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1 | BACKGROUND

Recent research emphasizes the role of environmental factors in the

emergence of oncological diseases. Specifically, Dellino and col-

leagues1 demonstrated that cancer-associated translocations in cells

are influenced by the environment they are in, which in turn is

influenced by the environment where the full organism lives. Broadly

speaking, this “environment” could be conceptualized as the individ-

ual's lifestyle choices, such as smoking, food intake, and being more or

less healthy. Any oncologist or genomic specialist could easily see that

these lines are a rough simplification of an extremely complex process:

Despite the importance of a healthy lifestyle and prevention, the exact

relationships between cancer onset and the patient's lifestyle choices

are still to be understood exhaustively by the scientific community.

However, the oversimplification of scientific affirmations is the exact

starting point of the present contribution.

The implications of the study cited above have been recently

reinterpreted by the press in Italy, with a number of articles being pub-

lished at approximately the same time. These articles reported a brief

interview with the authors and the main message was that lifestyle

and choices of general life circumstances (eg, living in a healthy place,

avoiding work-related stress, and having a child) have a predominant

role in the formation of tumors, quoting these press articles “you do

not get cancer by chance,” which sounds like a daring attempt, to sum-

marize the scientific work from Dellino and colleagues.

Risk factors or risk habits for oncological diseases exist (eg, bad

nutrition, no physical activity, smoking, and alcohol or junk food

intake),2 and evidence of their role in cancer development fosters

many preventative initiatives.3 Nevertheless, we must go with ade-

quate reflection in terms of the effects that an imprecise scientific

communication may have on patients' experience. Indeed, if we con-

sider critically the message coming from the Italian press, we could

easily see it is targeted to healthy people: It is an encouraging message

for those without cancer who would like to prevent such a risk in their

future life. To those people, the message says: “What you are doing

now may be really important!” Such a message is certainly positive

and relevant in order to support prevention and the adoption of

healthy lifestyles. It could be inserted in the current movement of

“quantified self,”4 which, starting from the concept that health

depends 100% on our behavior, engages the individual in the self-

tracking (through technologies) of all the biological, physical, behav-

ioral, or environmental information. The downsides of the quantified

self are turning individuals into cold, emotionless, and sometimes

meaningless numbers and equating people's self-worth to the various

“number-achievements” computed each day.

However, any communication on cancer and oncology is expected

to reach not only those people who still have the opportunity to pre-

vent it but even those who are currently fighting the disease, patients

or survivors. Both cancer diagnosis and long-term adjustment to the

disease are associated with notable emotional experience, which may
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reach a psychopathological status (eg, post-traumatic stress disorder

[PTSD]).5 Furthermore, cancer patients have to deal with difficult deci-

sions in terms of treatment options, which may be for most painful,

long-lasting, and full of side effects and thus detrimental to one's indi-

vidual and social well-being.6 Even after successful treatment, onco-

logical patients experience continual fear of recurrence and the need

to completely reform their everyday life and future plans.7 As part of

the coping efforts with the diagnosis, patients typically ruminate on

possible causes for what happened to them: Why me? Did I do some-

thing wrong? Is this my fault? In this process, such a generalized scien-

tific statement “cancer depends on your lifestyle choices” may be

destructive for patients or survivors. In other words, a message that is

intended to boost positive agency in a prevention context could be

perceived in terms of guilt rhetoric by those who are no longer able to

prevent a tragedy that has already happened.

2 | CANCER PATIENTS AND THE GUILT
RHETORIC

Clinical practice shows that patients or survivors need assurances:

They often ask their psychologist if their anxiety is right, if their crying

is normal. They need to know that what they are feeling and

experiencing is, in some way, a normal path, a common emotional

reaction, and they want to resume control over the disruptive emo-

tional flow in which they are. In such a framework, the fact that they

might be “responsible” for their cancer could be difficult to manage.

