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Preface to the
Second Edition

It is gratifying that The Healing Journey has done well enough to jus-
tify a second edition, and I thank the publishers at Key Porter for
this opportunity. Many people, both cancer patients and health
professionals, have written or called to say that the book has helped
them, and I am delighted to have been a vehicle for this assistance.
This second edition comes at a time when the spate of books on
ways to help oneself, particularly against cancer, has become a
flood, filling many rows of shelves in any large bookstore. The In-
ternet, too, is now an extensive source of information (sometimes
mis-information!) on this topic. On the whole, this trend is good, I
think, since it demonstrates people’s growing interest in using their
own resources to maintain health, in addition to medical treat-
ment. We need to be on guard, however, against the characteristics
of floods: while they have great power, they pour heedlessly ahead
over obstacles, without discriminating between what is worth pre-
serving and what deserves to be swept away. So it is with popular ac-
counts of mind-body healing. The more popular they are, the more
reservations we may need to have about what they claim, since
books become best sellers by telling people what they want to hear,
and we all would like to believe that the power of the mind and
spirit to heal is simply accessible and instantly potent. The reality
is, of course, much more complex. The Healing Journey is unlikely to
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Preface to the Second Edition | xi

join the stacks at the entrance to bookstores, since it is an attempt,
based on evidence and documented clinical experience, to provide
a balanced account of what it is possible for the motivated patient to
do to help herself or himself against cancer, and the kinds of effort
this requires. This is, in brief, much more than biomedicine cur-
rently believes, but less than many of the more messianic accounts
imply. Wonderful healing transformations are possible for at least
some individuals, but they require great effort and dedication.

In the scientific arena, “Psycho-oncology,” meaning the study
of the relationship between mind and cancer, has become an ac-
cepted specialty, as a branch of the larger field known as Health
Psychology or Behavioural Medicine. Things move slowly in this
kind of research, much to the exasperation of many people bat-
tling cancer. For example, it can take five years or more to test the
impact of a psychological therapy on the quality or length of life
of people with cancer. And such research is difficult and under-
funded—most researchers opt for easier projects, like surveying
the attitudes of cancer patients towards their disease or aspects of
their health care. However, progress has been made since 1992. In
this new edition I will describe (in Chapter 5) some of the recent
research on whether group psychological therapy can prolong aver-
age survival for people with metastatic cancer, as well as our own
studies on the kinds of attitudes and behaviours that correlate with
living longer.

My own life since the first edition? I feel profoundly grateful to
be still alive and well, after some sixty years of life, when it could
have ended, because of cancer, in my late forties. It seems clearer
than ever to me that the main purpose of one’s life is to try to un-
derstand who and what we are (this includes a wide range of both
personal and professional endeavours in many fields), and then to
use this understanding to help others. For me, the personal work
is improving self-understanding through psychological reflection
and through spiritual practices and reading; the professional work
is devising ever more comprehensive courses for motivated patients,
and attempting to document, through close observation of what
these people say and do, just what kinds of change prolong life. As
this understanding improves, it is a privilege to have the chance to
pass it on to interested readers.



Preface to the
First Edition

Toronto, November 1999
A diagnosis of cancer is one of the greatest challenges any of us
will ever have to face. It comes to about a million people each year
in the United States and Canada. More than a quarter of us in
Western countries will be confronted with it at some time in our
lives. The unwelcome news provokes shock, disbelief, fear and
often anger and depression. Immediately, we want to know: “Why
did this happen to me? What can modern medicine do to elimi-
nate this threat to my life?” If the disease has been found at an
“early” stage—that is, before it has obviously spread to sites away
from its primary location (metastasized)—a tumour can often be
removed with a reasonable chance that it will not return and addi-
tional tumours will not appear. In about half of all cases, however,
medical treatment does not “cure,” and the person eventually dies
of the disease.

Most people who are diagnosed as having cancer sensibly view
medical treatment as their first line of defence. However, more
and more people are asking whether there are steps they can take
to help themselves, both to cope better with the great stress a life-
threatening illness causes and to make long-term survival, and

xii
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perhaps cure, more probable. This question has generated strong
opinions both for and against. On the “conservative” side, the sci-
ence of biomedicine sees cancer as a collection of aberrant cells
that can be removed or killed only by some external treatment. On
what might be called the “radical” or “New Age” side, a confusing
array of popular books and articles exists, many of them claiming
that cancer can be overcome with simple “alternative” procedures,
such as special diets or psychological tricks. Not surprisingly, the
two sides in this debate do not communicate well with each other.
The person with cancer is unfortunately caught in the middle, want-
ing desperately to get well, wondering if medical treatment will be
enough, and not knowing which, if any, to believe among the vari-
ous claims made about alternative, self-help types of treatment.

This book is intended to provide a reasoned account of what we
can do to help ourselves against cancer, a middle way between the
extreme conservatism of modern Western medicine and the un-
founded radicalism of a lot of New Age thinking. I am a scientist,
which may put some readers on the defensive, while reassuring
others. However, I have worked therapeutically with hundreds of
cancer patients, and have had cancer myself; I try to take an open-
-minded attitude to unconventional methods of health care, and
have personally used many of them. The Healing Journey is my at-
tempt to help you make rational decisions about responsible and
effective self-help against cancer.

\Xho is this book for?

I had two main groups of people in mind while writing this book.
The first were cancer patients and their families. In particular, the
book is aimed at the thoughtful patient, the person who wants to
consider the evidence and make his or her own decisions about
what can usefully be done to aid in the struggle to stay well. It will
not appeal to someone who simply wants to adopt a scheme of self-
treatment that is advocated strongly but not supported by any proof
or rationale for its effectiveness; there is, unfortunately, a great
deal of this sort of advice on the market. The book should also help
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family members and friends of patients who want to be informed
about possible additional modes of care for their loved ones.

The second main group for whom this book is written includes
the many physicians, psychologists, social workers, nurses, pastoral
care counsellors, members of other helping professions and layper-
sons who are interested in trying to help people with cancer or
other chronic diseases. For those members of this group who are
sceptical about nonmedical interventions, I hope this book demon-
strates that many of the things patients can do to help themselves
make good sense. For those who are already persuaded of this, I
hope it provides a touchstone against which to evaluate your own
ideas.

Will this book be useful to people with problems other than
cancer? I think so, although my own clinical experience is largely
with cancer patients and their families. Rational self-help is mainly
about strengthening the body’s defences against disorder by pro-
moting a balance between all parts of oneself and the environment.
These principles apply to all of us, whether or not we have a “dis-
ease”; indeed, most of us could improve this balance, and enjoy bet-
ter health than we usually do.

\X’hat potential do we have to help ourselves?

Most people have a great deal of potential to help themselves. We
see this ability at work in such activities as establishing a home,
training for a career and managing personal finances. Yet the idea
that we can do anything significant when faced with serious disease,
except take medical treatment, is largely viewed as unconventional
in Western society. Many have the will to help themselves, even the
conviction that it is possible to do so, but are unsure what to do
about it, beyond adopting a few obvious healthy behaviours. This
book is written for such individuals; it attempts to provide a ration-
ale for organising efforts at self-help.

What can we reasonably expect from self-help? First, we can ex-
pect to improve the quality of our lives. For most cancer patients,
most of the time, the worst pain is not physical, but emotional: fear
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of degeneration and death, of leaving loved ones, of plans and
hopes not being fulfilled. Such techniques as deep relaxation, men-
tal imaging and meditation, along with the sense of control that
comes from learning them, can lift depression and anxiety and cre-
ate a new sense of meaning in life, however long or short that life
may be. Second, there is growing evidence, which we will discuss
later, that mental self-help may favourably affect the progress of
disease. Scientific data now exist showing that psychological sup-
port or therapy may prolong the survival of people with advanced
cancer, and it is reasonable to suggest that mental change may ren-
der recurrence of the disease less likely in people whose primary
tumours have been removed. Even advanced cancers will occasion-
ally (very rarely) disappear in the absence of any significant med-
ical treatment, a phenomenon known as “spontaneous” remission.
It must be acknowledged at the outset, however, that there are lim-
its to what we can do, and that our knowledge about how to mobi-
lise our internal resources is still rudimentary. Nevertheless, a great
deal of useful information is already available.

\X/hat does this book cover?

I should say at the outset what this book is not. First, it is not a col-
lection of stories about people who have had remarkable recoveries
from advanced disease. I have known such people, and understand
that reading about them can be very reassuring, but will leave the
reader to consult the numerous accounts in the popular literature
(some of the better ones are listed in “Further Reading”). Second,
it is not primarily intended as a workbook. (A practical guide, Help-
ing Yourself, has been published as a workbook and two audiotapes
by the Canadian Cancer Society; it can be obtained from them.)
The task this book undertakes is to survey the field of self-help ap-
proaches, and help you plan your own “healing journey.” Once you
have a plan, you will be able to tap your community’s resources, in-
cluding other books, in a more efficient way.

My main aim here has been to cover a wide range of approaches
to healing, from the very concrete methods of modern medicine
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to the exciting, although still largely unproven idea that our minds
may influence cancer, and on to some of the difficult but impor-
tant existential questions: “Is there some meaning to my disease,
and to my life? Is there something more to me than just body and
mind, and, if so, how can I become connected to this spiritual di-
mension?” Most books on helping ourselves against cancer focus
on one part of this spectrum, usually either the medical or the psy-
chological approaches. The attempt here has been to survey the
whole field, and to do it from a rational perspective, in a spirit of
enquiry, rather than by dogmatic assertion. The spiritual dimen-
sion, in particular, is usually avoided or dealt with in a cursory fash-
ion in books about self-help, and in counselling generally, but it is
my experience that it is immensely important to many people with
life-threatening diseases, and that useful insights can be reached in
an open-minded, nondogmatic way.

\X’hat sources of knowledge will we draw on?

If you are thinking of embarking on a journey, it may help to know
something about your guide’s credentials and sources of informa-
tion. I draw on three main kinds of experience in this book: my
scientific training and reading of the scientific literature, clinical
practice and my own struggles with cancer and with techniques for
personal understanding and growth.

My original training was in veterinary medicine and general bi-
ology, after which I took a PhD in cell biology and did research
for nearly twenty years in immunology at various institutions, most
recently at the Ontario Cancer Institute, Canada’s largest cancer
treatment and research facility. From about 1980 my work changed,
while I was doing a second doctorate in clinical psychology, to the
investigation of the beneficial effects of counselling and coping-
skills training for cancer patients. My main professional interest
in recent years has been understanding how the mind may affect
the body and influence health. This background as an investiga-
tor has taught me that, although science can be very conservative
at times, the habits of critical thought and experiment provide a
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much-needed safeguard against the tendency we all have to believe
what we want to believe, whether or not it is supported by evidence.

The second area we will be drawing on is my clinical experience
working with cancer patients, together with the published experi-
ence of many other people. Since 1982, I have developed and di-
rected a series of courses at the Ontario Cancer Institute called
the Cancer Coping Skills Training Program, offering support to
groups of cancer patients and their families, and teaching specific
methods of coping with and opposing the disease. There are now
about fifteen of us—psychologists, social workers and other coun-
sellors—conducting the program, which has become one of the
largest of its kind in North America. The beneficial effects of the
program on the quality of life of hundreds of patients have been
extensively documented, and we are currently beginning to test the
effect of support and self-help training on lifespan.

The third source of information behind this book is more per-
sonal knowledge. I have explored many ways of trying to under-
stand myself, the most important being long-term psychoanalytic
psychotherapy and the practice of integral yoga. I find that grap-
pling with my own problems and reasons for existence—an onging
process—helps very much in understanding and empathising with
others; in fact, it is an essential prerequisite for this work. A few
years ago I was diagnosed as having bowel cancer, and I responded
by greatly increasing the intensity of my own search for “connected-
ness” with all aspects of my being—physical, psychological, social
and spiritual. However, I do not claim to be a “miraculous survivor”;
the surgery and chemotherapy I received could account for my cur-
rent good health, although the practice of self-help techniques was
of enormous value in coping with the disease, and it may well have
improved my chances of survival.

The sum of this experience provides the foundation for this
book. Since it is intended for the layperson, explanations will be
nontechnical and as simple as I can make them. I have elected not
to interrupt the text with a lot of references; thus it is not a scholarly
work. However, some major sources are acknowledged, and a list of
additional reading is provided. You will find that it also differs from
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most popular books in that I take care to acknowledge the origin of
information behind statements made; I cite the scientific evidence
and the consensus of clinical opinion, where these exist, and alert
the reader when I venture into areas of private experience.

\Xhat will we conclude?

At the end of this guidebook to “the healing journey,” we will find
that, if a person is willing to make an effort to try new patterns of
behaviour and thought, then the experience of having cancer or
other chronic disease may become very different from our usual
conception of it as unmitigated disaster. At the very least, qual-
ity of life—that is, mood, sense of hope and control, and interac-
tions with other people—can, in most cases, be greatly improved. It
increasingly seems probable, although research evidence is not con-
clusive as yet, that life can be longer as well as better. The most fa-
vourable outcome of adopting a self-help approach to illness is that
the experience of disease itself comes to have meaning, to be part
of a continuum of meaningful events in life; by studying and strug-
gling with illness the individual learns and evolves. This view may
seem absurd to the newly diagnosed patient who just wants some-
one or something to take away his or her disease; however, many of
our patients have reached this level of understanding. At the end
of the book, the reader will see that what we have done is simply to
rediscover ancient wisdom—the doctrine of harmony and whole-
ness—and to cast it in modern terms. It is a wisdom that has been
almost forgotten in our materialistic and technological world.
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Part One

The Onset
of Cancer



“IT'S CANCER!
What Do |
Do Now?’

In this brief chapter we will describe some of the feelings and reac-
tions people often have to a diagnosis of cancer; you may have ex-
perienced many of them yourself. I then outline the path we will
follow in considering how you can help yourself.

Reactions to the diagnosis

Typically, the first reaction to a diagnosis of cancer is shock, incre-
dulity: “This can’t be happening to me. Cancer is something other
people get!” The shock may induce an emotional numbness, which
protects us for a while from the full impact of what the diagnosis
means. The fact that the person communicating the bad news, usu-
ally a doctor, may be quite matter-of-fact about it, having had to
play this role fairly often, contributes to our sense of the unreal-
ity of the situation. However, within a space of time that varies, ac-
cording to the person, from a few seconds to several days or more,
the true nature of the situation “strikes home”—for once, the trite
phrase is accurate; it can really feel like being struck at our very
core. Then we may experience great fear, even terror. We may be
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overwhelmed with sadness or depression; we may be angry, and
understandably so, since our plans for life have been grossly inter-
fered with. Or there may be other, unexpected reactions; some peo-
ple report feeling relief—*“Thank goodness! Now I can get out of
this marriage/job/life situation.” We may shun thoughts like these
because we are “not supposed” to think this way.

As the mind begins to absorb the blow, it looks for ways to relieve
the emotional pain. We want desperately to minimise the threat to
life posed by the diagnosis; thus, many people with, say, a primary
cancer of the breast cling to the belief that surgery will remove all
risk, ignoring the possibility of recurrence. We label this kind of
mental defence “denial,” meaning that the reality of a situation is
not acknowledged. Sometimes denial takes irrational forms: some
people convince themselves that their X-rays have been mixed up
with someone else’s, or that other test results are somehow invalid.
Anger can be a way of venting some of the strong emotion, and it is
common for patients to be unreasonably angry at health care per-
sonnel, who may unwittingly provide a focus for this pent-up feeling.

As the days pass, extreme sadness mixed with apprehension com-
monly sets in. Where once we saw ourselves as healthy, we suddenly
seem vulnerable and ill, and we may withdraw from normal social
or sexual activity. We wonder what is going to happen to us: will
we die, be taken away from our loved ones, perhaps suffer great
pain? Some people quickly mobilise a fighting spirit: “No little can-
cer cells are going to get me!” Others are more pessimistic. For me,
after the fear, the worst thoughts were imagining my family having
to manage without me. Chronic anxiety and depression often de-
velop. It may seem that nothing is worthwhile any more, that we are
diminished, worthless, no longer fully human.

Reactions of family members

The people close to someone diagnosed as having cancer will typi-
cally experience a range of strong emotions also. There is usually
shock and dismay, mixed with sympathy for the affected person.
Family and friends may feel helpless, even bewildered, at what is
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happening, and may withdraw emotionally from the patient be-
cause they don’t know what to say, or because it is too painful to
contemplate losing a loved one. Other emotions that are com-
mon although not usually disclosed are anger, because one’s plans
are disrupted, or guilt from feeling that somehow one may have
contributed to the situation, or because it seems impossible to do
enough to help, or even for being well while a loved one is sick.

\What should | do with these reactions?

First, it is essential to realise that whatever you feel and think is
legitimate. There are reasons for how we respond to life crises, rea-
sons rooted in our past. Second, it is important to be aware that we
all tend, to varying extents, to repress these feelings, that is, to avoid
experiencing them, because they are so uncomfortable. It is vital
that we acknowledge to ourselves what we really feel—if we feel like
crying, to cry; if we want to roar with rage, to do so, at an appro-
priate time. If the emotions are denied rather than acknowledged,
they don’t go away, but may manifest as chronic anxiety or depres-
sion, or as discomfort when we interact with others. However, if the
fear is very great it is wise to let it into our awareness a little bit at a
time, or it may seem overwhelming.

The next step is to share with others what we are feeling. In our
counselling groups, we see all the time the great value of honest
sharing between people with cancer; this kind of discussion can
feel like letting a load drop from one’s shoulders as the tension and
pressure dissolve, at least for a time. Talking to a skilled counsellor
can also be extremely valuable; doing so is not a sign of weakness,
as some seem to assume, but is a sensible, self-caring tactic. We may
be inhibited from expressing our pain by a sense that we have to
protect others from it; this is misguided self-sacrifice, and in fact,
family members will usually appreciate being taken into your con-
fidence. Similarly, don’t allow others to constantly smooth over or
minimise what’s going on—“You're going to be all right; they have
drugs that can cure you” or “You look great; we’ll beat this thing.”
There are times when such assurance is helpful, but if we feel really
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hopeless, we need others to respect that feeling and not to alleviate
their own anxiety at our expense.

Some spouses, particularly husbands, will withdraw emotionally
from an affected partner; you, the patient, may have to tell them
that you need support and genuine communication. When our
lives are threatened, we need to know we are still loved, that we still
matter and won’t be abandoned. More distantly related family and
friends will have their own coping styles, and, again, you will have
to decide which individuals you find it helpful to talk honestly to
and which ones to avoid when you are feeling low. A man in one
of our groups is very forthright about this; he has told friends and
family that he doesn’t want to discuss his cancer with them until
they are able to be clear what they themselves really feel about it.
Colleagues at work may avoid the subject and distance themselves
from you. Unfortunately, the person with cancer has to do a lot of
educating of others if he or she wants the best support.

Ultimately, most people with cancer settle into a mental state in
which they try not to think about it too much, although there are
still bad times, particularly at night. This is sometimes called “get-
ting on with your life,” and, of course, there is a lot of appeal to it:
nobody wants to worry all the time. It is the culturally sanctioned
norm, the kind of adjustment that professionals generally regard as
the best possible for their patients. But we must realise that, if we
have a life-threatening disease, that fact is a very important part of
our life. By denying the reality of such a threat, we are staying in
a passive mode, failing to respond in a fully human way, which is
something most of us would not advocate in the face of any other
kind of threat to life or well-being. Our challenge will be to find a
way of adjusting to cancer that, without making us anxious, helps
us to cope with and even master the threat.

How do | decide on a course of action?

This book takes you through a range of possible ways of respond-
ing to cancer. Its first task will be to explain what cancer is and how
the body tries to control it (Chapter 2). This subject is unavoidably
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somewhat technical, since it involves scientific work in biology, al-
though I have tried to write it for the nonspecialist. I then outline
Western medicine’s approach to cancer, in Chapter g. It would be
foolish not to think first of medicine in our treatment plan; mod-
ern diagnostic techniques are very sophisticated and can usually
tell us what we are up against. Treatment is sometimes effective,
sometimes not, as I will discuss. Then, in Chapter 4, we look at al-
ternative or unorthodox remedies, a route many people want to ex-
plore. Here I have tried not to make judgements but to supply the
tools to do your own critical appraisal of these methods.

Colleagues who read this book in manuscript told me that Chap-
ters 2, g and 4 would be rather difficult, and often depressing, for
most lay readers. I have revised them, but the concepts and ap-
proaches are those of modern science and medicine and will inevi-
tably seem to many readers rather dry and impersonal compared
with the later chapters of the book. Where these chapters are de-
pressing, it is because the facts about cancer and its treatment are
often so. However, these sections form a kind of biomedical foun-
dation on which we can build; readers whose interests are primarily
in the mental and intuitive domain can skip directly to Chapter f
or 6.

The main body of the book is about “healing from within,” or
making changes in our mental attitudes and behaviours that may
promote healing. Chapter 5 summarises the scientific evidence for
an influence of mind on cancer. In this edition I have added a dis-
cussion of new results from the last few years. In Chapter 6, we de-
velop a theory to explain how and why our minds affect healing,
a possibility that has been largely neglected by modern medicine.
Then, in Chapters 7 to 10, we will look at the practical strategies
that we can learn to use to assist our healing. This part of the book
you will probably find much more “up-beat” or positive in tone, al-
though as a scientist I have to point out that we are relying here on
a different kind of evidence: not scientific experiments, but the ac-
cumulated experience of many people, including some cancer pa-
tients, who have devoted their energies to self-understanding and
healing.
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We will end on a very positive note, with an idea that I alluded

to in the Preface, that cancer, like everything else in our lives, has
meaning. Some readers will already understand this; to others it
may seem absurd, even offensive. I can only say that this is what the
healing journey is ultimately about—discovering that life, and eve-
rything that happens within it, has meaning in a larger context. If
you are willing to be open to this possibility and to undertake the
journey, you can experience its truth for yourself.
Before examining in detail how we can help ourselves, we need
to have some background about what cancer is and how our bod-
ies react against it. This chapter will provide some basic facts on
the biology of the disease and its incidence and medical classifica-
tion, and will outline what is known about the body’s defence
mechanisms.



The Biology of
Cancer

\Xhat is cancer?

Cancer is a group of more than one hundred diseases whose com-
mon characteristic is the exaggerated growth of abnormal cells.
Many kinds of cells can be affected. In all of them the first steps
toward development of a “tumour,” or abnormal mass of cells, are
changes (mutations) in the genes, that is in the genetic material
or DNA in the nucleus of the cell. Research over the last few years
has identified particular “oncogenes” or cancer genes; changes in
these genes set a cell on the path toward becoming cancerous. It is
believed that at least two, and often as many as five or six or more
of these changes must take place in a cell before it is fully “malig-
nant” or cancer-producing. These alterations are then passed on to
the daughter cells as cell division occurs. Cells can become abnor-
mal or “premalignant” in tissues that are subject to continual irri-
tation, but then revert to normal appearance and behaviour after
a time once the irritation stops. A good example of this process
is the series of changes that take place in the bronchial lining
of a smoker’s lungs: more and more cells are changed with time,
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becoming increasingly likely to produce fully malignant offspring.
When smoking stops, the population of cells slowly reverts to nor-
mal again. Cancer biologists speak of the first genetic event as “ini-
tiation” and of subsequent changes as “promotion” of the cancer-
ous transformation in the cell. Thus, the beginning of a cancer is
not a single, cataclysmic event, but a gradual progression. There is
typically a latent period of some years between the first abnormal
changes and visible tumour growth.

The main property of cells we might call “fully malignant” is that,
unlike normal cells, which divide only a limited number of times,
they keep on dividing, and are not adequately controlled by the hor-
mones and other molecules that limit the multiplication of normal
cells. The average rate of division will affect the speed at which a
tumour develops; it may be fast—once every few days—although it
is usually much slower—once a month or less. Imagine that all the
cells of a tumour are dividing once a week; there will be two by the
second week, four by the third, eight by the fourth and so on. (This
progression is illustrated in Figure 1.) If you continue the calcula-
tion, you will see that we arrive at around one thousand million
cells by the thirtieth week, an accumulation that may form a visible
tumour about one centimetre in diameter and one gram in weight.
If this rate of division continues for another ten weeks, the mass will
reach one kilogram, usually enough to kill a person. Tumours don’t
grow quite as steadily as this, but the example indicates how a dan-
gerous cancer can develop quickly from a single microscopic cell.

As this malignant family of cells grows, some of its members
change still further. For example, new variants may appear that
grow faster, or are more resistant to drugs, and outgrow their less
dangerous brethren. Under the microscope, these later cells are
often large, with irregular outlines, and bear little resemblance to
the cells of the tissue of origin. Their most dangerous property is
not so much their unrestrained multiplication at one site as the po-
tential they have to detach from the original tumour and spread
around the body to form new foci of growth, a process called metas-
tasis (from the Greek for “change in place”). We classify as “benign”
tumours those that grow but do not spread; they can usually be
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removed completely. Malignant tumours invade the surrounding
tissues and tend to metastasize, making their complete removal dif-
ficult or impossible.

\Xhat causes cancer?

What, then, is the cause of cancer? Should we refer to these cellu-
lar mutations as the ultimate cause, or does something else trigger
them? While it is now known that some people (a small minority)
inherit genes that make them prone to acquiring cancer later in
life (there are at least two such genes for breast cancer, for exam-
ple, affecting about 5 per cent of women), most of the factors pro-
voking cancer seem to come from the environment around cells,
and often ultimately from outside the body. Different factors, act-
ing at different levels, influence the chance that we will get the dis-
ease, as Figure 2 shows. Various environmental conditions affect
personal behaviours, which in turn may increase the likelihood of
cellular mutations. As these mutations increase in frequency, the
probability rises that a number will occur within the same cell in
a way that produces a cancer. The mind, as we will see later, plays
a role both by controlling behaviour and by directly affecting the
internal “environment” in the body.

Experts consider that, in Western society, as many as 85 per cent
of all cancers are related to environmental influences, particularly
lifestyle habits, and are thus preventable! The two major culprits
are diet and smoking. The evidence for diet is indirect. The in-
cidence rate of some cancers varies greatly from one part of the
world to another. The differences are not genetic, since when peo-
ple move from one country to another, their risk of getting these
cancers gradually changes to become the same as experienced by
the native population of the new country. For example, cancer of
the breast is, or has been, relatively rare among Japanese living in
Japan, but approaches the us level of incidence in Japanese who
have moved to the United States. For stomach cancer among the
Japanese, the reverse is true: risk is high while they live in Japan
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and low after they move to the United States. The most likely expla-
nation, supported by other indirect evidence, is diet.

It is estimated that about g5 per cent of all cancers are attributa-
ble to diet. High levels of dietary fat may increase the risk of cancer
of the colon, breast and uterus, and low dietary fibre may increase
susceptibility to colon cancer, although it is important to note that
the evidence is not yet conclusive: the experts still disagree among
themselves. The official recommendation at present for reducing
risk is to avoid overeating, limit fat intake and consume a lot of fruit
and vegetables. (More details can be obtained from such sources
as the local branch of your national cancer society. As I discuss in
Chapter 4, there is no good published evidence for the idea that
various unconventional diets or food additives such as vitamins can
prevent cancer, much less cure it.)

The picture is clearer for smoking. The risk of lung cancer is in-
creased about ten times by long-term smoking of ten cigarettes a
day—and up to sixty times by smoking forty a day! Cigar and pipe
smoking carries lower risks. The incidence of lung cancer among
women is rising dramatically, as young women take up smoking.
Smoking is estimated to account for about go per cent of all can-
cers, and it contributes to many other conditions, such as heart dis-
ease, emphysema and bronchitis.

Other lifestyle-related contributors to the high rates of cancer
in our society are heavy consumption of alcohol (cancers of the
mouth, oesophagus, larynx and liver), prolonged exposure to sun-
light (skin cancer, including melanoma), and multiple sexual part-
ners early in life (cancer of the cervix). Certain environmental con-
taminants, such as asbestos or industrial chemicals in some areas,
may promote cancer; some drugs, particularly those used to treat
cancers or to prevent rejection of transplanted organs, may them-
selves cause tumours. Viruses are a prominent cause of cancer in
animals, but are known to be involved in only a few kinds of human
cancer: a particular kind of lymphatic cancer found in Africa, a pri-
mary liver cancer, a type of leukaemia (affecting white blood cells)
and cancer of the cervix. Most human cancers are not infectious
and are not transmitted from one person to another.
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My intention here is not to provide a comprehensive summary
of what is known about factors promoting cancer (for more details
you can consult some of the excellent popular accounts, such as
Understanding Cancer by John Laszlo),! but to convey one important
fact about cancer: it is not caused by a single isolated, unavoidable
“act of God,” but is a gradual process, to which environmental con-
ditions, our personal behaviour and cellular genetic changes all
contribute. Even after malignant cells appear, some control of their
growth is possible. People tend to think of getting cancer as being
like “catching” an infectious disease; by accident, we encounter a
virus or bacterium and are then inevitably struck by the disease.
That, too, is an oversimplification, since the onset of infectious dis-
ease also depends greatly on host factors. For cancer, even more
than for infections, the final disease is the product of various influ-
ences acting over a long time. There is hope that we can interrupt
this process at a number of points.

