1

Non Fiction Klett-Cotta
Bettina Hitzer
Oncomotions
The History of Cancer and Emotions in the
Twentieth Century
540 pages
Hardcover
January 2020
ISBN: 978-3-608-96459-2
UK rights under option






Nominated for the Leipzig Book Fair Price 2020
Author was awarded the Walter de Gruyter Prize for
her extraordinary work in 2016
First book on the significance of emotions in the
history of cancer
For readers who want to learn about the historical
relationship between illness and emotion
Also for readers interested in German history and historians conducting research on the history
of cancer, disease and science in other countries

»With ›Feeling Cancer‹ […] Bettina Hitzer […] presents a disease that we don't really
like to deal with, but which has many people under control every day. What the
author has written about the public and private dealings with cancer through the ages
is a phenomenal synopsis.« Marc Reichwein, Die Welt
How ›The Emperor of all Maladies‹ triggered a quiet revolution in medicine and society
In former times, to be diagnosed with cancer always meant a death sentence. It took doctors, nurses,
patients and their families a long time to engage with the emotions triggered by cancer: confidence,
angst, joy of life, despair, courage, grief, suffering, apathy. In her new book, Bettina Hitzer explains
how this emotional revolution in medicine and society came about.
Nowadays, people who are confronted with cancer have a different awareness of their body. We
experience illness, disability, suffering and death very differently because we are able to express how
we feel about it all. In hospitals, rehabilitation centres and public campaigns for early recognition as
well as in one-on-one conversations with patients, there is a different level of empathy. The author
points out historical connections between illness and emotion that until now have hardly attracted
attention.
Bettina Hitzer offers a sensitive, exemplary and encouraging account of the hitherto unknown cultural
history of emotions, modelled on cancer, the ‘king of illnesses’. This emotional revolution has caused
fundamental changes in medicine and has reshaped not only German society in surprising ways. The
human being is at the centre of humane medicine, and technology, machines and programmes support
this but do not rule our health care system. Emotions help to survive and to arrive in life. Cancer in
particular shows that it may not be possible to add days to our life, but to add life to our days –
especially by allowing our emotions.
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»Fear, disgust, clarification (…) and aggressive therapy methods - cancer has a
complex history of emotions. The historian Bettina Hitzer wrote an important book.«
Susanne Billig, Deutschlandfunk Kultur

The author:
Bettina Hitzer studied history, got a Ph.D. and teaches as private lecturer at the Free University
Berlin. Since 2014, she’s been leading a research team at the Max Planck Institute for Human
Development (Berlin), studying illness as a subject of the history of emotions. In 2016, she was
awarded the Walter Gruyter Prize of the Academy of Sciences Berlin-Brandenburg for her work on
the histories of knowledge, science, migration and religion. Bettina Hitzer lives in Berlin with her
family.
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Selection from the introductory chapter:
Writing the History of Emotions
More than one hundred years separate us from the gaze of Valentine Godé-Darel. When Swiss
Symbolist and Art Deco artist Ferdinand Hodler painted her portrait in 1910, Godé-Darel, then thirtyseven years old, had no premonition that she would get ovarian cancer, which at that time was
almost always fatal. Two years after sitting for the portrait, she would suffer the disease’s first
symptoms and soon thereafter learn the name of her illness: cancer. Hodler, an artist who had often
dealt with death in his work, captured in images Godé-Darel’s illness up until the day she finally
succumbed to it, 25 January 1915. More than fifty paintings and one hundred drawings document
Hodler’s relationship with his beloved, the deterioration of her body, and her gradual retreat into
herself, as she ceased looking at the viewer.
This visual archive of a woman’s life with cancer is unique, not only for the early twentieth century,
but in the history of cancer more generally. A century stands between Godé-Darel and the viewer
touched by her decline, the inevitability of her death, the destruction wrought by her sickness, her
human capacity to suffer, the viewer’s own capacity to feel sympathy, and the (im)possibility of
intimacy during her final moments. In short, the images are timeless. Yet they narrate an individual
experience of illness and death that was situated in a specific place and time and felt in a specific way
by the painter and the cancer patient.
Towards our end of the century, acclaimed German author Wolfgang Herrndorf learned, at the age of
forty-four, that he had an inoperable brain tumour, a glioblastoma. Over the course of three years,
he blogged about his life, his thoughts, and his feelings. He wrote about operations, radiation
therapy, chemotherapy, and the detrimental effect that it all had on his body, mind, and willpower.
Six days before he committed suicide on 26 August 2013, he published one final blog entry. His
friends later published the entirety of his blog in print form as Arbeit und Struktur (Work and
structure).1 But despite opening up about his illness on the internet on his own initiative, Herrndorf
refused readers’ attempts to meet with him in person. Like Godé-Darel, he allowed people from the
outside to look in, but rejected direct contact with those witnessing his decay.
In one of his last poems, he meditated on distance and closeness and the constitutive impossibility of
sharing and comprehending others’ feelings and their experience of life and death:
Nobody approaches me
Up to the moment of my death.
And at that moment, too, nobody will come.
Nothing will come, and it is in my hands.2

