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The Greek word téyvm, ‘techne’, which is usually translated as ‘art’, ‘craftsmanship’, ‘knowledge’, or ‘skill’, is
generally used to designate the creation of something. In ancient philosophy, however, techne was not just perceived as an
activity, but above all as a kind of knowledge. For Plato", who was the first to elaborate on this concept in writing, fechne and
episteme®, art and knowledge, were closely related. Also for Aristotle®), tfechne was a kind of knowledge that goes with a
certain form of creative activity. According to him, the goal for the individual craftsman is to achieve as perfect an imitation of
nature as possible — although he was well aware of the impossibility of creating exact copies. Techne in this classic sense — and
this cannot be emphasized enough when comparing ancient and modern technology — is basically focused on individual work
instead of on the streamlined production of many objects of the same kind in order to make a profit. Mass production would be
inconceivable to the ancient craftsman, and not just for technical reasons.

It is an interesting and often overlooked fact that technological innovation flourished during the Middle Ages, between
about 500-1500 AD. A great number of inventions saw the light of day then: not only gunpowder and the printing press, but also
the compass, new plows, spinning wheels, water wheels, and other machines... But all these inventions, which would all
radically change the world, were kept within the craftsman’s limited world, and the leading philosophers did not generally care
to reflect on such matters. One exception was Francis Bacon (1561-1626), who, among other things, was a philosopher who had
technology as a central theme. By his claim that ‘knowledge is power’ he meant that people, through knowledge of nature and
the practice of technological power over it, could create a rich and prosperous society, even an ideal one. And in the early
seventeenth century, the view on technology started to change fundamentally. At this point modern natural science began to see
the light of day.

The leading character in this scientific revolution is Galileo Galilei (1564-1642). Galileo examined reality outside of
old scholastic dogmas or authority, and, with scientific experiments, sought to uncover its secrets. He expanded science with,
among other things, the new telescope he hand-made, making it possible for humanity to look further into space than ever before,
discovering that Jupiter had four moons orbiting it and that our own Moon had craters and mountains. After he died, physicians
and astronomers, physicists and philosophers, began to work according to his principles. They weighed, measured, counted and
designed a variety of ingenious instruments to help them do so. René Descartes” (1596-1650) sketched a universe in which
inexorable®® mechanical laws prevailed. Eventually, by the end of the seventeenth century, scientific development was crowned
with Isaac Newton’s (1642-1726) grand philosophy of nature, in which he used the principles of mechanics to describe the world
as a great machine. Newton’s philosophy of nature became known as ‘mechanical philosophy’. We might say it set the scene
for philosophy about technology.

New technology evidently goes hand in hand with the scientific revolution. But the leading philosophers of the
seventeenth and eighteenth centuries had little substantial to say about it. It was generally believed that technology was applied
science and that it was entirely in the service of the good. Indeed, at this point in history, the view was almost entirely
technophilic and optimistic. In the early 1800s this vision was expressed, albeit in different ways, by G.W.F. Hegel® (1770-
1831) and Auguste Comte” (1798-1857). Hegel described the self-realization of the spirit of the world through reason in works
such as the Phenomenology of Spirit and Elements of the Philosophy of Rights, which came to hold great importance for the
emerging philosophy of technology. Comte, an engineer by trade, dismissed Hegel’s speculative metaphysics®, choosing instead
to build upon the idea of Henri de Saint-Simon® (1760-1825) who described a technocratic utopia based on technical-scientific
principles. Comte founded sociology, and his positivist'” philosophy came to have a great impact on modern science and
philosophy.

