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‘For decades, Ellen Langer’s work has taught us the incredible power of the mind to affect our lives. In this fascinating new book, she highlights the startling role that our mind plays in fostering or undermining what is perhaps our most important asset—our health. You will be amazed. I highly recommend this book’

—CAROL S. DWECK, PHD, author of Mindset

‘The Mindful Body presents a revolutionary and much-needed prescription for reimagining and then creating optimum health. A compelling combination of personal experience, research, and hard science, this is a must-read’

—JILL BOLTE TAYLOR, PHD, author of Whole Brain Living and My Stroke of Insight

‘In The Mindful Body, Ellen Langer answers one of the most interesting and important questions about our well-being: What matters more, mind or body? Filled with original research and thought-provoking insights, it shows that the two are not just connected but are actually one, opening us to vast potential for health and happiness’

—DAN ARIELY, New York Times bestselling author of Predictably Irrational

‘The Mindful Body is a remarkable work of science and scholarship, with profound implications for human flourishing. Ellen Langer’s pioneering research shows that our thoughts and perceptions can rejuvenate our physical health, replenish our intellectual energy, and restore our broader sense of life’s possibilities. This book offers the ultimate key to unlocking your full potential’

—DANIEL H. PINK, #1 New York Times bestselling author of The Power of Regret, Drive, and When

‘To call a book a ‘world-flipper’ sounds like the worst sort of hyperbole, but the bare facts are that The Mindful Body does this and more. While reading it, I loved seeing my worldview upended. But make no mistake, every semi-colon in these pages is backed up by brilliant and the hardest of hard experimental science—that has been Dr. Langer’s trademark for decades. I do dearly hope we pay attention’

—TOM PETERS, author of The Excellence Dividend

‘A fun and fascinating read from one of the world’s foremost thinkers. In this practical and important book, Ellen Langer offers a host of smart tips that can lead each of us to better health and greater happiness’

—SUSAN DAVID, PHD, author of Emotional Agility

‘The Mindful Body is a game changer. Drawing on provocative real-world and personal examples and fascinating original research, Ellen Langer—one of the world’s leading thinkers—shows us how to unlock the full potential of our bodies through the power of our minds. This book is a must-read for anyone seeking to live a truly happy, healthy life’

—DAVID EDWARDS, professor at Johns Hopkins Medical School

‘Ellen Langer’s pioneering research put mindfulness on the map in psychology and overturned our assumptions about the mind-body connection. In this engaging book, she introduces provocative ideas about how rethinking our beliefs and attitudes can actually improve our health and happiness’

—ADAM GRANT, #1 New York Times bestselling author of Think Again and host of the TED podcast Re:Thinking

‘In this wonderful book, Ellen Langer urges us to break the rules, take risks and be radically empathic. I can’t think of a better way to live’

—DR DANNY PENMAN, co-author of the bestselling Mindfulness: Finding Peace in a Frantic World
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Introduction

When she was fifty-six, my mother was diagnosed with breast cancer. The disease had taken over her body, and she was warned that her treatment would be complex and brutal. Her prognosis was grim from the start. Her bout with cancer—from the lump she first found under her arm to its spread to her pancreas—was difficult for her and scary for me.

According to the doctors, she had only a few more months to live. Still, I stubbornly tried to keep her spirits up and pretended that the nightmare would pass. A colleague of mine once said that I marked the edge of the optimism continuum. Perhaps that’s a polite way of saying that I was in denial. (I don’t believe in denial, but more about that later.)

Then the most amazing thing happened: My mother’s cancer vanished.

At first, we were all elated. But I soon realized the toll the treatment had taken on her. Because she wasn’t supposed to survive, the doctors hadn’t worried about her life after cancer. Not having had her limbs exercised while she was in the hospital, she was too weak to walk once she returned home and was confined to a wheelchair, which made her feel even less healthy.

I was struck by how people treated her. While I saw my mother’s recovery as a testament to her strength, everyone else saw only her persistent weakness. In their eyes, she was still sick, clinging to life. They assumed the cancer would come back and she’d be back in the hospital before long. They were right. Within nine months, cancer appeared, and she slipped into a coma. She was fifty-seven when she died.

Many ideas about cancer, including its treatment, have changed over the years. Now it is more often thought of as a chronic disease, not the dreaded unspeakable death sentence it was decades ago. Oncology wards may have nutritionists on staff, along with social workers to attend to emotional needs. But some things have not changed, and cancer is still predominantly treated as a disease where one’s psychology is not as important as medical interventions. Yet diagnoses, while useful, direct attention to only a fraction of lived experience. Context influences our physical responses but is often overlooked by the medical world and ourselves.

