
About the Book

Can a person literally die of loneliness? Is there a connection between the ability to express emotions and Alzheimer’s disease? Is there such a thing as a ‘cancer personality’?

Drawing on deep scientific research and Dr Gabor Maté’s acclaimed clinical work, When the Body Says No provides the answers to critical questions about the mind-body link – and the role that stress and our emotional makeup play in an array of common diseases.

When the Body Says No:

– Explores the role of the mind-body link in conditions and diseases such as arthritis, cancer, diabetes, heart disease, irritable bowel syndrome and multiple sclerosis.

– Shares dozens of enlightening case studies and stories, including those of people such as Lou Gehrig (ALS), Betty Ford (breast cancer), Ronald Reagan (Alzheimer’s), Gilda Radner (ovarian cancer) and Lance Armstrong (testicular cancer)

– Reveals ‘The Seven A’s of Healing’: principles in healing and the prevention of illness from hidden stress


About the Author

Gabor Maté is a retired physician who, after 20 years of family practice and palliative care experience, worked extensively with patients challenged by drug addiction and mental illness. The bestselling author of four books published in over twenty languages, Dr Maté is an internationally renowned speaker highly sought after for his expertise on addiction, trauma, childhood development, and the relationship of stress and illness. His book on addiction received the Hubert Evans Prize for literary non-fiction. For his groundbreaking medical work and writing he has been awarded the Order of Canada (his country’s equivalent of the MBE) and the Civic Merit Award from his hometown, Vancouver. His books include In the Realm of Hungry Ghosts: Close Encounters with Addiction; When the Body Says No: The Cost of Hidden Stress; Scattered Minds: The Origins and Healing of Attention Deficit Disorder and (with Gordon Neufeld) Hold on to Your Kids: Why Parents Need to Matter More Than Peers.

drgabormate.com / @drmate


1

The Bermuda Triangle

MARY WAS A native woman in her early forties, slight of stature, gentle and deferential in manner. She had been my patient for eight years, along with her husband and three children. There was a shyness in her smile, a touch of self-deprecation. She laughed easily. When her ever-youthful face brightened, it was impossible not to respond in kind. My heart still warms—and constricts with sorrow—when I think of Mary.

Mary and I had never talked much until the illness that was to take her life gave its first signals. The beginning seemed innocent enough: a sewing-needle puncture wound on a fingertip failed over several months to heal. The problem was traced to Raynaud’s phenomenon, in which the small arteries supplying the fingers are narrowed, depriving the tissues of oxygen. Gangrene can set in, and unfortunately this was the case for Mary. Despite several hospitalizations and surgical procedures, she was within a year begging for an amputation to rid her of the throbbing ache in her finger. By the time she got her wish the disease was rampant, and powerful narcotics were inadequate in the face of her constant pain.

Raynaud’s can occur independently or in the wake of other disorders. Smokers are at greater risk, and Mary had been a heavy smoker since her teenage years. I hoped that if she quit, normal blood flow might return to her fingers. After many relapses she finally succeeded. Unfortunately, the Raynaud’s proved to be the harbinger of something far worse: Mary was diagnosed with scleroderma, one of the autoimmune diseases, which include rheumatoid arthritis, ulcerative colitis, systemic lupus erythematosus (SLE) and many other conditions that are not always recognized to be autoimmune in origin, such as diabetes, multiple sclerosis and possibly even Alzheimer’s disease. Common to them all is an attack by one’s own immune system against the body, causing damage to joints, connective tissue or to almost any organ, whether it be the eyes, the nerves, the skin, the intestines, the liver or the brain. In scleroderma (from the Greek word meaning “hardened skin”), the immune system’s suicidal assault results in a stiffening of the skin, esophagus, heart and tissues in the lungs and elsewhere.

What creates this civil war inside the body?

Medical textbooks take an exclusively biological view. In a few isolated cases, toxins are mentioned as causative factors, but for the most part a genetic predisposition is assumed to be largely responsible. Medical practice reflects this narrowly physical mindset. Neither the specialists nor I as her family doctor had ever thought to consider what in Mary’s particular experiences might also have contributed to her illness. None of us expressed curiosity about her psychological state before the onset of the disease, or how this influenced its course and final outcome. We simply treated each of her physical symptoms as they presented themselves: medications for inflammation and pain, operations to remove gangrenous tissue and to improve blood supply, physiotherapy to restore mobility.

One day, almost on a whim, in response to a whisper of intuition that she needed to be heard, I invited Mary to make an hour-long appointment so that she would have the opportunity to tell me something about herself and her life. When she began to talk, it was a revelation. Beneath her meek and diffident manner was a vast store of repressed emotion. Mary had been abused as a child, abandoned and shuttled from one foster home to another. She recalled huddling in the attic at the age of seven, cradling her younger sisters in her arms, while her drunken foster parents fought and yelled below. “I was so scared all the time,” she said, “but as a seven-year-old I had to protect my sisters. And no one protected me.” She had never revealed these traumas before, not even to her husband of twenty years. She had learned not to express her feelings about anything to anyone, including herself. To be self-expressive, vulnerable and questioning in her childhood would have put her at risk. Her security lay in considering other people’s feelings, never her own. She was trapped in the role forced on her as a child, unaware that she herself had the right to be taken care of, to be listened to, to be thought worthy of attention.

Mary described herself as being incapable of saying no, compulsively taking responsibility for the needs of others. Her major concern continued to be her husband and her nearly adult children, even as her illness became more grave. Was the scleroderma her body’s way of finally rejecting this all-encompassing dutifulness?

Perhaps her body was doing what her mind could not: throwing off the relentless expectation that had been first imposed on the child and now was self-imposed in the adult—placing others above herself. I suggested as much when I wrote about Mary in my very first article as medical columnist for The Globe and Mail in 1993. “When we have been prevented from learning how to say no,” I wrote, “our bodies may end up saying it for us.” I cited some of the medical literature discussing the negative effects of stress on the immune system.

The idea that people’s emotional coping style can be a factor in scleroderma or other chronic conditions is anathema to some physicians. A rheumatic diseases specialist at a major Canadian hospital submitted a scathing letter to the editor denouncing both my article and the newspaper for printing it. I was inexperienced, she charged, and had done no research.

That a specialist would dismiss the link between body and mind was not astonishing. Dualism—cleaving into two that which is one—colours all our beliefs on health and illness. We attempt to understand the body in isolation from the mind. We want to describe human beings—healthy or otherwise—as though they function in isolation from the environment in which they develop, live, work, play, love and die. These are the built-in, hidden biases of the medical orthodoxy that most physicians absorb during their training and carry into their practice.

