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The Psychology of Possibilities:
Extending the Limits of Human
Functioning
Ellen Langer and Christelle Ngnoumen

Bad apples and the elderly: Aging, health and illness as
problems of definition

In a study by Langer and Crum (2007), female room attendants who were
primed to view their work as a form of exercise demonstrated decreases
in BMI, waist-to-hip ratio, and weight. This study showed that – especially
for individuals unaware that they are getting required amounts of physical
exercise – priming the idea of exercise can result in benefits without actu-
ally changing daily habits. The results support a monistic model of human
functioning, which sees the mind and body as ontologically indistinct com-
ponents of a single system. The study suggests that female attendants could
not previously experience the benefits of their work owing to the lack of
its inclusion in common conceptions and national public health definitions
of physical activity. This calls into question the extent to which national
conceptions and labels of health and disease perpetuate the prevalence of
these diseases. As researchers and medical professionals, we still don’t fully
know the extent to which the institutionalization of individuals with mental
illness and with chronic disease is merely a direct result of the institution-
alization of their labels and conceptions into the larger social system in the
first place. In other words, it could be that we don’t really become sick until
the hand that feeds us apples decides to call them bad apples.

The issue concerning ageing, health, and disease as related to problems
of definition is perhaps best expressed in McWhinney’s (1987) characteri-
zation of illness as ‘the subjective perception by a patient of an objectively
defined disease’. In other words, the medical world designs labels, which
are then mindlessly consumed by the general public, in turn dictating how
individuals attend to themselves. By way of this process, labelled individ-
uals’ identities crystallize around the labels that they are given, leading
to an adoption of stereotypical behaviours portrayed through the media.
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Unfortunately, because the media serves in transmitting information and
labels, increased globalization and westernization (which includes the trans-
mission of the English language and of English labels) has contributed to
what Ethan Watters coins the ‘Americanization of Mental Illness’, or the
spreading of American definitions and conceptualizations of mental illness
and abnormality across other cultures. This has further contributed to over-
medicalization and to decreased responses to mind-body medicine. The
prescribing and use of pharmaceutical interventions dichotomizes mind and
body by fuelling an illusion of symptoms as stable and beyond individuals’
control.

Old? Senior? Elder? Elderly? For some, the word ‘elderly’ still strikes a
nerve despite its adoption as a less pejorative label for ageing individu-
als in contemporary language. Contrary to popular usage, the terms ‘elder’
and ‘elderly’ are not synonymous. The former is an adjective and is used
relatively (e.g., My elder brother, Henry, is three years older than me)
whereas the latter is a noun that describes a wise and respected individual
of advanced age. The majority of the general population misuses the two
terms, however. Unfortunately, the relative – and flexible – nature of the
term ‘elder’ tends to be overlooked and is ascribed the same assumption of
stability as labels of illness. Relatedly, the venerable qualities originally sub-
sumed in the term ‘elderly’ are also overlooked, and people focus solely on
the seemingly stable aspect of advanced age.

In a discussion of ageism, Palmore (2010) describes how prejudice and
discrimination against older people reduces longevity. Both positive and
negative forms of ageism pervade most social structures. Elders are employed
less and are residentially segregated. Age-dependent federal and state benefit
programmes such as Supplemental Security Income (SSI) and Medicare rein-
force shame among elders. Within the family, norms against older women
marrying younger men and norms against widows and divorced elders
remarrying all fuel the same stereotypes about ageing that leave elders under-
mined, neglected, and in worst cases abused (Palmore, 2010). Similar to
labels of illness, our society’s labels for ageing individuals have managed
to foster implicit negative attitudes about the elderly as being inflexible,
incompetent, low in personal control, and susceptible to ill-health.

From acute diseases to chronic illness: Changes in
conceptions of aging and health

Over the past century, improved medical care and prevention efforts have
resulted in a dramatic increase in life expectancy, from 47 years for
Americans born in 1900 to 79 years for those born in 2009 (Centers for
Disease Control and Prevention [CDC], 2014). This drastic shift in life
expectancy coincides with a major shift in the leading causes of death in
the US, moving away from infectious and acute diseases (e.g., pneumonia,
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tuberculosis, diphtheria) toward more chronic and degenerative illnesses
(e.g., heart disease, cancer, diabetes). In 2010, the top three causes of death
for US adults aged 65 or older were heart disease (27%), cancer (22%),
and respiratory disease (7%) (CDC, 2014). Many researchers have concluded
from such statistics that ageing and chronic illness are inextricably linked.

