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Praise for The Myth of Normal

“In The Myth of Normal, Gabor Mat€ takes us on an epic journey of
discovery about how our emotional well-being and our social connectivity (in
short, how we live) are intimately intertwined with health, disease, and
addictions. Chronic mental and physical illnesses may not be separate and
distinct diseases but intricate, multilayered processes that reflect
(mal)adaptations to the cultural context that we live in and the values we live
by. This riveting and beautifully written tale has profound implications for all
of our lives, including the practice of medicine and mental health.”

—Bessel A. van der Kolk, MD, president, Trauma Research Foundation, professor of

psychiatry, Boston University School of Medicine, and author of the #1 New York Times
bestseller The Body Keeps the Score: Brain, Mind, and Body in the Healing of Trauma

“Gabor and Daniel Maté have created a magnificent resource for us all in The
Myth of Normal, a powerful, in-depth, science-packed, inspiring story-filled
opus that helps us see how stress within our culture shapes our well-being in
all its facets. By carefully reviewing medical and mental health through a
wide lens of inquiry, they challenge simplistic views of disease and disorder
to offer instead a wider perspective on human flourishing that has direct
implications for how we live individually, at home, and as a larger human
family. A thorough and inspiring work of the heart, this book urges us to
question our assumptions and think deeply about who we are and how we can
live more fully and freely, harnessing the power of the mind to bring healing
and wholeness into our shared lives on Earth.”

—Daniel J. Siegel, MD, clinical professor, UCLA School of Medicine, executive director,
Mindsight Institute, and New York Times bestselling author of IntraConnected: MWe (Me +

We) as the Integration of Self, Identity, and Belonging

“Wise, sophisticated, rigorous, and creative: an intellectual and
compassionate investigation of who we are and who we may become.
Essential reading for anyone with a past and a future.”

—Tara Westover, New York Times bestselling author of Educated



“Gabor and Daniel Maté have delivered a book in which readers can seek
refuge and solace during moments of profound personal and social crisis. The
Myth of Normal is an essential compass during disorienting times.”

—Esther Perel, psychotherapist, author, and host of Where Should We Begin?

“Gabor Maté articulates bluntly, brilliantly, and passionately what all of us
instinctively know but none of us really want to face: The entire social
construct of the world we’re living in is deeply flawed, with toxicities on
every level. Yet though the book makes clear what’s so terribly wrong, it also
points to how we can make it right. Maté is a guide through the dangerous
forest of our minds and our society, not letting us ignore the darkness but
ultimately showing us the light. The Myth of Normal is exactly what we
need.”

—NMarianne Williamson, New York Times bestselling author of A Return to Love

“The Myth of Normal is an astonishing achievement, epic in scope and yet
profoundly down-to-earth and practical. I believe it will open the gates to a
new time when we come to understand that our emotions, culture, bodies,
and spirits are not separate, and wellness can only come about if we treat the
whole being. I will read this book again and again.”

—V (formerly Eve Ensler), author of The Vagina Monologues and The Apology

“The Myth of Normal may forever change the way you view your life
experiences and how they can shape your biology. But more important,
Gabor Maté points us to a path of desperately needed communal healing.”

—Elissa Epel, PhD, professor, University of California, San Francisco, and co-author of the
bestseller The Telomere Effect

“In this brilliant, compelling, and groundbreaking book, Gabor Maté unveils
the societal trance that has blinded us to the death grip of pervasive trauma in
our world. He shows that this is not our personal trauma. It is sourced in a
culture that undermines meeting our basic needs for connection, authenticity,
and meaning. Drawing on his decades of pioneering clinical work, fascinating



contemporary science, and contemplative wisdom, Mat€ offers us a way to
bring clear seeing and a greatness of heart to the crisis of our times.”

—Tara Brach, author of Radical Acceptance and Radical Compassion

“Gabor and Daniel Maté offer a powerful and surprising redemptive path out
of the toxic illusion of ‘normalcy.” This remarkable and revolutionary book
will profoundly impact the well-being of self, society, and our earth at a time
when wisdom and compassion are essential for our common survival.”

—Reverend Joan Jiko Halifax, abbot, Upaya Zen Center

“At a time when so many of us are struggling physically and psychically,
Gabor Maté’s The Myth of Normal is a godsend, providing wisdom and
realistic hope. Maté€ is a revolutionary thinker and gifted writer whose work
has always inspired me. The Myth of Normal is no exception. It’s no
exaggeration to say that this groundbreaking book can help us heal as
individuals, families, and a society.”

—David Sheff, author of the #1 New York Times bestseller Beautiful Boy

“As 1if Gabor Maté hasn’t done enough already by depathologizing addiction,
autoimmune diseases, and ADHD, now, in this magnum opus, he challenges
us to expand our minds even further. In The Myth of Normal, he asserts that
those problems, and the many other social ills that plague us, are not only
related to the traumas we’ve suffered but are also symptoms of the toxic
nature of our materialistic, isolating, patriarchal, and racist culture. What’s
remarkable about this beautifully written book is not just that he makes that
bold contention, but how well he backs it up with an amazing amount of
scientific research, compelling stories of his patients, and moving disclosures
from his own life. Our culture is indeed very sick and I don’t know of a better
diagnostician of and physician for it than Gabor Maté. This book contains a
prescription that, if we have the courage to follow it, will heal us all.”

—Richard Schwartz, PhD, creator of the Internal Family Systems model of psychotherapy

“The Myth of Normal is a book literally everyone will be enriched by—a
wise, profound, and healing work that is the culmination of Dr. Maté’s many



years of deep and painfully accumulated wisdom.”

—dJohann Hari, New York Times bestselling author of Stolen Focus

“This gripping book builds upon two key truths for our time—that everything
is connected, including psychic wounds and physical illnesses, and that these
are not anomalies but ordinary, even epidemic, in the society we’ve built. The
Myth of Normal is a powerful call for change in how we live with, love,
understand, treat, and think about one another, by someone ideally situated to
map the terrain and to give us some valuable tools with which to navigate it.”

—Rebecca Solnit, author of Men Explain Things to Me

“In this wide-ranging and beautifully written book, Gabor Maté and his co-
writer son Daniel offer an acute diagnosis of what ails our culture and a
blueprint for personal healing, while pointing the way to what is required to
create a more hospitable, human-friendly world for ourselves and our
children.”

—Dr. Shefali, New York Times bestselling author and clinical psychologist

“Gabor Maté’s latest book is a guide to self-awareness, social insight, and
healing that is deeply personal and utterly transparent. Written with fluid,
crystalline prose, profound wisdom, great humor, and hard-won humility, it
merits becoming this generation’s The Road Less Traveled. In my two-word
summation, The Myth of Normal is Fiercely Tender.”

—William M. Watson, SJ, DMin, president and founder, Sacred Story Institute

“The Myth of Normal is a detailed and wide-ranging look at what we all need
to know—but all too often fail to live up to—when it comes to human health,
sanity, maturation, and happiness. It’s also a clear-eyed examination of the
benefits, triumphs, limitations, and blind spots of our health and mental
health care system.”

—Resmaa Menakem, bestselling author of My Grandmother’s Hands, The Quaking of
America, and Monsters in Love



“The Myth of Normal is a tour de force journey into the dissonant experience
of being human in our aberrant and toxic modern culture. The journey is
both heartrending and exalted in its underlying purpose—to heal the rift from
our authentic selves and the collective trauma that stifles our natural
expression and joy. If you are ready to do the brave and life-shaking work of
examining the truth of your life and the culture that we are literally in the
death grips of —this is your read.”

—Rachel Carlton Abrams, MD, MHS, ABolM

“The Myth of Normal presents a unique perspective in viewing what we see
as ‘normal’ and opens up a way to wake up to what is real and authentic in our
lives. Gabor and Daniel Maté have written a compelling book that will
challenge your views and help lift the veil of illusion to what is truly
happening in your mind and in your body.”

—Sharon Salzberg, author of Lovingkindness and Real Happiness

“With rigorous research and painstaking detail, this book by esteemed
physician Gabor Mat€ is a tour de force manifesto of how trauma impacts not
just our individual bodies and psyches but our whole society. The Myth of
Normal plants seeds for revitalizing what we consider ‘normal’ and giving
ourselves permission to say no to what is making us unnecessarily sick.”

—Lissa Rankin, MD, New York Times bestselling author of Mind Over Medicine and Sacred
Medicine

“This, Gabor Maté’s magnum opus, is essential reading for us all. A genius
writer, he gives it to us straight: From the mindbody to the body politic, we
learn how loss of authenticity takes its toll psychologically, physically,
spiritually, and socially.”

—Julie Holland, MD, author of Good Chemistry: The Science of Connection, from Soul to
Psychedelics

“Every once in a rare while a book comes along creating a new vision of the
world, illuminating for us that which until now has been invisible, yet as vital
to our health and well-being as water is to fish, oxygen is for our bodies, and



love 1s for our souls. This work is such a tour de force, a humbling and
brilliantly written exposition of what deeper healing requires.”

—Jeffrey D. Rediger, MD, MDiv, assistant professor, Harvard Medical School, and author of
Cured: Strengthen Your Immune System and Heal Your Life

“Gabor Mate is brilliant and passionate, tender and fierce, writing with an
urgent honesty. His analysis is comprehensive and penetrating, combining
deep scholarship, hard-earned clinical wisdom, personal trauma, and practical
suggestions. This is a masterwork that reads like an intelligent thriller,
highlighting our challenges with dramatic clarity while showing the way to
their solutions. A must-have book for anyone interested in their own mind, in
how our world got so crazy, and in the better future we can forge together.”

—Rick Hanson, PhD, author of Resilient: How to Grow an Unshakable Core of Calm,
Strength, and Happiness
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To dearest Rae, my life partner, who saw me before I could see myself and
who loved all of me long before I could love myself at all. None of my work
would exist without her. And to the children we brought forth together—
Daniel, Aaron, and Hannah—who light up our world.



The best physician is also a philosopher.

—Aelius Galenus (Galen of Pergamon)

For if medicine is really to accomplish its great task, it must intervene in
political and social life. It must point out the hindrances that impede the
normal social functioning of vital processes, and effect their removal.

—Rudolf Virchow, nineteenth-century German physician

When you’re trying to survive, you turn malady into a coping strategy, and
loss into culture.

—Stephen Jenkinson



Author’s Note

There are no composite or fictional characters in this book. Each story told is
that of a real person whose words, from transcribed interviews, are
reproduced accurately with occasional editing for purposes of clarity. When
only a given name is used, it is a pseudonym to protect privacy, at the
interviewee’s request. In such cases, some biographical data may also be
slightly altered. Where both names are given, the identity is real.

Unless otherwise stated, all italics are mine.

A word about authorship. This book was co-written with my son Daniel.
Usually the word “with” in identifying authors is meant to denote a
ghostwriter, one who actually renders the main author’s ideas into written
form. That wasn’t the case here: on most chapters I was the primary author,
with Daniel following up with a particular eye to style, tone, clarity of
argument, and accessibility, and often contributing his own thoughts.
Occasionally, when I found myself stuck on what to say or how to say it, he
would take the writing reins for a while, crafting a particular section or
chapter based on material I had collated and penned. In all cases, we would
pass the chapters back and forth until we were both satisfied. The structure
and flow of the book was also very much an ongoing collaboration between
us, from the preparation of the book proposal through the final draft.

So while the book’s authorship is unequally distributed, in that it reflects
my work, research, analysis, and experience, it was very much co-written. 1
truly could not have accomplished the task without Daniel’s brilliant
partnership.

Gabor Maté
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Introduction

Why Normal Is a Myth (And Why That
Matters)

The fact that millions of people share the same vices does not make these vices virtues, the fact
that they share so many errors does not make the errors to be truths, and the fact that millions
of people share the same forms of mental pathology does not make these people sane.

—Erich Fromm, The Sane Society

In the most health-obsessed society ever, all is not well.

Health and wellness have become a modern fixation. Multibillion-dollar
industries bank on people’s ongoing investment—mental and emotional, not
to mention financial—in endless quests to eat better, look younger, live
longer, or feel livelier, or simply to suffer fewer symptoms. We encounter
would-be bombshells of “breaking health news” on magazine covers, in TV
news stories, omnipresent advertising, and the daily deluge of viral online
content, all pushing this or that mode of self-betterment. We do our best to
keep up: we take supplements, join yoga studios, serially switch diets, shell
out for genetic testing, strategize to prevent cancer or dementia, and seek
medical advice or alternative therapies for maladies of the body, psyche, and
soul.

And yet our collective health is deteriorating.

What is happening? How are we to understand that in our modern world,
at the pinnacle of medical ingenuity and sophistication, we are seeing more
and more chronic physical disease as well as afflictions such as mental illness
and addiction? Moreover, how is it that we’re not more alarmed, if we notice



at all? And how are we to find our way to preventing and healing the many
ailments that assail us, even putting aside acute catastrophes such as the
COVID-19 pandemic?

As a physician for over three decades, in work ranging from delivering
infants to running a palliative care ward, I was always struck by the links
between the individual and the social and emotional contexts in which our
lives unfold and health or illness ensue. This curiosity, or should I say
fascination, led me in time to look deeply into the cutting-edge science that
has elegantly delineated such links. My previous books have explored some
of these connections as they manifest in particular ailments such as attention
deficit hyperactivity disorder (ADHD), cancer and autoimmune disease of all
types, and addiction. I have also written about child development, the most
decisively formative period of our lives.[1

This book, The Myth of Normal, sets its sights on something far more
encompassing. I have come to believe that behind the entire epidemic of
chronic afflictions, mental and physical, that beset our current moment,
something is amiss in our culture itself, generating both the rash of ailments
we are suffering and, crucially, the ideological blind spots that keep us from
seeing our predicament clearly, the better to do something about it. These
blind spots—prevalent throughout the culture but endemic to a tragic extent
in my own profession—keep us ignorant of the connections that bind our
health to our social-emotional lives.

Another way of saying it: chronic illness—mental or physical—is to a
large extent a function or feature of the way things are and not a glitch; a
consequence of how we live, not a mysterious aberration.

The phrase “a toxic culture” in this book’s subtitle may suggest things like
environmental pollutants, so prevalent since the dawn of the industrial age
and so antagonistic to human health. From asbestos particles to carbon
dioxide run amok, there is indeed no shortage of real, physical toxins in our
midst. We could also understand “toxic” in its more contemporary, pop-
psychological sense, as in the spread of negativity, distrust, hostility, and
polarization that, no question, typify the present sociopolitical moment.



We can certainly fold these two meanings into our discussion, but I am
using “toxic culture” to characterize something even broader and more deeply
rooted: the entire context of social structures, belief systems, assumptions, and
values that surround us and necessarily pervade every aspect of our lives.

That social life bears upon health is not a new discovery, but the
recognition of it has never been more urgent. I see it as the most important
and consequential health concern of our time, driven by the effects of
burgeoning stress, inequality, and climate catastrophe, to name a few salient
factors. Our concept of well-being must move from the individual to the
global in every sense of that word. That is particularly so in this era of
globalized capitalism, which, in the words of the cultural historian Morris
Berman, has become the “total commercial environment that circumscribes
an entire mental world.”[2] Given the mind-body unity to be highlighted in
this book, I would add that it constitutes a total physiological environment as
well.

It is my contention that by its very nature our social and economic culture
generates chronic stressors that undermine well-being in the most serious of
ways, as they have done with increasing force over the past several decades.

Here’s an analogy I find helpful. In a laboratory, a culture is a biochemical
broth custom-made to promote the development of this or that organism.
Assuming the microbes in question start out with a clean bill of health and
genetic fitness, a suitable and well-maintained culture should allow for their
happy, healthy growth and proliferation. If the same organisms begin showing
pathologies at unprecedented rates, or fail to thrive, it’s either because the
culture has become contaminated or because it was the wrong mixture in the
first place. Whichever the case, we could rightly call this a foxic culture—
unsuitable for the creatures it is meant to support. Or worse: dangerous to
their existence. It is the same with human societies. As the broadcaster,
activist, and author Thom Hartmann asserts, “Culture can be healthy or toxic,
nurturing or murderous.”[3]

From a wellness perspective, our current culture, viewed as a laboratory
experiment, is an ever-more globalized demonstration of what can go awry.
Amid spectacular economic, technological, and medical resources, it induces



countless humans to suffer illness born of stress, ignorance, inequality,
environmental degradation, climate change, poverty, and social isolation. It
allows millions to die prematurely of diseases we know how to prevent or of
deprivations we have more than enough resources to eliminate.

In the United States, the richest country in history and the epicenter of the
globalized economic system, 60 percent of adults have a chronic disorder
such as high blood pressure or diabetes, and over 40 percent have two or
more such conditions.[4] Nearly 70 percent of Americans are on at least one
prescription drug; more than half take two.[5| In my own country, Canada, up
to half of all baby boomers are on track for hypertension within a few years if
current trends continue.l] Among women there is a disproportionate
elevation in diagnoses of potentially disabling autoimmune conditions like
multiple sclerosis (MS).[7] Among the young, non-smoking-related cancers
seem to be on the rise. Rates of obesity, along with the multiple health risks
it poses, are going up in many countries, including in Canada, Australia, and
notably the United States, where over 30 percent of the adult population meet
the criteria. Recently Mexico has surpassed its northern neighbor in that
unenviable category, with the result that thirty-eight Mexicans are diagnosed
with diabetes every hour. Thanks to globalization, Asia is catching up. “China
has entered the era of obesity,” Ji Chengye, a child health researcher in
Beijing, reported. “The speed of growth is shocking.”[8]

Throughout the Western world, mental health diagnoses are escalating
among the young, in adults, and among the elderly. In Canada, depression
and anxiety are the fastest-growing diagnoses; and in 2019 more than fifty
million Americans, over 20 percent of U.S. adults, suffered an episode of
mental illness.[2] In Europe, according to the authors of a recent international
survey, mental disorders have become “the largest health challenge of the
21st century.”[10] Millions of North American children and youths are being
medicated with stimulants, antidepressants, and even antipsychotic drugs
whose long-term effects on the developing brain are yet to be established—a
perilous social experiment in the chemical control of young people’s brains
and behavior. A chilling 2019 headline on the online news site ScienceAlert
speaks for itself: “Child Suicide Attempts Are Skyrocketing in the US, and



Nobody Knows Why.”[11] The picture is similarly stark in the U.K., where
the Guardian recently reported, “British universities are experiencing a surge
in student anxiety, mental breakdowns and depression.”[12] As globalization
envelops the world, conditions hitherto found in “developed” countries are
finding their way into new venues. ADHD among children, for example, has
become “an increasing public health concern” in China.[13]

The climate catastrophe already afflicting us has introduced an entirely
new health hazard, a magnified version—if that is possible—of the existential
threat that nuclear war has posed since Hiroshima. “Distress about climate
change 1s associated with young people perceiving that they have no future,
that humanity is doomed,” found the authors of a 2021 survey of the attitudes
of over ten thousand individuals in forty-two countries. Along with a sense of
betrayal and abandonment by governments and adults, such despondence and
hopelessness “are chronic stressors which will have significant, long-lasting
and incremental negative implications on the mental health of children and
young people.”[14]

Casting ourselves as the organisms in the laboratory analogy, these and
other metrics indicate unmistakably that ours is a toxic culture. Worse yet, we
have become accustomed—or perhaps better to say acculturated—to so much
of what plagues us. It has become, for lack of a better word, normal.

In medical practice, the word “normal” denotes, among other things, the
state of affairs we doctors aim for, setting the boundaries delineating health
from disease. “Normal levels” and “normal functioning” are our goal when
we apply treatments or remedies. We also gauge success or failure against
“statistical norms”; we reassure worried patients that this symptom or that
side effect is completely normal, as in “to be expected.” These are all specific
and legitimate uses of the word, enabling us to assess situations realistically
so that we can aim our efforts appropriately.

It is not in these senses that this book’s title refers to “normal,” but rather
in a more insidious one that, far from helping us progress toward a healthier
future, cuts such an endeavor off at the pass.

For better or worse, we humans have a genius for getting used to things,
especially when the changes are incremental. The newfangled verb “to



normalize” refers to the mechanism by which something previously aberrant
becomes normal enough that it passes beneath our radar. On a societal level,
then, “normal” often means “nothing to see here”: all systems are functioning
as they should, no further inquiry needed.

The truth as I see it is quite different.

The late David Foster Wallace, master wordsmith, author, and essayist,
once opened a commencement speech with a droll parable that well illustrates
the trouble with normality. The story concerns two fish crossing aquatic paths
with an elder of their species, who greets them jovially: ““Morning, boys.
How’s the water?” And the two young fish swim on for a bit, and then
eventually one of them looks over at the other and goes, “‘What the hell is
water?” The point Wallace wanted to leave his audience pondering was that
“the most obvious, ubiquitous, important realities are often the ones hardest
to see and talk about.” On its surface, he allowed, that might sound like “a
banal platitude” but “in the day-to-day trenches of adult existence, banal
platitudes can have a life-or-death importance.”

He could have been articulating this book’s thesis. Indeed, the lives, and
the deaths, of individual human beings—their quality and in many cases their
duration—are intimately bound up with the aspects of modern society that
are “hardest to see and talk about”; phenomena that are, like water to fish,
both too vast and too near to be appreciated. In other words, those features of
daily life that appear to us now as normal are the ones crying out the loudest
for our scrutiny. That is my central contention. My core intention,
accordingly, is to offer a new way of seeing and talking about these
phenomena, bringing them from the background to the foreground so we
might more swiftly find their much-needed remedies.

I will make the case that much of what passes for normal in our society is
neither healthy nor natural, and that to meet modern society’s criteria for
normality is, in many ways, to conform to requirements that are profoundly
abnormal in regard to our Nature-given needs—which is to say, unhealthy
and harmful on the physiological, mental, and even spiritual levels.

If we could begin to see much illness itself not as a cruel twist of fate or
some nefarious mystery but rather as an expected and therefore normal



consequence of abnormal, unnatural circumstances, it would have
revolutionary implications for how we approach everything health related.
The ailing bodies and minds among us would no longer be regarded as
expressions of individual pathology but as living alarms directing our
attention toward where our society has gone askew, and where our prevailing
certainties and assumptions around health are, in fact, fictions. Seen clearly,
they might also give us clues as to what it would take to reverse course and
build a healthier world.

Far more than a lack of technological acumen, sufficient funds, or new
discoveries, our culture’s skewed idea of normality is the single biggest
impediment to fostering a healthier world, even keeping us from acting on
what we already know. Its occluding effects are particularly dominant in the
field where clear sight is most called for: medicine.

The current medical paradigm, owing to an ostensibly scientific bent that
in some ways bears more resemblance to an ideology than to empirical
knowledge, commits a double fault. It reduces complex events to their
biology, and it separates mind from body, concerning itself almost exclusively
with one or the other without appreciating their essential unity. This
shortcoming does not invalidate medicine’s indisputably miraculous
achievements, nor sully the good intentions of so many people practicing it,
but it does severely constrain the good that medical science could be doing.

One of the most persistent and calamitous failures handicapping our
health systems is an ignorance—in the sense either of not knowing or of
actual, active ignoring—of what science has already established. Case in
point: the ample and growing evidence that living people cannot be dissected
into separate organs and systems, not even into “minds” and “bodies.”
Overall, the medical world has been unwilling or unable to metabolize this
evidence and to adjust its ways accordingly. The new science—much of
which isn’t all that conceptually new—has yet to have significant impact on
medical school training, leaving well-meaning health providers to toil in the
dark. Many end up having to connect the dots for themselves.

For me, the process of putting the pieces together began several decades
ago when, on a hunch, I went beyond the standard repertoire of dry doctorly



questions about symptom presentation and medical history to ask my patients
about the larger context for their illnesses: their lives. I am grateful for what
these men and women taught me through how they lived and died, suffered
and recovered, and through the stories they shared with me. The core of it,
which accords entirely with what the science shows, is this: health and illness
are not random states in a particular body or body part. They are, in fact, an
expression of an entire life lived, one that cannot, in turn, be understood in
isolation: it is influenced by—or better yet, it arises from—a web of
circumstances, relationships, events, and experiences.

Of course, we have cause to celebrate the past two centuries’ astonishing
medical advances and the tireless fortitude and intellectual brilliance of those
whose work has led to giant strides in many different fields of human health.
To take just one example, the incidence of polio—an awful illness that killed
or maimed countless children only two or three generations back—has
dropped by more than 99 percent since 1988, according to the U.S. Centers
for Disease Control and Prevention; most kids today probably have never
heard of the disease.l15] Even the more recent epidemic of HIV has been
downgraded in a relatively short period of time from a death sentence to a
manageable chronic condition—at least for those with access to the right
kinds of treatment. And as destructive as the COVID-19 pandemic has been,
the rapid development of vaccines may be counted among the triumphs of
modern science and medicine.

The problem with good news stories like these—and they are very good
news—is that they stoke the reassuring conviction that we are, overall,
making advances toward a healthier standard of life, lulling us into a false
passivity. The actual picture is quite different. Far from being on the verge of
curbing the contemporary health challenges facing us, we are barely keeping
pace with most of them. Often the best we can do is mitigate symptoms,
whether surgically or pharmacologically, or both. As welcome as medical
breakthroughs are, and as fruitful as research can be, the crux of the problem
is not a dearth of facts, not a lack of technology or techniques, but an
impoverished, out-of-date perspective that cannot account for what we are
seeing. My aim here is to offer a fresh one that I believe brings with it



enormous possibilities for a healthier paradigm: a new vision of normal that
nurtures the best in who we are.

This book’s arc follows the concentric circles of cause, connection, and
consequence that influence how healthy or unhealthy we are. Beginning from
the inside at the level of human biology, and then examining the close
relationships within which our bodies, brains, and personalities develop, we
will make our way outward to the most macro dimensions of our collective
existence, namely the socioeconomic and the political. Along the path I will
show how our physical and mental health is intricately interwoven with how
we feel, what we perceive or believe about ourselves and the world, and the
ways that life does or does not satisfy our nonnegotiable human needs.
Because trauma is a foundational layer of experience in modern life, but one
largely ignored or misapprehended, I will begin with a working definition to
set up everything that follows.

At each stage, my task is to lift the veil of common knowledge and
received wisdom, considering what science and watchful observation tell us,
with the aim of unfastening the myths that keep the status quo locked in
place. As in my previous books, the science and its health implications will
be brought home via real-life stories and case studies of people who have
generously shared something of their journeys through illness and health with
me. These range from the mildly surprising to the truly incredible, the
heartbreaking to the inspiring.

Yes, inspiring. For there is a heartening corollary to all the difficult news.
When we can look soberly at what we as a culture have normalized about
health and illness, and realize that it is not, in fact, the way things are meant
or fated to be, there arises the possibility of returning to what Nature has
always intended for us. Hence the “healing” in our subtitle: once we resolve to
see clearly how things are, the process of healing—a word that, at its root,
means “returning to wholeness”—can begin. That statement contains no
promise of miracle cures but simply the recognition that each of us contains
as-yet-unimagined possibilities for wellness, possibilities that reveal
themselves only when we face and debunk the misleading mythsl*! about



normality to which we have become passively accustomed. If that is true for
us as individuals, it must also be true for us as a species.

Healing is not guaranteed, but it is available. It is no exaggeration to say at
this point in Earth’s history that it is also required. Everything I have seen and
learned over the years gives me confidence that we have it in us.



Part I

Our Interconnected Nature

Because we think in a fragmentary way, we see fragments. And this way of seeing leads us to
make actual fragments of the world.

—Susan Griffin, A Chorus of Stones






A painting by my wife, Rae, based on a 1944 photograph (seen in the upper left
corner) of me at three months, held by my mother, Judith. The yellow star she wears
is the badge of shame mandated for Hungarian Jews, as in other Nazi-occupied
territories. Rae well captures the haunted look and fear in my infant eyes. Acrylic on
canvas, 40 x 30 inches, 1997.



Chapter 1

The Last Place You Want to Be: Facets of
Trauma

It is hard to imagine the scope of an individual life without envisioning some kind of trauma,
and it is hard for most people to know what to do about it.

—Mark Epstein, The Trauma of Everyday Lifel”]

Picture this: At the tender age of seventy-one, six years before this writing,
your author arrives back in Vancouver from a speaking jaunt to Philadelphia.
The talk was successful, the audience enthusiastic, my message about
addiction and trauma’s impact on people’s lives warmly received. I have
traveled in unexpected comfort, having been upgraded to the business-class
cabin, thanks to a courtesy from Air Canada. Descending over Vancouver’s
pristine sea-to-sky panorama, I am a regular Little Jack Horner in my corner
of the plane, suffused with a “What a good boy am I” glow. As we touch
down and begin to taxi to the gate, the text from my wife, Rae, lights up the
tiny screen: “Sorry. I haven’t left home yet. Do you still want me to come?” 1
stiffen, satisfaction displaced by rage. “Never mind,” I dictate tersely into the
phone. Embittered, I disembark, clear customs, and take a taxi home, all of a
twenty-minute ride door-to-door. (I trust the reader is already gripping the
pages in empathetic outrage at the indignity suffered by your author.) Seeing
Rae, I growl a hello that is more accusation than greeting, and scarcely look
at her. In fact, I barely make eye contact for the next twenty-four hours.
When addressed, I utter little more than brief, monotone grunts. My gaze is



averted, the upper part of my face tense and rigid, and my jaw in a perma-
clench.

What is happening with me? Is this the response of a mature adult in his
eighth decade? Only superficially. At times like this, there is very little
grown-up Gabor in the mix. Most of me is in the grips of the distant past,
near the beginnings of my life. This kind of physio-emotional time warp,
preventing me from inhabiting the present moment, is one of the imprints of
trauma, an underlying theme for many people in this culture. In fact, it is so
deeply “underlying” that many of us don’t know it’s there.