Does everybody feel the same feelings?
These two stories touch upon two of this book’s key assumptions, and they offer answers to two
radically opposed questions. First, aren’t emotions something totally personal and internal,
something that can never adequately be communicated to others, especially when it comes to
suffering and death, the touchstones of existential loneliness? How can a historian claim to write a
history of these feelings that can neither be captured in language nor in general concepts? Second,
haven’t all people of all times and places been afraid of serious illnesses like the plague, tuberculosis,
and cancer? Don’t people diagnosed with terminal illness always experience the same feelings of
1
2

http://www.wolfgang-herrndorf.de/ (last accessed 24 February 2020) and Herrndorf (2013).
Entry from 15 July 2013, 23:12.
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despair, sadness, and anxiety, resignation, hope, and rage? After all, it would seem that being
terminally ill confronts every person with the same challenge: to live in the face of death. Thus, when
we talk about deadly illnesses like cancer, is it not just the outer guise of emotions that changes,
while their essential content remains the same?
We all want to find meaning in life and we all want to have physical and emotional contact with
others. We read and view records of the past like the images of Godé-Darel as if we can understand
them – or at least translate them into our own terms – with no further explanation, as if all human
beings throughout history have shared a kind of basic emotional vocabulary: love, fear, despair,
sadness. This view is not naïve or trivial; from an ontological perspective, it is justified. But from a
historical perspective, it is questionable, because the idea that emotions remain essentially the same
over time relies on a plethora of assumptions about history, feelings, and human life more generally.
Until recently, cognitive psychology and the neurosciences had made the universality of emotions
into an axiom of their research, an idea most explicitly expressed in the search for a set of six or
seven basic emotions.3 But nowadays, some neuroscientists are themselves criticizing and relativizing
this undertaking.4

A different perspective: emotions and history
Historians of emotions generally reject attempts to find a universally valid definition of emotions.
Broadly speaking, they opt for an approach that defines emotions on the basis of how people in
particular eras, places, and cultures have described and experienced them.5 All emotions have a
corporeal dimension rooted in nervous reactions, synapses, and biochemical processes. Pain
research has established that the relevance and significance of pain cannot be reduced to bodily
stimuli; analogously, emotions cannot be reduced to corporeal processes either.6 Phantom pain,
chronic pain without an identifiable cause, the intangible pain of soldiers on the battlefield, and the
mental regulation of pain are all phenomena that have pushed scientists to expand their view of
what pain is and how it is experienced. They have long been grappling with the conundrum that,
though two people’s physical maladies might be the same, their experience of the associated pain
can be totally different.
Just as the social sciences don’t treat class as a static analytic category, so do historians embrace the
plasticity of the concept of emotions. But this requires that they define their object of research in
some other way. One alternative might be to engage in historical semantics and look at the various
meanings and uses of various words related to emotions. Then one could rest with a generally
applicable definition of emotions as that which people have experienced and described as such. The
different significations of emotion and emotions gleaned from an analysis of source material might
then enable us to detect expressions of feeling even if they are not explicit. This would also make it
easier to trace shifts in the meaning of emotion words.

3

The concept of basic emotions comes from American psychologist Paul Ekman, who, influenced by Charles
Darwin’s The Expressions of the Emotions, spoke of six basic emotions (anger, happiness, disgust, fear, sadness,
and surprise). On Ekman’s own shifting positions see: Ekman et al. (1969); for an overview Ekman (2006). On
historical assessments of the concept see Leys (2011), 437–40; Leys (2007), 133–50; and Plamper (2012), 177–
93.
4
Chen et al. (2015), 928; Jack et al. (2012), 7241–4; and Plamper (2012), 286–93.
5
For an introduction to the history of the emotions see Boddice (2018); Rosenwein et al. (2017);
Frevert (2016), 49–65; Eustace et al. (2012), 1487–531; and Plamper (2012).
6
Boddice (2014), 2; Bourke (2014); Moscoso (2012); Cohen et al. (2012); Biro (2000).
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But this approach runs into difficulties when certain concepts suddenly fall out of use or the key
word ‘emotion’ doesn’t appear in the sources. Are we still talking about the history of emotions
when discussing sentiments and passions and not emotions per se? Sure, these concepts are both
historically and semantically related to the younger concept of emotion, but is the gap between their
respective meanings too large to justifiably argue that there is continuity here? Recent attempts to
translate historical descriptions of emotions represent an ambitious, methodologically promising
undertaking.7 But it doesn’t quite fit the aim of this book, which is not so concerned with writing the
history of a certain emotion as it is with an analysis of the complex relation between emotions on the
one hand and cancer on the other.
At the end of the day, this history of emotions does not seek to bring another neglected concept
back onto the stage of history. The history of emotions is important because it conducts research on
an object that is, at least in some respects, unique and significant in its own right. Here is where I’d
like to lay out my own historically informed, if still cautiously abstract, definition of emotions, which I
think can lay claim to at least some form of universal validity.
I define emotions as sensations felt by human beings that are situated on the historically variable
border between the body and the non-bodily. Emotions are bound to the senses, but they’re more
than a mere index of a bodily state or reaction. Similarly, emotions are not just a matter of thought.
What exactly the distinguishing feature of emotions consists in is not part of my elementary
definition; this can only be determined by analysing different historically and culturally varying
conceptions of emotions. The capacity to feel emotions is a fundamental aspect of humans’
embodied, social existence. Just as humans’ ability to use language is innate, though we still have to
learn how to speak, so too do we (have to) learn how to feel. We learn what emotions are and how
they can be good (or bad); we learn which emotions there are; we learn how they feel and how to
describe them; we learn how to articulate our emotions in a manner appropriate for a given social
setting; and we learn how to deal with our own feelings and those of others.
In these processes of learning, we don’t just come to know the rules on how to express ourselves.
These learning processes shape our emotions themselves, making real emotions out of our inborn
capacity to feel. This position puts into question the distinction – dominant in Western modernity,
but probably older – between inner, ‘authentic’ emotions and external emotional expressions guided
by emotion rules,8 because even when I perceive, name, and describe an emotion in my internal
dialogue with myself, I do so with words that I learned, words that are bound up in a web of
meanings, norms, rules, linguistic conventions, and bodily forms of expression. This process of
navigating feelings, to borrow a term from American historian William M. Reddy, blurs the hard
separation between internal and external emotions.9 Another implication of this perspective is that
the name applied to an emotion never wholly captures what a person feels. Indeed, that emotions
have fuzzy borders seems to be one of their defining characteristics. Thus, the navigation of feelings
often remains unfinished, picks up again at a different point, and leads to a different result than its
previous iteration. These repeated, ever new attempts to grasp a feeling contribute to the
transformation of how certain emotions are conceived and evaluated.10

