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The Sickness We Call Sanity
Why Suffering Has Become the Baseline

Here is a number I keep coming back to, the kind that should rearrange your furniture but somehow doesn't: in 2017–2018, roughly one in five American adults was living with chronic pain. Not a headache that comes and goes, not the dull ache after a bad night's sleep—chronic pain, the kind that has settled into the tissue and taken up residence. And within that already enormous group, about one in twelve reported what the CDC classifies as "high-impact" chronic pain: pain that frequently limited their ability to work, to socialize, to do the ordinary things that make a life feel like a life. That data comes from the CDC's own Morbidity and Mortality Weekly Report, published by Dahlhamer and colleagues, and the numbers are careful, conservative, nationally representative. They are not drawn from a self-selected online poll. They describe, with the flatness that epidemiology prefers, a population in which persistent suffering is not an outlier condition but something closer to a background hum.

I want to sit with that for a moment before moving on, because there's a strange cognitive reflex that activates whenever you encounter a statistic like this. The mind absorbs it, nods, and then—almost instantly—files it under "known." Yes, people hurt. Yes, many of them. What else is new? The reflex is worth noticing because it is part of the phenomenon the statistic describes. When one in five adults is in ongoing pain, pain stops registering as a signal that something is wrong with the environment. It becomes part of the environment. And the difference between those two framings is, I think, enormous, though it's easy to mistake it for a semantic quibble.

Consider a parallel development. In 2019, the World Health Organization included burnout in the eleventh revision of the International Classification of Diseases—ICD-11, the global taxonomy used by clinicians and health systems worldwide. The WHO was careful to specify that burnout is an "occupational phenomenon," not a medical condition per se, a distinction that matters legally and clinically. But the inclusion itself tells a story. Exhaustion, mental distance from one's job, and reduced professional efficacy had become prevalent enough, widespread enough, documented enough that the world's central health authority felt the need to give these experiences a formal code. A classification slot. A box in the system. I don't know exactly how you read that, but I read it as the moment when a culture's coping mechanisms become too expensive to ignore—not because they are new, but because their cumulative weight has finally cracked the surface of institutional awareness.

And yet even after cracking the surface, even after the codes and the reports and the advisory panels, the deeper question tends to slide away. The deeper question is not "How do we treat burnout?" or "How do we manage chronic pain?" Those are important clinical questions, and they deserve serious answers. The deeper question is why these conditions have become so common that we barely flinch when we hear the numbers. Why has a state of chronic depletion—physical, emotional, neurological—started to look like the default setting of adult life in a wealthy, technologically advanced civilization?

I want to be careful here, because this is the point where books like this one can veer into polemic, and I am genuinely trying not to do that. The temptation is to point at modern life, wave broadly at capitalism or screens or processed food, and declare the whole arrangement broken. That gesture feels satisfying, but it replaces thought with posture. What I'm after is something more specific and, I think, more unsettling: the possibility that a great deal of what we accept as "normal"—the tiredness, the tension, the low-grade anxiety that hums through a Tuesday afternoon, the vague sense that something is off but nothing is wrong enough to name—is actually a form of injury. Not a dramatic injury, not the kind that sends you to the emergency room, but the slow, cumulative kind that accrues over years and decades, the kind that the body absorbs and absorbs until absorption itself becomes the pathology.

The French sociologist Pierre Bourdieu had a concept he called symbolic violence, and it's useful here even though the phrase itself sounds academic enough to make most people's eyes glaze. What Bourdieu was getting at—across decades of dense theoretical work—was the idea that certain forms of domination are so deeply embedded in the structures of daily life, in the habits and expectations and categories we inherit, that the people subjected to them experience those structures as natural. As just the way things are. The oppression doesn't feel like oppression; it feels like reality. "There are forms of oppression so insidious that they are experienced as normal," as the idea is sometimes distilled. I find this concept indispensable for understanding what is happening in the bodies of millions of people who have no language for why they feel the way they feel, who assume—because everyone around them seems to be doing the same thing—that grinding exhaustion is just what it means to be an adult, that waking up stiff and sore at thirty-eight is just what bodies do, that needing a drink or a pill or a screen to get through the evening is just how people cope.

Let me try to make this concrete. Think about the people you know well enough to see behind the public face. Not acquaintances—people you've watched over time, in their unguarded moments. How many of them sleep well? How many of them wake up without an alarm and feel rested? How many of them move through the day without relying on caffeine, sugar, alcohol, or some form of distraction to manage their internal state? How many of them have a body that feels like a place they want to live in, rather than a machine they're trying to keep running? I'm not asking rhetorically—I'm genuinely asking, because when I do this exercise myself, the number is disturbingly small. The people in my life who seem genuinely well, who are not performing wellness for social media but who actually inhabit a settled, alive body, are rare enough to be noticeable. And these are not people living in war zones or refugee camps. These are people with jobs, homes, healthcare, the whole apparatus of modern comfort. The fact that comfort and wellness can diverge so dramatically is, I think, one of the central puzzles of our time.

