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Abstract
In this research, we highlight the hypermodern individual, the ways he lives in the contemporary
world and the psychosocial determinants involved in illness. We aim to reveal the impact of
traumatic life events and the senses and meanings given by the patients to their pathologies. The
research was carried out at two private hospitals in Brazil, in the years 2010 and 2011. The study
is based on a qualitative method, through a semistructured interview with open-ended questions
and the drawings-stories procedure, in an intentional sample, closed by saturation, during the
period of hospitalization and right after leaving hospital (15 to 30 days). We used a qualitative
content analysis and analysis of drawings under the framework of Analytical Psychology. Seven
female patients that underwent surgery were the subjects of this research: two with Myocardial
Infarction, one with Takotsubo Syndrome, three with Breast Cancer and one with both pathologies.
Through the analysis of the interviews and the symbols presented in the drawings, we observed
demands for hyperformance and hyperfection, linked with illness, when in excess. Traumatic life
events, job stress, reactions to loss, and death of loved ones without the possibility of psychological
elaboration may cause fragility and a lowering of the capacity of the immune system to react,
causing damage to health. Through the symbolic trajectory of life, spontaneously presented in the
drawings, we observed the three types of thinking in the structure of the psiqué which formed the
basis for mental equilibrium: rational, symbolic and mythological. Infarction and breast cancer
cause different impacts on women’s lives. Knowing how to deal with stressful events and being
conscious of the meanings given to illness may contribute to making a better or worse experience
in life. Such knowledge may be crucial for both primary and secondary prevention.
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1. Introduction
“Know thyself”
Delphi Oracle
The quest for knowledge, especially self-knowledge, is part of human history, as well as the search for health
and, more recently, the valorization of the quality of life and the measures taken to ensure it, in an attempt to avoid
illness, prolong life and lead a healthy life. The first phrase of the Delphi Oracle says: “Know thyself”, and the
second warns: “But nothing in excess.” This is a very appropriate advice for the hypermodern age since, currently,
individuals operating in the panorama of hypermodernity experience the “hyper” dimension, in the sense of excess,
in several aspects of their life, almost in an imposed manner.
Hyper(per)formance is a term created by Aubert [1] to express the need for performance up to a higher and
extreme level, imposed by hypermodern society. Hyperformance and hyperfection, the need to outdo themselves,
according to this author, will lead individuals to test, constantly, their own limits [2] [3].
Hypermodern society has been exhibiting characteristics of a new relationship with time and with the imagination of individuals who end up feeling inadequate and with the need to act increasingly faster at all costs [1] [4].
According to Aubert [4], we live in a society “sick in regards to time and urgency”, in which urgency and anguish
create a constant pressure on our physical and psychic equilibrium. We live subjected to the tyrannies of time,
which are currently translated by a practice based on an invasive ideology, that is, the ideology of the urgent action.
The hypermodernity of individuals imposes on them the need to outdo them in every sense all the time, more
specifically, in the physical, intellectual, professional and emotional sense. Even when dying, what is important is
outdoing themselves, and what is important is transcending their human condition. Aubert [4] articulates one of
the maxims of the hypermodern individual, which is living the most in an instant, in an attempt to evade death.
This author notes that death is always on the horizon, and that, currently, the intensity of the relationships lived in
the present makes every moment seem to be like a little piece of eternity. Thus, the search for intensity replaces the
search for eternity.
In the panorama of hypermodernity, the offers, opportunities and competitive challenges show the hypermodern individual in limit situations and, therefore, in situations of illness. These manifestations are connected to
stress, which is considered as a risk factor for the occurrence of acute myocardial infarction (AMI) and breast
cancer (BC), as well as depression, and, consequently, smoking, hypertension, a sedentary life, obesity, negative
emotions, psychosocial factors, etc. [5]-[14].
