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PREFACE TO THE VINTAGE EDITION

What You Can Change . . . and What You Can’t was my attempt to review with unflinching candor the effectiveness of most of the different kinds of treatment for the major psychological disorders. As I survey the effectiveness of these treatments thirteen years later, I am somewhat surprised to find that most of the results remain the same, and the rest are not substantially different. But a pattern has become increasingly clear, and it is important for consumers to know about it. Because of the exigencies of financing and insurance, the psychological and biological treatments of patients confront ever more restricted budgets. In response, the professions of clinical psychology and psychiatry, as well as their research arms, have come to concentrate on firefighting rather than fire prevention. They focus almost entirely on crisis management and the rendering of cosmetic symptom relief, and they have all but given up on the notion of cure.

There are two kinds of medications, and similarly, there are two kinds of psychological interventions: curative and cosmetic. With medication, if you take an antibiotic and you take it long enough, it cures by killing the bacterial invaders. That is, when you’re done taking it, the disease does not recrudesce. On the other hand, if you take quinine for malaria, you only get suppression of the symptoms. When you stop taking quinine, malaria returns. Quinine is a cosmetic drug, a palliative, and all medications can be classified either as curative in intention or cosmetic in intention. Palliation is a good thing (I’m wearing a hearing aid right now.), but it is not the highest goal of interventions. Ideally, intervention is a way station to cure.

Yet every drug in the psycho-pharmacopoeia is cosmetic. There are no curative drugs, and biological psychiatry seems to have given up on the notion of cure. I am by no means a Freudian, but one thing that was exemplary about Freud was that he and his disciples sought cures. Freud wanted a psychotherapy that was like antibiotics, not a psychotherapy of cosmetics, and palliation is still not a significant goal in Freudian psychotherapy. But the decline of Freudian influence, as well as the stringencies of insurance plans, has shifted the focus of clinical psychology and psychiatry from cure to symptom relief.

This book examines just how good this symptom relief is when different drugs and psychotherapies are compared for different psychological problems. Roughly these treatments are about 65 percent effective. Depression, as you will read below, is typical. Consider two treatments that “work,” cognitive therapy versus SSRI’s (e.g., Prozac). For each, you get roughly a 65 percent relief rate, along with a placebo effect that ranges from 45 percent to 55 percent. This means that the treatment’s net actual effect is between 10 and 20 percent. The more compelling the placebo, the higher the placebo percentage, and therefore the smaller the actual effect. These sobering numbers crop up over and over, whether you’re looking at the percent of patients who experience relief or at the percent of their symptoms for which patients experience relief.1*

Why are the effects of almost all the drugs and psychotherapies only small to moderate? Why have therapists reached a 65 percent barrier?

From the first day I took up skiing until five years later when I quit, I was always fighting the mountain. Skiing was never easy. Every psychotherapeutic intervention is a “fighting the mountain” intervention. The treatments don’t catch on and maintain themselves. In general, therapeutic techniques share the properties of being difficult to do and difficult to incorporate into one’s life. In fact, the way researchers usually measure therapy effects is how long they last before they “melt” once treatment is discontinued.

Scientific ignorance, cost limitations, and the decline of Freudian psychotherapy may not be the only reasons for the 65 percent effect: Better treatments may always be elusive. In the therapeutic century that we’ve just lived through, it was the job of the therapist to minimize negative emotion: to dispense the drugs or the specific psychotherapy that would make people less anxious, less angry, or less depressed. But there is another approach to symptoms, older than the notion of therapy: learning to function well in the face of symptoms—dealing with them.

Dealing with your symptoms is beginning to look more important again in light of the most important research finding in the field of personality of the last quarter of the twentieth century: that most personality traits are highly heritable.2* Symptoms often, but not always, stem from personality traits. As such, I believe that they are modifiable, but only within limits. How do we address the likelihood that most psychological symptoms stem from heritable personality traits that can be ameliorated but not wholly eliminated?