The meaning of the word “trauma,” in its Greek origin, is “wound.”
Whether we realize it or not, it is our woundedness, or how we cope with it,
that dictates much of our behavior, shapes our social habits, and informs our
ways of thinking about the world. It can even determine whether or not we
are capable of rational thought at all in matters of the greatest importance to
our lives. For many of us, it rears its head in our closest partnerships, causing
all kinds of relational mischief.

It was in 1889 that the pioneering French psychologist Pierre Janet first
depicted traumatic memory as being held in “automatic actions and reactions,
sensations and attitudes . . . replayed and reenacted in visceral sensations.”[1]
In the present century, the leading trauma psychologist and healer Peter
Levine has written that certain shocks to the organism “can alter a person’s
biological, psychological, and social equilibrium to such a degree that the
memory of one particular event comes to taint, and dominate, all other
experiences, spoiling an appreciation of the present moment.”[2] Levine calls
this “the tyranny of the past.”

In my case, the template for my hostility to Rae’s message is to be found
in the diary my mother kept, in a nearly illegible scrawl and only
intermittently, during my first years in wartime and post-World War 11
Budapest. The following, translated by me from the Hungarian, is her entry
on April 8, 1945, when I was fourteen months old:

My dear little man, only after many long months do I take in hand
again the pen, so that I may briefly sketch for you the unspeakable



horrors of those times, the details of which I do not wish you to
know . . . It was on December 12 that the Crossed-Arrows!*! forced
us into the fenced-in Budapest ghetto, from which, with extreme
difficulty, we found refuge in a Swiss-protected house. From there,
after two days, I sent you by a complete stranger to your Aunt Viola’s
because I saw that your little organism could not possibly endure the
living conditions in that building. Now began the most dreadful five
or six weeks of my life, when I couldn’t see you.

I survived, thanks to the kindness and courage of the unknown Christian
woman to whom my mother entrusted me in the street and who conveyed me
to relatives living in hiding under relatively safer circumstances. Reunited
with my mother after the Soviet army had put the Germans to flight, I did not
so much as look at her for several days.

The great twentieth-century British psychiatrist and psychologist John
Bowlby was familiar with such behavior: he called it detachment. At his
clinic he observed ten small children who had to endure prolonged separation
from their parents due to uncontrollable circumstances. “On meeting mother
for the first time after days or weeks away every one of the children showed
some degree of detachment,” Bowlby observed. “Two seemed not to
recognize mother. The other eight turned away or even walked away from
her. Most of them either cried or came close to tears; a number alternated
between a tearful and expressionless face.”[3] It may seem counterintuitive,
but this reflexive rejection of the loving mother is an adaptation: “I was so
hurt when you abandoned me,” says the young child’s mind, “that I will not
reconnect with you. I don’t dare open myself to that pain again.” In many
children—and I was certainly one—early reactions like these become
embedded in the nervous system, mind, and body, playing havoc with future
relationships. They show up throughout the lifetime in response to any
incident even vaguely resembling the original imprint—often without any
recall of the inciting circumstances. My petulant and defensive reaction to
Rae signaled that old, deep-brain emotional circuits, programmed in infancy,
had taken over while the rational, calming, self-regulating parts of my brain
went offline.



“All trauma is preverbal,” the psychiatrist Bessel van der Kolk has written.
[4] His statement is true in two senses. First, the psychic wounds we sustain
are often inflicted upon us before our brain is capable of formulating any kind
of a verbal narrative, as in my case. Second, even after we become language-
endowed, some wounds are imprinted on regions of our nervous systems
having nothing to do with language or concepts; this includes brain areas, of
course, but the rest of the body, too. They are stored in parts of us that words
and thoughts cannot directly access—we might even call this level of
traumatic encoding “subverbal.” As Peter Levine explains, “Conscious,
explicit memory is only the proverbial tip of a very deep and mighty iceberg.
It barely hints at the submerged strata of primal implicit experience that moves
us in ways the conscious mind can only begin to imagine.”[3]

To her credit, my wife will not allow me to get away with pinning the
entire blame for my arrivals-gate hissy fit on Nazis and fascists and infant
trauma. Yes, the backstory merits compassion and understanding—and she
has given me an abundance of both—but there comes a point when “Hitler
made me do it” won’t fly. Responsibility can and must be taken. After twenty-
four hours of the silent treatment, Rae had had enough. “Oh, knock it off
already,” she said. And so I did—a measure of progress and relative
maturation on my part. In times past, it would have taken me days or longer
to “knock it off”: to drop my resentment, and for my core to unfreeze, my
face to relax, my voice to soften, and my head to turn willingly and with love
toward my life partner.

“My problem is that I am married to someone who understands me,” I
have often grumbled, only partly in jest. Really, of course, my great blessing
is to be married to someone with healthy boundaries, who sees me as I am
now and who will no longer bear the brunt of my prolonged and unplanned
visits to the distant past.

What Trauma Is and What It Does

Trauma’s imprint is more endemic than we realize. That may seem a puzzling
statement, as “trauma” has become something of a catchword in our society.
To boot, the word has taken on a number of colloquial valences that confuse



and dilute its meaning. A clear and comprehensive reckoning is warranted,
especially in the field of health—and, since everything is connected, in
virtually all other societal domains as well.

The usual conception of trauma conjures up notions of catastrophic
events: hurricanes, abuse, egregious neglect, and war. This has the unintended
and misleading effect of relegating trauma to the realm of the abnormal, the
unusual, the exceptional. If there exists a class of people we «call
“traumatized,” that must mean that most of us are not. Here we miss the
mark by a wide margin. Trauma pervades our culture, from personal
functioning through social relationships, parenting, education, popular
culture, economics, and politics. In fact, someone without the marks of
trauma would be an outlier in our society. We are closer to the truth when we
ask: Where do we each fit on the broad and surprisingly inclusive trauma
spectrum? Which of its many marks has each of us carried all (or most) of
our lives, and what have the impacts been? And what possibilities would open
up were we to become more familiar, even intimate, with them?

A more basic question comes first: What is trauma? As I use the word,
“trauma” is an inner injury, a lasting rupture or split within the self due to
difficult or hurtful events. By this definition, trauma is primarily what happens
within someone as a result of the difficult or hurtful events that befall them; it
is not the events themselves. “Trauma is not what happens fo you but what
happens inside you” is how I formulate it. Think of a car accident where
someone sustains a concussion: the accident is what happened; the injury is
what lasts. Likewise, trauma is a psychic injury, lodged in our nervous
system, mind, and body, lasting long past the originating incident(s),
triggerable at any moment. It is a constellation of hardships, composed of the
wound itself and the residual burdens that our woundedness imposes on our
bodies and souls: the unresolved emotions they visit upon us; the coping
dynamics they dictate; the tragic or melodramatic or neurotic scripts we
unwittingly but inexorably live out; and, not least, the toll these take on our
bodies.

When a wound doesn’t mend on its own, one of two things will happen: it
can either remain raw or, more commonly, be replaced by a thick layer of



scar tissue. As an open sore, it is an ongoing source of pain and a place where
we can be hurt over and over again by even the slightest stimulus. It compels
us to be ever vigilant—always nursing our wounds, as it were—and leaves us
limited in our capacity to move flexibly and act confidently lest we be harmed
again. The scar is preferable, providing protection and holding tissues
together, but it has its drawbacks: it is tight, hard, inflexible, unable to grow, a
zone of numbness. The original healthy, alive flesh is not regenerated.

Raw wound or scar, unresolved trauma is a constriction of the self, both
physical and psychological. It constrains our inborn capacities and generates
an enduring distortion of our view of the world and of other people. Trauma,
until we work it through, keeps us stuck in the past, robbing us of the present
moment’s riches, limiting who we can be. By impelling us to suppress hurt
and unwanted parts of the psyche, it fragments the self. Until seen and
acknowledged, it is also a barrier to growth. In many cases, as in mine, it
blights a person’s sense of worth, poisons relationships, and undermines
appreciation for life itself. Early in childhood it may even interfere with
healthy brain development. And, as we will witness, trauma is an antecedent
and a contributor to illness of all kinds throughout the lifespan.

Taken together, these impacts constitute a major and foundational
impediment to flourishing for many, many people. To quote Peter Levine
once more, “Trauma is perhaps the most avoided, ignored, belittled, denied,
misunderstood, and untreated cause of human suffering.”[6]

Two Types of Trauma

Before we go on, let’s distinguish two forms of trauma. The first—the sense
in which clinicians and teachers like Levine and van der Kolk usually employ
the word—involves automatic responses and mind-body adaptations to
specific, identifiable hurtful and overwhelming events, whether in childhood
or later. As my medical work taught me and as research has amply shown,
painful things happen to many children, from outright abuse or severe neglect
in the family of origin to the poverty or racism or oppression that are daily
features of many societies. The consequences can be terrible. Far more
common than usually acknowledged, such traumas give rise to multiple



symptoms and syndromes and to conditions diagnosed as pathology, physical
or mental—a linkage that remains almost invisible to the eyes of mainstream
medicine and psychiatry, except in specific “diseases” like post-traumatic
stress disorder. This kind of injury has been called by some “capital-T
trauma.” It underlies much of what gets labeled as mental illness. It also
creates a predisposition to physical illness by driving inflammation, elevating
physiological stress, and impairing the healthy functioning of genes, among
many other mechanisms. To sum up, then, capital-7" trauma occurs when
things happen to vulnerable people that should nor have happened, as, for
example, a child being abused, or violence in the family, or a rancorous
divorce, or the loss of a parent. All these are among the criteria for childhood
affliction in the well-known adverse childhood experiences (ACE) studies.
Once again, the traumatic events themselves are not identical to the trauma—
the injury to self—that occurs in their immediate wake within the person.

There is another form of trauma—and this 1s the kind I am calling nearly
universal in our culture—that has sometimes been termed “small-7 trauma.” 1
have often witnessed what long-lasting marks seemingly ordinary events—
what a seminal researcher poignantly called the “less memorable but hurtful
and far more prevalent misfortunes of childhood”—can leave on the psyches
of children./7] These might include bullying by peers, the casual but repeated
harsh comments of a well-meaning parent, or even just a lack of sufficient
emotional connection with the nurturing adults.

Children, especially highly sensitive children, can be wounded in multiple
ways: by bad things happening, yes, but also by good things not happening,
such as their emotional needs for attunement not being met, or the experience
of not being seen and accepted, even by loving parents. Trauma of this kind
does not require overt distress or misfortune of the sort mentioned above and
can also lead to the pain of disconnection from the self, occurring as a result
of core needs not being satisfied. Such non-events are what the British
pediatrician D. W. Winnicott referred to as “nothing happening when
something might profitably have happened”—a subject we will return to
when we consider human development. “The traumas of everyday life can



easily make us feel like a motherless child,” writes the psychiatrist Mark
Epstein.[8]

If, despite decades of evidence, “big-T trauma” has barely registered on
the medical radar screen, small-f trauma does not even cause a blip.

Even as we make this distinction between big-7T and small-f traumas, given
the continuum and broad spectrum of human experience, let’s keep in mind
that in real life the lines are fluid, are not easily drawn, and should not be
rigidly maintained. What the two types share is succinctly summarized by
Bessel van der Kolk: “Trauma is when we are not seen and known.”

Although there are dramatic differences in the way the two forms of
trauma can affect people’s lives and functioning—the big-T variety, in
general, being far more distressing and disabling—there is also much overlap.
They both represent a fracturing of the self and of one’s relationship to the
world. That fracturing is the essence of trauma. As Peter Levine writes,
trauma “is about a loss of connection—to ourselves, our families, and the
world around us. This loss is hard to recognize, because it happens slowly,
over time. We adapt to these subtle changes; sometimes without noticing
them.”?] As the lost connection gets internalized, it forges our view of
reality: we come to believe in the world we see through its cracked lens. It is
sobering to realize that who we take ourselves to be and the ways we
habitually act, including many of our seeming “strengths”—the least and the
most functional aspects of our “normal” selves—are often, in part, the wages
of traumatic loss. It may also be disconcerting for many of us to consider
that, as happy and well adjusted as we think ourselves to be, we may fall
somewhere on the trauma spectrum, even if far from the capital-7 pole.
Ultimately, comparisons fail. It doesn’t matter whether we can point to other
people who seem more traumatized than we are, for there is no comparing
suffering. Nor is it appropriate to use our own trauma as a way of placing
ourselves above others—“You haven’t suffered like I have”—or as a cudgel to
beat back others’ legitimate grievances when we behave destructively. We
each carry our wounds in our own way; there is neither sense nor value in
gauging them against those of others.



What Trauma Is Not

Most of us have heard someone, perhaps ourselves, say something like “Oh
my God, that movie last night was so disturbing, I left the theater
traumatized.” Or we’ve read a (typically dismissive) news story about
university students agitating for “content warnings” lest they be
“retraumatized” by what they hear. In all these cases, the usage is
understandable but misplaced; what people are actually referring to in these
cases 1is stress, physical and/or emotional. As Peter Levine aptly points out,
“Certainly, all traumatic events are stressful, but not all stressful events are
traumatic.”[10]

An event is traumatizing, or retraumatizing, only if it renders one
diminished, which is to say psychically (or physically) more limited than
before in a way that persists. Much in life, including in art and/or social
intercourse or politics, may be upsetting, distressing, even very painful
without being newly traumatic. That is not to say that old traumatic reactions,
having nothing to do with whatever’s going on, cannot be triggered by
present-day stresses—see, for example, a certain author arriving home from a
speaking gig. That is not the same as being retraumatized, unless over time it
leaves us even more constricted than before.

Here’s a fairly reliable process-of-elimination checklist. It is not trauma if
the following remain true over the long term:

« It does not limit you, constrict you, diminish your capacity to feel or
think or to trust or assert yourself, to experience suffering without
succumbing to despair or to witness it with compassion.

« It does not keep you from holding your pain and sorrow and fear
without being overwhelmed and without having to escape habitually
into work or compulsive self-soothing or self-stimulating by whatever
means.

« You are not left compelled either to aggrandize yourself or to efface
yourself for the sake of gaining acceptance or to justify your existence.



« It does not impair your capacity to experience gratitude for the beauty
and wonder of life.
If, on the other hand, you do recognize these chronic constraints in
yourself, they might well represent trauma’s shadow on your psyche, the
presence of an unhealed emotional wound, no matter the size of the .

Trauma Separates Us from Our Bodies

“Once somebody has invaded you and entered you, your body is no longer
yours,” the writer V, formerly known as Eve Ensler, told me, recalling her
sexual abuse by her father as a young girl.l”] “It’s a landscape of dread and
betrayal and sorrow and cruelty. The last place you want to be is in your
body. And so, you begin to live in your head, you begin to live up here
without any ability to protect your body, to know your body. Look, I had a
tumor the size of an avocado inside me, and I didn’t know it—that’s how
separated I was from myself.” Although the details of my past diverge wildly
from V’s, I know whereof she speaks. For many years the most difficult
question that could be put to me was “What are you feeling?” My customary
response was an irritated “How should I know?” I faced no such problem on
being asked what my thoughts were: on those I am a tenured expert. Not
knowing how or what one feels, on the other hand, is a sure sign of
disconnect from the body.

What causes such a disconnect? In my case, the answer requires no
speculation. As an infant in wartime Hungary, I endured chronic hunger and
dysentery, states of acute discomfort threatening and distressing to adults, let
alone to a one-year-old. I also absorbed the terrors and unrelenting emotional
distress of my mother. In the absence of relief, a young person’s natural
response—their only response, really—is to repress and disconnect from the
feeling-states associated with suffering. One no longer knows one’s body.
Oddly, this self-estrangement can show up later in life in the form of an
apparent strength, such as my ability to perform at a high level when hungry
or stressed or fatigued, pushing on without awareness of my need for pause,
nutrition, or rest. Alternatively, some people’s disconnection from their



bodies manifests as not knowing when to stop eating or drinking—the
“enough” signal doesn’t get through.

In whatever form, disconnection is prominent in the life experience of
traumatized people and is an essential aspect of the trauma constellation. As
was the case for V, it begins as a natural coping mechanism on the organism’s
part, and a mandatory one. She could not have survived her childhood horrors
had she stayed present in and aware of her moment-by-moment experience of
physical and emotional torment, fully taking in what was happening. And so
these coping mechanisms ride in on the wings of grace, as it were, to save our
lives in the short term. Over time, though, if untended to, they become
stamped on the psyche and soma, indelibly so, as conditioned responses
harden into fixed mechanisms that no longer suit the situation. The result is
chronic suffering and frequently, as we will proceed to explore, even disease.

“What was so remarkable about my encounter with cancer,” V told me,
“was that the whole journey from waking up after a nine-hour surgery and
losing several organs and seventy nodes—I woke up with bags and tubes and
everything coming out of me, but for the first time in my life, I was a
body . . . It was painful, but it was also exhilarating. It was like, T'm a body.
Oh my God, I'm here. I'm inside this body.” Her account of a sudden at-
home-ness in her physical self is emblematic of how healing works: when
trauma’s shackles begin to loosen, we gladly reunite with the severed parts of
ourselves.

Trauma Splits Us Off from Gut Feelings

For the average person in V’s early predicament, Nature’s best
recommendations would be to escape or to fight back against the misuse of
her body and the assault on her soul. But therein lies the rub: neither option is
available to a small child, for to attempt either would be to put herself in
further jeopardy. Therefore, Nature defaults to plan C: both impulses are
suppressed by tuning out the emotions that would propel such responses. This
suppression would seem to be akin to the freeze response that creatures often
display when fight and flight are both impossible. The crucial difference is
this: once the hawk is gone, the possum is free to go about his business, his



survival strategy having succeeded. A traumatized nervous system, on the
other hand, never gets to unfreeze.

“We have feelings because they tell us what supports our survival and what
detracts from our survival,” the late neuroscientist Jaak Panksepp once said.
Emotions, he stressed, emerge not from the thinking brain but from ancient
brain structures associated with survival. They are drivers and guarantors of
life and development. Intense rage activates the fight response; intense fear
mobilizes flight. Therefore, if the circumstances dictate that these natural,
healthy impulses (to defend or run away) must be quelled, their gut-level cues
—the feelings themselves—will have to be suppressed as well. No alarm, no
mobilization. If this seems self-defeating, it is so only in a limited sense: on
an existential level, it is the “least worst” option, being the only available one
that reduces risk of further harm.

The result is a tamping down of one’s feeling-world and often, for extra
protection, the hardening of one’s psychic shell. A vivid example is given by
the writer Tara Westover in her bestselling memoir, Educated. Here she
recalls the impact of abuse at the hands of a sibling, willfully ignored by her
parents:

I saw myself as unbreakable, tender as stone. At first I merely
believed this, until one day it became the truth. Then I was able to tell
myself, without lying, that it didn’t affect me, that se didn’t affect me,
because nothing affected me. I didn’t understand how morbidly right I
was. How I had hollowed myself out. For all my obsessing over the
consequences of that night, I had misunderstood the vital truth: that
its not affecting me, that was its effect.[11] [Italics in original.]

Trauma Limits Response Flexibility

A flashback to our chapter’s tragic opening scene, only this time set in a
parallel universe where my trauma imprints don’t rule the day: The plane
lands and Rae’s text pops up on my screen. “Hmm, that’s not what I
expected,” I say to myself. “But I get it: she’s probably immersed in her



painting. Nothing new there, nor anything personal. Actually, I can
empathize: How many times have I gotten so absorbed in work that the clock
got away from me? Okay, taxi it is.” I might well notice some disappointed
feelings, in which case I allow myself to feel them until they pass; in effect, 1
choose vulnerability over victimhood. Arriving home, there is no upset, no
emotional detaching, no sulking—maybe some gentle teasing, but all within
the bounds of loving humor and with affinity intact.

I would have thus exhibited what is called response flexibility: the ability to
choose how we address life’s inevitable ups and downs, its disappointments,
triumphs, and challenges. “Human freedom involves our capacity to pause
between stimulus and response and, in that pause, to choose the one response
toward which we wish to throw our weight,” wrote the psychologist Rollo
May.[12] Trauma robs us of that freedom.

Response flexibility is a function of the midfrontal portion of our cerebral
cortex. No infant is born with any such capacity: babies’ behavior is governed
by instinct and reflex, not conscious selection. The freedom to choose
develops as the brain develops. The more severe and the earlier the trauma,
the less opportunity response flexibility has to become encoded in the
appropriate brain circuits, and the faster it becomes disabled. One becomes
stuck in predictable, automatic defensive reactions, especially to stressful
stimuli. Emotionally and cognitively, our range of movement becomes well-
nigh sclerotic—and the greater the trauma, the more stringent the constraints.
The past hijacks and co-opts the present, again and again.

Trauma Fosters a Shame-Based View of the Self

One of the saddest letters I have ever received was from a Seattle man who
had read my book on addiction, In the Realm of Hungry Ghosts, in which I
show that addiction is an outcome—not the only one possible, but a prevalent
one—of childhood trauma. Nine years sober, he was still struggling, had not
worked for a decade, and was being treated for obsessive-compulsive disorder
(OCD). Although he found the book fascinating, he wrote, “I resist the
opportunity to blame my mother. 'm a piece of shit because of me.” I could
only sigh: self-assaulting shame so easily moonlights as personal



responsibility. Moreover, he had missed the point: there is nothing in my
book that blamed parents or advocated doing so—in fact, I explain over
several pages why parent-blaming is inappropriate, inaccurate, and
unscientific. This man’s impulse to protect his mother was not a defense
against anything I had said or implied but against his own unacknowledged
anger. Stored away in deep-freeze and finding no healthy outlet, the emotion
had turned against him in the form of self-hatred.

“Contained in the experience of shame,” writes the psychologist Gershen
Kaufman, “is a piercing awareness of ourselves as fundamentally deficient in
some vital way as a human being.”[13] People bearing trauma’s scars almost
uniformly develop a shame-based view of themselves at the core, a negative
self-perception most of them are all too conscious of. Among the most
poisonous consequences of shame is the loss of compassion for oneself. The
more severe the trauma, the more total that loss.

The negative view of self may not always penetrate conscious awareness
and may even masquerade as its opposite: high self-regard. Some people
encase themselves in an armored coat of grandiosity and denial of any
shortcomings so as not to feel that enervating shame. That self-puffery is as
sure a manifestation of self-loathing as is abject self-deprecation, albeit a
much more normalized one. It is a marker of our culture’s insanity that
certain individuals who flee from shame into a shameless narcissism may
even achieve great social, economic, and political status and success. Our
culture grinds many of the most traumatized into the mud but may also—
depending on class background, economic resources, race, and other
variables—raise a few to the highest positions of power.

The most common form shame assumes in this culture is the belief that “I
am not enough.” The writer Elizabeth Wurtzel, who died of breast cancer at
age fifty-two in 2020, suffered depression from an early age. Her childhood
was traumatic, beginning with a secret deliberately kept from her about who
her actual father was. “I was intensely downcast,” she chronicled in an
autobiographical piece for New York magazine, “with a chronic depression
that began when I was about 10, but instead of killing my will, it motivated
me: [ thought if I could be good enough at whatever task, great or small, that



was before me, I might have a few minutes of happiness.”[14] That conviction
of one’s inadequacy has fueled a great many glittering careers and instigated
many instances of illness, often both in the same individual.

Trauma Distorts Our View of the World

“Everything has mind in the lead, has mind in the forefront, is made by the
mind.” Thus opens the Dhammapada, the Buddha’s timeless collection of
sayings.[15] Put another way, the world we believe in becomes the world we
live in. If I see the world as a hostile place where only winners thrive, I may
well become aggressive, selfish, and grandiose to survive in such a milieu.
Later in life I will gravitate to competitive environments and endeavors that
can only confirm that view and reinforce its validity. Our beliefs are not only
self-fulfilling; they are world-building.

Here’s what the Buddha left out, if I may be so bold: before the mind can
create the world, the world creates our minds. Trauma, especially severe
trauma, imposes a worldview tinged with pain, fear, and suspicion: a lens that
both distorts and determines our view of how things are. Or it may, through
the sheer force of denial, engender a naively rosy perspective that blinds us to
real and present dangers—a veneer concealing fears we dare not
acknowledge. One may also come to dismiss painful realities by habitually
lying to oneself and others.

Trauma Alienates Us from the Present

I once shared a meal in an Oslo restaurant with the German psychologist
Franz Ruppert. The noise was overwhelming: loud pop music pumping
through several speakers and multiple TV channels blaring from bright
screens mounted high on the walls. I have to think that when the great
Norwegian playwright Henrik Ibsen used to hold court in that same
establishment a little over a century before, the ambience was much more
serene. “What’s this all about?” I shouted to my companion over the
cacophony, shaking my head in exasperation. “Trauma,” he replied as he
shrugged his shoulders. Ruppert meant, simply, that people were desperately
seeking an escape from themselves.



If trauma entails a disconnection from the self, then it makes sense to say
that we are being collectively flooded with influences that both exploit and
reinforce trauma. Work pressures, multitasking, social media, news updates,
multiplicities of entertainment sources—these all induce us to become lost in
thoughts, frantic activities, gadgets, meaningless conversations. We are caught
up in pursuits of all kinds that draw us on not because they are necessary or
inspiring or uplifting, or because they enrich or add meaning to our lives, but
simply because they obliterate the present. In an absurd twist, we save up to
buy the latest “time-saving” devices, the better to “kill” time. Awareness of
the moment has become something to fear. Late-stage capitalism is expert in
catering to this sense of present-moment dread—in fact, much of its success
depends on the chasm between us and the present, our greatest gift, getting
ever wider, the false products and artificial distractions of consumer culture
designed to fill in the gap.

What is lost is well described by the Polish-born writerlZ] Eva Hoffman as
“nothing more or less than the experience of experience itself. And what is
that? Perhaps something like the capacity to enter into the textures or
sensations of the moment; to relax enough so as to give oneself over to the
rhythms of an episode or a personal encounter, to follow the thread of feeling
or thought without knowing where it leads, or to pause long enough for
reflection or contemplation.”(16] Ultimately, what we are distracted from is
living.

It Didn’t Start with You

Helen Jennings, a sixty-seven-year-old resident of the B.C. Interior region, is
caring for her two grandchildren, their father—her son—having died of an
overdose. Her other son suffered the same fate. As I interviewed her, it
occurred to me that Helen even being willing to speak with me was
remarkable, knowing my view that addiction originates in childhood trauma,
most often in the family of origin. “When I go back and look at my sons’
lives, I understand that there was a lot of trauma,” she explained. “I was living
with them, so I was part of that. I was a single parent from the time they were
two and three until I remarried, when they were six and seven. I understand



that how I lived, what I was doing, what I knew and what I didn’t know,
affected them.”

After the birth father abandoned the family early, a stepfather abused the
boys both physically and emotionally. “I was very lonely and scared and
feeling trapped,” Helen recalled. That she would lack the gut-sense not to
choose such men and that she would not assert herself and protect her sons in
the face of abuse were themselves the marks of trauma sustained in Helen’s
own childhood. Apart from being physically hit on her bare bottom by her
father up until age ten, Helen endured emotional torment. “I was ashamed a
lot for my feelings as a child,” she recalled. “I was very sensitive, and I cried a
lot.”

Trauma is in most cases multigenerational. The chain of transmission goes
from parent to child, stretching from the past into the future. We pass on to
our offspring what we haven’t resolved in ourselves. The home becomes a
place where we unwittingly re-create, as I did, scenarios reminiscent of those
that wounded us when we were small. “Traumas affect mothers and
mothering and fathers and fathering and husbanding and wifeing,” the family
constellations therapist Mark Wolynn told me. “The repeated traumas
continue to proliferate from that—as a result, they never get healed.” Wolynn
is the author of the aptly titled It Didn’t Start with You: How Inherited Family
Trauma Shapes Who We Are and How to End the Cycle. Trauma may even
affect gene activity across generations, as we will see.!*!

It 1s no surprise, then, that Helen’s eldest grandchild has faced problems
with substance use and behavior and learning difficulties. Because of all she
has learned and despite her unfathomable losses, she is able to be present for
him much more warmly and effectively than she ever could be for her own
sons. Note, too, the absence of self-judgment in Helen’s description of the
situation: she speaks of “understanding” rather than castigating herself for
what she didn’t—nay, couldn’t—understand way back when. The act of
blaming herself, its gravitational center planted permanently in the past,
would only divert her from showing up for her loved one in the here and now.

Blame becomes a meaningless concept the moment one understands how
suffering in a family system or even in a community extends back through the



generations. “Recognition of this quickly dispels any disposition to see the
parent as villain,” wrote John Bowlby, the British psychiatrist who showed
the decisive importance of adult-child relationships in shaping the psyche. No
matter how far back we look in the chain of consequence—great-
grandparents, pre-modern ancestors, Adam and Eve, the first single-celled
amoeba—the accusing finger can find no fixed target. That should come as a
relief.

The news gets better: seeing trauma as an internal dynamic grants us
much-needed agency. If we treat trauma as an external event, something that
happens fo or around us, then it becomes a piece of history we can never
dislodge. If, on the other hand, trauma is what took place inside us as a result
of what happened, in the sense of wounding or disconnection, then healing
and reconnection become tangible possibilities. Trying to keep awareness of
trauma at bay hobbles our capacity to know ourselves. Conversely, fashioning
from it a rock-hard identity—whether the attitude is defiance, cynicism, or
self-pity—is to miss both the point and the opportunity of healing, since by
definition trauma represents a distortion and limitation of who we were born
to be. Facing it directly without either denial or overidentification becomes a
doorway to health and balance.