Now, I can already hear an objection forming, and it's a fair one: hasn't life always been hard? Hasn't suffering always been part of the human deal? Of course it has. I have no nostalgia for some imagined golden age when everyone was healthy and happy and connected—that age never existed. Infant mortality, famine, infectious disease, brutal labor, short lifespans: the premodern world was full of suffering that most of us can barely imagine. And I want to be honest about the fact that modern medicine, sanitation, nutrition, and technology have relieved enormous amounts of human misery. The gains are real. They are worth defending. But here is what I keep running into when I look at the data and the clinical literature and the stories people tell: we have solved many of the problems that killed our ancestors, and we have, in the process, created a new ecology of suffering that our ancestors would not recognize. The suffering is quieter, more chronic, more diffuse. It lives in the nervous system rather than in the infected wound. It accumulates rather than strikes. And because it accumulates slowly, because everyone around you is accumulating it too, it can go unnamed for decades.

Bruce McEwen, the neuroendocrinologist who spent his career studying what chronic stress does to biology, gave us the term "allostatic load"—the wear and tear on the body from repeated cycles of stress activation. The concept is deceptively simple. Your body is designed to respond to threats: cortisol rises, heart rate increases, immune function shifts, energy is mobilized. When the threat passes, the system is supposed to return to baseline. But what happens when the threat never quite passes? What happens when the low-grade activation—the financial anxiety, the impossible commute, the demanding boss, the caregiving that never ends, the inbox that refills overnight—what happens when that activation becomes chronic? McEwen's answer, supported by decades of research, is that the system doesn't just get tired. It gets damaged. The stress response, which evolved to save your life in acute emergencies, begins to erode your cardiovascular system, your immune function, your metabolic regulation, your brain. The system designed to protect you starts to destroy you. And it does this gradually, which means that by the time you get a diagnosis—hypertension, diabetes, autoimmune flare, depression—the process has been underway for years, sometimes decades, running silently beneath the surface of what looked, from the outside, like a perfectly functional life.

I want to pause on that word "functional," because I think it's doing a lot of quiet damage in our culture. We use it as a compliment, almost. "High-functioning anxiety." "Functional alcoholism." "She's stressed but she's functioning." The word has become a kind of pass, a stamp of adequacy: you may not be well, but you can still produce, still perform, still show up and do what's expected. In a society organized around productivity—and ours is, relentlessly, at almost every level—functioning becomes the minimum threshold of acceptability, and everything below it becomes pathology, and everything above it becomes invisible. You can be in terrible pain and never receive attention for it, as long as you keep meeting your deadlines. You can be emotionally devastated and no one will intervene, as long as you maintain the appearance of coping. The system is not designed to detect suffering; it is designed to detect the failure to perform despite suffering. And so the suffering goes underground, and the body is left to carry what the culture refuses to acknowledge.

I'm aware that this may sound like I'm blaming "the system" in a way that lets individuals off the hook, and I want to push back against that reading. I don't think individuals are passive victims of cultural forces—we make choices, we have agency, and the capacity to change how we live is real. But I also think that framing health as purely an individual responsibility is one of the most effective ways a culture has of avoiding the harder question: what if the conditions of life themselves are making people sick? What if the problem is not that individuals are failing to eat well, exercise, meditate, and manage their stress, but that the environment they are trying to manage within is itself a source of chronic biological harm?

The Whitehall studies, a series of landmark investigations into the health of British civil servants beginning in the 1960s, found something remarkable and troubling. Among thousands of government employees—all of whom had jobs, all of whom had access to the National Health Service—there was a steep and consistent gradient: the lower your position in the organizational hierarchy, the higher your risk of cardiovascular disease, and the higher your overall mortality. This wasn't about poverty in the traditional sense. These were employed people with stable incomes. But their position in the hierarchy—their degree of control over their work, their social standing, their sense of agency—predicted how long they would live. Michael Marmot, who led much of this research, described it as evidence that hierarchy itself gets under the skin. The body doesn't just respond to whether you have enough food and shelter; it responds to where you stand in relation to others, to how much control you feel you have, to whether you are seen or invisible, valued or expendable.

I think this is one of the most important findings in modern public health, and one of the least absorbed. We continue to talk about health as though it were primarily a matter of individual behavior—eat this, don't smoke that, get your steps in—while the evidence keeps pointing to something structural, something woven into the fabric of how we organize work, status, time, and belonging. The WHO Commission on Social Determinants of Health put it bluntly in their 2008 report: "Social injustice is killing people on a grand scale." That sentence was written by epidemiologists and public health experts, not activists. They were describing what the data said. And the data said that the conditions in which people are born, grow, work, and age—conditions shaped by the distribution of money, power, and resources—are the primary drivers of health inequity worldwide.

