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CHAPTER I 

INTRODUCTION 

Changing Roles Of Heahhcare 

Regardless of the variety of genetic, biological, and environmental processes 

involved in the onset and progression of cancer, it is a phenomenon that remained 

undiscovered and highly neglected for a long period of time. The irony and ignorance 

of the situation is demonstrated in the super-heroes that society created around the 

time of radiation concerns. Superman and the Incredible Hulk were products of 

radiation exposure. Due to exposure to radioactive materials, these men developed 

"super-characteristics" that enabled them to be healthier and more powerful than the 

average Joe. Scientists had yet to discover the "super-powers" that cells can truly 

develop from excessive exposure to radioactive material. Cells can mutate and cause 

detrimental proliferation and tumor growth. So, while these men continued to get 

stronger and rescue the lives of those in trouble, the real debilitating problems caused 

by radiation exposure had yet to be uncovered. It is ironic that while artists were 

creating superhuman powers from radiation, the human body was producing "super-

cell" powers from radiation exposure that actually weaken and incapacitated human 

functioning. The conditions and environments that facilitate cancer growth and 

proliferation are demanding the attention of scientists and doctors today. The theory 

that I would like to address is that maybe the "super-powers" of the mind can aid in 

subduing the growth of cancer regardless of how and why it originated. 



Changing views of healthcare have opened new doors to medical research and 

discovery. The contemporary model of healthcare is evolving towards targeting the 

treatment, the time of treatment, the role of the patient, the treatments of choice, and 

the goals of the treatment itself (Holland, 1998). Today, patients are encouraged to 

play a more active role healing and maintaining health. Treatments are generally 

more focused on prevention and establishing a continuum of well-being. Historically, 

a disease was looked upon as a condition that was independent of psychosocial 

variables (Achterberg & Lawlis, 1980). Now medical research has expanded to 

include the realm of psychological determinants in health and disease. 

Health psychophysiology is an area that has not been actively studied until 

the last couple of decades, and it has emerged as a popular issue in oncology. People 

can be referred to as a psychophysiological being, which consists of a psychological 

entity and a biological organism. Psycho-oncology, sometimes referred to as 

psychosocial or behavioral oncology, addresses the psychological, social, and 

behavioral dimensions of cancer from two perspectives. The first is the psychosocial 

perspective that attempts to explain the psychological responses of cancer patients 

and their families at all stages of the disease. Secondly is the psychobiological 

perspective that addresses the psychological, social, and behavioral issues that 

influence morbidity and mortality (Holland, 1998). 

Psychological techniques have the potential to help the mind heal the body 

(Suter, 1986). Patients' emotional demeanor, personality traits, modes of coping with 

stress, and sense of control in the clinical outcome of their illness all influence how 

they come to understand and make sense of their medical condition. The appropriate 
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state of mind in a traumatic situation can aid cancer patients in reducing the number 

of cancer related problems. New innovations in oncologic diagnostics and 

therapeutics pose new challenges for psycho-oncology. Psycho-oncology addresses 

the issues of stress and its influence on cancer, as well as the interventions of 

behavioral therapy in pain management and problem-solving skills. The elimination 

of communicative channels between body and mind in the major killer disease of 

cancer is detrimental to the patient in the onset and progression of cancer. The issue 

of the synchronization of body and mind in the fight against cancer is a controversial 

issue that is addressed with many reservations. 

Where The Mind and Body Meet on the Systemic Level: 

Psychoneuroendocrinology and Cancer 

The mind and body are equally complex systems that meet on the level of 

hormones. Hormones work in response to emotions. The endocrine system is 

composed of endocrine glands that secrete hormones and target specific tissues. The 

endocrine glands are the thyroid and parathyroid glands, the pancreas, the ovaries and 

testes, the adrenal glands, and the pituitary gland. In addition, prostaglandins, which 

are not always considered hormones, play a very important role in biological 

processes due to their diverse effects. 

A change in feelings parallels changes in hormone release and/or inhibition. 

Emotions are received in the form of chemical stimuli by the hypothalamus, the organ 

that lies at the base of the brain and is in direct contact with the pituhary. The 

hypothalamus processes chemical stimuli in such a way that enables humans to 
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categorize them into different emotions. For instance, we recognize anger and sadness 

due to the variations of signals that the hypothalamus sends out. Sadness involves 

stimulation of tear glands, blood vessels in the face, and nerve complexes in the lungs 

and heart; anger involves stimulation of nerve endings in the sympathetic system, 

which causes the secretion of large amounts of epinephrine and norepinephrine 

(Goldberg, 1991). Feelings are an emotional interpretation of an activation cascade of 

the endocrine system. 

Like all systems in the human body, the endocrine system has a homeostatic 

regulatory mechanism in which the hypothalamus receives a signal of a hormone 

satiation point in the blood and inhibits further signaling and in turn the secretion of 

the hormone. If a particular emotion persists over a long period of time, homeostasis 

is disrupted. In this situation the hormones are required to do much more than 

respond to a temporary situation, and the secretion of the hormone reaches excessive 

levels in the blood (Goldberg, 1991). The malfunctioning of the endocrine system 

plays a large role in the onset of cancer. Fear and anger seem to produce the same 

effects on the body, and in a sudden emergency the autonomic response of massive 

secretion of epinephrine is the same regardless of the nature of the emergency. Hence, 

the personality type that is in a state of perpetual fear and behaves to avoid anger and 

confrontation is described as a type C personality and is a cancer prone individual 

(Goldberg, 1991). 

In a type C personality only positive feelings such as friendly, kindly, and 

mild feelings are allowed into the consciousness; aggression and hate are directed into 

the realm of the unconsciousness in an attempt not to know or experience them 
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(Goldberg, 1991). This personality type is engaged in chronic, continuous struggles, 

and as a result the psychological defenses are overtaxed and cannot regain 

homeostasis or a pre-emergency state of functioning. Over-taxation leads to massive 

cell proliferation and the interference of normal functioning by tumors (Goldberg, 

1991). 

The psyche has a homeostatic state just as the body does. Freud discovered 

this homeostatic mechanism when his work postulated the id, the basic unconscious 

drives in a person, and the superego, generally referred to as our conscience, to be in 

conflict with each other and with the external world of reality. The ego serves as the 

mediator between the id impulses from within, the demands of the outer world, and 

the unreasonable demands of the superego forces, allowing the person to maintain a 

peaceful balance. 

Experimental research shows that a direct application of hormones such as 

stilbestrol, a growth hormone, and testosterone, a male sex hormone, have exhibited 

an increase in cell proliferation and cell size. Otto Warburg discovered the process by 

which hormones can result in carcinogenic cellular changes. He won the Nobel Prize 

for his discovery that the cancer cell is an oxygen deficient cell (Goldberg, 1991). 

Normal respiration allows oxygen to reach every tissue in our body. The intake of 

oxygen is used to fuel our muscles and bodily functions. Oxygen is converted into 

carbon dioxide and released during respiration. Warburg discovered that damaged 

respiratory enzymes in the mitochondria of a cell result in incomplete utilization of 

oxygen, hence the combustion process remains incomplete, resulting in the formation 

of lactic acid and the suffocation of the tissues. Accompanying an unbalanced 
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hormonal system is the fermentation process and the onset of an organism's death by 

poisoning. Warburg's work became valuable to cancer research when he concluded 

that the destruction of respiratory capabilities could be the result of small, repeated 

doses of the stress agent. This continuous application of stress substances, rather than 

sudden, infrequent bursts of attack, has the ability to induce certain cancerous 

growths (Goldberg, 1991). Some normal cells are converted to cancerous cells 

through uninterrupted deprivations of oxygen by increasing hormone levels in the 

blood. 

Hormonal imbalances caused by continuous stressors or emotional problems 

may be affiliated with depression, which can provoke choleric carcinogens, and in 

turn contribute to the proliferation of cancer cells. Hyperactivity in the 

hypothalamic-pituitary-adrenal (HPA) axis, a neuroendocrine system, has been 

studied in the correlation of depression and cancer. Hyperactivity is largely 

contributed to hypersecretion of corticotropin-releasing factor (CRF) from 

paraventricular hypothalamic neurons, which results in anterior pituitary 

adrenocorticotropic hormone (ACTH) hypersecretion, which in turn results in 

adrenocortical glucocortiocoid hypersecretion (Holland, 1998). These cascades play a 

quintessential role in behavioral, autonomic, and immune responses to stress. ACTH 

is a messenger that stimulates the adrenal cortex to release its hormones and is an 

essential element in the stress response. The immune system has the ability to 

recognize foreign invaders and communicate this message to other cells in order to 

stage an attack. The message is communicated through hormones secreted by cells of 

the immune system called cytokines. Circulating cytokines account for the 
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stimulation of the HP A axis. These hormones do things like induce fever, sleep, and 

aUer CNS activity, and initiate the stress response (Holland, 1998). This 

communication between the immune system and neuroendocrine systems is discussed 

in depth in chapter H, along with stress related hyperactivity in cancer patients. 

Historical Perspective on Cancer Research 

Psycho-oncology research is subject to the retrospective bias of physicians 

that have information on patients beyond medical history. Historically, the research 

has focused on the history of the patient, the relationship between the cancer site and 

the patient's personality, and the outcome of the disease related to psychological 

functioning of the patient. There are many approaches to the etiological study of the 

psychological attributes of a cancer diagnosis. One way is to study responses at the 

time of the examination for cancer. This helps researchers understand the 

psychological state of the patient before the diagnosis like whether or not stress was a 

prominent precursor to carcinogenesis. Although the research on the history of cancer 

patients is becoming ever more popular, it is overwhelmingly subjective because it is 

based on the clinicians that listen to the problems of their patients beyond aches and 

pains. It is important research due to the vast evidence that stress agents contribute to 

the onset and proliferation of cancer cells. As mentioned above, researchers have 

established a cancer prone personaUty type. This information could serve as a 

warning sign in order to help cancer prone patients avoid carcinogenesis. 

The second topic of research that receives attention is the degree of relativity 

regarding malignancy site and personality. It is obvious that many cancer sites can be 
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associated with lifestyles. In order to understand the relevance of lifestyle and disease 

site, think about the prevalence of lung cancer in a smoker versus a non-smoker, or 

the frequency of cervical cancer among nuns versus sexually active females starting 

at a young age. Culture is another aspect of lifestyle that may delineate cancer site. 

For instance, in underdeveloped countries women are more likely to develop 

advanced breast cancer due to lack of education on self-examinations and availability 

of checkups. Psychological researchers have begun to differentiate between 

characteristics of patients with different disease sites. For example, breast cancer 

patients have been described as completely different from cervical cancer patients. 

Cervical cancer patients are often associated with greater levels of deprivation as 

children (Achterberg & Lawlis, 1984). Women with breast cancer are more likely to 

be quieter, gentler, passive, and dependent. With regard to these prominent 

characteristics, it is interesting that Drs. Derogatis and Abeloff of Johns Hopkins 

Oncology Center found those women diagnosed with metastatic breast cancer and 

those who did not exhibit these passive traits, lived longer. Their results further 

indicated that survival time was positively correlated with patient attitudes, level of 

vigor, and the extent to which the patient became actively involved in treatment 

(Achterberg & Lawlis, 1984). In case studies of leukemia and lymphoma spanning a 

fifteen-year period it was found that the diseases seemed to develop in an 

environment where a significant loss had occurted, whether it was a loss of self-

esteem or close family members (Suter, 1986). If it holds to be true that there is a 

relationship in personality and cancer site, then this could be invaluable in guiding the 

psychotherapeutic approach to maintenance and coping. 
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The third focus of research places more emphasis on treatment considering 

that treatment methods are post-diagnostic rather than directed towards preventative 

health. Kolpfer (1954) developed a scheme to evaluate the relationship between ego 

defensiveness and loyalty to reality. Kolpfer found that patients who had slow 

growing tumors were characterized by a nonchalant attitude towards reality and were 

also lower in energy investments for defense of their egos. The fast-growing cases 

were people who tried to be loyal to reality, who invested too much energy in 

defending ego in an attempt to be 'good'. When too much energy is diverted in this 

direction, it leaves little to protect the individual from the encroachment of disease 

(Achterberg & Lawlis, 1984). Patients that spend all of their energy protecting 

themselves from the appearance of anxiety, build up anger and the inability to express 

it. A patient needs an outlet for repressed negative emotions to remain in good health. 