Unlike many other disciplines, medicine has yet to assimilate an important lesson of Einstein’s theory of relativity: that the position of an observer will influence the phenomenon being observed and affect the results of the observation. The unexamined assumptions of the scientist both determine and limit what he or she will discover, as the pioneering Czech-Canadian stress researcher Hans Selye pointed out. “Most people do not fully realize to what extent the spirit of scientific research and the lessons learned from it depend upon the personal viewpoints of the discoverers,” he wrote in The Stress of Life. “In an age so largely dependent upon science and scientists, this fundamental point deserves special attention.”1 In that honest and self-revealing assessment Selye, himself a physician, expressed a truth that even now, a quarter century later, few people grasp.

The more specialized doctors become, the more they know about a body part or organ and the less they tend to understand the human being in whom that part or organ resides. The people I interviewed for this book reported nearly unanimously that neither their specialists nor their family doctors had ever invited them to explore the personal, subjective content of their lives. If anything, they felt that such a dialogue was discouraged in most of their contacts with the medical profession. In talking with my specialist colleagues about these very same patients, I found that even after many years of treating a person, a doctor could remain quite in the dark about the patient’s life and experience outside the narrow boundaries of illness.

In this volume I set out to write about the effects of stress on health, particularly of the hidden stresses we all generate from our early programming, a pattern so deep and so subtle that it feels like a part of our real selves. Although I have presented as much of the available scientific evidence as seemed reasonable in a work for the lay public, the heart of the book—for me, at least—is formed by the individual histories I have been able to share with the readers. It so happens that those histories will also be seen as the least persuasive to those who regard such evidence as “anecdotal.”

Only an intellectual Luddite would deny the enormous benefits that have accrued to humankind from the scrupulous application of scientific methods. But not all essential information can be confirmed in the laboratory or by statistical analysis. Not all aspects of illness can be reduced to facts verified by double-blind studies and by the strictest scientific techniques. “Medicine tells us as much about the meaningful performance of healing, suffering and dying as chemical analysis tells us about the aesthetic value of pottery,” Ivan Ilyich wrote in Limits to Medicine. We confine ourselves to a narrow realm indeed if we exclude from accepted knowledge the contributions of human experience and insight.

We have lost something. In 1892 the Canadian William Osler, one of the greatest physicians of all time, suspected rheumatoid arthritis—a condition related to scleroderma—to be a stress-related disorder. Today rheumatology all but ignores that wisdom, despite the supporting scientific evidence accumulated in the 110 years since Osler first published his text. That is where the narrow scientific approach has brought the practice of medicine. In elevating modern science to be the final arbiter of our sufferings, we have been too eager to discard the insights of previous ages.

As the American psychologist Ross Buck has pointed out, until the advent of modern medical technology and of scientific pharmacology, physicians traditionally had to rely on “placebo” effects. They had to inspire in each patient a confidence in his, the patient’s, inner ability to heal. To be effective, a doctor had to listen to the patient, to develop a relationship with him, and he had also to trust his own intuitions. Those are the qualities doctors seem to have lost as we have come to rely almost exclusively on “objective” measures, technology-based diagnostic methods and “scientific” cures.

Thus the rebuke from the rheumatologist was not a surprise. More of a jolt was another letter to the editor, a few days later—this time a supportive one—from Noel B. Hershfield, clinical professor of medicine at the University of Calgary: “The new discipline of psychoneuroimmunology has now matured to the point where there is compelling evidence, advanced by scientists from many fields, that an intimate relationship exists between the brain and the immune system.… An individual’s emotional makeup, and the response to continued stress, may indeed be causative in the many diseases that medicine treats but whose [origin] is not yet known—diseases such as scleroderma, and the vast majority of rheumatic disorders, the inflammatory bowel disorders, diabetes, multiple sclerosis, and legions of other conditions which are represented in each medical subspecialty.…”

The surprising revelation in this letter was the existence of a new field of medicine. What is psychoneuroimmunology? As I learned, it is no less than the science of the interactions of mind and body, the indissoluble unity of emotions and physiology in human development and throughout life in health and illness. That dauntingly complicated word means simply that this discipline studies the ways that the psyche—the mind and its content of emotions—profoundly interacts with the body’s nervous system and how both of them, in turn, form an essential link with our immune defences. Some have called this new field psychoneuroimmunoendocrinology to indicate that the endocrine, or hormonal, apparatus is also a part of our system of whole-body response. Innovative research is uncovering just how these links function all the way down to the cellular level. We are discovering the scientific basis of what we have known before and have forgotten, to our great loss.

Many doctors over the centuries came to understand that emotions are deeply implicated in the causation of illness or in the restoration of health. They did research, wrote books and challenged the reigning medical ideology, but repeatedly their ideas, explorations and insights vanished in a sort of medical Bermuda Triangle. The understanding of the mind-body connection achieved by previous generations of doctors and scientists disappeared without a trace, as if it had never seen daylight.

A 1985 editorial in the august New England Journal of Medicine could declare with magisterial self-assurance that “it is time to acknowledge that our belief in disease as a direct reflection of mental state is largely folklore.”2

Such dismissals are no longer tenable. Psychoneuroimmunology, the new science Dr. Hershfield mentioned in his letter to the The Globe and Mail, has come into its own, even if its insights have yet to penetrate the world of medical practice.

A cursory visit to medical libraries or to online sites is enough to show the advancing tide of research papers, journal articles and textbooks discussing the new knowledge. Information has filtered down to many people in popular books and magazines. The lay public, ahead of the professionals in many ways and less shackled to old orthodoxies, finds it less threatening to accept that we cannot be divided up so easily and that the whole wondrous human organism is more than simply the sum of its parts.

Our immune system does not exist in isolation from daily experience. For example, the immune defences that normally function in healthy young people have been shown to be suppressed in medical students under the pressure of final examinations. Of even greater implication for their future health and well-being, the loneliest students suffered the greatest negative impact on their immune systems. Loneliness has been similarly associated with diminished immune activity in a group of psychiatric inpatients. Even if no further research evidence existed—though there is plenty—one would have to consider the long-term effects of chronic stress. The pressure of examinations is obvious and short term, but many people unwittingly spend their entire lives as if under the gaze of a powerful and judgmental examiner whom they must please at all costs. Many of us live, if not alone, then in emotionally inadequate relationships that do not recognize or honour our deepest needs. Isolation and stress affect many who may believe their lives are quite satisfactory.