I could see how this dramatically affected my mother’s state of mind. I watched as the world of medicine took away her sense of control, how it made her feel sick and weak even when the cancer was gone. I saw how the diagnosis became a label that defined the way she was treated by doctors, nurses, and people outside the hospital. My mother was no longer the vivacious, beautiful woman I’d known my entire life. She was a helpless cancer patient anxiously awaiting whatever treatment the medical world would try next.

My mother’s experience with cancer convinced me that our current approach to health may make us sicker. Thinking about the root causes of her illness turned out to be an inflection point for my scientific career, and it profoundly shaped the mindfulness research I conducted over the decades that followed. The word “mindfulness” has become ubiquitous since my early work in the 1970s.1 It’s hard to open a newspaper or magazine, or even listen to an interview, without the word “mindful” being used. Most of this usage presents mindfulness as a condition solely of the mind and often related to the practice of meditation. But mindfulness—as my students and I have shown—is instead the simple process of actively noticing things, no meditation required. When mindful, we notice things we didn’t notice before, and we come to see that we didn’t know the things we thought we knew as well as we thought we knew them. Everything becomes interesting and potentially useful in a new way.

But my use of the word “mindfulness” also, importantly, refers to a condition of the body. Indeed, I believe our psychology may be the most important determinant of our health. I’m not just speaking of harmony between mind and body. I believe the mind and body comprise a single system, and every change in the human being is essentially simultaneously a change at the level of the mind (that is, a cognitive change) as well as the body (a hormonal, neural, and/or behavioral change). When we open our minds to this idea of mind-body unity, new possibilities for controlling our health become real. Making use of the power of a mindful body is well within our grasp.

My lab at Harvard focuses on the effects of mind-body unity on our health. It’s not a wet lab, where one analyzes chemicals and the like. It’s just a room (now often virtual) where my students, postdocs, and other interested faculty meet to explore unusual ideas. The members of my lab and I first tested the idea of mind-body unity more than forty years ago in what came to be known as my counterclockwise study.2 In that experiment, elderly men lived for a week as if they were their younger selves. We housed them in a retreat that was retrofitted to suggest that time had gone backward twenty years. From the magazines on the coffee table to the albums next to the record player, from the dishes in the kitchen cabinets to the shows available (on VCR tape) on the old box TV, everything cued the sense that it was an earlier time, and that the inhabitants of the house were younger. We also asked the men to behave like younger versions of themselves. To wit, even the very oldest and those with limited mobility had to carry their own luggage up the front steps and into their rooms. If that meant they had to take one shirt instead of one piece of luggage at a time, so be it. The results of this time-machine living—of imagining themselves being their younger selves—were stunning. The men’s bodies changed. Their vision, hearing, strength, and even objective appearance improved.

The findings were so at odds with the prevailing view of mind-body dualism and what was believed to be possible, that it was not surprising that some didn’t believe them. Nevertheless, I was so energized by this experiment and the way in which the results so elegantly demonstrated mind-body unity that I’ve been exploring the concept ever since. I was emboldened to test all sorts of seemingly extreme hypotheses related to it—from how our thoughts may give us a cold, to how they control our insulin levels and the amount of sleep we need, to how they can provide a psychological cure for many chronic diseases.

The goal of all my work has always been to find out just how important psychology is to our health, and to return the control over our bodies back to us. I’ve set out to show that the mind is a primary determinant of the body’s health, and that simple interventions to change the way we think can dramatically improve our well-being. Perhaps most important among these is my work on attention to symptom variability, where I’ve shown that chronic diseases such as MS and Parkinson’s, as well as chronic pain, may be helped with a psychological intervention.

In the pages that follow I will unpack this thinking. But to change our minds in order to change our bodies, we first need to clear up a few misconceptions. Toward that end, chapters 1 through 5 address what I consider to be foundational issues about rules, risk, prediction, decision-making, and social comparing. If we can adopt a new view of these concepts, we are well on our way to being more mindful, confident, and empowered. My work shows that when we make these shifts in our thinking, our relationships with others and ourselves improve, and our stress lessens, all in the service of improving our health.

