
  


  


  Appreciation


  First and foremost, I must thank Richard E. Worthington, Ph.D., for sharing with me his first thoughts about a relationship between cancer and personality—and for the faith he showed in my ability to research this question by providing the first grant for this work. The project would have been short-lived, however, if Frederick Ayer, II, through the Ayer Foundation, had not shown an interest, an enthusiasm, a guidance and a determination to see it through, far beyond the kind of support research workers dare to hope for. It is almost unheard of in the area of scientific research for a foundation to support a project long enough for the researcher himself to feel he has finished his task!


  After I had obtained these research funds, I found, much to my surprise, that no hospital, no research center in the entire metropolitan area of New York would permit me to set foot in their establishment, although at that time all I required were cancer patients to interview and test (if the patients wished to do so). In some cases medical directors and other hospital personnel told me privately they suspected I might be on an important quest but I would give their institution “a bad name.” One research group, the Institute of Applied Biology, dared to permit my investigations. The Director, Emmanuel Revici, M.D., said to me, “We know there must be some intervening variables we don’t understand, because it is almost impossible to predict, in medical terms, who will recover from cancer and who will die. Perhaps you are on the right track—only time will tell. I have no way of knowing if you are a charlatan or not, at this point; time will tell. But you have a right to explore.”


  In the course of the research, which eventually extended to working on an international level, there were a few individuals who were especially instrumental in making me think hard and critically about what I was doing. To mention four of the most meaningful relationships with colleagues: David Kissen, M.D., Gotthard Booth, M.D., Graham Bennette, M.D., and Edgar N. Jackson, most of all.


  Because of the nature of my work—dealing almost constantly with terminally ill patients—I was in a constant state of mourning and grief, as so many people whom I had come to care about so much died. It would have been impossible to function effectively, much less survive as a human being, without extraordinary support. The control therapist, who believed in my work—and in me—and who was always ready with wise insights, affection and constant encouragement was Marthe Gassmann, M.D.


  There were two constant companions to my adventure, and now, looking back over the years, I wonder and marvel at the loving approval, support and encouragement they gave me. One was my daughter Wendy, who as a little girl somehow managed to feel more proud than rejected by the inevitable preoccupation of my work, and the other was my wife, Eda, who was, ultimately, the partner who made it all possible.


  I owe this book to the interest and encouragement of Herbert Katz, and to the understanding and enthusiasm (and writing skills) of John Malone.


  Lawrence LeShan
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  Cancer is not just one disease. It is a variety of related diseases that affect different parts of the human body in a diverse number of ways. And, partially for this reason, it remains the most mysterious of all major diseases. Over the past several decades, fortunately, a great deal of progress has been made in dealing with cancer from a strictly medical point of view: new surgical procedures have been perfected, chemotherapy and radiation treatments have proved effective in many cases, and further experiments ranging from the use of new drugs to the application of high temperatures to affected parts of the body hold out the promise of additional help for the cancer victim. Yet the mysteries remain. Despite all the advances in treatment, the causes of cancer remain a subject of speculation and controversy.


  After two decades of work with cancer patients, however, I believe that I can offer some new evidence and some fresh insights into the reasons why some individuals get cancer while others do not, and into the factors that make it possible for some cancer victims to fight successfully for their lives while others rapidly succumb to the disease. I am a psychotherapist and not a medical researcher. But, on the basis of my work with dozens of terminal cancer patients in intensive psychotherapy, as well as extensive study of the personality of hundreds of other cancer victims, there is a generalization that I believe can be made with great certainty: the presence of cancer is usually an indication that there is something else wrong in the life of the patient. The cancer victim usually has a psychological orientation that increases the chances of getting cancer and makes it more difficult for many individuals to fight for their lives when they do develop a malignancy.


  Nearly all the cancer patients who have come to me for psychotherapy have been terminal patients. In almost all cases, their life expectancy was minimal. They continued, of course, under medical treatment. It was the job of their physicians, chemotherapists, and nurses to alleviate the patients’ pain and to attempt to slow the spread of their cancers by medical means. It has been my job to try to help these patients, through psychotherapy, to develop or regain their will to live. It has been my job to locate that “something else” that was wrong, to uncover the roots of that psychological orientation that prevents many cancer patients from using their human resources to fight the disease, that “something else” that I have come to believe is linked to the development of the disease in the first place. A number of my patients are still alive today, many years after their cases were diagnosed as medically hopeless.