Cancer patients that have this ability are shown to live longer because of the fact that 

anger and tension turned inward is self-destructive (Achterberg & Lawlis, 1984). 

Maybe we can make an association between a powerful individual and a powerful 

immune system. The fight for life is reflected at the cellular level. Patients who 

outlived their expectancy showed remarkably similar personality profiles, which were 

characterized by refusal to give up, flexibility, no physical problems when under 

stress, nonconformity, aggressiveness and assertiveness, high ego strength, self-

reliance, creativeness, past history of success, and insightfulness (Achterberg & 

Lawlis, 1984). These people were open to new ideas and possessed the fight for life 

attitude that is necessary to overcome a fatal disease. To begin to conquer this 

ominous and powerful disease we must recognize that the human is just as 
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complicated and unpredictable as the life threatening disease itself Respecting the 

disease and its capabilities pushes researchers to do all that is possible to stay in the 

race, and respecting this killer means addressing every issue of functioning in mind-

body interactions. 
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CHAPTER n 

STRESS AND CANCER 

It has been hypothesized that stress may play an aetiological role in the onset 

of cancer. There are many definitions of stress. Webster's Third New International 

Dictionary defines stress as "distress," or a "physical, chemical, or emotional factor 

to which an individual fails to make a satisfactory adaptation, and which causes 

physiologic tensions that may be a contributory cause of disease..." Borland's 

Illustrated Medical Dictionary (2^^ ed) has defined stress as "the sum of biological 

reactions to any adverse stimulus, physical, mental, or emotional, internal or external, 

that tends to disturb the organism's homeostasis; should these compensating reactions 

be inadequate or inappropriate, they may lead to disorders." 

How the Stress Process Affects the Production of Cancer 

Stress is a prominent factor weighing on the prognosis and proliferation of 

cancer. We have learned that the body has an advanced system of checks and 

balances that is effective in the adjustment to virtually anything that happens in the 

course of life. Unfortunately, this machinery does not work perfectly in all cases. For 

instance, sometimes our responses can be too weak so that inadequate protection is 

provided; on the other hand, responses can be too strong so that we actually hurt 

ourselves whh excessive reactions to stress. Stress can be associated with increased 

tumor growth. In short, stress can impair immune functioning and contribute to the 

loss of host control of an existing tumor resuhing in sedulous growth. 
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Although stress has received a negative connotation in most situations, this 

can often be misleading because a full life is not possible without stress. Stress is part 

of everyday activities and hobbies and is subconsciously enjoyed on certain levels by 

many. Stress is a continuum, which at appropriate levels keeps people engaged in the 

worid. Stress accompanies competition, exam taking, working as an emergency 

medical technician, and even flm events like roller coasters and snow skiing. 

Boredom occurs if stress is too low, and emotional and physiological damage can 

occur if stress is too high. Stress becomes detrimental when we do not know how to 

or are afraid to enjoy the stress that accompanies a fiill life. 

The inability to cope with stress is often correlated with the onset and 

diagnosis of the most frightening disease, cancer (Suter, 1986). Stress refers to a set 

of psychophysiological changes that are a consequence of certain factors at work in 

both the environment and the organism; stress is a response, a state of the organism 

(Suter, 1986). Stressors are primarily psychological rather than physical. This can be 

dangerous because in today's society we respond to a final examination like we do a 

life-threatening situation, and this causes an increase in risk of illness. Some 

individuals have such severe test anxiety that their physiological conditions, such as 

heart rate and blood pressure, can exhibit the same responses while taking a test as 

when being chased by a hungry lion (Suter, 1986). 

Many events may be considered stressful in one situation and not in another. 

Stress varies from person to person in perception and coping. The stressful qualities 

of an event are not in the event itself, but rather in our perceptions of them. As we 

have already discussed, a person's personality demonstrates a correlation to cancer 
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site and methods of coping with the disease. One's ways of thinking, behaving, and 

emotionally responding are parallel to one's perception and response to stressors. 

Models derived by Hans Selye (1956) involve much of what is known about the 

physiological demises of stress. Stress can be viewed as having a twofold influence 

on the malignant process. First, the production of abnormal cells increases, and 

second, the capability of the body to destroy these cells is diminished (Achterberg, 

1984). 

Seyle (1956) proposed a general adaptation model to stress. He found that a 

person's ability to deal with the stressors of disease on the physiological level 

progresses through three stages in time. Initially, the individual's level of resistance to 

disease and infection drops below normal with the alarmed reaction to the diagnosis 

or stressor. This stage includes the fight-or-flight reflex and is characterized by the 

initial call to arms. If the stressor persists through time, the individual reaches a stage 

of adaptation. This is a stage of resistance in which the body attempts to reach a state 

of homeostasis in the presence of the stressor. This can be a dangerous adaptation 

because it includes higher levels of nocuous agents in the blood causing increased 

blood pressure, ulcers, and other stress-related conditions. During the stage of 

adaptation, the individual can handle a greater level of stress but at the cost of an 

eventual downfall. According to Seyle, each of us has a limited supply of energy to 

spend on resisting stress. If this allotted amount of energy is used up, then the 

defenses to stress fail all together and the organism enters the third phase, the stage of 

exhaustion. In this stage the pituitary and adrenal cortex lose their ability to secrete 

hormones, resuhing in defenselessness (Suter, 1986). 
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As mentioned previously, the adrenal cortex releases a class of hormones 

called glucocortiocoids that help modulate the immune system. One of the jobs of the 

pituitary is to communicate the message from the hypothalamus to release or inhibit 

hormones. One of these critical pathways is the corticotrophic-releasing hormone 

(CRH) that "tells" the pituitary to release adrenocorticotrophic hormone (ACTH). 

This hormone, in turn, stimulates the adrenal cortex to release its hormones. 

Inhibiting this pathway by overtaxing the stress response causes a debilitation of the 

immune system, and without the body's defense mechanism, mutated proto-

oncogenes can initiate the transcription of oncogenes and the onset of carcinogenesis. 

A proto-oncogene is a normal cellular gene that encodes a protein usually involved in 

regulation of cell growth or proliferation, and that can be mutated into a cancer-

promoting oncogene, either by changing the protein-coding segment or altering its 

expression. The way in which an individual responds to stress and the time frame in 

which these stages occur in different individuals may enhance the effects of existing 

carcinogens. This involves changes in the cellular and hormonal environments, 

causing them to become more conducive to malignant transformation. Stress sensitive 

hormones can be malignant promoters by inhibiting the immune effector cells leading 

to the increased probability that transformed cells will slip past the host's defenses. 

The Immune System 

It is important to discuss how the immune system defends against cancer in 

order to understand fully how the components of the stress response can influence 

and inhibit our defense mechanism. First, a brief overview of the purpose of the 
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immune system might render aid in grasping the complexity of the immune system's 

fight against cancer. The immune system defends the body against potentially 

harmful chemical toxins, cancer cells, and organisms such as bacteria and viruses. 

The immune system includes many different kinds of cells. Lymphocytes are a type 

of white blood cells that include B cells, T cells, and Natural Killer cells. Monocytes 

are whhe blood cells that can swallow and digest microscopic organisms and particles 

in a process known as phagocytosis. Examples of monocytes are macrophages and 

leukocytes. 

There are two types of protection described as innate immunity and acquired 

immunity (Suter, 1986). Innate immunity is an array of general processes that do not 

depend on having experienced the foreign agent. These include processes like 

digestion of tiny organisms that might have been swallowed, resistance to invasion by 

the skin, and phagocytosis, in which alien agents are attacked and in effect eaten by 

cells. Innate immunity is supplemented by acquired immunity, which is the ability to 

develop specific defenses against newly encountered foreign material. Each substance 

to which we develop acquired immunity contains its own unique antigen used in 

identification. 

There are two mechanisms of acquired immunity, humoral and cellular (Suter, 

1986). Humoral immunity involves B cells. When an antigen is first encountered, the 

dormant B cells enter into a series of transformations and interactions with other cells 

that resuU in the appearance of new antibodies in the blood. An antibody recognizes 

and attaches to its specific target antigen. By covering the surface of antigen bearing 

particles, sometimes binding them together in large clumps, the invading agents are 
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inactivated and readied for phagocytosis. On the other hand, cellular immunity is 

based on the action of the T cell lymphocytes. T cells are stored in lymph glands 

where they await the detection of antigens (Suter, 1986). When this detection is made, 

vast quantities of specially sensitized lymphocytes are created. They recognize and 

combine with their antigen and either destroy it directly or facilitate other forms of 

attack. 

There are many questions that must be answered to come to a definitive 

conclusion on the power of the immune system to defend against cancer. The first 

question to be asked is whether or not transformed cells are antigenic; can they be 

detected by the immune system? Secondly, are these cells immunogenic; can the 

immune system mount a cellular response against them? Next, can the detection of 

and response to these malignant cells protect the host from the progression of cancer? 

Most interestingly is the pursuit of interventions that may be devised to aid the 

immune system in these actions of recognition, response, and defense against cancer. 

To preface the answers to these questions, we must take into consideration 

that the term cancer encompasses a wide range of malignant neoplastic diseases that 

have many different origins, and as a resuU, the immune system may respond 

differently to many types of cancers. Some cancers have a viral etiology that would 

more than likely bear antigens that can be recognized by the immune system and 

targeted for destruction. For example, Epstein-Bart Virus (EBV), which would 

typically cause a transient case of infectious mononucleosis, has been linked to the 

development of Burkitt's lymphoma, nasopharyngeal carcinoma, and immunoblastic 

lymphoma in individuals who are immunosuppressed (Holland, 1998). For the 
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majority of human cancers, which are not virally induced, there are at least three other 

classes of proteins that may serve as antigens. These include proteins that are encoded 

by one or more mutated oncogenes, unique proteins resulting from somatic mutation, 

or aberrantly expressed self-proteins (Holland, 1998). The protein does not have to be 

a constitutive part of the cell membrane. It can undergo a conformational change that 

presents the antigen to the T lymphocytes. The responses of the immune system to 

cancer, or the immunogenicity, involve virtually every known immune effector 

mechanism. These include the responses of the cytotoxic T cells and anti-body 

producing B cells. The binding of antibodies to tumor antigens has been reported to 

directly interfere with some cellular growth mechanisms. This binding also triggers 

cell-mediated lysis, as well as antibody-dependent cytotoxicity (Holland, 1998). 

Natural killer cells are capable of recognizing and killing tumor cells, particulariy 

following stimulation by cytokines, which are the hormones secreted by the cells of 

the immune system. Assessment of immune responses to tumor antigens in cancer 

patients has revealed that such responses are weak or nonexistent. There are two main 

factors that may contribute to the lack of immunogenicity. Tumor-related factors may 

include low expression of MHC class 1 molecules required for cytotoxic T cell 

recognition of antigen, resulting in tolerance induction and production of immune 

inhibitory factors. In contrast, host-related factors may include immune suppression 

secondary to carcinogen exposure, infection, age, medical treatment, and stress 

(Holland, 1998). Some antibodies, cytokines, and other immune system substances 

can be produced in the laboratory for the use in cancer treatment. Researchers call 

these biological response modifiers (BRMs). They alter the interaction between the 
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body's immune defenses and cancer cells to boost, direct, or restore the body's ability 

to fight the disease, and include interferons, interieukins, colony-stimulating factors, 

monoclonal antibodies, and vaccines (National Cancer Institute, 2001). The goal in 

the intervention research is to produce a vaccine that will encourage a patient's 

immune system to recognize cancer cells. Cancer vaccines are designed for injection 

after instead of before the diagnosis. 