7

Pernau et al. (2016).
Scheer (2011), 41–64; Taylor (1997), 207.
9
Reddy (2001).
10
One might call this process the practice of trying emotions, see Gammerl et al. (2013), 37–8. On the theories
and methods of the history of emotions see also Scheer (2016) and Gammerl (2012).
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Emotions are thus universal (humans have an innate capacity to feel), individual (a person’s to some
extent unique navigation of feelings), and historical (the result of these processes of navigating
feelings as communicated with others in society). This discredits the notion that the fear of cancer or
the fear experienced by cancer patients has always been the same. How this fear was felt changed
over time, because cancer patients lived in, were housed in, and were cared for in different spaces
over the run of the twentieth century, because they underwent different types of treatment,
because their chances of being cured or entering into remission differed, and because doctors and
nurses talked to them and approached them in different ways. And it changed because conceptions
about the nature, meaning, and rationality of fear shifted. If I think that fear is an expression of
cowardice, then I might detest myself for feeling it and seek out isolation to try and be rid of it or
hide it. If I think that fear is undignified, then my striving to regain dignity can lend me inner fortitude
– but it can also drive me into despair. If I think that fear is harmful, then my fear might cause me to
fear my fear and wrestle with feelings of guilt, which might in some circumstances lead me to seek
help in order to overcome it and turn it into hope.
Fear, just like any other emotion, can feel very differently depending on the person and the situation.
Even if my fear is always my own, a large part of how I experience it is a factor of history. In short,
fear is neither historically contingent nor is its content totally determined in advance. This book
explores shifts in the ways in which emotions related to cancer were experienced, portrayed,
discussed, and evaluated over the course of the twentieth century.

The history of emotions
During the twentieth century, discussions about the significance of emotions took on an
extraordinary relevance for how people thought about cancer. They defined debates about the
nature of the self, the body, and death, and cancer became a common metaphor in political
movements and political culture. At the turn of the twentieth century, cancer staked its claim as the
paradigmatic illness of Western Europe and the United States.11 Certainly, cancer has existed since
Antiquity, and sources show that it was one of the most dreaded illnesses in the Middle Ages
because it could rarely be cured and caused enormous pain.12 Nevertheless, what medieval and early
modern doctors called cancer was a relatively uncommon affliction. They normally diagnosed a
person with cancer only when they had visible tumours, which is to say, mostly only in cases of skin,
mouth, or breast cancer. Cancer inside the body was not altogether unknown, but it was seldom
diagnosed as such.
This all changed during the nineteenth century, when the discovery of etherization as well as
antiseptic, and later, aseptic methods enabled doctors to perform internal surgeries. At the same
time, ideas about old age changed so that by the end of the century, it stopped being considered a
pathological state in and of itself. As a consequence, many authorities no longer permitted ‘old age’
to be listed as the cause of death on death certificates.13 Instead, medical examiners increasingly
looked for the ‘fatal’ cause of death in a more restricted sense, which brought with it an uptick in the
number of autopsies performed. This, in turn, led to cancer being identified as a cause of death more
frequently in cases where only a few years earlier old age would have been accepted as a sufficient
explanation. In an era when statistics were being collected on everything, the statistics on causes of
death became more refined and discerning. The year 1905 marked the first time that statistics on
cancer as a distinct cause of death were collected in the German Empire.14 After a few years, it
11

Kümmell (2004), 41–2 and 47–56; and Eckart (2013).
Fitzgerald (2000), 3–22; Olszewski (2010); Rouessé (2011); Mukherjee (2012).
13
Schmorrte (1990), 19–21 und Stoff (2004a), 210–11.
14
Madarász (2010a), 142.
12
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became clear that more people were dying of cancer than previously assumed. This elevated cancer
to a highly discussed topic in both the newspapers and in internal administrative communications.
Public opinion generally agreed that the number of cancer patients and cancer deaths were on the
rise. Doctors, health policymakers, and journalists termed cancer a lifestyle disease and sought to
trace this development back to what they admitted were as yet poorly understood changes in the
lives of people in industrialized countries.15 To get a better grasp on the issue, doctors and
policymakers in countries around the world established institutes to conduct research on cancer,
including in the German Empire (1900), Great Britain and Spain (1902), Hungary (1903), Portugal
(1904), Austria, Denmark, and Sweden (1905), France and the United States (1906), Japan (1907),
and Switzerland (1910).16
Rudolf Virchow’s revolutionary discovery of cellular pathology played a key role in thought about
cancer, because it enabled cancer to be identified on the level of the cell. The same period also
witnessed the finding that cancerous cells are similar to healthy cells, even if they differ in things like
their rapid reproduction rate. This insight resulted in a redefinition of cancer as a ‘deformation’ of
once healthy cells that sets in locally and then spreads. On the other hand, the methods of cellular
pathology offered a seemingly deciding criterion for distinguishing cancerous tumours from other
tumours that came to be defined as benevolent: the uniqueness of their cellular growth and
metabolism.17 Certainly, doctors making diagnoses on the basis of sight and touch had long
differentiated between life-threatening and mostly harmless tumours. But an identification in a
laboratory promised much greater certainty.
Thus, while cancer had been the domain of surgeons throughout the nineteenth century, their
efforts at diagnosing the disease were now bolstered by the work of pathologists.18 And in 1900,
their efforts to treat the disease got a boost by the establishment of radiology as an alternative to
surgery, first in the form of x-rays, and later in the form of radiotherapy. These new medical
disciplines exerted an influence on how cancer was diagnosed and treated. And in a more extended
sense over a longer stretch of time, they made their mark on ideas about the body and society,
health and sickness, the domination and destruction of nature, what it means to fight, and what
constitutes a threat.
Cancer remains one of the most talked-about diseases in the Western world. Many people are
directly affected by it, either as patients themselves or as their friends or loved ones. Surveys
regularly report it as one of the most feared illnesses. Medical research on oncogenes – genes that
predispose a person to cancer – tends to focus on the unique characteristics of the individual. It has
ignited debates about what it says about human nature that we may carry within ourselves the seeds
of our own bodies’ destruction. This forces us to confront the discomforting notion that cancer
represents a ‘distorted version of our normal selves’ that we might never completely be able to ‘slay’
without also extinguishing our own life.19 Our contemporary understanding of risk factors and
15