Types, stages and incidence of cancer

Cancers are classified by the organ or tissue in which they first ap-
pear, by the microscopic appearance of the cells, and by their be-
haviour, that is, the extent to which they tend to spread in a malig-
nant fashion. The two main categories of malignant tumour are
“carcinomas,” which come from epithelial tissue (the cells covering
most of the surface of the body), and “sarcomas,” which develop
from connective tissue (for example, bone, blood and cartilage).
There are many subcategories; for example, there are two main
kinds of carcinomas. Squamous-cell carcinomas show some fea-
tures of the flattened-out cells covering the skin, mouth cavity, oe-
sophagus, anus and outer cervix; adenocarcinomas are carcinomas
in which the cells are arranged in the form of glands. Two types
of sarcomas are leukemias, or malignancies of the blood-forming
organs, and “lymphomas,” tumours of the lymph glands. Tumour
cells are further classified by the extent to which they have deviated
from the cell of origin: generally, the greater the change, the more
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unrestrained and dangerous the malignancy.

You may encounter other descriptive labels: classification of
cancer is a highly specialized business, undertaken to help physi-
cians provide a more accurate prognosis, or estimate of the likely
course of the disease, and to plan their interventions. “Stages” of
a malignancy are recognized, depending on the size of the initial
tumour, involvement of nearby (local) tissues and lymph glands,
and whether metastatic (distant) spread has occurred. Thus Stage
I breast cancer means a small, localized breast tumour, and Stage
1v means that the breast cancer has spread beyond the local lymph
glands to other sites in the body, such as liver, lungs, brain, or bone.

Malignant tumours can have various shapes. They may form a
mass, usually with irregular borders, that will protrude if it has de-
veloped near the surface of an organ. Or they may appear as a fis-
sure or deep ulcer, or as a cyst-like structure. Sarcomas tend to be
larger than carcinomas, to be spindle-shaped and to merge more
with surrounding tissues.

It is estimated that more than one in four North Americans will
get cancer, and that about half of those contracting the disease
will die of it. Only heart disease is a bigger Kkiller. The combined
incidence in the United States and Canada is more than a million
new cases a year (excluding non-melanoma skin cancer, which is
common but almost always curable). The commonest, and one of
the most lethal kinds, is lung cancer, whose incidence in women
has increased rapidly because of smoking, overtaking breast can-
cer as the major malignancy causing death. Cancer of the breast,
affecting about one in ten women, is the next most common, fol-
lowed by cancer of the colon and rectum, the prostate (in men),
the uterus (in women), the urinary system and the blood and lym-
phoid organs. Cancer is slightly more common in men than in
women, and considerably more likely to develop in older people,
although many people are affected in their thirties, forties and fif-
ties, and it is the major cause of death by disease in children aged
three to fourteen.

These kinds of statistics can be frightening. However, we are not
experiencing an “epidemic” of cancer, as some popular accounts



16 | The Onset of Cancer

suggest; the overall incidence has not changed much in the last fifty
years. Perhaps the main thing to remember is that we are all at risk,
but that the risk can be greatly diminished by healthy behaviours.

How does the body oppose the growth of cancer?

In spite of the efforts of a great many dedicated scientists over
many years, we still know very little for certain about the ways in
which our bodies normally prevent or retard the development of
cancer. The “immune system” is usually cited as our main protec-
tion; this term has a particular, rather restricted meaning to the
specialist, as I describe below, but is often used more loosely by lay-
persons to indicate any cancer-opposing mechanisms. It is becom-
ing apparent that, although the immune system does react against
some cancers, it is by no means a universal or reliable anticancer
defence. Other mechanisms in the body work against the disease:
for example, circulating hormones influence the growth of some
cancers, the growth factors of the specific host tissue probably have
an effect, and certain other cells and molecules may play some role.
This lack of certainty is undoubtedly very frustrating for the person
with cancer who just wants simple answers, but the process of can-
cer growth and control is, unfortunately, extremely complex.

Let us back up a little and ask a more basic question: Is there
evidence that something in the body opposes cancer growth, or do
these abnormal cells, once formed, simply multiply without re-
straint? This question is important to us here: if controlling mecha-
nisms do exist, then the disease is likely to be caused, at least in
part, by a failure of this control. It would make sense, then, to use
treatments based on methods of strengthening the body’s control
or regulation.

Evidence does exist that development and growth of cancer are
normally restrained by controls in the body. First, small “dormant”
or “covert” tumours, which apparently do not develop further, are
found in normal tissues, for example in the prostate of many men
over age forty. These small tumours also show up in the breasts
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of many women from whom a primary breast cancer has been
removed; biopsies (samples of tissue) from the same or opposite
breast, or from local lymph glands, often show further small, incip-
ient tumours. We know that these tumours do not ordinarily pro-
gress, since many of the people in whom they are found are com-
pletely cured by the original surgery.

Another kind of evidence that the spread of cancer is often the
result of a failure of control, rather than of an intrinsic property of
cancer cells, is the pattern of metastatic growth observed in some
cancers. After the removal of a primary breast cancer, there may be
no further sign of disease for as long as twenty or thirty years; in a
few instances, there can then be a sudden “shower” of metastases,
causing death within months. This indicates that cancer cells were
present all along but were prevented from further growth by the
body, until some unknown set of circumstances occurred that al-
lowed them to escape control.

Indeed, we can be fairly sure that some potential cancer cells
exist in all healthy people, since whenever normal cells divide there
is a chance of mutation in the DNA; the risk is small in any one cell,
but there are so many billions of cells dividing every minute that
potentially cancerous ones are constantly being produced. Most
cell biologists would agree with this observation, but whereas some
would accept that regulatory mechanisms prevent these cells from
becoming cancers, others would maintain that we don’t all get the
disease because each precancerous cell has a very low chance of
producing a malignant offspring.

The most dramatic evidence for the view that the body has
extensive powers to control at least some cancers comes from
the phenomenon of “spontaneous remission,” the regression or
disappearance of established cancers in the absence of any medi-
cal treatment that could possibly account for it. This event is cer-
tainly rare, but it now seems that it may be less so than was once
thought: a group in the United States has collected accounts of sev-
eral thousand well-documented cases. We have very little idea what
may cause such remissions, and conservative physicians still argue
that they are artefacts—the result of faulty initial diagnosis, for
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example—but many of the cases described have been scrutinized,
and their validity has been attested to by experts. This evidence, to-
gether with the other observations outlined above, suggests beyond
reasonable doubt that the body has considerable cancer-regulating
abilities.

What, then, are the mechanisms by which our bodies might pre-
vent cancer or hold it in check once it has developed? I have already
mentioned the immune system. The main component of this com-
plex system is a vast army (about a million million) of small, round
cells called lymphocytes, which circulate in blood and lymphatic
fluid, passing through the tissues and directly attacking or mak-
ing antibodies against foreign bacteria and viruses that invade us.
Our lymph nodes or glands are a part of this system, acting as way-
stations in which the lymphocytes can divide; other organs, such as
the spleen, bone marrow and thymus, also contribute to the pro-
duction and circulation of lymphocytes. There are several kinds of
lymphocytes, and you may encounter references to “T cells,” some
of which directly attack virus-infected cells or tumour cells, and “B
cells,” which make antibodies, the protective proteins that neutral-
ise antigens, or foreign substances.

This system of defensive cells is the means by which we protect
ourselves against infectious organisms, and for many years it has
been thought that it is also responsible for destroying cancer cells.
Anti-tumour immunity seemed like a natural extension of fighting
micro-organisms, since cells from experimental cancers in animals
often have on their surfaces novel antigens or substances not found
on normal cells; these, we would anticipate, should be treated in
the same way as foreign invaders. However, we now know that such
tumour antigens are absent in many human cancers. Further, it has
been determined that people or animals lacking an effective im-
mune system are not unusually susceptible to the common types of
cancers. These facts, plus a number of other observations, make it
unlikely that the immune system is our major defence mechanism
against malignant disease.

Attention has therefore shifted in many laboratories to the so-
called nonspecific immunity mediated by “natural killer” or NK
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cells and their relatives, which circulate around the body and are
capable of killing certain kinds of tumour cells. However, no one
yet knows how these NK cells distinguish tumour from normal body
cells, and they appear to be ineffective against many types of solid
human tumours.

What other defence candidates are there? Hormones, secreted
molecules that act as intercellular messengers, are known to affect
some tumours. For example, prostatic cancers are often dependent
for their growth on male androgens (sex hormones) in the blood,
and some breast cancers are stimulated to grow by oestrogen or
progesterone, the female sex hormones. Therapies based on re-
moving or blocking these hormones frequently shrink or control
the growth of corresponding hormone-dependent cancers, but un-
fortunately such procedures are not effective enough to be curative.
Then there is a class of molecules that act locally to control tissue
growth, called “growth factors,” or locally acting hormones. When
normal tissues are developing or spreading, for example to heal a
wound, they need ways of signalling to their constituent cells when
it is time to stop multiplying. Sensitivity to such signals may, how-
ever, be lost as cells progress toward a cancerous state. In addition
to these circulating and local hormones, other kinds of molecules
are cited from time to time as possible cancer controllers.

You will see that, unfortunately, we are simply not sure yet what
regulates cancer cells. A reasonable position, given present knowl-
edge, would be that there are indeed normal body defences against
cancer; early cancerous changes in cells can often be repaired by
intracellular enzymes, and aberrant cells restrained by local hor-
mones; then, at later stages along the path toward cancer, the dan-
gerous cells may be recognized and killed by both classical and
“natural” immune mechanisms.

Now we have the background to see why it has been necessary
to belabour this rather technical issue. There are two very differ-
ent points of view about the conditions that allow cancer to grow
in the body. The first places all the blame on the cancer cells them-
selves and downplays or denies any significant role for the defences
of the “host.” This is still the prevailing idea behind most current
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medical treatment of cancer: it leads to the concept that we need
to “get it all” or remove absolutely all abnormal cells when perform-
ing surgery, irradiation, or chemotherapy, even though this is prob-
ably impossible, since cells inevitably spread through the body in
the circulation. This philosophy also denies a role to adjunctive or
supplementary techniques that attempt to strengthen the innate
capacity of body and mind to resist the disease.

The second, newer, point of view is that cancer is caused as much
by a failure of these normal regulatory mechanisms that we have
discussed above as by changes intrinsic to the malignant cells. How
does this help us? It helps because it provides a second avenue for
treatment. If inadequate regulation is a promoting factor, then
we can strengthen that regulation. How? Eventually we may know
enough to do it by injection of chemical agents that make the nor-
mal controls in the body work more efficiently. For the present we
don’t know how to do this, but we do know something that will help
us, which is the central idea in this book: we know that the mind, or
the brain, is the master regulator of the body (more about this in
Chapter 5). We can work with our minds to improve conditions in
the body so that the cancer will find it very difficult or impossible to
grow. You might think of it like this: the cancer has learned to grow
in the “soup” that the body provides. If you want to help your body
resist the growth of cancer, then there need to be changes in this
soup. The direction of these changes is towards harmony, peace,
relaxation, absence of undue stress and conflict. Spiritual growth
is important also as we will discuss later. As the mind changes in
this way, so it will signal the body that all is well, and the soup will
return to a composition that is the best possible for restraining can-
cer growth, or any other disease for that matter.

\X¥’hat eventually happens to people with cancer?

The first thing to be reiterated here is that a diagnosis of cancer
does not necessarily mean death; about half of us survive! Outcome
depends on a number of factors: the stage of the disease when it
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is diagnosed, its site in the body, the kinds of mutations that have
taken place in the cancer cells and the general health and resist-
ance of the patient. Advanced metastatic cancer is, of course, very
serious and almost always fatal. Death may come from damage to
the vital organs, from complications caused by treatments, or from
“cancer cachexia,” a gradual starving of the normal tissues as the
more rapidly dividing cancer cells consume available nutrients.

The physician faces an unenviable task when communicating
with patients whose disease has reached the terminal stages. Some
patients ask: “How long do I have?” Others deeply resent or are de-
pressed by being given a time. In any case, it is often extremely dif-
ficult to estimate how long someone will live; the course of cancer
can vary greatly. Survival statistics are averages and may not reflect
the prospects of a patient determined to fight and to do everything
possible to help himself or herself. In accordance with the prevail-
ing biomedical view that cancer is governed purely by biological
factors, such characteristics of the patient tend to be ignored when
predictions about outcome are made.

There is often an understandable fear among patients that death
from cancer will be accompanied by unbearable pain, so it is com-
forting to know that, in the majority of cases, physical pain can be
adequately controlled by modern drugs. Emotional pain is another
matter; in our society, we generally leave patient and family to deal
with it by themselves, and it has been my observation that, at most
stages of the disease, many people suffer more from having to
face the implications of their mortality than they do from physical
changes in the body. Much of what I discuss in the later chapters
of this book has a bearing on the relief of emotional pain. Remark-
ably, quality of life can remain high up to the time of death.

Summary

In this chapter, I briefly described the cellular events underlying
cancer, then reviewed some of the lifestyle and environmental
factors that are known to promote the disease, and discussed the
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various clinical types of cancer and their frequency of occurrence.
In response to the question of how the body protects itself, we dis-
covered that views are changing as a result of modern research in
cell biology. Cancer was formerly thought to be a completely self-
contained invader, resulting from a rare genetic accident and grow-
ing independently of its host; now we know it is more accurately
seen as an aberration of cell growth that is usually held in check by
a variety of normal defence mechanisms. The importance of this
shift in ideas is that, as well as trying to kill the cancer cells, it now
appears rational to use therapies designed to strengthen our own
defences.



Part Two

Help from
Outside



The Benefits and
Limitations of
Medical Treatment

There are many ways to assist healing. We are most familiar with
one approach: the administration of certain kinds of medication
and the performance of certain procedures that we lump together
under the term “Western medicine.” Different approaches have
been used in other cultures and at other times. In attempting to
survey the whole field of assisted healing, we may subdivide its phi-
losophies in various ways: in this book, I have drawn a distinction
between external and internal routes to healing, that is, between
attempts to reverse disease by applying agents and procedures
from outside, and efforts made by the patient to mobilise his or her
internal resources to heal from within. Our aim is to explain and
justify adding the latter to our treatment of cancer. In the process,
we need an overview of what can be done for cancer patients from
the outside, some appraisal of the strengths and weaknesses of the
external route to healing for cancer patients since it is assumed by
many to be the only valid approach.

Treatment from outside may be further divided into two cate-
gories: conventional Western biomedicine (the subject of this chap-
ter) and procedures and agents that are “unconventional,” that is,
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used primarily in cultures other than ours, or used in the West but
without any evidence of their efficacy (discussed in the next chap-
ter). It may seem sacrilegious to link modern Western medicine
and unorthodox or unproven remedies, but they have some prop-
erties in common. They both encourage us to place our fate in the
hands of someone else, a designated “healer” or to rely on his or
her remedies. They draw much of their appeal from our tendency
to regress under the extreme threat of serious illness, to want some-
body or something, a substitute parent perhaps, to “make it better”
or take the problem away. I am not making a case for the use of
unproven remedies, as will become obvious in the next chapter, nor
denying that conventional medicine has an important, indeed pre-
dominant, role in cancer treatment. However, it is appropriate here,
before we move to a consideration of healing from within, to review
briefly the main facts about our current major conventional forms
of treatment, and the implications of relying exclusively on them.

Diagnostic methods

There is no single, general test for the presence of cancer. Never-
theless, an array of powerful procedures can be used to confirm
what is suspected after a clinical examination. These procedures
include radiological techniques (both the familiar X-rays and more
sophisticated techniques such as caAr-scanning, which can pro-
vide cross-sectional images of the body); imaging with ultrasound
(sound waves); endoscopy (flexible tubes inserted into orifices, for
viewing or biopsy); tracking the distribution of injected radioactive
isotopes; and blood tests to detect abnormal circulating molecules.
Final confirmation of the diagnosis often comes from histological
(microscopic) examination of cells taken from the suspected can-
cer itself (biopsy), although this, like all diagnostic procedures, is
not by any means infallible. As is the case in many areas of medi-
cine, however, the diagnostic arm of oncology, the speciality deal-
ing with cancer, is basically superb, sensitive and reliable; it would
be irrational and often harmful not to take advantage of it.
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When cancer has been diagnosed, should the patient be told?
There has been a dramatic shift in this practice in North America.
Until about twenty years ago, few physicians explicitly told their pa-
tients about the diagnosis; now the great majority do so, although
this is still uncommon in many other countries. This change in
community attitude has profound implications for the way we cope
with the disease; it allows individuals to confront their situation re-
alistically, to cooperate in planning their own treatment, and if life
is likely to be short, to plan to use the remaining time as produc-
tively as possible.

Types of treatment

In contrast to achievements in diagnosis, Western medical treat-
ments for cancer, particularly for advanced cancer, are very far
from ideal, and in many instances are ineffective and harmful to
the patient. It is customary to emphasise the successes of medi-
cal treatment for cancer, and I do not want to belittle these, espe-
cially since my own life was saved by surgery. However, when we
look at the field as a whole it becomes obvious that cancer medi-
cine is still in a rather primitive state compared with treatments
for many other disease conditions. The three major types of treat-
ments are surgery, radiation therapy and chemotherapy, all rather
crude techniques that damage normal tissues as well as the cancer.
In time we will probably develop much more subtle and effective
external methods, based on manipulation of the way the body nat-
urally regulates and prevents abnormal growth.

When cancer is in the early stages and is localized, there is, of
course, the best chance of cure, surgery being the usual method
employed. The hope is to remove all of the primary tumour and
adjacent normal tissue into which cancerous cells may have spread.
The local lymph nodes are often excised as well, since in many
cancers, cells that detach from the tumour accumulate there and
would subsequently multiply and circulate throughout the body.
However, as noted earlier, it is probably impossible to remove from
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the body all the cancerous cells that originated in a particular tu-
mour; nonetheless, it makes sense to get rid of as many as possi-
ble, so that the body’s own regulatory mechanisms may more easily
control or remove the remainder.

Ionising radiation (gamma rays and high-energy photons) is the
preferred treatment when cancers cannot be conveniently or safely
removed with surgical procedures; for example, tumours of the lar-
ynx are irradiated to avoid damage to the vocal chords. Irradia-
tion may also be used as an adjunct to surgery; in cases of breast
cancer, the surgical site is irradiated to kill locally surviving cancer
cells. Radiation is also extremely useful for palliative treatment of
metastatic cancer in structures like bone (palliative treatment or
care is designed to ease distress without any expectation of cure).
Modern developments allow relatively accurate focusing of the ra-
diation beam, but, inevitably, some normal cells in the vicinity are
destroyed as well.

The third main cancer treatment mode is chemotherapy, a term
covering a wide variety of injected or ingested drugs that kill divid-
ing cells. Since cancer cells are dividing constantly, being danger-
ous for that reason, they are more susceptible than most normal
tissues to these agents. Chemotherapeutic drugs, unlike surgery
or radiation, can seek out cancer cells throughout the body. This
ability might seem to make them the ideal treatment for dissemi-
nated cancer, but unfortunately they seldom, if ever, can be used at
high enough doses to remove all the abnormal cells because such
high doses have a lethal effect on normal cells that are also divid-
ing—on the cells lining the intestines, for example. Chemothera-
peutic drugs, singly or in combinations, have proven very effective
against certain cancers—for example, testicular cancer, Hodgkin’s
lymphoma and leukemias in children, in all of which they often
bring about complete cures. Unfortunately, the available drugs do
not cure advanced stages of the common cancers of lung, breast
and digestive tract. Chemotherapy was first used as a mode of treat-
ment in the 1940s, and intensive research is being done on devel-
oping new drugs and combinations of them. Thus, we can hope for
further advances.
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This brief account of the major current medical treatments for
cancer may be supplemented, for those wanting more detail, by
reading some of the references in “Further Reading.” We have
enough background now to make an evaluation of the benefits and
limitations of medical treatment.

Making treatment decisions

Early-stage cancer can often be cured, particularly by surgery; for

example, the success rate is high with cancer of the breast or bowel.

It is therefore foolish not to seek medical advice and treatment as

early as possible when cancer is suspected. People often delay going

to their doctors when they find a lump or unexplained bleeding;
their subconscious fear is so great that a kind of magical thinking
takes over: “If I ignore this, it will just go away.” As a result of such
wishful thinking, many lives are lost unnecessarily. (I want to em-
phasise again here that even when a localized cancer is “completely”
removed by surgery, there is usually considerable risk of recurrence,
from cells that escaped before or during the surgical procedure.

Therefore the self-help approaches that we will describe later are

not at all irrelevant in such situations, but should be used to dimin-

ish the likelihood of such a recurrence.)

Advanced cancer is a different matter. We need, first, to get a
clear picture of what we are up against, which means availing our-
selves of the great diagnostic power of modern medicine. When it
comes to treatment planning, however, patients who wish to help
themselves have to do more than passively accept their physician’s
recommendations. We can list the steps one might take:

1. Clarify what you want and expect. Most of us would unhesitat-
ingly say we want to be “cured,” which seems to mean that
the disease should be eliminated and the status quo restored.
While it is natural to hope for this, it is important to realise
that “cure” is usually not achievable if cancer has become
widespread. A more realistic goal is to live as long as possible
in good health. In some cases, if a person is free of disease for
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several years after treatment, his or her risk of further disease
falls to a level no greater than that of others in the population,
which we could reasonably term a “cure.”

Find out what the treatment options are. We need to know how
effective various types of treatments are, and what the most
advanced medical thinking is on the subject. Sometimes, the
benefits of treatment are clear-cut; often they are not. A sec-
ond opinion may be sought, and physicians sometimes disagree
about the best course of action. When this happens, it is usually
because it is difficult, even for an expert, to predict with con-
fidence the course of the disease and the effects of treatment.
Determine what the likely side-effects of treatment may be.
Sometimes these are severe. For chemotherapy, they may in-
clude nausea, vomiting, increased susceptibility to infections,
hair loss, mouth sores, diarrhoea and injuries to internal organs.
Acknowledge that everyone—you, your doctor and your fam-
ily—wants to do something. That is, we may feel reassured if
some treatment is being administered, whether or not it helps.
The agonising task of the actively involved patient is to balance
possible benefits against the probable loss of some quality of
life if treatment is taken.

Accept that medicine cannot yet cure most advanced cancers;
the best that it can offer in most cases is palliation. This is
important because it is tempting to pin all our hopes on exter-
nal intervention, even when we are told that the chances of ben-
efit are small. This seemingly harmless and comforting strategy
is employed by many, perhaps most, patients. Its great drawback,
as I have observed in hundreds of cases, is that total reliance on
external help may prevent us from coming to grips with what is
really happening, from facing squarely the threat of death, rec-
ognising that our time may be short and doing whatever we feel
is most important in our lives while we are able to, including
repairing relationships and trying to help ourselves with the
kinds of techniques I describe later.

Work out a strategy of self-help to complement your medical
treatment.
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These last two points may seem to be asking a lot of people with a
life-threatening disease; we all want something to cling to when our
lives are in danger. Yet Western medical practice—or, more fairly,
Western society, which demands that diseases be cured by external
interventions—Kkeeps patients passive and prevents us from learn-
ing what we can from illness. This idea, that illness has something
to teach us, and a related one, that we can often, by our own efforts,
make a difference, represents a point of view that has been adopted
by some in our culture, but not yet by the majority. It is also a phi-
losophy that is susceptible to abuse, as is made clear in later chap-
ters. Here I want simply to emphasise the fact that we cannot rely
on medicine at its current stage of evolution as the exclusive treat-
ment for cancer. It makes sense to use it as the first line of defence,
but we must actively participate in the struggle.

The search for new treatments

Establishing the effectiveness of a new drug or procedure is a long
and costly process; it is frustrating and often incomprehensible
to the patient, who wants to know why he or she can’t be treated,
right now, with something that seems promising. Understanding
some basic facts about testing procedures may help us understand
why it takes so long, and will also provide useful background to
the discussion, in the next chapter, on how to evaluate “unproven”
remedies.

The first task with a new drug or other treatment is to establish
how toxic it is, how much of it can be administered without doing
undue harm. Toxicity is usually tested first with animals, then later
with informed human volunteers. The next step is to determine
whether the tumour is affected when the drug is administered at a
dose level that is not seriously toxic. Finally, if possible, a “random-
ized controlled study” is done, comparing the anti-tumour effect
of the new drug with that of the best extant treatment, to see if the
new one is better.

The rationale of a randomized controlled trial is simple (see



The Benefits and Limitations of Medical Treatment | 31

Group of patients
with the same
kind of cancer

Divided randomly
(i.e., by chance process)
into fwo subgroups

Do not
receive the
new treatment

Receive new
treatment

Figure 3
The procedure followed in a randomised controlled trial for testing the effects of a new
treatment.

Figure g). Ideally, one would like to compare how the patient would
respond to the new drug and to the old (current, standard) treat-
ment. Obviously, administering both to the same person would not
be instructive: it would be impossible to tell which drug was respon-
sible for any effects. As an alternative, a group of, say, two hundred
similar patients is divided randomly—that is, by a chance process
like a coin toss—into two equal groups of a hundred. One group
gets the new drug or treatment; the other receives the standard
treatment. Because the groups are formed by random selection,
we can assume that they are the same, that is, that the average re-
sponse of each group to either treatment would be closely similar.
Thus, the effects of the two treatments, the new and the old, can be
compared by seeing whether the tumour grows more slowly in the
patients getting the new treatment, or whether, on average, they
live longer.

This rather involved procedure would not be necessary if new
drugs or agents were overwhelmingly better than what is currently
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considered to be best; such an advantage would be quickly obvious
to physicians. However, this virtually never happens, and even when
a new agent seems to have miraculous healing powers, a properly
controlled trial almost always shows that its advantages are either
modest or nonexistent. This is why it is difficult to draw reliable
conclusions from simply observing the effects of a new treatment
on a small number of patients, and why most physicians are reluc-
tant to recommend unproven therapies to patients. It also explains,
to anticipate the next chapter, why controlled studies of popularly
touted “remedies” are essential before these are presented to the
public.

New drugs and combinations of them are constantly being made
and tested in these ways. What is perhaps more exciting is that ex-
tensive testing is being undertaken of a range of new non-drug
agents and procedures, often lumped together in the category of
“biological response modifiers.” Such treatments, which attempt to
enhance the body’s own tumour-regulating powers, include:

* Interferon: The interferons are a family of proteins, discovered
in 1957, that have anti-viral properties and also regulate cell
division. Premature claims through the media raised expecta-
tions unduly when they were first used to treat cancer a few
years ago. After intensive testing it has been found that inter-
feron causes temporary dramatic remissions in some (rare) ma-
lignancies of blood-forming cells, and has smaller effects on
certain other cancers and limited or no effects on the common
ones.

* Monoclonal antibodies: A dream of cancer therapists since the
turn of the century has been to find a “magic bullet” that would
home in on tumour cells, killing them and leaving normal cells
unscathed. The dream has been revived because of the devel-
opment of ways to make purified (monoclonal) antibodies at
very high concentration, which can, at times, seek out and com-
bine specifically with tumour cells, although without killing
them in most cases. There have been attempts to exploit the
homing properties of these antibodies by first attaching to them
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toxic agents—drugs or radioactive isotopes—and allowing the
monoclonal antibodies to carry their cell-killing passenger mol-
ecules directly to the tumour cells. With a few rare exceptions,
this procedure has not yet led to effective anticancer therapy.

* Tumour vaccines: The concept of immunising people against
their own tumours has long been attractive to immunolo-
gists. This was attempted by removing tumours from a patient,
grinding them up, adding certain bacterial products and ad-
ministering the mixture to the same patient. The procedure
showed some early promise, but long-term results have been
disappointing.

* Growth factors: I have previously mentioned these locally acting
hormones, which are known to be important regulators of the
growth and differentiation of many kinds of cells. The hope is
that we may learn how to administer them so as to persuade
tumour cells to change from their usual primitive, proliferating
and therefore dangerous form into more differentiated “end
cells”; a transition from uncontrollable adolescence to stable
adulthood. Trials of this idea are still at an early stage.