Coronary artery disease (CAD) is considered as lifestyle pathology. But if people become aware of this and
change the lifestyle habits that are considered as those that cause illnesses, they may live longer. According to data
from the DATASUS/MS [Unified Health System Computer Department/Ministry of Health], in Brazil, “in the
year of 1998 alone, the mortality rate for illnesses of the circulatory system reached 256,333 cases. These are the
illnesses with the highest mortality rate among us, being responsible for almost half of the deaths occurring in
individuals over 64, with ischemic heart diseases standing out, and AMI in particular, with 57,940 deaths” [15].
In the United States, one in every 3 women will die of coronary heart disease (CHD), the number one killer of
women [16]. In Australia [17], coronary artery disease remains the leading cause of mortality in men and women.
According to Lukkarinen and Kyngäs [18], cardiovascular disease is the leading cause of death in the world and
will remain so by the year 2020. In Europe, there are approximately 2 million cardiovascular deaths every year,
and approximately 20% of European men and women die from this disease. In Finland approximately 50,000
persons are diagnosed for coronary artery disease (CAD) every year [18].
There is an enormous amount of literature on psychological stress and cardiovascular disease [19]. Dimsdale
[20] explains the ramifications of stress in terms of the effects of acute versus long-term stressors on cardiac
functioning. Acute stressor studies are discussed in terms of disasters like earthquakes and in the context of ex-
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perimental stress physiology studies. And studies of chronic stressors are discussed in terms of job stress, marital unhappiness and burden of caregiving. From all of these studies, this author points out the stressors’ contribution to diverse pathophysiological changes including sudden death, myocardial infarction, myocardial ischemia
and wall motion abnormalities, as well as to alterations in cardiac regulation as indexed by changes in sympathetic nervous system activities and hemostasis [20].
In the work environment, Bosma et al. [21] examined the association between two alternative job stress models:
the effort-reward imbalance model and the job strain model–and the risk of coronary heart disease. Job strain and
high job demands were not related to coronary heart disease; however, low job control was strongly associated
with new disease. Another study by Peter and Siegrist [22] indicate that job strain and effort-reward imbalance at
work define specific conditions of chronic work stress that are associated with an elevated risk of coronary heart
disease. In Japan, some studies suggest that the coronary disease-prone behavior pattern may include a
job-centered lifestyle and social dominance [23].
Different life events, considered impacting, such as work related and emotional stress, bereavement, separation, financial losses, among others, affect the psycho-emotional balance of individuals. Studies and researches
in the field of Psychoneuroendocrinoimmunology (PNEI) prove that what affects humans emotionally can have
consequences for their physical health and their essence in general, determining diseases such as AMI and BC.
Psychoneuroendocrinoimmunology (PNEI): Mind and body in one single heart
Currently, the hypothesis of the susceptibility to certain non-infectious chronic pathologies, such as, cancer, to
psychosocial stress, as is the case of the emotional dysthymias, anxiety, distress and depression, through the
mediation of the immunological system, has already been established [24]-[30]. Neuropsychological, psychosocial and neuroanatomical studies have demonstrated its role in increasing or decreasing immune/allergic responses
and reveal the bidirectional communication between the neuroendocrine and neurological systems and the immune system. The hypothalamic-pituitary-adrenal (HPA) axis and the sympathetic adrenal medullar system are
the primary neuroendocrine and neuronal components of stress responses [31].
With Psychoneuroendocrinoimmunology (PNEI) studies, the existence of a psychological influence on cancer
growth is observed, and it has been possible to establish that the psychological influence is mediated by the immune system. According to Messina et al. [32], “recent immuno-oncological studies, have shown that within the
group of CD4 + cells, which play a fundamental role in the generation of anticancer immunity, there is a subtype
of cells that in contrast mediates the suppression of the anticancer immunity, the so-called T-regulatory cells
(T-reg), identified as CD4 + CD25 + cells” (p. 75). The study suggests that self-punishment may inhibit the