So here we are. A civilization that has achieved extraordinary material and technological progress, that can transplant organs and sequence genomes and deliver information at the speed of light, and that simultaneously produces populations awash in chronic pain, burnout, metabolic disease, anxiety, depression, addiction, and autoimmune disorders at rates that would have been unimaginable a century ago. I don't think anyone has a neat explanation for this. I certainly don't. But I think the first step—and this is really what this chapter, and maybe this whole book, is about—the first step is to stop treating the prevalence of suffering as evidence that suffering is normal and start treating it as evidence that something about the way we live is abnormal. The distinction matters, and it matters in your body, not just as an abstract intellectual exercise.

Viktor Frankl, who survived Auschwitz and went on to develop an entire therapeutic framework around the question of meaning, warned later in his career about what he called an "existential vacuum"—a condition he saw spreading through postwar Western societies, a hollowness that material prosperity could not fill. He was not romanticizing suffering or suggesting that deprivation was somehow ennobling; he had seen too much of the real thing for that. What he was pointing to was the possibility that a culture could satisfy every material need and still leave its people starving in some fundamental way. That the absence of meaning—of genuine purpose, of connection to something larger than individual survival and consumption—could itself become a kind of sickness, even when the body was technically fed and housed and safe. I think about Frankl's warning often these days, because I see its outline everywhere: in the burnout numbers, in the pain statistics, in the faces of people who have everything and feel nothing, or feel everything and can name none of it.

I should say, before we go further, that I am suspicious of books that promise to explain everything. The body is complex, culture is complex, the relationship between them is complex, and anyone who tells you they have the single key that unlocks the whole puzzle is probably selling something. What I want to do in the chapters that follow is something more modest but, I hope, more honest: to trace some of the pathways—biological, psychological, social, historical—through which the conditions of modern life get into the body and change it. To look at what chronic stress actually does at the cellular level. To examine how childhood experience reshapes not just psychology but physiology. To ask why certain communities get sicker than others, and what that tells us about the relationship between power and health. To consider what addiction, autoimmune disease, and chronic pain might look like if we stopped treating them as individual malfunctions and started seeing them as symptoms of a larger dislocation.

None of this means that personal choices don't matter, or that medicine has nothing to offer, or that we should abandon individual treatment in favor of some grand systemic overhaul. Bodies need care now, today, and people deserve the best available interventions for whatever they are suffering from. But I keep thinking about what it would mean to take the prevalence numbers seriously—to really sit with the fact that tens of millions of people in the wealthiest nation on earth are in chronic pain, that burnout has become so common it needed its own international classification code, that loneliness has been officially compared in its health impact to smoking fifteen cigarettes a day. What would it mean to stop treating these as separate problems, each with its own specialist and its own pharmaceutical solution, and to ask instead whether they share a common root? What if the root is not in the individuals who are suffering but in the soil they are trying to grow in?

I don't know if that question makes you uncomfortable. It makes me uncomfortable, because it implies that the very things we have organized our lives around—productivity, efficiency, constant connectivity, upward mobility, the relentless optimization of self—might be part of the problem. Not the only part, and not in every case, but part of it, embedded in the ordinary texture of a Tuesday, in the alarm clock that goes off before the body is ready, in the commute that eats two hours of daylight, in the email that arrives at ten p.m. demanding a response, in the background hum of not-enough-ness that so many people carry and cannot put down. If Bourdieu was right that the most effective forms of domination are the ones that feel natural, then perhaps the most dangerous sickness is the one that feels like health—or at least like the only available version of it.

This book is an attempt to look at that sickness clearly, to name it where I can, and to ask what a different kind of normal might require. I don't have all the answers. I'm not sure anyone does yet. But I am convinced—by the data, by the clinical literature, by the stories I've heard and the patterns I've seen—that the conversation is overdue. The body has been trying to tell us something. It has been trying for a very long time. Maybe it's time we listened.


What the Body Knows That the Mind Denies

There is a moment in many people's lives—often unremarkable at the time—when the body tries to tell them something and they choose not to listen. A knot in the stomach before agreeing to a commitment that feels wrong. A jaw that clenches through dinner conversations where nothing honest is said. A back that seizes on Sunday evening, every Sunday evening, with a regularity that should prompt questions but instead prompts ibuprofen. Most of us have experienced some version of this: the body speaking in its crude, insistent language while the conscious mind overrides the signal, reclassifies it as irrelevant, and moves on. We are, in this sense, fluent in a particular kind of self-deception. We have been trained in it since childhood, rewarded for it at work, and reassured by a medical system that, until quite recently, treated the body and the mind as though they operated on separate circuits.

What I want to do in this chapter is take that familiar experience—the ignored signal, the overridden gut feeling, the symptom that "doesn't make sense"—and follow it into the science. Because it turns out that the body's intelligence, its capacity to register truths that consciousness hasn't yet processed or has actively refused, is not folk wisdom or New Age sentiment. It is measurable, reproducible, and in some cases, better documented than we might expect.