Chapters 6, 7, and 8 explore possibilities for our health and well-being—possibilities to which we have previously been blind. Based on mind-body research by myself and others, these chapters chart a path to a different way of living our lives—with a mindful body—and to the restoration of some of the health we’ve lost because of our old ways of thinking.

My work on The Mindful Body has taken some unexpected—sometimes bizarre—turns. Rather than ignore them, I struggle to understand them. This has led me to explore such things as mindful contagion. As we’ll see in chapter 9, my early research on the topic suggests that just being in the presence of someone mindful increases our own mindfulness, which has ramifications for heavy drinkers and even those on the spectrum. I also believe that the future holds the possibility of creating a mindful utopia, and imagining that future helps us think differently about the present.

Throughout these pages, I hope to make you see that every thought we have may affect our health. Indeed, better health for all of us may be just a thought away.




CHAPTER 1



Whose Rules?


Any fool can make a rule. And any fool will mind it.

—HENRY DAVID THOREAU



Rules are important but, in my view, they should guide not govern our behavior. We need to take a closer look at the creation and adherence to “rules” in general before we can more fully understand the problem mindless compliance to rules has on our health.

Consider a simple, low-stakes example. I’ve been painting for decades, though I’ve never been formally trained. When I started to paint, I had no idea what the rules were. I didn’t even know there were rules. Had I known, I think my own technique would have taken a different form. I am still amused when I go into an art supply store and see the labels indicating which brush to use for which effect, as if there were no other way to achieve it—as if there were a right way and a wrong way. On occasion, I cut the hairs of my brushes to get a novel look. I’d like to think it is this originality—the desire to create something different, a work of art that doesn’t resemble anything else—that makes my paintings interesting, at least to me. The novelty might not have been possible if I had rigidly followed the rules.

This attitude has defined my artistic style. One of my first paintings featured a boy holding groceries at the top of a distant hill. In the foreground, a woman sits on a bench. When I was done with the painting, I showed it to a few friends. One person commented on my “mistake,” how the perspective was all wrong, since the boy in the distance was too big. I dutifully tried to “fix” things, shrinking the boy to make him look more realistic. But then I realized that the flaw is what made the painting worth looking at.

In life as in art, although we tend to praise rule followers, I believe that breaking the rules is often necessary. Too often, we follow rules mindlessly. We buy the “right” brushes and wear the “right” clothes and ask the “appropriate” questions. When we approach the rules mindfully, however, we realize they are often arbitrary and don’t make sense. You don’t need to use that brush or obey the rules of perspective. It’s your painting. It’s your life.

That’s okay with paintbrushes, you might say, but not so with health. Indeed, when it comes to our health, some people are loath to question rules created by doctors or researchers—who are we to question their authority, we ask? But it’s important to remember that many health rules were created with people in mind who were different from who we are today, at earlier times before certain medical advances, and without attention to how much we differ from one another and how we ourselves keep changing. For example, years ago medicines were tested primarily on young men. This testing produced good data on how the medicine affected young men, but often proved problematic for older women since their physiology is different; medicine stays in the mature female body longer. Now, appropriately, prescribing doctors take differences in age, weight, and gender into account when they set doses.

In most hospitals, visitors are supposed to leave the hospital at seven P.M. On what data, if any, was this rule based? I told my mother’s nurses that I intended to stay as long as my mother wanted me to stay. She was more important to me than their rule. They had three choices: change the rule, look the other way when I was there, or deal with the commotion I would create each time they asked me to leave. They chose to look the other way. When they created the seven P.M. rule, perhaps they thought it best for the patients, perhaps best for the staff. But now there is ample research evidence that social support is important for people’s health, so perhaps the rule needs to be questioned.

Why, then, do we follow rules, even when they are arbitrary and hold us back? One reason is that much of our behavior is shaped by the labels that we impose on ourselves. In one telling study, social psychologist Russell Fazio and his colleagues asked people questions that led them either to consider ways they were introverted (for example, “When do you find social gatherings stressful?”) or extroverted (“At what party you attended did you have the most fun?”).1 Then, they were given a short test known as the introversion-extroversion personality scale. Those who had been asked extroversion-eliciting questions saw themselves as more extroverted while those asked introverted-eliciting questions saw themselves as more introverted. Other research has shown that priming older adults with negative stereotypes about aging led to worse performance on a test of memory.2 Subtly reminding women of their gender elicited more stereotypical opinions from them about the math abilities of other women.3