generation of an effective anticancer immune response by stimulating the activation and proliferation of T-reg
lymphocytes, which in turn stimulate tumor dissemination by suppressing anticancer immunity [32].
Psychoneuroimmunology is a new and complex field of medicine. “Neurons “talk” to the lymphocytes, and
vice-versa, opening paths and delimiting the borders between life and death” [33].
The term Psychoneuroimmunology was introduced by Robert Ader in 1981 to define the field of science that
studies the interaction between the central nervous system (CNS) and the immunological system from the perspective of the complexity of the reactions of organic adaptation to situations of alertness and danger (flight or fight)
[31]. This field tries to examine the effect of the psychological factors to the nervous, hormonal and immunological systems, such as, the effects of stress in our mind and body. Its base is interdisciplinary, with the objective
of bringing the fields of neuroscience and immunology together.
According to Reynaert, Libert and Pascal [34], the fact that the cellule is part of a complex system, which involves several communication and interaction mechanisms, and that the second great question about carcinogenesis is based on the weakening of the organism’s defenses due to hormonal and immunological factors is well
known and clearly established [34]. For this author, psychoneuroendocrinoimmunology establishes itself as the
first clue for the interdisciplinary mediation that is capable of sustaining the relationship between psychology and
cancer [34]. However, the relationship between psychological factors and cancer are highly complex, because
they involve the biological, psychological and sociological systems in circular changes. It is currently known,
through scientific research, that external factors such as stress, depression or the absence of social support significantly influence the immune system elements influencing the emergence or evolution of cancer [34].
Current researches on infarction and breast cancer show some significant differences when compared to older
ones, most likely due to the lifestyle of the population which operates in this panorama of hypermodernity. Young
patients who suffered infarctions, even without having genetic alterations or a history of cardiovascular disease in
the family, but who smoke, have high levels of stress and are sedentary, are suffering myocardial infarction increasingly early [34].
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CAD has been assumed to be a problem of men, but since 1975, the incident of CAD has also been increasing
among women [18].
With the aging of the current generation, an increase of 93% in the prevalence of heart diseases between the
years of 2000 and 2050, followed by an increase of the mortality rate of approximately 128% over the same period of time, is expected [36].
A progressive increase in the occurrence of breast cancer in the world has also been observed. According to
Lima [37], among the several factors identified as being responsible for the increase in the number of cancer cases,
the individuals’ greater exposure to carcinogens and the increase in the life expectancy of several populations
stand out. The distribution of the different types of cancer indicates that Brazil is undergoing a transition from a
developing country to a developed one, since a significant increase in the number of cases of breast, prostate,
colon and rectal cancer can be observed [37].
In Brazil, breast cancer is the most frequent malignant neoplasia among women [38].
To Reynaert et al. [34], the repression of emotions and not caring about oneself are personality traits that are
associated with cancer.
Common questions, according to researches performed in the Broussais and Georges Pompidou hospitals in
Paris:
Did stress cause my cancer? Did bereavement cause my cancer or aid the relapse? Did my personality or
emotions cause the cancer? Can my state of mind affect the evolution of my tumor? [39].
In our clinic in Belo Horizonte, MG, Brazil, we commonly hear:
Is God punishing me? Why? What did I do?
Guilt, loss, grief, attitudes, personality traits, emotions, all these aspects are present in the questions and in the
attempts to understand the disease and its relation to life events.
In this study our gaze falls upon patients who experienced illness, surgery and hospitalization. Our goals were to
try to reveal the impact of traumatic life events and the meanings given by the patients to their pathologies. The
knowledge and the truths acquired through the procedures of the research can bring enlightenment to the work of
professionals, to the family members and even to the patients themselves, and, ultimately, to the clinical hospital
practice.