  My work in the cancer field has not involved the study of cells under a microscope. I have worked with people—individuals. There have been 71 of them. Each was unique, yet all were linked by a number of common threads. This is their story more than it is mine. What they have to tell us about despair, and about learning to hope, goes beyond the mysteries of cancer itself. Their story is about what it means to be alive.


  I remember Jenny.


  Like all my other patients, when I first met her Jenny was dying of cancer. Her malignancy had spread too far and too fast for an operation to be of any use. In her quiet voice, Jenny told me that she was not surprised at this outcome to her life. She had always felt that nothing would ever go right for her, that she had no real hope of happiness. For some years before the cancer struck, she had undergone traditional psychotherapy in an attempt to discover what it was that prevented her from developing any sense of fulfillment, or achieving any hope for the future. The answer had continued to elude her, however, and when she got cancer she saw it as just one more example of the fruitlessness of her life.


  After her illness was diagnosed, and it was determined that she was beyond medical help, she came to me for therapy. At that time I was working with a number of cancer patients, in a program at the Institute of Applied Biology. I was trying to develop new methods for dealing with the particular problems of cancer patients, and at the same time carrying forward a research project concerning the possible connection between personality and the incidence of cancer.


  Jenny had been coming to me for several months when she said something to me one day that summed up precisely what my work with cancer patients was all about. “You know,” she said with a slight smile, “this is a strange kind of psychotherapy. You go along and it’s very pleasant and interesting, and you are learning a lot and there’s no tension about it, and all of a sudden you find you’re fighting for your life.” She paused, thought a moment, laughed, and added, “I guess I meant that last phrase, ‘fighting for your life,’ in both senses.”


  Jenny could not have said anything more encouraging to me than those words. They indicated that she had indeed begun to have some hope for herself as a person, regardless of how long she had to live. And they indicated that she had come to believe, as I did, that one could fight for one’s life, that the cancer in her body did not exist independently of the way she felt about her life, but was, in fact, related to it.


  Cancer is a disease that raises innumerable questions—questions to which there sometimes seem to be almost as many answers, or partial answers, as there are people asking the questions. Currently, the main thrust of cancer research is in the area of environmental factors—a massive attempt to identify those substances in our world, whether natural or man-made, that may act as carcinogens. Such possible cancer-causing substances range from tobacco smoke to the synthetic estrogens found in certain drugs, from the asbestos in brake-linings and insulation to the vinyl-chloride widely used in the manufacture of plastics.


  Such research is vital to our understanding of cancer-causing substances. But there are limitations to what laboratory research or statistics can tell us. There are continuing arguments among doctors and scientists as to whether a chemical that causes cancer in animals will do so in human beings. An additional problem lies in the fact that the latency period between exposure to a carcinogen and the development of an actual cancer can be as long as 35 years. Thus the development of cancer in young people, in their teens or twenties, is not adequately accounted for. But beyond these technical questions, a greater mystery remains. Why does one construction worker exposed to asbestos dust over a period of years develop cancer, while another man who has worked beside him does not? Why does one heavy smoker get lung cancer at forty, while another lives to be eighty with no problems?


  A partial answer to these questions appears to lie in genetics. Some people have an inherited predisposition, it seems, to the disease, just as others are prone to cataracts or hearing problems. But this answer only raises additional questions. To begin with, genetic research is one of the most complex fields of scientific endeavor—the number of variables to be considered is staggering. Any full explanation of why two of five siblings are struck by cancer while the other three are not seems to be a very long way off. And while genetics may partially explain why some people get cancer, it cannot encompass the fact that many cancer victims whose cases are regarded as hopeless continue to live for many years, and that in some cases their cancers undergo a remission, leaving the patients perfectly healthy once again. Take the case of John, for instance.


  Twelve years ago, at the age of thirty-five, John began having severe headaches. A lawyer, John appeared to be leading a happy and successful life. He lived with his attractive wife and three children in a luxurious suburban home, and his position in his father’s law firm assured a stable future.


  Yet John was not living a life he would have chosen for himself. Although he had demonstrated unusual musical ability as a child, he had been timid and withdrawn. He found it difficult to communicate his true emotions and desires, and accepted the paths in life that his parents chose for him, becoming a lawyer to satisfy his father and even marrying the girl his mother picked out for him. Believing that he could win the love of others only by doing what they expected of him, he sacrificed his own dreams.