Do you know how snipers and fighter pilots are trained? (I’m not endorsing sniping by the way; I only describe how training is done.) It takes about twenty-four hours for a sniper to get into position, and then it can take another thirty-six hours to get the shot off. Now that means that typically before a sniper shoots, he has not slept for two or more days. He’s extremely tired. Now, let’s say the military went to a psychotherapist or a biological psychiatrist and asked how she would train a sniper? She undoubtedly would use drugs or psychological interventions to break up the sniper’s fatigue.

That’s not how snipers are trained, however. One trains a sniper by having him practice shooting when he is extremely tired. That is, one teaches snipers to deal with the negative state he is in so as to function very well in the presence of fatigue. Similarly, fighter pilots are selected to be rugged individuals and not to scare easily. There are many things that happen to fighter pilots that terrify even the most rugged personality, however. But one does not call on therapists to teach the tricks of anxiety reduction, thereby training candidates to become relaxed fighter pilots. Rather, the trainer heads the plane straight for the ground until the trainee is in terror, and the trainee then learns to pull up even when terrified.

The negative emotions and the negative personality traits have very strong biological limits, and perhaps the best science and practice will ever do with the approaches I review in this book is to encourage people to live in the best part of their set range of psychological symptoms. Think about Abraham Lincoln and Winston Churchill, both likely unipolar depressives. They were both enormously productive human beings who dealt with their “black dogs” and functioned beautifully even when very depressed.

So here is my prescription for how to use this book optimally: If you or someone you are close to has symptoms of a mental disorder, you will be able to find here candid and tough-minded recommendations for what specific psychotherapy or what medications are likely to help and the degree to which they are likely to help. But these will not be curative. Many of the symptoms will recur, even if they are so ameliorated. An old-fashioned virtue must be coupled to these interventions. It is called courage: the courage to understand your psychological problems and manage them so as to function well in spite of them. When you couple courage with the interventions that I now review, you may break the 65 percent barrier.


—Martin Seligman

    Wynnewood, Pennsylvania, September 2006






1* Kirsch, I., Moore, T., Scoboria, A. & Nicholls, S. (2002). The Emperor’s New Drugs: An Analysis of Antidepressant Medication Data Submitted to the U.S. Food and Drug Administration. Prevention & Treatment, July 15-02.htm http://jour-nals.apa.org/prevention/volume5/toc-jul15-02.htm.

2* Pinker, S. The Blank Slate. (New York: Viking, 2002)





PART ONE

Biological Psychiatry
vs. Psychotherapy and
Self-Improvement




1

What Changes?
What Doesn’t Change?

TWO WORLDVIEWS are in collision. On the one hand, this is the age of psychotherapy and the age of self-improvement. Millions are struggling to change: We diet, we jog, we meditate. We adopt new modes of thought to counteract our depressions. We practice relaxation to curtail stress. We exercise to expand our memory and to quadruple our reading speed. We adopt draconian regimes to give up smoking. We raise our little boys and girls to androgyny. We come out of the closet or we try to become heterosexual. We seek to lose our taste for alcohol. We seek more meaning in life. We try to extend our life span.

Sometimes it works. But distressingly often, self-improvement and psychotherapy fail. The cost is enormous. We think we are worthless. We feel guilty and ashamed. We believe we have no willpower and that we are failures. We give up trying to change.


Trudy, like tens of millions of Americans, is desperate because she believes, quite incorrectly, that she is a failure. She finds herself even worse off after ten years of trying everything to lose weight.

Trudy weighed 175 pounds when she graduated from Brown a decade ago. Four times since, she has slimmed to under 125: Weight Watchers, Nutri-System, six months under the care of a private behavior therapist, and, last year, Optifast. With each regime the weight came off quickly, if not painlessly. Each time the fat returned, faster and more of it. Trudy now weighs 195 and has given up.