Psvchoneurobiologv of Stress and its Linkages to 

the Immune System 

The psychoneurobiology of stress involves, as most all processes of the body 

do, chemical messengers that affect the functioning of the mind and body. These 

hormones are of all different origins and serve many purposes in maintaining the 

desired homeostasis of the body. Is the homeostasis of any system possible? Maybe 

we cannot beat cancer because it mimics the natural order of things. Cancer is 

analogous to entropy, which is that things tend to migrate towards a state of disorder. 

How can our bodies exist in perfectly ordered functioning, infinitely correcting the 

mistakes h makes while the medium we are in is in a constant state of disruption and 

disarray? Our bodies are constantly trying to compensate for the disturbances that we 

perceive in our surtoundings. 

There are only so many defenses that can be applied to protect the viability of 

a system in a medium that opposes its existence. The immune system is our strongest 

defense and is linked to the endocrine system to provide communication throughout 

the body. The integration of the many systems of the body, all of which are directed 
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towards maintaining homeostatic conditions, is crucial to the fight against our 

environment and its mutating abilhy. 

Critical Components of the Stress Response 

There are at least three critical components to the stress response. These three 

systems are the hypothalamic-pituitary-adrenal cortical (HPAC) system, the 

sympathetic-adrenal medullary (SAM) system, and the stress induced analgesia or the 

endogenous opioid (EO) system (Hubbard & Workman, 1998). The HP AC involves 

the corticotrophic-releasing hormone (CRH) that in effect stimulates the adrenal 

cortex to release its glucocorticoids. The SAM system ultimately stimulates the 

adrenal medulla to release norepinephrine, epinephrine, and other catecholamines into 

the bloodstream. These two systems are involved in the adaptation response that 

Seyle laid out (Hubbard, 1998). 

Although these two systems function together, they are thought to have their 

own independent functions. The HP AC system promotes conservation of energy and 

uhimately the withdrawal and containment of the stress response. On the other hand, 

the SAM system functions to mobilize the threatened organism towards arousal and 

activity in order to avoid danger. The normal stress response involves the synergistic 

activation of the HP AC and SAM systems through effectors of CRH and 

norepinephrine. These effectors are what activate hypothalamic and pituitary 

mechanisms that promote adaptive changes when faced with danger. 

As the adrenal glands secrete glucocorticoids and catecholamines, blood flow 

to the central nervous system increases and fuel is made available for skeletal muscle 
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activity. Glucocorticoids also cause immunosuppression postponing the inflammatory 

response to injury until after the organism has escaped danger. While this is usefiil in 

responding to immediate threat, it may provoke illness through immunosuppression 

in the setting of chronic stress (Hubbard, 1998). 

The third system is the endogenous opioid release. Examples of such opiods 

are beta-endorphins and enkephalins that are produced in sites on the pituitary and 

adrenal glands thereby linking the three systems together. The release of these opioids 

mediates emotional response to sfressors through calming effects, by reducing pain, 

and by altering immune system fiinction. 

The significance of these systems on the progression of cancer is due to their 

relationship to the immune response. Evidence that the immune system is involved in 

the defense against cancer remains highly controversial. It is believed that relations 

between immune responses and cancer would become more evident if immunologists 

would take into account the effects of psychological factors on the immune system. 

The failure to confrol the effects of psychological factors on the immune system may 

be one reason why the evidence for effective immune defenses against cancer is not 

yet compelling (Holland, 1998). 

The Linkages of Stress Components to the Immune Svstem 

The linkages of the HP AC, SAM, and EO neurohormonal components of the 

stress response to the immune system are critical in understanding the correlation 

between stress and cancer (Hubbard, 1998). Circulating cytokines such as interleukin-

1 (IL-1), interieukin-6 (IL-6), and tumor necrosis factor (TNF) account for most of 
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the hypothalamic-pituitary-adrenal axis-stimulating activity. IL-1 exerts the most 

powerful stimulatory influences on the HPA axis as it induces fever, slow-wave sleep, 

and alters CNS activhy by provoking the release of CRH from the hypothalamus 

producing a standard stress reaction. Cytokines released from lymphocytes allow 

communication between the neuroendocrine and immune systems. 

Stimulation of the HP AC axis leads the glucocorticoid secretion and 

associated immunosuppressive effects due to decreased numbers of lymphocytes. 

These suppressive effects include decreased T-cell population resulting in the reduced 

intensity of the immune response (Hubbard, 1998). The HP AC system suppresses 

cell-mediated immunity rather than hormonal immunity. This may suggest that the 

corticosteriods have suppressive effects on the tumor-killing natural killer (NK) cell 

activity. Glucocorticoids influence the circulation of leukocytes and inhibit their 

functions as well as those of other accessory cells. Leukocytes are cells that are 

produced in the bone marrow and lymph glands and fiinction as the mobile attack 

units of phagocytosis; more commonly known as white blood cells. 

The SAM system interacts with the immune system through sympathetic 

nervous system (SNS) stimulation. There are autonomic nerve fibers in primary and 

secondary lymphoid organs, suggesting the involvement of SAM with the immune 

system. For instance, norepinephrine is present in post-ganglionic sympathetic fibers, 

which innervate various lymphoid organs. In response to SNS stimulation 

catecholamines are released from the adrenal medulla and in affect decrease 

lymphocyte functional efficacy and move lymphocytes into active circulation. In 
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addition, the injection of norepinephrine into humans has been shown to decrease 

natural killer cell activity (Hubbard, 1998). 

The EO system has many implications, but the interactions are not quite 

clarified. It is suggested that opioids have a down-regulating effect on lymphocyte 

response and natural killer cell activity. There is also evidence that shows abuse of 

exogenous opioids can reduce helper T cell counts, and evidence that suggests opioid 

receptors may be involved in the enhancement of certain immune functions (Holland, 

1998). It is not surprising that the incidence of respiratory infections and strep throat 

higher after stressful life events and that recovery from the flu and mononucleosis 

slower when accompanied by heightened stress. These all provide evidence that the 

stress response can be detrimental to the immune system and provoke a very 

controversial issue involving stress and cancer. 

According to the immune surveillance theory of cancer, cancer cells, which 

are always present in the body, do not normally proliferate and develop into tumors 

because they are detected and destroyed by the immune system (Suter, 1986). In this 

case it would be safe to assume that with the suppression of the immune system, 

cancer cells elude the immunosurveillance and begin to grow unregulated. 

Stress plays a factor in suppressing the immune system and implicates 

psychosocial factors in the etiology of cancer (Suter, 1986). Theories indicate that 

increased stress levels correspond to a significant reduction in natural killer cells, 

which spontaneously attack cancer cells. Research on animals indicates a variety of 

stressors can lower the resistance of animals to the growth of cancer cells. Stress 

continually accelerates the growth of tumors and shortens the life spans of animals 
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with experimental tumors due to enhanced corticosteriod production (Suter, 1986). 

The research with humans is in fact less compelling than animals with regard to stress 

as an original cause of cancer; however, it is well documented that stress can interfere 

with cancer treatment and recovery in humans. Empedocles, who suggested that 

within all matter there exists an equilibrium that is necessary for survival, first 

proposed the ideas that evolved into a contemporary scientific formulation of the 

concept of stress. This concept was extended by Hippocrates who proposed that 

disease was the resuh of a disturbed equilibrium due to the opposition of natural 

forces (Hubbard, 1998). Studies of interventions began with increasing evidence of 

bi-directional communication between the central nervous and immune system. Stress 

shows many effects on the organ systems of the body. If the functioning of these 

systems is disrupted with noxious agents, the immune system will eventually fail and 

so will the other regulation processes of the body. If the controls of the cell cycle are 

destroyed, the proliferation of transformed cells can proceed unchecked. 

Chapter Summary 

Stress and cancer demonstrate many correlations. The body, like many non-

biological systems, has evolved a mechanism of checks and balances. This system 

attempts to set up an equilibrium between the environment and internal reactions and 

functions. Unfortunately, our checks and balances are not infallible mechanisms. 

Sometimes our body's attempt to balance chaos is insufficient or too extreme; hence, 

we can cause more harm to ourselves in trying to protect ourselves. 
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Stress causes an endocrine response that can be related to the impairment of 

immune functioning and host control of existing tumors, facilitating growth. Stress 

becomes the enemy with the failure to effectively cope with it. Constitutive stressors 

are primarily psychological rather than physical and often accompany cancer. 

Selye (1956) proposed a general adaptation model to stress that describes a 

person's ability to deal whh stressors on a physiological level progress through three 

stages in time. The stages he proposed still prove true today in fight or flight, 

adaptation, and exhaustion of a patient through time. 

The immune system is an important mechanism to understand in order to 

understand fully the impact of stress on bodily functioning. The immune system 

defends the body against potentially harmful chemical toxins, cancer cells, and 

organisms like bacteria and viruses. This advanced system utilizes its many different 

cells to attack 'foreigners' in the body. There are many questions about the immune 

system's ability to identify and attack carcinogens. Immunogenicity to cancer 

involves every known immune effector mechanism like the responses of T-cells and 

the antibody producing ability of B cells. Two main factors contribute to the lack of 

immunogenicity. One is low expression of MHC class I molecules, and another factor 

is immune suppression secondary to carcinogen exposure. 

The three critical components of the stress response are the HP AC system, the 

SAM system, and the EO system. Cytokines allow for the linkages of these three 

systems to the immune system, hence communication is established between the 

endocrine and defense systems. Obviously if this communication is disrupted by the 

over production of noxious agents from stress, the body's defenses will be less 

24 



efficient. All in all, the body has a very advanced system of defenses and 

homeostasis, but just like any other system, biological or not, constant turbulence is 

uhimately fatal. 
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CHAPTER m 

PSYCHO/BEHAVIORAL ONCOLOGY 

Psycho/Behavioral variables are very important in the study of oncology. 

There are many psychosocial variables that have been associated with the presence or 

prognosis of cancer. A brief list of these variables includes depression, suppressed 

emotions, especially anger, unresolved emotional conflicts, denial, anal personality 

types, extraversion, social introversion, sexual disorders, and submissiveness. 

Psychosocial interventions can assist in stress reduction. For example, 

behavioral therapy plays a role in pain management and problem-solving skills, while 

imagery has many applications in the treatment and control of cancer. Why is it that 

two patients with identical types of cancer, the same cellular histology, and identical 

treatment have different disease outcomes? Some people adapt to a diagnosis of 

cancer better than others. Psychosocial support cannot yet be provided to all patients; 

therefore, we must determine those at the greatest risk of adaptation problems. Many 

of the abilities to cope reside within the patient, but some are contextual. For instance, 

social support is a big factor in coping. Some patients may be married or have a 

close-knit circle of family and friends while others are all alone. The extent of social 

support has a profound effect on the well-being and attitude of the patient during 

treatment. Not only is the social support of family and friends an issue but also the 

way in which a physician interacts with the patient is part of the patient's experience. 

There are many psychosocial interventions that have been useful in helping cancer 

patients cope with stress and treatment, although there is no blanket prescription of 
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cancer therapy for stress reduction in cancer patients. It would be beneficial for 

patients to desensitize themselves to the fear that a life-threatening disease can create. 

In order to successfiilly overcome this fear of the unknown, patients must take things 

gradually. One does not dive head first into this ocean, but takes it one step at a time 

easing into the waves of the new life to be lead, feeling less and less fear as a resuh of 

extensive preparation. Courage is not the absence of fear it is the ability to overcome 

it. 

