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                        LETTERS TO THE EDITOR    

 Cancer and  “ playing ”  with reality: Clinical guidance with the help of 
the intermediate area and disavowal      

    P Ä R     SALANDER    

  Department of Social Work, Ume å  University, 90187 Ume å , Sweden                              

 To the Editor, 

 I have found that clinical reality does not get on well 
with conceptualisations we often fi nd in scientifi c 
journals particularly about understanding how 
patients with cancer deal with strain. The conceptu-
alisations are unfortunately too much of a superfi cial 
on/off character, which is not very helpful for the 
clinician. Patients deal with the threat in a more 
dynamic elaborative way. There is thus a gap between 
research and clinical practice. 

 In this letter I will try to outline some thoughts 
that might be helpful. The letter is not about what 
patients  say  they do in order to deal with strain, but 
about what they actually are  doing . In my mind there 
is a lack of literature, which more theoretically tries 
to understand what actually is going on. With an inci-
sive wording: Theory is a  sine qua non  for clinical 
guidance.  

 Patient histories 

 Excerpts from encounters with patients displaying 
aspects of how they look upon their cancer: 

   1.  “ I may not be as well as I feel right now. But 
I feel well, I ’ m not bothered by any symp-
toms, so it seems unreasonable to believe 
that it ’ s not okay. ”   

  2. The nurse notices that the patient is in pain 
and offers another painkiller or she notices 
that the patient is tired and suggests a rest in 
bed, but the patient just says:  “ No, no prob-
lems, I ’ m doing fi ne ” .  

  3. Mr. Andersen was assessed to be suicidal 
when he arrived at the department due to 
diagnosed kidney cancer. When I met him 

the next day he however didn ’ t give that 
depressive impression at all. What struck me 
was that he instead was eager to tell me that 
upon his arrival, when having dinner in the 
dining room, he had  listened to a man with 
a brain tumour, severely marked by the can-
cer, who was sitting in a wheelchair. I think 
Mr. Andersen was deeply affected by that the 
other man had enthusiastically told the fel-
low patients about his plans when he would 
be discharged from the hospital.  

  4.  “ I guess I ’ m the only one in the family who 
can deal with being diseased like this, so it ’ s 
good that it struck me. ”   

  5.  “ Yes, I know I ’ m struck by a serious disease, 
but actually there is no guarantee for anyone 
about what will happen tomorrow. ”    

 I am sure many clinicians recognise these types and 
other similar types of wordings  –  it is everyday clini-
cal reality. When refl ecting on them, it is rather easy 
to see how they display different ways patients down-
grade the severity of the situation and thus constitute 
their way of creating hope, i.e. positive prospects 
about the future. 

 In the literature on psychological aspects of 
oncology we fi nd different ways of conceptualising 
patients ’  behaviour when dealing with strain, pri-
marily by means of questionnaires. On the one 
hand, we have a multitude of different  “ coping 
strategies ”  that have evolved from studies where 
patients tick boxes comprising expressions of men-
tal (emotion-focused) or behavioural (problem-
focused) ways [1]. In this research we, through 
different wordings, get to know what kinds of pre-
defi ned behaviour patients recognise (yes/no or 
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rate on a multipoint scale) as doing in order to deal 
with the threat. However, the fi ndings are usually 
purely descriptive. For instance, we get to know to 
what extent patients look for spiritual support 
(emotion-focused) or to what extent they seek 
information (problem-focused). On the other 
hand, we have studies that exclusively focus on 
 “ denial ”  (actually  “ denial ”  from the psychoana-
lytic theory of defensive processes may be regarded 
as the core concept from which other conceptu-
alisations have evolved [2]), i.e. the extent of turn-
ing away from the despairing facts [3]. Compared 
to coping research the perspective is more restricted 
in scope, but nevertheless similar as it is limited to 
description. The patients tick boxes and more or 
less solid ways of turning away from despairing 
facts are categorised. In coping research, as well as 
in  “ denial ” -research we are thus usually supplied 
with descriptive categories based on patients ’  
agreements to statements of behaviour. We are, 
however, left without knowledge of what they are 
actually  doing  in a clinical context or what may 
enable us to understand the possible meaning of 
these behaviours; subsequently, this implies that 
we are not provided with guidance on how to inter-
act to benefi t the patient. The research is at an 
impasse as long as we are just collecting behaviour. 
We need a theory that helps us to understand the 
process at stake.   