“It’s those adversities that open up your mind and your curiosity to see if
there are new ways of doing things,” Bessel van der Kolk told me. He then
cited Socrates: “An unexamined life is not worth living. As long as one
doesn’t examine oneself, one is completely subject to whatever one is wired
to do, but once you become aware that you have choices, you can exercise
those choices.” Notice that he didn’t say “once you spend decades in therapy.”
As I will present later, we can access liberation via even modest self-
examination: a willingness to question “many of the truths we cling to” and
the “certain point of view” that makes them seem so real—as a famous Jedi
master’s Force ghost told his dispirited young apprentice at a pivotal moment
in a galaxy far, far away.|"]



Although this chapter has focused on its personal dimensions, trauma exists
in the collective sphere, too, affecting entire nations and peoples at different
moments in history. To this day it is visited upon some groups with
disproportionate force, as on Canada’s Indigenous people. Their
multigenerational deprivation and persecution at the hands of colonialism and
especially the hundred-year agony of their children, abducted from their
families and reared in church-run residential schools where physical, sexual,
and emotional abuse were rampant, has left them with tragic legacies of
addiction, mental and physical illness, suicide, and the ongoing transmission
of trauma to new generations. The traumatic legacy of slavery and racism in
the United States is another salient example. I will have more to say about
this painful subject in Part I'V.



Chapter 2

Living in an Immaterial World: Emotions,
Health, and the Body-Mind Unity

Unless we can measure something, science won't concede it exists, which is why science refuses
to deal with such “nonthings” as the emotions, the mind, the soul, or the spirit.

—Candace Pert, Ph.D., Molecules of Emotion

“I was thirty-six when they told me it was a very early breast cancer,” said
Caroline, a resident of the Pocono Mountains of Pennsylvania. That diagnosis
occurred more than three decades ago, in 1988. The tumor was treated with
surgery and radiation. A few years later, when a new malignancy showed up
in her left hip and femur, Caroline required emergency joint replacement; the
surgeons had to remove a large part of her thigh bone as well. “At that time,
they gave me a timeline of one to two years,” she recalled. “My boys were
very young, only eight and nine. ’ve just turned fifty-six, so I've beaten all
their records.”

Caroline had multiple courses of chemotherapy over the intervening years.
By the time of our conversation, the cancer had reached the palliative stage,
having spread to her right hip and thigh. As we spoke, she could not expect to
outpace her current prognosis by much;!Z! still, this mother of two radiated
deep satisfaction with how things had gone. She had, after all, gained two
unforeseen decades to raise her kids. “You know,” she mused, “looking at my
own mortality, and them telling me I had twelve to twenty-four months . . . |
got extremely profane with the doctor and said, you know, sorry, I need ten



years to raise them to be men. I will do anything in my power to raise them to
be men.”

“Profane,” I repeated. “What exactly did you say?”

“I used the f-word. I said, ‘Fuck your statistics.”

“Good for you,” I offered. “That probably helped extend your life.”

“Well, that’s what I said to him.” Caroline laughed. “I said, ‘Fuck your
statistics. I need those years to raise them to be men.” He walked out of the
room. He didn’t appreciate my language. He thought I was a crazy, vulgar
woman. I've often wanted to look for that doctor—he has since moved to
California—and tell him that my boys are now twenty-four and twenty-five.
One’s in grad school at Princeton. The other one went through a difficult
period, pulled himself up, and will be graduating with three degrees, on the
dean’s list.”

Caroline’s outburst at the unsuspecting physician was out of character. All
her life she had fit the profile of the nice person who avoids confrontation.
“My way was always being the caretaker, being needed, always coming to
somebody’s rescue, a lot of the time to my own detriment,” she told me. “I
never wanted to have conflict with anyone. And I always had to be in charge,
making sure everything was okay.” Caroline had exhibited what has been
called “superautonomous self-sufficiency,”] which means exactly what it
sounds like: an exaggerated and outsize aversion to asking anything of
anyone.

A quick note: Nobody is born with such traits. They invariably stem from
coping reactions to developmental trauma, beginning with self-abnegation in
early childhood. Such suppression takes a lasting toll, a process we’ll explore
more fully in chapter 7.

“I've come to believe that virtually all illness, if not psychosomatic in
foundation, has a definite psychosomatic component,” the pioneering
neuroscientist Candace Pert wrote in her 1997 book, Molecules of Emotion.
By “psychosomatic,” Pert did not imply the modern, often derisive dismissal
of disease as a neurotic figment. Instead she meant the word’s strict scientific
connotation: having to do with the oneness of the human psyche (mind and
spirit) and the soma (the body), a oneness she did much to measure and



record in the laboratory. Her discoveries, as she justly claimed, would help
fuel “a synthesis of behavior, psychology, and biology.”[1

There is nothing novel about the notion of the mind and body being
intricately linked; if anything, what is new is the belief, tacitly held and
overtly enacted by many well-meaning doctors, that they are separable.
Traditional healing practices the world over, while lacking the wondrous
technology and scientific know-how developed in the West, have long
understood this unity implicitly. Despite Western medicine’s artificial
cleaving of the two, most people still know—if only on a gut level—that what
they think and how they feel have everything to do with each other. It is run-
of-the-mill, for instance, to speculate about which life stresses have
contributed to one’s ulcer, what mental strain is behind a headache, or what
unprocessed fears lead one to experience panic attacks. The same principle
applies when we look not just at individual symptoms but at most types of
diseases. Emotional perturbances stemming from relationship troubles,
financial worries, or any other source of chronic upset impose physiological
burdens that can result in illness.

Pert coined the term “bodymind” to describe this oneness. The official
website dedicated to her work and legacy takes care to note that this
expression was “intentionally written without a hyphen in order to emphasize
unity of its component parts.” Body and mind, while not identical, cannot be
understood separately from each other. We can ignore or deny this paradox,
but we cannot escape it. Since Pert’s groundbreaking work, the biological
impacts of emotions—those “nonthings” whose non-recognition she lamented
—have been extensively researched and documented in many thousands upon
thousands of ingenious studies. It’s worth looking at a few of these, bearing in
mind that each is only the tip of an iceberg of similarly compelling findings.

A 1982 German study presented at the fourth international Symposium on
the Prevention and Detection of Cancer in London found certain personality
traits to have a strong association with breast cancer. Fifty-six women
admitted to hospital for biopsy were evaluated for characteristics such as
emotional suppression, rationalization, altruistic behavior, the avoidance of
conflict, and the superautonomous self-sufficiency we saw embodied by



Caroline. Based on the interview results alone, both the interviewers and
“blind” raters who had no direct contact with the women were able to predict
the correct diagnosis in up to 94 percent of all cancer patients, and in about
70 percent of the benign cases.[2] In a previous British study at King’s College
Hospital in London, it had also been shown that women with cancerous breast
lumps characteristically exhibited “extreme suppression of anger and of other
feelings” in “a significantly higher proportion” than the control group, which
was made up of women admitted for biopsy at the same time but found to
have benign breast tumors.[3]

In 2000 the publication Cancer Nursing surveyed the relationship of anger
repression and cancer, often noted by, among others, the cancer nurses
themselves: “Somehow, nurses had an intuitive understanding that this
‘niceness’ was deleterious. [This] view now is being supported by research.”[4]
The nurses’ insight reminded me of a paper on amyotrophic lateral sclerosis
(ALS)[Z] presented by two Cleveland Clinic neurologists at an international
congress in Bavaria in the 1990s.I5] Their staff, too, found that their ALS
patients were extraordinarily nice—so much so, that the staff could in most
cases accurately predict who would be diagnosed with the condition and who
would not. “I'm afraid this person has ALS, she is too nice,” they would jot
on the patient’s file. Or, “This person cannot have ALS, he is not nice
enough.” The neurologists were dumbfounded. “In spite of the briefness of
[the staff’s] contact with the patients, and the obvious unscientific method by
which they form their opinions, almost invariably they prove to be correct,”
they remarked.

I interviewed Dr. Asa J. Wilbourn, senior author of the paper. “It’s almost
universal,” he told me. “It becomes common knowledge in the laboratory
where you evaluate a lot of patients with ALS—and we do an enormous
number of cases. I think that anyone who deals with ALS knows that this is a
definite phenomenon.” Such anecdotal observations have since been
reaffirmed by more formal research, as seen in the title of a recent paper from
a neurological journal: ““Patients with Amyotrophic Lateral Sclerosis (ALS)
Are Usually Nice Persons’—How Physicians Experienced in ALS See the
Personality Characteristics of Their Patients.”[6]



In a study of men with prostate cancer, anger suppression was associated
with a diminished effectiveness of natural killer (NK) cells—a frontline
immune system defense against malignancy and foreign invaders. These cells
play a key role in tumor resistance.lZl In previous research, NK cell activity
was reduced in healthy young people in response to even relatively minor
stresses—especially for those who were emotionally isolated, a significant
source of chronic stress.

Grief, too, has a powerful physiological dimension. An illuminating study
from the British journal Lancet Oncology described the impact of
psychological factors on the intricate pathways linking the immune system,
the hormones, and the nervous system in, for example, bereavement. Among
parents who lost an adult son to an accident or military conflict, the authors
reported increased occurrence of lymphatic and hematological malignancy—
cancers of the blood, bone marrow, and lymph nodes—along with skin and
lung cancer.[8] War Kkills, and so, it seems, can deep emotional loss. As for
cancer, so with other illnesses. In a Danish nationwide study, grieving parents
had double the risk of multiple sclerosis.[?!

(Despite such compelling evidence, I do not believe the loss of a loved
one, howsoever tragic, by itself necessarily poses a health risk. I believe the
latter depends on how people are able to process their loss, including what
support they may reach out for and receive. It’s not only events as such but
also our emotional responses and how we process them that affect our
physiology.)

One 2019 study alone in Cancer Research should set every clinician on a
fast-track exploration of bodymind medicine. Women with severe post-
traumatic stress disorder (PTSD) were found to have twice the risk of ovarian
cancer as women with no known trauma exposure.ll0] The Daily Gazette,
published by Harvard University, where the study was done, reported, “The
findings indicate that having higher levels of PTSD symptoms, such as being
easily startled by ordinary noises or avoiding reminders of the traumatic
experience, can be associated with increased risks of ovarian cancer even
decades after women experience a traumatic event.” The more severe the
trauma symptoms, the more aggressive the cancer proved to be.



This Harvard research provided further striking evidence that emotional
stresses are inseparable from the physical states of our bodies, in illness and
health. Already in previous work, depression had been associated with
elevated ovarian cancer risk. The impact of stress had also been studied:
among lab mice with ovarian cancer cells injected into their abdominal
cavities, those subjected to emotional aggravation such as being physically
restrained or isolated had much greater incidence of tumor growth and spread
than socially housed animals that were not restrained.[lll The Harvard
scientists theorized that stress can “promote ovarian cancer development by
inhibiting key defenses against unrestrained cell growth.” In other words,
stress may disable our immune systems’ capacity to control and eliminate
malignancy.

The implications extend far beyond PTSD, since, in our culture, stress and
trauma affect many people who do not qualify for that diagnosis. Finnish
researchers, writing in the British Journal of Psychiatry in 2005, found, quite
remarkably, that people undergoing “life events”—relatively ordinary stresses
and emotional losses such as relationship issues and work problems that
would not qualify them for a formal diagnosis—suffered more PTSD-like
symptoms such as bad dreams or emotional numbing than more obviously
traumatized people who had endured war or disaster./12]

The Harvard paper on ovarian cancer pointed to some promising
possibilities for treatment, suggesting that women whose PTSD symptoms
had abated, perhaps due to effective psychotherapy, had less risk for
malignancy than women with active symptoms. It is exciting to contemplate
the preventive and healing potentials, as well as the social implications, of a
wellness perspective that treats emotions like the real and relevant “things”
they are.

While all this is timely and the science freshly minted, the principles are
not new. In a 1939 lecture to a graduating medical class, published in the
Journal of the American Medical Association ( JAMA), Dr. Soma Weiss
informed his audience that “social and psychic factors play a role in every
disease, but in many conditions, they represent dominant influences.”l131 The
revered Hungarian-American clinician added that “mental factors represent



as active a force in the treatment of patients as chemical and physical agents.”
He made these comments not as a psychoanalytic theoretician, but as a
respected practitioner of pathophysiology and pharmacotherapy—the use of
medications in treating illness. At Harvard Medical School, Weiss’s memory
is kept alive by a yearly research day in his honor, yet his integrative
perspective, and the extensive scientific literature now supporting it, still
elude conventional medical thinking. “The mind-body stuff is historically
something that one pursues at great peril to their career at Harvard,” a leading
physician and academic at that hallowed institution told me recently. “That’s
starting to change, but it’s a very difficult thing.”[14]

Difficult indeed. When I give talks, I often ask audience members to raise
their hands if, in the past five years, they have visited a neurologist,
cardiologist, respirologist, rheumatologist, gastroenterologist, dermatologist,
immunologist—“any kind of a medical ologist,” I say. Many hands shoot up.
“Now keep your hands up,” I continue, “if these specialists asked you about
your childhood stresses or traumas, your relationship with your parents, the
quality of your current relationships, your degree of loneliness or
companionship, your job satisfaction and how you relate to work, how you
feel about your boss or how your boss treats you, your experience of joy or
anger, any present stresses, or how you feel about yourself as a person.” In
rooms packed with hundreds of people, the number of hands remaining
elevated can most often be counted on the fingers of one of them. “And yet,”
I add, “those unasked questions had everything to do with why most of you
had reason to seek medical help.”

For all that, a clear picture is emerging as modern research confirms
traditional wisdom. A (relatively) new science, psychoneuroimmunology
maps the myriad pathways of the bodymind unity; its field of study includes
the connections between emotions and our nervous and immune systems, and
how stress might instigate disease. Even “connection” is a misleading word:
only entities distinct from each other can be connected, whereas reality
knows only oneness. Sometimes referred to even more tongue-twistingly as
psychoneuroimmunoendocrinology, this new discipline is predicated on the
unity between all our constituent parts: mind, brain, nervous and immune



systems, and the hormonal apparatus (that’s the “endocrine” part). The pieces
can be studied separately, but we cannot fully understand any of them
without grasping the whole picture. From the cerebral cortex to the brain’s
emotional nuclei to the autonomic nervous system, from the solid or fluid
aspects of the immune apparatus to the hormonal organs and secretions, from
the stress-response system to the viscera . . . it’s all one.

That evolution has furnished us with instincts, emotions, complex
behaviors, and individuated organs and systems does not, in the slightest way,
diminish this unity. No matter how sophisticated our minds may be, the fact
remains that their basic contents—what we think, believe consciously or
unconsciously, feel or are prevented from feeling—powerfully affect our
bodies, for better or worse. Conversely, what our bodies experience from
conception onward cannot but affect how we think, feel, perceive, and
behave. This, in a nutshell, is psychoneuroimmunology’s core lesson.

One fascinating example is the demonstrated link between the brain’s fear
center, the amygdala, and cardiovascular disease. The more stress someone
perceives or experiences, the higher the resting activity of the amygdala and
the greater the risk of heart ailments. The pathway from amygdala
overactivation to heart problems runs through increased bone-marrow activity
and arterial inflammation.[15] Emotional stress affects the heart more
generally as well. In 2012, a study from Harvard Medical School showed that
women with high job strain are 67 percent more likely to experience a heart
attack than women in less stressful jobs.[16] A Canadian study from the
University of Toronto in the same year found that men sexually abused as
children had a tripled rate of heart attacks.[l7] The researchers’ natural
assumption was that abused men would be more prone to high-risk behavior,
such as smoking and drinking, which would account for their higher rate of
heart attacks. To the team’s surprise, the impacts of abuse were more direct,
quite independent of behavioral factors.

The Machinery of Stress

Understanding stress and its mechanics can give us a finer appreciation for
how the bodymind unity plays itself out in real time and real tissue.



Like its cousin, the pain response, stress is a mandatory survival function
for any living being. When activated, our stress apparatus immediately
empowers us to confront or escape threats to our existence or to the existence
or well-being of those we care for. It’s an impressive whole-body event
involving virtually every organ and system.

Stress can show up in two forms: as an immediate reaction to a threat or as
a prolonged state induced by external pressures or internal emotional factors.
While acute stress is a necessary reaction that helps maintain our physical and
mental integrity, chronic stress, ongoing and unrelieved, undermines both.
Situational anger, for example, is an instance of acute stress being marshaled
for a positive purpose—think self-defense or setting interpersonal
boundaries. It makes us more alert of mind, quicker, and stronger of limb.
Chronic rage, by contrast, floods the system with stress hormones long past
the allotted time. Over the long term, such a hormonal surplus, whatever may
have instigated it, can

« make us anxious or depressed;

e suppress immunity;

« promote inflammation;

« narrow blood vessels, promoting vascular disease throughout the body;

« encourage cancer growth;

« thin the bones;

« make us resistant to our own insulin, inducing diabetes;

« contribute to abdominal obesity, elevating the risk of cardiovascular
and metabolic problems;

« impair essential cognitive and emotional circuits in the brain; and

« elevate blood pressure and increase blood clotting, raising the risk of
heart attacks or strokes.

The hub of our body’s system for handling stress smoothly and
economically is called the “HPA axis.” This acronymic term describes the
pathways and feedback loops linking the hypothalamus—the small, crucial
area in the center of our brain whose role is to keep our body in a healthful,



balanced state—with the pituitary gland at the top of our brain stem and the
adrenal gland that sits atop our kidneys. Think of a busy transportation
corridor connecting three major urban centers, replete with on-ramps, exits,
and interchanges, and you start to get a picture.

Although our species can survive in a broad range of external
environments—far more than almost any other animal—our infernal milieu
must stay within a relatively narrow range of physiological states. Our
temperature, blood acidity or pressure, and heart rate, along with many other
bodily metrics, are all obliged by Nature, on pain of death, to stay within
definite and nonnegotiable limits.

The renowned American stress researcher Bruce McEwen!Z] popularized
the word “allostasis” to capture the body’s attempt to maintain inner
equilibrium in the face of changing circumstances. The term is a combination
of the Greek words allo, for “variable,” and stasis, for “standing” or
“stoppage”; combined, we have something like “staying the same amid
change.” We cannot do without it, and so our bodies will go to great lengths
to maintain it—even to the point of long-term wear and tear if stresses do not
abate. Such strain on our body’s regulatory mechanisms, which McEwen dubs
“allostatic load,” leads to an excessive and prolonged release of the stress
hormones adrenaline and cortisol, nervous tension, immune dysfunction, and,
in many cases, exhaustion of the stress apparatus itself.

We now know that the infrastructure of the HPA axis is set early in life,
starting in utero and on through the young childhood years. Stress or abuse
incurred during this delicate period can distort the stress-hormonal apparatus
for a lifetime. Again and again, we see supposedly immaterial “nonthings”
such as emotions having a material impact, decidedly and decisively.

Reducing stress where possible, attending to emotions, overt or repressed,
and taking care of our psychic well-being can have profound effects on
physical health—this is intuitively obvious to many people. Yet for all their
dazzling physiological and technical expertise, doctors by and large are not
initiated by their training into the ancient wisdom and new science of the
bodymind unity. Medical professionals often do little to encourage—and may



even resist—people trusting their own hunches, which tend to synthesize
signals from both mind and body.

Memories Aflame: Glenda’s Story

Such was the case with Glenda, a Montreal woman, now fifty-eight, who
thirty years ago underwent removal of parts of her intestine for severe
Crohn’s disease, an ulcerative, painful inflammatory disease of the bowel. In
2010 Glenda got some more bad news when she was diagnosed with stage 2
aggressive breast cancer. It was during the healing journey from the latter that
she recovered repressed memories of being raped as a young girl. “Through
the process of journaling and dreaming,” she told me, “subconscious
memories of my childhood began to emerge along with feelings of sheer
panic and terror.” Afraid to know the truth, she tried to keep the memories at
bay, but they would not be deterred. “Every time the memories of the trauma
surfaced,” she continued, “they were accompanied with very visceral
emotional feelings and physical digestive symptoms including indigestion,
nausea, and gut aches.”

The memories are harrowing enough to roil even an outside listener’s guts.
Eight-year-old Glenda and a younger friend were gang-raped by four teenage
boys from the neighborhood. The first responder was her mother, who rushed
Glenda into the house, she said, “and put me right into the bath. She told me
that we were never going to tell anyone about this or ever speak of it again.
My mom said it would always be ‘our little secret,” and put me to bed.”

When the memories returned at age fifty-three, they came as “this intense
clear visual” of her young self in the bathtub, with her mother crouched on
the floor beside her “trying to wash away the rape.” I asked Glenda, gently,
whether she had any independent evidence for these recovered memories.
She nodded. “My older sister recalls that she actually came into the bathroom
that day. Arriving home and hearing my mother bawling her eyes out, she
came and opened the door. My back was to her; she said, “‘What’s wrong with
Glenda? My mother said, ‘Nothing, she’ll be fine. Get out.” [My sister] told
me that I looked very disheveled—my mother never let us go out disheveled
—and that my whole body was shaking.”



As 1f that scene weren’t intense enough, Glenda’s intuitive understanding,
now emerging into awareness after a lifetime of self-protective submersion,
produced an additional visual layer. “As soon as I recovered the memory of
being in the bathroom,” she said, “I saw my body, I was transparent . . . I saw
my entire digestive system from mouth to rectum. There were red blistering
ulcers throughout my entire digestive system. There was a flaming, flowing
hot lava, adding fuel to the fire. It was just raging, and that to me was a guide
telling me that these two things are connected, the rape and my Crohn’s.” It
doesn’t take a psychoanalyst or a poetry professor to see the image of the
“raging” fire as a powerful analogue for the rage and pain Glenda had to bury
away in the deepest parts of herself, given her mother’s utter inability to be
there for her emotionally.

Glenda’s “visual” is apt not only metaphorically but scientifically as well.
To quote just one survey of research among an ever-growing trove, there is
“strong evidence that childhood traumatic events significantly impact the
inflammatory immune system . . . offering a potential molecular pathway by
which early trauma confers vulnerability to developing psychiatric and
physical disorders later in life.”[18] None of Glenda’s many physicians, nor
even her psychiatrist—in her depiction, “very science-and-medicine”—ever
once asked her about the possible childhood antecedents of her psychic
turmoil.

Candace Pert envisioned the mind as involving the unconscious flow of
information “among the cells, organs and systems of the body . . . occurring
below the level of awareness.” Thus, she asserted, “the mind as we experience
it is immaterial, yet it has a physical substrate, which is both the body and the
brain.” By “immaterial” she did not mean the word’s usual connotation of
insignificant or irrelevant but—on the contrary—that the mind, unlike the
brain, is not a material thing: we cannot get a hold of it, put it in a test tube or
petri dish, or even “see” it directly. Its impacts and consequences, however,
are material indeed.

The opportunity we have today is to create a multivalent health care
approach that appreciates the impact of “nonthings” on the “thinglike” bodies
we’ve come to be so marvelously expert in. The “immaterial” mind and its



“physical substrate,” the brain and body, are in a constant dance, as intimate
as it 1s intricate.

On closer examination, we see that this choreography of psyche and soma
involves far more than two “partners” contained within one person: there is
also a vital and underappreciated inferpersonal component. After all, the
mind and body exist inescapably in the context of relationships, social
circumstances, history, and culture. If we want a clear and accurate view of
human health, we will have to broaden our understanding of “bodymind” to
include the myriad roles that other minds and other bodies play in shaping our
well-being, indeed our very sense of self. Unity, it turns out, extends well
beyond the unitary individual.



Chapter 3

You Rattle My Brain: Our Highly
Interpersonal Biology

For every atom belonging to me as good belongs to you.

—Walt Whitman, “Song of Myself,” in Leaves of Grass

“All my relations.” 1 have often heard this greeting when visiting Native
communities in Canada. These are the places where my country, to its shame,
sees the highest levels of physical and mental illness, addictions, and early
death—a tragic situation analogous with that of similarly colonized aboriginal
populations in the United States and Australia. The phrase, as I understand it,
refers to the individual’s multidimensional bond with the entire world,
including people—from close relatives to strangers, from the living to
ancestors who lived long before—and also the rocks, the plants, the earth, the
sky, and all creatures. Ancient cultures have long understood that we exist in
relationship to all, are affected by all, and affect all.

In the Hindu scripture the Bhagavad Gita, the divine avatar Krishna
declares, “They live in wisdom who see themselves in all and all in them.”
And the early seventeenth-century cleric and poet John Donne famously
mused, “No man is an island, entire of itself.” He composed this line,
perhaps not coincidentally, during a period of illness and convalescence. Walt
Whitman, writing in mid-nineteenth-century America, could have cribbed
the verse cited in the above epigraph from today’s quantum physics.



Then we have the man born 2,500 years ago as Gautama. “Contemplate
the nature of interdependent co-arising during every moment,” the Buddha
said. “When you look at a leaf or a raindrop, meditate on the conditions, near
and distant, that contributed to the presence of that leaf or raindrop. Know
that the world is woven of interconnected threads. This is because that is.
This is not because that is not. This is born because that is born. This dies
because that dies.” The leaf, as the Buddha implied, is both a discrete entity
—a thing—and a process that derives from sun, sky, and earth: light,
photosynthesis, rain, organic matter, and minerals and perhaps even the
activity of humans and animals. “The one contains the many and the many
contains the one. Without the one, there cannot be the many. Without the
many, there cannot be the one.” These are not merely esoteric wisdom
teachings; they accurately describe the physical and organic universe,
including health and pathology. Indeed, Friedrich Nietzsche once called the
Buddha “that profoundest physiologist.”

The pioneering U.S. internist and psychiatrist George Engel argued nearly
half a century ago that the “crippling flaw” of modern medicine “is that it
does not include the patient and his attributes as a person. Yet in the everyday
work of the physician the prime object of study is a person.” We must make
provision for the whole person in their full “psychological and social
nature,”[1] he said, calling for a biopsychosocial approach: one that recognizes
the unity of emotions and physiology, knowing both to be dynamic processes
unfolding in a context of relationships, from the personal to the cultural.l2]

The great traumatologist Dr. Bessel van der Kolk has noted that “our
culture teaches us to focus on our personal uniqueness, but at a deeper level
we barely exist as individual organisms.”[3] This will certainly be news to the
average ego. The word “ego,” as I use it here, refers not to the trait of
arrogance or conceit in certain “egotistical” people but to the internally
perceived separate self with which we each identify: the “me,” “
“I” we mean when we use these personal pronouns, as we do hundreds of
times a day. Even a healthy ego is convinced of its separateness, an entirely
reasonable perception: the capacity to experience individual selfhood in all its
facets (physical, psychological, biographical, etc.) is part and parcel of being

myself,” and



human. Our difficulties begin when we lose sight of the other side of the
equation, which is just as real, if less apparent.

The interrelatedness of seemingly isolated organisms has now been
discovered even in the lives of trees that form living networks,
communicating through electrical impulses akin to animal and human
nervous systems, hormones, chemical signals, and scents. As an article in
Smithsonian magazine reports, “Trees of the same species are communal, and
will often form alliances with trees of other species.” Peter Wohlleben, the
German forester who has become well known for popularizing such
information, wittily calls it “the wood-wide web.”[4]

That our own individual minds and bodies are intimately linked is fairly
simple to grasp. Less obvious but no less true is the fact that those same
bodyminds are in many ways shaped, in the first place and throughout our
lives, by factors external to us. Although modern medicine’s focus on the
individual organism and its internal processes isn’t wrong as such, it misses
something vital: the pivotal influence of the mental, emotional, social, and
natural environments in which we live. Our biology itself is interpersonal.

The concept of interpersonal neurobiology was introduced some years ago
by Dr. Daniel Siegel,lZ] a psychiatrist, researcher, and prolific author. Like
myself and many of our colleagues, Dr. Siegel had become uncomfortable
with the limitations of his education. “When I was in medical school,” he
writes, “many of the fine teachers we had approached their patients, and their
students, as if they had no center of inner experience—no subjective internal
core we might call our mental life. It was as if we were just bags of chemicals
and bodily organs without a self, without a mind.”[3] He sensed that both
research and practice lacked a consensus definition of “health” and,
startlingly, in the mental health field lacked even a shared agreement of what
“mind” is, let alone a shared view of the relationship of mind and brain.
Recruiting co-workers in medicine, neurology, psychiatry, psychology,
anthropology, sociology, history, physiology, biology, physics, and related
disciplines that study the human experience, he set out to explore what such a
consensus might look like. The team’s findings confirmed that our brains and
minds are not independent operators, functioning in isolation from other



brains and minds. In fact, nothing about us, mental or physical, can be
comprehended apart from the many-faceted milieu in which we exist. We can
perhaps treat human biology as strictly self-contained in an artificial setting
like a medical laboratory or pathology theater, but not in real life.
“Interpersonal neurobiology is both a way of understanding the world through
many disciplines and it is also the reality of our interconnected nature,” Dan
told me in an interview. My amendment is to remove the “neuro-” prefix—
leaving us with the broader “interpersonal biology,” which places not only the
brain and nervous system under the interpersonal banner but our entire
mental-physical makeup.

The brain itself is the central organ of a supersystem that extends
throughout the body and influences every aspect of physiological functioning,
from the caliber of blood vessels to the contractions of our intestines, the
beating of our heart, the manufacture of immune cells in our bone marrow,
the secretions of hormones from our sex glands, and the functioning of our
kidneys. Again, it’s all one: emotions affect nerves and vice versa; nerves act
on hormones; hormones on the immune system; the immune system on the
brain; the brain on the gut; the gut on the brain; and all of these act on the
heart, and vice versa. In turn, our bodies influence our brains and minds and,
necessarily, the brains, minds, and bodies of others.