2. Patients and Methods
2.1. Clinical-Qualitative Research Methodology Applied to the Health Care Area
The qualitative research seeks the “experienced emotion” and identifies the psychological meaning of the individual’s expressions. For Turato [40], the meanings related to the phenomena are central to qualitative researchers.
“Trying to capture them by listening to and observing the research subjects, as well as providing interpretations,
are the main goals” [40]. As a particularization and refinement of the generic qualitative methodology, according
to this author, the clinical-qualitative methodology is conceived as the study and the construction of the epistemological limits of a certain qualitative method particularized in health care settings.

2.2. Methodological Resources
Semistructured interviews and the drawings-stories procedure (D-S) [41]. The interviews and the procedure were
performed in the post-surgery phase, during the period of hospitalization and right after leaving hospital (15 to 30
days).

2.3. Patients
There are seven women patients, three who suffered an AMI, one with takotsubo syndrome, a new heart syndrome mimicking acute myocardial infarction [42] [43], another three with BC, and one patient who had an infarction after her second BC surgery, consequently with both of the researched pathologies.

2.4. Procedure
From July to December 2010, in a sequential manner, BC and AMI patients who had been referred for surgery
were selected. The research subjects were referred by their respective physicians. Both procedures were performed by the first author of the paper and the research [44].
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The sampling method used was theoretical saturation. The group was closed when the patients’ discourses
showed significant meanings for the understanding of the theme and therefore did not add new information to the
research.

2.5. Data Analysis and Interpretation
An analysis of the content of the interviews theoretically based on Bardin [45] was performed, as well as a clinical
analysis and the interpretation of the drawings-stories (D-S), based on Trinca [46].
The drawings-stories procedure is a diagnostic process that seeks to find a meaning for the set of information
available, take what is relevant and meaningful in the personality, empathically make emotional connections and
also understand the deep motives in someone’s emotional life, highlighting the emotional dynamics of the unconscious processes [46]. The application technique is based on an invitation to further the knowledge of the
psychic life through free association. A series of five free drawings are requested, in sequence, each stimulating a
story. Then the questioning phase follows, with further clarifications and a request to give a title to the production.
The sequential reiteration of five production units does not result in isolated units, but in a continuous communication that serves the purposes of the whole [41].