The good news is that it doesn’t have to be this way. Consider research I conducted with one of my past graduate students, Christelle Ngnoumen. We were interested in whether mindfulness—essentially, the process of noticing—can reduce the limiting effects of rules and labeling.4 To do this, we used the Implicit Association Test (IAT), which is based on work led by my colleagues Anthony Greenwald and Mahzarin Banaji. The IAT assesses whether people make subconscious associations between concepts.5 In the test, people are asked to sort images and concepts, and the time it takes them to do so is measured. Their research showed that, for example, if someone associated “white” with “good” and “Black” with “bad,” they were slower when asked to sort images suggesting the opposite, that is, that “white” was bad and “Black” was good. These varying reaction times reveal implicit bias.

In our study, people were asked to sort photos into piles, and they were directed to choose the categories for those piles themselves. But we gave some participants a chance to mindfully engage with photos of “out-group” members (people with whom they didn’t share obvious characteristics) before taking the IAT. If someone sorts the images mindlessly, they are likely to default to the obvious categories of race, gender, and ethnicity, since these are the easiest labels to apply. African Americans in this pile, white people over here. Men in this pile, women in this one. In our “high-mindful” condition, however, we asked people to sort by novel psychological categories, such as how social each person seemed, or whether he or she was smiling. We also asked these participants to generate two new categories on their own.

This brief intervention made a big difference. When people used mindful labels—when they broke the usual rules of sorting—their implicit racial bias on the IAT decreased by half. In another experiment, white participants displayed increased empathy when primed to be mindful; after the intervention, they spent much more time listening to the stories of people who were not like them.

This mindfulness intervention works because it forces us to notice our surprising differences, which cut across the usual stereotypes. As a result, we begin to see people as individuals, and not as easily categorized members of a group. We ignore our self-imposed labels and the constraints they suggest. Not only can we reduce prejudice by increasing mindful noticing of out-group members, but I believe we can also reduce out-group prejudice by increasing in-group discrimination. In other words, by having people notice the differences among people like them, they come to see how different we all are one from the other, and out-group differences appear not so different after all. Just as noticing similarities among things that seem different is the essence of mindfulness, so too is noticing differences among things thought to be similar.

THE SOCIAL CONSTRUCTION OF RULES

Rules are not set in stone. In fact, laws, which are even firmer, are mutable and need to be questioned rather than blindly followed. Legality is not the same thing as morality. In the past, by law, women were property, and homosexuality and interracial marriages were outlawed, as was alcohol during Prohibition. In 1830, a man was beaten up because he had a beard and then jailed for defending himself. When he died forty-five years later, beards were in fashion.

Even today there are laws in some parts of the United States that are more than strange and that point out the absurdity of mindless adherence to arbitrary rules. For instance, it’s illegal for a donkey to sleep in a bathtub in Arizona, illegal to have a couch on your porch in Colorado, and in Maryland it’s illegal to wear sleeveless shirts in public parks. This one is my favorite: In Massachusetts it’s illegal to tell fortunes without a license.

The same is true in other countries. It’s illegal to sell chewing gum in Singapore, to wear heels in the Acropolis of Athens, to feed pigeons in Venice, and to run out of gas on the Autobahn in Germany. Most absurdly, Poland outlawed Winnie-the-Pooh as a mascot in playgrounds and schools because he doesn’t wear pants.

One of the best ways to develop a mindful relationship to rules is to remember that rules—whether written or just culturally understood—are made by people just like us. When Adam Grant, now a professor at the Wharton School of Business, was a student of mine at Harvard, we set out to study the social construction of rules, and to better understand why that social aspect was often neglected.6 We designed experiments that made participants more aware that rules are created by people. We predicted that if we did that, they would be more likely to act in their own best interest, even if it meant ignoring the rule.

In one of our studies, Adam and I asked people to imagine themselves as a patient, giving them varying degrees of detail about the situation. To one group, we said: “Imagine you are a patient in a hospital. You’re on a bedpan. There’s a busy nurse outside your room. How long does it take you to ask for help?” A second scenario went like this: “Imagine you are a patient in a hospital. You’re on a bedpan. There’s a busy nurse outside your room, whose name is Betty Johnson. How long does it take you to ask for help?”