How may stress be transmuted into illness? Stress is a complicated cascade of physical and biochemical responses to powerful emotional stimuli. Physiologically, emotions are themselves electrical, chemical and hormonal discharges of the human nervous system. Emotions influence—and are influenced by—the functioning of our major organs, the integrity of our immune defences and the workings of the many circulating biological substances that help govern the body’s physical states. When emotions are repressed, as Mary had to do in her childhood search for security, this inhibition disarms the body’s defences against illness. Repression—dissociating emotions from awareness and relegating them to the unconscious realm—disorganizes and confuses our physiological defences so that in some people these defences go awry, becoming the destroyers of health rather than its protectors.

During the seven years I was medical coordinator of the Palliative Care Unit at Vancouver Hospital, I saw many patients with chronic illness whose emotional histories resembled Mary’s. Similar dynamics and ways of coping were present in the people who came to us for palliation with cancers or degenerative neurological processes like amyotrophic lateral sclerosis (ALS, also known in North America as Lou Gehrig’s disease, after the great American baseball player who succumbed to it, and in Britain as motor neuron disease.) In my private family practice, I observed these same patterns in people I treated for multiple sclerosis, inflammatory ailments of the bowel such as ulcerative colitis and Crohn’s disease, chronic fatigue syndrome, autoimmune disorders, fibromyalgia, migraine, skin disorders, endometriosis and many other conditions. In important areas of their lives, almost none of my patients with serious disease had ever learned to say no. If some people’s personalities and circumstances appeared very different from Mary’s on the surface, the underlying emotional repression was an ever-present factor.

One of the terminally ill patients under my care was a middle-aged man, chief executive of a company that marketed shark cartilage as a treatment for cancer. By the time he was admitted to our unit, his own recently diagnosed cancer had spread throughout his body. He continued to eat shark cartilage almost to the day of his death, but not because he any longer believed in its value. It smelled foul—the offensive stench was noticeable even some distance away—and I could only imagine what it tasted like. “I hate it,” he told me, “but my business partner would be so disappointed if I stopped.” I convinced him that he had every right to live his last days without feeling responsible for someone else’s disappointment.

It is a sensitive matter to raise the possibility that the way people have been conditioned to live their lives may contribute to their illness. The connections between behaviour and subsequent disease are obvious in the case of, say, smoking and lung cancer—except perhaps to tobacco-industry executives. But such links are harder to prove when it comes to emotions and the emergence of multiple sclerosis or cancer of the breast or arthritis. In addition to being stricken with disease, the patient feels blamed for being the very person she is. “Why are you writing this book?” said a fifty-two-year-old university professor who has been treated for breast cancer. In a voice edged with anger she told me, “I got cancer because of my genes, not because of anything I did.”

“The view of sickness and death as a personal failure is a particularly unfortunate form of blaming the victim,” charged the 1985 editorial in the New England Journal of Medicine. “At a time when patients are already burdened by disease, they should not be further burdened by having to accept responsibility for the outcome.”

We will return to this vexing question of assumed blame. Here I will only remark that blame and failure are not the issue. Such terms only cloud the picture. As we shall see, blaming the sufferer—apart from being morally obtuse—is completely unfounded from a scientific point of view.

The NEJM editorial confused blame and responsibility. While all of us dread being blamed, we all would wish to be more responsible—that is, to have the ability to respond with awareness to the circumstances of our lives rather than just reacting. We want to be the authoritative person in our own lives: in charge, able to make the authentic decisions that affect us. There is no true responsibility without awareness. One of the weaknesses of the Western medical approach is that we have made the physician the only authority, with the patient too often a mere recipient of the treatment or cure. People are deprived of the opportunity to become truly responsible. None of us are to be blamed if we succumb to illness and death. Any one of us might succumb at any time, but the more we can learn about ourselves, the less prone we are to become passive victims.

Mind and body links have to be seen not only for our understanding of illness but also for our understanding of health. Dr. Robert Maunder, on the psychiatric faculty of the University of Toronto, has written about the mind-body interface in disease. “Trying to identify and to answer the question of stress,” he said to me in an interview, “is more likely to lead to health than ignoring the question.” In healing, every bit of information, every piece of the truth, may be crucial. If a link exists between emotions and physiology, not to inform people of it will deprive them of a powerful tool.

And here we confront the inadequacy of language. Even to speak about links between mind and body is to imply that two discrete entities are somehow connected to each other. Yet in life there is no such separation; there is no body that is not mind, no mind that is not body. The word mindbody has been suggested to convey the real state of things.

Not even in the West is mind-body thinking completely new. In one of Plato’s dialogues, Socrates quotes a Thracian doctor’s criticism of his Greek colleagues: “This is the reason why the cure of so many diseases is unknown to the physicians of Hellas; they are ignorant of the whole. For this is the great error of our day in the treatment of the human body, that physicians separate the mind from the body.”3 You cannot split mind from body, said Socrates—nearly two and a half millennia before the advent of psychoneuroimmunoendocrinology!

Writing When the Body Says No has done more than simply confirm some of the insights I first articulated in my article about Mary’s scleroderma. I have learned a great deal and have come to appreciate deeply the work of hundreds of physicians, scientists, psychologists and researchers who have charted the previously unmapped terrain of mind-body. Work on this book has also been an inner exploration of the ways I have repressed my own emotions. I was prompted to make this personal journey in response to a question from a counsellor at the British Columbia Cancer Agency, where I had gone to investigate the role of emotional repression in cancer. In many people with malignancy, there seemed to be an automatic denial of psychic or physical pain and of uncomfortable emotions like anger, sadness or rejection. “Just what is your personal connection to the issue?” the counsellor asked me. “What draws you to this particular topic?”

The question brought to mind an incident from seven years ago. One evening I arrived to see my seventy-six-year-old mother at the nursing home where she was a resident. She had progressive muscular dystrophy, an inherited muscle-wasting disease that runs in our family. Unable to even sit up without assistance, she could no longer live at home. Her three sons and their families visited her regularly until her death, which occurred just as I began to write this book.