Psvchosocial Interventions in Stress Reduction 

There are a variety of psychosocial interventions that act to reduce stress and 

anxiety in some people. These interventions include educational, behavioral, 

individual psychotherapies, and group psychotherapies. All of these therapies aim to 

make the patient more comfortable and confident with the situation they are facing. 

Each individual is different regarding methods of coping and healing; therefore the 

appropriate intervention must be established. 

Educational Interventions 

Psychoeducational interventions revolve around four main themes: education, 

coping, emotional support, and psychotherapy (Holland, 1998). Educational 

intervention is one of the most important coping strategies because learning the 

technical aspects of the disease and treatment provide a sense of power over the 

situation. Educational interventions also help patients to dispel myths and 

misconceptions and enhance compliance to therapy. Educating the patient reduces the 
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sense of helplessness and inadequacy the patient experiences due to uncertainty. As 

mentioned previously, ignorance goes hand in hand with fear. Patients have a 

tendency to become more compliant to the procedures that have a well-defined 

purpose as well as clearly outlined technicalities prior to treatment (Holland, 1998). 

The goal of teaching coping skills training is to teach patients how to deal 

with their diagnosis, treatment, and everyday life using cognitive and behavioral 

methods. Some of these methods include problem-solving, stress management, 

relaxation training, guided imagery, and visualization. It is obvious that emotional 

support is necessary for cancer patients. Educating patients on the importance of 

venting feelings and emotions about their disease and treatment provides the patient 

with a sense of validation. Psychotherapy is a long-term treatment that provides 

support and compassion for patients. 

The form of the therapy that the patient will receive must be conveyed to the 

patient prior to the treatment. Therapy, psychotherapy, and counseling are terms that 

are used without clear definitions of exactly what they entail. Patients must be fially 

aware of what they may encounter in counseling and treatment to effectively ease 

anxiety and alienation. When patients become fiilly aware of the benefits these can 

services provide, they are more apt to request and comply whh them on their own. 

An important intervention study took women with stage I, n, or HI breast 

cancer and randomly assigned them one of four group conditions: control, education, 

peer discussion, or education plus peer discussion (Helgeson et al.,1999). Adjustment 

was measured before the intervention, immediately after, and six months after the 
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intervention. This is the largest randomized group intervention, of a psycho-

educational background, conducted with cancer patients to date. 

The resuhs of Helgeson's study are very interesting. Educational groups 

proved to be beneficial to women with early stage breast cancer. These interventions 

increased psychological and physical functioning by enhancing self-esteem, instilling 

a positive self-image, and reducing disturbing thoughts about the illness. The 

information was presented in lecture form and discussion among the women was 

discouraged. Whether h is a direct effect of the information that increased self-

esteem, or the improved health behaviors that created well-being and boosted self-

image through better overall health and awareness, the educational interventions 

exhibhed benefits for these women. 

Providing information to women who are victims of breast cancer may aid in helping 

the women understand and make sense of the experience and why it has happened to 

them, thus reducing the intrusiveness of the disease. 

Helgeson reported several limhations to the experimental conclusions. First, 

she acknowledges the possibility that the benefits of the educational groups could be 

a result of group context rather than the information provided. Secondly, she took into 

account that the groups were composed of highly educated individuals to whom the 

information might have had more meaning and value than average. 

On the other hand, there was no significant evidence that the peer groups were 

beneficial. The goal of these groups was to help each other by utilizing the "helper-

therapy" principle in order to promote group discussion. These interventions seemed 

to increase women's negative thoughts after the discussions. It was concluded that 
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bnnging people with the same problems together had adverse effects, and instead of 

reducing anxiety actually increased the severity of the stressor. Helgeson suggested 

that efforts be placed on strengthening already existent social ties instead of trying to 

establish new ones. They also suggested that peer groups are only effective when led 

by professional therapists and are psychotherapeutic in nature (Helgeson, 1999). In 

contrast, the study done by Helgeson in 2000 did find benefit for peer groups in 

patients with no other social support. 

Behavioral Interventions 

Behavioral interventions in reducing stress involve many techniques that aid 

patients in communicating whh and expressing how and where their body hurts and 

holds the most tension (Hubbard, 1989). Behavior therapy tends to be short-term and 

goal oriented as well as focused on the present and the environment at hand. Some 

individuals have lost the natural ability to relax due to excessive fatigue. Usually one 

does not know what muscles are tense and therefore lacking the abilhy to judge and 

encompass relaxation. The capacity to relax and relieve stress has to be cultivated or 

acquired. Some of the psychophysiological techniques include progressive muscle 

relaxation, autogenics training, biofeedback, and anger expression. 

Patients must learn to tune into the area of their body that expresses the most 

stress, anger, and tension. If this area is able to communicate to the patient discomfort 

and pain before it becomes a problem, then the patient has developed a system of 

early warning signs that allows the discomfort to receive the appropriate release. At 

this point progressive relaxation is now an option. Breathing is a basic but critical 
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technique in reducing anxiety and stress through relaxation. First, one must become 

aware of where the body holds its tension and then focus on directing breath to that 

muscle area recognizing how much more relaxed that muscle can become when the 

breath 'touches' it. Progressive muscle relaxation training originated during the 1930s 

as a resuh of the work of Jacobson. Jacobson used this method to treat 

"neuromuscular tension" which referred to either emotional or psychophysiological 

diflficuhies (Hubbard, 1989). Jacobson concluded that tension involved the shortening 

of the muscle fibers, which an individual reported as anxiety. The objective of this 

relaxation method is to teach an individual how to recognize subtle muscle tension 

and voluntarily relieve the tension before h produces anxiety thus allowing the 

individual to remain free of tension during daily activities. 

Autogenics Training (AT), developed by German dermatologist Johannes 

Schultz, was a form of physiologically directed self-hypnosis, which has both 

cognitive and somatic focuses (Hubbard, 1998). Autogenics training encourages the 

executive conscious control centers in the cerebral cortex to stop interfering with the 

regulatory mechanisms in the lower parts of the brain, which are capable of taking 

care of the body if left to themselves (Suter, 1986). This type of training involves 

standard exercises that direct attention to some of the sensations of the autonomic 

nervous system such as heart rate and hand temperature. During the training, a person 

suggests or imagines orientations to himself while sitting in a comfortable, relaxed 

state. There are six standard autogenic training exercises that are always practiced in 

the same order, and each is mastered before moving on to the next. In the first 

exercise, the physiological focus is "Heaviness in the extremhies," and the standard 

31 



formula is "My right arm is heavy." The second exercise proceeds into "Warmth in 

the extremhies," and the third "Calm and regular cardiac." Exercises four, five and 

six are "Calm and regular respiration", "Warmth in the upper abdomen," and 

"Coolness of the forehead" respectively (Suter, 1986). 

These messages activate a visceral response, which deepens relaxation and 

even increases the effectiveness of the body's self-healing abilhy. Muscular 

relaxation is first in the sequence because it is the quickest and most reliable 

physiological change. The second standard exercise, the sensation of warmth in the 

extremities, is due to vasodilation of peripheral blood vessels in response to decreased 

SNS activity as a component of psychophysiological relaxation. In the third exercise 

the heart beats slower and less vigorously, so that a lesser volume of blood is 

circulated with each beat. The standard formula in the fourth exercise is "It breathes 

me." This may seem strange, but the goal is to refrain from voluntarily controlling the 

respiratory pattern. Intentionally slowing down one's breathing defeats the training. 

Many trainees find this exercise pleasant, as they achieve passive concentration, with 

one person commenting, "It was as if my whole body were breathing" (Suter, 1986). 

The fifth exercise is acknowledging a feeling that is automatically produced by 

psychophysiological relaxation. The gastrointestinal system becomes more active 

with relaxation creating a warm feeling in the upper abdomen. The final standard 

exercise directs the attention of the trainee back to their head. Using autogenics 

training in cancer patients aids in relieving the stress of life changes and some of the 

pain associated with cancer treatments. Thermal biofeedback along whh muscle 
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relaxation proves to be effective treatments for reducing and managing pain and 

anxiety. 

Other relaxation techniques involve visualization and creative imagery, which 

I will discuss in further detail later. Visualization is a conscious process that creates a 

mental sense of impressions in order to change the way one feels. The images that are 

created are focused on the philosophy of Virgil that "mind moves matter" (Haber, 

1995). Visualization is believed to have some impact on the longevhy of the lives of 

cancer victims. Cancer patients have used this technique to counteract the negative 

effect of stress on the immune system. 

Biofeedback allows individuals to voluntarily control bodily functions like 

heart rate, breathing, and blood pressure to improve overall health and reduce stress 

(Holland, 1998). Biofeedback is the use of electronic monitoring instruments to 

record and display physiological processes within the body and make otherwise 

unavailable information available to the individual. It is apparent that there are 

systems that normally lie dormant, but can be activated using self-regulation 

techniques (i.e. heart rate). The mind has the ability to control many involuntary 

bodily functions if given the proper opportunity. Biofeedback provides the 

opportunity for bodily control induced by the mind, as well as in terms of the body 

influencing the mind. For instance, the body relaxes causing the mind to experience 

less anxiety. Similarly, a person can learn to manipulate body rhythms in turn 

experiencing a free-floating state of consciousness. 

So, now the question is how does the body influence the mind? The mind-

body problem seems to be a circular problem with many ideas that are elusive. There 

33 



is a high relapse rate of cancer and stress in individuals who only receive one of the 

multiple behavioral treatment methods. We must deal with the multitude of factors 

controlling disease by assessing all aspects of human functioning. 

Another important behavioral technique used to relieve stress is anger 

expression (Holland, 1989). A cancer diagnosis can inflict unwanted life changes and 

confrontations whh mortalhy. These experiences can potentially generate frustration 

and anger that are detrimental to health when kept bottled up in side. These feelings 

can produce a snowball effect of stressors if they are not vented appropriately. When 

anger and frustration are expressed in a safe environment, it can be an experience of 

empowerment and control over life. Cancer patient Elizabeth Rivers speaks of her 

experience: "I am learning to release my anger. I don't hold back anymore. My 

children and I yell at each other openly when we feel like it, and we have never been 

so close. When I go on walks, I often yell to the roar of the ocean-yell out my 

strength, rage, laughter, joy, whatever comes. I feel a part of the whole world, at 

home in it. When something doesn't go my way, I let go of my idea of how h should 

be, trusting that my mind doesn't know the larger picture I am learning more and 

more deeply what a precious gift this cancer has been, teaching me how to live" 

(Haber, 1995). 

Behavioral therapy can include a wide variety of interventions depending on 

the needs of the individual. Every mind is unique in thinking and reacting especially 

to illnesses. The many forms of therapy hope to serve a purpose for a plethora of 

individuals. From meditation to art therapy, each approach produces a different 

outcome for every individual. Some approaches work for some and not others 
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because although interaction of the mind and body is usually the same on a biological 

level, h is very different in individuals on a psychological level. These therapies 

allow people to be more involved in their own care, make vital decisions about their 

own health, and be touched emotionally and spiritually. The psychological changes 

that occur during the prevention and treatment of an illness need to be positive 

changes that motivate the patient. Many patients today believe their medical doctors 

to be too technical, impersonal, remote, and uncaring (Holland, 1998). The mind-

body approach is a strategy that is corrective to this tendency of isolation, and 

operates as a reminder of the power of the human connection between the two realms 

of being. 