The only difference between the two scenarios is that the nurse is named in the second one. When she is named, we found that people ask for help sooner. We used many different scenarios and, in each case, people were more likely to take action to get what they needed when we made people rather than role salient. When people are presented with a difficult situation and they become aware that the rules were created by people and not handed down from the heavens, they are more willing to try to change the situation so that it works better for them. They cast aside useless rules and rules of politeness or etiquette. In the case of the nurse, “don’t bother the medical staff” was no longer followed when participants realized it was just one person requesting help from another. Adam was the perfect person with whom to collaborate on these studies, since he creates his own path rather than mindlessly following rules and conventions. During his interview for admission to Harvard, for example, he performed magic tricks rather than just discussing his accomplishments.

There is no context where mindless rule following is more damaging than when it concerns our health. Consider cancer. A biopsy is sent down to the lab. The cancer cells don’t arrive with a label reading, “I am a cancer cell.” Someone must examine the cells on the slide and decide if they are cancerous or not. There are some cells for which the pathology is clear. In ambiguous situations, however, one cytologist may see a cell as cancerous while another cytologist may see it differently. This ambiguity is almost never communicated, so a person may conclude that their diagnosis is obvious, when in fact it was highly dependent on human judgment. As a practical matter, this means that someone may be told they have cancer and someone with a virtually identical set of diagnostic criteria may be told they don’t have cancer. The cancer diagnosis sets off a cascade of responses, some of which can have negative effects. Though not something we could ever know for sure, I’ve often questioned how many deaths from cancer are the result of patients giving up due to the premature cognitive commitment (mindset) “Cancer is a killer,” rather than the necessary consequence of the disease. Regardless, we do know that diagnoses vary across hospitals, states, and countries. In some cases, one might fall into a more severe category than in others.

ALMOST COUNTS: THE HIDDEN COSTS OF THE BORDERLINE EFFECT

If you wait for a train in the food court basement at Grand Central Terminal in New York City, you’ll notice a peculiar but consistent thing. Given the huge volume of traffic and customers, many of the restaurants pre-make several dishes, for example, salads. If you happen to order one exactly like a ready-made one, you will get it immediately. But if you watch carefully you’ll see that each salad has an expiration time on it, say thirty minutes. One minute before expiry, this is a fully priced, ready-to-eat delicacy. One minute after, it’s tossed in the trash. Restaurants are not even allowed to give it away for free, even to a homeless person who signs a million disclaimers. From nutritious to apparently deadly, in the span of a single rotation of a second hand on a clock.

An athlete misses earning a medal by a few milliseconds. A patient barely meets the threshold for a diagnosis. A law student fails the bar exam by one question. Are these people truly substantially different from the medalist, the healthy patient just below the threshold, or the attorney who just barely passes the bar exam?

Everything in the world exists on a continuum, whether in speed, size, virulence, or any other possible descriptor you could think of. Still, we create and mindlessly adopt sharp distinctions, and those distinctions change lives far more dramatically than marginal differences ever do. Indeed, all differences are arbitrary, but drawing hard lines between categories hides this arbitrariness and can be severely damaging. I call this resulting damage “the borderline effect.” The examples are endless. Someone’s IQ is 69 and someone else’s is 70—but only the score of 70 is deemed to be within the range of normal. We don’t have to be statisticians to know there is not a meaningful difference between 69 and 70. Yet once the person with the lower score is labeled “cognitively impaired,” his or her life will unfold differently than the person with a one-point advantage.

Of course, the borderline effect has an impact on literal borders as well: Before the Second World War, the differences between the southernmost part of North Korea and the northernmost part of South Korea, or the westernmost part of East Germany and the easternmost part of West Germany, were negligible. Then hard and impermeable lines were drawn, and today there are substantial cultural differences, even when, in the case of Germany, an actual border hasn’t existed for three decades.

The borderline effect has implications at every level of our lives. But what is most important for us are the ways it influences our health.

My graduate student Peter Aungle and postdoc Karyn Gunnet-Shoval and I tested its effects in the diagnosis of diabetes. In the diabetes study, we compared patients whose blood sugar levels were just below or just above the threshold that indicated prediabetes (that is, “high normals” vs. “low prediabetics”).7 Our initial hypothesis was that those who were classified as sicker would end up becoming sicker, even though a one-point difference in these medical scores is statistically meaningless given the natural variance that comes with testing.

When we talked to various endocrinologists, they all agreed that there was no relevant difference between someone who measured a 5.6 percent or 5.7 percent on the glycated hemoglobin test (A1c), which measures their level of blood sugar. Nevertheless, a line must be drawn somewhere, and standard medical protocol is to consider anyone with an A1c level below 5.7 percent “normal”—they are not at immediate risk of being diabetic. However, someone at 5.7 percent or above is at risk, and they are classified as “prediabetic.” (A person who scores 6.5 percent or above is considered “diabetic.”)