But it was with the manifestation of the fruits of the Industrial Revolution in the late eighteenth century onwards that
philosophers began to ask critical questions about technology. The perception that technology could have a negative impact on
human life was first expressed in the Romantic movement'”. The Romantic movement partially constituted a reaction against
the Industrial Revolution, which created aesthetically"® unpleasant and dirty, polluted industrial cities populated by masses of
poor people. For the Romantics, the Industrial Revolution, made possible through the emergence of new technology, destroyed
both nature and people alike. An early, prescient!"® expression of this view had been put forward in 1750, unlike many of his
contemporaries, by Jean-Jacques Rousseau''¥) (1712-78), in his Discourse sur les Science et les Arts. In it he criticized the core
idea of the Enlightenment'”, that science and technology automatically lead to the progress of society. He claimed that, on the

contrary, the emergence of modern science and technology had been directly detrimental®® to society and its morality.
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The Late Romantic critique of technology and science and how it destroys people’s lives is vast, but a good later
representative of this school of thought is the German historian Oswald Spengler (1880-1936), who in The Decline of the West
(1918) described how Western civilization was experiencing a crisis similar to that which people experience on the threshold of
old age. In essence, his was a warning of the consequences of humanity’s blind worship of technology: it’s unnatural, but also
unconditional, and this means technology rules over people as a lord rules over his slaves. Like the earlier Romantics, Spengler
was reacting against a machine-dominated society and big industry, instead encouraging a simpler lifestyle, with a closer, more
symbiotic relationship with nature. He argued that society should be governed by reason in the form of one ‘Enlightened
despot"”’ of high moral caliber"® and intellectual standing (‘un despotisme juste et eclaire’).
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The lack of distinctions between singular and plural or between definite and indefinite contributes to the ambiguity, at
least to the Western reader who is accustomed to such distinctions. For a Japanese poet precision in language would limit the

range of suggestion, as we can easily see from a famous haiku by Basho (1644-1694):

kareeda ni On the withered bough
karasu no tomarikeri A crow has alighted:
aki no kure Nightfall in autumn.

This English translation represents a possible interpretation of the Japanese words, but the arbitrary'") nature of its
choices of singular and plural is apparent from an eighteenth-century painting illustrating this Aaiku that depicts no less than
eight crows alighted on a number of withered® branches. This equally possible interpretation of the poem presents a landscape
less lonely than that of a single crow on a single withered branch, an interpretation of the poem found in other illustrative
paintings, but may convey an even more brooding® intensity. Again, the last line of the haiku, aki no kure, can also be interpreted

as meaning “the nightfall of autumn”—that is, the end of autumn. If we were to insist on determining which meaning the poet

intended, whether the night-fall of a particular autumn day or the end of the autumnal season, the answer might well be that both
were intended. If Bashd’s phrase were interpreted as meaning nightfall, regardless of whether it were early or late in autumn, it
might suggest that the crow (or crows) were alighting® on a withered branch in a tree otherwise filled with bright leaves,
producing a disharmonious® impression; but if the scene intended had been an unspecified time of day toward the end of autumn,
it might mean that the crow was alighting in the full glare” of noon, an equally inappropriate possibility. Many meanings and
implications may be extracted from the seventeen syllables of this haiku, thanks to the ambiguity of the language. However,
Bashd’s ultimate meaning, what he intended the two elements of the haiku to say about each other, and how far beyond the
words themselves the suggestions reach, may still elude us.

The haiku on the alighting crow exemplifies”’ a related aspect of Japanese aesthetics™®, the preference for
monochromes to bright colors. It is true that magnificent examples of Japanese art-the celebrated Tale of Genji scroll among
them-are brilliantly colored, but I believe that most Japanese critics would agree that the prevailing preference in Japanese
aesthetics has been for the monochrome. The black crow alighting on a withered branch at a time of day and season when all
color has vanished suggests the lonely beauty admired by countless Japanese poets, or the severity'” of Japanese gardens
consisting of stones and sand, or the unpainted interiors and exteriors of a Japanese house. The use of color can be brilliant, but
it inevitably limits the suggestive range: when a flower is painted red, it can be no other color, but the black outline of a flower
on white paper will let us imagine whatever color we choose.