We all know the power of interpersonal biology from a lifetime of
personal experience. Think of the effect that other people can have on you: it
can be quite literally visceral. Poets and songwriters tell of being weak in the
knees, shot through the heart, or even, in Bruce Springsteen’s vivid image,
stabbed in the brain by a dull, serrated blade.[*! Jerry Lee Lewis was right: we
really do shake each other’s nerves and rattle each other’s brains.!*!

Unsurprisingly, the closer we are to someone, the more our physiology
interacts with theirs. Accordingly, the phenomenon of interpersonal biology
has been well studied in the case of intimate relationships. Married people
have lower rates of mortality than their age-matched single contemporaries,
whether the latter were separated, divorced, widowed, or had never married.
[6] Single people showed an elevated risk for heart disease and cancer, for
infectious diseases such as pneumonia and influenza, and for such life-habit-



related conditions as cirrhosis of the liver and lung disease. Tellingly, the
degree of protection offered by married status was five times as great for men
as for women, a finding that speaks to the relative roles of the genders in this
culture, with profound implications for health—a topic I will circle back to in
chapter 23. Interestingly, “unhappily married persons are worse off in well-
being than unmarried persons.”[7]

In other studies, perfectly healthy married couples’ stress hormone levels
were elevated in those exhibiting higher degrees of hostility during conflict,
and their immune functioning was diminished. The results were the same for
newlyweds as for septuagenarians.|8]

Given their vulnerability and dependence, children’s physiology is
especially susceptible to the emotional states of their caregivers. Young kids’
stress hormone levels, for example, are heavily influenced by the emotional
atmosphere in the home, whether outright conflict or bristling tension.[?]
Asthma is a well-studied example: the inflammation of the child’s lungs is
directly affected by the mother’s or father’s emotions.I10] In the words of a
recent review: “It has been consistently shown that parents in an unfavorable
mental health state such as ‘depression,” ‘anxiety,” ‘stress,” or ‘chronic irritation’
may predict a poorer status for the child’s asthma.”[11]

Racism is another risk factor for asthma. In a large cohort of Black
American women, experiences of racial discrimination were associated with
the adult onset of the disease.[12] And that raises an inescapable question we
should all ponder: Is the inflammation and airway constriction of these
women a case of individual pathology or the manifestation of a social
malaise?

The more we learn, the more we realize that our health is a complex
consequence of “all our relations,” and not just the ones close at hand (family,
friends, intimate others, etc.). Leading U.S. stress researchers Teresa Seeman
and Bruce McEwen noted in 1996 that human biology “seem([s] to be highly
sensitive” also to factors like one’s social status relative to others, and even
how stable or precarious the social order happens to be at a given time.[13] In
a British study, unemployed people had higher markers of inflammation in
their bodies, and hence were at higher risk for illness; the longer the



unemployment, the greater the risk. The most severe inflammation levels
were recorded in Scotland, the part of the U.K. where unemployment was
most endemic and chronic.l14] Even the gainfully employed can experience
physiological blowback. In a study of the British civil service, a lower ranking
on the ladder of authority was a greater predictor of death from heart disease
than commonly listed risk factors such as smoking, cholesterol, or
hypertension. Along similar lines, Australian researchers found that a bad job
is worse for mental health than being out of work.[13] So the next time a co-
worker complains to you, “This job is killing me,” you can tell them they may
be right.

Interpersonal biology also accounts for why loneliness can kill, especially
in older people separated from pleasures, social connections, or support. A
vast review of multiple studies encompassing more than three hundred
thousand participants concluded that the Ilethal effect of deficient
interpersonal relationships is comparable to such risk factors as smoking and
alcohol, and even exceeds the dangers posed by physical inactivity and
obesity.[16]

The recently deceased Buddhist monk and renowned spiritual leader
Thich Nhat Hanh long taught the concept of “interbeing.” It’s not merely that
we are, he said: we “inter-are.” “There are no separate entities,” he wrote,
“only manifestations that rely on each other to be possible.”[17] Again, we
would be quite mistaken to relegate these observations to the realm of
mystical belief. A scientist lacking a spiritual bone in his body, yet conversant
with the growing body of evidence, would nod in agreement: “Yup, that
about covers it.”



Chapter 4

Everything I'm Surrounded By: Dispatches
from the New Science

So much of what makes people either well or not is not coming from within themselves, it'’s
coming from their circumstances. It makes me think much more about social justice and the
bigger issues that go beyond individuals.

—Elizabeth Blackburn, Ph.D.[%]

In 2009 Dr. Elizabeth Blackburn shared the Nobel Prize in Physiology or
Medicine for her work on telomeres—minuscule DNA structures at the end
of chromosomes. Not unlike the plastic aglets placed at the end of shoelaces
to keep them from fraying, these tiny sheaths help protect chromosomal
integrity. Good thing, too, since as chromosomes unravel, so do we. Tracking
the length and stability of telomeres throughout the lifespan, it turns out, can
tell us a great deal about health and longevity.

You wouldn’t think it to look at them, but what has been discovered about
these tiny biological structures also has huge social implications. One of Dr.
Blackburn’s discoveries was that telomeres bear the actual marks—or rather,
the markers—of the circumstances in which we live our lives. Amazingly, she
found that factors such as poverty, racism, and urban blight can directly
impact our genetic and molecular functioning. As the psychologist Elissa
Epel, who 1s Dr. Blackburn’s research collaborator and co-author of the
bestselling volume The Telomere Effect: A Revolutionary Approach to Living
Younger, Healthier, Longer, told me in an interview, “These effects are not
small.”



The neuroscientist Candace Lewis, whose own research is in epigenetics,
the growing field that investigates the impact of life experience on the activity
of our genes, sees things the same way. “More and more the science is
demonstrating this holistic model of who we are,” she told me. “It’'s more
than just what’s enclosed in my skin—it’s everything I'm surrounded by. Not
to see that is to remove healing from medicine.” As Dr. Lewis has peered at
molecules and strands of DNA, she, too, has found herself lifting her gaze to
the whole person and from the individual to broader social issues. “As a
specialist in the complexity of brain and behavior, I know it’s not just brain
and behavior,” said the former Fulbright scholar. “One of the biggest take-
home messages from my work is how malleable we are as an organism, how
responsive to environmental cues throughout the lifespan.”

The dominant assumption in our culture is that genetic inheritance
determines the better part of our destiny, who we are, what we suffer from,
and what we are capable of. In 2000, at a White House briefing, Bill Clinton
proclaimed the findings of the Human Genome Project “the most wondrous
map ever produced by humankind,” adding that “today we are learning the
language in which God created life.” The new science, the soon-to-be ex-
president predicted, “will revolutionize the diagnosis, prevention and
treatment of most, if not all, human disease,” leading to cures for conditions
like Alzheimer’s, Parkinson’s, and cancer “by attacking their genetic roots.”[*]

Two decades later, we know that little of the sort has happened.[1] And for
good reason: genes are not, in fact, life’s language, any more than a scrambled
alphabet or a randomly arranged dictionary is a Shakespeare play, or a
musical scale is equivalent to a John Coltrane solo. For letters or words to
become language, they must be arranged, enunciated, inflected, punctuated
with pauses, EMPHASIZED or softened. Like all building blocks, genes help
make up the language of existence, but it is through the workings of
epigenetics that they are activated, accented, or quieted. The mechanisms of
epigenetics include, among myriad others, adding certain molecules to DNA
sequences so as to change gene function, modifying the numbers of receptors
for certain messenger chemicals, and influencing the interactions between
genes.[”]



Experience, in other words, determines how our genetic potential
expresses itself in the end. This is what the field of epigenetics—meaning “on
top of” genes—is all about. Epigenetic processes act on chromosomes,
delivering and translating messages from the environment that “tell” the genes
what to do. All this takes place without in any way altering the genes
themselves. As the BBC’s Martha Henriques explains, epigenetics offers “a
way of adapting to changing conditions without inflicting a more permanent
shift in our genomes.”[2]

It 1sn’t that genes don’t matter—they certainly do—only that they cannot
dictate even the simplest behaviors, let alone account for most illnesses or
address possible cures for them. Far from being the autonomous arbiters of
our destinies, genes answer to their environment; without environmental
signals, they could not function. In fact, life for us would be impossible if not
for the epigenetic mechanisms that “turn” genes “on” or “off” in response to
signals from within and from outside the body.|]

Epigenetics revamps our understanding of human development from
embryo to adult, and even how our species got to be here. I spoke with one of
the foremost researchers in the field, Dr. Moshe Szyf, at McGill University’s
storied medical school. “Evolutionary theory is a difficult one to change
because it became almost religion, a religion of science,” he said. “And any
questioning of it seems to be a heretical question of the whole system, which
obviously it isn’t. Epigenetics doesn’t deny evolution. Epigenetics is part of
evolution, but it demands a new look at how evolution works.” The new
biology improves upon the standard Darwinian view of spontaneous
mutations and random selection as the motors of species adaptations; it
demonstrates that circumstances themselves can shape how genes adjust to
the environment.

Said another way, our lives are what happens when life acts upon life.

Dr. Szyf and his team in Montreal performed one of the most cited
epigenetic studies, with major implications for how we view development,
behavior, and health. Working with laboratory rats, they examined the effect
of the mother’s interactions with the infant in the first days after birth on how
the offspring, for the rest of their lives, respond to stress—whether



appropriately and confidently or with anxiety and over-reactivity. The focus
was the HPA axis, the stress-regulating feedback loop between the
hypothalamus and the pituitary and adrenal glands.l*] In particular, the
researchers looked at receptor molecules in the brain whose task it is to
modulate stress, which is to say, to ensure the appropriate behavior when
stress 1s present. Creatures with poorly self-regulated stress reactions will be
more anxious, less capable of confronting ordinary environmental challenges,
and overstressed even under normal circumstances.

The study showed the quality of early maternal care to have a causal
impact on the offspring’s brains’ biochemical capacity to respond to stress in a
healthy way into adulthood. Key epigenetic markers—the ways certain genes
expressed themselves—were different in the brains of rats who had received
either more, or less, nurturing contact from their mothers.[3] Strikingly, the
offspring in turn passed on to their own infants the type of mothering they
had been given. Szyf and his colleagues have also shown that the quality of
maternal care affects the receptor activity for estrogen—a key female
hormone—in daughters, with ramifications for mothering patterns down the
generations.[4] Through ingenious manipulation of the rat population studied
—inconceivable in human research—both the physiological and behavioral
effects of early nurturing patterns were found to be nongenetic: that is, not
transmitted through the so-called genetic code, which remained unchanged.
Rather, they were epigenetic—in other words, determined by how the various
kinds of maternal nurturing influenced gene activity in the offspring’s brain.
(The specific maternal behavior tracked by these researchers was how
“lovingly” the moms “groomed,” or licked, their infants.)

“Okay, but these are rodents in a lab,” you might find yourself saying.
“What do these findings mean for people in the real world?” A reasonable
question, to which Nature provided an eloquent answer in the form of a
devastating ice storm in January 1998—in the same province, no less, where
Dr. Szyf and his team did their work.[3] Considered one of Canada’s worst-
ever natural disasters, the storm left many Quebecers without heat or
electricity. The more “objective stress” that pregnant women had to live
through during those trying days—as in concrete, measurable factors like



darkness, cold, and home damagel*l—the more their kids’ physiology was
marked by that adversity even near puberty. (The participants were of a
similar socioeconomic, cultural, and ethnic background, and lived in the
same suburban area.) “Over the years [of tracking the children],” Suzanne
King, a professor of psychiatry at McGill University said, “we found that that
objective stress explained how kids varied one from another in a whole host
of things: language, BMI [body mass index] and obesity, insulin secretion,
their immune system.”[¢] Even 1Q was affected. “We also saw increased
asthma,” Dr. Szyf added, “as well as increased inflammatory genes and
immune genes that are connected with autoimmunity.”

I should emphasize that mothers aren’t alone in transmitting chronic
disturbances of the body’s stress apparatus to their young. In one experiment,
healthy male mice were vexed by a series of stressors: frequent cage changes,
constant light or white noise, exposure to fox odor, being restrained in a small
tube, and so on. They were then mated with non-stressed females who
provided their pups with perfectly good mothering. Their young showed
impaired stress-response behaviors and blunted stress hormone patterns. In
other words, despite the mothers’ best efforts, the fathers had transmitted the
disturbing effects through their sperm.[7] In humans, paternal stress early in a
child’s life can also have long-term effects, into adolescence at the least.
Adversity among both mothers and fathers bear “reliable linkages” to the
epigenetic profiles of the children, a group of researchers concluded.[8]

Socioeconomic circumstances, too, can alter the epigenome—the web of
epigenetic influences on genes. The indefatigable Dr. Szyf teamed with
scientists from Canada and the U.K. to study the epigenetic workings of a
broad range of genes in blood samples of middle-aged British males. The
study subjects had begun life at opposite ends of the wealth-to-poverty
spectrum, some poor and others rich. Gene expression in those who were
born well-off was markedly different from that observed in their counterparts
who grew up disadvantaged.|?

Another study observed higher rates of inflammation in African
Americans than in Caucasians, an epigenetic effect that remained even when
comparing those of the same socioeconomic level.[10] “We found that



experiences with racism and discrimination accounted for more than 50% of
the black/white difference in the activity of genes that increase
inflammation,” wrote the lead author, Dr. April Thames, in an article titled
“Racism Shortens Lives and Hurts Health of Blacks by Promoting Genes
That Lead to Inflammation and Illness.”[11]

Much like gene expression, telomeres manifest the vagaries of fate and
history, class and race, stress and trauma. How? At birth, telomeres have
many “units”—the DNA base pairs of which they are constituted—and by
old age, far fewer. “We start out with about ten thousand when we’re a baby,
and we get down to four thousand when we die,” Elissa Epel told me. Every
time a cell in our body divides, telomeres shorten; when they get too short,
their host cell dies or may deteriorate and become dysfunctional. As they
shrink, immune function is impaired, inflammation rises, and we fall more
prone to illness.

Telomeres have been called “cellular clocks,” in that they are a measure of
biological rather than chronological age. Two people, even identical twins,
could be the same age as computed in years, months, weeks, and days, yet
one may be biologically older than the other, depending on how much stress,
adversity, or trauma they have endured. That’s because stress shortens
telomeres. (Doctors should take special heed: the telomeres of medical
residents suffer greater attrition than those of other young adults in their age
group.)[12] One of Dr. Epel’s studies found that caregiving mothers of
chronically ill children had shorter telomeres than their counterparts of the
same age. This biological age differential was proportionate to both the
number of years of caregiving and the degree of stress as perceived by the
moms.[13] Similar results were seen in caregivers of people with dementia:
shortened telomeres and impaired immunity, reinforcing the idea that
“chronic psychological stress has a negative impact on immune cell function
and may accelerate their aging.”[14] In other words, stress ages our
chromosomes, and therefore ages us.

Just as poverty and racism affect epigenetic functioning, so do these
factors also shorten telomeres, and therefore lives. This sobering linkage was
brought home vividly by a study of Black American men in 2014. “Our



findings literally suggest that racism makes people old,” the lead author
commented.[15] The same holds true for women. As part of the U.S.-based
Study of Women’s Health Across the Nation (SWAN), the telomeres of
Black and white middle-aged women were compared. The results were
shocking: Black women were found, on average, to be over seven years more
biologically aged than their white counterparts, consistent with higher rates of
poverty, stress, hypertension, obesity, and related health conditions.[16]

As Dr. Epel told me, the effects of our socioeconomic environment are
visible within our cells, if one knows what to look for. “The neighborhood
deprivation, the crime, the income of the zip code,” she said, “all of that is
associated with aging of the cells. That is to me one of the biggest
demonstrations that our health is outside of our body.” Dr. Szyf spoke in
similar tones: “For a century we’ve been obsessed with chemical changes,
thinking anything that is chemical is true and anything that is not chemical is
not true. What epigenetics taught us is that social changes are really not
different than chemical changes.” The one is manifested in the other.

Fortunately, the door of environmental effects swings both ways: it turns
out that experiences that build stress resilience can lengthen our telomeres,
even in the face of illness or adversity. This has been shown by the work of
Dr. Epel and colleagues with meditators, by Dr. Gene Brody’s work with
deprived Black American teenagers, and in other research on men with
prostate cancer.[l7] This will be a recurring theme as we proceed: the
seemingly bad news giving way to something empowering, if we approach it
wisely. By learning about the impacts of adversity, we can also find pathways
toward healing.



Chapter 5

Mutiny on the Body: The Mystery of the
Rebellious Immune System

A lot of times I've had to pretend 1 felt good when I felt terrible.

—Venus Williams

“I kind of injured myself,” Mee Ok!*I told me recently, “because I was doing
very well and then I tripped, running up a flight of stairs. So I stubbed my
toe.” Her warm, impish humor radiates in the telling, as does a certain sense
of pride. For most of us that would be an odd reaction to a painful mishap
like that. But to the Mee Ok of seven years ago, such an injury, incurred
while moving vigorously against gravity, would have seemed like an
impossible dream. Diagnosed at age twenty-seven with scleroderma, she had
become completely disabled in a short time despite all that mainstream
medicine had to offer. She lives in the Boston area and was assessed and
treated at one of Western medical science’s most hallowed venues.

From the Greek for “hard skin,” scleroderma is an autoimmune disorder
that manifests in debilitating joint inflammation and painful tightening of the
connective tissues. A more inclusive name for the condition is systemic
sclerosis, as the buildup of hardened tissue can occur in many organs,
including the esophagus, blood vessels, and lungs. In Mee Ok’s case, it
showed up in agonizing swelling of her hands, shoulders, and knees. “The
pain was everywhere,” she recalls. “It flooded my whole body.” She soon had
to leave her job at Harvard as an assistant to a prominent academic. Formerly



a 120-word-per-minute typist, she now found her hands becoming rigid and
clawlike, stiffening into near paralysis. Merely touching the keyboard was
agony. When I first interviewed her in 2014, her physiognomy was grim, her
face a rigid mask, her taut lips barely able to cover her teeth. She was
unrecognizable to herself—and wholly incongruous with the person one
encounters now, her smile quick and responsive.

Within a few years of the onset of her disease, still in her early thirties,
Mee Ok wanted only to end her life. Facing a death-sentence diagnosis,
needing a wheelchair to mobilize, unable even to get out of bed without
assistance, and anticipating that her torments would only intensify the longer
she lived, she investigated the possibility of medically assisted suicide. “If 1
had been in a country where euthanasia was legalized, I would have fit all the
criteria. The pain was unbelievable,” she told me. “There was no prognosis
that really gave me a reason to stick around. I was losing my body so quickly,
I knew that if I waited much longer, I was going to be trapped and I wouldn’t
have even been able to push a button.”

Today, in defiance of all conventional medical logic, Mee Ok—completely
off all medications—walks, travels, and hikes independently. She is currently
writing her memoir, albeit at the speed of fifty words per minute: relative to
the shape she was in not long ago, a true victory.

Scleroderma is among eighty or more related conditions dubbed
autoimmune, each representing a virtual civil war inside the body. In effect,
autoimmunity amounts to an assault by one’s immune system against the
body it ought to defend. The particular form of the disease depends on which
tissues or organs become the targets of this ruinous internal rebellion. If the
nervous system is under fire, the result may show up as multiple sclerosis; if
the gut, celiac disease or inflammatory bowel disease (IBD) such as Crohn’s
or ulcerative colitis; if the joints and connective tissues, systemic lupus
erythematosus (SLE) or rheumatoid arthritis (RA) or scleroderma; if the
skin, psoriasis or autoimmune eczema; if the pancreas, type 1 diabetes; if the
lungs, pulmonary fibrosis; if the brain, perhaps Alzheimer’s. In many of these
conditions, several regions of the body are affected at once. Chronic fatigue
syndrome—also known as myalgic encephalomyelitis (ME)—which affects



millions worldwide, is among the best known of the recent additions to this
roster.

Virtually all autoimmune diseases are characterized by inflammation of
the afflicted tissues, organs, and body parts—which explains why frontline
medical measures often begin with anti-inflammatory drugs. When
nonsteroidal anti-inflammatories like ibuprofen or heavier artillery such as
steroids themselves prove inadequate, physicians may prescribe medications
to suppress the body’s immune activity.

Because the disease had first affected Mee Ok’s joints, the doctors
believed it was rheumatoid arthritis. Their prescription was steroids: lab-
made analogues of the natural stress hormone cortisol, a secretion of the
adrenal gland in response to a threat. Ultimately it was the failure of both
steroids and immunosuppressants that drove Mee Ok to suicidal despair. Her
doctors had nothing left to prescribe. (I should add that Mee OKk’s illness was
so extreme that her recovery is entirely unexpected, indeed unexplainable,
according to standard medical thinking. I contacted her family physician in
Boston, who verified the details.)

Although often disruptive and highly distressing, autoimmune symptoms
can be nebulous and hard to pinpoint at first—not so much to the patient
suffering them and seeking validation and support as to the physician in
search of precise findings. Hence, it is not unusual for such diseases, which
not infrequently overlap with each other, to fly under the diagnostic radar.
Such was the experience of the tennis star Venus Williams, whose illness
expressed itself in swollen hands, persistent fatigue, and misshapen joints:
symptoms that would be alarming for anyone, even more so for an elite
athlete. “I'd go to doctors, but never get any answers, so there was nothing I
could do but keep going,” she told a newspaper reporter. “You almost get
used to having all these symptoms,” she said. “You tell yourself to shake it
off. Just keep going. Over time, you do start to wonder what’s happening and
if youre going crazy.”[ll She was eventually found to have Sjogren’s
syndrome, a condition that primarily affects moisture-producing glands so
that people suffer dry mouth and dry eyes, but which can also cause
dysfunction in many organs such as the lungs, kidneys, pancreas, and blood



vessels. Like many others, Williams was relieved to finally learn there was
some objective reason, and even a name, for her physical tribulations.

In Mee OKk’s case it fell to the patient herself to make the diagnosis: a not-
unusual role reversal in the internet age, particularly in cases where doctors
have already thrown up their hands. “My body just continued to stiffen,” she
recalled. “It was like it was undergoing mummification, like a self-
mummification over time. It kept spreading and spreading throughout my
body, and the pain was just unbelievable . . . They were giving me steroids
and telling me that it was something that I would have to maintain, that the
arthritis would never be cured—it wasn’t curable. I insisted on being tested
for scleroderma, and that was when I found out my diagnosis: six months
after the symptoms started.”

Autoimmune diseases are among the great unsolved mysteries of the
medical profession. Most are considered “idiopathic” in nature, which simply
means “of unknown origin.” Naturally, if we cannot identify the cause of a
condition, we will be stymied in our efforts to cure or reverse it. In many
cases symptom suppression or, sometimes, surgical repair or removal of
damaged tissue is the most modern medicine can offer. Such measures do
afford welcome relief to many, but they cannot reverse the course of disease
and, as with Mee Ok, leave a great number of people consigned to prolonged
deterioration and disability.

Troubling as this lack of clarity is for doctors and patients alike, these
illnesses also present a number of other head-scratchers, scientifically
speaking.

The first mystery is why they are becoming more frequent. Across many
Western countries, rates of everything from celiac disease to IBD, from lupus
to type 1 diabetes, and even allergies, are steadily rising, stymieing
researchers.[2] “In the last half-century, the prevalence of autoimmune
disease . . . has increased sharply in the developed world,” a 2016 New York
Times article noted. “An estimated one in 13 Americans has one of these
often debilitating, generally lifelong conditions.”[3] In the U.K., the diagnosis
of Crohn’s disease increased more than threefold between 1994 and 2014,[4]
while in Canada the rate of IBD in children grew by over 7 percent a year



between 1999 and 2010, giving my country among the highest rates of this
disease in the world.[3]

Such trends immediately rule out that go-to of medical explanations,
genetic causes. Whatever effect genetics may exert—and no doubt they figure
in some cases—logically they cannot account for the rise in prevalence of
autoimmune disorders. “Genes do not change in such a short period of time,”
Virginia Ladd, chief executive of the American Autoimmune Related
Diseases Association, told Medical News Today in 2012. “The rapid increase
in autoimmune diseases . . . clearly suggests that environmental factors are at
play.”[6] In other words, something in our environment—or a combination of
somethings—is inflaming our bodies.

For most of us, when we hear “environmental factors” in conjunction with
disease, our minds tend to go to well-publicized, material factors such as air
pollution, lead paint, and cell phone radiation. One interesting but unproven
theory has it that the rise in junk food consumption is responsible for the
globally increasing prevalence of autoimmunity.l”l Studies have not yet
identified such a link.[8] Either way, a complete understanding of health and
disease requires a far more encompassing view of the word “environment”: a
biopsychosocial one.

The second mystery is the highly skewed gender distribution of
autoimmune diseases. About 70 to 80 percent of sufferers are women, among
whom such conditions are a leading cause of disability and death.
Rheumatoid arthritis, for example, is three times more likely to strike women
than men; lupus affects women by a disproportionate factor of nine. Mee Ok’s
condition, systemic sclerosis, is three times more common among females.[?]
Even more of a puzzle is why the gender imbalance is increasing in, for
example, multiple sclerosis, a chronic, highly debilitating, potentially lifelong
disease of the nervous system.

In 1930s Canada, the gender ratio was about equal; nowadays more than
three women are diagnosed with MS for every man.[10] The trend is reflected
internationally. “There is an increasing incidence of multiple sclerosis in
women in Denmark. Danish women’s risk of developing MS has more than
doubled in twenty-five years, while it has remained virtually unchanged for



men,” noted a recent article in the Danish Medical Journal. Then, right in line
with Dr. Ladd’s observations: “The explanation for these epidemiological
changes should be sought in the environment, as genetics only explain a small
part of the MS risk. The changes are too rapid to be explained by gene
alterations.”[11]

None of the specialists who looked after Mee Ok inquired about the
conditions—physical and emotional—that preceded her life-blighting illness.
This, despite the voluminous research that links stress, trauma, and
inflammation, and despite the multiple studies that over many decades have
explored such connections in rheumatoid arthritis, in MS, and in other
autoimmune conditions. Not only are such possible lines of inquiry not
pursued, but they seem to be verboten in mainstream circles. “I've come to
feel a little bit off the wall when talking about these issues,” a specialist in
rheumatic diseases at one of the best-known U.S. teaching hospitals told me.
“Since my graduation I have markedly changed the way I practice, because |
started observing in my patients the relation between stress and the onset of
their disease, and how great a role trauma, psychological and physical, plays
in their disease.” This doctor, who requested anonymity for fear of alienating
her colleagues (!), has observed firsthand what she calls “remarkable results”
among her patients, both in terms of recovery and even, in some cases,
getting off medications altogether. Yet she feels like a renegade in her own
profession. “I'm surrounded by all my, you know, esteemed colleagues at the
university who are investigators, and nobody is looking at these things.”
Hearing this, I recalled the Harvard physician who told me that doctors
follow these sorts of threads “at their own peril”—though he did think it was
changing.

If even doctors who stray beyond medical orthodoxy can feel intimidated
and misunderstood, what do patients experience? Another lamentable feature
of Western medical practice—not universal, but all too often seen—is a
power hierarchy that casts physicians as the exalted experts and patients as
the passive recipients of care. For all doctors’ dedication and goodwill, the
imbalance compromises patients’ agency over their own health and healing
process. Essential questions about their lives go unasked, while patients in



turn lack the confidence to insist that their intuitions and insights about
themselves contribute to the process, much less guide it.

Had Mee Ok’s doctors inquired along these lines when she presented her
distressing symptoms, they would have learned that she had sustained two
major abandonments by the end of her first year. She was born in Korea to a
single mom who placed her in an orphanage when Mee Ok was six months
old. At one year of age, she was adopted and brought to the United States by
an evangelical couple who reared her according to the strictest fundamentalist
principles. Before Mee Ok was ten, her adoptive mother suffered a nervous
breakdown. Sometime in her teenage years, her father, in a fit of religious
remorse, confessed to her that he had sexually abused her for much of her
early childhood, from age two onward. She had completely repressed these
memories, secreted them and all associated feelings—pain, terror, rage—
deep beneath the surface of her awareness. As we will see later when we
discuss healing, Mee Ok’s improbable recovery, veritably a deathbed
resurrection, owed everything to her confronting this long-buried trove of
hurt.

Upon the emotional graveyard of what she could not afford to feel, Mee
Ok erected an impressive edifice: a positive, can-do persona that not only
kept her from experiencing her despair and impelled her to ignore her own
needs, but also helped her achieve success beyond what she really believed
was her due. In her job as assistant to the world-renowned professor, the
grown-up Mee Ok found her work stressful and would habitually bear the
tensions and pressures of everyone around her. “I was really not myself while
I was there,” she said. “I was always having to operate as a more highly
functioning person than I really was.” Such hyperfunctioning on top of
hidden inner distress is a recurring theme among the many autoimmune
patients I’'ve encountered in my years of practice and teaching.

Just prior to the onset of her agonizing joint inflammation, Mee Ok was in
a complicated romantic partnership whose many ups and downs took a
psychic toll and culminated in a wrenching breakup. All the lifelong hurt she
could not allow herself to experience, all her terror of abandonment, showed
up in her reactions to the loss of the relationship. It was a full-body grief



response. Once more, none of her history, from childhood to the present day,
was considered as admissible evidence by the highly trained experts who
treated her scleroderma. “My body was really like a battleground, and I was
losing,” Mee Ok told me. Her language resonated with me: I've long pictured
autoommune disease as resembling a powerful army invading its own
motherland, a violent mutiny against the body. In effect, with no conscious
outlet and lacking resolution, Mee Ok’s inflamed emotions rebelled,
manifesting in the inflammation of her tissues.