A diagnosis of a chronic disorder can be psychologically devastating
(Phillips & Pagnini, 2014). Chronic illnesses are often preventable, how-
ever, and while it is typically assumed that susceptibility to these illnesses
and disabilities increases with age, poor health is not an inevitable conse-
quence of ageing. Moreover, ageing is not an inevitable consequence of an
innate and time-activated genetic programme as biologists assumed 50 years
ago. To date, there is no direct evidence that age changes are governed by
a genetic programme (Hayflick, 2010). In fact, there is more direct evidence
that shows that ageing is accelerated – and more importantly impeded –
by psychological, behavioural, and environmental factors within the indi-
vidual’s control. To prevent the onset of chronic illness, for example, CDC
recommends that people adopt healthier behaviours (e.g., regular physical
activity, a healthy diet, a tobacco-free lifestyle), and claims that getting
regular health screenings (i.e., mammograms, colonoscopies) can reduce
a person’s risk for most chronic diseases, including the leading causes of
death (Blackman, Kamimoto, & Smith, 1999). While numerous national
efforts have been placed on educating the public about the behavioural and
environmental factors associated with health, less of an emphasis has been
placed on educating the public about the impact of mental processes on
health and well-being.

A vast literature provides strong evidence for the potentially powerful
influence of mental processes on health and well-being (e.g., ; Langer,
Janis, & Wolfer, 1975; Miller & Seligman, 1975; Langer & Rodin, 1976;
Schultz, 1976; Rodin & Langer 1977; Langer, Rodin, Beck, Weinman, &
Spitzer, 1979; Langer, Beck, Janoff-Bulman, & Timko, 1984; Kamen &
Seligman, 1987; Langer, Perlmuter, Chanowitz, & Rubin, 1988; Peterson,
Seligman, & Vaillant, 1988; Scheier, Matthews, & Owens, 1989; Kamen-
Siegel, Rodin, Seligman, & Dwyer, 1991; Scheier & Carver, 1992; Levy &
Langer, 1994; Maier & Smith, 1999; Levy, Hausdorff, Hencke, & Wei, 2000;
Levy, 1996, 2003; Levy, Slade, Kunkel, & Kasl, 2002; Cohen, Doyle, Turner,
Alper, & Skoner, 2003; Levy, Slade, & Gill, 2006; Levy & Leifheit-Limson,
2009; Levy, Zonderman, Slade, & Ferrucci, 2009). For example, Langer &
Rodin (1976) found that institutionalized elderly adults who were encour-
aged to assume a more engaged role in their lives (i.e., by making more
decisions) became more alert, more active, happier, and healthier. Follow-up
data 18 months later revealed that the experimental group also lived longer
than comparison groups. Furthermore, 15% of the experimental group had
died versus 30% of the comparison group (Rodin & Langer, 1977). Other
studies have demonstrated that cognitive reappraisals may provide relief
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from the pains of major surgery (Langer, Janis, & Wolfer, 1975). Studies
have also found that perceived health was a better predictor of mortality
than actual health (; Kaplan & Camacho, 1983; Idler & Kasl, 1991; Levy,
Slade, Kunkel, & Kasl, 2002). Perhaps some of the strongest evidence in sup-
port of the powerful influence of mindsets on health and well-being comes
from within the medical world itself and its observation of placebo effects.
Langer (2009) observes that subjects exposed to fake poison ivy developed
real rashes. Similarly, people given placebo caffeine have been shown to
experience increased motor performance and heart rate (and other effects
congruent with the subjects’ beliefs about the effects of caffeine and not
with its pharmacological effects).