These words may suggest the aesthetics of Zen Buddhism. Indeed, much of what is considered most typical in Japanese
aesthetics stems from Zen. Or, it might be more accurate to say, it coincides'” with Zen. The simplicity of a Shintd shrine
building, the bare lines of its architecture and grounds, was an expression of an indigenous'" preference which coincided with
Zen ideals, and made the Japanese receptive'? to the more sophisticated aesthetics of the continental religion. The Japanese
were equally receptive to the aesthetics of the Chinese artists and poets of the Sung dynasty!'* who also favored monochromes.

But the principle of suggestion as an aesthetic technique need not have been learned from abroad.

Suggestion as an artistic technique is given one of its most perfect forms of expression in the NoO theatre. The
undecorated stage, the absence of props'¥ other than bare outlines, the disregard for all considerations of time and space in the
drama, the use of a language that is usually obscure and of abstract gestures that scarcely relate to the words, all make it evident
that this theatre, unlike representational examples elsewhere (or Kabuki in Japan) was meant to be the outward, beautiful form
suggestive of remoter truths or experiences, the nature of which will differ from person to person. The large role played by
suggestion, as contrasted with the explicit'> descriptions of people and situations we more normally encounter in the theatre,
gives the No an absolute character. It baffles"® or bores many Japanese, but it moves others in ways that more conventional,
dated varieties of drama cannot, and the same holds true of Western spectators. The groans, the harsh music that precedes the
entrance of the actors, may irritate a contemporary spectator, but they may also make him sense in a way impossible with words
alone the distance separating the world of the dead from the world of the living, the terrible attachment to this world that causes

ghosts to return again to suffer the past, or the pain of being born.
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N6 can profoundly move even Western spectators totally unfamiliar with Japanese culture, but it can equally repel”
others who are committed to a representational variety of theatre. Performances staged in Europe and America have been
criticized as having insignificant plots and inadequate characterization. After a performance in New York a member of the
Actors’ Studio complained that the character Tsunemasa did nothing to convince the audience he was indeed a great musician.
Such objections, which would be scornfully rejected by admirers of No, cannot be attributed merely to the hostility of people

ignorant of tradition. Suggestion as an aesthetic method is always open to the charge of deception—of being no more than the

Emperor’s new clothes.
H#: Donald Keene “Japanese Aesthetics” X V) —#BikZ
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The following article is from a medical reference resource and discusses the diagnosis of conversion disorder
(functional neurological symptom disorder, or FNSD). FNSD is a disorder where patients experience problems of movement

and sensation such as paralysis, numbness, blindness, deafness, or seizures, without having any clearly documentable physical

disease process of the brain, nerves, or muscles.

Answer whether the following “Statements” are true (_T ) or false (_F ), or whether there is no corresponding

information available ( NCIA ). Base your answer on information and opinions stated in the text. Circle one. If your answer is
_T or _F, also write the line number from which you draw that conclusion. You will be penalized for wrong choices.

If your justification spans multiple lines of the main text, write one line number which includes your justification.
(There may be instances where multiple answers are accepted to be correct, as illustrated in the following “Example Statement
and Answer.”) A partial glossary of key terms is given at the end of the text, which describes specific terms as they are used

within the main text.)

Example Statement and Answer
0. At the beginning of the assessment, you should make a complete list of the patient’s symptoms. This prevents the patient

from coming up with more and more symptoms as the assessment progresses.

0. T (line number: 20 )+ F (line number: )+ NCIA

t “21" will aiso be accepted as correct

[Reason for the above answer: the above statement (. can be determined to be true, based on lines 20-21 of the main text.

Statements

1. As a general principle, patients who are found to have true epilepsy cannot be diagnosed with FNSD.

2. As a general principle, during assessment for suspected FNSD, you should drop indirect and fragmentary hints to the
patient about the diagnosis, so that they are prepared to hear the truth at the end.