* Interleukin-2 and adoptive cellular therapy: Interleukin-2 is a mol-
ecule that makes some kinds of immune cells divide; when
white cells (lymphocytes) are drawn from the blood and incu-
bated with interleukin in a test tube, they become “activated”
and will more vigorously attack a tumour when returned to
the body, especially if more interleukin is injected with them.
Some promising responses have been obtained against mela-
noma (malignant skin cancer), colorectal carcinoma and Hodg-
kin’s lymphoma. A recent advance has been to use lymphocytes
that have infiltrated the patient’s own tumour in place of blood
cells; the idea is that these cells have a particular affinity for the
tumour, but need activation by the interleukin before they will
effectively attack the tumour cells. This work is very new, and it
will take some years to test the methods for therapeutic value.

* Genetic engineering: In the last chapter, I mentioned the changes
in the genes (DNA) that render cells cancerous. This is a multi-
stage process: some genes (proto-oncogenes) must be activated,
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others (tumour-suppressor genes) “turned off.” In the long
term, we may learn to manipulate these genetic events so as to
prevent harmful changes and encourage those genes that pro-
tect cells against malignant transformation.

Will any of these new kinds of therapies lead to a “cure” for can-
cer? The experts in cellular and molecular biology of cancer are not
claiming that any such cure is imminent, but more effective drugs
will no doubt gradually be discovered, and ways of strengthening
the body’s own defences will become more sophisticated. This last
approach, sometimes called “the fourth modality of cancer treat-
ment” (surgery, radiation and chemotherapy being the first three),
is the most appealing because it aims at control of cancer cells with-
out killing normal cells. It is also of interest to us here because any
effect the mind may have on cancer will presumably act through
these internal defence mechanisms, as I discuss in Chapter 5.
However, notwithstanding such upbeat slogans as “Cancer can be
beaten,” used by fund-raising agencies, we must recognise that can-
cer is not comparable to infections, which can be reversed simply
by administering the right antibiotic. Cancer represents a failure of
the body’s own regulation, an internal breakdown rather than an
assault from without. In my opinion, it is likely that as long as there
are bodies they will get cancer, and that in many cases, the disease
will remain difficult to cure.

Summary

We have briefly surveyed what modern Western biomedicine can
do to treat cancer. While increasingly sophisticated diagnostic
techniques have come into use, and surgical or other interven-
tions for early-stage cancers are often curative, it has to be admit-
ted that currently available methods for treating advanced cancer
are still largely ineffective and often harmful to the patient. A di-
agnosis of metastatic cancer demands a number of very difficult
decisions from the patient; treatment options must be explored,
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the possible side-effects clarified and the likelihood of premature
death accepted.

The procedures used to test new drugs were briefly described.
Some areas of current research into biological methods of aug-
menting the body’s own defences hold promise, but it does not

seem likely that any of these will yield a general “cure” for all can
cers in the near future.

Because cancer poses such a threat to life, and because medicine
cannot guarantee a cure, many of us who have been diagnosed as
having cancer look around for additional, nonmedical remedies, in
the hope of improving our chances of survival. When we do this we
encounter numerous confusing and often conflicting claims for the
curative effects of a great variety of external agents and procedures.



Evaluating
Unorthodox

Therapies

These may be described as “alternatives,” implying that they can
take the place of traditional medical treatments or procedures, or
as “complementary” or “adjunctive” treatments, to be added to
medical treatments and procedures. How can we know whether any
of them have value?

In this Chapter I will offer some general guidelines on the eval-
uation of such unconventional remedies, directing my remarks
again at agents and procedures applied from outside. (The mobi-
lising of internal resources, “healing from within,” which is also
unconventional to most people, will be dealt with in subsequent
chapters.) Before proceeding, however, I should acknowledge some
limitations in my own experience. My original training and re-
search were in Western biomedical science, with additional train-
ing and experience in psychology and introspective techniques; I
have no significant professional or personal experience with the
medicines of other cultures or with most of the unproven external
remedies I will discuss, although I have known many people who
have tried some of them. Thus I will be able to look at these treat-
ments only from the external viewpoint of a Western scientist.

36
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Examples of unconventional treatments

Particular unorthodox treatments tend to be popular for a number
of years and then to be displaced by different ones (a phenomenon
also seen in regular medicine). Dr. Barrie Cassileth, a leading re-
searcher in this area, has published a useful list and critique of the
“alternatives” most popular in the United States since 1800.! Early
in the last century, emetics and hot baths were favoured. Later in
the century, homeopathy was a predominant medical philosophy
and was applied to cancer; it was not “unorthodox” at that time,
although it certainly is seen to be so now. Homeopathic physicians
administer minute amounts of a wide variety of substances to pa-
tients, the specific drug used depending on an elaborate written
compilation of remedies for various symptoms of bodily dishar-
mony. Naturopathy, osteopathy and chiropractic were in vogue at
the turn of the century as cancer treatments, and all are still used,
at least as adjuncts, for cancer patients and for those with many
other diseases. Naturopathy, which avoids the use of drugs, empha-
sises the fact that health is dependent on being in balance with
natural laws; osteopathy and chiropractic use manipulation of the
spine to cure imbalances in the body.

In the early twentieth century, a number of tablet and ointment
cancer cures were popular. In the 1920s, there were treatments
based on “energy,” such as radio waves and light. In the 194o0s,
Koch’s glyoxylide (distilled water) was used; it was displaced in the
1950s by Hoxsey’s remedy, a mixture of herbal products; in the
1960s, by krebiozen (mineral oil); and in the 1970s by Laetrile, an
extract of apricot pits.

In another study,® Dr. Cassileth found the current most popu-
lar unorthodox remedies in the United States to be (in order of
popularity):

1. “Metabolic” therapy, a group of treatments, each of which in-
cludes several elements: “detoxification” (often through colonic
irrigation), special diets and intake of vitamins and minerals. A
well-known example is the Gerson regimen.

2. Diet therapy, involving diet alone. The macrobiotic diet is a
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predominant example.

3. Megavitamin therapy, in which very high doses of one or sev-
eral vitamins are administered.

4. Mental imaging for anti-tumour effects.

5. Spiritual or faith healing, often involving prayer and laying-on
of hands, with the aim of obtaining divine intervention.

6. “Immune” therapy, the injection of serum fractions, vaccines
from the patients’ own tumours, fetal tissues and other materi-
als aimed at stimulating the immune system.

There are dozens more, including Essiac, wheat-grass therapy,
the Kelley nutritional programme, Iscador, Antineoplastons, the
Livingstone-Wheeler vaccine, eumetabolic treatment, dimethyl-
sulphoxide, hydrazine sulphate and many others. Different coun-
tries have their own: for example, pau d’Arco, from the bark of
trees, is offered in Argentina, and extract of birch ash is the most
common unproven remedy in Finland.

The agents listed above are not part of any coherent medical
philosophy. However, there are many therapeutic systems that
have been in existence for hundreds or even thousands of years,
which we in the West would also classify as unorthodox, for exam-
ple, Ayurvedic (Asian Indian) and traditional Chinese medicines.
These systems are based on world views and methods of establish-
ing validity that differ from our own. Presumably many, and prob-
ably the great majority, of the world’s cancer patients have been
treated by such “alternative” practices. I believe that these long-
standing bodies of knowledge must not be dismissed, but I cannot
comment on their efficacy, and must refer the interested reader
to accounts such as those by Kaptchuk and Croucher? As far as
I know, there are no published Western studies of the impact
on cancer patients of established traditional treatment methods
from other cultures, although Chinese herbal medicines are cur-
rently being evaluated. My comments in this chapter are directed
mainly at the more transient alternative remedies that have been
used in our own society.

What are we to make of the great variety of treatments that have
been proposed? I will discuss methods of evaluating purported
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cures in a moment, but some common-sense observations may be
offered here on the phenomenon of alternative remedies in gen-
eral. First, since many of the claims are contradictory, they can’t
all be valid; for example, diets based on cooked grains, and others
insisting that all food must be consumed raw, are at loggerheads.
Second, the incredible variety and diversity of these “alternatives”
might reasonably cause us to wonder if any of them is useful, since
if anyone had proved its efficacy, the rest would very likely have
faded from popularity. Third, there is usually a great deal of emo-
tion surrounding the promotion of a popular alternative remedy,
and we have to wonder why this is necessary—why the product’s
effects can’t speak for themselves. And, finally, an attack on organ-
ized medicine, with charges of a “conspiracy” to suppress alterna-
tives, is often associated with the promotion of specific unconven-
tional agents. This seems absurd: all of us are liable to cancer and
would be only too pleased if a simple remedy could be found. One
has to suspect that such charges, and the excessive emotionalism,
conceal a basic insecurity in the advocates’ positions.

\X’ho uses unorthodox remedies and why?

Roughly a third of cancer patients use complementary or alter-
native medicines.* The numbers seem to have increased in the
last 10 years, and the climate of medical opinion about them is
gradually changing—towards the view that at least some of these
agents and procedures deserve investigation. Earlier there was
concern that individuals taking alternative treatments were igno-
rant, desperate people, who abandoned medical treatment for un-
proven remedies. Now, thanks to a spate of recent research, it is
clear that those seeking such help are relatively resourceful and
well educated, and that the unorthodox help is added to, not sub-
stituted for, medical treatment. In fact, though it is a simple mat-
ter to present oneself regularly at a medical clinic for treatment,
it takes a degree of self-assertion and initiative to seek out addi-
tional help, a willingness to be involved in one’s recovery and a
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belief that one’s own actions can make a difference. Alternative
treatments are sometimes expensive, and are not usually covered
by health insurance; travel may be necessary to seek out a particu-
lar treatment regimen. Thus, people need to be flexible, active
and determined to go beyond the culturally sanctioned treatment
modes.

Why would capable individuals pin their hopes on apparently
illogical and unproven remedies? The most potent motivation is
probably fear of death; rational thinking tends to be suspended
when one’s life is threatened. Then there is often a need to find
someone who will pay attention to all aspects of our experience of
having cancer; busy medical clinics are usually interested only in
physical symptoms, while proponents of alternatives may be con-
cerned with many aspects of our lifestyle, including the psycholog-
ical, social and spiritual. Related to this is the intense anger many
patients feel at the threat to life and plans. This anger is often chan-
nelled toward physicians, and seeking out alternative practitioners
can be an expression of protest. The remedies offered by unortho-
dox therapists are frequently, although not always, more appealing
because they are often less toxic and painful than conventional
anti-cancer agents and procedures. Anything involving food tends
to invoke the connections we made in early childhood between eat-
ing and comfort. Beyond that, we all have a tendency to believe
what we want to believe, a tendency especially pronounced in times
of crisis, and the confident pronouncements of alternative thera-
pists may be more comforting in the short run, for people with se-
rious disease, than the responsible though dispiriting pessimism
of the medical profession. Finally, much of the current countercul-
ture wisdom about cancer treatment is, at least superficially, rooted
in a philosophy of getting back to nature, attending to the whole
person, seeking balance and harmony in life and rejecting what is
seen as a bloodless, big-business, high-tech and dehumanized ap-
proach to medical care. There is, I believe, some justification for
this stance, although it is often adopted in an irrational and highly
emotional way.
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How can we evaluate remedies?

There are three main things to look for in forming an opinion on
the effectiveness of any treatment, whether conventional or unor-
thodox: evidence, rationale and consensus. Let us examine these
one by one.

The strongest evidence we can have for the effectiveness of an
agent comes from a randomized controlled trial, as explained in
the last chapter. Other less rigorous kinds of experiments exist, but
the best depend on some comparison between matched groups of
patients, only one of which receives the treatment. The next-best
type of evidence is “correlative”; that is, there is a consistent associ-
ation between giving the treatment and a beneficial effect, as ob-
served by qualified practitioners. It is vital, of course, that people
assessing a new procedure be appropriately trained to do so, and at
least reasonably impartial. Anecdotal evidence alone—relating sto-
ries about selected patients—cannot be conclusive; if one hundred
dying patients take a new treatment and one of them survives, an
anecdote about that person alone may sound impressive. However,
if we learn that the other ninety-nine died, it is much less impres-
sive. In “popular” reports we usually do not hear about these others.
When survival is a rare event, we need to rule out other possible
causes, such as misdiagnosis. Unfortunately, most of the “alterna-
tive” health community, and many journalists, rely mainly on anec-
dotal reports.

The data on tests of a new procedure must also be made publicly
available. Generally, test data and a complete description of the ex-
perimental procedures are published as a journal article, which al-
lows others to assess the validity of the test and to attempt to repli-
cate it. Vague assertions and personal testimonials that appear in
popular magazines simply have no validity. Objective tests must be
done to eliminate human bias and wishful thinking. The history
of alternative cancer therapy, and of medicine in general, is full of
examples of individuals strongly advocating a “new therapy,” often
refusing to let others test it or to divulge its contents, and then fi-
nally being exposed as dishonest or mistaken when an examination
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by dispassionate observers was completed.

The second thing to look for is rationale, that is, does the reputed
effect of the treatment make sense according to some organized
scheme of knowledge? Many Western scientists require that this or-
ganized scheme be current biomedical theory; I would be less de-
manding, since I believe that we have not yet reached any kind of
final understanding of biology, and that novel effects are possible.
Nevertheless, it helps greatly to know how an agent might plausibly
work; if we don’t, the evidence needs to be strong. If both evidence
and rationale are lacking, as is often the case, there is little reason
to take a claim seriously.

The third criterion by which to judge whether a treatment works
is to see if there is a consensus among informed people. This can
only be an indication: experts can be wrong. When a patient asks
for a second opinion, he or she is, in effect, testing the consen-
sus of medical opinion, and it sometimes happens that conflicting
advice is given, indicating that there is no certainty about the pa-
tient’s specific situation. If there is no consensus about a new treat-
ment, but, instead, a plethora of conflicting claims, as is the case
with dietary cures for cancer, we can fairly be sceptical of indi-
vidual advocates.

There are other criteria you can apply in your evaluation of ther-
apies: is there secrecy, a highly emotional atmosphere surround-
ing the procedure, or is a lot of money at stake? Is a gratuitous at-
tack on the medical establishment associated with the treatment?
But I think you will find that if you enquire about the three major
criteria—evidence, rationale and consensus—you will quickly see
whether an unfamiliar treatment should be taken seriously.

How do psychological techniques compare with
unorthodox external remedies?

In much of the literature analysing “alternatives,” psychologi-
cal techniques such as mental imaging are lumped together
with unproven external remedies, like megavitamins and
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immune-enhancement or dietary cures. This may be justified
when mental imaging or positive thinking is used in an isolated,
rote-learning kind of way, which is very different from integrating
such techniques into a comprehensive self-help plan. However, a
clear distinction should be made between responsible psychologi-
cal self-help and the irrational remedies that we have been dis-
cussing here. We will discuss, in later chapters, evidence for ef-
fects of psychological therapy on lifespan. A rationale for such
effects can also be perceived, at least in outline. I would therefore
wish to distance this approach from the use of external remedies
that lack evidence or rationale.

Systematic psychological help for cancer patients is by now con-
sidered orthodox if its aim is to alleviate distress, but still unortho-
dox if used to prolong life. You should be aware that many mental
health professionals still do not take seriously the claim that psy-
chological interventions can prolong life in some cancer patients.

\Xhat effects do unorthodox treatments have?

The majority of unorthodox remedies are agents that do not be-
long to any coherent philosophy of treatment or have any credible
mechanism of action; each of these remedies is being advocated,
not universally, but by a special-interest group. Examples include
Laetrile, krebiozen, the Hoxsey remedy, megavitamins and many
of the more exotic dietary regimens—for example, eating only
grapes for a time—and food additives. When we apply the three
major evaluation criteria to these procedures, we find no reason
to believe that any of them is effective: there is no scientific evi-
dence, no rationale and no consensus. Laetrile and vitamin C, for
example, have been tested in controlled trials (most of the others
have not) and found to have no life-prolonging effect. There is
also no rationale that makes sense; for example, to explain the ac-
tion of Laetrile, it is claimed, without evidence, that cancer cells,
but not normal cells, contain a special enzyme that releases cya-
nide from Laetrile when it enters the cell, killing it. Although this
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agent was widely touted some years ago, and is still used, it has
been largely displaced by other favourites in North America, and
one has to wonder why, if it is as effective as has been claimed. For
more information about this subject you could consult medical
sources® % in the “Notes” at the back of the book, or for a more
optimistic account by a social scientist, consult Michael Lerner’s
excellent book Choices in Healing.”

A second category of unorthodox procedures consists of the
treatment of cancer according to “unconventional” systems of med-
icine: traditional Chinese medicine, for example, or homeopathy.
The usual establishment response is to dismiss such systems out of
hand. I prefer to reserve judgement; these approaches, and others
like them, often have a well-worked-out theory (rationale) support-
ing them, even if this is unfamiliar to the Western mind, and they
have often been used for a very long time (indicating some con-
sensus). The macrobiotic diet, for example, is advocated as part of
an attempt to bring the individual into balance and harmony with
nature. It seems fair, however, to ask that, if these systems are ad-
vocated as cancer treatments within our culture, they be subject
to the same kinds of experimental testing done on conventional
agents.

Potentially harmful effects of unproven remedies include the
possibility that they may produce toxicity in the patient. For exam-
ple, some vitamins are toxic in high doses (A, D and E); frequent
colonic irrigation has attendant dangers; unsterilized needles used
in unlicensed “immunotherapy clinics” may transmit infections;
unorthodox diets may cause nutritional deficiencies, which is espe-
cially hazardous for cancer patients, who may need the protein. At
the psychological and social levels, patients may be put to unnec-
essary expense by purchasing remedies or services not covered by
health insurance, and their lives may be disrupted by travelling to
distant clinics or by having to prepare and eat only special foods.
As well, there is disappointment when ineffective remedies fail to
work; orthodox critics have much to say about this, decrying the
“false hope” generated by alternatives. (See Chapter 7 for discus-
sion of this contentious issue.)
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The impact of these complementary therapies, even when they
are ineffective, is by no means all bad, however. “False hope” is a cu-
rious expression: hope itself is always uplifting; “false” is a qualifier
added by an outsider who judges that this hope is unwarranted, but,
even if that is true, the immediate benefits of having something to
pin one’s hopes on may outweigh the eventual pain of disappoint-
ment. I have observed that many people are quite capable of being
hopeful about a remedy, and thereby alleviating anxiety, while si-
multaneously not really being surprised that the remedy does little
good. Simply having something one can do, some sense of control
over events, can be very reassuring. And we can by no means rule
out a real physical effect through the influence of belief and posi-
tive mood on the body. The placebo effect is well established: many
physical changes, including the documented relief of such diseases
as arthritis and gastrointestinal ulcers, or of symptoms such as pain
and nausea, have come about in patients who were given substances
such as sugar pills or injections of distilled water while believing
these to be effective medications. Finally, we must have the humil-
ity to acknowledge that things happen that we don’t yet understand.
Acupuncture was derided for years in the West but is now accepted
as having real effects on some conditions, although the mecha-
nisms that produce those effects are not clear to us. Research may
show that other alternative treatments, too, are effective.

\X¥’ho advocates unorthodox remedies, and why?

Many patients these days are subjected to a great deal of advice
from well-meaning friends and relatives, who are driven to sug-
gest something in order to alleviate their own anxiety. Their ideas
often come from the numerous presentations on unconventional
therapies put out by the mass media. The person with cancer may
be forced to tell friends that what he or she needs instead is sup-
port and caring. Some advocates are simply unscrupulous, exploit-
ing people for profit, although their numbers are dwindling in the
face of a better-informed and more sophisticated consumer market.



46 | Help from Outside

A third, and more prevalent group includes a broad spectrum of
advocates, ranging from apparently well-qualified people such as
physicians, through “psychotherapists” of various backgrounds, to
individuals with irrelevant degrees, and recovered patients and oth-
ers with strong emotional needs to promote alternatives.

The first thing the patient seeking help must do is ascertain
whether the “advocate” has truly relevant qualifications and expe-
rience: having recovered from cancer oneself is not sufficient
grounds for knowing what might help others, and the title “psy-
chotherapist” can be used by anyone. Second, it is important to
find out whether any claims made for a mode of treatment are sup-
ported by documented evidence (not simply by assertions or anec-
dotes), and to determine, perhaps by consulting other profession-
als, whether there is some rationale for the treatment and some
consensus about it. I know this is difficult for the desperate cancer
patient, who may want just to leave everything to a charismatic fig-
ure. Yet if this procedure is followed, almost all of the advocacy on
special diets or remedies, often recommended by apparent experts,
will be seen to be without foundation.

Why do some professionals advocate unproven and almost cer-
tainly ineffective remedies? Sometimes they do so for profit, but in
my experience, and as Dr. Cassileth found, it tends to be done with
sincerity. Clinical professionals don’t necessarily have training in
relevant specialities, and may be genuinely naive. Physicians and
psychologists, for example, usually have little training in nutrition,
but may feel tempted to make pronouncements in this area be-
cause they are accustomed to being looked up to for advice. There
are some interesting psychological mechanisms at work here: if
we are well paid and perceived as powerful, then we tend to ad-
just our beliefs to suit our perception of ourselves as knowledge-
able and important; thus we may give advice in areas we know lit-
tle about. And if we find the uncertainty surrounding cancer hard
to tolerate, and our impotence to help unbearable, or if our own
fear of death is unrecognized within us, then we may find it easi-
est to take a more dogmatic stance in recommending treatments
to people than is warranted by the evidence. These influences are
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usually subconscious, and can be at work in orthodox and unortho-
dox therapists alike.

Summary

We have surveyed the area of unorthodox therapies for cancer, deal-
ing mainly with those remedies that are externally administered
and unconnected to any coherent theory of healing. We noted that
there has been a great variety of remedies advocated: for example,
“metabolic” therapies, dietary cures, “immune” therapies, megavi-
tamins and specific mixtures or compounds like Laetrile, the Hox-
sey herbal mixture, krebiozen and various vaccines and chemicals.
Most have been popular for a limited time only. These procedures
and agents are generally used as adjuncts, and not as alternatives,
to regular medical treatments. They tend to be employed by people
who are resourceful rather than ignorant. These individuals may
be driven by fear of dying, by a desire to satisfy psychological, social
and spiritual needs; or by an impulse to protest against the ineffec-
tiveness of their conventional treatments.

Ways to evaluate unorthodox therapies were discussed, the three
main criteria being: evidence for effectiveness, rationale and con-
sensus among informed judges. According to these criteria, there
is no reason to think that cancer can be affected by any of the ex-
ternally applied unorthodox remedies that are currently popular.
However, a valuable sense of hope and control may derive from
having something concrete that one can do, and it is also possible
that certain remedies have physical effects yet to be verified. Finally,
we examined some of the (mostly subconscious) reasons why those
wishing to help cancer patients may advocate irrational therapies.
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Part Three

Healing from
Within



The Mind'’s Effect
on the Course of
Cancer

We come now to the central subject matter of this book: the idea
that events in our own minds can not only influence the quality of
our lives (something almost everyone would accept) but that they
can affect the course of physical disease as well. In this chapter I
will review evidence for an effect of mind on cancer, and in the
next I discuss a scheme that may help us understand how mind
(and social and spiritual events) influences bodily health.

If you have read Chapters g and 4, you will know that I am draw-
ing a distinction between external treatments, a category that in-
cludes both conventional medicine and many unorthodox reme-
dies, and internal changes aimed at healing. By internal healing, or
healing from within, I mean any consciously initiated change in at-
titude—that is, in patterns of thought, emotion and behaviour that
helps to restore health. I do not mean to include the automatic self-
repair of wounds by the body, although an effect of mental change
may be to facilitate such self-repair. Obviously, there may be some
overlap between external and internal healing, as when a resolu-
tion is made to seek out medical treatment or unorthodox reme-
dies. In that case, I would classify the mental change that prompts

50
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the taking of action as “internal,” and any effects of the treatment
itself as “external.” Internal healing may be initiated solely by the
patient or, more commonly, with help from others. We will get a
better sense of what the term includes in the following chapters,
but for now we may note that the kinds of techniques used to heal
from within are relaxation, meditation, mental imaging, awareness
and change of thoughts, awareness and appropriate expression
of emotions, attention to social interactions and connecting with
one’s spiritual level of being.

\X/hat is needed to begin healing from within?

Experience in our own programme over nearly twenty years has
taught us that by no means everybody is willing to invoke his or her
own powers to assist healing.

1. A readiness to confront the situation. We all have a tendency to
deny the seriousness of threats to life in order to allay our
anxiety. This denial commonly takes the form of assuring our-
selves that everything will be fine, that we don’t need to worry
because the medical treatment will certainly cure us. While
such self-talk is comforting, it undermines motivation: with-
out a real acknowledgement that our life is in danger we are
unlikely to work at self-healing. Tragically, it is not until dis-
ease is widespread and medical options exhausted that many
people turn to self-help methods. This is unfortunate because
it is asking a great deal of any treatment to alter the course
of advanced disease: any kind of healing, whether internal or
external, has the best chance of restoring health when the dis-
turbance is small.

2. Open-mindedness—that is, to the view that mental change can affect
the body. More intuitive people, who have experienced for them-
selves their mind-body connection, are more able to adopt self-
help strategies than are people who have a purely “intellectual”
approach to life and the world.

3. Willingness to work and change. We all resist change; it is easier
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to maintain familiar patterns of thought and behaviour, even
when these are harmful. Cancer can be a fine motivator, how-
ever! Effective self-help work requires a shift in one’s priorities,
dropping some old habits and making time and energy avail-
able for new activities.

4. Help from skilled people. While some remarkable people make
substantial changes alone, most need help. I would like to re-
-emphasise that you need to make sure the people you choose
to help you have appropriate qualifications. They should have
training in psychological counselling techniques, as well as in
any specific self-help methods to be taught. Usually this will
mean a professional degree. Some knowledge of cancer, and
experience with cancer patients, is desirable. Registration with
an appropriate professional board is another important safe-
guard, as it means they can be held accountable for their ac-
tions; unfortunately, people without such training and account-
ability will often make exaggerated or harmful claims and sug-
gestions. However, professional qualifications are no guarantee
that the bearer will be helpful. And I have also met laypeople
who, through their own life experiences and inner work, have
gained great ability to help others heal. A good additional
guiding principle is to look closely at the conduct and life of
the person offering assistance: does he or she practise what is
preached and exemplify the kinds of qualities you admire?

5. Lastly, support and understanding from family and friends is needed
if anyone is going to make substantial changes in his or her life.
We cast our intimate friends in particular roles, and by so doing
limit their freedom. People with cancer need, first of all, the as-
surance of continued love and support by those around them;
if they plan to adjust life patterns, permission and encourage-
ment from others will usually be required.
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Scientific evidence for an impact of mind on health
generally

My main task in this section is to review evidence for an influence
of mental state on the onset and progression of cancer. But before
doing that I will prepare the ground by briefly looking at two re-
lated questions: can mental change improve quality of life in can-
cer patients, and does the mind have an effect on diseases other
than cancer?

Quality of life

There are two things that we might ask of any treatment, whether
internal or external: will it help us to live longer, or will the quality
of our life be improved? The emphasis in studies on medical treat-
ment of cancer has mainly been on prolonging life, without regard
for its quality, although this is beginning to change. New drugs are
now often evaluated not only for their effects on tumours but also
for the effect they have on how the subject feels; if two different
external treatment regimens have similar effects on the physical
disease, the less toxic of them is obviously preferable.

There is now abundant evidence that emotional support, coun-
selling and coping skills like those described later can improve the
quality of life of cancer patients, as measured by people’s mood,
social interactions, ability to work, sense of control over events and
related psychological and social indicators. For this reason alone,
whether or not there is an effect on lifespan, increasing numbers
of health professionals believe that psychological methods should
be a part of the treatment of many serious chronic diseases, includ-
ing cancer. If you have cancer, we can be confident, on the basis of
research findings and clinical experience, that you will be helped
emotionally by undertaking some psychological self-help. These ap-
proaches do not appeal to everyone; some patients are adequately
helped by families and friends, and others prefer to cope with cri-
ses alone, usually because they have difficulty sharing their feel-
ings or are unaware of the possible value of support from others.
However, there is little doubt that quality of life can be substantially
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improved by efforts at healing in those individuals open to this ap-
proach; I will refer to this kind of benefit from time to time, but my
emphasis will be on the more unconventional idea that the disease
may be affected by internal psychological change.

Evidence for effect of mind on health and disease
generally
If we are going to argue that the mind can affect cancer, it is natu-
ral to put the issue in context by asking what evidence exists for its
effect on other diseases. A number of observations suggest that the
mind plays a dominant role in the health of those in modern West-
ern societies. Most of this evidence relates mental state to getting
sick; relatively little research has been done on the healing poten-
tial of mind.