From a psychological point of view, two kinds of reactions to can-

cer diagnosis may be distinguished: patients who have a healthy life-

style, typically feel betrayed by their own body, and patients who

experienced stressful events (such as a recent bereavement, a divorce,

and a work loss) tend to see cancer as a consequence of their emo-

tions and stressful situations. The second ones often state “I know

why cancer happened to me!”, but they do not feel responsible; they

attribute responsibility to the life events. This is a safe mind “escapism”

to save themselves from the disruptive sense of guilt. The message

that cancer could depend on the choices of general life circumstances

might cause significant fear or anger, and patients could experience a

sense of impotence towards something they cannot change. It is fun-

damental, instead, to guide patients to integrate a cancer event into

their own life story and switch from guilt feelings to a “responsibility”

approach, intended to give them personal control over lifestyle and

reactions to life events. Moreover, patients have to find which choices

in their lives and health-related behaviors could be better adapted, giv-

ing them a sense of agency in their life. Patients deserve to better fig-

ure out their role and become active managers of their own health

(patient “empowerment” or “engagement,” autonomy), as well as

supported in the decisions related to their health-care journey.8,9

Which type of personal resources could we promote to help

patients in achieving such a positive adaptation?*

a. Acceptation: nonjudgmental acceptance of the emotional experi-

ence. It is a nonelaborative strategy, based on the awareness of

the moment, where thoughts and feelings are accepted as

they are.

b. Problem solving: voluntary attempt to change a stressful situation.

It can have a beneficial effect on emotions by eliminating and posi-

tively modifying the source of stress.

c. Reappraisal: generation of positive interpretations/perspectives on

a stressful situation. The usual use of reappraisal as a strategy of

emotional regulation may represent a protective factor towards

stress and psychological symptoms.

d. Self-efficacy: the level of confidence to exert control over one's

own motivation, behavior, and social environment. A strong sense

of personal efficacy strengthens resilience to adversity.

e. Social support: caregiver, parental, and social involvement in

patient's care. Social support may be a precursor of personal

growth by influencing coping behavior and fostering successful

adaptation to life crises.

In other words, patients should be put in the condition in which

they believe they can positively influence the outcome of the disease

and to regain control of their own life.

3 | CHANGE WHAT YOU CAN, MANAGE
WHAT YOU CAN'T

We must assume that risk behaviors have a causal association with

some type of cancer (eg, sun exposure and melanoma, smoking and

lung cancer, and alcohol and liver cancer) and that there are several

pieces of evidence, but not a causal relation, between health-related

behaviors and disease prevention. Thus, policy and guidelines in

Europe have to work in the direction of the abolition of risk behaviors

Key points

• Dellino and colleagues demonstrated that cancer-

associated translocations in cells are influenced by the

environment they are in, fostering the idea that lifestyle

choices matter in cancer development.

• The message that individual lifestyle affects cancer devel-

opment fosters positive agency in prevention but also

guilt rhetoric in cancer patients.

• Guilt rhetoric may hinder the motivation of cancer

patients to engage in becoming active managers of their

own health.

• Patients should be guided to integrate a cancer event into

their own life story and switch from guilt rhetoric to an

active role in controlling lifestyle and reactions to life

events.

• “Chance” is something we do not know yet from a biolog-

ical point of view; thus, the message should be “change

what you can, manage what you can't.”
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and the promotion of disease prevention. Dellino and colleagues' evi-

dence on cellular life1 send a message affirming that the avoidance of

risk behaviors can increase well-being and health. So what is the role of

“chance” in cancer onset? Cancer often strikes people who follow all

the rules of healthy living and have no family history of the disease,

prompting the pained question “Why me?” Tomasetti and Vogelstein

believe the answer to this question rests in random DNA copying

errors.10 Dellino and colleagues1 say that these DNA copying errors

could be the same mechanisms described in their contribution and

thus “controllable” by the cell environment. These controversies high-

light that what we currently call “chance” is simply something very

complex on biological and organic levels, something we do not know

yet, and that the research will allow us to investigate and control in

the future. Nevertheless, we have to recognize that not everything in

our life is under our control and that “chance” is a concept that

belongs to mankind and our experiences in this world.

Health decisions in cancer prevention have to be made in an

uncertain condition about disease onset probability, and we should

contemplate both the possibility of successful prevention and the pos-

sibility of cancer trauma. What clinicians and patients have to keep in

mind is that there are many personal and medical resources to influ-

ence the outcome of the disease. This aspect should influence physi-

cians' communication with patients, who have to be oriented to instill

a sense of agency and the possibility to positively influence the cancer

prognosis.
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ENDNOTE

*Arguments reported in this section are based on both personal clinical

experience of the authors and scientific literature (sources can be obtained

from authors upon request).
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