3. Results
A. Interviews’ analysis categories
1. Painful separations
-“I went through too many separations! Painful... separations.”
About the first separation, the patient reports that she helped her husband study, working a lot, and in the end
she didn’t attend his graduation. He went with the other woman. She felt betrayed and hurt. She divorced him
when her son was only three-years-old. Regarding her other two relationships she reports that:
“My second husband died. It was a true love; which lasted for 9 years.”
Regarding her third husband she says:
“I had surgery and the guy vanished.”
She confirmed the breast cancer diagnosis to him by phone and he never showed up again, thus ending a six
years relationship. After the interview, by phone, she wondered and suggested this as a theme to be researched:
“Maybe we psychologists have the tendency to place everything on the emotional plane? Couldn’t the medicine,
Tamoxifen, have also contributed to the AMI? I believe it was both the emotional duress and the Tamoxifen that
caused my infarction.” (Patient 1)
-The feeling of abandonment, with the separation:
“My father left us, abandoned our home when I was only four.”
The patient’s father left her mother when she was four. She remembers him. When her father returned she was
seventeen. He was sick, with prostate cancer.
“My mother forgave him and took care of him.” (Patient 5)
2. Death of loved ones. Unworked-through grief
One of the questions of the interview was aimed at the cause attributed to the cardiac event or breast cancer, in
the patients’ opinion.
-“My son’s death, at 25.” “I’m sorry, I cry a lot.” “Could it also have been the beach’s radioactive sand? I was
in Vitoria.” (Patient 2)
-“The death of my five-year-old sister. The medicine she was given wasn’t medicine...it was the poison for the
animals. It was a mistake.” “Very sad...” The patient was seven at the time (Patient 3)
-“My husband’s death. I can’t imagine life without my husband.” “He was everything to me!” (Patient 6)
-“My mother’s death four years ago.” “The first year was horrible, I just cried.”
“During the first year I just cried, without any will to leave my bed. Despondency.” (Patient 01)
3. Stress in professional and love life
-“I was too stressed at work.” “There were too many demands, without a good personal and financial return,
one that was satisfying.”
This patient also reports problems she had with her business partner, when they had a small business:
“I was very hurt; my partner betrayed me. On top of it, she was my sister-in-law.”
She also had a lot of problems with her son:
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“I believe that the fight I had with my son accelerated the heart attack.”
The patient says she is a crier, she is sincere and emotional.
“Concerned about my children. AMI changes life a LOT. There was too much love and repression, I repressed
a lot of stuff.” (Patient 3)
-“The infarction? A fatality!”
The patient suffered her first AMI at 25, the year she got married. Then she got divorced.
“Settled life! Interruptions. That made me settle. The fear of not finishing, of having to stop, discouraged me a
lot.”
She was subjected to 18 hospitalizations. She experienced constant stress and ruptures of her emotional and
work relationships due to the hospitalizations, weakening her psychic–emotional state. Despite that, she deals with
these events in regards to her health coldly, maybe as a defense mechanism:
“The infarction? I do not associate it to anything! Anything! I think it isn’t related to anything! Some people
have it, others don’t. I had it.” (Patient 7)
B. Drawings-Stories Procedure (The patients names are fictitious, due to professional secret)
1. Fatima’s life story—AMI. stories and associations
Drawing number 1—Of a peaceful countryside, in the field, with a healthy childhood which is followed by the
struggle to achieve success, facing her father and the unknown, leaving a small town to a large city, still very
young, the loneliness, the struggle to find a job, the effort to do a good job and be better. Searching for professional
success. There is smoke coming from the house’s chimney, symbolizing the alchemy of transformation which can
happen now. Associations: her childhood Title: Peace.
Drawing number 2—The staircase represents her climb to success. Which is what the patient seeks: success,
conquests, professional achievement. However, with a lot of effort, work. A black and white drawing, with a pink
line at the top, maybe recalling hope. The staircase is very clear at the beginning and, at the end, the stroke is
fragile. Associations: The effort that she has always had to make in her life to grow. Title: The staircase to freedom
from personal objectives.
Drawing number 3—An auditorium with lots of people. A speaker. This is the phase she associates with the
AMI. Of her self-imposed hyperformance, working several shifts, morning, afternoon and night, working with lots
of people, giving lectures, facing the wear, stress, fatigue and the search for her self-imposed hyperfection, leading
to the AMI. Associations: Her work, since she had to talk a lot and give many lectures to lots of people. It was
good but stressing. She had a heart attack. When drawing the table, she ended up cutting the woman’s head out,
symbolizing the abandonment of the excessive rational thinking. Title: Good acquaintanceship lecture.
Drawing number 4—With the characteristic of coronary disease patients, related to the personality of heroes,
she recovers her strength, with hope, which is symbolized by the “Vase of Hope”, with colorful flowers and with
“a well-supported base”. Thus, moving forward, searching for accomplishments. Something needs to flourish.
Associations: “My life now, as I want it to be; WITHOUT STRESS!” Title: Vase of hope.
Drawing number 5—The “Future, multi-colored rainbow”, a metaphor of the place where she will find the pot
of gold, a symbol of hope, conquest and futurity. In the trajectory of the hero who overcame her metron, she who
was and is fearless, who carried the world on her shoulders, had the courage to go and search for her dreams, with
the vital necessity for expression and accomplishment of her individual self. Associations: hope, confidence in
herself. Title: Future rainbow.
1. Fatima’s life story—AMI (Figure 1-5)

Figure 1. Patient’s drawing number 1: Peace.
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Figure 2. Patient’s drawing number 2: The staircase to freedom from personal
objectives.

Figure 3. Patient’s drawing number 3: Good acquaintanceship lecture.

Figure 4. Patient’s drawing number 4: Vase of hope.