3. As a general principle, if a patient is diagnosed with FNSD, this fact should not be disclosed to them until treatment is
completed.

4. Within the disease history, at onset, “functional symptoms” usually start with a hysterical outbreak or loud screaming.
The level of disability experienced by patients with FNSD is usually exaggerated, and more severe than would be
expected from common neurological diseases.

6. Over 50% of patients with FNSD are aware that their symptoms do not stem from a clear physical disease and are
exclusively psychological in nature.

7. Patients most commonly develop FNSD in early adulthood.

Patients with FNSD usually attribute their symptoms to psychologic factors such as excessive stress.
Boys develop FNSD more often than girls.

10. The severity of functional symptoms is a direct causal result of psychosocial functioning, but those functional symptoms
do not in turn affect the severity of psychosocial dysfunction in any manner.

11. It is common that family members of patients with FNSD have various illnesses.

12. Asking patients to draw a timeline graph of the course of their illness can be effective.

13. When speaking to a patient who may have FNSD, an effective strategy is to start the interview by asking whether the
patient has had adverse life experiences, such as childhood neglect or physical and sexual abuse.

14. “La belle indeference” is specific to FNSD.

15. FNSD is a diagnosis of exclusion, based on careful documentation of negative findings (the lack of specific findings).

16. FNSD may have a biological basis in neural network states not yet identified, and may not be “fake.”

17. The presence of recognizable neurologic disease demonstrates that the patient does not have FNSD.

18. Since FNSD is clearly psychiatric in nature, medical examination for non-psychiatric diseases is not necessary.

19. Patients suspected of FNSD should be told beforehand that their radiological imaging findings will likely be normal.

20. Radiological spine imaging of an 80-year-old patient without symptoms is expected to reveal disk prolapse in most cases.
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General principles — Functional neurological symptom disorder (conversion disorder) can present with various symptoms,
which may be episodic or sustained, and acute or chronic.

Assessment of patients presenting with possible functional neurological symptom disorder includes a medical history,
physical examination, and indicated laboratory tests, as well as a psychiatric history and mental status examination. Patients are
encouraged to recount all previous medical encounters and psychiatric diagnoses. Obtaining past medical records can help
provide information about symptoms or problems that patients may have forgotten or not recognized as a functional disorder.

It is essential to look for neurologic and other general medical conditions, particularly early-stage diseases. The clinical
evaluation should emphasize diseases that explain the patient’s symptoms better than functional neurological symptom disorder,
as well as diseases that are comorbid; among patients with nonepileptic seizures, approximately 10 to 20 percent also have
epilepsy, and patients with multiple sclerosis may also have functional limb weakness.

Comorbid psychiatric disorders are often present, but may be difficult to discern because patients focus upon physical
symptoms rather than symptoms of depressive and anxiety disorders.

Avoid indirect and fragmentary discussions of the diagnosis during the assessment. Instead, clinicians should understand that
successfully presenting the diagnosis of functional neurological symptom disorder to patients is a fundamental aspect of

treatment.

Patients diagnosed with functional symptoms should be reevaluated periodically because in rare cases a general medical etiology

may take years to become evident.

History — Clinicians taking the history of patients with a possible diagnosis of functional neurological symptom disorder
should ask about the following:
e All current somatic symptoms — Making a complete list of the symptoms at the beginning of the assessment can
prevent new symptoms from appearing later. It can also be therapeutic as patients may feel more understood and
unburdened. We routinely ask about fatigue, pain, dizziness, sleep disturbance, and impaired memory and concentration
if the patient does not volunteer these. After the list is complete, return to each symptom as necessary.

Multiple current neurologic symptoms are often found in functional neurological symptom disorder. In a prospective
study of 54 patients with functional neurological symptom disorder, mixed symptoms occurred in 35 percent, and a
randomized trial of 127 patients with the disorder found that the mean number of functional symptoms was 2.5.