Wolff (1913).
Atzl et al. (2012), which contains information on when many cancer institutes were founded, 36–7; Austoker
(1988); Pinell (2002); Kauz (2010); and Patterson (1987).
17
Virchow (1871), 408.
18
The history of cancer surgery plays a significant role in a lot of historiographical works on the illness, many of
which study the relation between public health campaigns and cancer treatment in the twentieth century:
Patterson (1987); Lerner (2001); Pinell (2002); Gardner (2006); Aronowitz (2007); Löwy (2010); Löwy (2011);
Cantor (2008); Timmermann et al. (2012); Moscucci (2016); Timmermann (2014); Johnstone et al. (2014). On
Germany there currently exists Proctor’s (2002) study on cancer under National Socialism.
19
These were Harold E. Varmus’s words in his Nobel Prize acceptance speech, awarded to him and J. Michael
Bishop for their research on retroviral oncogenes. Playing on the Anglo-Saxon epic Beowulf, Varmus said: ‘We
16
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preventative measures compels us to think about the risks we take in our lives and the risks inscribed
into our very own bodies and to consider the price that we are willing to pay for a greater degree of
relative security. The complexity of cancer gives urgency to questions about the therapeutic, human,
ethical, and economic limits of contemporary medicine.
Since the early 1990s, ‘emerging diseases’ have captured the popular imagination as an equally
threatening, yet wholly different medical problem.20 These highly contagious viruses about which
little or nothing is known can be transferred to humans by animals, unleashing a pandemic that
doctors are incapable of harnessing. Examples include the 2003/2004 outbreak of SARS, which was
quickly brought under control, and the 2014 Ebola epidemic. But the late 1980s also represent a
different kind of turning point for perceptions of cancer.
In the 1970s, chemotherapy became established as a standard method of treating cancer. Its
successes with Hodgkin lymphoma as well as with leukaemia, which until then had been considered
uncurable, seemed to hold great promise. Around the same time, doctors began to embrace
integrative oncology, which calls together all the specialists treating a person to collaborate in the
development of a treatment plan. This new approach in treatment also instigated a paradigm shift in
how doctors viewed cancer, as it implied that cancer was a disease of the ‘whole’ person. As a
consequence, adjuvant therapy aimed at strengthening the body and improving the patient’s
wellbeing during treatment became more common. Beyond eliminating the disease, doctors came to
be concerned with bettering the ‘quality of life’ of people ‘living with cancer’ – two new key terms of
oncology – while psycho-oncology developed into a discipline to study and treat the relation
between cancer and its psychological impact. New types of tumour centres did justice to these
trends by assisting with recovery and rehabilitation and connecting patients with social services. The
first West German oncological institute at the University Clinic of Essen-Duisburg, which was
established in 1967, followed the model set by American Comprehensive Cancer Centres, but only in
the late 1970s did others in Germany follow in its footsteps. The goals of these institutions seemed
incompatible with the old practice of concealing from patients their diagnosis and thus capped off a
process that had been long in the making.
Two other developments made cancer into a topic of public concern and interest: the hospice
movement, which, in Germany, consisted of a multitude of local associations, and the organization of
self-help groups in the 1980s. These groups have sought to imbue with greater visibility the interests,
problems, demands, and feelings of cancer patients. They have enabled people to share their
experiences and support one another both during and after treatment.
Only since the beginning of the 1980s has there been a significant uptick in the cure rates of many,
but certainly not all types of cancer. Progressively more oncologists consider cancer a chronic illness,
because many cases of cancer can be treated in such a way that the patient can either be totally
cured or can live with a manageable tumour until they die of an unrelated cause. British historian
Joanna Baines wrote a captivating account of this historical transformation by comparing her
mother’s and grandmother’s illness with her own, not yet finished experience with cancer.21

have not slain our enemy, the cancer cell, or figuratively torn the limbs from his body. In our adventures, we have
only seen our monster more clearly and described his scales and fangs in new ways – ways that reveal a cancer
cell to be, like Grendel, a distorted version of our normal selves.’ See Harold E. Varmus, Banquet Speech,
nobelprize.org, http://www.nobelprize.org/nobel_prizes/medicine/laureates/1989/varmus-speech.html (last
accessed 31 March 2017).
20
21

The concept ‘emerging diseases’ was coined during a conference in the USA in 1989: Lederberg et al. (1992).
Baines (2012), 27–8.
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Cancer might be seen as the paradigmatic illness of the twentieth century. The history of cancer
contained in this book starts in the last years of the nineteenth century, a time when fear of cancer
was growing rapidly, as French historian Pierre Darmon writes.22 It concludes with the 1990s and
compares the historical developments traced out in the book with today’s cancer regime.