Microbiologists these days speak of “neurogenic inflammation,” stress-
induced inflammation triggered by discharges of the nervous system—a
system we now understand to be powerfully influenced by emotions.[12] And
there is elegant research connecting early adversity, such as the traumas Mee
Ok endured 1n childhood, to inflammation in adult life. A recent American
study found that emotional and physical abuse in childhood more than
doubles the risk of systemic lupus erythematosus, with inflammation being
one of the likely pathways.[13] Yet more connections between stress and
compromised autoimmunity have been found in other studies.[14] In 2007,
British scientists found that adults who had been maltreated in childhood had
higher blood levels of certain inflammation-signaling substances!*| produced
in the liver, independent of personal behaviors and lifestyle considerations.
“Childhood maltreatment is a previously undescribed, independent, and
preventable risk factor for inflammation in adulthood,” wrote the researchers.
[15] “Inflammation may be an important developmental mediator linking
adverse experiences in early life to poor adult health,” they added cautiously.
Many studies since attest that there is no “may be” about it.

Some clinicians have noted a relationship between rheumatoid arthritis
and certain types or features of personality. We will have much more to say
about personality in chapter 7, but, to avoid misunderstanding, a quick
clarification is in order here. What we call the personality traits, in addition to
reflecting genuine inborn temperaments and qualities, also express the ways
that people, as children, had to accommodate their emotional environment.
They reflect much that is neither inherent nor immutable about a person, no
matter how closely identified he or she is with them. Nor are they character



faults; though they may cause us difficulty now, they began as modes of
survival.

As far as back as 1892 the great Canadian-born Johns Hopkins physician
William Osler—Ilater knighted by Queen Victoria for his contributions to
British medicine—had already noted “the association of the disease with
shock, worry, and grief.” Many years later, a 1965 survey reported the
prevalence in rheumatoid arthritis—prone individuals of an array of self-
abnegating traits: a “compulsive and self-sacrificing doing for others,
suppression of anger, and excessive concern about social acceptability.”[16]
An unusually perceptive Canadian specialist in autoimmune disease, Dr. C.
E. G. Robinson, wrote in 1957 that his patients with RA “usually tried very
hard to please both in professional and personal contacts, and either
concealed hostility or expressed it indirectly. Many of them were
perfectionistic.” The onset of disease was often preceded by stress. He added,
sagely, “Frequently as much time is needed for dealing with the emotional
problems of the patient with chronic rheumatoid arthritis as with the joint or
systemic disorders . . . I think the emotional and psychological aspect of
many rheumatoid patients is of first importance.”[17] Four decades after Dr.
Robinson published his comments, American researchers likewise found that
the degree of interpersonal stress was correlated with disease severity among
a group of women with rheumatoid arthritis. 18]

A case in point is forty-two-year-old Julia, from one of Canada’s prairie
provinces, diagnosed with rheumatoid arthritis at age twenty-nine. She had
been rear-ended in a motor vehicle accident and the next day felt some pain
in her left shoulder, which quickly resolved—only to flare up again and again
in various joints throughout her body, migrating with bewildering
unpredictability. “It would show up in a joint and then leave,” she told me.
“Then all at once I ended up with twenty-six joints that were all inflamed
simultaneously.” Blood tests found one of the indicators of rheumatoid
arthritis highly elevated, clinching the diagnosis. Her emotional profile
aligned with the hyper-responsible, anger-suppressing personae described in
the literature, traits she developed in a family of origin with an alcoholic
father and an emotionally dependent mother to whom she could not divulge



her sexual abuse at the hands of a family friend who also victimized the
younger sister Julia tried to protect.

None of Julia’s treating physicians ever asked about her inner life. Why
does that matter? Because such personality patterns as Dr. Robinson and
others have observed are reversible and, with them, so may be the disease.
Despite having been told the illness would inevitably progress, Julia is now
symptom-free and medication-free. “I have beautiful conversations with my
rheumatoid arthritis these days—it makes me want to cry telling you,” she
said to me. “I'm great.” What could such a statement mean, and why so
deeply felt in Julia’s case? We will return to these “beautiful conversations”
later, when we look at healing.*]

Grief and Vexation: Miray, Bianca, and Multiple Sclerosis

Miray is a fifty-one-year-old physician from Turkey, now working as a
clinical trial coordinator at a Canadian hospital. She first experienced diplopia
—double vision—at age eighteen, but without the advanced imaging
techniques now available, she remained at first undiagnosed. “I saw an
ophthalmologist, and he said, oh, this is just a temporary thing,” she recalled.
“So I went on corticosteroids for six weeks, and it went away. At twenty-two [
had multiple attacks. Whenever I would see my mom, I would see double. 1
studied in another city and was perfectly okay, but when I would go back to
Istanbul, I would have another attack every time I saw my mom.” At age
twenty-four, Miray had an MRI that confirmed the diagnosis of multiple
sclerosis. After she immigrated to Canada, she was symptom-free for years.
But during her pregnancy, her husband, in the midst of some business woes,
became abusive. “He had this rage and hatred toward women,” she said, “and
he would project it on me.” One stress begat another. “He wasn’t making
enough money to hire people, so I would work in the hospital from morning
to afternoon, then I had to go and mind the store from four until midnight.
When I gave birth, things got worse. He was shouting, extremely angry. He
was always demeaning me, mocking me, ridiculing me.” Finally, Miray left
the marriage and, after many years, saw her parents again. When she did, she
was soon unable to walk—a pattern that has persisted ever since. The



emotional triggers of suppressed fear and anger instilled in her in childhood
were activated around her family, and that, in turn, would inflame her nervous
system.

Multiple sclerosis is another autoimmune condition for which personal
histories, childhood adversity, and the decisive influence of stress have been
extensively studied. The first to describe this illness, the French physician
Jean-Martin Charcot, sometimes called the father of modern neurology,
proposed in 1872 that MS resulted from “long-continued grief and vexation.”
As with his younger contemporary and fellow medical giant William Osler’s
insights about rheumatoid arthritis, much information has since accrued to
support Charcot’s pioneering formulation. “A majority of the MS patients had
grown up against an unhappy family background,” found a 1958 study at two
Montreal hospitals. “Marital discord, broken homes, alcoholism, and lack of
parental love and affection were given as reasons for unhappiness.” The vast
majority had suffered prolonged emotional stress prior to the onset of their
disease. Also salient in triggering relapses were such stresses as “worry over
financial matters, unhappy home life, increased responsibility, either alone or
in combination with such other factors as fatigue, overexertion, overwork,
accidents, injuries, and childbirth.”[12] A decade later, another study (in
which Dr. George Engel, of the “biopsychosocial” coinage, participated) also
concluded that “the majority of patients . . . reported psychologically stressful
experiences to have preceded the onset of the symptoms that ultimately led to
the diagnosis of multiple sclerosis, findings corroborated by family members
when available.”[20]

The evidence just keeps coming. MS patients experiencing significant life
stresses were seen to have a nearly quadrupled incidence of disease flare-ups.
[21] Finally, a major review of the literature presented at an international
conference in Portugal in 2013 found a host of patterns among MS patients,
including

« more unwanted stress or traumatic events occurring between six months
to two years before onset;



« a cumulative correlation between stress and relapse: after one stressful
life event, the relapse risk doubles or triples; after three or more, the
risk increases by five- to nearly sevenfold;

« histories of childhood trauma, which are double or triple those of the
general population;

« physical and sexual abuse histories correlated with higher relapse rates;

« being less in touch with their emotions, in general, and therefore less
able to protect themselves from stress; and

« social support mitigating the effect of life stresses. 22

Over the years I have interviewed dozens of people with MS, many of
them long before I was aware of such studies. I have yet to find an exception
to these general findings. The “long-continued grief and vexation” of which
Jean-Martin Charcot spoke a century and a half ago factor mightily in the
presence and severity of the illness. As in the other autoimmune conditions,
in virtually every case the childhood patterning that led people to be
overconscientious, hyper-responsible, and emotionally stoic about their own
needs was evident—as were stresses preceding the illness, such as
interpersonal conflict, family crisis, loss of a relationship, or added duties at
work.

Bianca—Ilike Miray, a physician—also had double vision (diplopia) as her
first symptom of MS. Now thirty-seven, she first experienced it in her
twenties while she was stressing herself over her school examinations.
“Through the years,” she told me as we spoke online, she from her home in
Bucharest and I in Vancouver, “all the time that I had the symptom of double
vision I was preparing for exams or a lot of stress in work—professional
stress. The other symptoms, I make the connection, like numbness and
tingling or pins-and-needles sensations or paralysis, happen usually when I
have personal problems and emotional problems.” Contrary to medical
expectation, Bianca has made the disease work for her. She has learned to
make friends with and allow herself to be instructed by a condition most of
us would naturally regard as pure misfortune. “I was overcompensating all my
life, and working hard, and trying to please people,” she told me. “With MS, I
finally had a reason to relax and focus on myself.”



Why the Rise of Autoimmune Diseases?

Genetic explanations missing the mark, the hunt for elusive “environmental
factors” continues; in the modern world, there are bound to be many.[23] |
believe, however, that one such factor is salient, ubiquitous, and, for the most
part, woefully overlooked. Here the very treatment of inflammatory
conditions offers an essential, even obvious clue about their origins, a hint
that may help resolve the mystery of where in the world these illnesses come
from. We physicians frequently dole out large doses of synthesized stress
hormones for inflammations of the skin, joints, brain, intestines, lungs,
kidneys, and so on. We do so for a good reason: hormones often alleviate or
ameliorate symptoms, albeit with many potentially hazardous side effects. Yet
we rarely think to ask ourselves—or our patients—whether stress itself may,
just may, have something to do with the condition we are treating.

There is plenty of evidence for such a view. A recent Swedish study in the
Journal of the American Medical Association showed that people with stress-
related disorders had significantly greater risk of autoimmune disease.[24]
Tellingly, those who had been treated for their stress-related mental
conditions with SSRI-type medication—the most widely prescribed class of
antidepressants,|=| of which Prozac is probably the most famous—had lower
risk for autoimmunity: a clear indication of the bodymind, to use Dr. Candace
Pert’s phrasing for the interflow of psychology and physiology in humans, and
of the role of emotions in illness.

Not only in humans, either. Laboratory mice in a 2013 study were
subjected to three weeks’ stress, meant to mimic “the diversity of stressful
events in daily human life.” That meant immersing the creatures in cold
water, wafting predator odors in their direction, making them endure bright
lights or restraint or isolation—unpredictable stresses of variable duration
they could not easily adapt to. The researchers called this “chronic variable
stress.” Mice so exposed were found to be at an elevated risk for pathogenic
autoimmunity—in other words, for immune activity directed against the
physical self.[25]



Life in our current culture, I believe, makes many of us experimental mice
subject to “chronic variable stress” beyond our control.|*

A necessary caveat: in foregrounding the role of biographical factors in
disease, we must be mindful to avoid blame or guilt. “Some people see lupus
as an external attacker,” a British woman with lupus has written. “But I prefer
to think I did it to myself . . . Too much striving, too much living on the edge,
too much stress. Yet despite the consequences, I wouldn’t change how I lived
my life. It is who I am, so this disease is who I am too.”[26]

There i1s wisdom in that view, but I also hear an unwarranted self-
accusation and an all-too-characteristic lack of self-compassion. No person is
their disease, and no one did it to themselves—not in any conscious,
deliberate, or culpable sense. Disease is an outcome of generations of
suffering, of social conditions, of cultural conditioning, of childhood trauma,
of physiology bearing the brunt of people’s stresses and emotional histories,
all interacting with the physical and psychological environment. It is often a
manifestation of ingrained personality traits, yes—but that personality is not
who we are any more than are the illnesses to which it may predispose us.

Yet if our British writer errs in identifying entirely with her disease, she is
still skillfully directing us to a profound and fruitful set of questions. Could it
be that illness as “external attacker” does not even exist when it comes to such
chronic, auto-mutinous conditions as we have looked at in this chapter?l]
What if disease is not, in fact, a fixed entity but a dynamic process expressive
of real lives in concrete situations? What new (or old) pathways to healing,
unthinkable within the prevailing medical view, might follow from such a
paradigmatic shift in perspective?



Chapter 6
It Ain’t a Thing: Disease as Process

Cancer is no more a disease of cells than a traffic jam is a disease of cars. A lifetime study of
the internal-combustion engine would not help anyone to understand our traffic problems . . . A
traffic jam is due to a failure of the normal relationship between driven cars and their
environment and can occur whether they themselves are running normally or not.

—Sir David Smithers, Lancet, 1962

V, formerly known as Eve Ensler,[Z] rose to fame in the 1990s as the author
of the Vagina Monologues, the play the New York Times called “probably the
most important piece of political theater of the last decade.” Her blockbuster
stage success has given rise to a life of activism. A fearless advocate for and
defender of women’s rights, she has traveled worldwide, witnessing the
bloody aftermath of mass rape and misogynist brutality in Bosnia and the
war-torn Democratic Republic of the Congo.

The political is personal for V. In her heartrending yet triumphant memoir
of surviving life-threatening stage IV uterine cancer, In the Body of the
World, she poses a question of stunning frankness and insight: “Do I have
rape cancer?” From an early age and over many years, her father sexually
violated her—a chronic assault on which was superimposed severe emotional
abuse and, later, terrifying physical violence. All the while, her mother,
hobbled by the legacy of her own childhood suffering, remained oblivious
and/or silent. The child Eve felt she was “betraying” her mom by having an
affair with her own father. “As a child when your father incests you, you feel
you were the betrayer,” she told me in an online interview. “And my mother
hated me for it. She hated me for how much he adored me.” Toxic self-blame



is one of the torments imposed on the traumatized child. For much of her life
V loathed herself, as so many victims of early abuse end up doing.

“How did I get it?” she writes about the onset of her cancer. “Was it worry
every day for fifty-seven years that I wasn’t good enough? . . . Was it the
pressure to fill Madison Square Garden with eighteen thousand or the
Superdome with forty thousand? . . . Was it the line of two hundred women
repeated in hundreds of small towns for many years after each performance,
after each speech, women lined up to show me their scars, wounds, warrior
tattoos? Was it suburban lawn pesticides? . . . Was it my first husband
sleeping with my close friend? . . . Was it sleeping with men who were
married? . . . Was it not enough boundaries? Was it too many walls?”

When I asked her what she thinks now, V prefaced her answer with a
laugh, perhaps sardonic. “I think it’s a combination of all of the above,” she
said. “But I think that if there were one underlying reason why I got sick, it
was unreckoned—I hadn’t gone deep enough in processing my trauma.” She
then made a profound observation about the nature of illness itself: “A
disease is not like a thing. It is energy flow, it’s a current; it is evolution or
devolution that occurs when you’re not awake and connected, and trauma is
essentially ruling your life. I think it’s such a mistake to identify it as a thing,
because that makes it hard matter when it's in fact a much more
psychological, spiritual, emotional condition.”

This hard-won perspective raises some unfamiliar, potentially fruitful
questions. What if, she writes, “when you got sick, you weren’t a stage [of a
disease] but in a process? And cancer, just like having your heart broken, or
getting a new job, or going to school, were a teacher? What if, rather than
being cast out and defined by some terminal category, you were identified as
someone in the middle of a transformation that could deepen your soul, open
your heart?”

V’s survival of a near-terminal diagnosis owed much to the heroic efforts
and skills of modern medicine, including multiple complex surgeries and
chemotherapy. But that’s not all that saved her, as she sees it. V herself
generated a powerful complement to these interventions in the way she
approached healing: a willingness to experience disease not as a “thing,” an



external enemy, but as a process that encompasses all of her life—present,
past, and future—and, ultimately, even as a teacher.

Beyond the War Metaphor

We are used to seeing disease as a thing to get rid of or a foe to battle against
—as, for example, in the “war on cancer.” (Which “war,” for the record, has
been far from victorious.)lLl Someday, we tell ourselves, with enough
research, we as a society will “beat” cancer and wipe it out; in the meantime,
we maintain a tenaciously defiant attitude, as expressed in the viral hashtag
#FuckCancer. Our everyday language gives voice to our combative stance: we
hear of a friend or a family member courageously “battling MS” or some
other illness; they will either prevail in the struggle or else “succumb.”

It may be that these martial metaphors are so appealing because their force
matches our feelings of anger and despair; that does not, however, make them
helpful. In a previous work I quoted the Canadian oncologist Karen Gelman,
a leading breast cancer specialist, who looks askance at the military depiction
of cancer care and research. “What happens in the body is a matter of flow—
there is input and there is output,” she said, “and you can’t control every
aspect of it. We need to understand that flow, know there are things you can
influence and things you can’t. It’s not a battle, it’s a push-pull phenomenon of
finding balance and harmony, of kneading the conflicting forces into one
dough.”(2] T noticed how closely her use of “flow” mirrors V’s language—one
woman speaking from medical expertise, the other from hard-earned,
subjectively sourced insight.

Beyond the declarations of war, there is another, even more popular class
of misapprehensions that cloud our view of disease: “I have cancer.” “She has
MS.” “My nephew has ADD.” Embedded in each phrase is the unexamined
assumption that there is an I (or a someone) distinct and independent from the
thing called disease, which the “I” has—as in the statement “I have a flat-
screen TV.” Here is my life, and over there is the disease that has encroached
upon it. Seen this way, disease is something external with its own nature,
existing independently of the person in whom it shows up. Given where that
perspective has gotten us, it is time to consider a new one.



We have already glimpsed the countless hormonal, immunological,
neurological, molecular, intracellular, and epigenetic pathways that make our
physiology inseparable from our emotional, psychological, spiritual, and
social lives. V’s understanding of trauma and stress as major founts of the
process that ultimately came close to killing her is completely aligned with
modern science. In a five-decades-long British study that followed nearly ten
thousand people from birth until the age of fifty, it was found that early-life
adversity—abuse, socioeconomic disadvantage, family strife, for example—
greatly increased the risk of cancer before the mid-century mark. Women
who experienced two or more such adversities had a doubled risk by midlife.
[3]

“These findings suggest that cancer risk may be influenced by exposure to
stressful conditions and events early on in life,” wrote the researchers, once
more employing the carefully reticent language of “suggest” and “may.” To
my clinical sensibilities, concerned as I am with how people fall ill and/or
find healing, such results, mirrored over and over in multiple other studies, do
not suggest: they scream for attention. The disorganizing impact of stress
hormones on the immune system as a risk for cancer is far from a scientific
secret. We have also seen how stress and trauma are prime drivers of
inflammation, another central gear in the cancer-causing apparatus. Along
parallel lines, girls who are sexually and physically abused have far greater
risk in adulthood of endometriosis, a painful and often disabling condition
that heightens the risk of ovarian cancer and whose origins perplex
conventional medical thinking.[4] Considered from the mind-body
psychoneuroimmunological perspective, the puzzle becomes rather less
puzzling.|”]

To restate a question essential to our theme: What if we saw illness as an
imbalance in the entire organism, not just as a manifestation of molecules,
cells, or organs invaded or denatured by pathology? What if we applied the
findings of Western research and medical science in a systems framework,
seeking all the connections and conditions that contribute to illness and
health?



Such a reframing would revolutionize how we practice medicine. Rather
than treating disease as a solid entity that imposes its ill will on the body, we
would be dealing with a process, one that can’t be extricated from our
personal histories and the context and culture in which we live. This change
in approach has much to recommend it, and not only because it takes
interpersonal biology into account. When we cease to view illness as a
concrete, autonomous thing with a predetermined trajectory—and when we
have the proper help and a willingness to look both within and without—we
can start to exercise agency in the matter. After all, if disease is a
manifestation of something in our lives rather than merely their cruel
disruptor, we have options: we can pursue new understandings, ask new
questions, perhaps make new choices. We can take our rightful place as active
participants in the process, rather than remain its victims, helpless but for our
reliance on medical miracle workers.

Disease itself is both a culmination of what came before and a pointer to
how things might unfold in the future. Our emotional dynamics, including our
relationship to ourselves, can be among the powerful determinants of that
future. An attitude of helplessness and hopelessness at the time of diagnosis,
for example, has been shown to exert a marked adverse effect on survival in
women with breast cancer even ten years later.[3] Conversely, a decrease in
depressive symptoms is associated with longer survival.[¢] Even in a study of
women requiring biopsies for cervical abnormalities identified on routine Pap
smears, those with a dejected view of life before diagnosis were much more
likely to find that they received a diagnosis of cancer.l”l In men, the immune
system’s capacity to react to prostate cancer was diminished in those with a
tendency to suppress anger.l8] Another prostate study found that social
support reduced the risk.[?!

Dr. Steven Colel! is a prolific researcher whose work has cast bright light
on the disease process. “We now know that disease is a long-term process,” he
told me, “a physiological process taking place in our bodies, and how we live
influences how quickly that’s going to get us at a clinical level . . . The more
we understand about disease, the less clear it becomes when you have it and
when you don’t.” Within the myth of normal, of course, this kind of nuance



is barely comprehensible: you're either “sick” or youre “well,” and it should
be obvious which camp you’re in. But really, there are no clear dividing lines
between illness and health. Nobody all of a sudden “gets” an autoimmune
disease, or “gets” cancer—though it may, perhaps, make itself known
suddenly and with tremendous impact.

A few years ago, the New Yorker featured an article titled “What’s Wrong
with Me?,” a poignant first-person account of yet another “idiopathic”
autoimmune condition.[10] The piece was also a perfect depiction of disease
as a long-term process rather than a distinct entity. “I got sick,” the author
writes with a pained humor, “the way Hemingway says you go broke:
‘eradually and then suddenly.” One way to tell the story is to say that I was ill
for a long time—at least half a dozen years—before any doctor I saw believed
I had a disease. Another is to say that it took hold in 2009, the stressful year
after my mother died, when a debilitating fatigue overcame me, my lymph
nodes ached for months, and a test suggested that I had recently had Epstein-
Barr virus.”

The telltale hallmarks of the disease process are there: the prolonged
course; the professional befuddlement at the lack of specific markers on
physical examination, blood tests, or imaging studies; and the sudden
interpersonal stress that finally brings on the full-blown manifestations of
illness. Toward the end of the article the writer reports a revealing clue as to
the source of her devitalizing malady, one that should have been a signal to
her treating physicians: “In May, my endocrinologist speculated, after various
M.R.Ls, that I had an ‘idiopathic’ disorder in the hypothalamus which is
probably untreatable.”

The clue? We've seen it already: the hypothalamus is the hub of the body’s
and brain’s stress apparatus, a key modulator of immune activity, and the
apex of the autonomic nervous system. It is the transducer into physiological
data of our emotional functioning and, therefore, of our interpersonal
relationships and of our relationship to ourselves. It translates fear, loss, grief,
and stress into responses in our bloodstream, organs, cells, nerves, lymph
nodes, messenger chemicals, and molecules throughout the entire organism.
Thus, from a broader interpersonal biology point of view, her illness may not



be so idiopathic after all, but the understandable outcome of chronic and
acute stress. Even if untreatable by present-day medical techniques, it need
not be beyond healing, especially if we bring in a wiser, science-based
appreciation of the interconnected complexity of the disease process and the
bodymind unity.

Returning to cancer, the work of Dr. Cole and colleagues has shown that
activation of the body’s stress response can promote tumor growth and
spread. It is important to note, as they warned, “that stress per se does not
cause cancer; however, clinical and experimental data indicate that stress and
other factors such as mood, coping mechanisms, and social support can
significantly influence the underlying cellular and molecular processes that
facilitate malignant cell growth.”[11]

This raises a key point. Stress cannot “cause” cancer, for the simple reason
that our bodies naturally harbor potentially malignant cells at all times. The
body contains over thirty-seven trillion cells, in all various stages of
development, maturity, and decay. Malignant transformation happens
regularly, as an accidental by-product of natural cell division. Under normal
conditions the organism’s defenses can eliminate such threats to well-being.
We know from autopsies, for example, that many women have breast cancer
cells, just as many men have prostate cancer cells, without ever developing
the disease of cancer. The question is, What drives the progression of these
cells into clinical illness? What keeps the immune system from successfully
confronting the internal menace? This is where stress plays its incendiary
role: for example, through the release of inflammatory proteins into the
circulation—proteins that can instigate damage to DNA and impede DNA
repair in the face of malignant transformation. These proteins, called
cytokines, can also inactivate genes that would normally suppress tumor
growth, enable chemical messengers that support the growth and survival of
tumor cells, stimulate the branching of blood vessels that bring nutrients to
feed the tumor, and undermine the immune system. Even at the cellular and
molecular levels, the generation of ill health is a multifaceted, multistep
process.



In 1962 the leading British cancer physician David Smithers published a
paper of prophetic force. He explored cancer as process: not a disease of
individual cells gone rogue but a manifestation of an imbalanced
environment, “merely the terminal [event] in a much longer progressive chain
of circumstances with no distinctive starting-point.” Doctors and researchers,
he wrote, do not experience cancer’s “essential dynamic quality; they see its
static effects, not the process in action.”[12] The activity of cells, Smithers
pointed out, “is possible only in relation to their environment, and none of
their actions can be explained by laws governing intracellularly initiated
events alone.” That prescient assertion has been more than validated by the
half century of research since.

“I now have a much more complex view of causation,” Steve Cole told
me. “If you get a disease, a whole series of things had to have gone wrong.
Some of that may be related to your genes; some of that may be related to
pathogen exposure. Some of it is related to hard lives—the way that can
wreak wear and tear on the body and on what would otherwise be resilient
tissues. It’s better to think of it as a multistep causation . . . One of the things
many diseases have in common is inflammation, acting as kind of a fertilizer
for the development of illness. We've discovered that when people feel
threatened, insecure—especially over an extended period of time—our
bodies are programmed to turn on inflammatory genes.”

A Physician Heals Herself

Threatened and insecure over an extended period of time is precisely how the
obstetrician-gynecologist Lissa Rankin felt since childhood, an emotional
state her medical training only exacerbated. Her book The Anatomy of a
Calling begins with a nightmarish recounting of how she, as a medical
resident, had to rush all night from one delivery room to another, dealing with
one difficult delivery in the wake of another, supporting parents after the
death of four babies, and all the while being berated by her superiors to
suppress her own grief, even in the privacy of the women’s changing room.
“Doctors,” she writes, “become masters at stuffing their emotions. We can’t
cry when we’re grieving or when someone has hurt our feelings, or when we



are sad.” I recently spoke with the California-based physician. “In medical
school,” she told me, “I was being sexually harassed by my surgery professors
all the time. All the time. I just had to tolerate it . . . I never went to the
medical school director, I never told anybody, or asked for protection,
because that was part of my wounding: I wasn’t allowed to ask for help, to be
‘needy,” to complain.”

When she was twenty-seven, Dr. Rankin was admitted to the coronary
care unit at her hospital for an episode of distressingly rapid heartbeat that
did not respond to the usual noninvasive measures. After receiving electrical
shock treatment to restore her normal heart rate, she was sent directly back to
work. By age thirty-three, she was taking multiple medications for a number
of conditions, including three drugs for high blood pressure and palpitations,
antihistamines, and a steroid—which, again, is a stress hormone—and weekly
injections for allergies, which, she was told, she’d have to stay on for the rest
of her life. She was also treated for a cervical abnormality, a precancerous
state that reappeared soon after the procedure. All the while—and this will
sound familiar—no physician asked her what stresses might be weighing on
her, promoting immune problems, and potentiating malignancy.

Today Dr. Rankin is fully healthy and taking no drugs at all. In her case,
healing owed nothing to conventional medical treatment and everything to the
personal transformation she was guided to undertake—a journey she began
when, at age thirty-five, she was nearly suicidal. “Within six months of
quitting my job I was off all my medications,” she reports. She is now a
mother, a healer, a seminar leader, and the author of several books. Her key
insight was to recognize her entire life as the ground for her several illnesses,
physical and mental; not separate entities but dynamic processes expressing
her interactions with her world. “I had been a stereotypical good girl,
overachiever, top of my class, always pushing to develop my talent and
intellect, not to satisfy me but to be accepted by others,” she told me. That
relentless pressure, she learned, manifested in her medical conditions. She
had to let it go.

As Lissa Rankin realized, much good can come from an open-minded
engagement with the process that disease represents. It may not be the guest



we ever desire to see, but a modicum of hospitality—welcoming the
unwelcome, so to speak—costs us nothing. It may even lead to an opportunity

to find out why this particular visitor has come to call, and what it might tell
us about our lives.



Chapter 7

A Traumatic Tension: Attachment vs.
Authenticity

Most of our tensions and frustrations stem from compulsive needs to act the role of someone
we are not.

—Janos (Hans) Selye, M.D., The Stress of Life

To hear Anita Moorjani tell it, the disease that nearly killed her was no
random misfortune. “The person I was before I got cancer,” the bestselling
author told me, “was afraid of disappointing other people. I was a pleaser. |
completely lost myself in satisfying other people, I became so drained. I was
someone who could not say no; I was a rescuer, and I would be the one who
was there for everyone. I didn’t even learn that it’s okay to be me when I had
cancer. It took being in a coma to learn that.” Now a vibrant sixty-year-old,
Moorjani is convinced that chronic stress induced by the compulsive
suppression of her own needs was one of the roots of her metastatic
lymphoma, thought to be terminal when she was diagnosed at age forty-three.
“My personality was such that I needed something as drastic as cancer to give
me reason to take care of myself.”