¢ The most obvious influence of mind is through unhealthy be-
haviours. Such habits as smoking, overeating, over-consump-
tion of alcohol and other drugs, driving carelessly and lack of
attention to needs for sleep, relaxation and exercise are esti-
mated to account for approximately 50 per cent of premature
mortality in the West. Unhealthy behaviours are particularly
important as causes of cancer: as we saw in Chapter 2, approx-
imately 85 per cent of cancers could probably be avoided, nota-
bly by abolishing smoking and changing our diets.

e Certain personality traits seem to predispose people to spe-
cific diseases; the bestknown example is that “type A” person-
alities—driven, time-anxious people who may have a lot of re-
pressed hostility—seem more prone than others to coronary
artery disease (although there is debate among experts as to
exactly what the risk factors are), whereas the more relaxed
“type B” individuals are less susceptible to such disease.

* People’s expectations or beliefs also seem to have an important
effect on their health. A number of phenomena may be grouped
under this heading. In Chapter 4 I mentioned the often benefi-
cial effects of placebos, neutral substances or procedures that
are believed by the person receiving them to be effective and
may cause actual physical healing of a number of symptoms or
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diseases. Suggestions made to those under hypnosis have also
cured some physical diseases in certain circumstances, for ex-
ample, long-standing skin conditions. Suggestions may also do
harm, however. The phenomenon of “hex death” is well docu-
mented: a hex or spell cast on a susceptible person (typically
someone who believes in such things) may bring about his or
her death within a few days. It seems logical to wonder whether
the mind, which has such power to cause harm, may also have a
comparable ability to heal.

Our health appears to be greatly influenced by the perception
that we have a coherent support system, as is shown most dra-
matically by the increased death rate among men who have
recently lost a spouse. Some scientists have speculated that it
is important to the health of many individuals to have a sense
of meaning in their lives. Recent studies have confirmed that
people nearing death often demonstrate an ability to postpone
their actual demise until after an important date, like a birth-
day or meaningful religious event.

Related to the last section is the voluminous and often con-
fusing research on the effects of stress on susceptibility to dis-
ease. While not all stress is “bad,” and the perception of the
person experiencing it is important, it has been found that peo-
ple subject to a large amount of significant change in their lives
over a short time are much more likely to get sick than others
not so stressed.

Evidence exists that, when information and reassurance are
given to people who are about to have surgery, their healing
may be faster, and time in hospital shorter, than for compara-
ble subjects who do not get such psychological support.

The field of psychosomatic medicine has documented the im-
portance of mind in the development of many diseases, for ex-
ample, essential hypertension, peptic ulcers, rheumatoid ar-
thritis and thyrotoxicosis.

Occasional individuals have an ability to perform remarkable
physiological feats, such as voluntarily controlling bleeding or
pain. Biofeedback research has also demonstrated that we can
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learn to exert mental control over a lot of bodily functions that
were previously thought to be involuntary.

*  Even more basic, and probably more important than any of the
above, although difficult to pin down scientifically, are the far-
reaching effects of our customary modes of reacting to events
around us. For example, some people see new problems as an
exhilarating challenge; others see them as overwhelming or
frightening, and react with what has been called “learned help-
lessness,” a pattern that psychosomatic physicians have shown
predisposes to physical disease. In poetic language we might
say (as does the Buddha in the opening stanza of the Buddhist
scripture the Dhammapada) that we mould our bodies with our
thoughts. Our habitual patterns of response determine muscu-
lar tensions, which, in turn, may promote disorders of muscles
(responsible for much lower back pain) and joints (possibly pro-
moting arthritis). Thoughts are electrochemical events, taking
place within nerve cells, and these chemical changes inevitably
invoke parallel chemical and hormonal changes throughout the
body. Thus, a constant state of vigilance or arousal, for example,
activates nervous and hormonal mechanisms that raise blood
pressure and contribute to heart disease. (You can read more
about mind and disease generally in any of a number of popular
accounts, some of which are listed in “Further Reading.”)

This list of mind-disease connections reassures us that in asking
if the mind can influence the course of cancer, whether to promote
or retard its growth, we are not proposing something outside the
realm of existing knowledge; instead we are extending the list of
conditions known to be affected by mind to a disease that, for no
good reason, has long been assumed by many to be largely insus-
ceptible to such influence.

Scientific evidence for an effect of mind on cancer

There is no single piece of evidence that would compel a sceptic
to believe that mental state influences the onset or progression of
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cancer. However, three quite separate areas of research point to
this conclusion, and, in science, such convergence is usually seen as
evidence of the likely truth of an idea.

Experimental studies using animals

The advantage of working with animals is that stresses can be delib-
erately applied or removed, in order to investigate their effects on
cancer, in a way that would be unethical in humans. Many studies
have shown that such stresses as shock, noise, handling, isolation,
or fear may enhance tumour growth. In one example, it was found
that, in a strain of mice that reliably develops mammary cancer in
adult life, these tumours appeared several months earlier when the
animals were subjected to environmental stress. The picture is not
clear, however. Stress sometimes promotes and, in other circum-
stances, inhibits the development of cancer. It appears that acute
stress is more likely to be a promoter of the disease in experimen-
tal animals and chronic stress a retarding influence. In one partic-
ularly interesting group of experiments, tumour-bearing mice sub-
jected to electric shock experienced faster tumour growth than did
unshocked animals. When the mice were able to avoid the shock,
that is, to exert some control, the rate of tumour growth declined.
And when pairs of animals received the same shock stress, but only
one mouse in each pair had the ability to turn it off, the cancer
grew more slowly in the mouse that had this control.!

Overall, experts are in agreement that there is a relationship be-
tween stress and the growth of cancers in experimental animals.
This growth may be affected by the animal’s ability to cope. We can
also suggest some plausible mechanisms at the cellular and molec-
ular levels (see next section). This experimental evidence increases
the strength of the argument for a link between stress, coping and
cancer in humans, but does not conclusively prove it: animals obvi-
ously differ from humans in many ways, although the similarities
are much more important than the differences in most biological
reactions. Their cancers are, however, more often caused by viruses
than are human tumours.
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Studies on a possible link between psychological
factors (“personality”) and human cancer

The idea that people with certain specific personality traits are
more likely than others to contract cancer is a very old one, going
back at least as far as the Greek physician Galen in the second cen-
tury AD. It is a view that has been investigated scientifically over
the past thirty-five years or so——many hundreds of studies having
been published during that time—but without any definite consen-
sus being reached. There are many technical difficulties with such
studies. The most obvious kind of experiment to do in this area is
to assess the personalities of a group of cancer patients (in itself, a
very imprecise process) and compare them with the personalities of
a similar group of people who do not have cancer. Unfortunately, it
is difficult to arrange for two such matched groups and yet be con-
fident that no sources of bias have crept in, as I will discuss below.
Also, such backward-looking comparisons are open to the objec-
tion that the mental characteristics of the patients may have been
altered by the fact of having cancer, confusing cause and effect.

A much stronger kind of experiment involves assessing people
psychologically before they get cancer, then seeing if there is any
systematic difference between those subsequently contracting the
disease and those who remain free from it. This is much more dif-
ficult, since we need to test very large numbers, of whom only a
small proportion will get cancer later on. Alternatively, research-
ers have made their psychological measurements on a group of pa-
tients who already have cancer, then followed them for a period to
see if those with certain kinds of personalities or coping styles do
better, on average, than others. A small number of studies of this
kind have been published.

One personality trait emerges fairly clearly from both of these
kinds of comparisons. Research indicates that people with this trait
seem somewhat more at risk of getting cancer and of doing poorly
if they already have the disease. This characteristic or personality
trait is a tendency to repress emotion, particularly to inhibit expres-
sion of so-called negative emotions such as anger or distress. It may
evolve out of a lack of early closeness to parents. Loss of important
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relationships may also contribute, although the evidence for this is
conflicting.

The idea that other kinds of life stress might contribute to cancer
in humans, by analogy with the animal work, has been difficult to
prove: again, data exist that both support and deny such an effect.
Some interesting work by a group in England has shown that pa-
tients with a “helpless-hopeless” attitude to their disease were more
likely to die quickly. The opposite pattern, having a “fighting spirit,”
was initially thought to be protective, and although very recent re-
search has failed to confirm this, it remains a common clinical ob-
servation that people with such an attitude often seem to do bet-
ter than those who feel helpless. Having good social support, less
emotional distress and better coping ability have been found help-
ful in some studies, although again, contrary reports exist. Part of
the reason for this frustrating inconsistency in results may be that
the methods used to describe psychological attitudes that help peo-
ple oppose cancer are almost always simple, self-report question-
naires, which do not always detect what people are really thinking
and feeling.

The most dramatic examples of a possible impact of mind on
human cancer are the very rare cases of “spontaneous remission,”
in which tumours regressed or disappeared in the absence of any
medical treatment that could have been responsible. I mentioned
this phenomenon in Chapter 2, and the fact that it is now gener-
ally agreed that such remissions occasionally occur. A famous ex-
ample concerns a man with multiple, large lymphoid tumours who
was injected with krebiozen (see Chapter 4), an ineffective alterna-
tive remedy.2 The tumours regressed. When a newspaper report ap-
peared, stating that krebiozen had been proved worthless, the man’s
tumours rapidly regrew. Physicians then injected him with what was
described as “double strength” krebiozen but was, in fact, distilled
water. The tumours again regressed. A further report on the useless-
ness of krebiozen finally convinced the patient that he had not re-
ceived effective treatment, whereupon he rapidly succumbed to the
disease. Such a pattern is difficult to explain except as a response of
the patient’s body to his mental expectations or beliefs.
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Opver the last twenty years I have observed a number of patients
in our program who have had unexpected remissions of advanced
disease that lasted for varying lengths of time. However, from such
observations alone, we cannot claim that mental factors caused
these regressions; other factors, not measured or controlled for,
may have been responsible; we do not know how well the same peo-
ple would have done without their self-help efforts. To draw con-
clusions about the relationship of psychological change to self-help,
we need carefully done experiments with systematic observation,
and an attempt to control for extraneous factors. We turn now to a
brief look at work of this kind.

Effects of psychological interventions on the
progression of cancer

In Chapter g we briefly discussed “randomized controlled trials” as
the most unambiguous way of testing whether or not a psychologi-
cal intervention would affect average lifespan in cancer patients.
You will recall that, in such experiments, a number of patients are
randomly (by chance assignment) divided into two groups, which
should then be approximately the same in all characteristics that
might affect the course of the disease. All members of one group
receive a psychological treatment program; members of the other
group do not. We then ask if the group getting the intervention live
longer, on average.

While results of the best-known trial of this kind were published
in 1989, there has been more research of this nature since that
time (and since the first edition of this book). In the earlier, well-
publicized analysis by Spiegel and colleagues eighty-six women with
metastatic breast cancer were randomly assigned® to two groups,
only one of which received the psychological intervention, attend-
ance at a weekly support group meeting for one year, plus some
training in relaxation. Women receiving this intervention lived,
on average, eighteen months longer than those who did not get it.
This is a truly remarkable result: no drug currently exists that can
prolong life reliably to this extent in women with this stage of the
disease. Our own group at the Ontario Cancer Institute, Toronto
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has recently completed and published a similar study,* also with
patients who had metastatic breast cancer. Unfortunately, we did
not find a significant impact of the psychological help on lifespan.
Such contradictory results are common in trials at an early stage of
testing any new procedure, including new drugs. Since both of the
trials were small, it is possible that, in either or both of them, the
two groups of patients were, by chance, not balanced, e.g., in the
Spiegel experiment the group receiving therapy may have had less
serious disease on average.”

Several other less clear-cut reports of effects of psychological in-
tervention on lifespan in cancer patients have been published in
the last few years. In one of these, patients with early-stage malig-
nant melanoma received a simple, six-session programme of cop-
ing skills training. This decreased the number who had died six
years later! However, by ten years, there was no significant differ-
ence between the group getting the therapy and the controls who
did not. One other randomized study, designed for another pur-
pose, showed a significant effect of a psychological intervention;
two further studies, with less rigorous designs, did not find an ef-
fect. So how do we decide whether or not such therapy improves av-
erage survival? We have to wait for further experiments of the same
kind; there are several now in progress in Canada and the us. As
the work progresses, the design of the studies will improve, and we
should eventually be able to tell, from the accumulating evidence
whether a true effect exists, and how large it may be.

Is there another way to investigate scientifically the relationship
between mental change, promoted by psychological methods (self-
-help or therapy), and duration of survival? In Chapter 4, while dis-
cussing “How can we evaluate remedies,” I mentioned “correlative”

* In more recent times there have been several similar experiments, including a

second by Spiegel’s group, which have not confirmed this result. It now appears
that a supportive intervention like the one Spiegel used does not increase aver-
age lifespan significantly when the results of groups of patients are examined.
However, this does not in any way negate the possibility that individual patients
who make exceptional self-healing efforts may indeed prolong their lives (further
discussed in my book: Can the Mind Heal Cancer?, Toronto, self-published, 2005).
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studies, which look for a relationship between actions and conse-
quences; this type of study can be done to relate psychological
properties (attitudes and behaviours) to survival with cancer. The
logic here is the same as that which we use in everyday life, i.e., in
drawing conclusions about whether the things we do achieve the
desired results. This kind of evidence has been used to determine
that smoking causes lung cancer—the more cigarettes the greater
the danger. In the field of effects of mind on cancer, there are a
few studies of this kind, although most of the earlier reports were
not done in a way that allowed definite conclusions. I will describe
these briefly, then outline our own current programme of correla-
tive work in which we have tried to correct some of these design
faults and provide more reliable results.

For many decades there have been anecdotal reports in the med-
ical literature from physicians and psychologists who had worked
with a number of cancer patients and had shown that these patients
survived longer than would have been expected from the serious-
ness of their disease or from comparisons with national statistics.
Dr. Lawrence LeShan, a psychologist, initially investigated several
hundred patients and found an association between loss and sus-
ceptibility to cancer; he has written extensively about his experi-
ence,5 from which he concludes that cancer patients need to dis-
cover, and begin pursuing, their true purpose in life (see Chapter
9). Other well-known pioneers are Dr. Carl Simonton and Steph-
anie Matthews-Simonton,® who introduced mental imaging and
other psychological techniques (see Chapter 7) in complementary
cancer care, and found that patients attending their clinics lived
about twice as long as the recorded average for individuals with
similar disease. At first sight, this finding sounds promising, but
unfortunately one cannot draw strong conclusions from it because
the people choosing to attend special care are in many ways dif-
ferent from average, being younger, more enterprising, of higher
socioeconomic status and so on. The onus is on the investigator
to show that these factors do not, in themselves, account for the
longer survival, independently of the intervention.

Similar caveats apply to the very interesting work of Dr. Ainslie
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Meares, a psychiatrist teaching intensive meditation to cancer pa-
tients, and of Dr. Bernauer Newton and colleagues, psychologists
offering self-hypnosis, imaging and related techniques; in both
cases, the researchers observed an apparent relationship between
their treatments and survival. Also available are accounts by indi-
viduals about their own struggles to overcome cancer, two of the
best of these being the books by Claude Dosdall and Ian Gawler
(see “Further Reading”).

Over the last five years, at the Ontario Cancer Institute, we have
done the following experiment. Twenty-two people with medically
incurable metastatic cancers of various kinds were enrolled into a
year of group psychological therapy. During that time, we made a
detailed assessment of how “involved” they became in their psycho-
logical self-help work—how much practice they did of techniques
like meditation, mental imaging and journalising, how dedicated
they were, and how much progress they made in self-understand-
ing and spiritual “connectedness.” The twenty-two could be di-
vided into three categories of about equal size, “highly involved,”
“moderately,” or “slightly.” There was a clear and strong relation-
ship between living longer and being more involved with psycho-
logical self-help. In fact, two of the “highly involved” patients have
had complete, five-year remissions of their disease. At the time of
writing, four of the highly motivated patients are still alive, two of
the moderately involved, and none of the slightly involved patients.
To check that living longer was not simply the result of less seri-
ous disease we had a panel of twelve oncologists independently re-
view the charts of each patient at the time they entered the study,
and predict how long each would live. By this and other criteria
(they were of similar age, and attended groups for a similar average
length of time), the three categories had equally serious disease;
the major difference between them appears to have been their de-
gree of involvement in the psychological and spiritual work. How-
ever, we must note that this kind of evidence is not regarded as
conclusive. Because a set of attitudes and behaviours was correlated
with longer survival doesn’t mean they caused it; other hidden fac-
tors could conceivably have played a role, although it is hard to see
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what these might have been. The most likely explanation for our re-
sults is nevertheless that dedicated self-help work prolongs life. In-
cidentally, the more involved people became, the better the quality
of life they enjoyed also. This alone makes their efforts worthwhile.

What did the “highly involved” people do? They first appraised
their situation as serious and deserving of their full effort. They
were “open” or flexible enough to look at their habitual patterns
and make changes (whereas people with low involvement were
often preoccupied with maintaining their lives unchanged). They
also believed that they could make a difference, and that psycho-
logical self-help would be effective. Driven by this strong motiva-
tion, they practised their self-awareness, imagery and meditation
techniques regularly, often for several hours a day. For example,
one of the women whose disease went into complete remission kept
a journal in each of several rooms of her house so that, whenever
she had an insight, she could write it down immediately! Spiritual
work—trying to derive meaning from the experience and to con-
nect with a transcendent order (Chapter 10)—was important to all
of them, as were good social relationships. All of these qualities,
appraisal, flexibility, motivation, dedicated action, good social and
spiritual connection, seemed to go together; a person scoring high
in any one of these areas was almost always high in all, and vice
versa. This suggests to us that there may be a single, underlying
quality responsible for healing. We will return to this in Chapters
10 and 11, but, briefly, from our research and clinical experience I
would say that this quality in a person who reaches a “healed” state
through his or her own efforts is a deep sense of personal authentic-
ity or belonging, and of the intense meaningfulness of life. There is
a feeling of loving all living things and of being oneself loved and
worthy, accompanied by motivation to grow and evolve personally
and to live life in a way that helps others. This is, of course, the
kind of evolved state that spiritual traditions have been directing
us towards for centuries!
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By what kinds of mechanisms could mind affect cancer?

While a detailed discussion of possible mechanisms of mind-body
interaction would be too technical to be appropriate here, I want
to convey that there is a growing understanding of the many cellu-
lar and biochemical pathways connecting ideas in the mind with
potentially healing changes in the body. Ideas are not simply intan-
gible, woolly things out in the ether somewhere; they are neuro-
chemical events, taking place in the brain. A thought depends
on the “firing” activity of a specific pattern of nerves, that is, on
electrochemical impulses passing along and between these nerves.
This activity in the brain becomes translated into events in the
body through two nervous “systems.” The central nervous system is
the one we are all familiar with; its bodily component is the spinal
cord and the nerves issuing from it. This is the “wiring” that allows
us to respond to sensations like pain, and to perform the ordinary,
voluntary actions of life, such as reaching for something to eat. The
other, smaller system of nerves in the body, also under control of
the brain, is the autonomic nervous system; its nerves go to organs
other than the large muscles, and regulate such functions as diges-
tion, excretion, respiration and blood flow. It is called “autonomic,”
meaning autonomous, because for many years it was thought to be
outside voluntary control; now it is known that, while the functions
of this system do proceed automatically, we can change many of
them through acts of will.

In addition to signals passing from brain to body by way of nerve
fibres, they are also transmitted by hormones, circulating mole-
cules that reach target organs through the bloodstream. The pitu-
itary gland, a small structure under the brain, is the “conductor of
the endocrine (hormonal) orchestra” it receives instructions from
the brain and liberates a variety of hormones, which then, in turn,
activate other secretory glands, such as the thyroid and the adren-
als. One of many pathways is shown in Figure 4. A product of the
pituitary called adrenocorticotropic hormone stimulates the cor-
tex, or outer part, of the adrenal glands (situated above the kid-
neys) to release corticosteroid or “stress” hormones, which have
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Figure 4
One pathway through which external events, percetved as stressful, may affect our resistance
to disease.
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effects on many of the body’s functions in ways that may affect tu-
mours. These molecules, together with others such as adrenaline
from the inner part of the adrenals, change patterns of blood flow
through the tissues, for example, reducing inflammatory reactions
and influencing clotting mechanisms. Such actions can both affect
primary tumours and change the likelihood of metastatic (distant)
growths developing.

Figure 4 also shows one way in which the immune system (de-
scribed in Chapter 2) may be affected by mental activity. For many
years it was believed that this army of millions of circulating lym-
phocytes, and the lymph glands and other organs supporting their
circulation, constituted an entirely independent system of defence,
protecting the body against invasion by microorganisms without
any control from the nervous or hormonal mechanisms that regu-
late most other functions. Now we know that this is not the case; the
flourishing new scientific discipline of psychoneuroimmunology
has demonstrated that mental changes, acting through neuro-
hormonal intermediaries, can significantly influence immune re-
sponses. To the extent that the immune system protects us against
tumour growth (and some reservations were expressed in Chapter
2), we now have a concrete pathway that may connect mind and
cancer: mental events, including a stressful sense of lack of control,
causing diminished immune activity, which in turn allows tumours
to grow more readily.

Contrasting the impact of mind on cancer with the effects
of unorthodox external remedies

At this point it is instructive to compare what we have learned about
the mind-cancer link with the situation that exists for unorthodox
remedies applied from outside, as described in the last chapter. We
discussed applying three criteria when evaluating an unconven-
tional remedy for cancer: evidence, rationale and consensus. We
see that there is considerable convergent evidence for an impact of
mind on cancer, both in experimental animals and in humans; no
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such evidence exists for unorthodox external remedies. There is
growing understanding of the ways in which mind can influence
cancer and disease generally; no comparable rationale has been
presented for the external unconventional remedies. And there is
a fair consensus among therapists as to what kinds of psychologi-
cal help may promote healing, in contrast to the totally individu-
alistic claims of most “alternative” therapists using external agents.
For these reasons, I believe it is vital to distinguish clearly between
the philosophy of helping patients mobilise their own internal re-
sources in the struggle against disease, and the credo—we can
hardly call it a philosophy—that one or another unproven and usu-
ally irrational external treatment may cure cancer.

\Why hasn’t the possibility of the mind’s having an impact
on cancer (and other disease) influenced medical practice?

Given the converging strands of evidence supporting the idea that
mental state has an impact on the course of cancer and other phys-
ical diseases, it seems odd that more attention has not been paid to
using people’s minds as a weapon in the struggle against illness. I
think there are three main reasons for this neglect.

First, the evidence is incomplete. While the impact of the mind
on certain animal cancers is undeniable, there are not enough
good studies yet to convince the sceptical that mental state has a
significant effect on human cancer.

Second, the evidence is scattered throughout the journals of sev-
eral separate disciplines, and much of it is quite recent; thus the
ideas we have been considering have generally not yet filtered down
to the medical practitioner.

Third, and most important, the current theory behind medical
practice sees disease as having exclusively biological causes, and
treatment as being confined to externally administered agents.
There is little place for mind in biomedical theory, and evidence
of mental influence has to be particularly strong before it is con-
sidered at all. To many of those trained exclusively in biology or
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medicine, mind seems intangible and unable to affect the concrete
processes of the body. So the view that people might be able to help
themselves fight disease through psychological change represents
the beginning of a very fundamental shift in medical thinking. In
the next chapter, I will advance a broader theory, one that takes
account of all of the existing evidence and enables us to begin to
understand how the higher levels of ourselves—the psychological,
social and spiritual—might be invoked to aid our healing.

Summary

This chapter has been a brief review of the evidence for an influ-
ence of mind on disease in general and on cancer in particular.
After discussing some of the prerequisites for using the mind as
a tool in the struggle against disease—a willingness to confront
the threat openly, to work at change and to seek help—I listed the
main areas of evidence for the overwhelming importance of men-
tal/behavioural factors in causing disease in Western communi-
ties. Turning to the effect of mind on cancer, we found that there
are three main kinds of evidence for a connection: animal experi-
ments, studies on personality attributes (notably a tendency to re-
press emotion) that seem to favour cancer, and clinical trials of psy-
chological interventions with cancer patients. We considered some
of the mechanisms in the body that might connect events in the
mind with cancer remission, noting the recent explosive growth of
psychoneuroimmunology, a field that is documenting the influence
of mind on the immune response, and hence, potentially, on can-
cer. Finally, the considerable evidence and plausible rationale that
exist for a mind-cancer link, along with the degree of consensus
among therapists, was contrasted with the lack of evidence, ration-
ale and consensus for the unorthodox external remedies described
in Chapter 4.



How Body, Mind,
Social, and Spiritual

Levels Interact

In the last chapter I discussed some of the evidence for “healing
from within,” that is, for the view that mental attitude or internal
events or states initiated by the mind can affect the course of can-
cer and other diseases. We looked briefly at some of the cellular
and molecular mechanisms that may translate mental events into
changes in the body. In this chapter I will broaden the discussion
considerably; our aim is to find a way to understand how mental,
social and spiritual changes may affect the body and thus influence
health. We will end up with a theory or “model” that is very differ-
ent from the kinds of explanations that are usual in biology and
medicine. Instead of describing chemical or cellular processes, we
will be talking in terms of the transfer of information or patterns
from one “level” of the individual to another. We need this new
type of theory because biomedicine (biologically based medicine),
with its exclusive focus on material events, simply cannot account
for the observed effect on health of many of the psychological and
social factors discussed in the last chapter.

The ideas that I present here serve as a rationale for much
of what cancer patients can do to help themselves. They also
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represent the beginnings of a theory of healing. In formulating
this “model” I have drawn on a great variety of sources. For exam-
ple, writers in the field of psychosomatic medicine have, since the
beginning of this century, offered ways of understanding mind-
body interactions. One of these is the “model” of a person as a hi-
erarchy of different levels of organisation (described below). The
opinion that we need to consider information flow as well as mate-
rial events, which is central to my scheme, has been largely over-
looked by biomedicine, but is a mainstay of the philosophical field
of semiotics, or theory of signs and symbols, from which we can
learn a great deal that will be useful to us in understanding health
in a broader context.

You will probably find that the model I propose reads like organ-
ized common sense. The conclusions I draw from it amount to a re-
statement, in more technical language, of ideas about healing that
have been available for thousands of years, a fact that helps us have
confidence in their validity. Although they are supported by the ex-
perience of many mental health professionals and of others who
have worked to understand and heal themselves, they do not repre-
sent a way of looking at health and disease that has yet formed the
basis for much scientific research. We have reached a cross-roads
in this book: until now we have been able to draw on published sci-
entific evidence; from this point on we will be forced to rely more
on logical argument, and on a consensus from the observations
and experience of many people in our own age and culture, and in
other cultures at various times.

Our many levels of organisation

We are all aware that our bodies are made up of smaller building
blocks; the smallest of these are the atoms and subatomic parti-
cles that combine to form larger molecules. Then, there are our
cells, which combine to form tissues and organs. We sometimes
see ourselves as a collection of organs, put together much like an
automobile. However, unlike the car, we do not stop at our skin: in
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Figure 5

“Map’ of a person, showing some of the many structural levels. A complete line has been
drawn around the “whole body” level, because we appear to be separate individuals.
However, as each of us is part of higher levels, such as species, life, and the cosmos, these

levels are shown as open boxes, embracing many individuals.

order for us to stay alive there must be a constant passage of mole-
cules from environment to body and back, most obviously during
breathing, eating and excretion, but also across the external skin
itself (for example, as sweat). The digestive tract, for example, is
really a tube enclosing a part of the outside world that happens to
be inside us. A car would exist unchanged for a long time in outer
space: a living organism could not—we depend absolutely on con-
stant interaction with our world.

Figure 5 shows some of these levels of organisation. It begins,
in the centre, with the familiar small components of our bodies.
Continuing outwards, to bigger units, I have drawn groups of indi-
viduals as the next important “level”; we are all part of a larger so-
cial group, and could hardly live without it. We are also intimately
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connected with other living things and nonliving materials in our
world, a fact that is becoming painfully obvious through the dam-
age our population and technology cause the environment. Then
our planet is itself a part of larger aggregations—solar system, gal-
axy and universe. This kind of hierarchy has been described by
many writers. If we accept that there are no real boundaries, that
an individual is instead a kind of local concentration of certain ma-
terials, a pucker in the fabric as it were, Figure 5 can be seen as a
“map” of a person, and each of us can be considered to contain or
form part of the larger social and universal structures.