Mind-body monism: Evidence for the powerful influence
of mindsets on aging and health

Research rooted in mindfulness theory, such as Ellen Langer’s work on
mindlessness and choice, involves an approach to improving physical and
psychological health that is based on an assumption that the mind and body
comprise a single system. According to mind-body monism, both mental
processes and bodily processes are essentially part of one substance, and of
one underlying reality. According to this view, every change in the human
being is simultaneously a change at the level of the ‘mind’ (e.g., cognitive
and attitudinal changes) as well as the ‘body’ (e.g., cellular, hormonal, and
neural changes). The influence of people’s interpretations on the ways their
bodies respond was confirmed by research which found that people can
achieve better health through reorienting their attitudes toward themselves
and their environments (Feltz & Landers, 1983; Fansler, Poff, & Shephard,
1985; Lee, 1990; Page, Levine, & Leonard, 2005; Langer & Crum, 2007).

Levy and Langer (1994) explored the role of cultural beliefs about ageing
on memory loss among elderly American and Chinese participants. They
wanted to determine whether negative stereotypes about ageing contribute
to memory loss in old age. This study compared the memory performance
of younger and older participants from mainland Chinese, American deaf,
and hearing American cultures. The study revealed an interaction in which
younger participants from the three groups performed similarly on the
memory tasks, whereas the older deaf and older Chinese participants out-
performed the older American hearing group. The authors found a positive
correlation between views about ageing and memory performance among
the older participants. The results suggest that cultural beliefs about ageing
play a role in determining the degree of memory loss people experience in
old age.

Langer, Chanowitz, Palmerino, Jacobs, Rhodes, and Thayer (1990) demon-
strated that humans have the capacity to shift discontinuously to an ‘earlier’
context or mindset. Specifically, elderly men between 70 and 75 years of age
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were taken to a retreat to live for a week as if it were 20 years earlier. The
experimental group had participants attempt to be psychologically where
they were 20 years ago (e.g., participants were instructed to hold all discus-
sions about the past in the present tense). The control group had participants
reminisce about the past of 20 years previously and implicitly included the
recognition that they were now here, 20 years later (e.g., participants were
instructed to hold all discussions about the past in the past tense). Results
indicated that this reverse temporal shift in participant’s mindsets was fol-
lowed by a reverse temporal shift in participant’s physical and cognitive
functioning. Based on ratings of facial photographs by judges blind to the
hypothesis, both groups looked younger after the intervention compared to
before the intervention. Compared to the control group, participants in the
experimental group showed a greater improvement on finger length – an
index of joint flexibility – and manual dexterity. Finger length increased for
37.5% of the experimental group and remained the same for the rest of the
group, whereas 33.3% of the comparison group actually got worse on this
measure. Only 1% in this latter group improved. There was also an increase
in sitting height for the experimental group when compared with the sitting
height of the control group. Those in the experimental group were able to
sit taller, and they also had gained more weight, as revealed in measures of
body weight, tricep skinfold, and bideltoid breadth. On the Digit Symbol
subtest of the Wechsler Adult Intelligence Scale (WAIS) – a measure of atten-
tion, perceptual speed, motor speed, visual scanning, and memory – 63% of
the experimental group improved their scores, compared to only 44% of the
control group.

Langer et al. (2010) demonstrated improved vision in young adults as a
result of simple mindset manipulations. To test the malleability of visual
acuity – measured using the Snellen eye chart – participants were presented
with several mindset-primes such as pilots have excellent vision, one is
bound to see less as one reads down the eye chart, and one should be able
to read the first few lines of an eye chart. In all experiments, comparison
groups did not differ significantly in their baseline visual performance. After
the mindset intervention, however, significant differences in visual acuity
manifested. For individuals who were primed with the pilot mindset, vision
improved by 40%. In reversing the order of the Snellen chart (which thereby
primed individuals with the mindset that the letters would soon become
readable), participants accurately saw a significantly greater proportion of
letters from the smallest line of the reversed Snellen chart. Lastly, in present-
ing a shifted Snellen chart (e.g., a chart that began with letters equivalent to
those of medium size letters on the normal chart, thereby exploiting individ-
uals’ pre-existing mindset that they should be able to read the first few lines
of the chart) participants read significantly more letters accurately when the
letters were presented at the top of the chart compared to when they were
presented at the bottom third of the chart. By using a range of mindset
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manipulations, the researchers extended the priming literature to vision and
were able to explore visual acuity in mundane circumstances, allowing for
greater generalization.