 The intermediate area 

 Donald Winnicott, the British psychoanalyst, intro-
duced the  “ intermediate ”  or  “ transitional ”  area 
into psychology. To him the intermediate area is 
the mental space between internal world and exter-
nal reality and it is thus both subjective and objec-
tive. He based this stance on the fact that children 
are playing with reality [4]. Without losing contact 
with the real here-and-now, they create another 
arena in which they look upon things in a different 
way. Their psychological needs and desires moti-
vate them to play with reality  –  the elaboration 
helps them to not only understand external reality, 
but also how to deal with problematic experiences; 
both being caused by mental overstimulation. As 
parents many of us are familiar with the behaviour 
of our children when they return home after being 
away for some time. They lock themselves up in 
the playroom quite absorbed in their play. After an 
hour or so they open the door and enter the real 
here-and-now again. The intermediate area is the 
mental area of human creation: in childhood in the 
doll ’ s house or the sandpit, in adulthood in the 
area of art and culture. When it is time to sleep and 
the parent leaves the room for the night, little Stina 

grabs the blanket and in her internal world it then 
transforms from a piece of cloth to a substitute for 
the parent. When the parent enters the room in the 
morning the blanket is again no more than a piece 
of cloth (external reality). Reality is thus given dif-
ferent meanings due to need and desire. 

 According to Winnicott the intermediate or tran-
sitional area is established in childhood as a mental 
space between the child and its close environment. 
In adulthood this mental space enables us adults to 
 “ play ”  in daydreams, wishful fantasies and cultural 
experiences.  

 Applicability of the intermediate area to patients with 
cancer dealing with strain 

 The similarities between a child ’ s play with reality 
and the cancer patient ’ s way of looking at reality in 
a certain relieving light are striking. First, the motif 
behind both elaborations is to deal with mental 
overstimulation. The child needs to process experi-
ences in order to understand and create some order 
and the patient needs to downgrade the meaning of 
having cancer. Second, the child as well as the 
patient can elaborate with different meanings with-
out losing sight of the facts of reality. The child 
knows that the chairs are chairs, but quality of life 
is enhanced if the chairs are in a row they become 
a bus for a while. Similarly, the patient who expresses 
that  “ it ’ s just a grade III ”  when asked, at the same 
time knows that it also is a serious malignant tumour 
(hope from downward comparison) [5]. Third, 
there is a common fl exibility in the sense that the 
child as well as the patient with cancer occasionally 
enters and exits the elaboration  –  thus refl ecting a 
process [6]. 

 Winnicott ’ s model of the intermediate area eas-
ily lends itself as a theoretical framework when 
regarding how patients deal with strain when con-
fronted with negative unexpected events, such as 
cancer as exemplifi ed in the introductory excerpts. 
As human beings we have an internal reference to 
the meaning of  “ playing ”  and to use it as a meta-
phor for the patient ’ s elaboration with facts enables 
us as clinicians to  understand  what the patient is 
doing. It however also provides us with  guidance  for 
the clinical dialogue. The  “ playing ” -metaphor puts 
the physician into a dynamic bi-personal fi eld and 
if s/he is sensitive for the clinical encounter, s/he 
more or less automatically enters and shares the 
patient ’ s intermediate area  –  just because we are 
humans with our own reference to  “ playing ” . Actu-
ally, I do think that this is what happens in most 
successful everyday consultations in oncology. It 
may even be suggested that when the patient fi nds 
the information or the physician rude or clumsy, 
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this may be due to that the physician stands outside 
the intermediate area. S/he is therefore not in tune 
with the patient ’ s way of dealing with strain, and, 
for instance leans on infl exible ideas that all patients 
want to know, and therefore should be provided 
with  “ full information ”  [7]. 

 The guiding power of Winnicott ’ s framework is 
furthermore strengthened if connected to the attach-
ment theory with the physician representing a  “ secure 
base ”  [8]. It enables us to understand the essence in 
the asymmetry in the patient-physician relationship 
and the importance patients give to the physician ’ s 
words. In so many words, there is a structural paral-
lel between the child-parent relationship in the play-
room and the patient-physician relationship in the 
consultation. Psychologically, the former is a precur-
sor to the latter.   

 The intermediate area and disavowal 

 What then is the character of the process that takes 
place in the intermediate area? The most common 
conceptualisation of how people deal with the strain 
of a cancer diagnosis is  “ denial ” , whether defi ned as 
a conscious or unconscious repudiation of reality 
[2]. However,  “ denial ”  with this meaning, i.e. just 
turning away from the stressing facts, does not 
acknowledge the elaborations in the presented 
excerpts above. The patients are turning away from 
facts  by  transforming or reconstructing aspects of 
the threatening situation, i.e. they play with reality 
by  creating   “ cover stories ”  [9]. This is important 
because it implies that the patients are basically 
aware of the threat, but they actively transform its 
personal meaning to make it easier to cope with. 
There is a simultaneous acknowledgement of reality 
and a wished for situation. 