Individual Psychotherapies 

There are patients who do not fit the profile of behavioral interventions. Some 

patients may just need a more existential or client-centered approach, providing 

someone to talk with and discuss critical issues of personal meanings or fears. In 

addition to educational and behavioral psychosocial interventions there are individual 

therapies that also play a role in stress reduction. Paracelsus once said that "The cure 

comes from the medicine and the art of medicine originates in charity. Hence, to be 

cured is not a work of Fahh but one of sympathy. The true ground of medicine is 

love." The therapist's role in the patient's life is an anchoring presence in a life 

situation that is otherwise adrift. 

Psychotherapy with a cancer patient focuses on several goals that including 

the maintenance of a primary focus on the illness and hs implications, while 
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exploring those issues from the past and present that affect the adjustment to the 

illness (Holland, 1998). Psychological distress can occur as a consequence of many 

issues from a patient's past. Depression and anxiety can occur as a consequence of 

negative conditions inherent in the problem, such as harm or pain, ambiguity, 

conflict, and complexity, or one's interpretation of the illness itself can threaten 

coping ability, and lead to ineffective attempts at problem solving (Nezu, et al. 1998). 

In a terminally ill patient, the therapist must refrain from referencing death 

and dying as a medical, biological enthy, and confront the reality of the cessation of a 

unique, living person (Holland, 1998). This means that the therapist adopts a 

phenomenological perspective attempting to enter as much as possible into the 

patient's subjective experience, trying to perceive the world as the patient does. 

Understanding a patient's subjective realhy concerning the struggle with the 

dissolution of self, allows the therapist to gain insight on exactly how the patient 

copes. Failure to establish a framework may resuh in the patient feeling managed 

instead of understood, and encourage behaviors and thoughts that are important to the 

therapist and family but insignificant to the patient. 

Another reason why psychotherapy is important is because of the possible 

problems that resuh from the illness. For example, the surfacing of unconscious fears 

can produce emotional reactions and behaviors that the medical staff is unable to 

handle. The therapist plays a pivotal role in the integration of the patient's total care. 

Whh the patient's permission, the therapist may share selective aspects of the 

therapeutic material with the care-giving team. 
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In therapy a patient deals whh deeper issues of self-image, sex, suffering, and 

death. A fransference relationship develops that is useful in helping patients 

understand their struggles. Transference is the tendency to displace onto another 

person emotions originally feh towards parents or other significant persons in one's 

past (Backman, 1989). If repressed needs and memories from eariier experiences 

have not been resolved, the new relationship may be misjudged, incorrectly 

evaluated, or distorted in some way. 

One of the roles of a psychotherapist is to help pafients gain an understanding 

of how their feelings and actions affect and are affected by others. Relationships with 

others are particularly important when one becomes physically ill because 

interpersonal relationships change as a resuh of illness (Backman, 1989). For 

instance, a normally independent individual may become more dependent on friends 

and family. One's relationship with their therapist provides a foundation to build a 

new life upon. After being diagnosed with a life threatening disease, h is possible that 

most aspects of one's life will to change. Therefore, the supporting foundation buih 

by a therapist provides a sturdy platform on which to add on or remodel one's "new" 

life. 

Group Psychotherapies 

Although individual therapy is a successful intervention in many cases, it is 

not always an option due to the different needs and financial resources of patients. 

Most patients are only able to afford group therapy. Group therapy is a very popular 

intervention because people whh the same problems can usually develop more 
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resolutions and hopefulness together rather than separate. As mentioned previously in 

the study done with women and breast cancer, these groups sometimes work better 

when one attempts to strengthen existent friendships rather than subject themselves to 

the pressures of meeting and opening up to new and sfrange people. In contrast to this 

outcome, some individuals find h empowering to still be able to establish new 

relationships with people who are actually experiencing and understand the situation 

at hand. 

It is necessary to consider factors associated with the patients being cared for 

(Holland, 1998). This includes disease stage, disease type, and the personal 

characteristics of those who make up the group. Typical themes discussed in a group 

setting include communication with medical examiners, relationships with friends and 

family, coping with medical treatment and effects of the disease, adjusting to living 

whh cancer, addressing the possibilhy of dying, and examining priorities and self-

image. Group therapy for cancer patients includes a variety of approaches, such as 

drop-in meetings, which have a cancer patient serving as coordinator, 

educational/didactic class format, teaching and practice of coping skills, allowing for 

emotional distress, interpersonal support, and improving coping styles that affect 

current functioning. 

Topics discussed in a group setting are those deemed important by the patients 

and those issues pressing the therapist. Patients usually have questions that concern 

their immediate needs. For instance, pain, nausea, sleeplessness, negative mood, 

intrusive thoughts, physical fatigue, appearance, and communication skills are the 

most important topics to the patients themselves because they are constantly disturbed 
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by these problems. The goal of the patient is to take care of basic fiinctioning skills 

before moving on to existential issues. On the other hand, therapists focus on topics 

that are often difficult for the patient to pursue at the time, even though the issues 

may be pressing concerns. Patients do not like to think about social support, 

confronting fears, expressing emotions, or seeking control over what can be 

controlled while letting go of what cannot. This is where the therapist plays an 

important role; a therapist presents these issues to emphasize their importance and 

demonstrate benefits that can come from immediately addressing these issues. By 

discussing these issues in a group, patients seem more willing to concentrate on the 

moment rather than worrying about the rest of the week, in turn significantly reducing 

stress. 

Three styles of facilhation are deductive, interactive, and inductive (Holland, 

1998). The deductive approach is didactically directed by the therapist, and 

concentrates on set topics of education. The interactive approach is more of a 

balanced interaction between patient and therapist where the patients play more of an 

active role in the therapy. In this setting, lectures are still given, but are directed more 

towards personalization and discussion for integration into patients' lives. Finally, the 

inductive method is run by the patient and subtly facilhated by the therapist. The 

patient introduces a topic of discussion and the therapist facilitates expression, active 

coping, and group support (Holland, 1998). Facilitating a discussion in this manner is 

a very risky procedure because before the therapist attempts to rephrase or summarize 

the patient's feelings to the group, the therapist must be sure that they fully 

understand what the patient is trying to express. 
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The group is likely to be most receptive to the therapy when they feel that the 

therapist has been closely following their feelings and thoughts (Holland, 1998). One 

way in which the therapist can protect the session is by asking open-ended questions 

that aid the patients in better expressing their feelings and concerns in a more 

personal and specific manner. Therapists try to offer treatment to the most specific 

population. In some cases, muhiple populations are combined to include all stages of 

illness, any type of cancer, and any type of individual. 

There are advantages and disadvantages to homogeneous and heterogeneous 

groups. The more homogeneous a group, the more specific the goals can be. The 

groups can be organized around many variables like disease type, staging, and 

gender. The problem whh heterogeneity is that h is often difficuh for patients whh 

earlier stage diseases to discuss issues like wigs and dating when there are also 

patients in the group with recurrent disease discussing their funeral arrangements. 

Homogeneous groups are the easiest to facilitate, but finding a sufficient amount of 

patients to comprise such a group is often very difficult. The positive side to 

heterogeneous groups is that they allow patients with early stage cancer to confront 

fears of mortalhy as they see those in later stages cope with death and dying. Another 

benefit of a collage of people is that the different personalhies, demographics, gender, 

and disease type bring unique experiences to the group and to any given problem. 

Supportive-expressive group psychotherapy has demonstrated an effect on 

survival time and medical outcome. The Original Metastatic Breast Cancer Survival 

Study (Classen et al, 2001; 58: p 494-501) was funded by the National Cancer 

Institute. This study included both control and treatment group interventions for a 

40 



year, along with their routine oncologic care. The intervention improved the quality 

and quantity of life and the data was published in The Lancet in 1989. There was a 

striking difference between control and treatment groups in length of survival time. 

Treatment groups, on average, lived longer with better functioning. There is also 

evidence that group psychotherapy is related to endocrine and immune fiinction in 

metastatic breast cancer patients and their spouses. In one study, couples were asked 

to rank order a list of cancer-related problems in their relationship. Participant 

immune fiinction and reactivhy is measured through blood samples collected during 

the task, and then tested for natural killer cell number and cytotoxicity as well as 

CD4/CD8 counts. 

The study revealed that natural killer cell function is depressed during this 

stressflil interaction, and rebounds within 24 hours. The prediction is that supportive-

expressive group therapy will buffer the physiologic effects of emotional distress, and 

correlate with better coping mechanism and improved medical outcome. 

In Helgeson's study on women whh breast cancer (Helgeson et al., 2000) in 

which peer groups were compared with educational groups, the benefits of social 

support groups were inconclusive. Peer discussion groups were helpful for women 

who lacked support from their partners or physicians, but harmfial for women who 

had high levels of support. Every patient is an individual that has specific needs and 

concerns, and before a beneficial therapy can be determined and prescribed to the 

patient, these unique characteristics should be assessed. 
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Cognhive-Behavioral Therapv (CBT) in Pain Management 

And Problem-Solving Skills 

Cognitive-behavioral interventions are among the most widely offered 

psychosocial services in comprehensive cancer centers. The use of this type of 

intervention is popular due to several factors. First, cognitive-behavioral interventions 

have been shown to be effective in reducing emotional distress, like depressive 

symptoms, and controlling physical symptoms. Secondly, the interventions can be 

administered in a brief period of time, and as a resuh are well suited for cancer 

patients in situations where fast control over adverse symptoms may be necessary. In 

addhion, the interventions can easily be adjusted to deal with symptom control and 

quality of life. 

Cognitive-behavioral interventions are widely accepted by cancer patients 

because of the emphasis placed on increasing the patient's sense of self-control 

(Holland, 1998). The cognitive-behavioral perspective is based on the idea that many 

mental and physical symptoms are a function of underlying thoughts, feelings, and 

behaviors of a maladaptive nature. Hence, this approach focuses on reducing or 

eliminating symptoms by the identification of those intrusive thoughts, feelings, and 

behaviors. 

With respect to the behavioral aspect of the theory, operant as well as 

respondent conditioning are utilized. The cognhive aspect of this approach uses 

techniques for modifying cognitions by the principles of information processing 

(Holland, 1998). Cognitive therapy is "based on an underlying theoretical rationale 
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that an individual's affect and behavior are largely determined by the way in which 

they structure the worid"(Beck et al., 1979: p 3). 

Cognhive-behavioral therapy (CBT) has three main components for pain 

management. The first component operates to help patients understand that certain 

cognitions and behaviors can affect the pain experience, h also emphasizes the 

importance of a patient's role in controlling pain. The second component is coping 

skills training, which is provided in a variety of cognitive and behavioral strategies. 

Training in distraction techniques such as pleasant imagery, counting methods, and 

use of focal points helps patients learn to divert attention away from severe pain 

episodes. The final component involves the application and maintenance of learned 

coping skills. During this stage patients are encouraged to apply their coping skills to 

a wider range of daily activhies. CBT in pain management is usually conducted in 

small group sessions of four to eight patients by a psychologist or psychologist-nurse 

educator team, and are held weekly for eight to ten weeks. 

Understanding/Education 

First and foremost, a patient must understand their particular connection 

between thinking and feeling. How one thinks about a situation can have a direct 

impact on one's emotional state. The ABC model of constructive thinking (Nezu, et 

al., 1998) uses the following components to break down a person's internal reactions 

to an event: 

A= Activating event 

B= What you believe or say to yourself about A 
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or 

C- Emotional consequences 

A therapist can use the procedure to diagnose non-constructive self-talk or thoughts 

that are likely to lead to unpleasant emotions. The patient is directed to evaluate his 

her own self-talk, so the patient and therapist can separate constructive statements 

from realistic statements (Nezu, et al., 1998). Once a patient learns to understand and 

control thinking methods, h becomes easier to control mental and physical reactions 

to traumatic events. Bloom and Broder (1950) found that successftil problem solvers 

tend to translate difficuh and unfamiliar terms into simpler, more concrete language; 

while unsuccessful problem solvers have the tendency to accept vague concepts 

whhout attempting to reformulate them into understandable terms. A patient must be 

able to define a problem and formulate realistic goals for problem solving. A well-

defined problem can increase one's ability to be a more effective problem solver. 