Patients with functional neurological symptom disorder often report a large number of current or prior physical symptoms,
dissociative symptoms, or functional disorders (e.g., irritable bowel syndrome, fibromyalgia, or chronic fatigue
syndrome), in addition to functional symptoms.

eCircumstances at onset — Clinical features that are commonly observed at onset of functional symptoms include panic
attacks, migraine headache, or pain, as well as physical injury. A systematic review of 132 observational studies of
functional neurological symptom disorder (869 patients) found that immediately prior to onset, physical injury occurred
in 37 percent. Although subsequent studies are consistent with this finding, physical injury is not specific to functional
neurological symptom disorder. In addition, both functional (psychogenic) nonepileptic seizures and functional motor
symptoms may occur after general anesthesia.

Onset of functional symptoms is often sudden. As an example, a prospective study of 107 patients with functional
weakness found that sudden onset (<6 hours to maximal onset) while awake occurred in 46 percent, or upon waking from
sleep or general anesthesia in 15 percent.

e Dissociation — Dissociation in the form of depersonalization or derealization may be present in patients with functional
neurological symptom disorder, particularly at onset of the disorder or in association with a nonepileptic seizure. Patients
may describe dissociative symptoms as feeling “outside of myself,” “spaced out,” “far away,” or “unreal.”

eDisability — Patients with functional neurological symptom disorder experience disability and distress that is
comparable with patients with recognizable neurologic disease. Asking “What is a typical day like?”” or “Do you spend
much time in bed or out of the house?”” may be more informative than asking patients what they cannot do.

e Awareness of symptoms — Asking patients what they think may be causing their neurologic symptoms and what should
be done to treat them enables clinicians to tailor their explanation of the diagnosis and rationale for treatment.

Patients are frequently dissatisfied with exclusively psychologic explanations for their neurologic symptoms, and
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may be less likely to attribute their symptoms to psychologic factors. In one prospective study (n = 153), the belief that
stress was a possible cause of the illness occurred in fewer patients with functional weakness than patients with weakness
due to recognizable neurologic disease (24 versus 56 percent).

ePsychosocial functioning — The relationship between functional symptoms and psychosocial functioning is
bidirectional (each can affect the other).

eFamily history — Illnesses in parents, siblings, and children are common in patients with functional neurological
symptom disorder. As an example, one prospective study (n = 60) found that general medical disorders in first-degree
relatives were more common among patients with functional neurological symptom disorder than patients with
recognizable neurologic disease (80 versus 37 percent of patients). Psychiatric disorders were also more common in
relatives of functional neurological symptom disorder patients. In addition, some studies have found that patients with
functional neurological symptom disorder have a family history of functional neurological symptom disorder. However,
it is not established that patients with functional neurological symptom disorder mimic the symptoms of other individuals.
eCourse of illness — Asking “When did you last feel well” is a useful way of determining when onset of functional
symptoms occurred, particularly for patients who have been ill for several years. In addition, a large amount of
information can be condensed by drawing a graph with time on the x axis, severity of symptoms on the y axis, and adding
life events or treatments. The intensity of functional symptoms may fluctuate.

ePrevious functional disorders and functional symptoms — Previous functional disorders such as irritable bowel
syndrome or fibromyalgia, or prior functional symptoms, can be helpful as evidence of a patient’s vulnerability to
functional neurological symptom disorder.

ePrior clinical experiences — Patients may have experienced iatrogenic harm from a misdiagnosis of recognized
neurologic disease, unnecessary tests or medication, and from feelings of powerlessness when a doctor appears not to
know what is wrong with them. Reports of feeling disbelieved and ensuing self-doubt about the veracity of one’s own
symptoms is common.

eRecent psychological stressors — Although adverse life events are common in patients with functional symptoms,
many patients do not have obvious life events and stressors. In addition, psychological factors are not specific to
functional neurological symptom disorder and can be diagnostically misleading if given too much weight.