In the mid-1990s, the neuroscientist Antonio Damasio was studying patients with damage to the ventromedial prefrontal cortex—a region of the brain involved in integrating emotion with reasoning. These patients were, by conventional measures, smart. Their IQs were intact. They could analyze problems, discuss options, weigh pros and cons. And yet, in their actual lives, they made disastrous decisions: ruinous financial choices, broken relationships, an inability to navigate even routine social situations in ways that served their own interests. The puzzle was striking, because if rationality were truly independent of emotion—if thinking and feeling occupied separate compartments, the way so much of Western intellectual tradition assumed—then these patients should have been fine. Their logic was unimpaired. Their reasoning was sound. But without access to the body's emotional signals, their reasoning was, in a practical sense, useless.

Damasio called this the somatic marker hypothesis: the idea that the body generates feeling-states, physiological markers, that tag experience and guide decision-making in ways that operate largely beneath conscious awareness. We do not simply think our way to good decisions; we feel our way, and then, if we're lucky, the conscious mind catches up and provides a plausible narrative for what the body already knew. Strip away that feeling layer, and you get someone who can pass every test of intelligence while repeatedly walking into walls.

I keep coming back to this finding because it inverts something most educated people believe, or at least assume without examining it: that the mind leads and the body follows. Damasio's patients showed, with painful clarity, that the body leads more often than we think. The mind's job, much of the time, is not to originate insight but to ratify it—or, in many cases, to suppress it.

The Iowa Gambling Task, developed by Damasio's colleague Antoine Bechara and published in Science in 1997, made this visible in a laboratory. Participants were asked to draw cards from four different decks. Two of the decks were rigged to produce large short-term gains but devastating long-term losses; the other two offered smaller, steadier gains. Over time, most people learned to avoid the bad decks. That was expected. What was not expected was what happened in their bodies along the way: participants began showing anticipatory stress responses—measurable changes in skin conductance, tiny surges of physiological alarm—before they reached for a bad deck, and long before they could consciously explain which decks were dangerous. Their bodies were solving the problem while their minds were still confused.

Let that sit for a moment, because the implications run deeper than a card game. If the body can detect a pattern of danger before the conscious mind can name it, then what else might the body be detecting—and what else might the mind be denying?



The phrase "the body keeps the score" has become so widely repeated that it risks losing its force, the way a song played too many times on the radio can become inaudible. But the research behind it, principally the work of psychiatrist Bessel van der Kolk and decades of trauma scholarship, describes something that deserves to be heard as if for the first time. Overwhelming experience—trauma in the clinical sense—is not stored in the brain the way a file is stored on a computer. It is stored, in significant part, as physiology: as muscle tension, as altered breathing patterns, as changes in the startle response, as postures of bracing, collapse, or freeze that persist long after the original threat has passed. The body doesn't just remember what happened; it continues, in some sense, to live it. The person may have moved to a new city, may have a new partner, may have constructed a life that bears no resemblance to the one where the harm occurred. And yet the shoulders remain elevated. The jaw remains clenched. The nervous system keeps rehearsing a threat that the conscious mind insists is over.

Van der Kolk's clinical observation—that trauma patients often cannot think their way out of their symptoms, because the symptoms live below the reach of language—was, for decades, a difficult idea for mainstream psychiatry to absorb. The dominant treatment model relied on talk: you narrate your experience, you gain insight, you integrate the memory, and you improve. For many people this works, or at least helps. Meta-analyses of psychotherapy outcomes generally show benefit. But a substantial minority of patients do not improve with talk alone, and some get worse. The question van der Kolk kept pushing was uncomfortable precisely because it suggested a limit to the mind's authority over the body: what if some forms of suffering persist not because a person lacks understanding, but because survival responses have been encoded in the nervous system at a level that words cannot easily reach?

I notice I keep using qualified language here—"in significant part," "in some sense," "often"—and I want to be honest about why. The relationship between trauma, memory, and the body is real, but it is also complicated, and the popular conversation around it has sometimes outrun the evidence. The body does keep score, but the scoring system is not always legible, not always consistent, and not always amenable to the clean stories we want to tell about healing. What I can say, based on the research, is that the old Cartesian model—mind here, body there, and never the two shall meet—is wrong. And that wrongness has had consequences not just for theory but for treatment, for how we think about symptoms, and for how many people have been told, in effect, that their pain doesn't make sense because the model can't account for it.



Consider chronic pain, which we touched on in the first chapter. One in five American adults lives with it. One in twelve has pain severe enough to limit their daily activities. These numbers are enormous, and what makes them even more interesting, from the perspective of this chapter, is the mismatch that lies underneath many of them. In a significant number of chronic pain cases, the severity of suffering cannot be fully explained by visible tissue damage. The MRI looks fine, or nearly fine, or at least not bad enough to justify the degree of agony the person reports. Two patients with identical disc herniations may have wildly different pain experiences. And many people with dramatic-looking imaging findings have no pain at all. This mismatch—between what the body shows on a scan and what the person actually feels—was, for a long time, interpreted as evidence that certain patients were exaggerating, malingering, or psychologically fragile. It was the patient who didn't fit the model, not the model that didn't fit the patient.