I had a slight limp as I walked down the nursing home corridor. That morning I had undergone surgery for a torn cartilage in my knee, a consequence of ignoring what my body had been telling me in the language of pain that occurred each time I jogged on cement. As I opened the door to my mother’s room, I automatically walked with a nonchalant, normal gait to her bed to greet her. The impulse to hide the limp was not conscious, and the act was done before I was aware of it. Only later did I wonder what exactly had prompted such an unnecessary measure—unnecessary because my mother would have calmly accepted that her fifty-one-year-old son would have a gimpy knee twelve hours post-surgery.

So what had happened? My automatic impulse to protect my mother from my pain, even in such an innocuous situation, was a deeply programmed reflex that had little to do with the present needs of either of us. That repression was a memory—a re-enactment of a dynamic that had been etched into my developing brain before I could possibly have been aware of it.

I am both a survivor and a child of the Nazi genocide, having lived most of my first year in Budapest under Nazi occupation. My maternal grandparents were killed in Auschwitz when I was five months old; my aunt had also been deported and was unheard from; and my father was in a forced labour battalion in the service of the German and Hungarian armies. My mother and I barely survived our months in the Budapest ghetto. For a few weeks she had to part from me as the only way of saving me from sure death by starvation or disease. No great powers of imagination are required to understand that in her state of mind, and under the inhuman stresses she was facing daily, my mother was rarely up to the tender smiles and undivided attention a developing infant requires to imprint a sense of security and unconditional love in his mind. My mother, in fact, told me that on many days her despair was such that only the need to care for me motivated her to get up from bed. I learned early that I had to work for attention, to burden my mother as little as possible and that my anxiety and pain were best suppressed.

In healthy mother-infant interactions, the mother is able to nourish without the infant’s having in any way to work for what he receives. My mother was unable to provide that unconditional nourishing for me—and since she was neither saintly nor perfect, quite likely she would not have completely succeeded in doing so, even without the horrors that beset our family.

It was under these circumstances that I became my mother’s protector—protecting her in the first instance against awareness of my own pain. What began as the automatic defensive coping of the infant soon hardened into a fixed personality pattern that, fifty-one years later, still caused me to hide even my slightest physical discomfort in front of my mother.

I had not thought about the When the Body Says No project in those terms. This was to be an intellectual quest, to explore an interesting theory that would help explain human health and illness. It was a path others had trod before me, but there was always more to be discovered. The counsellor’s challenge made me confront the issue of emotional repression in my own life. My hidden limp, I realized, was only one small example.

Thus, in writing this book, I describe not only what I have learned from others or from professional journals but also what I have observed in myself. The dynamics of repression operate in all of us. We are all self-deniers and self-betrayers to one extent or another, most often in ways we are no more aware of than I was conscious of while “deciding” to disguise my limp. When it comes to health or illness, it is only a matter of degree and, too, a matter of the presence or absence of other factors—such as heredity or environmental hazards, for example—that also predispose to disease. So in demonstrating that repression is a major cause of stress and a significant contributor to illness, I do not point fingers at others for “making themselves sick.” My purpose in this book is to promote learning and healing, not to add to the quotient of blame and shame, both of which already exist in overabundance in our culture. Perhaps I am overly sensitized to the issue of blame, but then most people are. Shame is the deepest of the “negative emotions,” a feeling we will do almost anything to avoid. Unfortunately, our abiding fear of shame impairs our ability to see reality.

Despite the best efforts of many physicians, Mary died in Vancouver Hospital eight years after her diagnosis, succumbing to the complications of scleroderma. To the end she retained her gentle smile, though her heart was weak and her breathing laboured. Every once in a while she would ask me to schedule long private visits, even in hospital during her final days. She just wanted to chat, about matters serious or trivial. “You are the only one who ever listened to me,” she once said.

I have wondered at times how Mary’s life might have turned out if someone had been there to hear, see and understand her when she was a small child—abused, frightened, feeling responsible for her little sisters. Perhaps had someone been there consistently and dependably, she could have learned to value herself, to express her feelings, to assert her anger when people invaded her boundaries physically or emotionally. Had that been her fate, would she still be alive?
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The Little Girl Too Good to Be True

IT WOULD BE an understatement to say that the spring and summer of 1996 was a stressful time in Natalie’s life. In March her sixteen-year-old son was discharged from a six-month stay at a drug rehabilitation facility. He had used drugs and alcohol for the previous two years and was repeatedly expelled from school. “We were lucky we got him into the residential treatment program,” says the fifty-three-year-old former nurse. “He had only been home a short while when first my husband was diagnosed, and then me.” In July her husband, Bill, underwent surgery for a malignant bowel tumour. After the operation they were told the cancer had spread to his liver.

Natalie had suffered fatigue, dizziness and ringing in her ears from time to time, but her symptoms were of short duration and resolved without treatment. In the year before her diagnosis she had felt more tired than usual. A bout of vertigo in June led to a CT scan, with negative results. Two months later an MRI of Natalie’s brain showed the characteristic abnormalities associated with multiple sclerosis: focal areas of inflammation where myelin, the fatty tissue lining nerve cells, was damaged and scarred.

Multiple sclerosis (from the Greek, “to harden”) is the most common of the so-called demyelinating diseases that impair the functioning of cells in the central nervous system. Its symptoms depend on where the inflammation and scarring occur. The main areas attacked are usually the spinal cord, the brain stem and the optic nerve, which is the bundle of nerve fibres carrying visual information to the brain. If the site of damage is somewhere in the spinal cord, the symptoms will be numbness, pain or other unpleasant sensations in the limbs or trunk. There may also be involuntary tightening of the muscles or weakness. In the lower part of the brain, the loss of myelin can induce double vision or problems with speech or balance. Patients with optic neuritis—inflammation of the optic nerve—suffer temporary visual loss. Fatigue is a common symptom, a sense of overwhelming exhaustion far beyond ordinary tiredness.

Natalie’s dizziness continued through the fall and early winter while she nursed her husband through his convalescence from the bowel operation and a twelve-week course of chemotherapy. For a while afterwards Bill was able to resume his work as a real estate agent. Then in May 1997 a second operation was performed to excise the tumours in his liver.

“Following the resection, in which they removed 75 per cent of his liver, Bill developed a blood clot in his portal vein.fn1 He could have died from that,” says Natalie. “He became very confused and combative.” Bill died in 1999, but not before subjecting his wife to more emotional agony than she could have foreseen.