Uncertainty
A constitutive part of the history of cancer in the twentieth century was the uncertainty about the
disease, and this in an epoch when security – defined by a desire for utmost certainty – was on the
ascendant. Uncertainty permeated nearly every aspect of it. There was uncertainty about how to
properly diagnosis it. Sure, cellular pathologists had developed criteria to identify cancerous cells
under a microscope. But did cancerous cells in a sample mean that the person had cancer? Already in
the early twentieth century, medical scientists observed that some cancers progressed so slowly that
they would not become a deadly disease during the lifetime of the patient, while others grew rapidly,
metastasized, and led to a quick death. How to distinguish the one from the other? Refined
diagnostic techniques made it possible to differentiate ‘abnormal’ cells that, nevertheless, did not
have all the features of truly cancerous ones. But were these cells always precursors to cancerous
cells, as terms like carcinoma in situ and pre-cancerous suggested? And if so, did they always need to
be treated as cancerous so that they never developed into cancer? Many doctors were aware of
these diagnostic uncertainties, even if they generally remained unknown to patients, only entering
into the broader public discussion later on in the century. Because the decision to, when in doubt,
treat ‘abnormal’ cells as cancer in order to avoid placing the patient at risk was normally made
without their knowledge or consent.
Therapy and prognosis were unsettled by the same uncertainty. A treatment that worked for one
patient might fail for another with a seemingly identical type of cancer; a third patient might react
well at first but then suffer from a deadly relapse or metastasis. For most of the twentieth century,
these differences could be neither predicted nor explained. Only in the last third of the twentieth
century did scientists discover molecular and genetic distinctions in what had until then appeared to
be the same types of cancer. For example, the presence or absence of certain hormone receptors can
affect the outcomes of breast cancer, and doctors can test women for a genetic predisposition to
cancer in order to determine their risk for breast cancer or ovarian cancer and rule out certain forms
of chemotherapy as ineffective from the outset. Doctors were similarly uncertain about their ability
to predict how long a cancer patient might live. Their prognoses drew on clinical experience and
statistics about how long a person with a given stage of cancer could survive, but their patients often
died much sooner or lived surprisingly longer than they expected.
Aetiology was fraught with uncertainty, too.23 In the laboratory and the clinic, scientists and doctors
tested out the most diverse theories on what might cause cancer: could it be traced back to
chemicals, exposure to radioactivity, injuries, trauma, parasites, viral infections, genetic factors, bad
habits like smoking and drinking, food, psychic disposition, emotions? And what were the deciding
factors that led cancerous cells to become full-blown cancer? Was it always preceded by a more
general physical debilitation, or did cancer always begin locally? At any rate, experimental and
epidemiological evidence proved that certain substances were carcinogenic. Occupational cancers
like Schneeberg lung disease helped doctors understand early on that exposure to some materials
could cause cancer; the everyday experiences of radiology demonstrated that exposure to

22

Darmon (1993), 143–305.

23

On German oncological research see Moser (2011).
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radioactivity could cause cancer; and psychological tests and the personality profiles deduced from
them seemed to indicate that psychic factors could play a role, too. Nevertheless, the question
remained open as to whether there was a single cause of cancer, and over the course of the
twentieth century, medical scientists began to doubt that there was one.
American oncologist Bert Vogelstein, one of the first to sequence cancer genes, argues that each
patient’s cancer is unique because it arises out of the unique mutations of that individual’s unique
genetic makeup.24 Although this insight is relatively new, researchers in the early twentieth century
were already distinguishing between different types of cancer depending on the site of the tumour
and the cancerous cells’ tissue of origin. These distinctions were important for selecting which form
of treatment might be most effective, but they were also decisive for how people perceived their
own cancer and the pain, taboos, and vulnerability that they would have to contend with.
However, the emotional practices and emotional knowledge detailed in this book generally applied
to all types of cancer, despite their differences. The commonalities were so significant that this
history of cancer only engages with the different types of cancer when they spurred on distinctive
emotional practices and knowledge.
The lack of certainty about cancer, perceived by many as a threat to the individual and society,
opened a space in which emotions took on an extraordinary value. The need to act and make
decisions (even the decision not to act) was felt to be pressing. In the face of uncertainty about what
to do and how to do it, emotions helped people bridge the gap. They could ease the decision-making
process and could be tapped to convince people to act in one way or another. Cancer always seemed
to be a sign that death was not far off, even if those impacted often did not know how far. But in
contrast to the twentieth century’s influenza epidemics, cancer was not an existential threat that
could strike at any second. This complexity is why cancer set off long processes of navigating feelings
and trying to find the best way to relate to one’s emotions and those of others. It is the history of
these emotional practices that the book analyses.