The biopsychosocial model, introduced by George Engel in a landmark 1977 paper in Science, was an attempt to correct this. Engel argued that disease cannot be fully understood apart from the psychological and social context in which it occurs. A symptom is not only a tissue event; it is also a lived experience shaped by stress, by history, by meaning, by power dynamics, by whether the person feels safe or trapped or believed. This sounds almost obvious now, stated plainly. But Engel was writing against a medical establishment built on Cartesian assumptions—mind here, body there—and the structural legacy of that separation is still visible in how healthcare is organized, funded, and delivered. Most systems still reward brief, symptom-focused encounters. Ask about the pain. Name the part. Prescribe the treatment. Move on. The question "What happened to you?" is rarely as reimbursable as the question "Where does it hurt?"

The Institute of Medicine, in its report on chronic pain, acknowledged this gap: the diagnosis may name the symptom, but not the wound beneath it. I find that sentence worth pausing on. Because if the wound beneath the symptom is psychological, relational, social—if it involves childhood adversity, or years of suppressed emotion, or a work life that strips meaning faster than it provides income—then treating only the surface symptom is like repainting a house whose foundation is cracked. The paint may look better for a while. The structure doesn't change.



Here is where the Adverse Childhood Experiences research enters the picture, and I think its contribution to the theme of this chapter is underappreciated, because it is usually discussed in terms of public health statistics rather than in terms of what the body knows. The original ACE study, published by Vincent Felitti and Robert Anda in 1998, surveyed over 17,000 adults about ten categories of childhood adversity: physical, emotional, and sexual abuse; physical and emotional neglect; and various forms of household dysfunction, including parental substance use, mental illness, incarceration, domestic violence, and divorce. What they found was a graded, dose-response relationship between the number of adverse experiences a person reported and the likelihood of developing serious illness later in life—heart disease, cancer, chronic lung disease, liver disease, depression, suicide attempts.

The dose-response curve is the detail that matters most here. It wasn't that people with traumatic childhoods were slightly more likely to become ill. It was that each additional category of adversity increased the risk, cumulatively and measurably, across multiple organ systems and disease categories. A person with four or more ACEs had dramatically elevated odds of almost everything the study measured. And—this is the part I keep thinking about—many of these people did not connect their adult illnesses to their childhood experiences. Why would they? A fifty-year-old woman being treated for coronary artery disease is not typically asked about whether her father hit her mother when she was six. The body carried the information. The medical system, structured around the present symptom, didn't ask about the history that generated it.

Gabor Maté, the physician and author, has offered a framing that I find useful even though it is more clinical-philosophical than strictly experimental: "Trauma is not what happens to you; it is what happens inside you as a result of what happens to you." The distinction is important because it shifts attention from the event to the imprint—from the external fact to the internal reorganization of the organism. Two children can live through the same household chaos. One may emerge relatively intact, cushioned by a secure relationship with a grandparent or by some temperamental resilience that we don't fully understand. The other may develop a nervous system permanently calibrated for threat, a body that never quite believes safety is real, and a set of chronic symptoms that appear decades later in a doctor's office, seemingly out of nowhere.

What the body knows, in these cases, is the accumulated weight of what was never processed, never named, never safe enough to feel. And what the mind denies—sometimes with great sophistication, sometimes with admirable functionality—is that the weight is still there, lodged in tissue and tension and autonomic patterning, long after the story seems to have ended.



I realize there is a risk, in a chapter like this, of romanticizing the body's knowledge, as though the body were a kind of oracle and the mind a fool. That isn't what the research shows, and I want to be careful not to replace one form of Cartesianism with its mirror image. The body is not always right. Pain can be amplified by catastrophizing. Fear can generate sensations that have no external correlate. The body's stress response, after all, evolved for environments radically different from the ones most of us inhabit, and it can misfire spectacularly—triggering full fight-or-flight activation over an email, flooding the system with cortisol in response to social comparison on a phone screen. The body is intelligent, but its intelligence is old, pattern-based, and not always calibrated for the bewildering complexity of modern life.

What the body is, reliably, is honest in a way that the mind often isn't. The mind can rationalize. It can explain away a terrible relationship by citing the mortgage. It can reframe chronic exhaustion as "just part of getting older." It can maintain, sometimes for decades, that everything is fine. The body tends not to do this. The body responds to what is actually happening, metabolically and hormonally and neurologically, regardless of the story the mind has constructed. This is why someone can insist they are not stressed while their blood pressure, their cortisol levels, their sleep architecture, and their immune markers tell a completely different tale. The body doesn't lie. It just lacks the vocabulary to explain itself in terms the conscious mind finds credible.