 Nearly 20 years ago, the American psychoana-
lyst Franz Michael Basch put his fi nger on this 
defence against external reality and advocated 
 “ disavowal ”  as a more proper term for this com-
mon process where the signifi cance of the threat 
was evaded by distortion, rationalisation or misin-
terpretation  –   “ self-deception in the face of accu-
rate perception ”  [10]. It is not diffi cult to fi nd this 
way of playing with reality in the introductory 
excerpts. Let me illustrate with another example: Mrs. 
Lund was diagnosed with a lung cancer. She had 
always lived in a healthy way, which included phys-
ical exercise. When the treatment failed and her 
physical capacity deteriorated, she related this to 
that she had not been training lately  –  she had been 
too lazy.

 Mrs. Lund acknowledged the bodily deteriora-
tion, but disavowed its connection to the progression 
of the lung cancer. Instead she creates a cover story 

by attributing it to everyday knowledge that exercise 
promotes health. Later on during our talk I asked her 
about the status of her disease, she laconically replied, 
 “ they seem to have diffi culties controlling it ” . 

 Mrs. Lund made use of the intermediate area 
where she could  “ play ”  with reality. She on the one 
hand acknowledged the reality of the treatment 
 failure, but on the other she connected the dete-
riorated body to lack of exercise. In other words, 
she  disassociated her knowledge from her bodily 
experiences. This lessened her vulnerability and 
her life was not totally invaded by the lung cancer 
diagnosis.    

 Conclusion 

 The  “ intermediate area ”  and  “ disavowal ”  create a 
model of process and together they may guide us 
into everyday clinical experiences in oncology where 
patients deal with strain. At fi rst sight, the model 
may help us to understand patients ’  irrational expres-
sions, but also to fi nd a platform for our way of 
communicating. Contemporary research tells us 
that it is not enough or even appropriate just to 
focus on developing communication skills in oncol-
ogy [11]. The physician ’ s task in the patient-physician 
relationship cannot be reduced to training behav-
iour  –  in a psychological black box. Communication 
training must depart from a model of the patient ’ s 
psychological process when dealing with strain 
and its implications for the task given to the 
 physician. Winnicott ’ s intermediate area and Basch ’ s 
 interpretation of disavowal may contribute to such 
a model. 
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 To the Editor, 

 Glioblastoma multiforme (GBM) is the most aggres-
sive subtype of malignant gliomas. It is also one of 
the most vascularized tumors. Despite aggressive 
surgery, radiotherapy, and chemotherapy regimens, 
median survival is less than 15 months. The use of 
radiotherapy with concurrent temozolomide (75 mg/
m 2 /day) as well as temozolomide alone (150 – 200 
mg/m 2  for fi ve days every four weeks) is currently the 
standard therapy for GBM [1]. Despite the improved 
survival, the rate of recurrence is very high. 

 Bevacizumab, a monoclonal antibody against the 
vascular endothelial growth factor (VEGF), is a 
potent inhibitor of angiogenesis. It binds and inacti-
vates VEGF, thereby inhibiting endothelial cell acti-
vation and tumor proliferation [2]. Herein we report 
a complete remission after using the bevacizumab 
and temozolomide combination therapy in a patient 
with recurrent GBM. However, bevacizumab was 
discontinued during the follow-up due to bilateral 
visual loss.  

 Case 

 A 54-year-old woman admitted with hypoesthesia 
at her left arm and face in August 2009. Her med-
ical history revealed hypertension for the last fi ve 
years. A left-sided weakness and decrease in mobility 
were observed in her physicial examination. Cranial 

magnetic resonance imaging (MRI) revealed a mass 
of 25  �  20 mm involving the right frontotemporal 
lobe with additional peritumoral vasogenic edema 
(Figure 1A). Subsequently, the mass was totally 
excised. Histochemical examination confi rmed the 
diagnosis of GBM. She was treated with postop-
erative cranial radiotherapy (total 60 Gy) with 
concurrent temozolomide (75 mg/m 2 /day). At 
the follow-up, due to the developing persistant 
thrombocytopenia, temozolomide was discontinued. 
Two months after radiotherapy, temozolomide was 
restarted at a dose of 200 mg/m 2 /day for fi ve days for 
every four weeks. Yet, the disease progressed after two 
cycles of the chemotherapy (Figure 1B). However, 
because the patient was inoperable, bevacizumab (10 
mg/kg every two weeks; total dose: 900 mg/day) 
was added to temozolomide. After three months, 
cranial MRI revealed a prominent regression of the 
intracranial mass. She was again mobilized with 
signifi cantly improved neurological fi ndings. At six 
months after the therapy, postcontrast axial 
T1-weighted MR images revealed a heterogenous 
contrast-enhancing lesion at the right frontal lobe 
(Figure 2). MR spectroscopy of the patient revealed 
undetectable peak intensities of choline, creatine 
and N-asetil aspartate, with a signifi cantly increased 
lactate peak (Figure 3). These fi ndings were con-
sistent with radiation necrosis. At 10 months after 
the initiation of the combination therapy, she pre-
sented with a painless loss of vision in her left eye. 
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