  As a result, like Jenny, he felt trapped in an existence devoid of hope and empty of personal satisfaction. He hated working as a lawyer, and his marriage was marked by serious discord. Two years before his illness began, he had left his wife to attempt a career as a musician. But, unable to earn enough to support his family, and consumed by guilt, he returned home, giving up all hope of real happiness. A few months later, his headaches began.


  An exploratory operation revealed a massive brain tumor, but the malignancy had developed to the point that nothing could be done except sew the incision back up again. He was told that he would not live for more than a few months. Paradoxically, the imminence of death seemed to release a new surge of inner strength. His doctors said that there was no known cure for a malignancy such as his, but instead of giving up, he searched for some unorthodox treatment that might help him. Reading about my work with a form of psychotherapy especially directed at terminal cancer patients—which was combined with the then new technique of chemotherapy—he decided to try this unusual approach and contacted us at the Institute of Applied Biology.


  John remained at the institute for three years. In therapy with me he learned that it was possible to fight for his life. He began to work seriously on his music once again, and he divorced his wife. Today, John is in fine health, and is doing what he had always wanted for himself, working as a professional musician with a symphony orchestra.


  Is John’s cure a “miracle”? Or is it perhaps related to how he feels about himself and his world? As a man without hope, he developed cancer; as a man with new-found hope, his “terminal” cancer disappeared. Some of the processes by which John came to discover the hope in himself will be discussed in later chapters. For now, to put it simply, he came to understand that he could be loved for doing what he wanted with his life, and not just what others wanted for him. Once he became convinced of that, he was able to bring the full resources of his new-found sense of himself to the fight against the cancer within him. And he won that fight.


  Clearly, the usual approaches to the problems of cancer do not adequately answer the many questions involved in a case like John’s. There is more to it than genetics, or carcinogens in the environment. His cancer—and his cure—are involved with that “something else” of which I have spoken. To resolve the mystery, it becomes vital to search for other clues. In the cases of Jenny and John, and dozens of my other patients, a pattern can be discerned that links all these separate people together.


  It is a pattern I first became aware of in the early 1950’s, when I was working together with another research psychologist, Dr. Richard Worthington. On examining the personality tests of people who had later died of cancer, we found some startling similarities in their personality configurations and in their life histories. Worthington’s suggestion that there might be a link between cancer and the ways in which the patient viewed himself and his world seemed to me a clue that must be tracked to earth.


  For more than two decades I have been following the lead of that first clue. It has taken me far afield of the usual paths in cancer research. While doctors have long recognized that the personality and the emotions can cause such medical problems as ulcers, asthma and migraine headaches, there was strong resistance to the idea that there could be any psychosomatic basis for an organic disease so voracious as cancer. There were, after all, simple explanations for the development of ulcers in tense, anxious and over-worked individuals. Their tension caused the secretion of excess stomach acids, which ate away at the stomach lining, forming a lesion or ulcer. But how could a person’s emotional state cause individual cells to alter their normal growth pattern and become malignant?


  From the beginning, I knew that this question would be extremely difficult, if not impossible, to answer. Scientific proof, in which cause and effect can be unequivocally demonstrated, is hard to arrive at in any area involving the human personality. But the problem of demonstrable proof is one that plagues even the most controlled cancer experiments—which is why questions continue to be asked about laboratory research that produces cancer in animals through the ingestion or injection of suspected carcinogens.


  Can the fact that large doses of a given chemical produce cancers in rats be convincingly extrapolated to prove that lesser amounts of the same chemical will inevitably produce cancer in humans, especially when exposure takes place over a far greater time span? There are doctors and researchers who say yes, and others who are skeptical. In regard to any theory that cannot be proved absolutely, questions will be raised. But cancer itself asks a question: life or death? Any theory, any approach, that holds the slightest possibility of increasing our understanding of the disease, not only should be investigated—it demands exploration.