Many of us have heard such sentiments: the notion of “finding the gold” in
catastrophe is not at all unfamiliar, nor limited to the sphere of health crises.
But the idea that features of our personality may contribute to the onset of
pathology is anathema to many. In her still-influential 1978 essay “Illness as
Metaphor,” the late filmmaker, activist, and brilliant woman of letters Susan
Sontag—then a forty-five-year-old cancer survivor—flatly and forcefully



rejected the possibility that ill health might signify anything beyond bodily
calamity. “Theories that diseases are caused by mental states . . . are always
an index of how much is not understood about the physical terrain of a
disease,” she wrote.[1ll To assert that emotions contribute to disease was, for
her, to promote “punitive or sentimental fantasies,” to traffic in “lurid
metaphors” and their “trappings.” She found this view especially distasteful
because she perceived it as a way of blaming the patient. “I decided that I was
not going to be culpabilized.”[2]

Sontag’s acerbic rejection of the mind-body connection resonated not only
in intellectual circles but also in some of the most hallowed centers of
medical thinking. A few years later, the New England Journal of Medicine’s
future first woman editor, Dr. Marcia Angell, cited it approvingly, deriding as
“folklore” the idea that “mental state is a factor in the causing and curing of
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specific diseases,” a “myth” for which the evidence is at best “anecdotal.”
Like Sontag, Dr. Angell espied in this line of thinking an insidious patient-
blaming tendency: “At a time when patients are already burdened by disease,
they should not be further burdened by having to accept responsibility for the
outcome.”[3]

I agree wholeheartedly that no one, ever, ought to be made to feel guilty
for whatever transpires with or within their body, whether that guilt arises
from the self or is imposed from without. As I stated earlier, blame is
inappropriate, unmerited, and cruel; it is also unscientific. But we have to
take care not to fall into an easy fallacy. Asserting that features of the
personality contribute to the onset of illness, and more generally perceiving
connections between traits, emotions, developmental histories, and disease is
not to lay blame. It is to understand the bigger picture for the purposes of
prevention and healing—and ultimately for the sake of self-acceptance and
self-forgiveness.

My intent in reframing Sontag’s perspective, then, is to offer a more
helpful view. I empathize with her apprehension about being blamed for
becoming ill, even as I see her refutation of the mind-body confluence as
misguided and scientifically untenable. A clear and honest look at the
biographical factors that can disrupt our biological well-being helps us



respond intelligently and effectively to illness—or preferably, to mitigate the
risks in the first place. This is as true for individuals as for society.

There 1s nothing radical about the idea that certain personality traits can
pose risks for illness; in fact, it is a restatement in modern scientific terms of
insights that date far back. The physiological pathways connecting an
irascible temper and heart disease, for instance, have long been well
understood: they include increased blood pressure and heart rate, intensified
clotting, and tightening of blood vessels, among others.[4); [5], [6] Already in
ancient times Hippocrates spoke of the “choleric” temperament, believed to
result from an excess of choler (yellow bile). In English we still speak of
people who are habitually grumpy as “bilious.” And in traditional Chinese
medicine, the liver—the source of bile—is associated with anger, bitterness,
and resentment. In 1896, the renowned internist and medical teacher Sir
William Osler, often called the father of modern medicine, asserted to
graduate students at Baltimore’s Johns Hopkins Hospital that “it is not the
delicate, neurotic person who is prone to angina [a cardinal symptom of
coronary artery disease], but the robust, the vigorous in mind and body, the
keen and ambitious man . . . whose engine is always at full speed ahead.” He
was foreshadowing the modern concept of the driven, compulsively
preoccupied, impatient, readily upset, and heart-disease-prone type A
personality—a biopsychosocial dynamic, which, both scientifically and
“anecdotally,” is easy to grasp.

In 1987 the psychologist Dr. Lydia Temoshok!=! proposed what became
known as the “type C personality,” referring to traits strongly associated with
the onset of malignancy.lZ] These couldn’t have been further from the type A
traits on the temperamental spectrum; they included being “cooperative and
appeasing, unassertive, patient, unexpressive of negative emotions
(particularly anger) and compliant with external authorities.” She had
interviewed 150 people with melanoma and found these patients to be
“excessively nice, pleasant to a fault, uncomplaining and unassertive.” They
were identified “pleasers”: while anxious about their disease progression, their
worries were focused in a specifically outward direction, away from
themselves and toward the effect that their illness was having on their



families. Such self-abnegation was too well typified in an article I once read
in the Globe and Mail, written by a woman just diagnosed with breast cancer.
“I'm worried about my husband,” she immediately told her physician. “I won’t
have the strength to support him.”[7]

Around the same time, about ten years into my medical practice, I was
beginning to notice similar patterns in the lives of many of my patients, folks
with all manner of illnesses. This, despite my lack of familiarity at the time
with the voluminous research that in the past half century has shed light on
how stress, including the stress of self-suppression, may disturb our
physiology, including the immune system. Not knowing then of Dr.
Temoshok’s work, I came to alike conclusions because they virtually urged
themselves upon me: I couldn’t help seeing what I saw. Time after time it was
the “nice” people, the ones who compulsively put other’s expectations and
needs ahead of their own and who repressed their so-called negative
emotions, who showed up with chronic illness in my family practice, or who
came under my care at the hospital palliative ward I directed. It struck me
that these patients had a higher likelihood of cancer and poorer prognoses.

The reason, I believe, is straightforward: repression disarms one’s ability to
protect oneself from stress. In one study, the physiological stress responses of
participants were measured by how their skin reacted electrically to
unpleasant emotional stimuli, while the patients reported how much these
stimuli bothered them. Flashed on a screen were insulting or demeaning
statements, such as “You deserve to suffer,” “You are ugly,” “No one loves
you,” and “You have only yourself to blame.” Three groups of participants
were assessed in this way: people with melanoma, people with heart disease,
and a healthy control group. Among the melanoma group there was a
consistently large gap between what they reported—that is, to what degree
they consciously felt upset by these scornful and disparaging messages—and
the level of bodily stress their skin reactions betrayed. In other words, they
had pushed their emotions below conscious awareness. This cannot help
affecting the body: after all, if you go through life being stressed while not
knowing you are stressed, there is little you can do to protect yourself from
the long-term physiological consequences. Accordingly, the scientists



concluded that repressiveness ought to be seen “as a mind-body, rather than
as just a mental, construct.”[8]

Some years later, psychologists at the University of California, Berkeley,
investigated the physiological effects not of repression, a largely unconscious
process, but of suppression, defined as “the conscious inhibition of one’s own
emotional expressive behavior while emotionally aroused.” If I know I'm
afraid but choose to conceal that from a rabid dog who can “smell fear,” I am
suppressing my feelings—as opposed to repressing them, as in compulsively
pretending to agree with opinions one finds repellent and not realizing it until
later. In the Berkeley study, participants were shown films normally expected
to elicit disgust, such as burn patients being treated or an arm being surgically
amputated. Some participants were specifically instructed not to reveal
emotions when watching, while the control group was free to express emotion
by means of facial or body movements. On a number of physiological
measurements, the suppression group showed heightened activation of their
sympathetic, or fight-or-flight, nervous system: in other words, a stress
response.[?] There may be certain situations where a person, for perfectly
valid reasons, deliberately chooses not to express how he feels; if one does it
habitually or under compulsion, the impact is more than likely to be toxic.

I have distilled my own list of the personality features most often present
in people with chronic illness, as observed by myself and many others. They
may remind you of some of the personal stories I've included thus far.
Whether a person exhibits one, a few, or every one of these features, they all,
each in their own way, speak to self-suppression and/or repression. I have
found them not only present but prominent among people with all manner of
chronic illnesses, from cancer to autoimmune disease to persistent skin
conditions, through a gamut of maladies including migraine headaches,
fibromyalgia, endometriosis, myalgic encephalomyelitis (ME), also known as
chronic fatigue syndrome, and many others.

In no particular order, these traits are

« an automatic and compulsive concern for the emotional needs of others,
while ignoring one’s own;



« rigid identification with social role, duty, and responsibility (which is
closely related to the next point);

« overdriven, externally focused multitasking hyper-responsibility, based
on the conviction that one must justify one’s existence by doing and
giving;

« repression of healthy, self-protective aggression and anger; and

« harboring and compulsively acting out two beliefs: “I am responsible for
how other people feel” and “I must never disappoint anyone.”

These characteristics have nothing to do with will or conscious choice. No
one wakes up in the morning and decides, “Today I'll put the needs of the
whole world foremost, disregarding my own,” or “I can’t wait to stuff down
my anger and frustration and put on a happy face instead.” Nor is anyone
born with such traits: if you’ve ever met a newborn infant, you know they
have zero compunction about expressing their feelings, nor do they think
twice before crying lest they inconvenience someone else. The reasons these
habits of personality, as we might call them, develop and grow to prominence
in some people are both fascinating and sobering. At root they are coping
patterns, adaptations originally formed to preserve something essential and
nonnegotiable.

Why these features and their striking prevalence in the personalities of
chronically ill people are so often overlooked—or missed entirely—goes to
the heart of our theme: they are among the most normalized ways of being in
this culture. Normalized how? Largely by being regarded as admirable
strengths rather than potential liabilities. These dangerously self-denying
traits tend to fly under our radar because they are easily conflated with their
healthy analogues: compassion, honor, diligence, loving kindness, generosity,
temperance, conscience, and so forth. Note that the qualities on the latter list,
while perhaps superficially resembling those of the first, do not imply or
require that a person overstep, ignore, or suppress who they are and what they
feel and need. True compassion, for example, is an equal-opportunity
offering, granted to others precisely because we know and honor what we
ourselves feel. We might well admire someone who puts another’s needs
before their own 1n a crisis, or the leader of a struggle for the rights of many,



but such sacrifices are undertaken in a conscious and time-bound manner,
appropriate to the situation at hand and with full awareness of the risks.

I have a rather unusual habit when it comes to reading the newspaper: I've
long been taken with reading obituaries in which friends and relatives pay
homage to deceased loved ones. I frequently note in these a certain poignant
paradox. Composed with affection and sorrow, these moving tributes often
reveal and unwittingly celebrate their dearly departed’s self-abnegating traits,
without recognizing that these may have played a central role in the illness
that ended the life being remembered. Consider, for instance, the case of an
Ontario physician—we’ll call him Stanley—who died of cancer. Stanley’s
closeness with his mother was approvingly lauded in his obituary in Canada’s
national newspaper, the Globe and Mail, in its daily “Lives Lived” section:[*]
“Stanley and his mother had an incredibly special relationship, a bond that
was apparent in all aspects of their lives until her death. As a married man
with young children, Stanley made a point to have dinner with his parents
every day, as his wife Lisa and their four kids waited for him at home. He
would walk in, greeted by yet another dinner to eat and to enjoy. Never
wanting to disappoint either woman in his life, Stanley kept having two
dinners a day for years, until gradual weight gain began to raise suspicions.”[*]

Another column memorializes a woman who, despite her metastatic
cancer, “did not give up any of her roles,” including “several hockey
practices, school board, orchestra and other extracurricular activities,” and
even took on new ones—all directed toward helping others—as the disease
spread throughout her body. I am all for enthusiastic engagement with one’s
community. But there is such a thing as a lust for life, and then there is being
driven to derive one’s sense of self from constant activity, even to the point of
not being able to pause for self-care when disaster strikes.

As a final example, we have a widower remembering his wife (dead of
breast cancer at age fifty-five) in these terms: “In her entire life she never got
into a fight with anyone . . . She had no ego, she just blended in with the
environment in an unassuming manner.” The phrase “no ego” should give us
pause. Intended to lovingly convey an admirable lack of arrogance or conceit,
those two little words reveal, to me, a deeper story. A healthy ego—not in the



sense of superiority, but as in a stable identity, the ground of self-respect,
self-regulation, capacity for good decision making, a working memory, and
more—is a vital asset of a thriving human being. Unbeknownst to the
grieving spouse, what he was describing was the same lifelong repression of
one’s feelings—particularly healthy anger—which undermines the immune
system and poses a risk for malignancy and other illness.

Where does such forsaking of the self come from? “Type C,” Lydia
Temoshok pointed out, “is not a personality, but rather a behavior pattern
that can be modified.”[10] T completely agree with her view. Precisely because
no one is born with such traits ingrained, we can unlearn them. That’s a
pathway toward healing—not an easy road by any means, and one we will
take up later in detail. But first, let’s see if we can trace the origins of these
patterns.

A recurring theme—maybe the core theme—in every talk or workshop I
give 1is the inescapable tension, and for most of us an eventual clash, between
two essential needs: atfachment and authenticity. This clash is ground zero for
the most widespread form of trauma in our society: namely, the “small-’
trauma expressed in a disconnection from the self even in the absence of
abuse or overwhelming threat.

Attachment, as defined by my colleague and previous co-author, the
psychologist Dr. Gordon Neufeld, is the drive for closeness—proximity to
others, in not only the physical but the emotional sense as well. Its primary
purpose is to facilitate either caretaking or being taken care of. For mammals
and even birds, it is indispensable for life. For the human infant especially—
at birth among the most immature, dependent, and helpless animals, and
remaining that way for by far the longest period of time—the need for
attachment is mandatory. Without reliable adults moved to take care of us,
and without our impulse to be close to these caregivers, we simply could not
survive—not for a day. As we’ll see in the next chapter, we each arrive in the
world “expecting” attachment, just as our lungs expect oxygen. Hardwired
into our brains, our drive for attachment is mediated by vast and complex
neural circuits governing and promoting behaviors designed to keep us close
to those without whom we cannot live. For many people, these attachment



circuits powerfully override the ones that grant us rationality, objective
decision-making, or conscious will—a fact that explains much about our
behavior across multiple realms.

In infancy our dependence is an obligatory and long-haul proposition.
Everything from crying to cuteness—two unignorable cues babies transmit—
is an inbuilt behavior tailored by Nature to keep our caregivers giving and
caring. But the need for attachment does not expire once we’re out of diapers:
it continues to motivate us throughout our lifespan. As we saw in chapter 3,
unsatisfactory attachments can wreak havoc even with adult physiology. What
distinguishes our earliest attachment relationships—and, crucially, the coping
styles we develop to maintain them—is that they form the template for how
we approach all our significant relationships, long after we have grown out of
the do-or-die phase. We carry them into interactions with spouses, partners,
employers, friends, colleagues: into all aspects of our personal, professional,
social, and even political lives. It follows that attachment is a major concern
of the culture—as we see, in a trivial form, in popular media gossip about
who loves, leaves, or lies to whom. Attachment—along with attachment
frustration, as in the “satisfaction” that we, along with Mick Jagger, can’t get
none of —is never far from our minds.

Our other core need is authenticity. Definitions vary, but here’s one that I
think applies best to this discussion: the quality of being true to oneself, and
the capacity to shape one’s own life from a deep knowledge of that self. What
may not be apparent is that authenticity is not some abstract aspiration, no
mere luxury for New Agers dabbling in self-improvement. Like attachment,
it is a drive rooted in survival instincts. At its most concrete and pragmatic, it
means simply this: knowing our gut feelings when they arise and honoring
them. Imagine our African ancestor on the savanna, sensing the presence of
some natural predator: Just how long will she survive if her gut feelings
warning of danger are suppressed?

The elemental root of “authenticity” is the Greek autos, or “self,” closely
related to “author” and “authority.” To be authentic is to be true to a sense of
self arising from one’s own unique and genuine essence, to be plugged into
this inner GPS and to navigate from it. A healthy sense of self does not



preclude caring for others, or being affected or influenced by them. It is not
rigid but expansive and inclusive. Authenticity’s only dictate is that we, not
externally imposed expectations, be the true author of and authority on our
own life.

The seed of woe does not lie in our having these two needs, but in the fact
that life too often orchestrates a face-off between them. The dilemma is this:
What happens if our needs for attachment are imperiled by our authenticity,
our connection to what we truly feel? What happens, in other words, when one
nonnegotiable need is pitted by circumstance against the other? These
circumstances might include parental addiction, mental illness, family
violence and poverty, overt conflict, or profound unhappiness—the stresses
imposed by society, on children as well as adults. Even without these, the
tragic tension between attachment and authenticity can arise. Not being seen
and accepted for who we are is sufficient.

Children often receive the message that certain parts of them are
acceptable while others are not—a dichotomy that, if internalized, leads
ineluctably to a split in one’s sense of self. The statement “Good children
don’t yell,” spoken with annoyance, carries an unintended but most effective
threat: “Angry children don’t get loved.” Being “nice” (read: burying one’s
anger) and working to be acceptable to the parent may become a child’s way
of survival. Or a child may internalize the idea that “I'm lovable only when
I'm doing things well,” setting herself up for a life of perfectionism and rigid
role identification, cut off from the vulnerable part of herself that needs to
know there is room to fail—or even to just be unspectacularly ordinary—and
still get the love she needs.

Although both needs are essential, there is a pecking order: in the first
phase of life, attachment unfailingly tops the bill. So when the two come into
conflict in a child’s life, the outcome is well-nigh predetermined. If the choice
1s between “hiding my feelings, even from myself, and getting the basic care I
need” and “being myself and going without,” I'm going to pick that first
option every single time. Thus our real selves are leveraged bit by bit in a
tragic transaction where we secure our physical or emotional survival by
relinquishing who we are and how we feel.



The fact that we don’t consciously choose such coping mechanisms makes
them all the more tenacious. We cannot will them away when they no longer
serve us precisely because we have no memory of them not being there, no
notion of ourselves without them. Like wallpaper, they blend into the
background; they are our “new normal,” our literal second nature, as distinct
from our original or authentic nature. As these patterns get wired into our
nervous system, the perceived need to be what the world demands becomes
entangled with our sense of who we are and how to seek love. Inauthenticity
is thereafter misidentified with survival because the two were synonymous
during the formative years—or, at least, seemed so to our young selves.

Here we see the perilous downside of our much-vaunted and wondrous
capacity to adapt to diverse and challenging circumstances. After all, most
adaptations are meant for specific situations, not as eternally applicable
responses in every possible case. Here’s an analogy plucked from the
headlines: At the time of this writing, freezing weather has enveloped Texas.
[Z] People are adapting by wearing extra clothing, heating their homes when
power is available, wrapping themselves in warm blankets—all necessary
strategies for surviving inclement winter conditions. Those same adaptations,
meant to be temporary, would jeopardize health and life if not discarded by
the time of summer’s blazing heat. The internal adaptations we make to our
own personalities in order to survive adversity early in life carry the same
risks as conditions shift, but we are far less wise to the danger. No matter
how the weather changes, the protective gear, welded as it is onto the
personality, never comes off.

It is sobering to realize that many of the personality traits we have come to
believe are us, and perhaps even take pride in, actually bear the scars of
where we lost connection to ourselves, way back when. The sources of these
scars are most often evident in their shape, so to speak: in many cases,
specific traits can be traced to particular kinds of wounding. For example, if
we don’t receive the agenda-free, unconditional attention we all require, one
way to guard against that deprivation is to become concerned with physical
attractiveness or other attention-getting attributes or accomplishments. A
child who does not experience himself as consistently and unconditionally



lovable may well grow to be preternaturally likable or charming, as with
many a politician or media personality. Someone who is not valued or
recognized for who she is early in life may develop an outsize appetite for
status or wealth. If we are not made to feel important for just who we are, we
may seek significance by becoming compulsive helpers—a syndrome I know
intimately.

And here’s the final part of the disappearing act: as mentioned, in our
culture, many of these compensations for what we lost are seen as not only
normal but even admirable. Valued as “strong suits,” they too often encase
and wall off the authentic self by assuming its guise.

These traits and the behaviors that follow are “runaway addictive,” in
Gordon Neufeld’s phrasing. Funny enough, this tractor-beam pull exists
precisely because they do not work—or to be more accurate, they work only
temporarily. I am fond of the physician and trauma researcher Vincent
Felitti’s astute remark about addiction that “it’s hard to get enough of
something that almost works.” Much like the rush an addict experiences
immediately after using, the relief we buy with our compensatory pseudo-
strengths does not last: we crave more and more, again and again and again.
In fact, the analogy is entirely appropriate physiologically, since among the
brain chemicals released when we have moments of feeling loved or valued or
accepted are our own internal opiates, or endorphins. And just as an opiate
like heroin does not satiate, so the temporary endorphin hit of valuation or
appreciation or approval or success cannot possibly resolve the ache in the
soul. We are compelled to persevere in seeking those external sources of
fleeting relief, only to have to replenish them once the thrill is gone. Hence
the seeming sturdiness of the personality: we keep experiencing the same
emotions and associated body states, and we persist in performing the same
behaviors. But it is closer to the truth to think of the personality as a
recurring phenomenon than a fixed or permanent one, much like the way
individual movie frames projected at rapid speed create the optical illusion of
a single, continuous narrative.

For most of us it may require a crisis of some kind before we question the
veracity and solidity of the self-concept we act from, before it even occurs to



us that it might conceal something truer about us. Such crises might take the
form of some relational catastrophe such as a divorce or near divorce; a
debilitating addiction that disrupts our functioning, such that we can no
longer ignore or tolerate it; the midlife bewilderment that may befog our
forties or fifties; a sudden depression that ensnares us as we go along what we
thought was our merry way; or a medical affliction, such as Anita Moorjani
endured. All these can—and often seem uncannily as if they were designed to
—point toward the need for a fundamental reassessment of who we think we
are.

Strikingly, in her private musings Susan Sontag unwittingly pinpointed the
emotional dynamics for which her cancer stood as a perfect metaphor. “I'm
being wasted by self-pity and self-contempt,” she wrote in her journal.lll]
Cancer, of course, is a wasting disease—it devastates the body from the
inside. She also located the source of her self-loathing in her anguished
childhood. “Everyone who has had a bad childhood is angry. I must have felt
angry at first (early). Then I ‘did’ something with it. Turned it into—what?
Self-hatred.” Eerily, Sontag touched upon the forbidden link just after her
original diagnosis with breast cancer in 1971—some eight years before she
wrote “Illness as Metaphor.” “The first thing I thought was: What did I do to
deserve this? I've led the wrong life, I've been too repressed.” The word
“wrong” there 1s a delicate thing, of course, resting very much on the spirit in
which it is used. Sontag did not lead an incorrect life—that would be a harsh
and blaming view—but neither, the word implies, did she get to live the life
she might have wanted for herself.

Rereading “Illness as Metaphor” now, knowing what I know, I am
saddened. Sontag spurned the connection between emotion, personality, and
illness more forcefully and articulately than anyone—and, too, with bitter and
unintended irony. The life and death of this powerful thinker, etched with
tragedy, has much to tell us.

Abandoned as an infant by her mother and deserted again a few years later
after a brief reunion, Sontag learned early to repress her rage: “I've always
made excuses for her. I've never allowed my anger, my outrage.” As an adult
she reported herself “seething with resentment. But I dare not show it.”



“Profoundly neglected, ignored, unperceived as a child,” she compensated by
developing character features that promoted her success in the world. “One of
the healthiest things about me—my capacity to ‘take it,’ to survive, to bounce
back, to do, to prosper—is intimately connected with my biggest neurotic
liability: my facility in disconnecting from my feelings . . . When a small child,
I felt abandoned and unloved. My response to this was to want to be very
good.”

“Guilt 1s awful,” Sontag said, poignantly—and yes, it is. But there is no
culpability where there is no choice. No conceivable condition exists under
which a human being has less agency or fewer options than in infancy and
early childhood. The imperative to survive overrides everything, and that
survival depends on the maintenance of attachment, at whatever cost to
authenticity. This is why so many childhoods, particularly in a culture that
both breeds stress and feeds on it, are marked by a tense standoff between the
two, where the outcome is predictable and the consequences are lifelong.

Here’s something else I've come to know, which I hope will be heartening
for you as it is for me: it is not only necessary to leave blame and guilt behind
on the road to healing, to move from self-accusation to curiosity, from shame
to “response ability”—it is also and always possible. “What changed for me is
that I realized that I had a choice,” Anita Moorjani says. “When you are
conditioned to do something, you're not even aware you're doing it. Not even
aware that you’re suppressing yourself, because you’re in survival mode.”

The onset of inauthenticity may not be a choice, but with awareness and
self-compassion, authenticity can be.



Part 11

The Distortion of Human
Development

If our society were truly to appreciate the significance of children’s emotional ties throughout the
first years of life, it would no longer tolerate children growing up, or parents having to struggle,
in situations that cannot possibly nourish healthy growth.

—Stanley Greenspan, M.D., The Growth of the Mind:1



Chapter 8

Who Are We Really? Human Nature,
Human Needs

There is always some conception of human nature, implicit or explicit, underlying a doctrine of
social order or social change.

—Noam Chomsky, The Chomsky-Foucault Debate: On Human Nature

What is our nature? The query is age-old, in part because it is so hard to get a
handle on. Taking in the vast horizon of deeds and accomplishments, from
the life-affirming to the murderous, it certainly seems as if “being human” is
a rather plastic, malleable thing.

Though it may not be obvious why a book about health in the twenty-first
century should concern itself with so broad and elusive a topic, I believe the
question is central, with far-ranging implications. The relative health of any
life-form is a function of its essential needs being met, or not met. Thus, to
know what kind of beings we are is to know what we need in order to be
those beings to the fullest. Who we take ourselves to be dictates how we set
up our lives, individually and as a collective, and determines the extent to
which a culture does or doesn’t meet the requirements for optimal health and
functioning.

Every society makes assumptions about human nature, and ours is no
exception. “It’s human nature,” we say, shrugging our shoulders at someone’s
—often our own—manipulative, self-serving behavior. “Interestingly,” notes
the educator Alfie Kohn, “the characteristics we explain away in this fashion
are almost always unsavory; an act of generosity is rarely dismissed on the



grounds that it is ‘just human nature.””[1] There is a tendency in this culture,
whether with approval or dismay, to see people as inherently aggressive,
acquisitive, and ruggedly individualistic. We might cherish kindness, charity,
and community-mindedness—our “better natures,” so to speak—but these
are often spoken of wistfully, as exceptions to a hardwired rule.

Not every culture accepts this as the quintessence of humanness. The
anthropologist Marshall Sahlins, who studied societies across the Pacific
basin, wrote: “For the greater part of humanity, self-interest as we know it is
unnatural . . . it is considered madness . . . Rather than expressing human
nature, such avarice is taken for a loss of humanity.”[2] Some peoples even
give such madness a name. The Cree word wétiko (with variants in other
Native languages such as Ojibwa and Powhatan) refers to a creature, spirit, or
mindset of greed and domination that cannibalizes people and drives them to
exploit and terrorize others. (Strikingly, in the Quechua language of the
Peruvian Andes, a similar entity—associated with the gold-craving and
ruthless Spanish colonizers—is called pishtako.) Far from embodying our
nature, such a relentless pursuit of narrowly defined self-interest is seen as its
opposite: “a very contagious and rapidly spreading disease,” according to the
Native American scholar Jack Forbes.[3]

I find discussions of a fixed human nature unhelpful and even misleading.
A cursory look at our history confirms that we are not one way: Jesus was a
human being and so was Hitler. We can be noble and narcissistic, generous
and genocidal, brilliant in our ingenuity and buffoonish in our stupidity. We
are, it seems, all of the above. So where to begin?

Rather than trying to adjudicate between the many competing visions of
what a human being is, we could instead see our nature as a range of possible
outcomes. I very much like this formulation by Robert Sapolsky, professor of
neurology and biology at Stanford University:[Z| “The nature of our nature is
not to be particularly constrained by our nature.” If we’re constrained by
anything, maybe it’s that very open-endedness; strange as it may sound, our
miraculous talent for adaptation could also be a liability. Because our nature
1s so influenceable, different conditions evoke different versions of us, from
benign to disastrous. When we reify—set in stone, mentally speaking—the



particular way human behavior shows up in a certain place and time, we
commit the fallacy of conflating how we’re being with who we are. This error
can keep us from considering other possibilities, even if our current way of
operating isn’t good for us. We then replicate conditions that are unfit for our
well-being, and the sad saga continues. This is why, in seeking a vision of a
healthier world, we had best disabuse ourselves of any fixed, limiting beliefs
about what we’re all about, and instead ask, What circumstances evoke which
sorts of outcomes?

Encoded in our biology are some basic needs and potentials. How our
nature unfolds depends on how well these needs are met, how these potentials
are encouraged or frustrated. This is true throughout the lifespan, but at no
time is it more consequential than during the process of development.
Chronologically we can trace development’s arc from conception through
adolescence, although of course in many ways we never stop growing,
changing, adapting, and developing—if we’re lucky, for the healthier and
wiser.

More than any other factor, it is the environment—the conditions under
which development takes place, which either do or don’t meet our multiple
needs—that determines which potentials will or will not manifest. This is as
true for us as for any other life-form. Consider the acorn. It is in the nature of
an acorn, we might say, to become an oak tree—but only if the climate and
soil are right, and provided no enterprising squirrel squirrels it away for
winter sustenance. Even if it roots and sprouts successfully, the size and
healthy branching of the oak tree born of that acorn would depend on what
nourishment the ground can provide, climatic conditions, sunlight and
irrigation, its spacing from or proximity to its fellow flora, and so on.

We, too, have needs the environment must satisfy if we are to flourish.
Before exploring this dynamic, we need to once again dispense with the
prevalent myth that genetic traits account for human behavior. They do not.
While we have a certain biological makeup, we are not genetically
programmed to feel or believe or act in any particular manner. As Robert
Sapolsky put it when we spoke, “We are freer from genetics than any other
species on earth.” Owing to our adaptability and capacity for invention, we



can inhabit a much broader range of environments, for example, than any
other large mammal. Further, as we have seen in our discussion of
epigenetics, the expression of genes, in themselves inert, depends on the
environment. Experience, therefore, is the decisive influence on how our
biology manifests in our lives. “When all is said and done, the individual [is]
genetically determined not to be genetically determined,” in the apt phrase of
two French scientists, restating Sapolsky’s bon mot about “the nature of our
nature” in biological terms.[4]

While it is in our nature to adjust to and survive in an almost infinite array
of environments—certainly many more than oak trees can—we are not
necessarily at our best or our healthiest in all of them. Some of these,
whether physical, emotional, or social, will make wellness an uphill battle or
a luxury for the lucky, rather than a widely available norm.