This map has two main properties. First, it describes the way in
which things are organized; smaller building blocks in the middle,
getting larger as we move out. It is a hierarchy, in that each level in-
cludes all of those beneath it, and the farther out we go the more
complex it gets. New properties emerge as we go outwards; for ex-
ample, a whole person can do things that could not be predicted
from an examination of his or her component cells or organs. Sec-
ond, if we disturb any level, we affect all of the others. For example,
a tiny change in the DNA or genetic material of the sperm or egg
can stunt an individual’s growth, retard his or her intelligence, and
affect a whole community. Or, in the other direction, a “high-level”
change, for example, a factory shutdown, can throw people out of
work, make them depressed and cause some of them to have heart
attacks or ulcers. Obviously, the changes produced in higher levels
of the system by a small disturbance at a lower level, say, in a mol-
ecule or cell, may be far too insignificant to measure, but, accord-
ing to physicists, this ripple effect exists nevertheless. As the Zen
writers express it: “Cut a blade of grass and shake the universe!”

This view that everything is connected is hardly new; in fact, it is
the central idea behind the spiritual search of many cultures, and
is upheld by modern physics. We divide things up in our minds for
convenience, to facilitate description and control, and in so doing
lose our awareness of our intimate and necessary connection with
our world.
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\X’here does mind fit in? Informational aspects of our
being

This next section is a little more difficult because it involves looking
at familiar things in a new way. However, if we are to include such
concepts as “mind,” “social level” and “spiritual” in our account of
healing possibilities, we have to recognise that two quite different
“languages” have been used to describe events affecting humans
and their health—the languages of material and of information or
pattern.

When we speak of “materials” we mean solid, easily measurable
things like “cell,” “body” and “brain.” Most branches of biologi-
cal science use this kind of language: we might describe a person
as weighing 150 pounds, losing his hair, moving freely and so on.
Here, we are focusing mainly on the material properties of a per-
son’s state of health. “Information,” by contrast, refers to any pat-
tern in space and time; its emphasis is on the pattern itself, not on
the materials displaying it. For example, “mind,” an informational
or pattern term, refers not to a thing, but to a (very complex) series
of events and interactions; these happen to be carried out by brain
cells, but many of them can also be performed by a computer. It is
not the material composition of the brain that confers its unique
capabilities, but its pattern of organisation or structure. All objects
have both material and informational aspects; we can focus our at-
tention on either, as it suits our purpose.

Why do we need to bother with this distinction between mate-
rial or substance and the pattern of its organisation? The reason
is that our bodies are strongly affected not only by material things
but by information of many kinds. When a social event (job loss or
bereavement) provokes physical illness, it is information, not mate-
rial, that passes from one level to another of the map in Figure
5. Another example may make this clearer: If someone in the dis-
tance shouts your name, the information reaches you as a pattern
of sound waves in the air, and the vibration of the eardrum is con-
verted into neuroelectrical signals or information that flows to the
brain. The brain, in turn, sends signals, via nerves and hormones,
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to the musculature, and you turn to face the source of the shout.
Thus, an almost purely informational event—the passage of a mes-
sage through various levels of a person—has given rise to a large
physical change, the turning of the body. There must be some ma-
terial or energy to carry this information, of course, but we can
readily see that this is not the important thing: if the name shouted
was not your own, you would be much less likely to react, although
the energy changes between the shouter and your brain would be
essentially the same.

Pathological changes in the body may come about when there
are repeated, arousing messages to which we cannot respond ap-
propriately. For example, if we perceive others as hostile and un-
trustworthy, we will react with (usually repressed) hostility ourselves,
and will be more liable, as research shows, to high blood pressure
and heart disease. Or, if the messages we receive from outside are
interpreted as meaning that we can’t cope, we may feel helpless and
hopeless. Those physicians belonging to the small speciality area
known as psychosomatic medicine, who do credit the mind with
power to affect health, have speculated that a helpless/hopeless ori-
entation makes us prone to a variety of physical ailments.

This idea, that information or messages may affect our bodies,
may seem obvious. After all, it is the same principle as a telephone
message provoking activity, or an electronic signal guiding the
movements of a machine, or the software of a computer directing
the actions of the hardware. Yet this principle has been not only
ignored but actively resisted by mainstream Western medicine: the
mind has simply not been given credit for influencing the body.
The reason has been a failure to recognise that information and
material are two facets of the same events or structures; all levels of
the person have both aspects, as shown in Figure 6. When I came
to draw this figure for the first time, some years ago, I got quite
a surprise: we don’t even have the words to describe the informa-
tional correlates of some of the structures on the map! “Mind” is
an informational or pattern term corresponding roughly to “brain”
(although other parts of the body also contribute to it), and “so-
cial order,” although a clumsy expression, denotes the patterns of
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Material Structures Informational Terms
Cosmos Spiritual/existential order
Life Biosphere, ecosystem
Species Social order
Whole bod
4 } Mind
Organs
Cells/tissues Lymphocytes — immune system
Molecules DNA — genetic code

Figure 6

The “structural map” of an individual that follows from Figure 5. On the right-hand side I
have added “informational” terms (see text) that correspond to different levels of structure.
Thus, “mind” is an informational or pattern term corresponding (approximately) to brain,
and “gencetic code” describes the informational content of DNA.

relations within groups of people. But what corresponds to “organ”
or “molecules” There is no general term, so I've given some spe-
cific examples. And the best I could do for a term describing the
pattern aspect of the natural world as a whole was “ecosystem” or
“biosphere.” The correspondence between “cosmos” and “spiritual
order” is simply a way of thinking about the spiritual as a prop-
erty emerging from the total organisation of the universe, much
as mind can be thought of as emerging from brain. These are un-
doubtedly oversimplifications, aids to thought really. Mind and
spirit are probably much more than this, and perhaps have non-
material aspects that we simply can’t fit into a model like Figure 6.
How is all this important for healing? Each of us has many levels
(see Figure ). When we change one, we unavoidably change them
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all, to at least some degree. When any change takes place, at any
level, both the material structure and the pattern of organisation
or information in that structure are changed together: material
and the pattern of its arrangement are two necessary properties
of any object or event (Figure 6). Changes in pattern/information
therefore provoke changes in material, and we observe that infor-
mation or messages, from within and without, have a powerful in-
fluence on the state of our bodies.

The failure of biomedicine to credit information with the power
to change the body has resulted in a medical system that concen-
trates almost entirely on the material; the only way to treat a tu-
mour is to cut it out, irradiate it, or poison it! Yet we know that
messages can affect health—the evidence is all around us. An idea
or attitude is both an informational and a physical/material event,
involving chemical and electrical changes in the brain and else-
where. An idea can affect our bodies as profoundly as a direct phys-
ical assault (consider an unexpected telephone call saying that a
member of the family has just been killed in a traffic accident). The
rationale behind the kinds of adjunctive, self-initiated treatments
for physical disease advocated in this book, and behind much “tra-
ditional” healing, is that messages or information within the mind
and coming from any of our higher levels may significantly affect
the health of the body.

The need for change, to affect cancer

Some ill health seems to be largely caused by external agents, such
as accidents or infectious organisms. Much of it, however, includ-
ing most of those diseases currently important in Western society
such as heart disease and cancer, occurs because of conditions
that develop within the body over a long period of time. In Chap-
ter 2 we discussed the likelihood that potentially cancerous cells
are being generated all the time but are usually restrained from
growing into clinical cancer by the body’s normal control mecha-
nisms. This leads us to a very important practical conclusion: we
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may reasonably expect to change the rate of growth of a cancer
by changing the conditions surrounding it in the body. A cancer
has, in a sense, “learned” to grow under the conditions in which it
finds itself. It has evolved, generating further new variants, some of
which are able to grow faster under the prevailing conditions than
others. Our strategy, then, is to so change the state of the body that
it will become difficult or impossible for the cancer to continue to
grow. That this is realistic is shown by evidence briefly referred to
in Chapter 2; when either human or animal tissues are searched
systematically, “covert” or “dormant” cancers are found that remain
quiescent for years. Also, after removal of a primary breast cancer,
a person may be apparently free of disease for twenty years or more,
then suddenly experience a “shower” of metastases. It seems almost
certain that this happens because of a change in conditions in the
body, and highly probable that mental or social events may contrib-
ute to such changes.

I have pointed out that most medical intervention in the West is
external, the patient being regarded as passive. By contrast, a pa-
tient actively involved in healing will be initiating changes inter-
nally. You might think of those changes as an attempt to readjust
regulatory processes from within, an “internal chemotherapy,” al-
beit of a benign and nontoxic kind.

The mind of the person with disease is the prime mover in this
readjustment. If you should doubt its power, recall the evidence
reviewed in Chapter 5 for the mind’s having an effect on cancer,
and on disease generally. Consider also how different you feel when
you are “up” from when you are depressed. Such different feelings
reflect large differences in actual physiology: brain-wave patterns
vary with mood state and thought processes, as can be shown with
sophisticated modern scanning instruments; heart rate and pat-
terns of blood flow around the body are greatly affected by ideas
and moods; breathing patterns are profoundly changed by mood—
contrast the way we hold our breath, or take rapid, shallow breaths
when we are afraid, with the slow, deep breaths of the relaxed state;
more detailed adjustments occur in the circulation of cells and
molecules in different mental states, for example, corticosteroids
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(stress hormones) in the blood will cause certain immune cells to
be removed from circulation. It is therefore reasonable to propose
that mental state may affect the suitability of the internal environ-
ment for cancer growth, as we have argued before.

What practical recommendations follow from this? We have to
admit that not enough is known about the connection between
mental state and cancer growth to make specific, detailed recom-
mendations. Research on such questions, and on the whole ap-
proach of using information as a tool for affecting physiology, is in
its infancy. It is also probable that the most favourable mental state
varies somewhat from one person to another, and for different
types of cancer. Obviously, the answers to these questions will be
complex. However, we can make a reasonable assumption: trying
to promote the best overall state of balance within the body should
best oppose the progress of any disease, including cancer.

What does “state of balance” mean? It sounds like a tautology, to
say that cancer is best fought by promoting balance or health. I am
going to try to make this recommendation more concrete by rein-
troducing the concept of “connectedness.” I have used the term be-
fore, but we can return to it with more understanding now after
our discussion on the informational or pattern aspects of events
in the body. “Connectedness” means free flow of information be-
tween the various levels of the person, including the mental, social
and spiritual. What I propose is that health depends on optimal
connectedness, not necessarily on the maximum amount of infor-
mation flow—too much stimulation can be as harmful as too lit-
tle—but on a continual buffering passage of messages from one
level to another.

Is there any evidence for the healing power of
connectedness?

The healing power of connectedness has not been directly tested
by modern biomedicine, which does not yet think in those terms.
However, the concept appears in various forms in the work of many
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therapists and in many cultures. Historically, balance, harmony
and wholeness have been seen as almost synonymous with health;
in fact, our word healing comes from the Old English haelen, to
make whole. Theorists in psychosomatic medicine have repeatedly
pointed out that mental and social events affect physical health, as
in, for example, the influential biopsychosocial model proposed by
psychiatrist George Engel.!! Pioneers in the cancer/healing field,
such as Lawrence LeShan,? have stressed the importance for cancer
patients of finding out what they are really meant to do with their
lives, advocating, in other words, connection with an authentic life
purpose. (I will have more to say about this later.) A.M. De la Pena
has written a brilliant, but neglected, work,? arguing that cancer is
specifically promoted by too much or too little information flow be-
tween parts of the organism.

One way of testing the validity of the relationship between con-
nectedness and healing is to ask if its opposite, separation between
parts and levels of a person, promotes disease. At the level of the tis-
sues, it is evident that connection to blood flow and nerves is essen-
tial for health. Some intriguing research demonstrates that if a plas-
tic sheet is inserted into tissues, tumours tend to develop on both
sides of the sheet; this effect seems to be caused by the interruption
of communication rather than by the material itself, since such tu-
mours do not develop if small holes are first made in the plastic
sheet! At the mental level, an inadequate awareness of unconscious
drives may lead to neurotic thoughts and behaviours. In social
terms, we have seen that health is promoted by adequate support
from others; bereavement, for example, may make us liable to dis-
ease. And healing at the spiritual level is an attempt to diminish the
separation between the individual and a Higher Power or God.

It may seem like mere common sense to propose that healing
should go along with connectedness. We are familiar with the con-
cept in many aspects of our lives—families, organisations, cities,
nations, all run better with good lines of communication. The “nat-
ural” state of an individual would appear to be one in which free
communication takes place among his or her various parts, and
between self and others. However, we must be aware that we are
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relying on intuition and analogy here: the notion has not been sci-
entifically tested.

Our basic approach in subsequent chapters will be to find ways
to foster connectedness, or wholeness, within ourselves, taking the
self to include the higher levels I have described. To this we will
add attempts to influence physical and mental processes specifi-
cally with the use of imagery and self-suggestion.

Healing as a journey

By now it will be very clear that I am not advocating any simple alter-
native solutions, such as dietary additives or psychological tricks, to
the problem of having cancer. Instead, I am proposing a process, a
journey, with the aim of recovering connections to all parts of our-
selves. This process clearly requires effort, time and change; the
learning of new skills; the alteration of perceptions about oneself
and the world. Ultimately, it is a journey of self-discovery, the path of
the hero, as recognized in many cultures, and beautifully described
by Joseph Campbell.# Healing and understanding are closely allied;
in the broadest meaning of the word, healing becomes this under-
standing and experiencing of the relationship between all aspects
of ourselves, and between ourselves and what we have learned to
call the outside world. So my thesis is in no way original, but is sim-
ply a particular example of the evolution of the individual toward
identity with something larger, although in this case undertaken in
the hope of physical cure. The disease becomes the stimulus, and
the response of the exceptional patient is a search for meaning or
wholeness, a theme to which we will return.

Summary

An individual has many “levels™ atoms, molecules, cells and organs,
and also forms part of the social and global spheres. These levels
are not separate from one another: each of us is continuous with
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our environment. I have described the world as a giant structure, of
which each of us forms a part. When any change occurs in any part
of this structure, corresponding alterations occur at all levels: our
bodies are thus affected, not only by biochemical events but also by
the social and ecological dimensions.

To this awareness we added a second set of ideas—that there
are two separate kinds of language needed to describe any natu-
ral event: the familiar language of material and that of informa-
tion or pattern. The second refers to the way material is organized;
“mind,” “social order” and “spiritual” are examples of terms that are
informational, and not primarily about material or physical things.
Biomedicine has, by and large, failed to make this distinction, and
to recognise that information, in this sense, has a vital and often
predominant influence on health and disease.

I then argued that changein the internal milieu of the body is nec-
essary to provide conditions unfavourable to the continued growth
of cancer, and that useful change may be brought about, not only
by external treatments but by alterations initiated from within, by
the mind. An idea or attitude has both informational content and a
physical basis: by manipulating information we change the under-
lying physical structure. At the present state of knowledge, the most
useful type of change seems to be fostering “connectedness,” or the
free flow of information between all parts and levels of the person.
Thus healing becomes a journey of self-discovery, the recovery of
connections between all aspects of ourselves.



Strategies for Self-
Initiated Healing

Let us assume that we accept the possibility of helping ourselves
against cancer by making changes that begin in the mind. The
question we come to now is the practical one: “What should I do?”
In this chapter, and the next three, I will lay out the strategy of
self-help that follows from an attempt to become more connected
with all aspects of ourselves. My hope is to give you an overview of
what is possible, a road map of the journey, touching on a variety
of therapies and how they contribute to the overall aim. With this
as background you will be better equipped to seek the specific help
and instruction you need to assist your own healing. This strategy
of fostering connectedness, as should be clear by now, is not arbi-
trary, but is based on quite a large body of experience and theory.
The theoretical background was sketched out in Chapter 6. The ex-
perience comes not only from our programs for patients at the On-
tario Cancer Institute, and my own struggles with cancer, but from
books, papers, workshops and discussions with many therapists,
principally in North America, who have been teaching adjunctive
mental techniques to cancer patients for many years. I have found
it very reassuring that there is a high level of agreement among
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these professionals as to what is helpful; their reaction to the idea
of connectedness is usually: “Of course.” However, we have to re-
member that, as yet, little research has been done that specifically
tests a relationship between connectedness and physical health. It
is certainly not a mainstream idea, and by no means all those with
training in the mental health fields would subscribe to the philoso-
phy of this book (although they are much more likely to do so than
are professionals without psychological training).

In our subsequent descriptions we are thus drawing on the im-
pressions of a selected group of health care workers, and on sub-
jective experience, not on scientific data. I believe it is reasonable
to assert that the overall strategy is health-promoting, but that the
details of how best to help people in this way are by no means en-
tirely clear as yet.

Stages in the healing journey

I have found that the self-help work many people do can be ar-
ranged into three main phases that represent stages of the heal-
ing journey. These phases may overlap in time, and some individu-
als don’t get past the first one, but for those who persist, all three
are usually recognisable. The first is “taking control,” learning what
can be done to have some control over the way in which we react,
mentally and physically, to our environment. The second phase I
call “getting connected” to signify that the process of self-under-
standing has now become of value in and for itself. The third may
be termed the “search for meaning”; it seems to evolve naturally
from a growing realisation that we are not entirely separate entities,
but are part of a larger social, natural and spiritual world.

The underlying idea behind the stage of taking control is that
we can become much more aware than we usually are of how we
react to ideas or to external stimuli, and can use this awareness to
change our thoughts and behaviours. In our program, we begin
our courses with a discussion of stress management, something
that most people see as having relevance to themselves. Various
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methods of deep relaxation are among the first techniques usu-
ally taught in self-control courses: they release muscle tension, thus
counteracting some of the effects of stress, and provide an initial
demonstration of the way our minds affect our bodies. The next
step is to learn to watch our minds more closely, to interrupt the
flow of critical and negative ideas, replacing them, at least some of
the time, with more optimistic thoughts.

Mental imaging, for example, picturing our defences overcom-
ing the cancer, has been advocated by many therapists as a way of
trying to influence bodily processes through the mind. It also helps
us feel more in control. Learning to acknowledge and appropri-
ately express our emotions is also an important means of changing
how we feel. This growing awareness of thoughts and feelings can
be applied in the social sphere, helping us to interact in a more
satisfying way with friends and family, and it can be used to make
changes in lifestyle and to clarify goals. A strong “fighting spirit” or
will to live helps people combat their cancer, and the techniques
I have just described can strengthen such an attitude. Many peo-
ple decide that learning these techniques of “taking control” is as
much as they wish to do.

Those who become very involved in learning to help themselves
move on to the second stage, “getting connected.” It is a broader
based, more mature perspective; while control is still sought, the
emphasis is more on understanding ourselves. Thus the habit of
watching our minds leads to keeping a psychological journal, in
which significant emotional events are recorded and analyzed.
Often, people exploring at this level go into psychotherapy to assist
them in understanding normally subconscious thought processes.
Some people begin to use mental imaging for purposes other than
relaxation or dictating to the body, for example, “visiting” and
“consulting with” an “Inner Healer” (in the imagination), and work-
ing on relationships by imagining the desired changes. Meditation
techniques are central to this stage, and can not only convey some
of the same benefits as relaxation but also allow the beginning or
strengthening of connection to a spiritual order. This work leads to
a realisation that we largely create our own worlds, and that we are
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connected to everything, in the sense that everything we do and all
that happens apparently “outside” us has an impact on our minds
and bodies.

As this discovery of connectedness continues, it often evolves
into a search for meaning in one’s existence. This is not the dis-
tant philosophical concept that it may first appear: meaning comes
from relationship—of all aspects of ourselves, one to the other (for
example, body to mind and spirit) and of ourselves to other people
and events. A central technique in this search for meaning is re-
viewing one’s life history, which helps us to see what patterns have
been repeated and how apparently distinct events may be related. It
also helps clarify what is important for the future. Strange though
it may sound, a sense of meaning may often be found in the can-
cer itself, via such techniques as an imaginary trip into the region
of the body affected by it. In this phase, social connectedness be-
comes a higher priority, and may displace earlier, more impersonal
goals. Spiritual connectedness takes on new importance, particu-
larly to people whose lives are threatened, and it can be strength-
ened with different forms of meditation, reading of classical scrip-
tural works or expositions, reflection, prayer, meeting with others
for this common purpose and cultivating an openness to a larger
unity, in whatever way this is understood.

Using the idea of “levels” to organize our efforts

Paradoxically, the person who decides to help him- or herself faces
such an abundance of ideas in the form of popular books, arti-
cles and media presentations that it is easy to become confused.
Much of this information is about diet or other “external” rem-
edies, which can be evaluated critically according to the criteria
outlined in Chapter 4. But a great deal of information and a wide
array of therapeutic techniques are also available for helping our-
selves from within. It can be helpful to have some scheme or system
within which to place the various approaches. The “levels” model is
a very useful one for this purpose. I think you will find that most of
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Figure 7

The main levels or properties of a person with which we can work to restore health.
A = disease according to the biomedical view (i.e., restricted to the body)
B = disease on a broader, multilevel view (i.e., affecting all levels or properties of a
person, and susceptible to influence at all these levels)

the therapies you hear about fit within the overall idea of becoming
more connected with all levels of ourselves.

Figure 7 is a simplified version of the figures in Chapter 6. It
shows five main levels of the person: body, conscious mind, “deeper
mind” (which is meant to include emotions, plus ideas and fan-
tasies not normally in awareness), social and spiritual or existential.
I have mixed material and informational terms (discussed in Chap-
ter 6) in creating this map: for practical purposes, this mix is ap-
propriate. I will discuss later the different techniques that may be
used to promote connectedness to each of these parts of ourselves.
However, it should be noted here that most therapists work at some
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Table 1

Strategies of self-initiated healing (healing from within). The three main
stages of self-help work are shown across the top of the table: “taking con-

» «

trol,” “getting connected” and “finding meaning.” The five main levels or
aspects of the person at which self-healing work may be done are listed down

the left side.

Taking Control

Underlying themes

Awareness of mind-body connection
can be greatly increased. We can make
a difference to what happens in our
bodies

1. Body

Looking after body: diet, exercise, rest.
Deep-relaxation techniques.

2. Conscious mind

Awareness and control of thoughts.
Fun/play. Positive affirmations/will.

3. Deeper mind

Awareness and appropriate expression
of emotions. Mental imagery of healing.

4. Social

Good communication. Reaching out
and allowing support. Purposeful
activity/work/creativity.

5. Spiritual (existential)

Beginning awareness of spiritual being.
Reading. Mind quietening. Prayer.

Approaches that involve all levels

Stress control. Clarifying goals. Lifestyle
change.

Implications

Responsibility? Blame and guilt?
Empowerment. Improvement in mood
and quality of life. Hope.
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Getting Connected

Finding Meaning

We largely construct our worlds. We
need to experience our connection to
everything.

All events have meaning/relationship.

Becoming more aware of mind-body
connections. Techniques like yoga, tai
chi.

Finding meaning in body events
(muscle tension, symptoms, disease).
Body as a vehicle.

Becoming an observer of our own
thoughts. Keeping a psychological
Jjournal. Psychotherapy: understanding
our defences.

Observing and dropping (some of)
our mental constructions. Quiet mind/
mantra. Finding meaning in events at
non-material levels.

Awareness of connections between

thoughts and emotions. Psychotherapy.

Imagery for wider purposes, €.g.,
dropping resentments, setting goals,
self-concept.

Dialogue with “Inner Healer” and with
the cancer. Dream analysis. Less driven
by emotional reactions.

Feeling and expressing love for
others (working on our relationships).
Altruism.

Less dependency on other people.
Unconditional love. Selfless service to
others.

Mind-quietening: meditation,

prayer. Orienting life toward spiritual
connectedness. Reading. Meeting with
others for spiritual practice.

Ego surrender/nonattachment. Trust.
Being a “channel” for higher-order
purpose.

Journal keeping, psychotherapy,
support.

Writing a life story. Consulting “inner
wisdom.” Using “light.” “Letting go” of
personal control.

We are part of a larger whole.

We discover meaning and purpose
through integration with a larger order.
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of these levels and do not address others. Thus most psychologists,
and psychiatrists who do psychotherapy, will deal with events at the
psychological and social levels, but may not be highly sensitive to
mind-body connections or to the spiritual dimension. Within their
specific areas of interest, individual professionals tend to specialise
in particular approaches, acquiring more expertise in those than
in others. In the programme with which I am involved we try to
cover the whole range, but in so doing have to sacrifice some of the
sophistication that specialisation allows.

Note that I have divided up the terrain of self-help strategies
into three stages (control, connectedness and meaning) and five
levels of work (body, conscious mind, deeper mind, social and spir-
itual), making fifteen categories in all. In Table 1 I list the main
concepts and techniques associated with each of these categories.
These divisions are designed to make a mass of material more com-
prehensible. I feel a bit embarrassed about doing this after having
just argued that there are no real divisions between the different
parts of ourselves! However, it seems that we cope better with ideas
that are laid out in some sort of order.

In the next sections we will examine some of the demands self-
-help makes on those practising it, and explore criticisms of the ap-
proach offered by some professionals. In the following three chap-
ters I will go through the material in Table I in more detail.

The role of the will in self-help

Whether or not people undertake to try to help themselves against
disease, and to what lengths they are prepared to go, depends on a
complex mixture of motivation, beliefs and psychological barriers.
Figure 8 shows some of the main decision points along the path to
healing: this is a personal view, based on my clinical and introspec-
tive experience.

The first decision is whether to attempt self-help beyond pre-
senting oneself for medical treatment. Most people currently
do not—largely, I think, because of societal ignorance of what is
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possible, and the muddying of the waters by extremist claims, which
understandably discourage some individuals (including many phy-
sicians) from considering self-help seriously. For the minority who
do decide to see what they can accomplish for themselves, and who
find reliable assistance, there are still many obstacles to be over-
come. The first requirement is some belief that mental efforts can
indeed make a physical difference: the more materialistic one’s
outlook, the more difficult this is to accept. If the person can re-
main open-minded enough to learn techniques like relaxation and
meditation, and practise them for a while so that benefits are felt,
any scepticism may be allayed. Then there needs to be a genuine,
strong desire to live, which also implies some sense of purpose. No-
body wants to suffer, and few are aware of any desire to die prema-
turely, but it is not at all uncommon to find that, under the surface,
there is a lack of enthusiasm for life, or a wish to escape from a de-
moralising situation (such as an unhappy marriage), which under-
mines the struggle to survive. I vividly remember a young mother
who told me her immediate reaction to the diagnosis of cancer
was: “Thank goodness. Now I can leave my job!” Such attitudes may
obviously undermine the struggle to survive. In Figure 8 I have
shown these attitudes and others as blind alleys inhibiting further
progress.

Given belief and motivation there is still a continuing struggle
to do the work needed if you are to understand yourself and make
changes. This is true of all good psychotherapy: it is not that the
process is unrelieved drudgery—often it is exhilarating and in-
tensely rewarding for its own sake—but we all seem to get stuck
in ruts of behaviour and thinking from which it is very difficult to
budge us. We are afraid to change. Often the obstacles are uncon-
scious and unrecognized, and ill health can sap the strongest moti-
vation. In order to keep going beyond the first few months, it is nec-
essary that the process become interesting and worthwhile for its
own sake. It is rather like maintaining an exercise programme: we
need the reward of feeling good as we do it, and not simply a vague
long-term goal of keeping fit. Finally, and this may not apply to eve-
ryone, I think people need to find compelling, stimulating goals
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Healing — “decision tree”

lliness
[ ]
Passivity; Active involvement in
external treatment only self-healing
Imagines progression Possibility of good health
& death, unless external can be strongly imagined
treatment succeeds; can-
not believe that own
efforts make a difference
Little desire for life: Feels strong desire for life:
Undermined by ideas, Little ambivalence
circumstances, self-concept
Unwilling to work, Willing to work, change,
change, or evolve further understand self, confront
obstadles
T
I ]
Discouraged — Finds compelling/
obstacles too great, or stimulating reasons fo
no stimulating reasons continue fo live; removes
to live some
Ultimately no fulfilling Ultimately, service of some
purpose found larger purpose or ideal:
social, spirimql, creative

This side: promotes
disease progression

1

This path: promotes
long-term health

Figure 8

The healing “decision tree.” At all nodal points, the person wishing to be actively involved
in his or her own healing is confronted with a choice: that on the right side may promote

healing, whereas that on the left hinders it.
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over and above physical health, preferably an involvement with
some purpose beyond their own well-being. Victor Frankl makes
this plain in his book about survivors of concentration camps, who
kept themselves going by focusing on such goals as returning to
their loved ones.! An ambition to help others with the insights we
gain through work on ourselves can also be a strong motivator.
Very few people manage to travel all the way along this path.
Some are felled by overwhelming disease; many drop out early be-
cause they cannot bring themselves to make the necessary changes
in their lives, even when they are apparently convinced that these
changes would help them. So, at present, the full healing journey
is undertaken by very few. I am no longer surprised or particularly
discouraged by this fact. Our materialistic society provides little in-
ducement to its members to attempt this kind of personal transfor-
mation, and I have learned how difficult it is to make changes in
myself. However, if we can establish, by scientific experiment, that
there is a relationship between connectedness and physical heal-
ing, and if this kind of help then becomes part of the health care
routinely offered to cancer patients and others, the journey should
become more appealing to much greater numbers of people.