Hsu, Ching, and Langer (2010) found that cues that directly and indi-
rectly signal ageing prime diminished capacity. Moreover, the absence of age
cues primes improved health and longevity. Across a series of experiments,
they found that women who think they look younger after having their
hair coloured or cut show a decrease in blood pressure and appear younger
in controlled photographs; clothing is an age-related cue that influences
longevity; baldness cues old age and influences the speed of ageing; women
who bear children later in life are positively influenced by the surrounding
presence of younger age-related cues; and large spousal age differences result
in age-incongruent cues that differentially affect longevity.

Taken together, the aforementioned studies suggest that mindsets –
implicit beliefs and expectations that people hold about actions, behaviours,
activities, and about members of specific social groups – have both indirect
and direct effects on health. It is such emphasis on psychosocial influences
on health that triggered the development of the biopsychosocial model of
health (Engel, 1977) which argues that health and illness are the products of
interactions among biological (e.g., genetic predispositions such as sex), psy-
chological (e.g., personalities and construals), and social factors (e.g., cultural
beliefs; poverty). The biopsychosocial model of health stands in contrast
to the biomedical model of health. The biomedical model of health is the
traditional view of Western medicine, and it conceptualizes health as the
absence of deviations from a norm of measurable somatic variables (Engel,
1977; Papas, Belar, & Rozensky, 2004). A critical assumption of the biomed-
ical model of health is that social, psychological, and behavioural factors
play little or no role in health. As such, the biomedical model subscribes to
reductionism (e.g., the view that complex phenomena are ultimately derived
from a single primary principle) and mind-body dualism (e.g., the view that
mental processes and the body are fundamentally different and separate
entities).

The implications of the aforementioned findings that positive mindsets
can have positive effects on one’s health has been largely obscured as
researchers have devoted their energies to finding mediating – as opposed to
direct – links between such ‘psychological’ interventions and ‘physical’ con-
sequences. Such focus on mediating links is based on the assumption of a
split between the mind and the body, the mind-body dualism that is inher-
ent in the biomedical model of health. Much research attention has been
sidetracked from accepting the fact that the mind has direct and indirect
influences on the body, which subsequently deterred further investigations
from exploring how such influences can be beneficially maximized. As such,
there may be vast areas of human potential, ordinarily latent, that have
remained outside our conscious influence. Mindfulness theory research,
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such as the work by Langer and Crum (2007), has successfully delineated
the actual full potential of the mind-body whole, and has demonstrated
how a more mindful attitude can lead to the achievement of much richer
levels of human development. At the core of this view is the psychology of
possibility, wherein previously presumed ‘limits’ to human functioning are
questioned.

Extending human functioning and health through
mindful re-labelling

Mindlessness holds things still and creates an illusion of stability (Langer,
2009). In reality, however, nothing stays still. A narrow understanding of ill-
ness promotes a limited understanding of cure, which consequently closes
us off to the benefits of alternative therapeutic interventions. The large
prevalence of chronic illness among the elderly population seems to have
unfortunately led to an implicit association between chronic illness and old
age such that old age is commonly viewed as a period of inevitable cog-
nitive and physical decline and has been used as an inaccurate predictor
of performance and ability (Langer, 1982). Furthermore, the language com-
monly used to describe illness, such as chronic and in remission, constrains
individuals’ experiences by priming expectations of ill-health and dictating
attention and behaviour. This language also creates the illusion that symp-
toms are stable and unmanageable. Individuals quickly adopt stereotypical
responses and behaviours that are in line with particular illnesses. It is in this
manner that labels corresponding to chronic conditions rob individuals of
personal control and potentially prevent the achievement of optimal health
and well-being.

Scientific investigations are what generate the profiles of various diseases,
including their commonly experienced symptoms, prognoses, and success-
ful forms of therapeutic interventions. Generally, profiles of diseases are
based on mere associations and averages and therefore do not provide
information about the moment-to-moment experiences of those conditions.
Despite the fact that the majority of health information is obtained through
correlational research, Langer (2009) found that there is a tendency among
researchers to transform probabilities into absolutes. This health informa-
tion is mindlessly consumed by the general public, and the pre-formed
symptom categories it provides encourages individuals to overlook their
idiosyncratic experiences which, for the most part, are never wholly in line
with the normative data gathered across different individuals.