eSymptoms of comorbid psychiatric disorders — We typically leave questions about feelings of depression and anxiety
until the end of the assessment (unless the patient volunteers these symptoms). Patients may understandably become
defensive if they think that their symptoms will be ascribed to a “mental disorder.” For many patients, attributing physical
symptoms to a mental disorder is the same as suggesting that the symptoms are “fake.” It may thus be helpful to avoid
using terms such as depression or anxiety and frame the questions in terms of the presenting symptoms. As an example,
we may ask “Does your weakness ever make you feel down or frustrated?” instead of “Have you been feeling depressed?”
Anxiety and dysphoria are often but not always present in patients with functional neurological symptom disorder.
ePhysical and sexual abuse — Questions about abuse or adverse experiences, like those for comorbid psychiatric
disorders, are often best left to the end of the assessment or a follow-up visit. Patients may be more forthcoming after
trust has been established during the preceding phases of the assessment. It is important to provide patients enough time
to discuss the issue if they volunteer information about abuse; clinicians pressed for time will be better served by asking
about abuse during a subsequent interview or leaving this to a different clinician.

A prior history of childhood abuse or neglect is more common in patients with functional neurological symptom
disorder than patients with neurologic disease and healthy controls. However, it is not clear that a history of sexual abuse
is more common in functional neurological symptom disorder than patients with other psychiatric disorders, and most
patients with functional neurological symptom disorder have not experienced abuse or neglect.

Other clinical features previously identified as specific to functional neurological symptom disorder include “la belle
indifference” and a predominance of left-sided symptoms; however, the evidence indicates that these two features are not
specific to patients with functional neurological symptom disorder.

La belle indifference, which refers to an incongruous lack of concern (indifference) about significant symptoms, has no
validity in discriminating functional neurological symptom disorder from recognizable neurologic disease. In a systematic

review of 11 prospective or retrospective studies, the median frequency of la belle indifference was comparable for patients with
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functional neurological symptom disorder (n =356) and patients with defined neurologic disease (n=157; 21 versus 29 percent).
In our experience, la belle indifference often indicates that patients are trying to appear brave or cheerful in the presence of
actual distress (to avoid receiving a psychiatric diagnosis such as depression), or may less often suggest factitious disorder.

Unilateral functional symptoms do not appear to be more common on one side of the body than the other. Although a meta-
analysis of 90 observational studies (1139 patients with functional symptoms) found that left-sided symptoms occurred in more
patients than right-sided symptoms (58 versus 42 percent), this finding appeared to be due to reporting bias. A separate analysis
was conducted in the 78 studies (553 patients) in which laterality was reported incidentally in the study text and did not appear
in the title; a left-sided preponderance of symptoms was found in only 53 percent of patients.

Examination — For patients who present with symptoms that may represent functional neurological symptom disorder, the

principles of assessment are to look for evidence of:
e[nconsistency at different points in the examination (e.g., a patient with no ankle plantar flexion while supine on the
examination table is able to stand on tip toes). In addition, observing patients before and after the formal examination can
be revealing. As an example, compare the patient’s gait entering and leaving the examination room, what occurs when
patients take their clothes off and put them on, or what occurs when they retrieve something from their bag.
encongruity between the symptoms and recognized disease, (i.e., the symptoms do not conform to known anatomical
pathways and physiologic mechanisms). As an example, a tubular visual field defect is inconsistent with the laws of
optics and eye physiology.

Thus, the diagnosis of functional neurological symptom disorder rests upon positive clinical findings, which are described below.

However, patients with recognizable neurologic disease may also display these positive findings, indicating the presence of
functional disorder comorbidity (also called “functional overlay”). In addition, inconsistent signs may be produced consciously
(as in factitious disorder or malingering).