Implications of taking some responsibility for self-healing

If people come to believe that they can make a difference to their
disease through their own efforts, what happens if they don’t try,
or if they do try to help themselves but the cancer is unaffected?
Will they not feel guilty, or see themselves as “failures” Is advising
cancer patients to help themselves a kind of victimisation of the
needy? And will some people abandon medical treatment in favour
of “unproven” remedies? These questions reflect the criticisms that
have been levelled by conservative critics against the philosophy of
adjunctive self-help that I am advocating in this book. They are se-
rious concerns, and must be addressed.

It is clear that the weight given to these criticisms depends on
whether we believe there is any evidence that changes in attitude
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and behaviour can make a difference to disease progression. If we
believe that such changes make absolutely no difference—a view
still commonly held by many medical practitioners—then the only
benefit of self-help could be temporary optimism, often labelled
“false hope.” The adjective indicates that there is held to be no real
basis for the hope, and it is often implied that, in the end, the pa-
tient’s disillusionment more than cancels out any temporary psy-
chological benefits. In response, I would say that it is true that
patients are often devastated when cancer progresses, but “false”
hope may be engendered by medical treatment as well as by other
efforts to heal. I also share the contempt most professionals feel for
therapists who make strong claims for any kind of healing agent
or procedure that is not backed by some evidence, and worse, for
those who exploit needy people for profit. However, hope itself is
always uplifting for the patient, and it is not clear that subsequent
disappointment always outweighs its benefits.

As to whether a belief in the possibility of helping oneself is jus-
tified, I hope readers have seen by now that there is considerable
evidence for it; undoubtedly, the quality of life can be improved,
and, very probably, the progression of disease slowed in at least
some cases. So, the hope that we may help ourselves, at least to
some degree, is not unfounded. On the contrary, those practition-
ers who, without knowing the evidence, dogmatically assert to pa-
tients that they cannot make a difference by their own efforts may
themselves be doing a great deal of harm, both by discouraging
self-help attempts and by inhibiting people from having some le-
gitimate optimism.

A more tangible objection than false hope is the fear that pa-
tients will abandon potentially helpful medical treatment in favour
of ineffective alternatives. This concern is justified in those situa-
tions where the medical treatment does have a significant probabil-
ity of curing or alleviating the disease, and the alternative does not.
As I mentioned earlier, in my experience, and as Dr. Cassileth’s sur-
vey showed,? such unwise choices are made, but rarely. There seems
no reason for complaint, however, when cancer is advanced and a
patient decides to stop a toxic regimen that is given virtually no
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chance of having significant effects, and instead tries some alterna-
tive, less unpleasant remedy, or indeed, abandons all treatment.

To what extent are we “responsible” for our illnesses? This seems
to depend very much on our awareness. For example, it is now clear,
as it was not forty years ago, that smoking increases the risk of lung
cancer, and most would agree that those who continue to smoke,
knowing the risks, bear some responsibility for any ill health that
results. At present, the possibility that lifestyle and thought-style
contribute to the progression of existing cancer is much less clear,
but extreme opinions in either direction—the view that the patient
can do nothing with his or her own mind, or, conversely, that the
patient can totally determine outcome if only he or she tries hard
enough—seem equally unwarranted.

Responsibility is a word that needs to be used carefully: it in-
cludes both the idea of “liability,” which leads to guilt and is harm-
ful, and the idea of “agency,” or ability to act, which leads to self-
help and is useful. There is certainly no reason for guilt if we
promoted disease without being aware that it was the consequence
of what we were doing, and, once disease exists, there is little point
in dwelling on whether or not we may have contributed to it by our
thoughts and actions, except to the extent that changing them may
make a difference now. We can, however, take some responsibility
for what happens to us once we have a disease, including seeking
the best possible medical care, and also doing everything else that
we understand may help us. Stephen Levine, who has written some
excellent books on responding to life-threatening illness (see “Fur-
ther Reading”), talks of being responsible to our disease, not for it;
this seems to me to encourage action without promoting guilt.

In the classes offered as part of our program we use the model of
a balance of forces (Figure g). On one side of the fulcrum is a big
weight, the cancer, which tries to bring down its host. On the other
side are collaborative but smaller weights: the person’s immune and
other defence systems, medical treatment and an optional third
weight, his or her self-help efforts. These may or may not be enough
to tip the balance toward health; their ability to do so depends on a
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Figure 9
Health and disease as a balance of forces or weights. The biological progression of cancer
may be opposed by the three forces shown on the right side.

lot of factors, in particular on how “heavy” the cancer is. But if the
disease progresses in spite of individual effort, there is no cause
for recrimination. We simply do not know the relative sizes of these
weights, and whether any feasible form of self-help can make a dif-
ference to the growth of the cancer. Clearly, the more advanced it
is, and the faster it is growing, the more difficult it will be to influ-
ence its progress by any means, medical or otherwise.

It is really rather surprising that, in a society like ours, where in-
dividual initiative is so highly prized in most fields, the possibility
that individuals can influence the course of their diseases has been
so little explored. This climate of incomprehension prevents peo-
ple from trying to help themselves. The realisation that our own ac-
tions and thoughts may make a difference can be a daunting one;
that is why this book has been written. But it is also a realisation
that allows us to respond to crisis authentically, as human beings,
not as helpless animals.
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Summary

We have outlined a strategy for self-initiated healing based on the
aim of increasing the connectedness between all parts or levels of
ourselves. The healing journey has three main stages: learning to
take some control; becoming involved in a deeper understanding
of ourselves as an end in itself; and shifting to a search for meaning,
rather than comfort only, as a central focus in life. We discussed
some of the decisions that need to be taken along this healing jour-
ney, and considered the main objections that are sometimes raised
to the philosophy of self-help in healing. Our conclusion was that it
is possible, and important, that we learn to take some responsibility
for our health at all stages when we have the power of choice, and
that we can do this without fostering guilt or a sense of failure if
the disease progresses.



Taking Control

In this chapter, and in the two that follow, we will discuss the prin-
ciples behind the main approaches for helping oneself toward op-
timal health at all levels (as outlined in Table 1, on pages 100-101).
The levels idea, as pointed out earlier, is somewhat artificial—any
event at one of them affects the rest—but it is a useful device for
organising our discussion. Similarly, the process of “taking con-
trol” overlaps with “getting connected” (the subject of the next
chapter), but isolating each of them helps us to lay out our heal-
ing journey.

The main aim of the early stages of all self-help work is to be-
come more aware of how our minds and bodies react to external
events, and to learn some control over these reactions. Most of us
start with very little such awareness, a fact that becomes evident
only as we learn to increase it. Awareness must precede attempts to
control, otherwise we don’t know what changes we need to make;
for example, we can’t relax deeply without recognising the signs of
muscle tension, and we can’t genuinely express love toward others
without first identifying the other ideas and feelings that interfere
with this expression. Having acknowledged our current mental

98
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and physical activities, we then have the choice of dropping some
of them (a process that is almost always valuable in itself) and
replacing them with others more likely to promote health. We
come to realise that much of what happens to us internally is de-
termined by our own ideas and perceptions, that the events out-
side are simply triggers and that, to a large extent, we create our
own internal state by the constant flow of ideas and criticisms that
passes through our minds.

Body: Level 1

Living things are never still. Apart from the constant breathing,
blood flow, digestion and other processes, we are reacting to envi-
ronmental changes all the time, even in sleep. The purpose of this
constant adjustment is to promote our survival. Because of our
large brains and developed culture, we humans, unlike other ani-
mals, can become aware of this adjustment process, and can mod-
ify it when it is not functioning for our benefit.

An excellent way to begin self-help instruction is with a consid-
eration of stress, something almost everyone is aware of by now. As
Figure 10 shows, “stress” is a process, or pathway For example, a
sudden frightening event (the “stressor”), such as a car screeching
to a stop near us as we cross the road, may lead to a perception of
danger in our minds and to a feeling of fear. Immediately, changes
occur in the body: muscles tense, adrenaline is released, heart and
breathing rates go up and the body is ready for rapid self-protective
action. Such dramatic threats may happen only occasionally, but
our lives are full of smaller challenges and frustrations: the lineup
at the checkout counter, the family member who interferes with
our plans, the postage stamp we can’t find when we need it, the
noise from an adjacent apartment. And there are insidious stress-
ors lurking within: perhaps a sense that we are not adequate to per-
form some necessary task or that our daily round has lost its sa-
vour, or that life itself is threatened by disease. We tend to react to
all of these events and perceptions with a primitive “fight-or-flight”
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The stress pathway —» disease

What we can do to help ourselves

(1) Events outside of ourselves
(stressors), e.g., problems, respon-
sibilities, threats

(2) Perception by the mind, e.g.,
labelling events as difficult or

threatening

(3) Our mind reacts: ready for
“fight or flight.” Feels fear, aggres-
sion, helplessness

\
(4) Physical stress reaction: The
body becomes aroused, e.g.,
heart rate rises, breathing gets
shallow and fast, sweating begins,
muscles tense

(5) Chronic discomfort and dis-
ease: headaches, gastrointestinal
upsets, hypertension, anxiety, and
depression etc.

Figure 10
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Reduce our exposure to these con-
ditions. Lifestyle change

Change how we label things,
e.g., “disasters” become
“inconveniences”

Reduce mental reactions: relax-
ation, positive sef-talk

Relax, focus on positive thoughts
and images, exercise, humour,
talking, tranquilizing drugs

Work with self-help techniques.
Seek medical help

The “stress pathway,” and how we can help ourselves avoid stress reactions.

reaction, which may have been appropriate for our forebears, but

is seldom useful for modern humans. As a result, we are constantly

being dragged away from the relatively calm, balanced state most

conducive to healing. While some stimulation is necessary for

health, modern city dwellers are often so bombarded with stimuli

that they live in a perpetual state of overreaction.

Constant stress leads to various kinds of disease. This connection

has been quite well documented, although for cancer it is not as
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clear as for other conditions. As Figure 10 shows, we can interrupt
the stress pathway at several points: avoiding unnecessary stressors
(for example, unwanted social functions, violent TV shows); chang-
ing how we label events (an irritating colleague might become a
‘needy person” rather than an “obnoxious pest”); and learning to
relax an already tense body, with standard techniques.

There are a number of well-researched techniques for relaxing
body and mind. In general, the process is one of quieting and fo-

3

cusing the mind, and identifying and letting go of excessive ten-
sion in the main muscle groups. The student either sits comfortably
or lies down, and receives a series of instructions (initially from
an audiotape or a therapist, although later the subject can direct
his or her own relaxation). Typically, the first of these instructions
may be to pay attention to the breathing, not letting the mind wan-
der; then focusing on different muscles in turn, sometimes tensing
them deliberately at first, to exaggerate the discomfort and make it
recognisable, then letting it go. The exercise may end with the sub-
ject imagining an internal “room” or beautiful scene; dwelling on
such imagery often enhances the relaxation, and may be used as a
relaxation technique in its own right.

This deliberate, focused relaxation process produces an effect
that feels quite different from the more familiar ways of relaxing,
such as interacting socially, listening to music, reading, or watching
Tv. Herbert Benson, one of the pioneering researchers in this area,
calls it “the relaxation response.” It is associated with some defi-
nite physiological changes, for example, slower breathing and heart
rate, reduced blood pressure, decreased muscular tension and dif-
ferent patterns of electrical activity in the brain. These changes are
the opposite of those experienced under stress.

Many other methods exist that promote deep relaxation. Sim-
ply sitting with the eyes closed and silently repeating a sound like
“one” will do it, although this technique is perhaps better classified
as a kind of meditation (see Chapter g). “Autogenic training” is a
well-researched procedure in which the subject is first trained to
imagine the limbs becoming heavy and warm. Hypnosis generally
involves entering a relaxed and receptive state of mind in which



102 | Healing from Within

any suggestion by a therapist, or indeed one’s suggestions to one-
self, are more readily translated into physiological or behavioural
change. Biofeedback uses information collected by machine, which
is fed back to the subject, who can then shape his or her responses
toward some desired result. When it is used to train people to relax,
their muscle tension is monitored, and some indication of the level
of tension is provided; for example, a tone may be emitted. As the
subject relaxes, the pitch may go down, and so, by endeavouring to
lower the tone further, the subject learns to make the kind of sub-
tle internal adjustment that produces relaxation.

Deep relaxation is a skill to be learned, like riding a bicycle. It
is not something that most of us can do without instruction and
practice. After we have learned to achieve it in practice periods of
perhaps twenty minutes once or twice daily, we can apply it to the
rest of the day: the aim is to become aware of how our muscles
are constantly tensing in response to thoughts and external situ-
ations, and to be as constantly “letting go” of this tension and not
allowing it to build up into the kind of chronic, rigid patterns that
cause headaches, back pain, general stiffness and other discomfort.
Awareness and control of how we breathe is an important part of
this technique, slow, full breaths being associated with the relaxed
state, and shallow, more rapid breathing with tension. We find that
adjusting the body state toward relaxation concurrently affects our
minds, making us more peaceful. It would be fair to say that relax-
ation is an essential prerequisite to many of the most important in-
trospective methods, such as mental imaging, consulting an inner
wisdom and meditation, and to fuller awareness of our social and
spiritual connections. When the body, and hence the mind, are
tense and agitated, this seems to so preoccupy our attention that
little else gets through.

Although relaxation is generally the most important skill to be
learned at this level, a number of familiar areas of behaviour affect-
ing the body also usually need some adjustment to promote health.
The importance of adequate rest hardly needs to be defended, and
regular exercise, both aerobic and stretching, would also be under-
stood by most people as an essential part of a healing journey. What
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to eat is a much more controversial subject. I have already pointed
out (in Chapter 4) that there is no evidence that any of the uncon-
ventional diets or dietary additives have any effect on the course
of existing cancer. The act of changing one’s eating habits often
has a powerful effect on a sense of control and optimism, however.
At present, the best advice that can be given by therapists who are
guided by available evidence, rather than by some preconceived or
dogmatic view, is to eat a varied diet, including balanced contribu-
tions from the major food groups (fruits, vegetables, cereals, dairy
products, some meat), keeping fats, salt, sugars and such stimulants
as caffeine and alcohol to a fairly low level.

Conscious mind: Level 2

The main aim at this level is to become aware of our thoughts, and
to change them from their usual negative flavour into patterns of
optimism and peace. Most of the time, we are not aware of what we
are thinking, a fact that becomes obvious when we simply sit with
our eyes closed and watch our minds for a few minutes. Yet this
stream of unedited thoughts largely determines our mood and be-
haviour. A common example is when a new, unfamiliar task is con-
templated; we may feel incapable of doing it, and may think: “I've
never been able to do that sort of thing, so if I tried I would fail
and look ridiculous.” As a result of such thinking, the challenge
is avoided and some excuse is made—"“There isn’t time for that™—
all without any awareness of what the underlying thoughts were. A
feeling of depression and dissatisfaction may result from the unre-
solved conflict in a mind that simultaneously wants to act and is
afraid to do so without realising its ambivalence.

It is a fairly simple matter to become more aware, more often,
of what we are thinking, to tap in to the stream, as it were. This is
perhaps the central discipline in taking more control of one’s life.
We experience our thoughts as “who we are,” as the core of our
existence: they prompt our most visible behaviours, and as we learn
to watch them more closely we find (as discussed above) that they
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affect our muscle tension and other less obvious bodily reactions
to the world. Thoughts also determine mood. Many people con-
stantly tell themselves, without being aware of doing so, that they
are not good enough, or that things are too difficult or not how
they should be, and these rather self-defeating ideas generate pro-
found feelings of guilt, unworthiness and depression. Cancer pa-
tients often create a stream of fearful thoughts about what might
be in store for them. When they recognise that they are thinking
this way, deliberate change is possible.

The relationship between thought and mood is now made use of
in “cognitive” therapies, a variety of related techniques that have in
common teaching people to recognise their negativity and substi-
tute more realistic and mood-enhancing ideas. It is not so much
that the thoughts themselves are the crucial determinant of our
mood and behaviour: in fact, all aspects or levels of ourselves are
interconnected, as pointed out before, and changing any part will
affect the whole. It is rather that thoughts are a very convenient and
accessible place to make changes, with resulting effects throughout
our being.

This is perhaps the place to say something about “positive think-
ing” or positive affirmations, a popular approach to self-change
that has spawned quite an army of “therapists” who advocate sim-
ply believing and affirming what you want to see happen, in areas
as diverse as physical healing and making money. Does this appar-
ently simplistic technique work? We have very little in the way of ob-
jective data with which to assess it, but I think the answer is that it
can have some effects, some of the time. Therapists with extensive
training in more orthodox approaches usually decry such simple-
minded manoeuvres, pointing out, quite correctly in my view, that
you can’t just change mood by asserting that you feel great, without
first acknowledging the self-denigrating and pessimistic thoughts
lurking beneath the mental surface that created the mood. And,
for physical healing, many determinants other than thought con-
spire to produce a given physiological state. Yet, the fact remains
that vigorous, positive self-talk can have a remarkably beneficial ef-
fect on one’s mood, at least in the short term, and I have met a
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number of cancer patients who swear by the process of never letting
a pessimistic idea about their health cross their minds. We need
research on the value of this attitude. Meanwhile, a prudent ap-
proach would be to experiment with affirmations for yourself, and
if it feels comfortable, combine positive self-talk with an attempt to
identify and discard any undermining negative ideas that you feel
are unwarranted or unhelpful.

We could include the important business of having fun, or play-
ing, in this section. A favourite cartoon of mine juxtaposes a group
of children, happily playing, with a group of commuters, gloom-
ily standing in a bus as they make their way to work. The caption
is: “What happened?” The various pressures that stop us enjoying
our lives are numerous and complex. By deliberately programming
some enjoyable activities into our lives, even if doing so feels artifi-
cial or forced, we can greatly elevate our mood and so improve the
quality of life. Even a diagnosis of cancer need not make us miser-
able if we are able to focus on the present rather than dreading the
future. Perhaps, as Norman Cousins maintained, laughter can even
heal or prolong life in some cases.?

Deeper mind: Level 3

The mind is a process, not a thing, in the same way that digestion
is a process. Digestion depends on the functions of the gastroin-
testinal tract, which are relatively simple. Mind depends essentially
on the function of the brain, which is incredibly complex—in fact,
the most complex organized structure that we know of in the uni-
verse. The brain is made up of around a million million cells, many
of them connected to one another, and from this sophisticated or-
ganic computer, many levels of function emerge. The most basic
levels are concerned with regulating our internal organs, digestion,
blood flow, breathing and so on. The physiological states that un-
derlie our emotions also arise from a fairly primitive part of our
brain, and can be affected by the “higher” thinking functions,
as we have seen. Our thinking powers are a recent evolutionary
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development; psychologists divide them into conscious processes,
the stream of ideas into which we can tap at will, and relatively un-
conscious events, including fantasies, dreams and ideas or memo-
ries that have been repressed (concealed) because they are painful
to contemplate. The level of “deeper mind” is meant to include all
of those processes, emotions, fantasies and usually repressed mate-
rial that can, however, be accessed when the conscious stream 1is
quietened and attention is turned “within.”

The two main topics to be covered in our early work on the
deeper mind are emotional expression and the use of mental im-
agery as a healing tool. Experts argue about what emotions really
are: for our purposes, they may be described as comprising a wide
range of feelings, such as joy and sadness, anger and love, fear and
fighting spirit. Emotions also play an important part in such com-
plex human attitudes as hope, diffidence, ambivalence, embar-
rassment and will to live. These are slippery things to define, yet
they are immediately recognisable as part of our subjective experi-
ence. We would like to think of ourselves as rational creatures,
guided by objective appraisals of situations; in fact we are largely
driven by our emotions, often without being aware of it. Emotions
can make us feel good, but also bring pain, and everyone learns to
suppress (voluntarily) or repress (without being aware of it) some
of life’s most painful experiences and realisations. For example, the
sense of helplessness that we often felt as children when confronted
by a world of powerful adults is usually unrecognized when we at-
tain adulthood ourselves, but nevertheless may remain within, dic-
tating many of our activities. Some of us feel permanently helpless;
others compensate by aggressive activity. A fortunate few had par-
ents who made them feel loved unconditionally, and consequently
are likely to be well adjusted as adults.

In the conflicting research on the “cancer personality,” that is,
attempts to define traits that are more common among cancer
patients than among similar people without cancer, one feature
stands out (as I mentioned in Chapter 5): cancer patients seem to
have more trouble expressing emotion. As a consequence, it seems
important for cancer patients to learn and practise emotional
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expression. How can we do this? By using the principles we have
already discussed: first, becoming aware of the emotion whose ex-
pression is blocked, trying to pick up both the feelings in the body
and the associated thoughts; then, deliberately expressing and dis-
charging these ideas and feelings, either by talking frankly to oth-
ers about them (usually the best way) or by at least acknowledging
what the emotion is, and letting oneself experience it for a time.
Other activities can help, such as exercise, prayer, relaxation, allow-
ing oneself to cry, or shout, or sing and even bashing a bed with a
tennis racquet, if the emotion is intense anger. The principle is to
let it out, let it “flow,” although without imposing unduly on oth-
ers. Emotions are sometimes described as “good” or “bad,” mean-
ing pleasant or painful, but it is more useful to see them as all part
of life, and needing to be experienced and expressed. A relevant
guiding phrase, often used by therapists, is: “The only bad emotion
is a stuck emotion.”

We turn now to the use of mental imaging in self-help, a topic
important enough to need a section to itself.

Mental imaging
The technique of mental imaging is the representation of aspects
of our sensory experience in the mind. In other words, we imagine
things when they are not actually present. Impressions of any of
the senses may be represented internally in this way: we can evoke
the smell of a rose just by thinking about it, the taste of honey, the
touch of a cat’s fur, or the sound of a distant bell. People vary in the
kind of imagery that comes most easily to them, but for many visual
imagery has most effect. All of us, with varying degrees of vividness,
can conjure up pictures or impressions of the rooms we live in, the
people we interact with, or scenes from a movie we saw last week.
Imagery is potentially important in healing because it may, in
some circumstances, act as a blueprint or set of instructions to
the body, as an intermediary between thoughts and physiologi-
cal changes. This connection is most easily observed in situations
where physical movement is contemplated; in such instances, if you
watch your mind carefully, you will find that the decision to get up
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and go to another place, for example, is preceded by a transient
image of the activity. Imagery also provokes more involuntary re-
sponses in the body: the effects of sexual imagery are familiar to
all; fearful images can generate a stress response; the thought of
sucking a lemon can promote salivation (try it!).

There are two main ways in which imagery might be useful for
healing; we can call them the “diagnostic” and “therapeutic” modes.
The diagnostic way of using mental imagery has a long history. It
has probably been a part of many non-technological cultures, and
goes back in history at least to the use of healing dreams by the an-
cient Greeks and Egyptians. The central concept is that people can
access, in their imagery, ideas or understandings not readily avail-
able to the rational mind. Since the time of Freud, we have recog-
nized, in modern Western culture, that dreams may contain such
hidden knowledge. Much of it may also be recovered in the relaxed
waking state (as I will discuss in the next chapter).

The therapeutic use of mental imagery is an extension of the
observation that images affect body function: it is argued by some
that imagining beneficial changes, such as healing, may make it ac-
tually occur. Visualisation of such healing changes was pioneered
for cancer in the 1970s by Carl Simonton, a radiation oncologist,
and Stephanie Matthews-Simonton, a psychotherapist. Their book
(coauthored with J.L.. Creighton) Getting Well Again, has been widely
read by patients interested in helping themselves. The approach ad-
vocated in the book is to imagine and draw one’s cancer, immune
defences and medical treatment if any, endeavouring to see the dis-
ease as weak and the host resistance and treatment as strong and
likely to overcome the disease. Images can be realistic pictures of
cancer cells and immune cells, or symbolic figures, such as sharks
eating small fish (cancer cells) or white knights spearing dragons.
The approach is based on the Simontons’ clinical experience, and
on a study by their associates, Jeanne Achterberg and Frank Lawlis,
who showed that there was a correlation between the optimism dis-
played in patients’ imagery and their resistance to progress of the
disease, at least in the short term.?

This technique makes a very strong claim: that you can directly
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influence the course of disease with your mind. It has had, and con-
tinues to have, a great deal of public appeal. It has been applied to
many other diseases, and is frequently reported on by the media.
In fact, it has become a rather standard mode of intervention for
physical disease in the repertoire of many therapists teaching ad-
junctive self-help techniques. This is all the more remarkable be-
cause few orthodox physicians would attribute any power at all to
mental imagery. What, then, should our assessment of this tech-
nique be?

You may recall from Chapter 4 that we can apply three criteria
to new methods of treatment: is there evidence for its effectiveness,
is there a consensus among knowledgeable people, and is there a
rationale to explain how it might work? Looking first for evidence
in the scientific and clinical literature, we find a number of anec-
dotal reports (descriptions of individual cases) where physical
changes, such as cure of skin conditions, or immunological reac-
tions, could reasonably be attributed to the use of imagery by the
subject. Often, hypnosis was involved; that is, the patient imagined
change while in a deeply relaxed state, susceptible to suggestion.
However, I know of no scientific studies with adequate controls
where mental imagery has been used as the sole or principal treat-
ment mode to affect serious “organic” diseases like cancer. Also,
equivocal results have been obtained in those few studies where at-
tempts have been made to influence the immune system with im-
agery or suggestion in a group of subjects, and in which rigorous
comparisons have been made to a control untreated group. This
does not mean that imagery cannot affect immune function or dis-
ease progression, only that it is as yet unproven by conventional
standards.

On the second criterion, consensus, we find an interesting situ-
ation in which many therapists are convinced of the value of men-
tal imagery, whereas many other professionals reject it as quackery.
I believe we should disregard those who denounce this approach
without having made any study of the subject, and also those who
make exaggerated, uncritical claims. This still leaves a large body
of professionals who have found mental imagery very useful in
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their practices, ourselves included, and another group who feel
there is no justification for believing that it can heal. I think most
of us who employ the technique do so because it gives patients a
sense of control, which is valuable in itself, and because we cher-
ish the hope that there may well be healing effects, as yet undocu-
mented. I would also add that, when my own cancer was active, I
invoked images of large fish attacking it, and derived some reas-
surance from this: now that my disease is no longer active, I regu-
larly use a non-aggressive, “balancing” kind of imagery, visualising
golden light filling each of my organ systems in turn. The ration-
ale for a possible healing effect of imagery in cancer is that it is
known to mediate many other kinds of changes in the body, as dis-
cussed above, and also to alleviate or heal a variety of less serious
conditions in some people, such as pain, asthma and some skin
disorders. It thus seems not farfetched to propose that it might af-
fect cancer, for example, by altering blood flow to tumours, or by
changing levels of hormones in the body fluids, and making the
internal environment less suitable for cancer growth. There must
be severe restrictions on what imagery can do, however. If any sug-
gestion could be translated into physical effects, the integrity of
our bodies would be at risk (imagine if we were at the mercy of ad-
vice like “Drop dead!”).

We badly need more research into the power of therapeutic im-
agery; at present, we have a situation in which large numbers of
patients are reading about and trying the approach, the medical es-
tablishment is dismissing it, and money for research is very difficult
to get because of the prevailing scepticism among those who dis-
pense funds. There is no serious dispute among people who have
worked with imagery about its abilities as an invaluable tool for di-
agnosing mental attitudes, a way of connecting with mental infor-
mation and potential that might otherwise be inaccessible; we will
return to this later. But its use as a healing agent is controversial;
my own conclusion is that it certainly helps many cancer patients
(and others) psychologically, and probably physically, but must be
presented to them as an unproven remedy. It also should form only
a part of a more comprehensive treatment plan.
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Social: Level 4

Good communication is the key to having fulfilling relationships
with other people. We must first listen to what others are saying,
and let them know that we have heard. Then we need to express
what we are thinking and feeling ourselves. This is perhaps very ob-
vious, but it is frequently not achieved. The process of taking con-
trol at the social level is one of ensuring that we have good commu-
nication with those people in our lives who can support us, and that
we avoid interactions that deplete our energies. We are supported
when others listen empathically, affirm our essential worthwhile-
ness, amuse, stimulate and encourage us; we tend to feel “drained”
when others satisfy their own needs at our expense, for example, by
controlling or criticising us.