Figure 5. Patient’s drawing number 5: Future rainbow.
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2. Senses and meanings given to the AMI and to the BC by the patient Lena:
Through the drawings, the patient expressed her feelings and the senses and meanings she attributed to the AMI
and to BC. We will only use drawings number 1 and 3 here, from the patient’s five drawings sequence.
Drawing number 1
“Get up! I have to be strong.”
The duty of being strong, solid. Can’t crumble:
“I was not born to be sick.” [You were born to be what?] “Ah! I was born to live, live a lot! To dance, to love! I
was always a very upbeat person; I wasn’t a half-empty glass person. I live like this, with a lot of stuff.” “The
doctors would say: Your problem is emotional.” “My heart is emotional.”
Drawing number 3
The strong wind is associated with the illness. When I ask her: [which is the strongest wind?] She answers: “I
can’t explain; the cancer was found by a person, it wasn’t something that was mine. It’s like Saint Thomas, it looks
like they are talking about you but you are outside it. With the heart attack, I started feeling sick at the office, I was
alone, I went downstairs to buy an antacid, I took it and the “thing” wouldn’t go away. I took a cab and went to the
hospital. I had to fight to be seen, to be hospitalized, to do and electrocardiogram, since I warned them I was
having a heart attack. So, it looks like... I saved myself!”
According to Lena, the cancer was harder. She was undergoing treatment and someone discovered the disease.
“It doesn’t sound like me. I mean, being dependent on someone else. With the cancer, I was left without any
action”. “The cancer was that first shock that I could die...”
Regarding the heart attack, Lena believes that she was more effective.
“With the heart attack, it looks like... I saved myself! I have to pay, to do, to be well for my son’s graduation...
And then, after all that struggle, I relaxed! It seemed like: now I can die. Not that I wanted to, but I relaxed, I
achieved everything...” “What I feel about the heart attack is this: I relaxed! He graduated, I held on for so long! I
had to be so alive, that when I got there, after driving through the road, and arriving at the office, then I could die!”
“Then I died” (laughs) “I got there, mission accomplished! Then, I had a heart attack!”. “It was too much love and
repression. I repressed a lot of stuff.” “The heart, when I let myself die, I embraced to save myself and I did save
myself!” “The cancer is a feeling. It was harder. I see the cancer as a depository, something that sedimented... a
depository. I was able to deal with the heart attack but not the cancer.”
“The heart attack... I don’t know, I think it was the relaxation of a mission managed. When I think about the
heart attack, where it came from, that is exactly what I feel. I don’t have to fight anymore. I think it was that relief.
I was too emotional! I couldn’t die because he was graduating to save lives, how can his mother die?”
However, earlier in the interview, she stated:
“The Cancer did not bring me down; what threw me to the floor was the heart attack. The heart attack made
me feel old.”
It seems that through the drawings she got in touch with aspects of her healing self and saw that she was capable of dealing with the heart attack. Title: Solidity (Figure 6 and Figure 7)

Figure 6. Patient’s drawing number 1: Disenchantment.
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Figure 7. Patient’s drawing number 3: Solidity.