Researchers in Colorado looked at one hundred people with the type of MS called relapsing-remitting, in which flare-ups alternate with symptom-free periods. This is the type Natalie has. Patients burdened by qualitatively extreme stresses, such as major relationship difficulties or financial insecurity, were almost four times as likely to suffer exacerbations.1

“I was still having a lot of vertigo over Christmas of 1996, but after that I was almost 100 per cent,” Natalie reports. “Only my gait was a little off. And despite all the problems with Bill’s liver resection—I had to take him to the emergency ward four times between July and August—I was fine. It appeared Bill was turning around, and we were hopeful there would be no more complications. Then I had another exacerbation.” The flare-up came when Natalie thought she could relax a little, when her services were no longer urgently needed.

“My husband was the type of person who felt that he shouldn’t have to do anything he didn’t want to do. He was always like that. When he was sick, he just figured he was definitely not going to do anything. He would sit down on the sofa and snap his fingers—and when he snapped, you jumped. Even the kids were getting very impatient with him. Finally, in the fall, when he was better, I sent him out of town for a few days with some friends. I said, ‘He needs to get out.’”

“What did you need?” I ask.

“I was fed up. I said, ‘Take him away to play some golf for a few days,’ and this friend came and picked him up. And two hours later I knew I was having an exacerbation.”

What might she have learned from this experience? “Well,” Natalie says hesitantly, “that I need to know when to withdraw from my helping mode. But I just can’t; if somebody needs help, I have to do it.”

“Regardless of what’s happening for you?”

“Yes. Five years down the road, and I still have not learned that I have to pace myself. My body says no to me frequently, and I keep going. I don’t learn.”

Natalie’s body had many reasons to say no throughout her marriage. Bill was a heavy drinker and often embarrassed her. “When he would have a little too much to drink, he became ugly,” she says. “He would be argumentative, aggressive, lose his temper. We would be out at a party, and if something upset him, he would tear strips off people in public, for no reason. I would just turn around and walk away, and then he would be angry with me for not supporting him. I knew within forty-eight hours of being diagnosed with MS that Bill would not be there for me.”

Returning from his golfing vacation, Bill experienced some months of physical vigour. He engaged in a relationship with another woman, a friend of the family. “I thought, Look what I’ve done for you,” says Natalie. “I’ve jeopardized my own health. I was there for you all summer. You were at death’s door, and I sat for seventy-two hours in that hospital waiting to see if you were going to die or recover. I looked after you when you came home, and this is how I get paid back. I get kicked in the teeth.”

The idea that psychological stress increases the risk for multiple sclerosis is not new. The French neurologist Jean-Martin Charcot was first to give a full clinical description of multiple sclerosis. Patients, he reported in a lecture in 1868, connect “long continued grief or vexation” with the onset of symptoms. Five years later a British physician described a case also associated with stress: “Aetiologically it is important to mention another statement the poor creature made when giving a more confidential account to the nurse—that the cause of her disease was having caught her husband in bed with another woman.”2

For this book I interviewed nine people with MS, eight of them women. (About 60 per cent of those affected are women.) The emotional patterns illustrated in Natalie’s story are evident in each person, if not always as dramatically.

The evidence gathered from my interviews is consistent with the published research. “Many students of this disease have voiced the clinical impression that emotional stress may be somehow implicated in the genesis of MS,” a research article noted in 1970.3 Excessive emotional involvement with a parent, a lack of psychological independence, an overwhelming need for love and affection, and the inability to feel or express anger have long been identified by medical observers as possible factors in the natural development of the disease. A study in 1958 found that in nearly 90 per cent of cases, “before the onset of symptoms … patients experienced traumatic life events that had threatened their ‘security system.’”4

A study done in 1969 looked at the role of psychological processes in thirty-two patients from Israel and the United States. Eighty-five per cent of these MS patients experienced the emergence of symptoms that were subsequently diagnosed as multiple sclerosis in the wake of recent highly stressful events. The nature of the stressor varied considerably, from the death or illness of loved ones to a sudden threat of loss of livelihood or perhaps to a family event that caused permanent change in a person’s life and demanded a flexibility or adaptation beyond his ability to manage. Protracted marital conflict was one such source of stress, increased responsibility at work another. “The common characteristic …” write the authors of the study, “is the gradual realization of the inability to cope with a difficult situation … provoking feelings of inadequacy or failure.”5 These stresses held across different cultures.

Another study compared MS patients with a group of healthy “controls.” Severely threatening events were ten times more common, and marital conflict five times more frequent, in the MS group.6

Of the eight women with multiple sclerosis I spoke with, only one was still in her first long-term relationship; the others had separated or divorced. Four of the women had been abused physically or psychologically by their partners sometime before the onset of illness. In the remaining cases their partners had been emotionally distant and unavailable.

Lois, a journalist, was twenty-four when she was diagnosed with MS in 1974. A brief episode of double vision was followed some months later by pins-and-needles sensations in her legs. She had lived the previous two years in a small Native settlement in the Arctic with a man nine years her senior, an artist whom she now describes as mentally unstable. Later he was hospitalized for manic-depressive illness. “I idolized him,” she recalls. “He was very talented, and I felt I didn’t know anything. Maybe I was a little afraid of him.”

Lois found life in the Arctic extremely difficult. “For a sheltered West Coast girl, it was like moving to Timbuctoo. I saw a psychologist years afterwards, and he said, ‘You were lucky to get out of there alive.’ There was a lot of drinking, death and murder, isolation. There’s no road in there. I was physically afraid of my partner, of his judgment and his anger. It was a summer romance that should have lasted a few months, but it lasted a couple of years. I tried to hang on as hard as I could, but eventually he kicked me out.”

The living conditions were bad. “We had an outhouse, and in – 40 or – 50 degree weather, that’s awful. Then he conceded and got a honey bucket, as they called it, that I could pee into at night because women have to pee more than men, right?”

“That was a concession?” I inquire.

“Yes, right. We had to cart it away to dump it, and he didn’t want to do that. One night he chucked it out in the snow and told me to use the outhouse. I also had to carry the water—we had no running water. There was no option. If I wanted to stay with him, I had to put up with that.

“I remember saying the main thing I wanted from him was respect. I don’t know why, but that was the big thing for me. I wanted that so badly I was willing to put up with a lot.”

Lois says that a desperate need for approval had characterized her earlier life as well, especially her relationship with her mother. “I transferred to him my mother always being in control of my life … telling me what to wear and decorating my room and telling me what I should do from the beginning. I was the little girl too good to be true. It means that you subjugate your own wants or needs in order to get approval. I was always trying to be who my parents wanted me to be.”