The needs that set the table for human health are far from arbitrary. They
emerged over millions of years with the hominid and homininl*! progenitors
that preceded our own relatively late advent as a species, at most two hundred
thousand years ago. Insofar as it is possible to speak coherently about human
needs, we have to consider how they developed for eons before oral or written
history. What we call civilization encompasses little more than 5 percent of
our existence as a species; for the entire span of the human genus, it
represents less than 1 percent. The evolutionary crucible that formed who we
are and what we need was subject to very different conditions than our own.
Thus, while civilization expresses aspects of our potential, it cannot by itself
be used as a reliable gauge.

In The Continuum Concept: In Search of Happiness Lost, Jean Liedloft
proposed that all life develops as “an expectation for its environment.” Lungs
can be seen as an expectation for oxygen, our cells for water and nutrients,
ears for the vibration of sound waves. This is the essence of evolution: the
long-term programming of creatures and all their constituent parts to arrive at
life road-ready for a certain kind of setting. The same is true for all life, from
organs to organisms to species. “If one wants to know what is correct for any
species, one must know the inherent expectations of that species,” Liedloff
added (italics in the original).[3] An inherent expectation is a wired-in need,



something that if denied interferes with our physical and psychological
equilibrium, leading to poorer health outcomes—physically, mentally, and
socially.

Here’s an inherent expectation in action: You walk into a corner store and
select a candy bar. You smile as you greet the person behind the counter and
say hello. The cashier is having a bad day—perhaps nursing a toothache, a
family crisis, or a crushing last-minute playoff loss by his favorite team. He
looks at you sullenly (if he looks at you at all), takes your money with a
monosyllabic grunt, and brusquely hands you the change. Your physiology
alters: you feel tension as your body tightens, your heart rate goes up, and
your breathing becomes shallower. You are irritated. Depending on your own
state of mind, you might feel angry, perhaps even imagining bad things
happening to the fellow.

Why? According to the neuroscientist and seminal researcher Stephen
Porges, one of our inherent needs is reciprocity, to be attuned with—*“well
met,” as the archaic greeting goes. It is what he calls a neural expectancy. Our
brain may process the lack of welcoming response as an assault, a threat to
safety.

Our nervous system’s inherent expectation for reciprocity and connection
makes sense when we consider how we developed as a species. For most of
our evolutionary past, until about ten thousand to fifteen thousand years ago,
human beings lived in small-band hunter-gatherer groups.[¢] Indeed, if human
existence were measured in the time span of one hour on a clock, we have
inhabited newer environments only for the past six minutes or so. Liedloff
described these forebears of ours as “people whose good relations are more
important than their bargains.” Her direct observations of Aboriginal people
in their jungle habitat conform with the vast body of research on hunter-
gatherers as collated, for example, by the psychologist Darcia Narvaez,
professor emerita at Notre Dame. We have learned that such groups held
values emphasizing hospitality, sharing, generosity, and reciprocal exchange
for the purpose not of personal enrichment but of connection. These values
were intelligent, time-tested guidelines for mutual survival. And the traditions
they generated, passed down from parent to child, generation to generation,



characterized human life throughout most of our existence. Yes, there was
violence and bad behavior and all the rest; we have never been “perfect.” But
we knew something about setting the collective context for our humanness to
flourish fruitfully; arguably, we knew nothing else.

Such guidelines, and the traditions that inscribed them into cultural
behavior, survived for a long time even as societies became settled (i.e., not
nomadic), as Westerners in contact with Indigenous peoples have found for
many hundreds of years. “The community is there for them, and they are
there for the community,” wrote Frans de Waal about the Bushmen of the
Kalahari, also known as the San people, a group widely thought to represent
ways of life reaching back far into prehistory. “Bushmen devote much time
and attention to the exchange of small gifts that cover many miles and
multiple generations.”[”]

No hominin species could have survived long enough to evolve had its
members seen themselves as atomized individuals, pitted by Nature against
their fellow beings. Contrary to our present ways of operating, a traditional
view of self-interest would be enhancing one’s connection and membership in
the community, to everyone’s benefit. Authentic self-interest need not be
conflated with a suspicious and competitive stance toward others.

Hence my working assumption that our nature, all else being equal, expects
or even prefers as its baseline state a condition of caring, relative harmony,
and equilibrium, of the kind that obtains when interconnectedness rules the
day. It is not that our nature is to be those ways, but that it wants them to be
present. When they are, we thrive; when denied, we suffer.

What to make, then, of the modern received wisdom that we are
fundamentally aggressive, selfish? Where does such an idea come from?

Under a capitalist system notions and expressions of human nature will
both mirror the individualized, competitive ideal and justify it as being the
inevitable status quo. It makes sense: if what’s normal is assumed to be
natural, the norm will endure; on the other hand, when suspicions emerge that
the way things are may not be how they’re meant to be . . . well, the quo may
not be status for long. Thus do materialistic cultures generate notions—
myths, in effect—of selfish, aggressive striving and dominance as behavioral



baselines, encouraging characteristics that place a lesser value on
connectedness to others and to Nature itself. In our present capitalist society,
Darcia Narvaez suggested to me, we have become “species-atypical,” a
sobering idea when you think about it: no other species has ever had the
ability to be untrue to itself, to forsake its own needs, never mind to convince
itself that such is the way things ought to be.

As the following chapters will explore, today’s culture hastens human
development along unhealthy lines from conception onward, leading to a
“normal” that, from the perspective of the needs and evolutionary history of

our species, is utterly aberrant. And that, to state the obvious, is a life-size
health hazard.



Chapter 9

A Sturdy or Fragile Foundation: Children’s
Irreducible Needs

We are born not knowing who we are, we don’t know how to think. We only know how to feel.
It is through our feelings that how we are raised creates the trajectory for our future lives.

—Natasha Khazanov! ]

Rafhi Cavoukian woke suddenly at six o’clock one morning in 1997. “I bolted
upright in bed,” he tells me, “jaw dropped, eyes wide open, and the words
‘child honoring’” were playing right in front of my eyes, as a phrase and as the
name of a philosophy.” For the next decade, the internationally cherished
children’s troubadour took time away from the concert stage and recording
studio to dedicate himself to envisioning, networking, and advocating for a
world that honors children. He has maintained that commitment.[l] As he
speaks of it, he sparkles with the playful enthusiasm and deep respect for
young people that infuse his music—the same qualities that inspired my son
Aaron as a toddler to dress up as his musical hero for Halloween, complete
with ukulele and face-painted beard. “At its core, child honoring is respect for
personhood,” Raffi says. “Children are here to learn their own song.”

The question of children’s developmental needs is neither abstract nor
sentimental; it is of urgent practical importance. Although we often refer to
childhood as “the formative years,” our societal norms speak dismally to our
appreciation of how formative these years really are, of just how much is
being “formed.” The individual and collective stakes are far higher than we
tend to imagine.



“We discover who we are from the inside,” Raffi says. “What’s forming is
no less than how it feels to be human. And I'm using my words carefully here:
how it feels to be human.” Our culture too often subordinates felt knowledge
to the intellect. This inverted ranking system upends how we raise our
children—which, in turn, serves to reinforce the error culturewide. Above all,
the singer asserts, “we are feeling creatures.”

He has science on his side. The neuroscientist Antonio Damasio explores
the primacy of feeling in his authoritative volume Descartes’ Error: Emotion,
Reason and the Human Brain. “Nature seems to have built the apparatus of
rationality not just on top of the apparatus of biological regulation, but also
from it and with it,” he wrote (italics his).[2] Biological regulation means the
workings of the homeostaticlZ] and emotional structures of our brains and
bodies, which, before and after birth, are many months ahead of the thinking
cortex in the developmental queue—as, in the bigger picture, they long
preceded it over the course of our species’ evolution.

These areas of the nervous system form the unconscious scaffolding for
our thoughts and conscious feelings and, therefore, for our actions. “The
earliest established components of an infant’s psychobiological makeup are
those most formative of his lifelong outlook,” notes Jean Liedloff. “What he
feels before he can think is a powerful determinant of what kind of things he
thinks when thought becomes possible.”|3] In fact, the impacts go well beyond
the content of thoughts: research has shown beyond any doubt that early
experience molds behaviors, emotional patterns, unconscious beliefs, learning
styles, relational dynamics, and the ability to handle stress and regulate
ourselves.

The new knowledge is summed up nicely in two brief paragraphs from an
article published in Pediatrics, the official journal of the American Academy
of Pediatrics; the authors are affiliated with perhaps the world’s leading
institute on childhood, Harvard University’s Center on the Developing Child:

The architecture of the brain is constructed through an ongoing
process that begins before birth, continues into adulthood, and



establishes either a sturdy or a fragile foundation for all the health,
learning, and behavior that follow.

The interaction of genes and experiences literally shapes the
circuitry of the developing brain, and is critically influenced by the
mutual responsiveness of adult-child relationships, particularly in the
early childhood years.[4]

In other words, early development sets the ground—whether strong or
shaky—for all the learning, behavior, and health (or lack of it) that will come
later. The researchers’ words, if taken to heart, would call our attention to
much in our current culture that cries out for immediate renovation.

If emotion is the ground of cognition, then relationships are the tectonic
plates that shape that ground. Of these, a child’s early emotional interactions
with their nurturing caregiver(s) exert the primary influence on how the brain
i1s programmed—again, the unconscious comes first, followed later by things
like intellect.[5] In the words of the renowned developmental psychiatrist
Stanley Greenspan and colleagues, “Emotional rather than intellectual
interaction serves as the mind’s primary architect.”[6]

Given this order of operations, children’s sense of security, trust in the
world, interrelationships with others, and, above all, connection to their
authentic emotions hinge on the consistent availability of attuned, non-
stressed, and emotionally reliable caregivers. The more stressed or distracted
the latter, the shakier the emotional architecture of the child’s mind will be.

If that sounds like an indictment of parents, that’s the farthest from my
intention. At the risk of being overly repetitious, let me state again that
parent-blaming isn’t only cruel and unfair; it’s nonsensical. Suffice it for now
to say that the quality of early caregiving is heavily, even decisively,
determined by the societal context in which it takes place. As we will see,
children are increasingly set upon by an accumulation of potent influences—
social, economic, and cultural—that overwhelm and, in many ways, subjugate
their internal emotional apparatus to imperatives that have nothing to do with
well-being; that are, in fact, inimical to the healthy growth of the mind. “Such
growth is becoming seriously endangered by modern institutions and social
patterns,” according to Dr. Greenspan. “There exists a growing disregard for



the importance of mind-building emotional experiences in almost every
aspect of daily life including childcare, education, and family life.” We see
the result in the growing numbers of children, adolescents, and youths
suffering so-called mental illnesses!*] such as ADHD, depression, and
anxiety, or engaging in aggressive or self-harming behaviors in person or on
social media.

As Dr. Gordon Neufeld told a session of the European Parliament in
Brussels, “The unfolding of human potential is spontaneous but not
inevitable . . . We all grow older, but we don’t all grow up. To truly ‘raise’ a
child, then, would be to bring that child to his or her full potential as a human
being.”l7l So why, in our modern culture, do we chronically miss that goal?
The problem begins with the failure to grasp the needs of the developing
child.

Neufeld sums up eloquently what all young ones, whatever their
temperament, need first and foremost: “Children must feel an invitation to
exist in our presence, exactly the way they are.” With that need in mind, the
parents’ primary task, beyond providing for the child’s survival requirements,
1s to emanate a simple message to the child in word, deed, and (most of all)
energetic presence, that he or she is precisely the person they love, welcome,
and want. The child doesn’t have to do anything, or be any different, to win
that love—in fact, cannot do anything, because this abiding embrace cannot
be earned, nor can it be revoked. It doesn’t depend on the child’s behavior or
personality; it is just there, whether the child is showing up as “good” or
“bad,” “naughty” or “nice.”

Do we then ignore dangerous or unacceptable behavior? No, that wouldn’t
be the loving thing to do either, since children’s needs also include guidance
and orientation, which include setting boundaries. Rather, we do our best to
monitor and curtail undesirable actions from an unconditionally loving place:
a way of being wherein children understand that nothing they might do can
threaten the relationship, even if it elicits momentary anger or requires
correction. Operating from this attitude may even allow us to see the child’s
“misbehavior” in a broader, more forgiving frame—perhaps it expresses a
need frustrated, a communication unheard, an emotion unprocessed. We



understand and respond to the needs and emotions the child is “acting out,”
rather than simply punishing the behavior and banishing the feeling.

Neufeld’s point about maturation being “spontaneous but not inevitable” is
crucial here. The same evolution that has over many millennia honed us to be
social and empathic creatures also assumes—or, to hearken back to chapter
8, “expects”—a particular kind of developmental environment. “We are
indeed born for love,” assert the science writer Maia Szalavitz and the child
psychiatrist and neuroscientist Bruce Perry, “[but] the gifts of our biology are
a potential, not a guarantee.”[8] Certain kinds of experiences water the seeds
of love and empathy that Nature has planted in us; absent that consistent
nourishment, growth is compromised.

The essence of those experiences can be expressed in one word: security.

My eldest son, Daniel, co-writer of this book, pinpoints the lack of
security as a central feature of his own early memories. “I didn’t know up
from down,” he says, “because up could become down at any moment,
depending on what mood the two of you were in, or the state of your
relationship on a particular day. I had recurring nightmares as a kid where the
ground kept opening up under me, and I'd fall through into another
dimension, only for it to happen again. The dreams aren’t hard to decipher: in
the world of my childhood, the floor was not the floor.” Indeed, without a
“floor” of secure attachment, a young person is hard-pressed to feel any stable
ground on which life can be experienced.

Despite all our love for our three children, Rae and I did not know how to
provide the stable milieu they required, having lacked some essential aspects
of nurturing in our own early years. Nor did the setup of our late-twentieth-
century lives help us create the needed environment, what with our
relationship tensions and my driven, workaholic tendencies, entrenched and
amplified by the exigencies of medical training and practice. We were far
from unique in these limitations.

Where does a sense of security come from? Once again, warm, attuned
interactions with caregivers are the key ingredient. A 2010 study from Duke
University reported that “early nurturing and warmth have long-lasting
positive effects on mental health well into adulthood.” The scientists



examined nearly five hundred mother-infant pairs, noting how affectionate
the moms were with their eight-month-old babies and assigning them
categories such as “warm” or “occasionally negative” or “caressing” or
“extravagant” in doting and tenderness. Most moms were rated as “warm,”
and about 1.5 percent as “extravagant.” Over three decades later the grown
children underwent a battery of mental health tests assessing their level of
emotional distress and anxiety. Adults who had received the highest levels of
maternal affection in infancy were shown to have the lowest levels of distress.
[2] The lead researcher ventured that “maybe you can’t be too affectionate . . .
From the policy perspective, it definitely adds to that body of research that
we should be able to protect time for mothers and fathers to be affectionate to
kids.” T consider it a sign of cultural lunacy that something so elemental, so
essential, should be under such threat that we even have to exhort
policymakers to “protect” it.

For a long time, it was assumed that infants are impelled to bond with
caregivers only out of their helpless dependency on food, warmth, and
shelter. We now know that social and emotional needs are just as much
encoded in our neural circuitry by evolution, and that our optimal
development requires that they be met. The neuroscientist Jaak Panksepp
termed the cerebral apparatus governing these needs the “PANIC/GRIEF”
system because, like a car alarm, these are the emotions that become
activated in the absence of secure attachment. The message: we are wired to
attach, to connect with one another, which we are able to do by dint of our
early bonding with our caregivers. Not only that, but the wiring goes both
ways: infants are “born to cry,” in Dr. Panksepp’s words, precisely to activate
the nurturing brain structures and affectionate behaviors of the parents—what
he called the CARE system.[*]

Pondering this information sent me back to my mother’s diary. Nothing to
do with war or Nazis this time—just a woman of twenty-four trying to love
her baby within the constraints of cultural norms, including medical advice
that ran counter to her parenting instincts. According to accepted practice of
the time, the doctor prescribed that 1 be fed on a strict schedule. Being a



physician’s dutiful daughter, my mom feared to disobey. Still in the hospital,
with me a couple of weeks old, my mother writes:

Now you are really giving me what for. For a change, you howled
from half past midnight until 2:00 A.M. when the nurse came in and
suggested I suckle you at least a little, so you finally slept. My greedy
son, I definitely must warn you that we cannot make this a habit. In
fact, soon we’ll have to give up the 7:00 A.M. feeding. Believe me,
my precious little son, my heart is rent in two as I hear you whimper
your bitter complaints, but you are old enough of a fellow by now to
realize that, pardon me, nighttime is for sleeping, not for eating.

There was my mom, following doctor’s orders and so, for ninety long
minutes, enduring my desperate vocalizations and her own emotional distress,
coping as best she could via the dry wit that would be her signature until her
death in 2001.

Revisiting this material now, versed in the neurobiology of parent-child
attachment, I see a young woman in whose brain the instinctual CARE
system described by Panksepp is at odds with the cultural mindset.
Succumbing to the unnatural dictates of medical authority, her mother’s heart
aches.

And what of the infant in these now yellowed pages? What does he
experience? Some three decades later, in 1975, Jean Liedloff warned her
readers in The Continuum Concept about “the current fashion to let the baby
cry until its heart is broken and it gives up, goes numb, and becomes a ‘good
baby.” And indeed, I became a very good baby. Even as a four- or five-year-
old I would lie in my bed before dawn, stoically enduring the stabbing pain of
a middle-ear infection, whimpering quietly to myself so as not to disturb my
sleeping parents.

Though it no doubt runs diametrically counter to most parents’ intentions,
a child whose cries are not responded to, who is not fed, not held close to a
parent’s warm body when in distress, learns a clear if wordless lesson: that his



needs will not be met, that he must constantly strive to find rest and peace,
that he is not lovable as he is. By taxing my brain’s PANIC/GRIEF system,
my poor mother’s non-responsiveness also helped wire my brain for those
chronic tendencies of mine that express the overactivation of that system:
anxiety and depression. “When our brains are undercared for,” writes Darcia
Narvaez, “they become more stress-reactive and subject to dominance by our
survival systems—fear, panic, rage.” Don’t I know it.

“The question,” Gordon Neufeld said to me, “becomes, What are the
irreducible needs of the child?” By “irreducible” he means a need that the
child cannot do without if she is to reach her Nature-endowed potential; one
that, if not met, will incur negative consequences. As he told the European
Parliament, “It is true maturation, not schooling, learning or genetics that is
key to becoming fully human and humane.” We cannot feach maturity; nor
can we cajole, entice, or coerce a child into it. What is required of us is to
ensure the developmental conditions that satisfy the child’s nonnegotiable
needs; from there, Nature more or less takes care of the rest. There are four
irreducible needs for human maturation, in Dr. Neufeld’s astute formulation.
These four needs are both simultaneous and build one on the other, in
pyramidal fashion. I invite you, the reader, to consider how well our culture
satisfies them for our children, or fails to.[Z]

1. The attachment relationship: children’s deep sense of contact and

connection with those responsible for them.
Observe how my own neural expectation for such contact, instilled in infant
me by eons of evolution, was frustrated within the first days and weeks of my
life. Keep in mind that what matters is the child’s sense of attachment; it has
nothing to do with whether or how much the parents love the child or feel
connected to her. Many young and well-meaning parents, myself and my wife
included, have made the error of gauging the relationship by how they are
feeling, how much attachment they are experiencing. Yet what makes the
biggest difference is not what is sent so much as what is received by the child.
It takes relatively mature and/or well-supported parents to be able to tune into
the child’s emotional needs as distinct from their own.



2. A sense of attachment security that allows the child to rest from

the work of earning his right to be who he is and as he is.
Once foundational security is established, the young one can relax
comfortably. This is the condition Dr. Neufeld identifies as “rest,” one in
which the child does not have to strive for attachment with the parent nor
work to maintain the right equilibrium of contact. This state is the soil in
which the roots of healthy development can firmly take hold. From there we
can reliably expect emotional, social, and intellectual growth to follow.

Despite my mother’s love for me, I was essentially put to work from the
moment I was born—no rest for the innocent. Contrary to her anxious half-
joke that, before I was three weeks of age, I ought to be “old enough of a
fellow by now to realize that . . . nighttime is for sleeping, not for eating,” 1
was years away from being physiologically able to “realize” anything—much
less that my needs were up for barter.

3. Permission to feel one’s emotions, especially grief, anger, sadness,

and pain—in other words, the safety to remain vulnerable.
“Since emotion is the engine of maturation, when children lose their tender
feelings, they become stuck in their immaturity,” Neufeld explains. For the
emotions to remain accessible, the environment must allow them to be safely
experienced—meaning the child’s expression of feelings cannot threaten the
attachment relationship with the parents.

For reasons we have already begun to glimpse, many children in our
culture are shut off from their authentic feelings.Z] And how would they not
be, given the conformist expectations of society, amplified through parenting
advice liberally dispensed by behaviorist “experts”? Consider the prescription
of psychologist and mega-bestselling author Jordan Peterson: “An angry child
should sit by himself until he calms down. Then he should be allowed to
return to normal life. That means the child wins—instead of his anger. The
rule is ‘Come be with us as soon as you can behave properly.” This is a very
good deal for child, parent and society.”[10]

Is it, though? Notice the assumption: anger in a young child is neither
normal nor acceptable. Contra her inborn need for unconditional warmth, any
positive response to the child is to be distinctly conditional. She is not to be



accepted for who she is, only for how she is. Here’s the problem: even if the
parent wins the behavior-modification game, the child loses. We have
instilled in her the anxiety of being rejected if her emotional self were to
surface. This exacts a heavy toll on both physical and mental health. While
the expression of an emotion can be inhibited, or even its conscious
experience blocked, the emotion itself is energy that cannot be obliterated.
By banishing feelings from awareness, we merely send them underground, a
locked cellar of emotions that will continue to haunt many lives.

I know for myself that the early hardening of my heart to my own pain
shielded me not only from grief but also from joy. Rediscovering joy—or
better yet, discovering it newly—remains part of my life’s journey to this day.

4. The experience of free play in order to mature.

Rather than a frivolous, childish activity to “grow out of,” play is a
requirement for the healthy development of all mammalian species. Jaak
Panksepp coined a name for the neural system governing true recreation, to
go with PANIC/GRIEF and CARE. “The PLAY system,” he wrote, “may be
especially important in the epigenetic development and maturation of the
neocortex.” A lack of secure infant bonding and a lack of early play, he
asserted, can be contributory factors in the genesis of conditions such as
ADHD, as well as of adult irritability and aggression.[11] Authentic play—
agenda-free, interactive, engaging joy and imagination, and, rarer than ever
these days, person-to-person—is easily compromised when children are
under conditions of stress or deprivation. (Nor is it compatible with being
distracted and mesmerized by digital technology, a vexing issue we will
revisit in chapter 13.)

If the overall goal of development is to foster in children a felt sense of
being alive in a nurturing world—*“how it feels to be human,” in Raffi’s
wonderful phrase—then we have utterly lost the plot. It takes a culture in
good running order, with societal structures that take their cue from Nature’s
dictates, to support parents in ensuring the child’s irreducible needs. How and
why so many of our children’s needs are going unmet will be the subject of
our next chapters.



Chapter 10

Trouble at the Threshold: Before We
Come into the World

My Tristram’s misfortunes began nine months before he ever came into the world.

—Walter Shandy, in The Life and Opinions of Tristram Shandy, Gentleman (1759), by Laurence Sterne

Dear little son/daughter, I feel you kicking inside me. I am terribly
sad and discouraged and frightened now but I love you and will
protect and nourish you with all the love in the world. This adrenaline
you feel is not meant for you nor flows because of you. One day I'll
tell you about your gestation and I hope that if you carry with you
ambivalent or painful memories, when I tell you the truth you will be
able to heal. Dear little child: your Daddy will love you, too, when he
gets to know you. He can’t feel you moving inside him as I do inside
me.

So wrote my wife when we were expecting our unexpected third child. It was
a difficult period for us, and especially for Rae. She was stressed, unhappy,
and anxious; what should have been a period of joy and mutual preparation
felt like a lonely slog. I, the Daddy in the story, was in my mid-forties,
outwardly a successful physician and columnist. Yet who was I within myself
and within the four-walled world of our home? A depressed, anxious,
psychologically underdeveloped man, years away from addressing his core
wounds; a man whose family bore the burden of his dysfunctional, erratic,



and emotionally hostile behaviors; a man whose workaholism took the form
at home of physical and emotional absence, even negligence; a man addicted
to his own internal drama, not knowing how to be responsible for his actions
and mind states or their impacts on his family, least of all his child-to-be.






Gestation Self-Portrait, Rae Maté, 1988, mixed media. Rae created this painting
during the first half of the pregnancy depicted in this chapter.

Rae’s diarized correspondence with the baby growing inside her showed
how much she intuitively understood, long before I did, about human
development and about the dynamics that so often distort its natural course in
this culture. In our chapter on trauma, I pointed out that prior to becoming
creators of our environment, we are its creations. Before we develop the
capacity to take part in constructing our universe, the world fashions us. By
what medium? At the beginning, through the bodies and minds and
circumstances of our parents, who themselves are molded by the state of the
world around them and by the histories of preceding generations. In this way,
our own bodyminds are products of the larger culture from the start, a life
course that begins with conception.

Before proceeding further, a necessary caution. Many readers will feel
some alarm at the phrase “begins with conception,” which has been heavily
politicized in the ongoing cultural/religious debate over abortion rights. It is
easy to see how a science-based recognition of the needs of the unborn can
become political fodder for an anti-choice/“pro-life” view. All the more
reason that I be extremely clear about what I do and don’t mean. As a
physician, I am well aware of the suffering imposed when women’s right to
choose 1s denied. There is no argument in this chapter, or anywhere in this
book, for denying the right of autonomy when it comes to making such life
decisions.

It has never been more vital that we speak about human development and
its womb-to-tomb trajectory. It is also a highly delicate matter. For one thing,
looking squarely at anything involving harm to children is difficult, often
painful. Worse, when these topics arise, mothers and fathers might get the
impression they are being judged, castigated, or impugned, which is doubly
unfortunate: first, because in this culture too many parents—and I speak as
one myself, three times over—already shoulder crippling guilt, already feel
defensive; second, because blame is neither helpful nor remotely justified. We
are all doing our best. My contention—really, the thrust of this whole book—



1s that our best deserves to be better, and can be if we incorporate the growing
body of knowledge now available to us. I aim only to shed light on dynamics
our entire culture needs to understand. This and the next chapter begin at our
very beginnings, tracing our culture’s failure to follow the developmental
templates of gestation and birth as laid down by evolution.

The child’s “ambivalent or painful memories” that Rae foresaw in her
pregnancy journal are no poetic invention. Intrauterine experiences may not
be accessible to conscious recall, but they can live on as a different kind of
memory: emotional and neurological imprints embedded in the cells and
nervous system of the human organism. The psychiatrist Thomas Verny calls
this process “bodywide memory.” A pioneer in recognizing the long-term
influence of the intrauterine period on emotional health, Verny published his
groundbreaking The Secret Life of the Unborn Child in 1982. In his sequel to
that book, he wrote, “Before the event of birth, before we have even had a
glimmer of sight or sound in the womb, we record the experience and history
of our lives in our cells.”[1]

In recent decades, a deluge of fresh information has underscored the
crucial importance of women’s physical environment, health, and emotional
balance during pregnancy to the optimal development of the infant.
Meanwhile, our era has also brought substantial increases in the number of
children, adolescents, and young people facing depression and anxiety and
other mental health challenges. Genetics on their own cannot begin to
account for such abrupt shifts. If we are serious about reversing trends like
these, it is critical that we connect the dots by looking to the environment.
“Environment does not begin at birth; environment begins as soon as you
have an environment,” the neuroscientist Robert Sapolsky has said. “As soon
as you're a fetus, you are subject to whatever information is coming through
Mom’s circulation, hormone levels, and nutrients.”[2]

A very early factor is the stresses pregnant women are under—emotional,
economic, personal, professional, and social. As the physician and
psychoanalyst Ursula Volz-Boers points out, “Intrauterine life is not a
paradise as some people try to make us believe. We are the receiver of all the
happiness and of all the anxieties and difficulties of our parents.”[3] But of



course, even the earliest factor has its own earlier factors: namely, the
intolerable pressures contemporary society places on the rearing milieu, the
family, and on the developing young—and, as epigenetics teaches us, on the
very activation of DNA itself. We need to consider to what extent our
culture, including employment and the health care and insurance systems,
supports or undermines women’s capacity to hold their unborn infants’ needs
as a high social priority.

How many women are asked during prenatal checkups about their mental
and emotional states, what stresses at home or on the job they may be
experiencing? How many future physicians are even taught to pose such
questions? How many spouses are helped to understand their responsibility to
protect their expectant partners from undue stress and travail? How many
businesses make provisions for their pregnant employees’ relief? That last
question has an especially dismal answer: women frequently report a
pregnancy-hostile work milieu, especially in lower-paid jobs. But even in
supportive workplaces, women are often burdened by the pressure they have
absorbed and put on themselves to perform, advance, even excel in a
competence-mad society. Work rarely “stays at work.”