For the person with a life-threatening disease, the most agonis-
ing fear is often that of leaving loved ones behind. As one woman
I knew put it, most poignantly: “I can’t imagine a world without
me in it!” Repairing and strengthening relationships with family
members and important friends becomes a high priority for can-
cer patients who want to help themselves. This means taking time
to be with these people, and taking the risk of telling them what
they mean to you. We must reach out to people and “let them in.”
We may also need to drop long-standing resentments; forgive old
hurts; and sometimes confront, asserting ourselves, where we may
have avoided doing so, if we feel we have been unfairly treated. All
of this is difficult, perhaps especially for most cancer patients, who
may have difficulties with close relationships because they tend to
repress their emotions.

Does such work on relationships promote healing? The recom-
mendations made above are very general, and, if pursued, would
help most of us, whether or not we have cancer, toward better so-
cial adjustment. It may be that there is great potential for heal-
ing in the social dimension; after all, many “primitive” cultures
involve the whole group or community in elaborate healing ritu-
als when one of their members gets sick. However, as is unfortu-
nately often the case, we have little scientific evidence that better
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social connectedness favours healing. There is some experimental
support for the idea that people who are more strongly connected
to others are less at risk for a variety of diseases; we have already
encountered the observation that men who have lost a spouse are
more prone to cardiovascular disease than are still-married men.
And in studies relating social support to cancer progression, most,
but not all, have found a beneficial effect. Thus, in advocating that
people work at improving their social relationships I am drawing
mainly on clinical experience and popular wisdom; we are social
beings, and nearly all people at least feel better when their social
interactions are fulfilling.

This is perhaps an appropriate place to amplify what I said in
Chapter 1 about the needs of family members and close friends
of a cancer patient. The psychological suffering of a close family
member or friend often seems to be as great or greater than that
of the patient. The dominant fear is usually of losing a loved, sup-
portive person, and wondering if life will be worthwhile or mean-
ingful if they die. Clearly there is no simple antidote to this agony,
but it can help to discuss and express love for each other. If we tell
someone how much he or she means to us, before they die, at least
we may later have the satisfaction of knowing that they understood
this. Unfortunately, in the great need to deny the seriousness of the
threat cancer poses, and in a society that avoids the topic of death,
this kind of frank communication is often never achieved. People
who are ill need to know that they are still worthwhile; in our puni-
tive culture, there can be a stigma attached to being sick. They
need the chance to fulfil as much of their normal role as health
allows, and for optimal adjustment, to have people around them
acknowledge the situation honestly, not covering it up with such
remarks as: ““You're gonna be all right,” which, as I pointed out ear-
lier, reflect the speakers’ inability to cope.

Caregivers and family members have needs too. They may feel
angry and resentful at the disruption to their lives and plans, and
guilty about their inability to help. These emotions need to be ex-
pressed, preferably to someone other than the patient. And they
continue to have a requirement for relaxation and diversion that
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is all the more important when they are looking after a sick rela-
tive. For health professionals who may make an emotional connec-
tion with hundreds of people who sicken and die over a few years,
the risk is that they will become frustrated and “burnt out” at the
disparity between what they would wish for these people and what
actually happens to them. There is no simple remedy for this prob-
lem either, but, clearly, caregivers must pace themselves and attend
to their own needs. It is also of help for caregivers to accept that
they do not ultimately determine whether or not people get well,
but can only do their best, and then accept whatever happens as
part of some larger, unfolding plan.

Spiritual (existential): Level 5

This very important and often neglected area of self-help is, unfor-
tunately, not a level at which many people work in the early stages
of their journey, unless they already have a strong spiritual or reli-
gious commitment. By “spiritual” I mean the sense of a universal
order, plan, or intelligence, transcending individuals, and even the
planet. Itis to be distinguished from “religious,” which refers to any
system of faith or worship, not necessarily accompanied by spiritual
experience.

We will postpone most of our discussion of spiritual aspects of
healing to the next two chapters, in part because they are gener-
ally associated with more advanced work, and in part because the
whole philosophy of “taking control” is antithetical to the spiritual
search, which rather requires relinquishing it to a higher authority.
Control must, however, be exerted over one’s time and thoughts,
in order to make a connection with the spiritual in ourselves.
Doing so involves making time for such disciplines as meditation
or prayer, for reading spiritual texts, and for attending functions
like church services to experience the support of other interested
people. Progress usually requires finding a suitable teacher, and
orienting our lives away from self-satisfaction only and toward
helping others.



114 | Healing from Within

All levels together

For convenience, I have divided self-control procedures into five
levels. A number of approaches clearly involve most or all of the lev-
els at the same time. Stress management is one of these: in learning
to notice and react less to stressors, we watch our bodies for signs of
unnecessary reaction, monitor our thoughts and emotions and pay
particular attention to our social interactions as a potent source of
disturbances to our equilibrium. We may also use spiritual prac-
tices to achieve calmness.

Another strategy that can’t be easily assigned to any one level
is goal-setting. The concept is a familiar one: we use our time in
the best, most health-promoting manner possible if we have well-
-defined, fulfilling goals for our lives. It helps if these are stimu-
lating, even exciting; we have all experienced the great emotional
lift that often accompanies a new job or project or relationship.
When we are ill we tend to tell ourselves: “Once I'm well again, I’ll
think about what I really want to do.” In advocating goal-setting as
a therapeutic process, I am suggesting that one should not wait, but
instead clarify one’s aspirations and work toward achieving them,
on the grounds that this may assist healing. There is evidence that
a state of mind labelled “hardiness,” which involves approaching
problems in a spirit of enjoying the challenge, taking control and
committing oneself to overcoming them, is associated with good
health.

What our goals should be depends on the stage of disease, and
must be decided by the individual. If someone is very ill, and likely
to die within weeks or months, the most important tasks may be
strengthening relationships, rather than beginning something new.
If there is a fair chance of long-term survival, I encourage people to
define and work toward things that they may have always wanted to
do but have never seriously thought possible.
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Summary

In this chapter we have examined the rationale for the basic ways of

“taking control,” classifying the various approaches by the level of
ourselves that is principally affected. At the body level, relaxation of
muscular tension can be achieved by using well-studied techniques;
this is seen as a prerequisite to most other self-help work. Attention
to exercise, diet and rest are also familiar ways of working at the
body level to improve health. For the conscious mind, initially the
main task is to become aware of the flow of thoughts, and to exert
some control over what we tell ourselves. Under “deeper mind,” we
discussed emotional expression, and briefly evaluated the use of
positive mental imaging, a technique that, although largely un-
proven, has become a very popular adjunctive therapy. The impor-
tance of developing good communication with others and warm,
empathic relationships was seen as the main task at the social level.
I briefly alluded to the spiritual level, deferring more detailed dis-
cussion until the next chapters.



Getting Connected

When we are faced with a crisis like cancer, our natural reaction is
to try to reassert control, to bring our mental and physical life back
to its previous state. In Chapter 8 we discussed the principles of ra-
tional self-control, including most of what is usually taught in hos-
pital-based programs, as well as some techniques, such as mental
imaging, that are not generally included in such programs. In this
chapter, and the next, we venture into less conventional territory.
We want to learn how our various dimensions—physical, mental,
social, spiritual—are related to one another, and to try to increase
their interconnectedness. Control remains important, but is not
the primary motive. Instead, the focus has shifted to understanding.
As we move farther from orthodox technique, scientific proof of
the healing power of increased connectedness becomes harder and
harder to find, and we have to rely, instead, on the experiences of
individuals, both patients and therapists, who have used the kinds
of approaches we will describe. Much of what I cover in these chap-
ters comes from the practice of different kinds of psychotherapy;
some of it, particularly the spiritual viewpoint, derives from my
own education, reading and experience. I also touch on the frankly
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unorthodox area of paranormal experiences, which can lead us to
a different view of reality.

A restatement of the central concept

At this point, it is worth reiterating the basic viewpoint behind “con-
nectedness” as the route to healing. This view holds that we are not
separate from one another or from our world; that, instead, we rep-
resent localized concentrations of material and information, con-
tinuous with the rest of the universe. In Western culture, we tend to
see ourselves as entities isolated from one another, from our envi-
ronment and even from our own bodies, which we often treat with
scant respect. The reasons behind the closing off or separation are
usually a misplaced fear of losing identity, of not getting what we
want, and a consequent desire to control our surroundings as much
as possible. In seeking “connectedness,” we are aiming here at a
world view more like that of certain other cultures, for example,
the Navaho Indians, who see themselves and their land as part of
an indivisible, intricate and vital web. Despite Western cultural con-
ditioning, we have a choice. We can close off our awareness from
our surroundings, with the disastrous effects on the landscape that
are now so obvious, or we can open ourselves to an awareness of
interdependence with other living things. We can close ourselves
off socially, or learn to empathise, and to experience love. We can
ignore our own deeper minds and our spiritual being, or we can
explore at least some of what is hidden, and begin to understand
much more clearly who we really are.

Western medicine’s view of healing is restricted to considering
how external agents and procedures may change physical condi-
tions in the body. It is concerned only with cause and effect, with a
sequence of events in time. The connectedness viewpoint focuses
much more on relationships than on events, with the way various
parts of ourselves are related, and with the freedom of informa-
tion (in the sense explained in Chapter 6) to flow from one part
to another. My hypothesis is that strong relationships between our
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various dimensions will promote healing, by allowing the greater
organising power of the higher levels to balance out distortions in
the lower levels. Thus, the nature of our work shifts, toward fol-
lowing the famous advice of Socrates: “Know thyself.” It is really
tragic how few of us take the chance to do so.

Conscious mind: Level 2

We will begin with the conscious mind, because it is primarily at
this level that we adopt the habits that close us off from expanded
potential. I make a strong claim here, endeavouring to justify it by
rational argument, and finally describe the kinds of introspective
approaches that will enable you to verify it for yourself. The claim
is that we largely create our own “reality” with our minds. It is a
view to which many psychotherapists and probably all mystics (spir-
itual seekers) would subscribe.

Although we are accustomed to thinking of the world as “given”
exactly as we perceive it, philosophers from both East and West
have long told us that we can’t know what is really out there; all
we know is the activity of our minds. The world must be very dif-
ferent to a dog, or to a bee: who is to say that the human species
has the “real” perception? Closer to home, our cultural, racial, soci-
etal and religious indoctrination determines much of what we take
for granted: consider the kinds of sexual and racial discrimination
that have been so common in many societies. An extreme case of
the effects of environmental conditioning on our behaviour comes
from studies of rare instances of children who have been raised by
wolves or other animals. In many ways, such a child is a wolf, in his
or her reactions. Furthermore, within any one culture, each indi-
vidual undergoes a unique set of learning experiences that deter-
mines how he or she views the world: if early treatment is harsh, for
example, the world may become an unfair place, and other people
will be seen as enemies to be fought against and exploited.

We thus have an elaborate series of filters—biological, psycho-
logical, cultural and individual—that determine the characteristics
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of the world we think we perceive. Our thoughts and actions are
driven by what we believe to be “out there,” and we have to live in
the limited world we create. Why does this matter? Apart from the
fact that most of us would not choose to restrict our potential in
this way, in the present context it matters because it greatly limits
our ability to connect with all of ourselves, to get all of ourselves
involved in healing, so to speak. Here are some examples of inhibi-
tory attitudes that are very common among the cancer patients I
have known: if we believe, as a result of early-life upbringing, that
other people (parents) are criticising us, we may grow up to see
ourselves as basically guilty and unworthy. If we learn that emo-
tional experience is best avoided, we may be inhibited from inti-
macy in relationships, and from making efforts to discover what we
really feel about anything. If we have an exaggerated need to be in
control of events, it will be extremely difficult to accept guidance
by any “higher” authority, and hence to make spiritual progress.
How can we begin to liberate ourselves from our self-imposed
prisons? Occasionally, under the stress of life-threatening disease,
people make sudden leaps in their understanding, but, in general,
itis a gradual, slow process. The central requirement is to watch the
mind, to become an observer of one’s own thinking. This learning
is greatly helped by writing down, every day, what we have learned.
A typical early experience might be: “I feel uncomfortable when-
ever I'm around him, but I'm not sure why. Perhaps he reminds
me of somebody else. Come to think of it, he does act rather like
my father used to—it’s not that he looks the same, but his way of
insisting on things is similar; it gets under my skin! But that’s not
fair; he’s a different person from my father, and our relationship is
entirely different. Next time we meet I’ll try to be aware of what I'm
thinking and not bring my childhood resentments into it.” When
the written record of such insights, in diary or journal form, is reg-
ularly reviewed, it becomes evident that we respond to different sit-
uations in a somewhat restricted number of ways. We come to rec-
ognise these patterns and catch ourselves repeating them, and so
have some chance of breaking the cycle and making changes.
Whereas determined people can do a lot of this work by
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themselves, perhaps in conjunction with reading about how the
mind works (see “Further Reading”), it is extremely helpful, and
probably essential, for most of us to have assistance from somebody
trained in psychotherapy. This is so because we have all developed
a number of psychological mechanisms, or “defences,” that we use
to protect ourselves; the pattern and strength of these being differ-
ent for each individual. They are often ineffective, or even harmful,
and we are usually not aware that they are operating: nevertheless,
we cling to them.

An example is the defence of projection: attributing to others
impulses, such as hostility, that originate within ourselves. I remem-
ber a client who believed that almost everyone was out to take ad-
vantage of him: in fact, this perception was a reflection of his own
attitude toward others. Another common example, as we have seen,
is emotional repression: the seeds of this defence usually go back
to early childhood, when we may have learned that our parents did
not like us to express what we were feeling. To understand and alter
these patterns, the serious student needs to find a helper who has
had experience with how people’s minds behave.

The variety of approaches to psychotherapy can be confusing
when we begin to search for a therapist; I would advocate checking
first that the person has been accredited by a recognized profes-
sional body, asking what experience he or she has had, and then at-
tending a few trial sessions to see if you and the therapist can make
a good connection. I cannot say that any one kind of therapy is
better than others; you will need to look for a process and a person
that challenge you but provide an environment of warm support.
(On a personal note, after trying many kinds of psychotherapy in
a half-hearted way, when I got cancer myself I began long-term,
twice-weekly therapy with a good psychoanalytically trained psychi-
atrist, and found this extremely helpful, and complementary to my
own efforts.)

Changing behaviours is not enough; we need to change our
thoughts as well. This is not easy, and it must be acknowledged
that not everyone seems capable of it. In particular, if we are sick,
we simply may not have the energy and resolve to dismantle old



Getting Connected | 121

patterns of thought or behaviour, and in fact this should not be at-
tempted if death is imminent. At such times, it is more important
to strengthen our social and spiritual connectedness.

Body: Level 1

There is not much I can say in this section that goes beyond the
obvious. Being more connected with our bodies involves becoming
more aware of what they need, and supplying those needs. At the
same time we will find that the mind often interferes by wanting
things that the body does not need (an excess of tasty foods, for
example). Much of our work at the body level is ultimately psycho-
logical: discriminating between true needs and the mind’s desire
for stimulation. We need to learn to view our bodies with affec-
tion, as trusty vehicles for our earthly experience, and as channels
through which we can become more aware of material, psycholog-
ical and spiritual realities.

If we pay attention to the body’s signals, we can sense what kinds
of foods make us feel best: it is likely to be a lighter diet, as we
progress, with less meat and fats. As we become more able to dis-
tinguish how the body feels when it is adequately rested and exer-
cized, we will take the trouble to provide for these requirements.
We all need to be touched by other human beings, and many have
a strong urge for sexual expression. However, much of the “need”
for sex, we may find, is imposed by the mind, which is assailed by
sexual symbols through the media. Our sensitivity to the mind-
body connection can be greatly increased by studying one of the
body-awareness disciplines, such as the Indian technique of hatha
yoga, a series of stretching postures with symbolic significance; or
the Chinese t’ai chi, flowing body motions that have a meditative
effect. I've had experience with both of these, and can vouch for
their usefulness; however, you must find a good teacher. Other re-
lated techniques, developed in the West, are the Alexander and
Feldenkrais methods, deep tissue massage and Gendlin’s “focus-
ing,” which is an attempt to make explicit the meaning of bodily
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sensations. If practised diligently for a long time, most body-aware-
ness techniques can yield “deep” (formerly unconscious) insights
about the relationship of mind, body and world.

As you explore the “bodywork” scene, you may find that, even
more than in other areas of self-help instruction, the various ap-
proaches attract rather fanatical bands of devotees! Again, I can
only suggest looking for credentials, examining the lives of the
advocates and teachers themselves, to see if you admire what they
have achieved, perhaps talking to their students, then trying a lim-
ited range of techniques, settling eventually on one method and
sticking to it.

Deeper mind: Level 3

The “depth” metaphor is loosely used by mental health profes-
sionals to describe a range of functions of the mind. Some
thoughts appear to be right “on the surface,” as it were, and avail-
able to consciousness; we use these when we reason deliberately
and self-consciously about events. Other thoughts are repressed,
by the defence mechanisms we spoke of earlier; these are “deeper”
in the sense of being more difficult to access. Then there are
mental functions that seem to have evolved long before rational
thought, such as emotions and, probably, imagery. And deeper still
are automatic processes of the brain that control many activities
within the body, such as heart rate, and are usually completely out
of awareness, although we may influence them with higher pro-
cesses, like imaging, or learn some control over them, for example,
through biofeedback.

Since the deeper levels are closer to bodily functions, it is rea-
sonable to suppose that getting in touch with them may be relevant
to healing. The principal obstacle to doing so is our overdeveloped
rationality. If we try to explore what we “really” feel about some-
thing, the conscious mind is likely to come up with a quick answer;
for example, if we ask someone what it means to him or her to
have cancer, the reply will usually be something conventional like
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“It scares me, because I might die and not be around to look after
my family” (even the “scares me” part may take considerable ques-
tioning to elicit from some people!). But underneath this, that is,
repressed and out of normal awareness, there may be other ideas
and fantasies, which vary from one individual to another. In many
instances, there may be a part of us that wants to die, perhaps be-
cause life is difficult and because death seems to be a way out, or
a way for a normally “strong” person to attract sympathy and car-
ing. Deeper feelings of profound guilt and unworthiness are not
uncommon, cancer being seen as a justified punishment. If we are
fully to come to grips with what our cancer means to us, we must be
aware of these normally hidden ideas; if we do not, it will be very
difficult to change them. The same, of course, applies to our true
feelings about all aspects of our lives—for example, to how we view
other people, or our job, or our marriage.

How are we to become more connected with our deeper minds?
Traditionally, this task—of “making the unconscious conscious™—
has been the aim of psychotherapy. Some kinds of therapy focus on
childhood events and ideas, where most of our current patterns of
thought originated; psychoanalysis is perhaps the most thorough-
going method of this kind, requiring several sessions per week for a
period of years. There is debate among professionals as to whether
such intense examination of early life is necessary for change, and
a number of briefer therapies have been developed that concen-
trate much more on the here and now. But whatever the method,
any good psychotherapy makes us more aware of repressed ideas
and emotions. We get a sense of what we “really” think and feel,
of greater authenticity in our lives. We may not be more comfort-
able—in fact, particularly at first, psychotherapy may make us quite
uncomfortable; for example, we may realise that our motives in
many situations are self-serving, or that we feel anger toward some-
one we “should” love. However, these things have to be faced if we
are to understand ourselves more fully, and thus have a firm basis
for lasting change.

What can people do working alone? We can practise self-
-observation (described above) and we can learn to use mental
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imagery, in two ways: first, to find out what we deeply think and feel
about something, and, second, to attempt to make changes in our
attitudes or in our bodies, as we discussed in Chapter 8. For exam-
ple, if, in a relaxed state, we imagine or picture somebody who
is important to us, we may uncover previously unsuspected emo-
tional reactions toward them beneath the smokescreen of super-
ficial ideas that our conscious mind normally throws up. Then we
can imagine forgiving them for hurt done to us, perhaps embrac-
ing or talking to them, or seeing them filled with light. Such exer-
cises of the imagination can be applied to most aspects of life; we
can use them to rehearse for feared events or to get what we want,
often, it seems, with some effect. I would advocate that rather than
simply trying to impose control over events, we connect first with
what we think and feel at a deeper level—why we are afraid, why
we hate someone, why we want to get well and whether there are
some deeper reasons for “wanting” to remain ill. In this way, the
approach described in this chapter differs from many of the “pop”
methods of self-improvement that are now advertised.

Two further methods are well suited to individual efforts. Dreams
tell us what is happening in the deeper mind, although, as Freud
showed us, the messages they contain are often disguised. We all
dream, and can learn to record and analyse our dreams (some in-
struction books are listed in “Further Reading”). The second mode
of access to unconscious ideas is through meditation, which qui-
etens the flow of conscious thoughts, making room, as it were, for
other material to emerge; more about this later.

Here I want to introduce the very controversial subject of unor-
thodox or paranormal powers of the mind. Many people have ex-
perienced things that ought to be impossible according to our con-
ventional ideas of space and time, for example, knowing what is
in someone else’s mind, even when that person is a long way away.
We have to be careful that such experiences are not simply coinci-
dences, but there have been controlled experiments that seem to
show that, under some conditions, people can have an impression
of what others are viewing several miles away. Then there is the
phenomenon of precognition, or knowing in advance what is going
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to happen. I have had some completely convincing instances of this
in my own life. This is perhaps a risky admission in that it may alien-
ate readers who refuse to believe in such possibilities, but I feel that
the only honest and truly scientific attitude is to be open-minded
about the paranormal, while scrupulously looking for clues that we
may be misleading ourselves.

A single dramatic, personal experience with such an event does
tend to render irrelevant the arguments of those who hold them
to be an illusion, much as the demonstration of flight by heavier-
than-air machines refuted learned arguments, common before the
Wright brothers, that aeroplanes were impossible. Another, even
more bizarre kind of paranormal event is the “out of body” experi-
ence, where people see their bodies as if from a disembodied state,
at a distance. I have known cancer patients who have had such ex-
periences, both during relaxation exercises and while under unaes-
thetic for surgery. “Near death” and “past life” incidents may be
related to this. Accessing information from another sphere (“chan-
nelling”) also contradicts our orthodox views.

Many people, when questioned, admit to having had such para-
normal experiences; even after allowing for mistakes and deliber-
ate deceptions, it appears that such experiences are not uncommon,
and can be enhanced by training in mind-quietening techniques
like meditation. This is not the place for a prolonged examina-
tion of their validity, but I have raised the issue here because of
its possible relevance to healing. If precognition is possible, then
the sequence of cause and effect in time is not unalterable: pre-
sent actions might influence the past! And if we can have out-of-
body experiences, this leads to the very comforting conclusion that
we are more than just physical beings. Our five-ring map is inad-
equate, in that the deeper mind may merge with the spiritual. We
will touch on this again in the next chapter, but should note here
that modern physics is also telling us that our ideas of space and
time are too limited; that time is not linear, but rather a construc-
tion of our own minds, and that particles like electrons may “know”
what others are doing when widely separated.!
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Social: Level 4

Better connection at the social level depends ultimately on bet-
ter self-understanding at the psychological level. Our aim is to be
able to drop grievances and instead feel love, express it (in our
thoughts and actions, if not in so many words) and accept it from
others. The principal blocks to this desirable state are that our own
needs, fears and sense of separateness are so strong that other peo-
ple, with their correspondingly individual desires, inevitably frus-
trate us. By understanding these impulses, and working to override
their dominance, we can greatly improve our relationships. Spir-
itual practices also help, by strengthening our feeling of unity with
all things, as well as by quietening the clamour of sensory desires;
meditators commonly report feelings of love toward others, even
for people they don’t know, and for animals and plants. But it has
been my observation that spiritual practice alone will not do it for
most of us: the psychological work is necessary. The social and the
psychological levels, at this stage of our journey, are continuous,
like the spiritual level and the deeper mind.

Spiritual: Level 5

The central spiritual idea is that we are all part of an order, power,
or intelligence that is much greater than our individual selves. This
order has been called by many names in different cultures: God,
the “One,” the Tao or Way, the Divine Order, Cosmic Intelligence.
Sometimes it is treated as if it were a person: Allah, Yahweh, the
Divine Father or Mother (since our first “gods” were our parents,
it is natural for us to personify the power in this way). Historical
individuals who had a strong spiritual connection are frequently
considered gods or near-gods in themselves: Jesus, Buddha and
Ramakrishna, for example. Religions, which are codified systems of
rituals and ideas, grow up around the spiritual experience of their
founders, and of course vary greatly, but the underlying insights
seem to be the same in different religions and cultures, and across
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the millennia. The spiritual part of our healing journey is learning
to experience our place in this transcendent order.

How can we know that such an order exists? First, we have the
similar testimony of the great mystics of many ages and cultures,
remarkable people who have devoted their lives to understanding
the spiritual. Most speak of “oneness,” of universal love, of guid-
ance available to the individual who seeks it. Then, if we are will-
ing to consider it, there is the evidence of such paranormal events
as “near-death experiences,” in which people who have been close
to dying often report passing through a tunnel, emerging into a
region filled with love and light, perhaps seeing images of formerly
deceased friends and relatives, only to be told that it is not yet their
time and they must “go back”!? These accounts might be dismissed
as delirious, if it were not the case that so many of them are similar.
But most convincing of all is personal knowledge, not the uncritical
adoption of a comforting belief, but the actual experience of this
transcendent order.

The sceptic may ask: “How is it that I haven’t had such an expe-
rience?” An analogy may help. Imagine a person who has been
walled up in a cave all of his life, and not told that other people exist,
or told but unwilling to believe it. The social order would be largely
inconceivable to such an individual; even if released, he would be
unlikely to understand or relate to the community. Similarly, we
all tend to be imprisoned by our thoughts, by our ingrained sense
of separateness, and to deny what we can’t see. Yet we have avail-
able the guidance of the great spiritual leaders of the world, and
of many men and women throughout history who have made their
own connection. An active role is required of the spiritual explorer;
he or she needs open-mindedness and a willingness to follow some
of the methods through which others have succeeded, but there is
no need to accept any dogma uncritically; indeed, to do so may im-
pede your own progress.

What are these methods? Some of the books listed in “Further
Reading” discuss them, but the most important, according to my
understanding, are as follows.

The mind needs to become quiet, for which purpose the various
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forms of meditation are designed. Meditation may be defined
as awareness based on concentration in the relative absence of
thought. It embraces a large body of techniques, all of which in-
volve slowing down the normal stream of conscious thoughts, to
produce an altered state of mind, which is like listening internally.
Focusing on one idea, sound, symbol, or activity, and letting any
other thoughts drop away, will produce such a state of relaxation
and alert awareness. Some kinds of prayer may have a similar effect.

The deliberate cultivation, in one’s life, of a sense of the sacred-
ness of all things, and of humility and gratitude and compassion
for others, also helps to foster spiritual connection. Regular meet-
ings with other people dedicated to the same search is probably
essential for most of us. An orientation toward selfless service is
important, as is a willingness to seek and accept guidance from
this higher source. And along with these traditional spiritual ap-
proaches, it is important to do the psychological work of identi-
fying and dropping the blocks to their implementation.

As with psychological insights, spiritual awareness may come sud-
denly (especially if life is threatened), but it usually grows gradu-
ally, over many years, when this kind of attitude to life is adopted.
The egotistical self slowly diminishes in importance, and a sense of
quiet joy and loving communion with others develops in its place.
Awareness grows that death is not “the end,” and, with this knowl-
edge, the fear of death diminishes. (This pleasant state can, how-
ever, be easily shattered by stressful events, although it tends to re-
turn faster and persist longer with practice.)

These changes are desirable in themselves, and improve qual-
ity of life, but from the point of view of healing, the most relevant
changes are perhaps the developing sense of meaning in all events
(see Chapter 10) and the subjective experience of being loved and
supported, a conviction that things will turn out well for us, even
when we die. This feeling of being looked after, like other spiritual
insights, is quite different from wishful thinking; it is, instead, a
kind of inner “knowing,” or intuition, that feels more reliable than
thought. The materialist will shake his or her head at all of this,
but it reflects both my own experience and that of many cancer
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patients I have talked to, particularly people who were dying. The
reader should, however, realise that my descriptions of these states
of consciousness are those of a relative beginner; for first-hand ac-
counts of more advanced spiritual connectedness, the writings of
the great mystics must be consulted (see “Further Reading”).