Barbara, a psychotherapist—by reputation, a highly effective one—treats many people with chronic illness. She herself has multiple sclerosis. She strenuously objects to the suggestion that repression originating in her childhood experience has anything to do with the plaques of inflammation and scarring at the root of her MS symptoms.

Barbara’s multiple sclerosis presented eighteen years ago. The first symptoms erupted shortly after she invited a sociopathic man she had worked with at a correctional facility into her home for a two-week stay. “He had done a lot of therapy,” she says, “and the idea was to give him a fresh chance.” Instead, the client caused havoc and disruption in her home and her marriage. I ask Barbara if she does not see this invitation to a seriously troubled person as having represented a major boundary problem on her part.

“Well, yes and no. I thought it was fine, because it was a two-week deal. But I would never do it again, obviously. I’m so good on boundaries now that I have one client who calls me the boundary queen—and she is another therapist, so we joke about it. Unfortunately, I had to learn the hard way. Sometimes I think that my MS was a punishment for my foolishness.”

This reference to disease as punishment raises a key issue, since people with chronic illness are frequently accused, or may accuse themselves, of somehow deserving their misfortune. If the repression/stress perspective truly did imply that disease was punishment, I would agree with Barbara’s rejection of it. But a search for scientific understanding is incompatible with moralizing and judgment. To say that an ill-advised decision to invite a potentially harmful person into one’s home was a source of stress and played a role in the onset of illness is simply to point out a relationship between stress and disease. It is to discuss a possible consequence—not as punishment but as physiological reality.

Barbara insists she had nothing but a mutually loving and healthy relationship with her parents. “My mother and I were great together. We were always very close.”

“Boundaries are learned in our formative years,” I say. “So why did you have to learn boundaries later, the hard way?”

“I knew boundaries, but my mother did not. That’s what most of our fights were about—about her inability to recognize where she ended and I began.”

Barbara’s introduction of an unstable and dangerous man into her home would be defined in studies as a major stressor, but the chronic stress of poor boundaries that preceded it is not so easily identified. The blurring of psychological boundaries during childhood becomes a significant source of future physiological stress in the adult. There are ongoing negative effects on the body’s hormonal and immune systems, since people with indistinct personal boundaries live with stress; it is a permanent part of their daily experience to be encroached upon by others. However, that is a reality they have learned to exclude from direct awareness.

“The cause, or causes, of multiple sclerosis remain unknown,” notes a respected textbook of internal medicine.7 Most research refutes a contagious origin, although a virus may possibly be indicated. There are probably genetic influences, since a few racial groups do seem to be free of it—for example, the Inuit in North America and the Bantus of southern Africa. But genes do not explain who gets the disease or why. “While it is possible to inherit a genetic susceptibility to MS, it is not possible to inherit the disease,” writes the neurologist Louis J. Rosner, former head of the UCLA Multiple Sclerosis Clinic. “And even people who have all the necessary genes do not necessarily get MS. The disease, experts believe, must be triggered by environmental factors.”8

Complicating matters are MRI studies and autopsies that identify the characteristic signs of demyelination in the central nervous system of persons who never exhibited any overt signs or symptoms of the disease. Why is it that some people with these neuropathological findings escape the frank development of illness while others do not?

What could be the “environmental factors” alluded to by Dr. Rosner?

Dr. Rosner’s otherwise excellent primer on multiple sclerosis summarily dismisses exploration of emotional stress as contributing factor to the onset. Instead, he concludes that the disease is probably best explained by autoimmunity. “A person becomes allergic to his own tissue,” he explains, “and produces antibodies that attack healthy cells.” He ignores the abundant medical literature linking autoimmune processes themselves to stress and personality, a vital link to be explored more fully in later chapters.

A 1994 study done in the Department of Neurology at the University of Chicago Hospital looked at nervous system – immune system interactions and their potential role in multiple sclerosis.9 Rats were used to demonstrate that artificially induced autoimmune disease would worsen when the flight-or-fight response was blocked. Had it not been interfered with, the animals’ ability to respond normally to stress would have protected them.

The MS patients described in the stress literature, and all the ones I interviewed, have been placed in positions akin to that of the unfortunate laboratory animals in the Chicago study: they were exposed to acute and chronic stress by their childhood conditioning, and their ability to engage in the necessary flight-or-fight behaviour was impaired. The fundamental problem is not the external stress, such as the life events quoted in the studies, but an environmentally conditioned helplessness that permits neither of the normal responses of fight or flight. The resulting internal stress becomes repressed and therefore invisible. Eventually, having unmet needs or having to meet the needs of others is no longer experienced as stressful. It feels normal. One is disarmed.

Véronique is thirty-three; she was diagnosed with MS three years ago. “I had a major episode,” she relates, “which I didn’t know was an episode … pain in my feet, numbness and tingling going all the way up to about the upper chest and then back down, over about three days. I thought it was cool—I was poking myself and couldn’t feel anything! I didn’t say anything to anybody.” A friend finally convinced her to seek medical help.

“You had numbness and pain from your feet to your upper chest and you didn’t tell anybody? Why is that?”

“I didn’t think it was worth telling anybody. And if I told somebody like my parents, they would be upset.”

“But if someone else had numbness and pain from the feet up to the mid-chest, would you ignore it?”

“No, I would rush him to the doctor.”

“Why were you treating yourself worse than you would another person? Any idea?”

“No.”

Most instructive is Véronique’s response to the question about any possibly stressful experiences prior to the onset of her multiple sclerosis. “Not necessarily bad things,” she says.

“I’m an adopted child. Finally, after fifteen years of pressure from my adoptive mom, I looked up my biological family, which I didn’t want to do. But it’s always easier to give in to my mom’s demands than argue about it—always!

“I found them and met them, and my very first impression was, Ugh, we can’t possibly be related. It was stressful for me to find out about my family history because I didn’t need to know that I was possibly a child of incestuous rape. That’s how it appears; nobody’s telling the whole story, and my biological mother won’t say anything.

“Also at that time I was unemployed, waiting for EI, on welfare. And I’d kicked out my boyfriend a few months before this, because he was an alcoholic and I couldn’t handle that any more either. It wasn’t worth my sanity.”

Such are the stresses this young woman describes as not necessarily bad: ongoing pressure from her adoptive mother, who ignored Véronique’s own wishes, to find and reunite with her dysfunctional biological family; discovering that her conception may have been the result of incestuous rape (by a cousin; Véronique’s biological mother was sixteen at the time); financial destitution; her break with an alcoholic boyfriend.