Bereavement research offers a particularly vivid illustration. Grief is not only an emotional experience; it is physiological. Studies have documented that in the months following a major loss, bereaved individuals show increased risks of sleep disruption, immune suppression, cardiovascular strain, and even death. The folk concept of a "broken heart" turns out to have a literal correlate: takotsubo cardiomyopathy, sometimes called broken heart syndrome, is a real medical condition in which acute emotional shock can temporarily stun the heart muscle, producing symptoms that mimic a heart attack. The heart does not know that grief is supposed to be a psychological event. It responds as though the loss were a physical blow, because, at the level of the nervous system, it is.



René Descartes deserves a brief appearance here, not because his ideas were stupid—they weren't, and for his time they were remarkably productive—but because his separation of mind and body, res cogitans from res extensa, became the foundational architecture of Western medicine in ways he probably never intended. The Cartesian split gave us extraordinary advances: surgery, anatomy, pharmacology, the entire apparatus of treating the body as a machine whose parts can be isolated, examined, and repaired. But it also gave us a blind spot so large that we are still, in the twenty-first century, struggling to close it. The blind spot is this: if the mind and body are separate, then a symptom must belong to one or the other. Either the pain is "real," meaning physical, or it is "in your head," meaning psychological, meaning—in the implicit value system of much clinical practice—less real, less worthy of attention, less legitimate.

This binary has caused incalculable suffering. Patients whose symptoms don't map neatly onto tissue findings have been dismissed, undertreated, or referred to psychiatry as though that were a consolation prize rather than an essential dimension of care. And patients who do have clear physical findings have had their emotional and social context ignored, because the model says that once you've identified the lesion, the work is done. Engel's biopsychosocial model was supposed to dissolve this binary. In theory, it did. In practice—in how clinics are structured, how insurance reimburses, how medical students are trained, how fifteen-minute appointments are allocated—the binary often remains.

What Damasio's work shows, what the ACE study documents, what van der Kolk has argued from clinical experience, and what the chronic pain literature reveals again and again, is that the body and the mind are not separate systems occasionally influencing each other. They are the same system, viewed from different angles. Emotion is a bodily event. Thought is shaped by physiological state. Memory is stored in posture and breath and muscular holding patterns as much as in narrative. And the symptoms that appear in a doctor's office—the unexplained pain, the autoimmune flare, the fatigue that no amount of sleep resolves—may be the body's attempt to communicate something that the mind has been unable or unwilling to hear.



I want to tell a story that is partly composite, partly drawn from clinical literature, because I think it makes the point more clearly than any study can. A woman in her early forties—call her Elena—comes to her primary care physician with chronic lower back pain. She has had it for three years. It began, as far as she can remember, around the time her youngest child started school. She has seen an orthopedist, done physical therapy, tried anti-inflammatories and muscle relaxants. Her imaging is unremarkable—some mild degeneration, nothing that should account for the severity of what she feels. She is told, at various points, that she should lose weight, exercise more, manage stress. She does all three. The pain doesn't change.

If you asked Elena whether she is stressed, she would say yes, of course, everyone is stressed. She works full-time, raises two children largely on her own since her divorce, manages a household, and cares for an aging mother. She does not sleep well. She drinks two glasses of wine most evenings, up from one a few years ago. She describes herself as "fine" with a conviction that is almost aggressive, as though the word were a shield and she were daring you to get past it. If you asked about her childhood, she would say it was normal—she might use that word—and then, if you stayed quiet long enough, she might mention that her father had a temper, that her mother was "not very available," that she learned early to take care of things herself. She would say this matter-of-factly, without affect, the way a person describes the weather in a place they no longer live.

The Adverse Childhood Experiences research would locate Elena on a gradient. The biopsychosocial model would say her pain is real but multidimensional. Damasio's somatic marker hypothesis would suggest that her body has been integrating decades of emotional information that her conscious mind has classified as irrelevant. And van der Kolk would observe that the chronic tension in her lower back—the bracing, the holding, the postural guarding—might be the residue of a nervous system that learned, very early, that it was not safe to let go.

None of this means that Elena's back pain is "just psychological." That framing is the old Cartesian trap. What it means is that her pain exists at the intersection of tissue, history, emotion, and context, and that treating only the tissue—or only the psychology, for that matter—is unlikely to resolve what is, at root, a whole-system communication. Her body knows something. The question is whether anyone in her life, including herself, is willing to listen.



The pattern I'm tracing in this chapter is not limited to dramatic cases or clinical populations. It is ordinary, which is precisely what makes it important. Most people, most of the time, prioritize the mind's story over the body's signals. We have been taught to do this—by parents who said "you're fine" when we were crying, by schools that required us to sit still for hours and ignore the body's need for movement, by workplaces that treat fatigue and pain as inconveniences rather than information, by a culture that celebrates pushing through over slowing down, by a healthcare system built on the assumption that the mind and body are separate jurisdictions.