The crystallization of mindsets, either resulting from mindset inertia
(i.e., the tendency for a mindset to remain stable because it was previ-
ously successful) or from the absence of relevant environmental triggers,
is likely to be accompanied by a corresponding crystallization of physi-
cal functioning. Changing individuals’ stereotypical mindsets about health
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(e.g., that physical functioning necessarily deteriorates with age) to more
positive mindsets about health (e.g., that the order typically assumed to
exist between the stages in any developmental process is not inevitable),
can potentially give rise to corresponding changes in physical functioning
(Langer, 1989, 2006, 2008; Langer et al., 1990). Stereotypes about how we
‘should’ age and what our ‘limits’ are prevent us from considering alterna-
tive possibilities and prevent us from uncovering our true potential. Once
we shake loose from the negative clichés that dominate our thinking about
health, we can mindfully open ourselves to possibilities for more productive
lives no matter what our age (Langer et al., 2010). Importantly, mindfulness-
based studies underscore the significance of exploring the as-yet-untapped
potential of the mind-body whole. Most of the research in the field is con-
cerned primarily with the extinct (e.g., ‘what has been’) and the extant (e.g.,
‘what actually is’). Most of us live sealed in unlived lives, constrained by
stereotypes we’ve adopted as truths.

Langer and Abelson (1974) were the first to note the overwhelming
power of labels in dictating consequent decisions and behaviour. Follow-
ing research rooted in labelling theory has demonstrated that people who
are labelled ill experience a decline in their general functioning and self-
esteem that is more pronounced compared with individuals suffering from
the same symptoms who are not labelled (Lai, Hong, & Chee, 2000). In a pre-
liminary study, Langer and colleagues assessed the effects of the labels cured
and in remission on breast cancer survivors’ general health and well-being.
Specifically, cured primed the idea of health while in remission primed
illness. Results revealed that participants who saw their cancer as cured
reported higher scores on measures of general health and emotional well-
being compared to participants who considered themselves in remission.
These results suggest an inextricable relationship between psychological
processes (e.g., how participants perceived their illness) and health out-
comes (e.g., subjective and evaluative well-being). These results suggest that
patients’ general health may improve upon calling those in remission cured
and upon instructing them to focus on moments during which they do not
experience any symptoms.

Given the increasing rates in chronic illness as well as the increasing asso-
ciated health care costs observed over the last century, it is puzzling that
there remains a reluctance to inform the public of the ways in which health
definitions can become self-fulfilling by shaping individuals’ conceptions
and experiences of illness. On the one hand, one could argue – as many
have – that such silence from the medical world first occurred when the
hand that feeds us noticed that it profited from selling bad apples. Such
arguments are built upon the observations that, contrary to the belief that
disease spreads as a function of people, patients – and thus revenue – seem
to grow as a function of disease. To date, about 75% of the wealth in America
comes from the wallets of people over 50 years of age (Bouchez, 2010), which
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coincidentally also happens to be the same group of people who are the
targets of ageism and of healthcare burdens (Palmore, 2010). On the other
hand, some have also argued that the increased revenue model only holds
until a certain point, after which too many people made sick from bad apples
presents an overall cost to the medical world, in which case more urgent
measures would need to be taken to undo the damage that has been done.
Perhaps alerting the public of the constraining and self-fulfilling power of
normative data and of mindless labelling is where we now need to be.

How many apples a day? Reclaiming control through
mindfulness

How we feel at any moment in time requires a careful inspection of the
hands that feed us, when they fed us, what they fed us, and why it is that
they – as opposed to ourselves – are doing the feeding. It is sometimes the
case that relying on the hands of others does us more harm than good. How
can I be sure that this person feeding me is paying attention to my individual
needs and allergies? How can I be sure that s/he is not simply mindlessly
approaching me with a generalized diet that is applied to all hungers that
seem similar to mine? And most importantly, what if I am not hungry?