Véronique identifies with her adoptive father. “He’s my hero,” she says. “He was always there for me.”

“So why didn’t you go to him for help when you felt pressured by your mother?”

“I could never get him alone. I always had to go through her to get to him.”

“And what did your father do with all this?”

“He just stood by. But I could tell he didn’t like it.”

“I’m glad you feel close to your dad. But you may wish to find yourself a new hero—one who can model some self-assertion. In order to heal, you may wish to become your own hero.”

The gifted British cellist Jacqueline du Pré died in 1987, at the age of forty-two, from complications of multiple sclerosis. When her sister, Hilary, wondered later whether stress might have brought on Jackie’s illness, the neurologists firmly assured her that stress was not implicated.

Orthodox medical opinion has shifted very little since then. “Stress does not cause multiple sclerosis,” a pamphlet recently issued by the University of Toronto’s MS clinic advised patients, “although people with MS are well advised to avoid stress.” The statement is misleading. Of course stress does not cause multiple sclerosis—no single factor does. The emergence of MS no doubt depends on a number of interacting influences. But is it true to say that stress does not make a major contribution to the onset of this disease? Research studies and the lives of the persons we have looked at strongly suggest that it does. Such also is the evidence of the life Jacqueline du Pré, whose illness and death are a virtual textbook illustration of the devastating effects of the stress brought on by emotional repression.

People often wept at du Pre’s concerts. Her communication with audiences, someone remarked, “was quite breathtaking and left everyone spellbound.” Her playing was passionate, sometimes unbearably intense. She blazed a direct path to the emotions. Unlike her private persona, her stage presence was completely uninhibited: hair flying, body swaying, it was more typical of rock ’n’ roll flamboyance than of classical restraint. “She appeared to be a sweet, demure milkmaid,” an observer recalled, “but with cello in hands she was like one possessed.”10

To this day some of du Pré’s recorded performances, notably of the Elgar cello concerto, are unsurpassed—and are likely to remain so. This concerto was the eminent composer’s last major work, created in a mood of despondency in the wake of the First World War. “Everything good and nice and clean and fresh and sweet is far away, never to return,” Edward Elgar wrote in 1917. He was in his seventh decade, in the twilight of his years. “Jackie’s ability to portray the emotions of a man in the autumn of his life was one of her extraordinary and inexplicable capacities,” writes her sister, Hilary du Pré, in her book, A Genius in the Family.11

Extraordinary, yes. Inexplicable? Perhaps not. Although she was unaware of it, by the time she was twenty, Jacqueline du Pré was also in the autumn of her life. The illness that was soon to end her musical career was only a few years away. Regret, loss and resignation had all been too abundantly a part of her unspoken emotional experience. She understood Elgar because she had partaken of the same suffering. His portrait always disturbed her. “He had a miserable life, Hil,” she told her sibling, “and he was ill, yet through it all he had a radiant soul, and that’s what I feel in his music.”

She was describing herself, from her earliest beginnings. Jackie’s mother, Iris, suffered the death of her own father while she was still in the maternity hospital with Jackie. From then on, Jackie’s relationship with her mother became one of symbiotic dependence from which neither party could free herself. The child was neither allowed to be a child nor permitted to grow up to be an adult.

Jackie was a sensitive child, quiet and shy, sometimes mischievous. She was said to have been placid, except when playing the cello. A music teacher recalls her at age six as having been “terribly polite and nicely brought up.” She presented a pleasant and compliant face to the world. The secretary at the girls’ school Jackie attended remembers her as a happy and cheerful child. A high-school classmate recalls her as a “friendly, jolly girl who fitted in well.”

Jackie’s inner reality was quite different. Hilary recounts that her sister burst into tears one day: “No one likes me at school. It’s horrible. They all tease me.” In an interview Jacqueline portrayed herself as “one of those children other children can’t stand. They used to form gangs and chant horrid things.” She was an awkward youngster, socially gauche, with no academic interests and little to say. According to her sister, Jackie always had difficulty expressing herself in words. “Observant friends noted an incipient strain of melancholy underneath Jackie’s sunny exterior,” writes her biographer, Elizabeth Wilson, in Jacqueline du Pré.12

All her life, until her illness, Jackie would hide her feelings from her mother. Hilary recalls a chilling childhood memory of Jacqueline’s intense expression and secretive whisper, “Hil, don’t tell Mum but … when I grow up, I won’t be able to walk or move.” How are we to understand that horrific self-prophecy? Either as something uncanny or as the projection of exactly how, in her unconscious depths, the child Jackie already felt: incapable of moving independently, fettered, her vital self paralyzed. And “don’t tell Mum”? The resignation of someone already aware of the futility of trying to convey her pain, fear and anxiety—her shadow side—to a parent unable to receive such communication. Much later, when multiple sclerosis struck, all Jackie’s lifelong resentment toward her mother erupted in bursts of uncontrolled, profane rage. The docile child became a profoundly hostile adult.

As much as Jacqueline du Pré loved and craved the cello, something in her resisted the role of cello virtuoso. This virtuoso persona pre-empted her true self. It also became her only mode of emotional communication and her only way of keeping her mother’s attention. Multiple sclerosis was to be her means of casting off this role—her body’s way of saying no.

Jacqueline herself was incapable of refusing the world’s expectations directly. At the age of eighteen, already in the public eye, she was wistfully envious of another young cellist who was then experiencing a crisis. “That girl is lucky,” she told a friend. “She could give up music if she wanted to. But I could never give it up because too many people have spent too much money on me.” The cello enabled her to soar to unimaginable heights and it shackled her. Terrified as she was of the toll a musical career would take on her, she succumbed to the impositions of her talent and her family’s needs.

Hilary speaks of Jackie’s “cello voice.” Because Jackie’s direct means of emotional expression had been stifled early on, the cello became her voice. She poured all her intensity, pain, resignation—all her rage—into her music. As one of her cello teachers astutely observed when Jackie was an adolescent, she was forcing the instrument to express her internal aggression through her playing. When engaged in music, she was fully animated by emotions that were diluted or absent everywhere else in her life. This is why she was so was riveting to watch and so often painful to listen to—“almost scary” in the words of the Russian cellist Misha Maisky.

Twenty years after her childhood debut, now ill with MS, Jackie told a friend what she had felt on first finding herself on stage. “It was as if until that moment she had in front of her a brick wall which blocked her communication with the outside world. But the moment Jackie started to play for an audience, that brick wall vanished and she felt able to speak at last. It was a sensation that never left her when she performed.” As an adult she was to write in her diary that she had never known how to speak in words, only through music.