Cancer related problems affect a wide range of life circumstances. Without 

professional instruction to cancer treatment and methods of coping, one may end up 

losing time and adding unnecessary expenses. If a patient takes the time to construct a 

precise and well thought out treatment plan, their journey will be much smoother. The 

result may be a more confident and less stressful path through a maze full of many 

possible dead ends and methods of digression. 

When diagnosed with cancer, a patient should seek out all available facts, 

translate these facts into clear language, separate the facts from the assumptions, 

identify problem situations, and set realistic goals. One important journey that a 

cancer patient must take is from victim to survivor. Nezu et al. (1998) state that the 

patient should quickly move from viewing oneself as a patient whom cancer has 
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attacked and victimized to a survivor who will use all strengths and wisdom to get 

through the experience. They describe the experiences of cancer to those experiences 

of being in war. The patient is like a war veteran that has traveled through unfamiliar 

territory and painful battles, and returned home to find that others do not understand 

and attempt to avoid talking about the experience. Problem-solving training can 

provide one with the weapons and survival skills that utilize thoughts, feelings, and 

emotions in order to facilhate survival of disturbing obstacles rather than the demise 

of coping efforts and quality of life. Armed whh these weapons of survival, a patient 

can fight off the stress of the disease. 

Pain management in cancer patients is a very important issue that must first be 

understood and examined before effective therapy can be enforced. Because cancer 

patients often withdraw and become introspective, they are likely to become more 

aware of bodily sensations. Beliefs and attitudes about cancer can lead patients to 

incorrectly interpret ambiguous sensations and overestimate the intensity of their 

pain, in turn increasing anxiety. Failure to obtain the correct and adequate information 

about cancer pain may resuh in inaccurate expectations and even intensify mild levels 

of pain. It has been suggested that preparations completed before pain actually 

materializes might inhibit negative emotions, which exacerbate the perception of pain 

(Sobel, 1981). 

Sobel presents four phases of coping whh emotional distress relevant to the 

experience of pain, two of which are informative stages. The first of these informative 

stages is "pretreatment preparation" in which patient questions and concerns are 

addressed whh the hope of increasing the patient's sense of control and 
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resourcefiilness and decreasing helplessness. The second phase is "conceptualization-

translation," which is designed to provide the patient with a framework for 

understanding the nature of the pain experience, thereby preparing the patient for 

subsequent therapeutic techniques. Just as the other psychosocial interventions, the 

first step in cognitive-behavioral therapy is to educate and inform the patient on what 

h is they will encounter and why. 

Coping Skills and Training 

There are many coping skills that can be taught when treating a cancer patient 

using cognitive-behavioral therapy. Each patient will be receptive to different modes 

of coping therefore h is necessary to fully understand the way in which the person 

views the world. Nezu et al. (1998) propose a very simple strategy when learning 

ways to cope. They refer to it as "Stop and Think!" Whh this technique the patient 

tries to inhibh the tendency to react automatically and impulsively when faced with a 

problem. The patient may choose to use a visualization technique in which they 

visualize a red stop sign or traffic light and engage in a rehearsed self-statement to 

"Stop and Think" when confronting a problem or negative emotion. This phrase has 

been useful in helping patients understand the importance of learning to stop the 

spiral of negative thoughts, and to think in order to understand what the problem is 

and to focus attention on extending efforts to solve it. 

CBT techniques are employed to assist in rational restructuring, coping skills 

training, problem-solving training, and self-regulation training (Sobel, 1981). The 

techniques are not completely exclusive; they exhibit extensive overlap whh each 
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other. Rational restructuring is based on many of the same criteria as the 

understanding and educating technique of CBT. Restructuring helps patients identify 

maladaptive patterns of thinking, thus encouraging them to recognize the deleterious 

impact of such thinking. Coping skills training focuses on the development of a 

flexible pattern of cognitive and behavioral coping skills such as relaxation, and 

attention diversion. Problem-solving training helps patients learn how to specify 

problems, generate solutions, select a solution, and then test the effectiveness of the 

solution. Self-regulation training consists of three phases: self-monitoring, during 

which patients identify their typical pattern of responding; self-evaluation, when 

patients compare their performance to some personally established goal; and self-

reinforcement, a phase of rewarding oneself for achieving goals. 

General coping-skills training include relaxation and attention diversion. 

Relaxation exercises can be used to reduce emotional arousal and inhibh the 

production of pain. Emotional arousal usually leads to physiological arousal or 

tension that can result in pain or be misinterpreted as pain. Relaxation techniques can 

also be employed by patients to alleviate already existent pain. Practicing and 

mastering relaxation gives a patient a sense of control over their body during times of 

pain and distress that otherwise did not exist. 

Two diversion techniques used are environmental stimulation and cognitive-

coping strategies. Environmental stimulation includes involvement in social events or 

occupational therapy, watching television, listening to music, or talking to someone. 

The cognitive strategies involve having the patients use their own cognitive processes 
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to divert attention. These techniques are useful at the terminal stage when energy 

level is low (Sobel, 1981). 

Albert Ellis introduces a practical form of CBT as well as a theory and 

philosophy called rational-emotive therapy (RET). Ellis notes that the common 

philosophy common to all cognitive restructuring methods was stated years ago in 60 

A.D. by the Roman philosopher Epictetus: "Men are disturbed not by things, but by 

the views they take of them" (Sobel, 1981 p 78). His RET to thanatology can best be 

summarized as "How to teach people to stubbornly refiise to disturb themselves 

emotionally about anything-including death and dying" (Sobel, 1981 p 151). The 

basis of the theory is that humans largely choose to disturb themselves emotionally, 

and that they have the ability to refuse to do so. The idea is that they can choose to 

feel appropriately sad, concerned, and frustrated when faced with a tragedy such as 

terminal illness instead of feeling inappropriately panicked, horrified, depressed, and 

self-pitying. If a patient chooses to do so, they may be able to eliminate or reduce 

"emotional disturbance." Emotional disturbance is defined as needless feelings of 

severe anxiety, depression, hostility, and low frustration tolerance (Sobel, 1981). 

RET teaches people to quickly recognize the irrational beliefs that are causing 

depressed and angry feelings. RET assumes that irrational beliefs by which people 

upset themselves are accompanied by equally rational beliefs or desires, and that the 

former can be distinguished from the latter. 

Another model of training is Stress Inoculation Training (SIT). SIT was 

developed by Meichenbaum and has been used in individuals experiencing chronic 

pain and other populations that experience similar symptoms, such as cancer pain. 
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Treatment focuses on helping the individual identify stressfiil life events and then 

ahering the maladaptive cognitions arising from these events. Replacing destructive 

cognitive appraisals with positive evaluations and more adaptive self-statements 

allows the individual to reduce stress and increase their perception of control 

(Hubbard, 1998). Some of the strategies utilized in Stress Inoculation Training are 

cognitive restructuring, muscle relaxation, problem solving, self-instruction, and self-

reinforcement. Although there are many different theoretical approaches to CBT, 

they generally focus on the same basic methods and have similar expected outcomes. 

Application and Maintenance of Coping Skills 

Although patients are taught the methods that can be used in reducing stress 

and pain through cognitive-behavioral therapy, simply knowing what the methods are 

does not alleviate stress or pain. Patients must practice the methods until they are 

almost instinctive to particular situations of anxiety and pain flares. Many behavioral 

and physiological reactions become so automatic that they may operate totally outside 

of consciousness. Patients are taught problem-solving methods that enable them to 

analyze and develop plans for dealing with pain flares and other challenging 

situations. Self-monhoring and behavioral modification methods are utilized in 

prompting and reinforcing frequent coping skills practice. 

The Transactional Problem-Solving Model proposed by Nezu and D'Zurilla 

(1989) directs emphasis on coping skills maintenance through inhial problem-solving 

skills. Nezu and D'Zurilla refer to emotional states as those affective responses that 

are associated with stressful situations and include physical sensations as well as 
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cognitive, affective, and motoric responses (Hubbard, 1998). Problem-solving is an 

important strategy used by an individual in an attempt to recognize effective coping 

responses relative to the stressors. The transactional model places more of an 

emphasis on daily problems rather than major life changes. The patient must have the 

ability to recognize what coping skills to apply at all levels of stress. 

Nezu suggests that major health problems associated with major life changes 

are due to the accumulation of daily problems from these changes. By breaking major 

problems into smaller components, the situation becomes more manageable and 

provides a wider range of coping strategies. Behavioral therapies can be taught on a 

theoretical basis pertaining to tradhional methodologies, but cannot be personalized 

until the patient has practiced and manipulated the behavior to work best for them. 

The uniqueness of each patient's plight and coping repertoire is reiterated 

during the assessment phase. With enough practice and management of coping skills, 

one may be able to focus the treatment on preventative pain and stress rather than 

resolving recurrent situations. 

Human responses to stressful and uncomfortable situations are generally more 

defensive, biological, and automatic while stressful emotions are rapidly fended off. 

Cognitive-behavioral therapy teaches and individual through practice to avoid these 

instinctive reactions, and confront and redefine the stressor through problem-solving. 

Once an individual learns, through experience, the plethora of feelings that can be 

altered, modified, and controlled, a sense of personal control and stability arises. In 

addition, the initiative towards overall recovery is enhanced. 
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Self-control is an issue that weighs on all people, especially cancer patients. 

People tend to cope with situations in completely different terms; some take all the 

responsibility and in turn reject and disrespect themselves, while others cope by 

displacing causation onto their environment, isolating themselves from their 

surroundings. For instance, one cancer patient may attribute the onset of the disease 

solely to psychological factors and thus feel guilty and rejected. Another patient 

might attribute the disease's etiology to environmental and ecological factors, 

resuhing in anger towards everyone providing care. These attributions are part of a 

patient's coping profile, and identify the types of CBT that are appropriate for that 

individual. The wrong coping mechanism may be harder for one profile to maintain 

than another, but patients do not know what systems work best until they practice and 

cognitively accept the method being introduced. 

The behavioral-humanistic tradhion aims to help patients visualize options, 

engage in active problem-solving, review and renegotiate, and participate in 

biopsychosocial care on the road to a creative recovery beyond a one-dimensional 

level. If death were incomprehensible to humans, would we still experience the 

intense anxiety and emotional distress that accompanies every day life to the extent 

that we do as knowledgeable beings? Is the pain and stress that is caused by a life-

threatening disease, such as cancer, solely inherent in the disease and treatment, or do 

we a humans cause more pain and suffering with our clairvoyant expectations of life 

in its brevity? 
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Imagery 

The use of imagery in healing the mind and body dates back to Freud and 

Jung (at least) who found that the recapturing of mental images allows a patient to 

work through long-repressed conflict, and use the unconscious to produce a wealth of 

insight, resuhing in a means of dealing more effectively with life situations. Each 

cancer patient has images of their specific condhion. Images are created by a variety 

of individual cues. Health professionals help create the substance of imagery through 

their interactions whh the pafients and their families, through their words, and even 

through what they leave unsaid. Imagery is a process involved in encouraging and 

strengthening the will to live. 

There are two main themes derived from the evidence that supports the power 

of the imagination to both kill and cure (Actherberg, 1984). First, the images must 

relate to the disease, either in terms of reflecting the current condition, or as 

predictive of its future course. Secondly, the imagination can be regarded as a 

primary causal factor in the outcome of the disease. In reference to this second term, 

one can expect cancer to be influenced by the imagination more than any other 

disease because of the associafion between the diagnosis and the sentence of death. 