The problem with these labels is that they sound like definitive diagnoses, which obscure their uncertainty and hide the human element. As a result, people accept them mindlessly. And that’s never good.

For instance, when we compared patients who scored 5.6 percent on the A1c test with patients who scored 5.7 percent—again, a difference that endocrinologists said was medically insignificant—we found a major difference in their ensuing medical trajectories. You might think that being told you’re on the verge of developing diabetes would jolt people into action—to turn their medical fate around. The chart below tells another, tragic, story as those who got the prediabetic label ended up with soaring A1c results over time:
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With diabetes at least, it would seem to be a myth that a medical scare will improve behavior. It turns out that giving people a “scary” label makes them far more likely to get diabetes down the road. Perhaps they become resigned to getting diabetes and, even after an initial attempt to eat differently, become less careful about their diets. Maybe they start exercising less, since they assume they already have the disease. Or maybe the body follows the mind, which now believes it has an early form of diabetes.

Of course, some might object to this conclusion. They might argue that the likelihood of developing diabetes increases in a linear fashion with each increase on the A1c test, no matter how small. It’s a fair point. To see if this was the case, we also looked at people who measured a 5.5 percent versus those who measured a 5.6 percent. If the labels weren’t driving the different outcomes, then we’d expect to see a meaningful difference in outcomes between 5.5 percent and 5.6 percent, too.

But that’s not what we found. Instead, those people who were at the high end of normal tended to stay normal—the healthy label stuck. Over time, they were far less likely to get diabetes.

Unfortunately, the same was true of people at the low end of the prediabetic scale, with scores of 5.7 percent or 5.8 percent. For these patients, the exact numbers of their A1c tests were irrelevant. What mattered was the scary label, which inevitably led to scary long-term outcomes.

The difference between being labeled prediabetic or diabetic, versus just barely not, extends to insurance premiums and coverage itself. The borderline effect makes it a “preexisting condition” for one person and no problem for a virtually identical person.

There is a larger lesson here about the dangers of mindlessly consuming health information and letting the noise in data determine our fate. The language of illness, which for the most part is rooted in a biomedical model of the body (and thus ignores the power of the mind), creates an illusion of symptoms as stable and unmanageable. As a result, people quickly adopt stereotypical responses and behaviors that are in line with what they think they know, without questioning their diagnosis and acting differently. It is in this manner that labels corresponding to chronic conditions rob people of personal control and prevent the possibility of optimal health and well-being.

Preformed labels also encourage us to overlook our idiosyncratic experiences, which, for the most part, are never as fixed or absolute as their labels suggest. (The prediabetic should realize there is nothing inevitable about getting diabetes, provided they make small changes to their lifestyle.) But, instead, the outcome of many diagnoses of disorders can become self-fulfilling prophecies. The diagnosis creates the disease.

This doesn’t mean we should never give people medical diagnoses based on their test results. Labels are inevitable. Whenever possible, however, we should ensure that our labels include a human element so patients understand that the results are provisional and uncertain.

To wit: We take an eye test or a hearing test and score right below the borderline. Hence, we are prescribed eyeglasses or a hearing aid despite our vision and hearing being virtually the same as those whose scores fell right above the borderline. And so we wear corrective devices, and they don’t. What would happen, I wonder, if instead we were told the findings were probabilistic, rather than led to believe they were absolute?

Moreover, as we’ll see in chapter 5, there are many temporary reasons we may perform in a certain way on a given test and then end up being put in a category requiring permanent help. It may even be that, if we took the test again the next day, our scores would suggest a very different outcome.

When we recognize that rules, labels, and cutoff points are made by people, there is lots of room to question how any situation could be otherwise. We gain a newfound sense of freedom. We expand our possibilities. This is true of our behavior, but also of our health. The key is to question those things we mindlessly accept, to mindfully interrogate all of the descriptions and diagnoses that can hold us back. When we do, we can get better. We can learn to heal ourselves.

As I discussed in the introduction, my mother’s bout with breast cancer inspired most of my subsequent research. From the time she was told she had breast cancer, to her spontaneous remission, to her eventual death, she never questioned the rules she was given. I only wish I’d been able to give her this advice.
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