In its faith that we can change anything, the self-improvement movement expects Trudy to succeed in her fight against fat, even though she is such an obvious loser in the weight game. On the other hand, there is a view that expects Trudy to fail. For this is not only the age of self-improvement and therapy, this is the age of biological psychiatry. The human genome will be nearly mapped before the millennium is over. The brain systems underlying sex, hearing, memory, left-handed-ness, and sadness are now known. Psychoactive drugs—external agents—quiet our fears, relieve our blues, bring us bliss, dampen our mania, and dissolve our delusions more effectively than we can on our own. Our very personality—our intelligence and musical talent, even our religiousness, our conscience (or its absence), our politics, and our exuberance—turns out to be more the product of our genes than almost anyone would have believed a decade ago. Identical twins reared apart are uncannily similar in all these traits, almost as similar as they are for height and weight. The underlying message of the age of biological psychiatry is that our biology frequently makes changing, in spite of all our efforts, impossible.

But the view that all is genetic and biochemical and therefore cannot change is also very often wrong. Many individuals surpass their IQs, fail to “respond” to drugs, make sweeping changes in their lives, live on when their cancer is “terminal,” or defy the hormones and brain circuitry that “dictate” lust or femininity or memory loss.

Clay is one of many who ignored the conventional wisdom that his problem was “biological” and found just the right psychotherapy, which worked quickly and permanently.


Out of the blue, about once a week, Clay, a software designer, was having panic attacks. His heart started to pound, he couldn’t catch his breath, and he was sure he was going to die. After about an hour of terror, the panic subsided. Clay underwent four years of psychoanalysis, which gave him insight into his childhood feelings of abandonment but didn’t lessen the panic attacks. Then he was on high doses of Xanax (alprazolam, a tranquilizer) for a year; during that time he only panicked once a month, but he was so sleepy most of the time that he lost his two biggest accounts. So Clay stopped taking Xanax and the panic returned with unabated fury. Two years ago, he had ten sessions of cognitive therapy for panic disorder. He corrected his mistaken belief that the symptoms of anxiety (e.g., heart racing, shortness of breath) are catastrophic: symptoms of an impending heart attack. Since then he hasn’t had a single attack.



As the ideologies of biological psychiatry and self-improvement collide, a resolution is apparent. There are some things about ourselves that can be changed, others that cannot, and some that can be changed only with extreme difficulty.

What can we succeed in changing about ourselves? What can we not? Why did Trudy fail and Clay succeed? When can we overcome our biology? When is our biology our destiny? These are the central questions I will address in this book.

A great deal is now known about change. Much of this knowledge exists only in the technical literature, and it has often been obfuscated by vested commercial, therapeutic, and, not the least, political interests. The behaviorists long ago told the world that everything can be changed—intelligence, sexuality, mood, masculinity or femininity. The psychoanalysts still claim that with enough insight, all your personality traits can be “worked through.” The Marxist left, the “politically correct,” and the self-help industry added their voices to this convenient chorus. In contrast, the pharmaceutical companies, the biologists mapping the human genome, and the extreme right wing tell us that our character is fixed, that we are prisoners of our genes and the chemicals bathing our brains, that short of powerful drugs, genetic engineering, or brain surgery, nothing basic can change: certainly not mood, or intelligence, or sexuality, or masculinity. These are all ideologically driven falsehoods.

Here are some facts about what you can change:


	Panic can be easily unlearned, but cannot be cured by medication.


	The sexual “dysfunctions”—frigidity, impotence, premature ejaculation—are easily unlearned.


	Our moods, which can wreak havoc with our physical health, are readily controlled.


	Depression can be cured by straightforward changes in conscious thinking or helped by medication, but it cannot be cured by insight into childhood.


	Optimism is a learned skill. Once learned, it increases achievement at work and improves physical health.




Here are some facts about what doesn’t change:


	Dieting, in the long run, almost never works.


	Kids do not become androgynous easily.


	No treatment is known to improve on the natural course of recovery from alcoholism.


	Homosexuality does not become heterosexuality.


	Reliving childhood trauma does not undo adult personality problems.




To deal with what we cannot change, the first step, all too often evaded, is to know what about ourselves will not yield. But that is not the end of the matter; there are usually ways of coping. Much of successful living consists of learning to make the best of a bad situation. My purpose here, in part, is not only to point out what will not easily change but to impart the skills for coping with what you cannot change.