Prior to 1980, the evidence supporting that psychological processes are directly 

involved in the reversal of malignancy came from case reports and personal testimony 

(Achterberg, 1984). Hope, anticipation, and a posifive outlook have been shown to 

accompany remission and offer the only cure for the incurable. Regardless of 

remission data, the medical community dismissed imagery as irrelevant. 
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Imagery in Treating Pain, Anxietv. and Relieving Stress 

Imagery has been successfiilly tested as a strategy for alleviating nausea and 

vomiting associated with chemotherapy, to relieve stress, and to facilitate weight gain 

in cancer patients. Imagery has been coupled with other behavioral treatments as part 

of a muhidisciplinary approach. If one's mental state can increase the body's 

efficiency by even 10%, then one can, in effect, enhance the productivity of one's 

conventional medical care by that amount. 

Imagery treatment relies on the idea that the brain is divided into two 

hemispheres that engage in different speciahies. Robert Omstein (1977) suggests that 

different realms of thought occur within each hemisphere. The left hemisphere is 

more animated when the brain is engaged in rational, logical, digital thought. The 

right hemisphere is more active when the person is thinking in metaphorical, pictorial, 

musical, symbolic, poefic, or analogical terms (Jaffe, 1980). Jaffe believes that 

interacting with our unconscious through the imagery process is a right hemisphere 

function. 

In addhion to Jaffe's work, psychologist and hypnosis researcher Ernest 

Hilgard has clinically demonstrated that we also have two types of consciousness. He 

worked with several patients who while under hypnosis were not knowingly aware of 

various sensations such as pain and loud noises. However, through unconscious 

mechanisms like automatic writing or finger raising, these individuals could 

communicate that some other part of them did perceive these sensations. 

Carl Jung, utilizing the concept that each hemisphere has a designated job, 

pointed out that the unconscious speaks in a language that is only comprehensible to 
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the right brain. It communicates through symbolism of dreams, intuifions, and 

metaphoric images, not in logical sentences. So could it be, that whatever side of the 

brain one chooses to engage puts the other side into the unconscious, in turn, reducing 

the perception by the individual as to what is happening in that realm of thinking and 

perceiving? Imagery is a very controversial treatment that requires faith and 

dedication, and h is definhely not the appropriate treatment for everyone. Regardless, 

imagery has demonstrated the ability to cure the incurable. 

The immediate response to pain is usually to clench muscles, become angry 

and frustrated, or try to ignore the discomfort hoping that some potent analgesic will 

ease the pain. This response can easily make someone more tense and create further 

obstacles for the body to overcome. Instead of working in opposhion to oneself, one 

can choose to use imagery to actively stimulate the healing powers within the body. 

There are many methods and approaches to visualization, and the technique 

will be different for every individual. The basic idea is to try to relax and focus the 

mind on the body. When one is focusing, let all attention wander to the source of 

discomfort in order to fully juxtapose the pain and the moment. Concentrating the 

pain to hs origin is a difficuh process that tends to exacerbate the pain. Next, a picture 

of the region enters the mind. It may be a detailed picture of what it looks like 

internally, or some other caveat of the pain. Then visualization takes place whhin the 

body working to ease the pain. Spending five to ten minutes holding that image and 

using it as a focus point for a period of meditation initiates the cessation of tension. 

Pain may be communicating by changing the image. It is necessary to embrace the 
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change and watch it happen. Over a few weeks h is important to focus on the healing 

image a few minutes twice a day, and eventually the focus will become spontaneous. 

The theory of focusing attention on pain in order to alleviate it seems to be a 

paradoxical situation, but much pain is produced by the muscle tension in response to 

the inhial discomfort. By confronting pain through relaxafion rather than fear, 

anxiety, and tension, we separate ourselves from the factors that tend to intensify 

pain. As a resuh, vital energy required to fight the pain and illness is conserved. 

Many clinics have begun to use imagery alongside other treatments, and tend 

to report more effective results than when traditional medical treatment is applied 

alone. In the Cancer Counseling and Research Center in Fort Worth directed by Carl 

and Stephanie Simonton (1980), imagery was a common tool used to increase the 

effectiveness of treatment and to control pain and suffering. There are applications of 

imagery to medicine that demonstrate cognitive control. For instance, orthopedic 

surgeon Robert Swearingen used imagery techniques in the emergency room where 

he treated many injured skiers. Over the years he noted that certain ski patrol 

members brought in patients that were much easier to care for and required 

significantly less pain medication. These patrol members were helping their patients 

to relax when bringing them in. Swearingen began teaching all of the ski patrol how 

to relax their emergency patients. This resuhed in a 50% decrease in the use of pain 

medication by the clinic (Jaffe, 1980). 

Art therapy is a form of imagery that is often used with cancer patients to 

change attitudes and offer an expression outlet that may alleviate pain and stress, 

while facilhating improvement in everyday functioning. There are six main 
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therapeutic factors in art therapy that are referred to as the six "Cs" of art therapy: 

Catharsis; Creativity; Communication; Containment; Connections; and Changing the 

image. Each of these areas offers adaptation techniques that aid a cancer pafient in 

coping (Table 3.1; Holland, 1998). 

Table 3.2 The Six Therapeutic Factors of Art Therapy 
1. 

2. 

3. 

4. 

5. 

6. 

Catharis 

• It has a physical element 
• It does not threaten the therapeutic relationship 
• The experience is objectified 
• It can be discarded and/or transformed 
Creativity 

• Perceiving oneself as agent 
• Allowing preconscious/unconscious material to emerge 
• Giving form to formless mental content 
• Giving meaning to meaningless material 
Communications 

• Silent listening 
• Verbal sharing 
• Receiving feedback 
• Giving feedback 

Containment 

• It offers a spatial metaphor for the inner space 
• It offers double containment (image and therapist) 
• It may contain opposite feelings which need to be integrated 
• It may contain fragmented feelings that need to find unity 
Connections 

• Between images and affects 
• Between images and memories 
• Between present and past images 
• Between aspects of self 
Changing the Image 

• Adding something 
• Removing something 
• Developing something 
• Finding alternative images 
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According to Holland (1998), catharsis offers a safe place for expression; 

creativity increases self-esteem and feelings of autonomy; communication reduces 

feelings of isolation and depression; containment allows the expression of difficult 

feelings and the reduction of anxiety; connections provide self-understanding and 

improve coping ability; and changing the image facilhates new meanings and 

acquisition of hope. Figures 3.1 through 3.6 give examples of the types of images that 

are created to represent each of the six "Cs" (Holland, 1998). 

nGURE3.1 Catharsis 

FIGURE 3.2 Creativity 
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FIGURE 3.3 Communications 
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FIGURE 3.4 Containment 
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FIGURE 3.5 Connections 

FIGURE 3.6 Changing the Image 

Cancer patients differ on many levels from having to cope with the pain and 

stress of a cancer diagnosis to psychiatric problems like anxiety and depression 

coupled with the search for a new identity and qualhy of life. Imagery can offer 

clinical interventions adapted to theh different needs. Some patients seem to benefit 
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from the silent creative endeavor of the imagination while others may use image 

making to come out of theh isolation in order to communicate and interact with 

family and friends. Still other patients that have become psychologically disturbed or 

distressed may use the verbal and nonverbal aspects of imagery as a form of 

psychotherapy (Holland, 1998). 

Evaluating Imaeerv of Cancer Patients 

The imagery produced by cancer patients is a good criterion forjudging the 

patient's attitude towards the condition and becoming well. The system for evaluating 

imagery has three divisions: the disease (cancer); the body's defenses or immunity; 

and treatment such as chemotherapy, radiation or surgery. When drawings are vague 

and imprecise, dialogue may serve as the best indictor of the patient's attitude. 

Regardless of the style of imagery used, the dhection of the patient's imagination is 

the primary indicator of the outlook on the condition and recovery. 

The disease dimensions include the vividness of the cancer cells, the activhy 

of the cancer cells, and the strength of the cancer cells. The vividness dimension 

should first be evaluated along the lines of whether the cancer patient was able to 

create a clear image and description of the way in which they picture the tumor. The 

degree of vividness gives the researcher information on the patient's ability to image. 

It is often found that patients who were very sick were able to vividly describe their 

cancer cells, but were unable to formulate a clear impression of the treatment or 

immune response (Achterberg, 1984). This may indicate that patients who feel the 

treatments they are receiving are unsuccessful have a more poignant view on the 
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effectiveness of treatment and the immune system's abilhy to fight theh condhion. 

The second dimension of evaluation is that of activhy in the cancer cells. This is 

particularly important because the way in which a patient views the activity of their 

cells suggests their outlook on the spread of malignancy. For instance, if a patient was 

to draw theh cells as submarines, this may imply the unpredictable motilhy of the 

cancer cells, and a constant wariness about the next point of emergency (Achterberg, 

1984). Dimension three has been the more effective predictor of subsequent disease. 

The more powerful or immutable the object drawn and the harder and tougher the 

symbol chosen, the less poshive the patient is about the capability of diminishing the 

cancer. This may suggest that the patient feels the tumor to be indestructible and will 

be less motivated to fight the disease. The submarine drawn would suggest a negative 

attitude for several reasons. First of all, it is made of metal and buih to be 

indestructible. Secondly, it is a symbol and machine of war with great power and 

strength. Not only is it a vehicle of war, but its strength is extreme in comparison with 

others. In this particular case, the white blood cells were depicted as attacking by 

shooting pellets, which would not affect the stability of the submarine. 

Dimension four begins the evaluation of the body's defenses and evaluates the 

vividness of the whhe blood cells (WBC). The fourth dimension is interpreted in the 

same manner as the vividness of cancer cells. In dimension five, the researcher 

assesses the patient's image to evaluate the activhy of the WBC and the connotations 

implied by the image. These are often described as moving in waves or as fleets of 

soldiers marching towards the enemy. If the WBC are depicted as floating like 

snowflakes and bubbles, the patient obviously has little confidence in the power and 
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strength of theh immune system. Dimension six analyzes the numbers of WBC that 

are present relative to the cancer cells in the images created. Questioning the patient 

regarding numbers and encouraging the belief that there are indeed many of these 

cells correlates to the development of poshive attitudes towards disease outcome. The 

seventh dimension is relative to the sixth in that h studies the size ratios of the WBC 

relative to the cancer cells. Size is an important determinant of the patient's intenshy 

towards heahh and sickness. The extent to which the drawing covers the page is 

reflective of the amount of energy the patient wishes to mvest in demonstrating theh 

attitudes towards theh condition. The final dimension of the body's defenses is the 

strength of the WBC, which serves the same purpose as evaluating the strength of the 

cancer cells. 

Dimension nine begins to assess the patient's imagination regarding the 

treatment being administered. The degree of vividness whh respect to the treatment 

reflects how the patients feel about the effectiveness of the treatment. The question is 

whether they believe h to be making them more ill or believe h is successfully 

combating the illness. The imagination is the basis of all dreams and fears. The more 

we concentrate on imagining our dreams, the more realistic they seem to become. At 

the same time dreams surface, fears start to diminish. The body works along the same 

rationale as dreams and fears. One starts to envision the destruction of cancer, the 

body has more encouragement in actually doing so and less fear factors on which to 

waste time and energy. 
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Chapter Summary 

Psychosocial support cannot yet be provided to all patients; therefore, 

determining those at the greatest risk of adaptation problems is one of the biggest 

difificuhies in psycho-oncology. Beyond this challenge is the issue of appropriate 

psychological care. The patient's background and support availability is a good 

characteristic to evaluate prior to treatment. An important relationship that needs to 

be established in order to effectively treat a cancer patient and recruit their 

involvement is the patient-physician relationship. This relationship is one of the 

determining factors in the patient's attitude towards fighting cancer. There is no 

blanket prescription for therapy in stress reduction; therefore, each individual must be 

accessed according to unique characteristics. 

