician names Maestro Lorenzo
Sassoli wrote a letter to one of his patients in which he
said:

. « « Let me speak to you regarding the things

of which you must be aware. To get angry and
shout at times pleases me, for this will keep
your natural health, but what displeases me is
your being grieved and taking all matters to
heart. For it is this, as the whole of physic
teaches, which destroys your body more than

any other cause. (Quoted in LeShan, 1959,

P 12)

Contrary to the general tendencies of the Middle Ages, there
were a few unusual instances of budding holism such as this.
The Medieval conception of the mind-body link was given
the label "body humors," as if there were some tangible sub-
stance in the body which could be activated by the mind, and
which in turn could cause disease. Actually, this idea had
originated with ancient physiologists (as discussed in the

previous chapter), but it held sway through the early Middle
Ages.
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