  Thus, I was determined to persevere, despite the fact that when I first began work on the question of a link between cancer and the emotions, I was turned away by one hospital and research center after another. The respected head of one cancer unit told me, “Even if in ten years you prove your theory, I won’t believe it.” Fortunately, this attitude has changed, not only in general, but in the case of this particular man. Recently, he was quoted in the New York Times as having “discovered” that certain personality characteristics were shared by his patients suffering from cancer. Developments in other areas of medicine, including evidence concerning the predisposition to heart attacks among high-strung “Type A” individuals, have given added respectability to the concept of psychosomatic involvement in life-threatening diseases.


  In the course of my research, I discovered that in the 18th and 19th centuries the concept of a linkage between an individual’s life history or personality and cancer was quite widely accepted. But why did this idea lapse into obscurity? There seem to be two possible reasons. To begin with, until Freud and other psychoanalytic pioneers began to develop the psychological tools with which to help people change the orientation of their personalities, there was little a doctor could do beyond merely observing the connection with emotional factors. Secondly, medical science has made great progress since the turn of the century in dealing with the purely physical aspects of cancer. Methods for early detection, improved surgical techniques, and new developments such as radiation and chemotherapy, have helped to save the lives of countless people. The success of these concrete technological methods of dealing with cancer has tended to foster a narrow focus on cancer as specifically located in one part of the body rather than opening the way to consideration of the whole person—in spite of the fact that psychological tools do now exist that make possible an alternate approach.


  The success of surgical and other techniques certainly does not lessen the need for a further understanding of the psychological factors involved—not merely in respect to identifying emotional syndromes that may make certain individuals more susceptible to cancer, but also in helping those who are stricken to face the crisis in their lives in the most constructive way possible. An increasing number of doctors are expressing interest in why a patient who is expected to survive does not, and conversely, why another patient whose physical condition would seem to indicate an early death can continue to lead a full and satisfying life for many years. There is also increasing curiosity as to what lies behind the “miraculous” remissions that occur in some patients.


  For all these reasons, I believe the time has arrived to explore these questions in a book intended for the general public. Drawing on more than two decades of my own research in this area, as well as upon the ongoing work by other researchers, physicians, and psychotherapists, my purpose is to explore three areas of central concern. First, I intend to set forth the extensive existing evidence that there is a general type of personality configuration among the majority of cancer patients, and to suggest some reasons why the emotional responses of these individuals make them more susceptible to cancer.


  Secondly, and most importantly, I wish to outline a number of ways in which people whose personality or life history conforms to this pattern of susceptibility can take steps to protect themselves against the possibility of cancer. By developing a new outlook on their lives, and by being prepared to deal with certain kinds of emotional setbacks, I believe that potentially vulnerable individuals can create a degree of psychological “immunity” that will increase their chances of resisting the disease.


  Finally, I will endeavor to show how the critically ill cancer patient can make the most of the remainder of his or her life. For the “terminal” patient, it is not a question of how many months or years of life remain, but how that time is to be lived. As a psychotherapist, I have treated many dozens of cancer patients over the years. In many cases it has been possible to help them achieve a sense of personal fulfillment they had never previously enjoyed, so that the period remaining to them became the most satisfying time of their lives. For some others who have responded fully to treatment, there has been a remission or stabilization of the cancer, and, like John the musician, they have happily survived for many years despite an initial diagnosis that appeared to leave them no hope.


  Hope, in fact, is the true theme of this book. For it is the individual who, accepting his own being as valid, continually seeks self-fulfillment—the individual whose hopes for his own full rich life are sufficiently high to enable him to deal with temporary setbacks—who appears to be most resistant to cancer. Among those striken by the disease, the people most capable of recovery are the men and women who can discover a new well-spring of hope, whatever their past disappointments, and move on to a fresh sense of themselves, a true recognition of their needs, and of their worth as human beings.
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  When I began my research in the early 1950’s, the modern literature on the subject of relationships between personality and cancer had not yet appeared. Most of the clinical reports pre-dating the twentieth century had been ignored for so long that their very existence had become obscured. Thus I found myself in a very real sense venturing into unknown territory. I was an explorer without maps; there were certain trails that seemed promising but I could not know whether they would truly lead me toward a broadening horizon or bring me up short in some morass of conflicting evidence.


  Research into an area about which little is known poses special problems. It is not always feasible to formulate specific hypotheses and test them—that kind of approach must come later. Initially, the process must be of a more general investigative nature. One must look around in a variety of directions, attempt various methods of approach, gather as much information as possible, be vigilant for clues and relationships that hold the possibility of further exploration, and, not least, follow one’s hunches. To organize concepts and test them according to the precise methods of science too early in the quest is likely to lead to sterility. Before formulating possible answers, one must learn enough to ask the right questions.