The spaces of cancer and their emotional content
In the twentieth century, cancer was both talked about and hushed in all sorts of places: on the
street, at the bakery or the hairdresser, at the café, at film and TV studios, at the office, at home, in
parliaments, at universities, at churches. But then there were spaces where cancer was front and
centre all the time, spaces whose concrete dimensions and designs were veritably shaped by the
experience of cancer and the attempt to confront it. Alongside these literal spaces were the
metaphors of space in writings by doctors, journalists, politicians, and patients themselves. The
notion that cancer submits its sufferers to its own rules and laws, forcing them into its regime, is a
metaphor that was repeated in varying forms throughout the twentieth century; it found one of its
earliest incarnations in Rudolf Virchow’s concept of the cell state. These spatial metaphors and the
actual existence of ‘spaces of cancer’ in the twentieth century suggest that we might be best advised
to analyse the history of cancer and emotions in these spaces.25
This book explores four spaces of cancer in the twentieth century: the spaces of researching cancer,
of detecting and raising awareness about cancer, of communicating a cancer diagnosis, and the space
of cancer treatment, experiencing cancer, and dying from cancer. Out of these spaces emerged
specific conceptions of what cancer was and what it meant, which in turn gave rise to certain
practices and led to their alteration and, in some cases, overhaul. Emotions were a key component of
24
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these practices. One aspect of knowledge about cancer was knowledge about which emotions and
emotional attitudes were salubrious, harmful, helpful, or disruptive. Knowledge about emotions
contoured the relationship between patients and doctors, and it shaped the architecture and design
of spaces and things created for the treatment of cancer. Assumptions about emotions and their
effects were regularly discussed by specialists communicating their expertise to laypersons. And
knowledge about emotions influenced how doctors, nurses, and other professionals talked with and
comported themselves towards cancer patients during and after treatment and towards terminally ill
patients who were seen as having no chance of survival.
Whether one entered these spaces in Germany, the USA, Spain, or the UK was in some respects of
little significance, since many debates took place on a transnational level. Often minimal were the
differences in how Western Europe and the USA described general problems and questions, and
sometimes South America and Eastern Europe deviated little from the apparently transnational
consensus, too. But when it came to the concrete practices performed in these spaces, there were
significant differences between countries and regions. Moreover, the design and technical outfitting
of the spaces of cancer were significantly influenced by medical, occupational, and institutional
traditions, as well as by healthcare systems and the amount of money invested in them – all factors
that differ from nation to nation. This book concentrates on Germany, but it also looks at
transnational exchanges and entanglements.
Because it begins with the turn of the twentieth century and ends around 1990, the book is
confronted with the problem of how to set the story forth after 1945. I have decided against
undertaking a systematic comparison of the history of East and West Germany. Instead, I write about
the forty years between 1945/1949 (the end of the Second World War and the founding of the two
separate German states) and 1990 as a period of history that runs in two parallel paths; in fact, in
some places, these paths come so close that they can be considered as a single history with different
accents. In other spaces, though, the differences are more pronounced; here, I present
developments in the two states separately.26
The first chapter introduces readers to the clinics and laboratories where research on cancer took
place. These were spaces where, in the run of the twentieth century, various causes of cancer were
investigated and a multitude of methods and medicines to fight it were tested. In the early twentieth
century, researchers showed marginal interest in emotions’ role in the genesis of cancer. It was only
in the 1940s that medical doctors and psychologists working with the theory of ‘psychosomatics’
started to assay the relationship between emotions and cancer with increasing urgency.27
Nevertheless, the lack of psychosomatic cancer research in the early twentieth century represents in
itself an instructive fact for the history of the relationship between emotions and cancer, because an
analysis of both the lack and the psychosomatic boom reveals much about how the body, emotions,
and cancer were understood in the respective eras and how this understanding affected oncological
research and treatment.
The chapter explores why oncologists initially thought it best to look beyond emotions in their
research and the reasons why they ultimately decided to integrate emotions into their work.
Metaphors of the state as a human body were central, because the merger of the individual’s body
and the body of the state was a key aspect of the history of psychosomatics, which claimed to work
with a ‘holistic’, ‘psychosocial’ view of human health.
26
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The second chapter studies the ways in which public health campaigns sought to communicate
knowledge about cancer to laypeople. Their aim was to teach people about cancer, early detection
check-ups, and prevention strategies. Stakeholders heatedly debated the meaning of emotions for
public health campaigns from the very beginning. Some wondered whether knowledge about cancer
should be presented in digestible forms to a broad audience at all, worrying that talking openly about
the disease might strike people with fear and make them panic – potentially fatal emotional effects.
Others wondered which emotions might help people be more aware of early symptoms and assume
more responsibility for their own physical health. All of this took place in a period when conceptions