As Rae intuited, the baby feels the mother’s stress directly. “By listening
intently to movements and heartbeats, researchers are finding that the fetuses
of mothers who are stressed or depressed respond differently from those of
emotionally healthy women,” the New York Times reported as far back as
2004. “After birth, studies indicate, these infants have a significantly
increased risk of developing learning and behavioral problems and may
themselves be more vulnerable to depression or anxiety as they age.”
Essential neurotransmitters such as serotonin and dopamine that later play
key roles in mood regulation, impulse control, attention, motivation, and the
modulation of aggression—and are implicated in the very learning,
behavioral, and mood difficulties the article mentions—are affected by
prenatal stress on the mother. Babies of moms stressed in pregnancy have
lower levels of these brain chemicals and higher levels of the stress hormone
cortisol. Not surprisingly, the same study showed that these newborns also



had less developed learning skills, they were less responsive to social
stimulation, and they were less able to calm themselves when agitated.[4]

Beyond brain substance levels, there is evidence suggesting that maternal
mind states during pregnancy and postpartum shape the very structure of the
infant’s developing brain. In one study, nursing professor Dr. Nicole
Letourneau, Canada research chair in parent-infant mental health at the
University of Calgary, and her colleagues found that the child’s gray matter,
the cerebral cortex, was thinner on MRI scanning of the brains of preschool
children whose mothers had suffered depression in the middle three months
of pregnancy. As they point out, their brain-scan findings may presage later
problems such as depression, anxiety, impaired impulse control, and attention
difficulties in the child.[3] Postpartum depression had similar -effects,
indicating that there are certain critical periods in development, both before
birth and after, during which the young human is particularly vulnerable to
the environment. Such findings align with those of multiple other studies,
which point to maternal-stress impacts on such brain structures as, for
instance, the fear- and emotion-processing amygdalal®l and on neurological
conditions such as autism.|7]

Other findings suggest strongly that many adult health challenges—
everything from mental health disorders to hypertension, heart disease to
diabetes, immune dysfunction to inflammation, and poor glucose metabolism
to hormonal imbalance—are made more likely by intrauterine stress.[8]
Among researchers there is a “universal consensus,” to cite a major review
paper, that what are called the developmental origins of adult disease begin in
the womb.![?]

Remember telomeres, the chromosomal markers of health and aging?
These structures were shown to be shorter—that is, more prematurely aged—
in twenty-five-year-old adults whose mothers had undergone major stress
during pregnancy.l10] We also know from our section on epigenetics that a
mom’s high stress levels during gestation can negatively influence the genetic
functioning of the offspring, potentially impairing his lifelong stress-response
capacities. Such effects have been shown to last well into midlife.[11]



Maternal stress during pregnancy has even been correlated with a poor
makeup of the infant’s gut microbial flora—a less healthy mix of bacteria—
based on fecal samples taken from newborns days and even months after
birth, with a higher incidence of intestinal problems and allergies among
these babies.[12] (A deficit in infant gut microbial flora is also seen after many
C-sections, when the infant does not travel through the maternal birth canal.)

Though a mother’s emotional stress exerts a direct influence on the child’s
development and future health, it is not an isolated factor: interpersonal
biology holds sway once again. As was the case with Rae and me, there is a
complex interplay between a woman’s psychological states and those of the
father. A large Swedish survey recently showed that paternal depression in
the year from preconception to the end of the second trimester elevated the
risk of extreme prematurity (coming between weeks twenty-two and thirty-
one of gestation) by nearly 40 percent. This effect was greater, in fact, than
that of depression in the mother herself, which raised the risk only of
moderate preterm birth (thirty-two weeks or after).[13] “Paternal depression is
also known to affect sperm quality, have epigenetic effects on the DNA of the
baby, and can also affect placenta function,” one of the researchers pointed
out.

At first blush, the father’s melancholy posing a greater risk than the
mother’s seems an anomaly. As always, context is everything. The social
context for procreation in our world assigns women untenably stressful roles
in every facet of life, including intimate relationships. Besides being the
bearers of children, they’ve generally been expected to assuage the psycho-
emotional stresses of the men in their lives. Mothering a child may be a
mandate from Nature, but mothering a grown man is both unnatural and
impossible. No wonder the father’s stress gets outsourced to the mother, at a
cost to children and even to the gestating infant.

There is a predictable socioeconomic link, too: in a recent Wayne State
University study that examined a low-resource, high-stress U.S. urban setting,
abnormalities in brain connectivity were identified in scans of yet-unborn
infants of mothers who reported elevated levels of depression, anxiety, worry,
and stress during the last three months.[14] Needless to say, physical factors



such as nutrition and air quality interact with socioeconomic status,
predisposing children to such problems as depression, anxiety, and ADHD.
[15] “Poor people have more exposure to these things on all counts, whether
the bad air, or psychosocial stress and other things,” Dr. Shanna Swan,
reproductive endocrinologist and vice chair of preventive medicine at Mount
Sinai Medical Center in New York, pointed out. “That’s a societal problem
and the changes are not going to be on an individual level. They’re going to
be on a societal level.”[16] Thus does inequality of opportunity, even in the
basic biological sense, begin in the womb.[17]

Long before we had brain scans, blood tests, ultrasounds, and fetal heart
monitors, ancient peoples intuitively understood the sanctity of the
intrauterine environment. I spoke once about addiction to a First Nations
group here in British Columbia, quoting studies on prenatal development such
as cited above. A young man came up to me afterward. “You know,” he said,
“in our clan, tradition was that if you were angry or upset, you weren’t even
allowed to go near a pregnant woman. We didn’t want you to inflict your
troubles on her baby.” In some African tribal societies, infants were greeted
by rituals while still in the mother’s belly, including with songs that would
later welcome them into the world.[18] Imagine hearing your own melody and
lyrics, already familiar to you, as you are ceremonially ushered into your new
home, the outside world.

Such collective traditions have mostly been lost to colonialism and
atomization, but we can still learn from them and apply their lessons.

“We know prenatal depression and stress and anxiety can predict behavior
problems in the child,” Professor Letourneau told me. “We can try to fix
those behaviors in the kid years later, or we can medicate the child, or we can
give pregnant women the support they need in the first place.”

Support. If we want to build a world that provides it, we could start by
asking its would-be recipients what the word means to them. I recently asked
Rae—if I could do it over again, I would have done so long before now—
what would have supported her back then. I can’t improve upon the wisdom,
nor the accuracy, of her answer:



“It would have helped if I had had a community in place. If there existed a
larger consensus in our culture of what is required to gestate a baby. It would
have helped if I had had a doctor or a social worker or family member who
could have stood up for me. If the doctor had asked me, even once, how I was
faring emotionally . . . If anyone had phoned my husband: ‘Are you aware you
are hurting your baby? Whatever problems you have with your wife, your role
now is to be protective of her and of the infant she is carrying.” We all need
to realize that entering a pregnancy should be like entering a shrine, a sacred
place and time: a baby is being built.

“Mental health needs to be on the curriculum as soon as a woman gets
pregnant—just as there are prenatal classes for the physical birth, so there
should be for the emotional birth. The woman’s focus must be on the baby,
and not on the husband or even the job; the husband’s focus—everyone’s
focus—must be on supporting the woman. Parents need to know that their
job is mutual, that while the wife is pregnant, the husband is also pregnant.
Society needs to protect pregnant women because everybody is creating this
child. It takes a world to make a baby.”



Chapter 11

What Choice Do | Have? Childbirth in a
Medicalized Culture

At the beginning of the twenty-first century, we have to rehumanize birth, realizing there are
limits to our domination of Nature.

—Michel Odent!]

Over my decades as a family physician, I attended nearly a thousand
deliveries. Standard operating procedure was to perform an episiotomy on
every woman giving birth, just as I’'d learned in medical school. “Time to
make a little cut now,” I would announce as the infant’s head reached the
perineum, ready to exit the birth canal. Having injected local anesthetic near
the vaginal opening, I would make an incision a few inches long, “catch” the
baby, and hand it to the nurse. I then set about repairing the wound I had
inflicted. I knew no other way.

Years later I happened to learn from some midwives—who, in the Dark
Ages of the 1980s, were still working illicitly here in British Columbia—that
episiotomies are completely unnecessary in most labors. There was an
organic process trying to happen, they kindly explained, which allowed a
child to be born without my surgical intervention: Who knew? More surprises
followed. Women can, it turns out, deliver babies without their feet in stirrups
and even without reclining on a narrow metal contraption. “Try taking a shit
while lying down and your legs in the air,” a midwife suggested when I
questioned her wisdom. Other startling news was that, barring complications,
the newborn is best handed to the mother for skin-to-skin contact, rather than



being poked and prodded under bright lights and having plastic suction tubes
shoved in its mouth. Nor does the cord have to be cut immediately: it can be
allowed to complete its pulsations, delivering more oxygen-carrying red blood
cells to the infant.[1] It’s almost as if Nature knows what it’s doing.

These once-heretical practices have since been validated by solid medical
research. At long last, doctors now have—more accurately, ought to have—
permission to support in good conscience what human beings, with or
without any “professionals” assisting, have been doing for hundreds of
thousands of years. As the American journalist Anne Fadiman describes in
her illuminating work on the clash of medical cultures besetting Hmong
immigrants to the United States, these Asian women stubbornly resisted some
of our “best practices” in favor of their own ways, including “squatting during
delivery and refusing permission for episiotomy incisions to enlarge the
vaginal opening . . . Many Hmong women were used to being held from
behind by their husbands, who massaged their bellies with saliva and
hummed loudly just before the baby emerged.”[2] In short, they had tradition,
intuition, innate body sense, Nature, and—no doubt unbeknownst to them—
the most up-to-date science on their side.[3] Not to mention their husbands,
who literally had their backs.

The advent of modern obstetrics has brought much to be grateful for,
sparing many women and infants from avoidable suffering, illness, and death.
The problem is that, along with its triumphs, and in line with the mechanistic
approach of Western medicine in general, obstetrical practice ignores the
genuine and natural needs of mothers and babies—in fact, it often runs
roughshod over them. Bringing infants into the world is not simply a question
of pushing and pulling and cutting and catching. It is a major threshold in
human development, and how it is crossed has potentially lifelong
consequences. By pathologizing the birth process, present-day medical
practice contradicts the wisdom of Nature and of the human body. More
damningly, it frequently violates even its own commitments to align itself
with science and to, first, “do no harm.” We need not abandon the great
achievements of medical work to honor traditional wisdom, rooted in age-old
experience. We can embrace both.



I will not be advocating for any particular type of birth, “natural” or
otherwise, or railing against any other, much less judging any woman’s
individual choices around this vastly significant event. My interest, in keeping
with this book’s overall focus, is the cultural context in which, these days,
such choices are made—which includes by whom and in what manner they
are made. As the poet Adrienne Rich put it in her book Of Woman Born: “In
order for all women to have real choices all along the line, we need fully to
understand the power and powerlessness embodied in motherhood in
patriarchal culture.” Reducing women to passive recipients of medical care
during perhaps the most momentous passage of their lives is dehumanizing,
and not only figuratively: it disrupts physiological, hormonal, and
psychological processes that have evolved in our species over millions of
years to ensure the necessary bonding of mother and baby and the healthy
development of our young.

A few years ago I spoke with Dr. Michel Odent, world renowned for his
embrace of and advocacy for demedicalized birth practices. “We have to
deindustrialize childbirth, to stop disturbing the first contact between mother
and baby,” he said in a charming French accent. “Imagine,” he said with a
laugh, “the mother gorilla giving birth and you try to pick up her newborn
baby. And then you will understand what a maternal protective aggressive
instinct is. In our civilization we have suppressed that instinct for a long
time.” Suppression of innate knowledge is one of medicine’s unfortunate
tendencies.

Medical intervention, which in a sane system would be deployed only
when necessary to reduce risk, maximize health, and ensure survival, has
become the default approach. A clear example is the steeply rising rate of the
cesarean section: a lifesaving intervention when needed, a potentially noxious
interference when not. According to the best estimates, about 10 to 15
percent of deliveries ought to end with C-sections to ensure healthy
outcomes. Here in my home province of British Columbia that rate now
approaches 40 percent, as it does in many other parts of the world, with some
countries exceeding that mark; worldwide, the number of these surgical
deliveries doubled between 2000 and 2015. “Markedly high CS use was



observed among low obstetric risk births, especially among more educated
women in, for example, Brazil and China,” noted a detailed, near-global
survey by the Lancet in 2018.14]

That would be acceptable if there were some demonstrable “value added”
from such procedures being widespread, but there isn’t. “Cesarean section use
has increased over the past 30 years in excess of the 10-15% of births
considered optimal, and without significant maternal or perinatal benefits,”
noted the Lancet report.[3] Even the American College of Obstetricians and
Gynecologists raised, in 2014, “significant concern that cesarean delivery is
overused.”[6]

“If we want to find safe alternatives to obstetrics, we must rediscover
midwifery,” Odent told a birthing conference in 1986, when the medical
profession in North America was still fighting a tooth-and-nail battle to keep
midwives from fulfilling their traditional role. In many jurisdictions that
struggle is far from over, while in many others there reigns a grudgingly
observed truce, at best. “To rediscover midwifery is the same as giving back
childbirth to women,” Odent added. “Imagine the future if surgical teams
were at the service of the midwives and the women instead of controlling
them.”[”7] In effect, he was suggesting that medicine be Nature’s attendant, not
its ruler—a radical reinterpretation of the phrase “attending physician.”

The issue is autonomy, an indispensable human need. Birthing practices
express the hidden or overt values of a culture in terms of who wields power
and how much genuine control people are able to exercise over their own
bodies. Modern research finds that maternity-care interventions may disturb
hormonal processes, reduce their benefits, and create new challenges.[¢] What
then, I asked Sarah Buckley—a New Zealand-based physician, advocate, and
author of a highly regarded overview of the normal physiology of
childbearing—explains the rapidly growing rates of medicalized
interference? I expected an answer based purely on medical concerns. In fact,
her response was sharply perceptive as to how acculturation into the much
broader myth of normal takes place. “Doctors,” Dr. Buckley said, “are the
agents of our society’s expectations that we imprint on mothers, when they
are very open and vulnerable, that technology is superior to the body and that



women’s bodies are intrinsically bound to fail. It really is obvious that the
culture wants to impress upon women this view of their bodies as inherently
defective and needing high-level technological care.” And that will carry on,
she added, “into how she brings up the child to be in accord with the demands
of the culture.”

Though systemic sexism tilts the playing field against women in particular,
there is also a broader cause of unnecessary medical interference, one
foundational to the Western medical view: a distrust of natural processes and
fear of what can, may, or will go wrong.!*] Michael Klein, former head of the
family practice department at BC Women's Hospital in Vancouver, has done
extensive research on medical birthing. “You learn in a very biased
environment that sees childbirth as scary and dangerous,” he told me. The
paradigm that dominates medical training “sees birth as nothing more than an
accident waiting to happen, an opportunity for your pelvic floor to be bent out
of shape. The women are unexploded bombs that need defusing.” Throughout
my medical schooling and internship, I was trained to anticipate the
problems, complications, and dangers of birth. All good, as far as it went.
The problem was, nothing in my training encouraged me to align with Nature.
It was left to my patients and my midwife colleagues to teach birth to me as
something more than a mechanical procedure of extracting a baby from the
mother’s body—something with ingrained, evolutionarily derived purposes,
both physiological and emotional.

Sherri Dolman, a California woman I’'ve come to know, had to wage an
intense and protracted struggle for autonomy around her pregnancies. Despite
a triumphant ending, her tale is a medical horror story. “I tried to conceive
that child for three years,” she told me. “But when I became pregnant, I was
no longer able to make decisions for my child or for myself. I will never
shake that for the rest of my life.” Dolman was coerced into a cesarean
section she did not want and, as she subsequently proved, never needed. “My
doctor did not respect my decisions,” she said, “and I don’t think he respected
me as an autonomous human being. I believe he thought he knew better than
me. I can’t think of one single instance where a man is told what he can and
can’t do with his body, but women are told this every day.”



At age thirty-four Dolman was already the mother of a seventeen-year-old
son, born when she herself was a scared teenager. Because her labor had
progressed slowly, likely owing to her stressed state of mind, she’d had a C-
section. She was intent on a vaginal birth next time. After three years of
trying, she and her partner got pregnant with a daughter. “From the first
moment [ vowed that I would not have a cesarean section this time around. I
would deliver my daughter the way that Nature intended me to. I would trust
my body, I would get the proper support I needed to do this.” She did her due
diligence, interviewing as many doctors as she could. “They all said, ‘Once a
cesarean, always a cesarean.” They weren’t even willing to speak with me
about it. ‘Tll take you as a patient,” they told me, ‘but we’re going to be
scheduling your cesarean.”

Medically speaking, the doctors were completely off base. By the time of
her daughter’s conception, the safety of vaginal birth after cesarean section
(VBAC) had long been documented, with the supposed risk—the uterus
tearing under the pressure of labor contractions—shown to be negligible,
posing no impediment to an unmedicated delivery. Indeed, a high-risk
perinatal specialist who had evaluated Dolman’s uterus with a detailed scan
affirmed that her chance of such a mishap was no greater than if she had
never been pregnant. In a sign of how deep the indoctrination runs, the
obstetrician still balked at the vaginal option. The one doctor who had finally
agreed to support Dolman’s preference for natural labor got cold feet at the
last possible moment.

Following a routine fetal-monitoring session, which showed no
abnormality, Dolman was physically barred from leaving the hospital,
threatened with arrest, and browbeaten into accepting the surgical delivery of
her daughter. After this harrowing experience, she suffered what she calls “a
version of PTSD . . . I was unable to function in my daily life. I felt like a
failure as a mother, unable to comfort or touch my daughter in her first
moments of life. I felt like I had nothing to do with her even being here. I felt
disconnected from her. She cried if she needed me, but I didn’t feel that I was
enough. Throughout the first year of her life, I cried myself to sleep every
night.”



Dolman’s subsequent two births were her redemption, the reclaiming of
full agency.

Under the care of a midwife, she succeeded in a joyful vaginal birth at the
completion of her third pregnancy. Though she described it as “very, very
painful,” she counts it among “the most amazing and exhilarating
experiences” of her life. As is the case for so many women, Dolman’s license
to make her own choices was key to getting to the other side of the suffering.
“No matter how painful it got, I had support and I was in control of my own
body. That was very empowering to me no matter what came my way—being
in charge of my own body was what it came down to.” Ten years later, the
telling of it still brought tears to her eyes. “Tears of joy,” she quickly assured
me. “My daughter asks me all the time: “Tell me the story about how I was
born.” She finds it hilarious that while I had the skin-to-skin contact with her,
she pooped all over me, and she laughs every time I tell the story. That in
itself was a bonding experience, just even sharing that with her. It’s part of
life.” In 2011 Dolman brought forth another child, a healthy nine-pound,
three-ounce boy. That birth, too, was vaginal, also in hospital under the care
of a midwife, five years after she had been sternly admonished by ten board-
certified obstetricians not to attempt such a delivery.

The triumphs don’t all look the same, nor should they. “I know from my
medical experience that you don’t want to hold too fast to anything,” said
Danielle, a resident in anesthesiology. “Still, I had beliefs and ideas about
how I saw things going . . . I intended originally to have a home birth in
water, at a cottage here that we had rented in the forest.” It didn’t turn out
that way. After prolonged labor with little progress at home, the midwife
recommended hospitalization and an epidural to allow Danielle some
relaxation. The birth hormone oxytocin was given to promote progress, to no
avail. After thirty-six hours of intense labor, Danielle accepted the necessity
of surgical delivery. To this day, she is elated about her experience.

Although Danielle’s process took a different form than Sherri’s, the two
births resembled each other in one core aspect: the mother felt herself to be
in charge. “I was listened to. Everyone made time to hear what I was
concerned about. Even the assistant to the surgeon came in to see me, a



woman in family practice here. She met me, and she looked me in the eyes,
and she was fully present. I just felt safe with everyone in there.” In those
words we hear the second factor determining the quality of women’s
experience: safety and support.

A health care system that honors women’s strengths and their
vulnerabilities gives them the best chance at a childbirth experience they can
cherish. This view runs through a little gem of a pregnancy primer, A Is for
Advice (The Reassuring Kind), by the Brooklyn-born, B.C.-based midwife
[lana Stanger-Ross. “The women who report the most positive birth
experiences,” she observes, “are those who feel they understood all the
decisions made and had a say in the decision-making process. That holds
even for complicated births among women who had been hoping for ‘natural’
deliveries—births that require multiple interventions, births that end in
surgery.”[?]

To learn about the physiology of childbearing is to marvel at the innate
wisdom of Nature and its highest evolutionary achievement, the human body.
The biological bottom line is this: Mammalian labor is more than a process
of expelling an infant from a womb. It is preparation for life. Labor, as
Nature designed it, promotes the release of hormones such as estrogen,
oxytocin, and prolactin that activate a host of neural systems governing the
emotions and behaviors, ensuring the baby’s well-being in the short and long
terms: warmth, nurturing, bonding, protection, and so on. In other words,
birth prepares the template for the mother-infant relationship, which itself is
the central locus of the child’s early development.[10]

Having been out of the baby-catching game for some decades, I was
caught off guard by a phrase Stanger-Ross used when we spoke: “obstetrical
trauma.” “That has become a term,” she said. “Unfortunately, a lot of women
feel that their birthing experience was one of trauma, which, of course, is
going to have impacts on the parent-child relationship. If the birth was
traumatizing, then how does that translate when now you have a newborn in
your arms?”

Right on cue, I was given a textbook illustration of this alarming trend via
a conversation I had the day I finished this chapter. I was being interviewed



over video conference by a New York journalist reporting on the COVID-19
pandemic, which at the time was engulfing her city. At one point, Courtney,
as I'll call her, proudly showed off her three-month-old cherub. When she
learned what I was working on, she poured out the awful story of her recent
experience at Mount Sinai Hospital at the hands of one of New York’s most
prominent and well-regarded obstetricians. It is as clear a tale of normalized
obstetrical trauma as can be imagined.

Thirty-seven years old and healthy, Courtney was expecting an uneventful
delivery. At thirty weeks the physician phoned her to announce, as if by
decree, that, given her age, labor would be induced at thirty-nine weeks. This,
the doctor said, was “the office protocol here” for anyone older than thirty-
five. “She had known my age from the beginning, since I walked into her
office last May,” Courtney said. “I was so shocked that I hung up the phone—
I barely said a word. I had to have half a glass of wine. I was so upset, I didn’t
sleep all that night.” It went downhill from there. Courtney recalled with pain
“the sudden disappearance of flexibility and the imposition of a tyrannical
dictate. It was not the kind of care I expected. I'm not used to being bullied
by doctors or talked down to. The tone became so toxic . . . and then she also
kept saying, “The baby is huuuge. He’s going to be huuuge.’ 1 said to her,
‘Wait, I heard that growth scans are notoriously bad at predicting weight.” She
responded, ‘Not at Sinai. He’s going to be nine pounds at least.” (The baby’s
actual birth weight: less than eight pounds.)

Courtney considered looking for a new physician, but this late in
pregnancy and still in awe of the specialist’s credentials, she stayed put. “By
week thirty-eight, she was saying, every week, “This is really not looking good
for vaginal, it’s really not. I don’t know what to tell you.” I just kept saying, ‘I
really don’t want a C-section.” And this was our dynamic week after week. I
was in a terrible state of mind for the last three or four weeks of the
pregnancy: sobbing, nervous breakdown . . . At the appointed time, we show
up at Mount Sinai, and it’s a horrible scene. We're in this waiting room for
three hours, a million different things going on, and I kept saying to my
partner, ‘Why the fuck am I here? We are totally within our rights to go back

to Brooklyn and go into labor naturally.” Feeling disempowered, having her



intuition invalidated at this most vulnerable time of her life, being intimidated
by a highly extolled medical specialist, and having been raised in a culture
where “expert” authority trumps one’s own, Courtney lacked the wherewithal
to assert herself. She finally acceded to the induction and, after fifteen hours
of fruitless labor, the inevitable surgery.

“I was so weak. I'd been throwing up. Everything about this was like the
biggest nightmare. I said, ‘Fuck it—Ilet’s just do the C-section. Like, what
choice do I have at this point?” So we roll into the OR, and I'm throwing up
on the table, and I'm a basket case, sobbing. Scared out of my mind, shaking.
They start the surgery; it takes forever. She then says to me, ‘Oh, I didn’t
realize your abdominal muscles were this strong.” They were, because I've
done Pilates for twenty years. I'm thinking, “‘Why didn’t you realize it? You've
been examining me regularly for nine months and anticipating this surgery for
weeks.” And the following morning she said to me—can you even make this
up?—T'm going to call the Mount Sinai scanning department and complain
about how inaccurate your growth scans were!” All that week in the hospital |
would just lie awake at night, sobbing at how violated I was.”

I asked Courtney whether she had thought of working with a midwife.
“I'm not that left-wing,” she said. “I'm not that far-out. I completely bought
into the system.”

Now consider that this galling story took place in a privileged, white,
middle-class context. For poor women, especially women of color, treatment
of mothers in labor can be considerably more brutal, with consequences that
range all the way to fatal. According to a 2019 World Health Organization
report, “42% of the women [in a global survey] said they experienced
physical or verbal abuse or discrimination during childbirth in health centers,
with some of the women being punched, slapped, shouted at, mocked, or
forcibly held down.”[L1] Nor is this limited to the so-called third world. In my
own country, a cell phone video emerged recently of hospital staff in a
Quebec facility taunting and verbally abusing an Indigenous woman in labor.
Nurses “are heard calling her stupid and saying she’s only good for sex and
would be better off dead.” Minutes later, she was.[12]



“For me, the ideal birth situation is a woman alone in a silent room, lights
dimmed, with a midwife calmly sitting with her and knitting,” Michel Odent
told me—a wry but astute comment on the harmful effect of bright lights,
noisy machines, and bustling, hectoring medical personnel on the labor
process.

This brings us back to the discussion of “inherent expectation” in our
chapter on human nature. We, like all organisms, arrive on the scene with the
anticipation that life will unfold within certain parameters. Being the
adaptable creatures we are, we can endure less than the best—at a cost. “The
baby’s experiences during a birth without trauma have got to be those, and
only those, which correspond to his and his mother’s ancient expectations,”
writes Jean Liedloff in her study of an Aboriginal forest society. Whereas
other mammals seek dark, quiet, solitary places for birth, she points out, we
invite birth trauma with “the use of steel instruments, bright lights, rubber
gloves, the smells of antiseptic and anesthetic, loud voices or the sounds of
machinery.”[13]

Mothers feel it, even if no one else sees anything out of the ordinary. I still
remember my wife whispering to me during our first birth, regarding the
nurse who kept haranguing her to “Push, girl, push,” to “Please tell that
woman to shut up.”[Z] A person’s body seizes up in the absence of safety and
emotional connection, especially under the effect of sensitizing hormones.
Oblivious to the woman’s needs for silence, safety, and attunement, hospitals
create a self-perpetuating cycle, instigating many of the labor complications
they then must intervene to resolve.

Ilana Stanger-Ross summed up traditional wisdom and modern science in
words that, in a saner system, wouldn’t even need to be said: “We need to
approach someone in labor as a full person who is experiencing a sacred life
passage,” she told me. “They’re not a sick patient. They are a person in labor
—which is a very normal thing to be.”



Chapter 12

Horticulture on the Moon: Parenting,
Undermined

We've all lost our children . . . Just look at them, for God’s sake—violent in the streets,
comatose in the malls, narcotized in front of the TV. In my lifetime something terrible
happened that took our children away from us.

—Russell Banks, The Sweet Hereafter

Modern society is awash in parenting expertise. Peruse any bookstore and
you will behold shelves upon shelves of volumes devoted to helping moms
and dads navigate this rocky terrain, from conception through college drop-
off. Parenting blogs, social media groups, and online lectures abound. A
playlist on the TED Talks website offers “Stories from the Front Lines of
Parenting.” Even if tongue-in-cheek, the war-zone language resonates for
many; the struggle to be “good parents” can seem like a protracted battle
against time, against ourselves, even against our kids. We arrive at the
bookshelf already lost, seeking direction. We want to do right by our
children; we just don’t know how. If only we had some internal compass to
guide us.

The good news is, we do: all of us, by virtue of being human, are endowed
with a natural drive and talent for child-rearing. The bad news is that our
society’s guiding assumptions and prevailing prejudices serve to alienate us
from that innate knowledge, so inherent to our species that it cannot be
taught, only activated or disabled.



In this chapter we’ll look at two ways modern Western culture’s idea of
normal undermines parenting: the erosion of our instinct for the enterprise,
and the creation of isolating or stressful conditions inimical to raising healthy
children. If it takes a world to raise a child, it takes a toxic culture to make us
forget how to.

Suppressing Instinct, by the Book

Recently a parenting manual by an economist with no background in
developmental psychology, beyond being a mother herself, became a
bestseller. Having crunched the numbers, Emily Oster presents Cribsheet: A
Data-Driven Guide to Better, More Relaxed Parenting, from Birth to
Preschool. It devalues, among other things, such ancient practices as
breastfeeding and co-sleeping with one’s newborn. As a sympathetic New
Yorker profile expressed it, “A major refrain of [this] book is that a parent’s
preferences are important. What do you want?” The plaudit is telling: the
governing principle is what the parent prefers, not what the child needs.
Here’s the problem: any cultural context is bound to shape the preferences of
its members in its own image. What we adults “prefer” in unnatural
circumstances may well clash with what our nature would have us opt for. It
so happens that parents today take their cues from a culture that has lost
touch with both the child’s developmental needs and what parents require to
be able to meet those needs.

Oster’s intentions are no doubt good. Around the time her book was
published, the New York Times ran an op-ed by her with the online title “The
Data All Guilt-Ridden Parents Need.”[1l Freeing fellow parents from shame
is a laudable objective. But quite aside from the fact that even the most
carefully selected data are a poor antidote for guilt, what if the issue is more
complicated? What if the angst parents feel speaks not to a lack of
information or figures but to a long-brewing, culturally induced alienation
from thei