Summary

The search for connectedness goes beyond control to understand-
ing what we think and do at all levels. The conscious mind is cen-
tral to this process, and we must learn to do two main things with
it: first, to observe our thoughts continuously, and, second, to stem
this flow of thinking, at least occasionally. The observation of our
thoughts, and the review of the written record of them, uncovers
irrational, self-defeating, or depressive ideas and automatic pat-
terns that direct our actions into unhealthy channels. Understand-
ing deeper conflicts may require the help of a psychotherapist,
although much can be done alone with mental imaging, medita-
tion and self-observation. With growing awareness, we are able to
choose to give our body what it needs, and to drop some of the bar-
riers to better interaction at the social level. The mental quietening
not only relaxes us and makes room for repressed ideas to emerge
but also allows awareness of the spiritual dimension, a self-tran-
scending power, or order, to which we all belong. To strengthen our
spiritual connectedness we can follow time-honoured procedures:
in addition to meditation, these include removing psychological
obstacles and becoming actively receptive; cultivating such quali-
ties as gratitude, humility and compassion; reading spiritual texts;
being of service to other people; meeting with like-minded others;
and finding experienced teachers.



Healing as a Search
for Meaning

In this chapter, I attempt to gather together the strands from pre-
vious ones and offer a final, more global point of view—the broader
perspective to which the search for healing from within finally
leads us. We have seen that it is possible to become aware of pre-
viously unsuspected dimensions of ourselves, and consequently to
exert more control over them. And we have examined some of the
further benefits of pursuing this connectedness as an end in itself.
Alogical outgrowth of this journey is the awareness that everything
that happens to us has “meaning” and fits into a larger scheme.
This chapter attempts to explain rationally something that we even-
tually understand intuitively through the pursuit of self-under-
standing and connectedness: that diseases such as cancer may also
be viewed as events with meaning. Healing from within is an active
process, and may ultimately become a search for this meaning, in
stark contrast to the orthodox conception of treating disease by ex-
ternal procedures, which might more accurately be called repair.

130
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A further extension of the connectedness model

Figure 11 shows the universe as a space-time continuum that ap-
pears to us to contain many separate objects or events (events are
objects in motion). Physicists and philosophers tell us that every ob-
ject is connected to every other: an event at one side of the globe
creates a ripple effect that extends around the planet. Our idea of
separateness is an illusion, as is our concept of linear time. How-
ever, we can choose to focus our attention on any part of the world
we perceive, and I have shown a number of objects or events la-
belled 1 through 6 in the figure.

If we choose to view events as isolated from all others, then one
of them, say number 2, will appear to be an “accident” with no
cause or rationale. This view represents the most primitive state of
knowledge, where observations are made but are not connected to
other observations. It allows no prediction or control, and is thus li-
able to produce anxiety; magical explanations may be made to give
the illusion of understanding, as in aboriginal cultures where, say,
lightning is attributed to the anger of the gods. Our view of cancer
has been not much more advanced than this for many years: it still
tends to be regarded by many as a genetic accident.

The next stage in understanding is to try to connect an event
to one or a few other dominant events, associated with the first in
space or time. In the figure, we might examine numbers 1 and
3, to see if they are related to number 2. The result may be the
development of “cause and effect” theories, if the events are closely
connected. Such an analysis has worked quite well for infectious
diseases, where contact with a micro-organism is a necessary con-
dition for the infection to develop. It can never provide a complete
understanding, however; for example, why do some people who
are exposed to the micro-organism not get the disease? Other fac-
tors, such as a strong immune system, have to be investigated as
well. And why does someone have a strong immunity? The search
for final causes is never-ending. The simple cause-and-effect model
has been applied to cancer at the genetic level, with the result that
we now know that a series of mutations is necessary for a cell to
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Figure 11

The universe or cosmos appears to consist of many objects or events. All are interconnected,
directly or indirectly; six of these events are shown. If number 2 represents getting cancer,

it will seem like an accident if no connections to other events are recognised, or as having
a “cause” if one or two dominant connections are identified. Cancer, or other disease, has
“meaning” in relation to all other events in its vicinity, and ultimately in the cosmos.

become cancerous (see Chapter 2). This is valuable knowledge, but
it in no way constitutes a complete understanding, as it covers only
a tiny fraction of the events that might be related to cancer; for ex-
ample, we need to know why cancerous cells develop into clinical
disease in some situations and not in others.

Finally, we can choose, at least in theory, to examine all other
events in parallel with number 2, to determine what we might call
“relationship” rather than cause and effect. There are obvious prac-
tical limits, but in our simplistic example this might mean looking
at numbers 1 through 6. We can also choose our level of analysis:
in the case of cancer, we might consider molecular, cellular, organ
level, psychological, social, or spiritual ones. The higher levels in-
volve clustering a number of factors together, not worrying about
the fine detail; so, in our simplistic example, a social analysis of con-
tributors to cancer might be equivalent to examining the impact of
two composite elements, (1 + 3) and (4 + 5 + 6). As we have also seen,
we can choose to pay attention mainly to mass/energy interactions,
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which is more usual, or to focus on informational or pattern events,
which we are beginning to recognise as a valuable kind of analysis;
the psychological, for example, is a purely informational concept.

I hope it will be clear that I am not saying that cause-and-effect
analysis is wrong and the relationship approach correct: the for-
mer is simply a much more restricted way of fitting an event into a
context of other events, to be used whenever it works; the latter is
an idealized way of trying to encompass all events, including local
causes, that might affect the one in which we are interested. If the
universe of relationships is an orange, the cause-and-effect model
is a slice through part of it. Our criteria have to be pragmatic: we
use any way of understanding events that allows us to predict and
control them, the simpler the model the better. What is unjustified
is to rule out certain connections without examining them, as the
psychological level has often been dismissed in cancer. It is the rel-
ative failure of materialistic, causal analysis of cancer that makes it
necessary to use a broader approach.

Does cancer have meaning?

“Meaning” is a difficult word. What does it signify? When we ask
of any event whether it has meaning we usually intend to enquire
why it happened, what it was designed to accomplish, or how it fits
into a broader pattern of events. For example, a car accident might
be understood purely as chance collision of vehicles, or as a result
of impaired driving by one of the people involved, which, in turn,
might be attributed to alcohol abuse brought on by stressful social
conditions, and so on. The net of connections is potentially end-
less, but we will feel our understanding of the event to be more and
more secure as we know more about all related factors. The mean-
ing of the event is its relationship to other events, how it fits into the
web of associated happenings.

Cancer is also an event or process, albeit a slow-motion one. It,
too, must have meaning in this sense; that is, it is inextricably re-
lated to many other events in the patient, in his or her environment,
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and in the world. The meaning of cancer, according to this view,
derives from these relationships. All events have such meaning; life
has meaning. If we deny meaning to cancer, we are denying it to
our lives, and to everything else.

“Meaning” is often understood in more restricted ways than the
one I am using here. The word is still used as a synonym for cause
or consequence, or to denote the way we perceive something in
our minds. Thus, a disease might “mean” that our lives are at risk.
Psychoanalysts speak of certain diseases, including cancer (in the
opinion of some), as being projections of mental conflicts into the
body; breast cancer has been attributed to an expression of frus-
trated nurturing needs, for example. These ideas are hard to prove,
and represent a much more limited application of the term “mean-
ing.” To other people, cancer is seen as a “lesson” or even a punish-
ment for imagined misdeeds; this quasi-spiritual (and sometimes
harmful) view attempts to understand one’s misfortune in relation
to presumed laws of nature or of some higher being.

The advantage of the very broad “connectedness” view or model
of cancer and other events is that it allows us to consider them in
relationship to any other events at any level we choose. It makes no
prejudgments as to what is possible, and asks only what descriptions
are useful. The meaning of cancer is its relationship to these other
events. Thus, we are free to operate at only the biological level if we
wish, to understand the disease and its treatment as exclusively bio-
logical processes. At the other end of the spectrum, we are also free
to ask about the spiritual implications of getting cancer, and how
we might work spiritually to help ourselves against it. The same ap-
plies to social and psychological levels of meaning.

We can see now that it makes equally good sense to use “top-
down” or “bottom-up” therapy; that is, to work at the higher or
lower levels. These approaches are complementary, not contradic-
tory. The model of the human being as hierarchical levels of organ-
isation linked to everything else provides a rationale for healing
strategies that have been known intuitively and used for millennia
in many cultures. We choose to employ the massive, local, mate-
rial alterations that characterise modern medical treatment, but we
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also begin to understand the much more diffuse, all encompassing,
symbolic (informational) changes that are indicated by the con-
nectedness viewpoint. The test of the value of this broad theoreti-
cal approach will come from experiments based on it, but we need
the theory to conceive of the experiments we might do!

The searches for understanding and for healing are thus closely
similar. We understand something when we perceive its relation-
ship to other events; the more connections we can make, the
“deeper” our understanding feels, and the stronger our sense of
the meaning of the event becomes. Healing, likewise, derives from
strengthening connections, in order not only to understand with
our rational minds but to experience with our whole being our re-
latedness to all other things.

\X/riting one’s life story

In practical terms, how can we work at uncovering meaning in our
lives and disease? Almost any activity, including one’s normal daily
round, can be a path to an understanding of meaning, if done with
awareness and concentration. In our own courses for cancer patients,
we focus on three principal methods. The first is writing a life story
or autobiography, which reveals meaning, particularly at the level of
conscious mind and social interactions. The second is hard to label,
but involves trying to get in touch with inner sources of unconscious
wisdom through such techniques as watching dreams and holding
“dialogues” with an “Inner Healer,” revealing meaning mainly at the
level of body and deeper mind. The third is the spiritual search.
The aim of the life story is to examine all aspects of our lives, and
write about them. Usually, the student has never attempted this be-
fore, and the exercise proves to be very exciting and rewarding. It
can be done in many ways, but we suggest looking at the follow-
ing twelve areas: (1) current events or status in our lives, (2) the
major “stepping stones” or branching points in our lives, (g) family
history, (4) education, (r) career or life work, (6) major crises, (7)
health, (8) sex, (g) interests and hobbies, (10) relationships, (11)
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experiences of death and (12) development of meaning and values.
In addition to simple reflection and recalling of past events, we can
also use imaging and meditation; recording of relevant dreams;
talking with family members and friends; and making up “collages”
using old photos, mementos and any other important objects. We
can try to have a dialogue with our “inner child,” or attempt to
define different “sub-personalities” that may be active at various
times—for example, “career person,” “wife/husband,” “parent,”
“fighter,” or “wimp.” We can write letters (without sending them) to
people from our past. When we are finished, we could relate the
“story” to a sympathetic listener or group.

As we go through this exercise, patterns of behaviour and think-
ing emerge that were often unsuspected. We may see, for example,
that we have tended to avoid challenges, or, conversely, that we were
risk-takers in many situations. We may come to understand that
early choices, or an early image of ourselves (“I'm no good at . ..”)
can profoundly influence the course of later life. We may learn why
we have done whatever we have. When the story is completed, our
cancer will be seen against the backdrop of a much richer picture of
who we are.

Constructing this detailed description of our lives is of great
value in itself. If the patient is dying, it can provide some “closure’
or sense of completion. But it also may suggest what are the most
fulfilling and life-affirming paths for us to follow from this time on,
and may point to important roads as yet unravelled. Several experi-
enced therapists have emphasized how vital it is to discover and pur-
sue whatever we are “meant to do” in our lives. Lawrence LeShan
writes of the central importance of learning to “sing our own song”;!
W. Brugh Joy says, “The soul must learn to find its own way.”> There
are many anecdotes, although no hard evidence, of cancer patients
being helped by clarifying what is truly important to them, and
changing their lives to pursue it. Writing a life story, together with
keeping a diary and, if possible, engaging in ongoing psychotherapy,
may thus provide a strong sense of meaning or purpose in life. In
combination with spiritual work (described below), it may also en-
able us eventually to forgive other people for any perceived harm

4
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done to us, and allow the development of a degree of unconditional
love for others and fuller acceptance of our present situation.

It is evident, as LeShan emphasises, that just wanting to return
to or maintain exactly the same life situation that existed before
cancer is unlikely to promote healing, although it is a common and
culturally sanctioned aspiration. If, for example, we have a primary
tumour removed but we fail to change, residual cancer cells will
find their environment essentially the same as the one they had
grown in before: this environment may allow further growth. Only
if we change this environment, by changing our patterns of thought
and behaviour, can we expect these cancer cells to be inhibited
from multiplying further. I know I have said this before, but I re-
peat it here, because I have been saddened by watching hundreds
of people go through an operation for removal of a primary cancer,
then refuse to acknowledge the seriousness of what has happened
to them, and simply return to “business as usual.”

Getting in touch with inner knowledge

A great deal of evidence exists that the deeper or unconscious mind
has both a detailed knowledge or record of events in the body and
much potential to control them. We can learn both to “tap into” this
potential to some extent, and to exert some conscious influence, in
a number of ways. For example, our dreams may graphically reveal
unsuspected thoughts and feelings about our cancer, its treatment,
or other related aspects of life. I vividly remember a dream I had a
few days before my colon surgery that showed the surgeon as a house
painter, going to the trouble of removing a length of piping in order
to paint thoroughly under a join: this seemed to indicate my confi-
dence in him. It is quite simple to learn to analyse your dreams (some
instructional books are listed in “Further Reading”), and you may
find this a rich source of information about your “deeper” feelings.
Some control can be exercized more directly over many body
functions that were formerly thought of as automatic through bio-
feedback, hypnosis and the use of mental imaging, as was discussed
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earlier. In these instances, a subtle awareness of internal cues devel-
ops, allowing control. Some remarkable individuals have even been
able voluntarily to stop blood flow from large wounds, or to tolerate
abdominal surgery without anaesthetic. This demonstrates poten-
tial that presumably lies in us all but is developed in very few.

You may come across the idea that symptoms in the body are an
expression of mental conflict; that, for example, asthma is a “sup-
pressed cry of help for the mother,” or that breast cancer represents
some kind of ambivalence about nurturing. This kind of thinking
was popular among psychoanalysts at one time, although it seems
to have rather gone out of fashion. However, it has been embraced
by some New Age health writers: you can find lists of diseases with
their psychological “meanings” neatly attached in certain of these
books. What are we to make of this? We can see from our own ex-
periences that there is some relationship between mental events
and bodily reactions when we observe our responses to stress, as dis-
cussed in Chapter 8: for example, patterns of muscular tension, like
the hunched shoulders that go with fear or the stiffness in any set
of muscles that are ready to act but are held back. There is, how-
ever, very little direct evidence for the view that a disease like cancer
is “psychosomatic,” that is, a mental conflict played out in the body.
Some responsible professional therapists claim that a deeply buried
conflict, such as memory of sexual abuse in childhood, may underlie
some cancers, and that bringing this to light may assist cure, but this
is very much a minority, unproven view. However, in terms of the
broader theory we have been discussing, it is evident that all symp-
toms involve all levels of the individual, and thus must have physical
and mental dimensions; those distinguished as “psychosomatic” are
simply cases where the psychological involvement is more obvious.

On a more practical note, we can begin our search for the mean-
ing of our cancer, its relationship to other parts of our life, by using
mental imagery in a relaxed state. A widely used technique is to
take an imaginary trip inside the body to “visit” a source of inner
wisdom, usually imagined as a wise person or spiritual figure. A
“dialogue” may then be entered into, along the lines of greeting
this figure and asking “What should I do to help myself?” In our
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experience, people who are open-minded enough to use this tech-
nique may derive great reassurance and help from it, although the
“answers” tend to be general in nature.

A related technique, involving the diagnostic use of mental imag-
ing that was mentioned in Chapter 8, is to “visit” one’s cancer in the
imagination, trying to determine what it “looks like” to the inner
eye—its size and shape, feel, colour, texture and any other qualities
that come to mind. At the end of the exercise, the patient may draw
the cancer, his or her immune defences, any treatment, the whole
body and other aspects of life that seem relevant. The diagrams can
tell the patient a great deal about how he or she is reacting emotion-
ally to the cancer, and how it is seen in relation to life as a whole. A
skilled interpreter is usually needed, however; this technique is, in
fact, a kind of art therapy and is quite widely used in psychology,
although not commonly applied to physical disease. According to
some therapists, it may also be possible to get a sense of what the
cancer “wants” through imagery (that is, what needs it is fulfilling),
although I have found that people tend to fabricate answers to this
question. If there is a real wish-fulfilment or mental conflict repre-
sented in the cancer, it is very difficult to access authentically.

These are ways to try to find meaning in disease—how it re-
lates to other events in ourselves, over and above the purely bio-
logical connections. Our understanding of and research into
these approaches are embryonic as yet. People who work with such
techniques a lot are often convinced of their great potential, but
because of our limited knowledge, and because of the great resist-
ance many individuals have to exploring such methods thoroughly,
it is only the occasional “remarkable” patient who exhibits physical
change as a result.

Spiritual search

As we move from the centre outwards on our diagram of the per-
son (see Figure 5, page 80), we pass through levels that are in-
creasingly larger and more complex: they contain more and more
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information, in the sense we discussed earlier. Thus, we might ex-
pect that they become increasingly powerful, in the same way that
there is increasing power as we ascend the levels of a large man-
ufacturing organisation, from the factory floor, through middle
management, to the chief executive’s office. The “lower” levels can,
of course, shut down the whole operation, much as a few aberrant
cells in our body can sabotage our health, but, in general, it is the
highest levels that have the power to make the most far-reaching
changes. I have represented the spiritual dimension as correspond-
ing to the structure of the universe as a whole. If this is so, it is rea-
sonable to propose that the spiritual level has ultimately the great-
est power to heal. The problem is getting in touch with it effectively;
we tend, instead, to identify with the individual factory hand.

In Chapter g, I listed some of the traditional ways people have
tried to become more aware of their intrinsic spiritual potential, to
connect with their spiritual level. It is a long, hard struggle for most
of us, a journey that we never complete in life, because we cling to
our imagined separateness so strongly. Yet the aim of the spiritual
search is clear: it is to see everything, every event, not just as mate-
rial, psychological, or social, but as spiritual, as something that has
meaning against a broad canvas transcending space and time. We
have to align ourselves with, or attune to, an order much greater
than ourselves. Even a little progress on this path brings great ben-
efits that we have already alluded to: some mental peace, a feeling
of being supported, a realisation that death is not the end.

Can spiritual connectedness bring healing? There are many
who have claimed so. It is difficult to investigate scientifically,
both because such connectedness is hard to assess in a valid way,
and because few people change much over a short time. I've de-
scribed our beginning attempts to relate psychological and spir-
itual change to healing in Chapter 5; these results fit with my clini-
cal impression that when people make strong progress spiritually
there is a good chance of some physical healing, as well as healing
in the sense of increased connectedness at all other levels. How-
ever, I do not think that the relationship between spiritual aware-
ness and physical health is simple. We do not see the whole picture.
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Death may seem to us agonisingly premature, yet it may not be
without reason.

Sometimes I am asked, particularly by scientific colleagues, how
there can be any role for the spiritual, or even the psychological,
when cancer can be explained “completely” as a genetic change.
Another way of putting essentially the same question is to ask why
animals get cancer, when their minds and spirits are presumably
not developed, the suggestion being that material explanations
alone must suffice. To understand the answer to this question, we
need to look again at Figure 5. Every event occurs at all levels: can-
cer is simultaneously a biochemical, genetic, cellular and social
event. It is also a psychological and spiritual event to the extent that
these levels are developed; when they are not, the disease remains
a more purely biological phenomenon. We humans have a unique
opportunity to find meaning at these higher levels and to use them
in the service of healing.

“What meaning can I hope to find in my own disease if I explore
the spiritual level?” This is the practical question, the point every-
one comes to when he or she undertakes a serious healing journey.
There can be no general answer; each of us must make his or her
own investigation. I can tell you my own experience so far. At age
forty-seven, I was diagnosed as having a serious bowel carcinoma
that had spread to some of the local lymph nodes. After surgery
and some chemotherapy, my chances of long-term survival were
said to be about one in three. While convalescing, I went to a cen-
tre for spiritual studies and did an intensive three-month course
aimed at understanding myself better at the psychological and spir-
itual levels. This exposure, as well as my prior spiritual work and
my subsequent increased efforts, has made it quite clear to me that
there is a larger purpose. I have had a number of clear “spiritual”
experiences, and some that were paranormal. Several “recurrence”
false alarms have also kept me working! I discovered a part of my-
self that would as soon die (to avoid the effort that I associate with
living) and have had to acknowledge this, and come to terms with
it. What the purpose of the rest of my life is I don’t pretend to know
exactly, but I am clear that my task is to maintain a connection
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to the higher order and to respond to the guidance that is always
available. This comes whenever I am mentally quiet and receptive,
not so much in words (although there have been one or two star-
tling verbal “communications”), but as “knowing” or feeling what
to do. The main obstacle is my self-centredness: constantly wanting
to do things for my own gratification or to fulfil an imagined need
for self-protection.

This story, with variations, could be repeated by many people
who have survived a crisis. It is not particularly dramatic, and it is
not certain that my own efforts have made any physical difference,
but what is clear is that my willingness to search for meaning in
events has lifted my view of the world to a different, and broader,
level. I still see things as biological, but also as psychological and
spiritual. There is a strong sense of symbolic meaning in every-
thing that happens, of rich interconnectedness between all events.

Many people have reached this point in their understanding,
and some have gone much further; I have sought out such people
to learn more. The disease may come back, and threaten to kill
me; if it does, I will try to “fight” it, in the sense of mustering my
courage to face it squarely, and will continue to strive for an under-
standing of what it has to teach me, and ultimately for acceptance
of death, when it comes. This is what I would wish for all people
with life-threatening disease, and it is the attitude I have observed
in and learned from those of our patients who have progressed
most in their healing journeys.

Summary

In this chapter, I put forward the view that the “meaning” of an
event lies in its relationship to other events; this concept is broader
than cause and effect, which refers to a simple linear chain of oc-
currences. Cancer, like any other phenomenon, has meaning, in
the sense that it has a relationship to many other events, both within
the body and outside it. The search for meaning in cancer, or in any
event, is the attempt to place it in its physical, psychological, social
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and spiritual context; growing understanding may or may not be
accompanied by physical healing, but will bring comfort, an aware-
ness of our connectedness, a lessened fear of death and a sense of
authenticity and purpose in life. We briefly looked at three specific
approaches: writing a life story; dialoguing with an inner source of
unconscious wisdom, personified as an “Inner Healer”; and further
efforts to connect spiritually.



Summary: The
Healing Response
to Crisis

We have arrived, in a roundabout way, at a point of view that many
reach intuitively: events in our lives, including life-threatening ill-
ness, are not accidents but are connected to everything else that
happens to us at physical, psychological, social and spiritual levels.
This relationship or connectedness confers meaning on illness; ex-
ploring this meaning helps us to respond in an authentic, human
way to the crisis and may promote physical healing. This is not a
conclusion that can be backed up with much scientific evidence as
yet; a scientist might prefer to call it a hypothesis. It is, however, an
understanding that many people—cancer patients and others—
have gained through their own efforts to know themselves and
to make sense of the problems they encounter. I hope that intui-
tive readers will forgive my belabouring of what may be obvious to
them, and will understand that I am trying to ground their insights
in logical thinking and available evidence. I am aware, however,
that what has been presented here is not enough to convince many
biomedically oriented professionals; such a challenge will have to
await a much longer and more technical study.

We looked first at what cancer is, and noted that the disease is
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caused by the body’s failure to control the proliferation of geneti-
cally altered cells; we discovered that it is logical to use therapies
that may strengthen this control, including psychological inter-
ventions that may have effects on immune, hormonal and nervous
systems. We drew a distinction between treatment from outside,
which includes medical intervention and many unorthodox reme-
dies, and healing from within, by which is meant the effects of any
consciously initiated patterns of thought, emotion and behaviour.

In our discussion of external treatments, we noted that medical
procedures are often curative for early-stage cancers, but seldom
more than palliative for advanced disease. We then looked at ways
of evaluating unorthodox “external” remedies, which are usually
dietary or “immune” in nature, and concluded that there is no evi-
dence that any are effective. While making no strong claims for the
general effectiveness of healing from within, we briefly reviewed
evidence suggesting that the mind does have an effect on the devel-
opment and progression of cancer, and thus provides a relevant av-
enue for adjunctive treatment of the disease.

In the second half of the book a theory was developed to explain
how the body, mind, social and spiritual levels might interact. It
was suggested that health is promoted by the optimal flow of infor-
mation between all parts and levels of a person. The strategy of self-
initiated healing depends on increasing the connectedness of all
of these parts and levels. Three main stages in this self-help work
were identified: taking control, getting connected and searching
for meaning. Together, they make up a progressive healing jour-
ney. Many different techniques may be used on this journey, but
the most important endeavours are to become aware of our flow
of thoughts and feelings, of at least some of our unconscious ideas
and of our relationship to a transcendent spiritual order.

Our view of cancer and other crises can be different from the
usual popular conception. Of course, it is a fearful, agonising dis-
covery to learn that one has cancer. However, cancer is not an “evil”
thing, but part of life’s experiences, and may be accepted as an in-
ducement to get on with the central task of understanding who we
are. I have known many people who responded in this way, and I
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have tried to do so myself. We are not so much looking for a “key”
to cancer cure as using cancer as the key to self-discovery. Physical
healing may follow—one hopes so, although evidence is scant as
yet—but it becomes a by-product of the search. The ultimate trag-
edy is not to die, but to die without making the most of our oppor-
tunities for personal understanding.

This attitude to life and crisis is not at all new, just something
that is being rediscovered in the field of health. Why is it still so
foreign to our health care system in the West? Some of the reasons
have to do with patients, and some with health professionals and
the system within which they operate. For people with severe illness,
it is easier to deny the seriousness of the situation and leave the care
of the problem to others who are perceived as powerful. When we
are hurt, we retreat and just want a “quick fix,” or for somebody
to make things better. This is an immature, although understand-
able response, one that would not be respected in other areas of life
where initiative is applauded. A passive reaction to chronic health
problems is, however, tacitly encouraged by many health profession-
als, whose scepticism about the ability of people to help themselves
is often based on a lack of knowledge of the possibilities or a wish
to retain control over patients’ health care. Such communications
as “There’s nothing you can do; go home and try not to think about
it,” while well meant, may gravely undermine a person’s spirit. Ad-
mittedly, it is difficult to help people change, but, in the long run,
it is much more rewarding than treating them as helpless. There is
an urgent need for those of us within the health care system to in-
form ourselves and our patients about what it is possible for them
to do to help themselves. If we dismiss contemptuously the impact
of psychological, social and spiritual realms on healing, we are no
better than the “New Age missionaries” whose pronouncements we
are quick to deplore.

How can an open-minded person make his or her own evalua-
tion of healing from within? The obvious way to begin, as in most
fields, is by reading widely. I have listed some starting material in
“Further Reading.” The scientifically minded can consult the litera-
ture on mind-body interactions. As well, there are a large number
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of “popular” books, which vary greatly in quality; some are patently
biased and unfounded; others are the stories of individuals who
have struggled honestly with crises in a way that commands respect.
Still others have been written by people trained in the sciences, who
have expanded their horizons by introspective practice: the present
book is one of these. Sooner or later, however, the sincere student
of healing from within must begin his or her personal exploration,
within the terrain of his or her own mind. We can read all we want
about psychological dynamics, but we will not believe the extent to
which people are propelled by unconscious ideas until we discover
it in our own lives. The influence of mind on body also needs to
be explored within ourselves, and the spiritual search can be con-
ducted only in the quiet space where thinking stops.

The role of the health professional, whatever his or her primary
discipline, can be something much more than mere repair. He or
she can be a teacher, a guide in the discovery of meaning in illness
and in life. This is not a grandiose view: a teacher is simply a fellow
traveller with a few more years of experience than the student. It is
not required that the teacher has been ill, but it is necessary, if he
or she is to function in this role, that he or she be engaged sincerely
in seeking personal meaning. There is, I believe, a widespread hun-
ger for this approach to healing, but it is obscured by the stultifying
materialism of our culture, the consequent mechanical nature of
most standard treatments for disease and the prevailing lack of ap-
preciation for the power of our higher dimensions.

If you are a cancer patient, my appeal to you is to aim higher than
simply having someone else take your disease away, so that you can
forget all about it; use the experience to learn about yourself, and
do whatever you can to contribute to your healing. It may or may
not make a visible difference to the disease, but you will derive great
satisfaction from the attempt. If you are a health professional work-
ing with cancer patients, my hope is that you will train yourself not
only in the conventional rational scientific way of attempting to al-
leviate disease but also in the intuitive approach of personal knowl-
edge. I have tried to bridge these two cultures in this book. It will
not convince everyone. I hope it proves a useful synthesis for some.
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