Additional information about the medical evaluation for functional neurological symptom disorder is discussed separately in

the context of somatic symptom disorder.
Laboratory and radiologic studies — Laboratory, radiologic, and neurophysiologic tests are generally required to seek
neurologic/general medical disorders that either explain the presenting symptoms or are comorbid. However, the diagnosis of
functional neurological symptom disorder is not one of exclusion and rests upon positive clinical findings, rather than negative
tests. Although negative test results are consistent with the diagnosis in most patients with functional neurological symptom
disorder, many patients with neurologic disorders have normal test results, and a diagnosis of functional neurological symptom
disorder can still be made when an additional neurologic disease is present (as long as that disease is not a better explanation
for the examination findings).

Investigations should be performed as quickly as possible; protracted testing may encourage diagnostic uncertainty in patients,
who then focus upon finding a disease rather than rehabilitation. We are explicit about why we are ordering the tests, and predict
the results will be normal when this is reasonable.

We warn patients that testing may uncover abnormalities that are unrelated to the presenting symptoms (but which derail
treating the symptoms). As an example, a meta-analysis of 16 studies with more than 19,000 individuals found that incidental
findings occur in approximately 3 percent of brain magnetic resonance images. In addition, spinal imaging of asymptomatic

LT3

individuals shows disc prolapses at a frequency percentage roughly equal to the patients’ “age plus 10”. Tests can also yield

false negatives.

(Extracted and modified from UpToDate® Topic 85765 Version 20.0, by J. Stone and M. Sharpe)
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Glossary of key terms (As they are used within the text)

adverse:  opposed to one's interests, unfavorable or harmful

asymptomatic:  showing or producing no symptoms of a medical condition

clinical:  of or relating to the care of sick patients, usually in medical settings such as a hospital

clinician:  a doctor or other medical professional conducting the care of sick patients

cognitive:  of, relating to, being, or involving conscious intellectual activity (such as thinking, reasoning, or remembering)

comorbid:  existing simultaneously with and usually independently of another medical condition

complaint:  a problematic medical condition which the patient brings to the medical team’s attention

derail:  to obstruct the progress of something

defensive:  devoted to resisting or preventing aggression or attack, both physical and verbal

depersonalization:  a mental state characterized by loss of identity and feelings of unreality about one’s behavior

derealization: a feeling of altered reality in which one’s surroundings appear unreal or unfamiliar

depression: a mood disorder that is marked by varying degrees of sadness, despair, and loneliness

diagnosis:  the art or act of identifying a disease from its signs and symptoms

discern:  to come to know or recognize mentally

dissociative:  the separation of whole segments of the personality or of discrete mental processes from the mainstream of
consciousness or of behavior

disc prolapse:  abnormal bulging out of the soft tissue cushion between the bones of the spine

dizziness:  having a whirling sensation in the head with a tendency to fall

epilepsy:  various disorders marked by electrical discharges in the brain and typically manifested by altered consciousness
or involuntary movements

evaluation:  determination of the value, nature, character, or quality of something, for example, a disease

factitious:  produced by a human intentionally rather than by natural forces or diseases, especially regarding fake
symptoms

fatigue:  weariness or exhaustion from labor, exertion, or stress

fibromyalgia:  a chronic disorder characterized by widespread pain, tenderness, and stiffness of muscles, typically
accompanied by fatigue, headache, and sleep disturbances

finding:  the results of a clinical investigation or examination

functional: (of a mental illness) having no clear cause in body states as observable by examination or testing

forthcoming:  characterized by openness, candidness, and forthrightness

incidental finding:  a finding occurring merely by chance, or without relation to the reason a test was conducted

incongruous:  lacking congruity, such as being inconsistent with itself

inconsistent:  lacking consistency: such as, not compatible with another fact or claim

indifferent:  marked by a lack of interest, enthusiasm, or concern for something

laterality:  the state of lying at or extending toward one direction, toward the right or left side

meta-analysis:  a quantitative statistical analysis of several separate but similar experiments or studies in order to test the
pooled data for statistical significance