of preventative care, health, well-being, and happiness were shifting and social hygiene,
pseudoscientific race science, and eugenics were on the rise. Cultivating the right feelings and
knowledge in exhibitions and advertising campaigns was another issue of contention. Doctors, health
ministers, exhibition curators, and filmmakers all passionately debated how exhibition spaces should
appear, which images and objects should be included, and which stories should be told in order to
meet the task at hand. The techniques of knowledge transmission drew on the media psychology of
their time, but they also took cues from ideas about emotions’ significance in the lives and treatment
of cancer patients. At the same time, these discussions left their trace on the actual treatment of
cancer, even if just because the ever-increasing talk about cancer in public awareness campaigns
made it more difficult to conceal a diagnosis from a sick patient.
In these first two spaces, knowledge about cancer was produced and communicated by and for
people who were not themselves suffering from cancer. They could freely enter and exit them at
their own leisure. This sets them apart from the spaces that envelop the second part of this book,
because those who entered them were forced to. They were cancer patients, their friends and loved
ones, nurses, and oncologists. Nurses and doctors could leave when they clocked out, but the
patients and, often, their friends and family, could not.
Many patients describe learning about their illness as the moment when they went from being a
‘healthy’ person to being a ‘cancer patient’, even if they had suspected they were sick and were not
surprised by the diagnosis. It leads a person into spaces that they had heretofore known little about,
where their direct, embodied experience of these spaces’ strange rules, atmospheres, usages, and
instruments is defined by the existential danger confronting them. For many, this moment initiates a
new form of existence that will be determined by the illness from here on out. But the diagnosis is
not a static thing. It has its own history that involved questions like whether and how a doctor should
tell their patients about their diagnosis, how stark the line between cancer and non-cancer was
drawn, which knowledge patients and doctors brought to these talks in the first place, how invasive
the treatment was, and how long it lasted. All of these factors influenced the ways in which the
diagnosis was experienced and felt as a transition from one mode of being into another.
This chapter explores the history of cancer diagnoses as a moment after which nothing is as it was
before, as a moment of shock, and as a chance to start over, which is how many patients today
perceive it. But it also analyses the arguments that doctors, nurses, psychologists, theologists, and
jurists employed in the conflict over whether and how patients should be told that they have cancer.
The feeling of hope played a central role in these debates, as people asked what hope was and what
its object could be, what hope might mean for human life and survival, and how destructive,
permissible, or ‘normal’ despair was.
The fourth chapter follows patients into the spaces of cancer treatment: operating theatres, clinics,
gynaecologists’ offices, the few early hospitals specially designed for cancer patients, the sometimes
foreboding radiology rooms, and the historically new oncology departments, where people were
treated with chemotherapy. These spaces brought together patients and their loved ones, doctors
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and nurses, and therapeutic ‘things’.28 Places, objects, and other people moulded patients’ time with
cancer and the feelings they felt towards it. This chapter focuses not on the individual experience
with cancer, but on the conditions that shaped it.
The different spaces of cancer treatment merged in at least three senses. First, treatment rooms and
research facilities often remained opaque for patients, while they overlapped to the point of
indistinction for doctors and scientists. The effects of radiotherapy and chemotherapy were tested
out not only in labs, but also in the clinic itself. This intertwining of two theoretically non-identical
spaces caused the spaces of research and treatment and their mutually influencing logics to
permeate one another.29
Second, the walls between the spaces of treatment and the ‘outside’ world were porous. Patients,
their loved ones, and doctors and nurses all brought preformed knowledge about cancer, emotions,
the body, and pain into the clinic. And they had changed notions when they left, whether it be in the
days between chemo treatments, as a cancer survivor or a terminally ill patient, as a relative giving
support, or as a doctor heading home after the workday. This chapter thus engages with the
interplay between the worlds inside and outside the walls of cancer treatment spaces and the ways
in which the radically different expectations and influences they harboured defined the emotions of
those who passed through their doors.
Third, the spaces of cancer treatment cannot be definitively demarcated from spaces of death and
survival. When was treatment finished, when did post-treatment start, and when did the attempt to
cure end because the process of dying had begun? Both doctors and patients often had a difficult
time answering these questions. At the beginning of the century, the answer was generally more
definite, while at its end, the lines between therapy and recovery as well as therapy and palliative
care were progressively blurred. However unclear these transitions might have appeared, they still
required doctors and patients to make decisions. Should (former) cancer patients be cared for after
their curative treatment? How were dying people supposed to feel, and how did they feel in reality?
The answers opened up new possibilities and closed off others. They defined understandings of
dignity, quality of life, and what it meant to live a meaningful life. They created structures that
guided people in their relations to themselves and others, structures that people infused with
emotion.