The psychosocial interventions playing a role in stress reduction include 

educational and behavioral interventions along whh individual and group 

psychotherapies. Controlled trials of these psycho-educational interventions suggest 

promise for the addhion to the state-of-the-art medical care. 

Educational interventions tend to dispel myths and misconceptions in addition 

to ameliorating feelings of helplessness. Behavioral interventions typically focus on 

the mind-body approach. The emphasis is placed on actively relaying muscle 

relaxation, autogenics, biofeedback, and anger from the mind to the body to alleviate 

pain and stress. This approach offers a variety of different methods to achieve the 

collaboration of the mind and body. The individual and group psychotherapies are 

employed to offer a sense of stability in a patient's chaotic lifestyle. Whether the goal 

is to feel more a part of a group than isolated from society or to create an outlet 
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relationship one on one with a therapist, the therapies prove to be effective for a range 

of different people. 

Cognhive-Behavioral Therapy is a little different from the other therapies 

previously mentioned because h is based on the theory that physical and mental 

symptoms are a fiinction of underlying thoughts that are maladaptive in nature. This 

approach focuses on reducing or eliminating the symptoms by the identification of the 

intrusive thoughts, feelings, and behaviors. CBT tries to increase a patient's self-

control through understanding, coping skills, and application and maintenance. 

The ABC model was proposed to evaluate a patient's internal reactions to an 

event. The coping skills and training involve the RET and SIP approaches that tend to 

make people aware of the extent to which they disturb themselves. For application 

and maintenance, the Transactional Problem-Solving Model was discussed, which in 

essence teaches patients to actively avoid destructive instinctive reactions. The 

transactional model places more of an emphasis on daily problems rather than major 

life problems. 

Imagery is important in psycho/behavioral therapy and focuses on recapturing 

mental images to treat pain, anxiety, and relieve stress. Imagery takes on many forms 

of creativity and imagination techniques that allow the unconscious to "speak". 

Evaluating imagery is also a very important aspect in therapy. The system for 

evaluation includes three divisions and many subdivisions. The main three divisions 

are the disease, the body's defenses or immunity, and the treatment itself Evaluating 

imagery gives the patient and the therapist a better idea of what kind of attitude they 

are dealing whh. 
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CHAPTER IV 

DISCUSSION: 

CHANGING VIEWS OF HEALTHCARE: THE SYNCHRONIZATION 

OF PSYCHOLOGY AND MEDICINE 

It was not until the mid 1980s that many physicians began to focus on the care 

of the patient's emotional regulation system in addhion to care of the disease. The 

idea that the whole is more than the sum of separate entities became prevalent in 

medicine around this time. Medicine is finally making the progression into the realm 

of the mind and its influence on the body. It was two thousand years ago that Plato 

observed: " The great error in the treatment of the human body is that physicians are 

ignorant of the whole. For the part can never be well unless the whole is well" 

(Phoenix Force, 2002). Today there exists a tach physician-patient relationship in 

which physicians not only administer medications, but also engage the emotional 

resources of the patient to the fullest. 

Disease and health are not static phenomena. They are both very involved and 

complicated processes. There are patients who become passive when sick and those 

who fight to become well. Robert Ardrey says, "aggressiveness is the principal 

guarantor of survival" (Phoenix Force, 2002). In order to establish a continuum of 

well being, patients must take more inhiative in their health and heahh care. 

The prominent diseases of the late 20* century have been referted to as 

"diseases of civilization." They are not solely the result of outside invaders, such as 

germs, microbes, bacteria, or viruses, but are amplified by the gradual breakdown of 
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the body's structure. Examples of such diseases include cancer, coronary heart 

disease, and stroke. Unlike the infectious diseases of the past, the diseases of 

civilization develop slowly and strike primarily older, mature individuals. Patients 

often deteriorate due to self-neglect and bodily abuse. Other modem diseases 

demonstrate a correlation between the constitutive stressors and furious pace of 

contemporary living, the deficiencies of our fast food diet, and environmental 

contamination. We must refrain from viewing ourselves as victims of an environment 

inducing illness, and amend the ways in which we respond to stressors in order to 

adapt more effectively. While the worid has changed rapidly, human physiology has 

not kept pace. We still possess the physical structure and responses of the caveman, 

while being subjected to an environment that makes demands very different from 

thousands of years ago. 

The focus on the synthesis of approaches and skills in medicine and 

psychology is increasingly important. Society is becoming wiser about the 

importance of conquering diseases like cancer through concepts of heahh, disease, 

and treatment. Thomas Edison (1890) once said that "The physician of the future will 

give no medicine, but will interest patients in the care of the human frame, in 

nutrition, and in [the] causes and prevention of illness." 

A patient is not just a system of organs and tissues, rather a system that 

operates in totalhy of functioning. Doctors cannot understand the purpose of an organ 

if they take h out of context. It only serves its purpose when part of a greater system 

of functioning, and well being must be established by focusing on the entire realm of 

fijnctioning whhin the human body. For the first time in the field of psycho-oncology, 
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changes in the structure of health care delivery may provide an opening for the 

mtegration of behavioral and psychosocial concerns in the prevention, detection, 

treatment, and rehabilitation of cancer. Biomedical cancer research has made 

substantial progress in preventing and treating the disease, and has presented new 

challenges in the field of psycho-oncology. The more we come to understand cancer 

and its stages of progression and regression, the more momentum is gained towards 

gaining further knowledge. For example, new information about the effects of social 

support, exercise, diet, smoking, and genetic factors on cancer has its implications for 

how we intervene to prevent cancer and treat cancer patients. As more and more 

people survive cancer, we gain extensive knowledge on the long-term physical and 

psychological effects of the disease, which opens new and wider doors for treatment 

opportunities. 

Over 8 million people in the Unhed States are cancer survivors, and each year 

approximately 1.2 million more cases will be diagnosed (Holland, 1998). In 1993 the 

National Cancer Institute and the American Cancer Society combined only spent 

$1.56 per patient on psychosocial and behavioral research, compared with $270.22 

per patient for biomedical research. The difference in fiinding is primarily due to the 

view of psychosocial interventions as irrelevant and luxurious add-ons to traditional 

treatments for cancer. Another reason contributing to the small investment may be 

that most psychosocial services are not covered by medical insurance, thus 

institutions are reluctant to add them as standard medical care. The positive side to 

this is that the policies are changing to cover brief psycho-educational groups for 

coronary heart disease patients (Richards, personal comm., 3/02). If very few patients 
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are eligible and available for psychosocial care, then little research can be conducted 

m the field. Hence, less money is allocated towards the issue. 

Psychosocial services may prove to be beneficial to patients as well as 

indirectly beneficial to other aspects of society. For example, if more emphasis is 

placed on psychosocial concerns, like the maintenance of heahh, insurance companies 

may experience a significant decrease in the number of medical claims per year as 

people become heahhier overall. Health plans today tend to focus on the services and 

treatments that have highly predictable and statistically better outcomes. Psycho-

oncology has much to offer in reaching these objectives. One must understand that 

whhout the support of services and research from the communhy, government 

statistics are misleading. The idea is to better match services and treatments with 

patients, resulting in a more efficient and effective utilization of medical services, 

along with the improvement of functioning allowing individuals to return to work and 

contribute to society. Health plans long to reach this ideal in order to place more 

people in society that pay insurance premiums and make few claims. 

As future generations grow old, the goals of medicine should expand far 

beyond simply curing diseases. Medicine should strive to help those living with 

cancer and other life-threatening illnesses to live long and well. As a resuh of the 

limited funds allocated to psycho-oncology, more efforts must be directed towards 

recruhing interests into the field. Successful recruhment may develop more 

understanding and appreciation for psychosocial factors in cancer prevention, 

treatment, and relapse. It is especially important to involve more medical specialists 

and primary care professionals in the research being done. The recruhment of young 
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clinicians and researchers into the field may spark interest by introducing a fresh and 

different perspective into the field. The potential for a cure lies in the fiiture. 

Relapse is a significant issue in cancer patients, and is dependent on many 

biological and psychological factors. Researchers are trying to find methods to 

determine the probability of relapse in each patient. Some methods have been 

introduced in breast cancer and prostate cancer. Bone marrow tests may have the 

ability to help determine the odds of breast cancer relapse (CNN, 2000). Lymph node 

biopsies are commonly performed to determine the risk of relapse, but the New 

England Journal of Medicine suggests that bone marrow tests in addhion to these 

biopsies may increase effectiveness in predicting relapse (CNN, 2000). These tests 

may help identify aggressive tumors, fast versus slow growing tumors, and reduce the 

need for chemotherapy in some patients. Dr. Barbara Smhh says "it may be possible 

to identify a group of women who have a very low risk of tumor spread—clean 

lymph nodes and clean bone marrow—who may not need chemotherapy at all" 

(CNN, 2000). 

In addhion to the breast cancer relapse proposhions, there has been a new 

formula developed that may predict prostate cancer relapse risk (CNN, 1999). 

According to a study in the Journal of the American Medical Association (JAMA), 

researchers from Johns Hopkins University have developed a formula to calculate the 

cancer relapse risk for patients who have undergone prostate removal and still have 

elevated prostate-specific antigen (PSA). PSA is a protein produced by the prostate 

gland, and is used as an indicator of cancer activhy. The catch here is that men whh 

no prostate should have no PSA in their blood. The presence of this protein in these 
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men indicates that prostate cancer cells are still present and roaming throughout the 

body. When prostate cancer returns in other parts of the body h is called metastatic 

and is considered incurable. Once men relapse, the average survival is five years. The 

problem whh this is that h can take a median of eight years for tumors to appear after 

the removal of the prostate. The study "provides evidence that a rising PSA level after 

surgery is not a death warrant for all patients," said Dr. Howard Scher of Memorial 

Sloan-Kettering Cancer Center (CNN, 1999). 

Relapse is a very complicated issue that is very difficuh to pinpoint. There are 

a variety of factors that figure into whether a patient will relapse. Any method that 

may provide a guideline to follow in predicting the high-grade and low-grade tumors 

is invaluable to the patient and therapy administered. The progression of science and 

cancer research is rapidly approaching a better treatment for patients. Relapse is yet 

another gray area in the phenomenon of cancer that is slowly becoming clearer with 

more and more research. 

Another important issue to address is the negative connotation that 

psychosocial care has received in society. People tend to associate this form of 

treatment with the mentally insane, confused, and particularly weak individuals. As 

long as this view persists in society, the treatment has yet another obstacle to 

overcome. Educating the public on the diverse applications of psychotherapy and 

psycho-educational groups to the general public may generate a wider acceptance 

throughout the population. 

Most importantly it is necessary to make psychosocial care more readily 

available and easily accessible to patients that have heard of h, and to those who have 
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no idea it exists or what h has to offer. The more patients that this field can treat, the 

more information and resuhs h has to convey to the public and research committees 

for future funding. 

Behavioral and psychological factors are associated with the onset of some 

cancers, the progression of many, and the management of almost all. Cancer touches 

the lives of almost everybody. Although cancer is most common in the elderly, h 

affects children and aduhs of all ages, and if you do not have cancer there is most 

likely someone close to you that does. When you think about the six billion people in 

the worid and how you only know a minute fraction of these people, yet still know 

quhe a few whh cancer, h is unfathomable that we even begin to dismiss any form of 

treatment as irrelevant. It is unfeasible to completely eliminate the influences of 

environmental factors on heahh. Instead, it is our responsibilhy to play an active role 

in the diminution of detrimental impositions from our surroundings that tend to 

contribute to the weakening of the immune defenses. Learning to adapt to challenges 

and cope with stressors in every day life could be the missing link to terminating the 

progression of cancer. The message here is that the less fuel feeding the rapidly 

spreading fire, the better chance we have of extinguishing h. 
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