This book is the first accurate and factual guide to what you can change and what you cannot change. Since I am going to argue that so many loudly trumpeted claims about self-improvement, psychotherapy, medication, and genetics are not to be believed, that some things about you will not change no matter how much you try, but that other things will change easily, you should know a little about my qualifications.

I have spent the last thirty years working on the question of “plasticity,” academic jargon for what changes and what doesn’t. I have worked both sides of the street. I started my academic life in the field pretentiously called “learning.” Like most of the social sciences of the 1960s, the psychology of learning was enthusiastically environmental, its ideology a reaction to the still-fresh nightmare of the genetically minded Nazis. Just arrange the rewards and punishments right, learning theory held, and the organism (pigeon, adult human, rat, rhesus monkey, or toddler—it mattered so little that we simply called all of them “S’s,” for “Subjects”) would absorb whatever you wanted to teach it.

My years in the learning laboratory taught me that there were many things organisms wouldn’t learn no matter how ingenious the experiment. Rats wouldn’t learn that tones predicted poisoning, and pigeons wouldn’t learn to peck keys to avoid getting shocked. (Humans are even more resistant to change—but more on that later.) My first book, The Biological Boundaries of Learning (1972), set out a theory, “Preparedness,” of how natural selection shapes what we can and cannot learn.1 Evolution, acting through our genes and our nervous system, has made it simple for us to change in certain ways and almost impossible for us to change in others.

With the constraints that evolution places on learning very much in mind, I had to pick my problems carefully. I was and I am an unabashed do-gooder. I wanted to discover things that would relieve suffering—leaving knowledge for knowledge’s sake to other, purer souls. Some psychological suffering seemed to me unyielding, unchangeable because of biology. Other problems seemed more tractable, solvable if only I was patient enough, worked hard enough, and was clever enough. I had to discover the “plastic” problems on which to work.

I chose to work on helplessness, depression, and pessimism. Each of these, I found, could be learned and could be unlearned. In 1975, I wrote Helplessness: On Depression, Development, and Death. Its focus was on how helplessness was learned in the wake of uncontrollable bad events, and how this posture could devastate the rest of one’s life. My most recent book, Learned Optimism (1991), was very much the opposite. It spelled out fifteen years of my research documenting the bad news: Habits of pessimism lead to depression, wither achievement, and undermine physical health. The good news is that pessimism can be unlearned, and that with its removal depression, underachievement, and poor health can be alleviated. My present research program is trying to prevent America’s most costly mental illness—depression—rather than waiting to attempt cures after it strikes. All this is very much in the spirit of the age of self-improvement and the age of therapy.2

A recurring theme of this book will be the need for truth in packaging in psychology and psychiatry; so I had best start by laying out my biases and my background.

The nature of the beast. This book is about the psychological beasts: depression, anxiety, stupidity, meanness, traumatic stress, alcoholism, fatness, sexual “perversion.” When I was a callow learning theorist, I knew I was stalking after those beasts. I did not then realize that to understand them I had to take into account another beast, the human beast.

My ideology told me that environment is completely responsible for the psychological beasts. Stupidity is caused by ignorance; provide enough books and education, and you will cure stupidity. Depression and anxiety are caused by trauma, particularly bad childhood experience; minimize bad experience, raise children without adversity, and you will banish depression and anxiety. Prejudice is caused by unfamiliarity; get people acquainted, and prejudice will disappear. Sexual “perversion” is caused by repression and suppression; let it all hang out, and everyone will become lusty heterosexuals.

My bias now is that while this is not wholly wrong, it is seriously incomplete. The long evolutionary history of our species has also shaped our stupidities, our fears, our sadness, our crimes, what we lust after, and much else besides. The species we are combines with what actually happens to us to burden us with psychological beasts or to protect us against them. To understand and undo such malevolent effects, we must face the human beast.

No sacred cows. This book walks a political tightrope. On one side is the racist segment of the right, fervently hoping that intelligence, femininity, and criminality are all entirely genetic. On the other side are many aging 1960s liberals and their “politically correct” campus heirs, condemning all who dare to speak ill of victims; failure, they say, results from poverty, racism, a bad upbringing, a malevolent system, under-privilege, deprivation—from anything but oneself.