  My first task, therefore, was to amass a large amount of material on the life history, the personality structure and the emotional functioning of patients with malignant disease. I would then study this material, evaluate it with respect to a variety of frames of reference, and generally “mull it over” to see what significant patterns might emerge. Using these first clues, I could look for similar patterns in other patients, as well as in control groups consisting of cancer-free individuals. Finally, if the patterns still appeared valid, I would go on to test them by classic scientific techniques.


  In the first phase of this work—the gathering of material concerning the personality of cancer patients—three techniques were used. First, I gave a series of psychological tests to patients at the Institute of Applied Biology. By right of tradition in clinical psychology, the Rorschach (“ink-blot”) Test appeared to be the best starting point. No other test has been so extensively used; no other is backed up by such a rich body of psychological literature. But certain difficulties arose.


  The patients heard they were going to be given Rorschachs and talked about it among themselves before seeing their physicians. Because the Rorschach is such a well-known test, I had hoped that the patients would accept it as a matter of course. It was important that they not be told exactly why they were being asked to take the test—I did not want to arouse their anxiety, or to approach the test in terms of the fact that they had cancer, since that awareness might influence their choices.


  Yet, unfortunately, a good deal of suspicion and resentment was apparent on the part of many of the patients. By and large, they were perplexed as to why they were being given a psychological test at all. The test results, or protocols, revealed both defensiveness and constriction. The clinic receptionist, who informally monitored the patients’ discussions in the waiting room, made reports clearly indicating that the test was in fact arousing anxiety. This was the last thing I wanted, both in terms of getting valid information and in terms of the well-being of the patients.


  There was a further problem. The Rorschach is in some ways a restricted test; it gives a great deal of information about the material in the subject’s unconscious and good estimates of the strength and consistency of the ego. Except when used with exceptional skill, however, it gives much less data about how the patient functions in the world, how he has related to it in the past, and what his present day-to-day life is like. Yet it was exactly these concerns that seemed most important. If a link between personality and susceptibility to cancer were to be established, it seemed likely that it would show itself most clearly in the specific ways in which the individual lived in and related to his world, how he met the challenges of daily living, and how he viewed himself in terms of the on-going interaction between himself and the people and events of his life. Thus, only 30 Rorschachs of cancer patients were accumulated during the course of the study, although they did prove useful in helping to evaluate various elements of my hypothesis.


  The next test to be tried was the Thematic Apperception Test (TAT). In this test, the patient is shown a series of pictures, of the typical magazine illustration type, and asked to make up a story as to what is happening in the picture. Although the TAT gives a broader picture of the personality of the patient, reactions to it were once again negative. It appeared that it would be very difficult to use the test on a large number of people without seriously impairing patient morale and without a large number of overt and covert refusals to be tested. A series of 15 TATs was obtained and during the later course of the research another 12 patients were given this test. These results also proved useful in making overall evaluations of the data.


  Finally, another test was chosen that proved very successful. This test, a life-history questionnaire called the Worthington Personal History, is a four-page information form that the patient fills out himself. It includes sections on such life-areas as family, schooling, work, hobbies, aims, goals, health, etc. In general, it resembles a typical vocational application form. Although not very well known, this test seemed admirably suited to the project. It gave an understanding of the major unconscious stresses, the ego defenses and the techniques of functioning and relating used in everyday life. It also gave a picture of where the patient had been in his life, what he
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TABLE I
Patients Evaluated in the First Phase of This Study

LOCATION OF MALIGNANCY MALE FEMALE TOTAL
Breast 0 33 33
Colon and rectum 16 10 26
Buccal area 12 4 16
Skin 8 5 13
Lung 11 0 11
Stomach 6 2 8
Uterus 0 8 8
Hodgkin’s disease 6 1 7
Cervix 0 6 6
Miscellaneous 18 6 24

Total number of patients (N) 77 15 152
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TABLE II
The Psychological Factors Found

FACTOR CANCER PATIENTS CONTROLS
N—152 N-125

Loss of a crucial relationship 109 (72%) 15 (12%)
Inability to express hostility 71 (47%) 31 (25%)
Tension over death of a parent 58 (38%) 13 (11%)