Her relationship with her husband, Daniel Barenboim, dominated the last phase of Jacqueline du Pré’s life before multiple sclerosis ended her cello playing. A charming, cultured and cosmopolitan Argentine Jew who had grown up in Israel, Barenboim by his early twenties was a supernova in the international musical galaxy. He was a sought-after concert pianist and chamber musician and was also making a name for himself as a conductor. When du Pré and Barenboim met, the musical communication between them was spontaneously electric, passionate, even mystical. A love affair and marriage were inevitable. It seemed a fairy-tale romance; they became the glamour couple of the classical music world.

Unfortunately, Jackie could no more be her true self in her marriage than in her family of origin. People who knew her well soon noticed that she spoke with a curious, “indefinable” mid-Atlantic accent. This unconscious adoption of her husband’s mode of speaking signalled the merging of her identity with that of another, more dominant personality. Hilary writes that once more Jackie was fitting herself to someone else’s needs and expectations: “The wide-open spaces of her personality had little chance for expression except through their music-making. She had to be the Jackie the circumstances demanded.”

When her yet-undiagnosed progressive neurological disease began to cause serious symptoms like weakness and falling, she followed a lifelong pattern of silence. Rather than alarm her husband, she hid her problems, pretending that other causes had slowed her down.

“Well, I can only say that it doesn’t feel like stress,” Jackie said one time, early in her marriage, when Hilary asked how she coped with the strain of both a personal and professional relationship with her husband. “I find myself a very happy person. I love my music and I love my husband and there seems to be ample time for both.” A short while later she fled husband and career. She came to believe that her husband stood between her and her true self. She briefly left the marriage, acting out her unhappiness through a sexual affair with her brother-in-law—a further example of her uncertain boundaries. Deeply depressed, for a while she wanted nothing to do with the cello. Soon after she returned to both marriage and music, she was diagnosed with MS.

Jacqueline du Pré’s cello voice remained her only voice. Hilary called it her sister’s salvation. It was not. It worked for audiences, but it did not work for her. People loved her impassioned music making, but no one who mattered ever truly listened. Audiences wept and critics sang her praises, but no one heard her. Tragically, she, too, was deaf to her true self. Artistic expression by itself is only a form of acting out emotions, not a way of working them through.

After her sister’s death, Hilary listened to a 1973 BBC tape of the Elgar concerto, with Zubin Mehta conducting. It had been Jackie’s final public performance in Britain. “A few moments of tuning, a short pause, and she began. I suddenly jumped. She was slowing the tempo down. A few more bars and it became vividly clear. I knew exactly what was happening. Jackie, as always, was speaking through her cello. I could hear what she was saying.… I could almost see tears on her face. She was saying goodbye to herself, playing her own requiem.”
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Stress and Emotional Competence

A PERENNIAL GIVE-AND-TAKE has been going on between living matter and its inanimate surroundings, between one living being and another, ever since the dawn of life in the prehistoric oceans,” wrote Hans Selye in The Stress of Life.1 Interactions with other human beings—in particular, emotional interactions—affect our biological functioning in myriad and subtle ways almost every moment of our lives. They are important determinants of health, as we will see throughout this book. Understanding the intricate balance of relationships among our psychological dynamics, our emotional environment and our physiology is crucial to well-being. “This may seem odd,” wrote Selye. “You may feel that there is no conceivable relationship between the behaviour of our cells, for instance in inflammation, and our conduct in everyday life. I do not agree.”2

Despite the intervening six decades of scientific inquiry since Selye’s groundbreaking work, the physiological impact of the emotions is still far from fully appreciated. The medical approach to health and illness continues to suppose that body and mind are separable from each other and from the milieu in which they exist. Compounding that mistake is a definition of stress that is narrow and simplistic.

Medical thinking usually sees stress as highly disturbing but isolated events such as, for example, sudden unemployment, a marriage breakup or the death of a loved one. These major events are potent sources of stress for many, but there are chronic daily stresses in people’s lives that are more insidious and more harmful in their long-term biological consequences. Internally generated stresses take their toll without in any way seeming out of the ordinary.

For those habituated to high levels of internal stress since early childhood, it is the absence of stress that creates unease, evoking boredom and a sense of meaninglessness. People may become addicted to their own stress hormones, adrenaline and cortisol, Hans Selye observed. To such persons stress feels desirable, while the absence of it feels like something to be avoided.

When people describe themselves as being stressed, they usually mean the nervous agitation they experience under excessive demands—most commonly in the areas of work, family, relationships, finances or health. But sensations of nervous tension do not define stress—nor, strictly speaking, are they always perceived when people are stressed. Stress, as we will define it, is not a matter of subjective feeling. It is a measurable set of objective physiological events in the body, involving the brain, the hormonal apparatus, the immune system and many other organs. Both animals and people can experience stress with no awareness of its presence.

“Stress is not simply nervous tension,” Selye pointed out. “Stress reactions do occur in lower animals, and even in plants, that have no nervous systems.… Indeed, stress can be produced under deep anaesthesia in patients who are unconscious, and even in cell cultures grown outside the body.”3 Similarly, stress effects can be highly active in persons who are fully awake, but who are in the grip of unconscious emotions or cut off from their body responses. The physiology of stress may be triggered without observable effects on behaviour and without subjective awareness, as has been shown in animal experiments and in human studies.

What, then, is stress? Selye—who coined the word in its present usage and who described with mock pride how der stress, le stress and lo stress entered the German, French and Italian languages respectively—conceived of stress as a biological process, a wide-ranging set of events in the body, irrespective of cause or of subjective awareness. Stress consists of the internal alterations—visible or not—that occur when the organism perceives a threat to its existence or well-being. While nervous tension may be a component of stress, one can be stressed without feeling tension. On the other hand, it is possible to feel tension without activating the physiological mechanisms of stress.

In searching for a word to capture the meaning of the physical changes he observed in his experiments, Selye “stumbled upon the term stress, which had long been used in common English, and particularly in engineering, to denote the effects of a force acting against a resistance.” He gives the example of changes induced in a stretched rubber band or in a steel spring under pressure. These changes may be noted with the naked eye or may be evident only on microscopic examination.

Selye’s analogies illustrate an important point: excessive stress occurs when the demands made on an organism exceed that organism’s reasonable
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‘A healer to be cherished’

NAOMI KLEIN
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