Selection from the concluding chapter:
When emotions became rational
This history of cancer analysed three modes of the disease’s relation to emotions: first, it studied the
genesis of scientific, and above all medical and psychological concepts of what emotions are; second,
it tracked the shifts in different types of knowledge about emotions and cancer; and third, it detailed
the role that emotions play in clinical, preventative, palliative, and private approaches towards
cancer and those diagnosed with it. This synthesis uncovered manifold insights into processes of
rationalization, scientificization, and therapeutization.
Research literature seems to agree that it was during the ‘long turn of the century’, reaching from
the 1890s to the 1930s, that the emotions were discovered as an object of scientific inquiry. In this
first phase, they were studied as a physiological phenomenon, captured in the imagery of the
28
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‘hydraulic model’ of control, restraint, and potential release. The history of the relation between
cancer and emotions reveals a different, less clear-cut form of scientificization and rationalization,
illustrating that two divergent conceptions of emotions coexisted in the early twentieth century: a
scientific concept of emotions and a pragmatic, moral-philosophical concept, which were fitting for
different situations and thus never came into conflict with each other. The scientific concept
pigeonholed emotions as a bodily function devoid of intention and cognition. This idea was used to
describe physiological reactions in medical contexts and surgery theatres, where doctors withheld
information from patients in order to avoid evoking feelings of fear and the negative physiological
effects they were thought to cause.
But when the issue was how emotions might spur people to act and make decisions, the
physiological emotion had secondary status as a mere arouser of attention and signal of urgency.
After the initial sign was registered, it was believed, the person’s character, acquired during their
upbringing, grabbed the reins, following the rules of action perceived to be adequate to the emotion.
This shift could transform fear into courage.
The social expectation that people would manage their emotions demoted speaking about and
showing strong emotions to undesirable choices. The external expression of a person conforming to
this expectation might have given off the impression of ‘coldness’, but doctors’ continued interest in
and engagement with hope underscores that the appearance of an absence of emotions should not
be equated with the genuine item. The sovereign mastery of one’s emotions was viewed as the
epitome of the educated character, an ideal that fell in line with other contemporaneous social
conceptions of rational action.
Since the 1920s, though, a long process of change has been ongoing. The psychoanalytic
acknowledgment of emotions has entered into everyday discourse. Psychoanalysis elevated fear to a
paradigmatic emotion, theorizing it as standing at the juncture between feeling and drive and
evaluating it, for the first time, with the categories ‘normal’ and ‘pathological’. This context saw the
‘hydraulic model’ of emotions turn into a pathological correlate to the pragmatic model. The new
discipline postulated that emotional energies not discharged through action would be converted into
psychological and physical symptoms. At the same time, emotions were recovered from the margins
of academic medical science and turned into an object of science, particularly by the Neue Deutsche
Heilkunde (New German medicine) movement. Thus, on the whole, emotions came into the purview
of the medical, psychological, and biological sciences as a phenomenon worth researching. Still,
‘bodily medicine’ continued to bracket emotions because it attributed to them little capacity to
influence somatic pathologies. Believing that they could only cause hormonal imbalances and similar
disturbances expressed in symptoms such as ulcers, they relegated their study to neurology,
psychiatry, and psychology.
In the late 1920s and during National Socialism, psychology and psychotherapy became the
authoritative sciences of the emotions. Dominated by the Nazi-sanctioned Neue Deutsche
Seelenheilkunde (New German psychotherapy), they redefined the psyche and expanded the moral
implications of mastering one’s emotions. Fighting against ‘Jewish’, ‘mechanistic’ psychology – and,
even more so, psychotherapy – the school sought to bring Germans into touch with their ‘German
essence’. Its racist ideology encouraged patients to let feelings like fear flow and then overcome
them in an act of will fuelled by a consciously adapted moral certitude. This process became a key
medium of subjectification in which the National-Socialist self had to reproduce and ‘prove’ itself
again and again. This ideal has been insufficiently described as emotional dispassion and would more
accurately be described as a detached emotional style that justified itself through an arrogated
attitude of heroism.
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The year 1945 marked a caesura in the history of emotions, but not a full-scale break. On the one
hand, emotions were repositioned as the clear opposite of rational thought, which temporarily put a
freeze on earlier tendencies to rationalize them. Fear, for instance, now appeared as being closely
related to panic, which made questionable the notion that it could be rationally overcome through
decisive action. On the other hand, emotions were placed in proximity to pathological disorders,
which dangerously shrank the thin line between the normal and the pathological. This hard turn was
new in Germany and, like the renewed assertion that emotions were irrational, represented a
reaction to certain interpretations of the Nazi past. But just as well, the pathologization of emotions
set forth older developments that could be traced back to changes in American psychoanalysis and
psychosomatics in the late 1930s as well as to discourses in the Weimar Republic.
Two contrary trends emanated out of this reevaluation of emotions. Fields like psychiatry, clinical
psychology, medicine, and law that explicitly dealt with illnesses and sickness researched emotional
pathologies with more intensity than ever before. Other fields more interested in social structures
like economics, sociology, and political science retreated from studying emotions, pushing them out
of their models as best they could. Accordingly, emotions in public life seemed problematic and
were, in the 1950s in particular, only used with extreme caution – and even then, they were always
paired up with rational ‘counterweights’ like the promise of security and control.
Since the beginning of the 1960s, the emotions have increasingly been returned to the orbit of
science and rationality. The trailblazers here were the psycho-sciences, which studied how the
emotions exert their effects with new experimental methods. These sciences and their models
fostered an ambivalent (de)pathologization of the emotions. What seemed to them dangerous and
potentially causative of illness were not emotions as such, but the ‘false’ approach to them. This shift
in accent helped blur the division between normal and pathological and shook up longstanding
emotional topographies. Fear, anger, and rage were no longer the problems. Rather, the gravest
pathology was seen as the incapability of perceiving and adequately expressing one’s own feelings.
This shift quickly proved to be political dynamite, because it implied a new ideal of emotional life: the
emotionally authentic person able to deal with conflict. This ethic was cultivated by the alternative
left in the 1960s and then entered into the mainstream, so that by the 1970s and 1980s the psychosciences’ concept of the emotions had asserted itself in society and contributed to the ‘process of
value change’ that was regularly discussed in public discourse at the time. The history of cancer, in
short, had a considerable part in the scientific run-up to this more general social turn.
The new focus on the individual’s ability to process and reckon with their feelings and experiences
was open to a plurality of different psychotherapeutic methods. The ‘proper’ approach to one’s
emotions came to be grasped as a process, not something that could be finished once and for all, and
character building now seemed inadequate, too. Instead, the goal became the development of one’s
own individual emotional ethics in collaboration with one’s therapist. As a consequence, perceiving
emotions, speaking about them, and showing them became fundamental components of working on
oneself in therapy. This positioned emotions as a key nexus between inner psychic life and the
outside world, as a primary medium of therapeutic, private, and even political relations.
As the therapeutic rationalization of emotions expanded, so too did the public visibility of emotions
and their political and scientific revaluation. Thus, these developments should be read as the
prehistory of the emotional turn, which most historians and sociologists date to the early 1990s.
Emotions now attracted the attention of sciences that had previously neglected them and attributed
to them little physiological significance and little importance for inter- and intrapersonal conflicts.
The discovery of the emotions’ rational aspects, their relevance for health and illness, and their
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proximity to cognition increased scientific interest in ‘positive’ emotions like hope, which sent a sonic
boom through the history of cancer.
Alongside the therapeutic processing of already existing emotions, contemporary self-help guides
promote the ‘production’ of salutiferous emotions through cognitive effort or consciously enacted
bodily exercises. And certain communicative techniques have been designed to help doctors and
therapists engage the emotions of cancer patients through rational, empathic conversation.
Ultimately, the rationalization of emotions has today reached a highpoint. Contemporary consensus
is that emotions are rational because they play an important role in decision-making, can be
intentionally evoked, and can be managed through communication and therapy. It is not for nothing
that public debate today wonders whether robots can have feelings. But then what constitutes an
emotion, and what distinguishes emotions from cognition? To what extent are my feelings mine? At
our current juncture, a time when the extent to which my feelings are my own and the extent to
which I myself am expressed in my feelings is difficult to discern, emotions are enjoying more public
and scientific interest than they have at any time over the past century. A renewed appreciation of
emotions and the discrediting of the depreciating definition of them as irrational have made it
possible to speak openly about them, get help in working on them, and to not just take them
seriously in cases of grave illness.
Emotions have themselves undergone fundamental changes in the run of this century-long process.
Thinking about how and why they have changed is important so as to not just rest satisfied with the
‘emancipation of the emotions’, but also to grasp what has been lost and which new constraints have
arisen. This is what the history of emotions is about.
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