motor:  relating to muscular movements, or to the nerves and brain regions causing such movements (see sensory)

neglect:  an act or instance of neglecting something, such as the care of a child

neurology:  abranch of medicine concerned especially with function and diseases of the nerves and brain (see psychiatry)

non-epileptic seizure: seizures that are not caused by epilepsy and may result from physical causes such as low blood
sugar or psychological causes as discussed in the text

observational study: a study which documents and observes variables without conducting an active intervention

onset:  beginning

paralysis:  loss of the ability to move

plantar flexion:  movement of the foot where the foot bends down toward the sole, opening up the ankle

predominant:  being most frequent or common

physical symptom: asymptom which is manifested in the body or in bodily function, as documented by examination or
testing

psychosocial:  involving both psychological and social aspects

psychiatry:  a branch of medicine that deals with mental, emotional, or behavioral disorders (see neurology)

radiologic:  of or relating to radiology, a branch of medicine concerned with the use of radiant energy (such as X-rays)
or radioactive material in the diagnosis and treatment of disease

rationale:  underlying reasoning or thought process

sensory: relating to sensation or the senses, or to the nerves and brain regions involved in processing them (see motor)

somatic symptom: a symptom outwardly affecting the body, instead of just the mind

symptom:  subjective evidence of disease or physical disturbance

tubular visual field defect: a visual field limitation where vision remains intact only in a tunnel-like circular form

unilateral:  of, relating to, or affecting one side of a subject
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When Rider and Elephant disagree about which way to move, you’ve got a problem. The Rider can get his way
temporarily—he can tug®> on the reins hard enough to get the Elephant to submit. (Anytime you use willpower you’re doing
exactly that.) But the Rider can’t win a tug-of-war with a huge animal for long. He simply gets exhausted.

To see this point more clearly, consider the behavior of some college students who participated in a study about “food
perception” (or so they were told). They reported to the lab a bit hungry; they’d been asked not to eat for at least three hours
beforehand. They were led to a room that smelled amazing— the researchers had just baked chocolate-chip cookies. On a
table in the center of the room were two bowls. One held a sampling of chocolates, along with the warm, fresh-baked
chocolate-chip cookies they’d smelled. The other bowl held a bunch of radishes.

The researchers had prepped®® a cover story: We’ve selected chocolates and radishes because they have highly
distinctive tastes. Tomorrow, we’ll contact you and ask about your memory of the taste sensations you experienced while
eating them.

Half the participants were asked to eat two or three cookies and some chocolate candies, but no radishes. The other
half were asked to eat at least two or three radishes, but no cookies. While they ate, the researchers left the room, intending,
rather sadistically, to induce temptation: They wanted those poor radish-eaters to sit there, alone, nibbling®” on rabbit food,
glancing enviously at the fresh-baked cookies. (It probably goes without saying that the cookie-eaters experienced no great

struggle in resisting the radishes.) Despite the temptation, all participants ate what they were asked to eat, and none of the

radish-eaters snuck a cookie. That’s | | at work.

At that point, the “taste study” was officially over, and another group of researchers entered with a second, supposedly
unrelated study: We’re trying to find who’s better at solving problems, college students or high school students. This framing
was intended to get the college students to puff out their chests and take the forthcoming®® task seriously.

The college students were presented with a series of puzzles that required them to trace a complicated geometric shape
without retracing any lines and without lifting their pencils from the paper. They were given multiple sheets of paper so they
could try over and over. In reality, the puzzles were designed to be unsolvable. The researchers wanted to see how long the
college students would persist in a difficult, frustrating task before they finally gave up.

The “untempted” students, who had not had to resist eating the chocolate-chip cookies, spent 19 minutes on the task,
making 34 well-intentioned attempts to solve the problem. The radish-caters were less persistent. They gave up after only 8

minutes—Iess than half the time spent by the cookie-caters—and they managed only 19 solution attempts. Why did they
quit so easily?
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