And so the body's signals get translated downward in the hierarchy of attention. The tight throat before a difficult conversation: anxiety, ignore it. The nausea that appears every Monday morning: stress, take an antacid. The heaviness in the chest that lifts on vacation and returns on the drive home: coincidence, probably. Year after year, the signals accumulate, and year after year, the mind provides explanations that allow life to continue without confrontation. Until, eventually, the body's volume increases to a point that can no longer be overridden: the autoimmune diagnosis, the cardiac event, the collapse of a coping mechanism that had been holding for decades. At that point, medicine steps in, names the symptom, and begins treatment. But the conversation the body was trying to have—sometimes for years, sometimes for a lifetime—often goes unrecognized even then.

I think this is one of the central paradoxes of modern health: we live in an era of extraordinary diagnostic capability and unprecedented access to information about the body, and yet we remain remarkably poor at listening to the body in the most basic sense. We can map the genome and image the brain in real time, but we routinely miss the signal that a clenched jaw is trying to send. The technology is exquisite. The attention is elsewhere.



What would it mean to take the body's knowledge seriously—not as a replacement for medicine, not as a rejection of evidence-based treatment, but as a source of information that deserves the same respect we grant to lab results and imaging studies? I'm not sure I know the full answer to that question yet, and I'm suspicious of anyone who claims to. But I think the beginning of an answer involves a shift in the hierarchy: not body over mind, but body with mind, integrated rather than ranked. It involves, at minimum, the recognition that when the body speaks—through pain, through tension, through fatigue, through the mysterious symptoms that don't fit neatly into diagnostic categories—it may be saying something true about a life that the mind has not yet been brave enough to examine.

Damasio showed that without the body's emotional signals, the mind makes terrible decisions. The Iowa Gambling Task showed that the body detects danger before consciousness can articulate it. The ACE study showed that the body stores childhood adversity and converts it, over decades, into disease. The chronic pain literature shows that suffering can exceed what any scan can explain. And van der Kolk showed that trauma lives in the body's defensive patterns long after the event has ended and the story has been told and retold.

All of these findings point in the same direction: the body is not a passive vehicle for the mind's intentions. It is an active participant in the project of being alive, and it has its own form of intelligence—slower than thought, less articulate, but in many cases more truthful. When we override that intelligence habitually, when we train ourselves and our children and our patients to disregard it, we do not eliminate the information. We just force it underground, where it continues to operate, shaping health, shaping decisions, shaping the quality of an entire life—silently, persistently, and with consequences that eventually become impossible to ignore.

The mind denies. The body remembers. And the gap between them, I'm coming to believe, is where a great deal of modern suffering lives.


The Wound Beneath the Diagnosis

There is a moment in almost every medical encounter that passes so quickly it barely registers. The doctor names the condition. The patient nods. A prescription is written, or a referral is made, or a follow-up is scheduled, and both parties leave the room feeling that something has been accomplished. A name has been given to the problem. And naming, in medicine as in most of life, carries the feeling of understanding — even when it explains almost nothing about where the problem came from.

I keep returning to this gap because it is, I think, one of the most consequential silences in modern healthcare. The diagnosis names the symptom. It locates the disturbance. It often guides an effective intervention, and I don't want to minimize that: the ability to identify a bacterial infection, a fracture, a tumor, a hormonal deficiency has saved and continues to save countless lives. But there is a vast category of suffering — chronic, recurring, treatment-resistant, migrating from one body system to another over decades — where the diagnosis tells you what is happening without ever touching why.

Consider what the Adverse Childhood Experiences study revealed, and how odd it is that its findings still feel like news to so many people, more than twenty-five years after it was published.



The ACE study began, as important discoveries sometimes do, with an embarrassment. In the mid-1990s, Vincent Felitti was running an obesity clinic at Kaiser Permanente in San Diego. The program was effective — patients were losing dramatic amounts of weight. And then many of them were dropping out. Not the ones who were failing, but the ones who were succeeding. Felitti started interviewing them, trying to understand what was happening, and what he found shifted the direction of his career. A striking number of these patients had histories of childhood sexual abuse. The weight, it turned out, was not simply a metabolic problem or a failure of discipline. For some of them, the body's size had become a form of protection, a barrier between themselves and a world that had once been dangerous. Losing that barrier felt, at some deep level, unsafe.

This clinical observation led Felitti to partner with Robert Anda at the Centers for Disease Control, and together they designed what became one of the largest studies ever conducted on the relationship between childhood adversity and adult health. They surveyed over 17,000 members of the Kaiser Permanente health plan — mostly white, mostly middle-class, mostly college-educated, all with health insurance. These were not marginalized populations. These were, by most measures, people who had "made it." The questionnaire asked about ten categories of childhood adversity: physical, emotional, and sexual abuse; physical and emotional neglect; and five types of household dysfunction, including domestic violence, parental substance abuse, mental illness, incarceration, and separation or divorce.