3. Rational, symbolic and mythological—types of thought in the expressions of the fifth drawing. We will
use the fifth drawing of the three first patients of this research: Lena, Ana and Fatima.
According to Brandão [47], in the structure of the psyche we find three types of thought which are fundamental
for the psychic equilibrium: the rational, the symbolic and the mythological. We see all three types of thought in
our psyche’s structure, expressed spontaneously, in the patients’ fifth drawing (Figures 8-10).
We performed a clinical evaluation and reached a prognosis in the psychic-emotional field based in the symbolic expressions of the fifth drawing, the moment in which we can notice a more intense and expressive deepening in regards to the elements of the unconscious. In Lena’s Trajectory, BC and AMI, expressed through the
five drawings, we see the following phases: Of disenchantment, the contact with herself, with strength, faith, light,
until she achieved “a home and the search for family and professional achievements.” Title for the drawing of a
house: Victory! The patient with Cancer shows the importance of her family’s support in her trajectory, in her first
drawings, and the importance of love and faith in the drawing of the “rosary.” Title for the drawing of the rosary:
“The rosary that represents my faith”. The patient with the AMI, goes from peace to struggle in her trajectory until
she reaches the “rainbow”. Title: “Future rainbow”.
The three cases have structuring symbols that suggest a good prognosis regarding the psychic-emotional field.
The Hypermodernity aspects that we can consider as negative because they can hurt people’s health, such as the
pathologies of urgency, stress, self-imposed hyperformance and hyperfection, the unworked-through grief, separations, among others, are present in the life story of the patients.
We must also consider the positive aspects of hypermodernity, such as the advances of Modern Medicine. In
Brazil, an example of these advances and of the mastery of cardiovascular surgeries is the technique of the coronary artery bypass grafting without cardiopulmonary bypass (CPB), through sternotomy and minimally invasive
procedures, an accepted technique of myocardial revascularization [48]. The experiences proved in the quantitative researches and in the analyses of the results on the coronary artery bypass grafting without cardiopulmonary
bypass during 15 years of experience [49], and in critical analysis during 23 years of experience [50], portray the
surgeons’ ability in seeking the improvement of cardiovascular medicine.
There are also great advances and victories in field of oncology. In a study about the influence of the polymorphism D104N of the COL18A1 gene, encoding endostatin, on the occurrence of sporadic breast cancer, the
authors suggest that, for the first time, the homozygous 104NN polymorphism constitutes an important inherited
determinant of the disease [51].
Regardless of the negative aspects of hypermodernity, we see values for family, home, love relationships and
education still preserved in the patients’ expressions, especially in the expressions in the patient with both AMI
and BC. Expression of the concrete world, connected to rational thinking. With the rosary, a symbolic reference
that sustains and gives strength, we also see the values of faith in the expressions of the patient with BC. And the
values of the mythological thought, with the rainbow expressed by the AMI patient, an imaginative reference that
is very important to the psychic equilibrium, suggesting the achievements of mythological heroes, such as the pot
of gold coins found at the end of the rainbow.
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Figure 8. Patient’s drawing number 5: “Victory”—Rational
(Patient 1-Lena).

Figure 9. Patient’s drawing number 5: “The rosary that represents my faith”—Symbolic (Patient 2-Ana).

Figure 10. Patient’s drawing number 5: “Future rainbow”–
Mythological (Patient 3-Fatima).
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Are these values endangered in our western society, as is wondered by many? This is our challenge, since, faced
with the material presented and analyzed, we still see family, love, religious values preserved, as well as the values
from mythology.
The expressions of art in these patients’ spontaneous creations show that you can still dream of and desire a
family, a home, education and love; you can still have faith, seek comfort in religion; and dream, imagine finding
the pot of gold, symbolizing the achievements, with mythology. Structuring bases for the individual, despite being
hypermodern!
We can see that the experiences with the AMI and the BC produced important meanings in these patients’ lives.
These reflections also suggest a care with the patients who intend to participate in a research. If, as stated by the
patient Lena, the cancer is more silent than the heart attack, and therefore it was harder for her to deal with the
cancer, prevention work becomes extremely important.
Lima [52] believes that science will find a cure for cancer. “Currently we act primarily in the prevention, early
diagnosis and in the prompt administration of treatment.” This author observes that the discovery of new chemotherapies and other medications for the various types of the illness, such as monoclonal antibodies and angiogenesis and epithelial cells proliferation inhibitors enable a higher percentage of cure, a longer survival rate or a
better quality of life for the patients with cancer. “Several other medications are being currently investigated and
we hope for new progress to be quickly obtained in this area” [52].
C. Life events—Table 1
Death, unworked-through grief, separations and losses are themes that are present in the discourse and the life
experiences of the patients that were significant and related to the event, both the AMI and the BC.
Only two patients did not associate grief for a lost loved one, a significant loss, to the illness; one associated it to
the loss of the rich time of childhood, symbolically the “death” of her childhood, because she had to work from an
early age to help her mother. And another one associated it to her father’s abandonment of her, which felt as if her
heart was slashed.
In a research performed by Rushel [53], heart attack patients mentioned unworked-through grief due to the
death of family members as one of the causes of their illness. Faced with the loss of loved ones, the grief is repressed and the grieving may become chronic. The non-developed grieving constitutes a risk factor for infarction
in the research participants.

4. Discussion
The attempt to symbolically comprehend what the illness brings to the patients’ life, which associations are
made in regards to the pathologies and the meaning they give to the illness, can offer a healing effect, a transforming effect, especially when worked therapeutically. Studies show the importance for women to seek awareness of the problem [17], as well as to seek a meaning of illness in women with coronary heart disease [16].