It is important that we attend to our deviations from normative data about
disease – to our idiosyncrasies. It is important that we do so without at the
same time succumbing to the negative connotations that are often attributed
to the term ‘idiosyncracy’ itself. By paying attention to particulars about
ourselves and our bodies, we may come to find that our symptoms are less
severe or less pervasive than the definitions of the particular illness we think
we have had led us to think. This is to say, most clinical diagnoses consist
of lists of symptoms that have been found to appear across a majority of
individuals. Rarely does an individual experience all of the symptoms from
that general list. It is therefore important for the individual to recognize the
extent to which s/he diverges from – as opposed to converges with – that
general list when evaluating functioning.

Our experiences of the diseases we think we have therefore necessitate fre-
quent reality testing, for it may be that mood, and general well-being, can
be significantly uplifted upon merely recognizing that one actually suffers
from only two of five normatively reported symptoms as opposed to all five.
Given the amount of significance and reality that we attach to numbers,
as a culture, it would not be surprising to find that the actual exercise of
counting down symptoms would yield improved mood and/or well-being.
It is also important that people recognize the appearance of positive symp-
toms, or of markers of healing and improvement, throughout the course
of their conditions. Individuals must also come to recognize that our cul-
ture is shaped by an aversion to pain such that medical concepts and labels
are only framed in the negative. In the same way, only negatively framed
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deviations from normal are addressed. Because positively framed deviations
from normal are rare, it is a lot harder for us to attend to and appreciate
such moments, and they instead become lumped with neutrality. As a result
of the health model’s negative orientation, normative data about diseases
and their symptoms become the norm and individual instances of neu-
trality or positivity become idiosyncrasies. An ironic reversal occurs here
wherein the focus of negative symptoms becomes ‘normative’ while more
healthy deviations from that [diseased] norm now gain the term ‘idiosyn-
cracies’, which carries problematic negative connotations when in reality it
shouldn’t. This shift in our understanding of ‘idiosyncracies’ is a result of
mindless adherence to outdated models of illness.

Mindlessness involves a tendency to operate automatically according to
outdated principles and without paying attention to context and perspec-
tive. Mindfulness, its counterpart, is a process whereby one becomes aware
and receptive to present moment experiences. It is marked by openness to
novelty, alertness to distinctions, sensitivity to different contexts, and aware-
ness of multiple perspectives. Whereas mindless views of ageing, health, and
illness increase suffering, more mindful attitudes toward ageing and illness
increase quality of life (Langer, 2009). More mindful and active engagement
with our surroundings, such as by paying closer attention to variations in
our individual experiences, allows us to create labels that fit those experi-
ences more appropriately. Mindfully redefining our experiences by using our
own labels redirects choice and the control of our care into our own hands.

Lessons for clinical practice

According to Greenbaum (2010), each generation has the potential to con-
trol and reinvent the final stage of life. Mindfulness-based research seeks to
identify domains in which previously presumed ‘limits’ of human function-
ing could be controlled and extended, with the hope of uncovering a more
enriched model of health. Mindfulness research seeks to demonstrate the
powerful control that the mind has over physiological processes as well as to
elucidate the extent of growth that is possible throughout all stages of the
lifespan.

Psychological conditions such as depression and chronic pain mark the
leading causes of disability in the United States, with an estimated 26%
of the population afflicted each year, and accounting for 75% of medical
expenses. More clinical interventions should consider exploring the ways in
which better health can be attained through reorienting people’s attitudes
toward themselves and their environments. This has the greatest implica-
tion for people who cannot afford expensive therapeutic and pharmaceutical
forms of treatment.

The language of illness primes expectations and dictates attention and
behaviour. Patients’ identities tend to crystallize around the diagnostic labels
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that they are given, leading to an adoption of stereotypical behaviours that
support their clinical diagnoses. Keeping this in mind, greater efforts should
be placed into encouraging people to overcome passive acceptance of labels,
to consider both normative data about illness as well as their own personal
idiosyncrasies, and to use – and importantly, to trust – this knowledge to
guide their behaviours in a manner that benefits their health. Increasing
people’s self-awareness and curiosity through mindfulness techniques (e.g.,
viewing symptoms in novel ways; questioning assumptions about medical
conditions) will introduce control over their symptoms. More perceived
control over health and well-being increases health and happiness, and
decreases dependence on more formal systems of healthcare.
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