What Felitti and Anda found was, frankly, staggering in its implications. First, adverse childhood experiences were far more common than anyone had assumed. Nearly two-thirds of participants reported at least one category of ACE. More than one in five reported three or more. This alone should have been a wake-up call: in a solidly middle-class population with good healthcare access, the majority had experienced significant childhood adversity. And then the health data came in. The relationship between ACEs and adult disease followed a clear, graded pattern — a dose-response curve, as epidemiologists call it. The more categories of adverse experience a person reported, the higher their risk of ischemic heart disease, cancer, chronic lung disease, skeletal fractures, liver disease, depression, suicide attempts, alcoholism, and drug use. A person with four or more ACEs had roughly double the risk of heart disease and cancer compared to someone with none, and was more than twelve times as likely to have attempted suicide.

The numbers are hard to absorb, and I suspect that is partly why this study, despite being published in the American Journal of Preventive Medicine in 1998 and replicated many times since, has been slow to reshape everyday clinical practice. The implications are uncomfortable. They suggest that a significant portion of the chronic disease burden in adults may have roots not in genetics, not in adult lifestyle choices alone, but in what happened — or failed to happen — in the first years of life. They suggest that the body carries a record of early adversity that no standard blood test or imaging scan was designed to read.



Now, here is where I want to slow down, because it is tempting to leap from the ACE findings to sweeping claims, and I have seen too many writers do exactly that. The ACE study is powerful, but it is also a retrospective, cross-sectional study based on self-report. It shows correlation, not proven causation in any single case. Memory is imperfect. Categories are broad. And plenty of people with high ACE scores live long and healthy lives, just as some people with low scores develop devastating illness. The study does not predict individual fate. What it reveals is a pattern — a population-level signal that childhood suffering and adult disease are deeply intertwined in ways that medicine, for most of its history, has been structurally unprepared to address.

The question, then, is how. How does an experience that happened at age four or seven or twelve show up as heart disease at fifty-five, or autoimmune illness at forty, or chronic pain that no scan can fully explain? The answer involves biology, but it is not the simple biology of a broken bone or a blocked artery. It operates through the nervous system, the immune system, the endocrine system, and — we now know — the genome itself.

Bruce McEwen's concept of allostatic load, which I introduced earlier, describes the cumulative wear on the body from chronic stress activation. A child growing up in an environment of threat, unpredictability, or emotional deprivation does not simply feel stressed and then recover once the stress passes. If the stress never fully passes — if home is the source of danger rather than the refuge from it — the child's stress-response systems remain activated far longer than they were designed to be. Over months and years, this chronic activation alters cortisol rhythms, inflames tissues, disrupts sleep architecture, suppresses immune function in some directions while overactivating it in others, and reshapes the developing brain itself. By the time this child reaches adulthood, the biological consequences of that early environment are not memories in the ordinary sense. They are physiological settings — baseline levels of inflammation, cortisol reactivity, immune vigilance, cardiovascular tone — that the body has been calibrated to treat as normal.

And then there is the epigenetic evidence, which takes this further than most people expect. In 2009, a research team led by Patrick McGowan examined the brains of suicide victims at McGill University and found something remarkable. Among those who had histories of childhood abuse, the glucocorticoid receptor gene — a gene critically involved in regulating the stress response — showed altered patterns of methylation compared to those without abuse histories and to controls who had died of other causes. Methylation is one of the mechanisms by which genes are turned up or down without changing the DNA sequence itself. What this study suggested was that the experience of childhood abuse had left a molecular mark on the brain's stress-regulation machinery, a mark that persisted into adulthood and, plausibly, influenced how these individuals responded to stress for the rest of their lives. The environment had, in a sense, gotten into the gene.

I want to be careful here, because epigenetics is a field that has attracted both legitimate excitement and considerable hype. A single study of post-mortem brain tissue does not prove that all childhood adversity permanently rewires the genome, and the mechanisms are far more complex and context-dependent than popular accounts often suggest. But the McGowan study was not isolated. It fit into a growing body of research showing that early environmental conditions can shape gene expression in lasting ways, and it converged with one of the most striking natural experiments in modern biology.



During the last winter of World War II, a German blockade cut food supplies to the western Netherlands, and for roughly six months — from November 1944 to May 1945 — the Dutch population endured severe famine. Thousands died. But for researchers decades later, the Dutch Hunger Winter became an extraordinary, if tragic, window into developmental biology. Because the famine had a clear start and end, and because Dutch medical records were unusually thorough, it became possible to study the long-term health of people who had been exposed to famine at specific stages of prenatal development.

What emerged was striking. Prenatal exposure to famine — particularly during early gestation — was associated with higher rates of cardiovascular disease, metabolic syndrome, and obesity decades later. The conditions inside the womb, shaped by the mother's nutritional deprivation, appeared to have reprogrammed aspects of metabolic regulation in ways that persisted for a lifetime. People who had experienced famine only in the womb, who were born into adequate nutrition and lived their adult lives in a prosperous postwar Netherlands, still
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