5. Conclusions
Through the analysis of the interviews given by the seven patients of the research and the symbols present in the
drawings of the first three patients, we see models and demands from hypermodern society for hyperformance and
Table 1. Patient’s fictitious names, age, marital status, type of surgery and life events considered traumatic and contributing
to the process of illness.
Number

Patients

Age

1

Lena

60

Divorced

58

Married

49

Married

2
3

Fatima

Marital status Heart surgery
x

Breast surgery

Traumatic life events

x

Divorce; death of a 2nd boyfriend;
abandonment of a 3rd boyfriend

x
x

Death of a son age 21
Death of a sister age 5

4

Sofia

68

Married

x

Hard work from a young age

5

Cristal

36

Single

x

Father left home when she was 4

6

Marina

74

Widow

Takotsubo

Death of a husband

7

Vivian

42

Divorced

x

Divorce; death of a father when she was 14
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overachievement connected to the illness, when they are in excess. The illusion of the hero about strength and
immortality, conscious or unconscious, was also seen. The experience of death, separation and loss, and without
imaginable possibilities for working through revealed themselves as the most difficult experiences in the patients’
lives, causing stress, weakness and decrease in the immunological system’s capacity to react. However, the
strength of the archetype of the hero appears strongly and intensely during the hospitalization period and follows
the patients during their life and death trajectories [54].
The death of a loved one is a difficult issue to accept, as well as dealing with the idea of their own death, especially in Western society, where the difficulties with death are visible in the posture that reject the ultimate limit
represented by old-age and finitude.
The post-surgery period is a time for reflection about life and death. Life reemerges with intensity, and the
desire to live and enjoy life to the fullest is present. Death becomes, basically, a symbol of transformation. It now
guides emotions and ideas, the projects and changes that are needed at that moment and for the future. It is when
the desire for immortality leads us beyond human limitations.
“Human beings have an urgency to overcome limitations. This urgency is archetypal, ancestral and has been
present in the collective psyche for millennia. Myths and also our clinical experience show us that the mythical
heroes of all times, and also ordinary men, are always trying to overcome their limitations, the “metron”, the
measure imposed by the limitations, which include limitations of time, speed, beauty and youth, strength, intellectual ability, age, etc. However, the biggest limitation is death itself.” [54].
The threat of death that has installed itself in the psyche of the patients due to their illness makes unconscious
contents emerge, appearing as complexes that may aid in the psychic restructuring and the search for a greater
emotional equilibrium. The reflections produced important transformations through the closer contact with
themselves and reality.
We can also observe aspects that suggest a positive or negative prognosis in the psychic/emotional field, based
on the ability or inability for personal structuring to face the illness, the shadow of death, the treatment and a new
life. With these observations, it is important to suggest therapeutic work, whenever needed.
Observing our mental lives, Freud [55] states that prehistoric man survives unaltered in our unconscious, and
also that “our unconscious does not believe in its own death; it behaves as if it were immortal” [55]. “Deep down,
no one believes in their own death, all of us are unconsciously convinced of our own immortality” [55].
These statements show how hard it is for a Western person to think or even face their own death. “The unconscious seems not to recognize death” [56]. Nevertheless, Jung [57] observes that, psychologically, death is as
important as birth, and therefore is an integral part of life.
In Eastern society, we see a more natural posture with regards to death, expressed in fragments from a poem of
the Indian writer and poet Tagore [58], who received the Nobel Prize for Literature in 1913: “Death belongs to life
as birth does. The walk is in the raising of the foot as in the laying of it down.” (Stray Birds, CCXVI. Reflections)
West and East, regarding aspects of life and death, are two watchful perspectives in the field of health care. We
suggest studies that approach the human dimension in its whole, broaching postures from both western and eastern
societies in its specificities, with regard to the human experiences of suffering, illness, the emotions and considerations when faced with their own finitude.
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