My loyalty is not to the right or to the left. I have no patience for their sacred cows or their special pleading. My loyalty is to reasoned argument, to the unfashionable positions that deserve a hearing, to the thoughtful weighing of evidence. I realize that much of what I will say in this book is grist for the agendas of both political positions. I believe that facing the beast entails airing unpopular arguments. When the evidence points toward genetic causes, I will say so. When the evidence points toward a bad environment or bad parenting as responsible, I will say so. When the evidence points toward unchangeability, I will say so. When the evidence points to effective ways of changing, I will say that too.

Outcome studies as best evidence. Suppose for a moment that an epidemic of German measles is predicted. You are pregnant and you know that German measles causes birth defects. Two vaccines, Measex and Pneuplox, are on the market. A famous Hollywood star says on TV that she was given Measex and didn’t get German measles. An Olympic sprinter also adds her testimonial. Your best friend has heard good things about Measex. Pneuplox, on the other hand, is not advertising. But it has been tested in what is called an outcome study, in which it was administered to five hundred people: Only two of these people contracted German measles. Another five hundred received a sham injection: Twenty-eight of them got German measles. Now assume that Measex has not been so tested. Which vaccine do you want? The one that has passed a rigorous outcome test, of course.

Making up your mind about self-improvement courses, psychotherapy, and medications for you and your family is difficult because the industries that champion them are enormous and profitable and try to sell themselves with highly persuasive means: testimonials, case histories, word of mouth, endorsements (“My doctor is the best specialist on X in the East”), all slick forms of advertising. Just as this is no way to pick a vaccine or to decide on whether to have chemotherapy versus radiation for cancer, this is no way to decide on whether to try a particular diet, or whether to send your father to a particular alcohol-treatment center, or whether to take a particular drug for depression or to have psychotherapy. Much better evidence—outcome studies—is now often available.

In the collision between self-improvement and biological psychiatry, the two sides have until recently used different sorts of evidence. The biological psychiatrists started with case histories but then built up to outcome studies—comparing a treated group with a group given a sugar pill, a placebo. The self-improvement and psychotherapy advocates still rely, for the most part, on single case histories and testimonials: before and after snapshots of some formerly obese person, a dramatic case report from a professional football player in Alcoholics Anonymous, a case of sudden recovery from profound depression following an angry confrontation with Mother. Case histories make absorbing reading, but they are clinically very weak, and, usually, self-serving evidence. The seller presents the case history that testifies to his product’s effectiveness. You never know how many failures there were.

The evaluation of change has improved recently. When the late Gerald Klerman became director of ADAMHA (the Alcohol, Drug Abuse, and Mental Health Administration of the federal government) under President Jimmy Carter, he argued that psychotherapies should be evaluated in the same hard-nosed way that the Federal Drug Administration evaluates drugs. He funded comparisons of drugs and of psychotherapies. Much of what psychology and psychiatry professionals now know comes from many such careful and costly studies. But little of this has filtered down to the general public, partly because of the power of the drug and psychotherapy guilds. For many problems, we can now assert with confidence that some therapies work and some do not. Little of this technology has found its way into the self-improvement industry, but when I make claims about effectiveness, I will lean heavily on outcome studies. I will often use case histories to illustrate important points, but only when they are backed by more substantial evidence.

These, then, are my biases. Now that you know them, you should also know your own. What are your underlying prejudices about self-improvement? Do you think that therapy can change almost all of your personality traits? Or do you think that character is fixed? Do you think that what you do is the product of choice, of the environment, or of genes?

Lisa Friedman Miller, the author of the following survey, has obtained responses from thousands of people in order to explore how different views of change relate to emotions and politics. There are no right or wrong answers, but your score will tell you where you stand on the crucial issue of change. Circle the choice that best fits your view. This survey will take you less than five minutes.




HUMAN PLASTICITY QUESTIONNAIRE3

Tom is shopping at a department store when he spots a sweater that he likes. He goes into the dressing room to try it on but notices that it costs too much money. Tom steals the sweater by covering it with his jacket and then walking out of the store.


What accounts for Tom stealing the sweater from the department store?

Your opinion:



1. How much is Tom’s behavior influenced by the immediate situation?

Not at all   1   2   3   4   5   6   7   Very much

2. How much is Tom’s behavior influenced by more removed situations (e.g., childhood, race, the system)?

Not at all   1   2   3   4   5   6   7   Very much

3. How much is Tom’s behavior influenced by the kind of person he is? Not at all   1   2   3   4   5   6   7   Very much

4. How much is Tom’s behavior influenced by his own decision to act that way?

Not at all   1   2   3   4   5   6   7   Very much

Now suppose that you explained to Tom that what he had done was wrong. You suggested that he change. He agreed that he should change and that he wants to change.

5. How completely could Tom change?

Not at all   1   2   3   4   5   6   7   Completely change

Now suppose that you had never approached Tom on the issue of his behavior.

6. How much do you think Tom would have changed anyway?

Not at all   1   2   3   4   5   6   7   Completely changed

John meets a woman at a friend’s party and asks her on a date for the next evening. At the end of their date, John says that he wants to have sex with the woman. When she refuses, he presses her against a wall and starts taking off her clothes.


What accounts for John taking off the woman’s clothes?

Your opinion:



1. How much is John’s behavior influenced by the immediate situation?

Not at all   1   2   3   4   5   6   7   Very much

2. How much is John’s behavior influenced by more removed situations (e.g., childhood, race, the system)?

Not at all   1   2   3   4   5   6   7   Very much

3. How much is John’s behavior influenced by the kind of person he is? Not at all   1   2   3   4   5   6   7   Very much

4. How much is John’s behavior influenced by his own decision to act that way?

Not at all   1   2   3   4   5   6   7   Very much

Now suppose that you explained to John that what he had done was wrong. You suggested that he change. He agreed that he should change and that he wants to change.

5. How completely could John change?

Not at all   1   2   3   4   5   6   7   Completely change

Now suppose that you had never approached John on the issue of his behavior.

6. How much do you think John would have changed anyway?

Not at all   1   2   3   4   5   6   7   Completely changed

Dave is on his way home from class when he sees a brand-new automobile on the street. Taking his keys from his pocket, Dave deliberately carves three long lines across the hood of the car.


What accounts for Dave defacing the automobile?

Your opinion:



1. How much is Dave’s behavior influenced by the immediate situation?

Not at all   1   2   3   4   5   6   7   Very much

2. How much is Dave’s behavior influenced by more removed situations (e.g., childhood, race, the system)?

Not at all   1   2   3   4   5   6   7   Very much

3. How much is Dave’s behavior influenced by the kind of person he is?

Not at all   1   2   3   4   5   6   7   Very much

4. How much is Dave’s behavior influenced by his own decision to act that way?

Not at all   1   2   3   4   5   6   7   Very much

Now suppose that you explained to Dave that what he had done was wrong. You suggested that he change. He agreed that he should change and that he wants to change.

5. How completely could Dave change?

Not at all   1   2   3   4   5   6   7   Completely change

Now suppose that you had never approached Dave on the issue of his behavior.

6. How much do you think Dave would have changed anyway?

Not at all   1   2   3   4   5   6   7   Completely changed

To score your test, simply add up your numbers for each one of the six questions and fill in the total score below. Each of your totals should be between 3 and 21.


Question 1 (Immediate situation) _______

Question 2 (Removed situation) _______

Question 3 (Character) _______

Question 4 (Choice) _______

Question 5 (Change) _______

Question 6 (Change by himself) _______



What do these scores mean?

Question 1 taps your belief that people are pushed around by the immediate situation. If you scored 18 or above, you are in the quarter that believes most in the potency of the immediate situation; 15 is average; if you scored 9 or below, you are in the quarter of Americans who believe least in the power of immediate circumstances. Democrats tend to score 16 and above, whereas Republicans and independents usually score below 15.

Question 2 is about the importance of a person’s life history, and the higher you score, the more you endorse its significance. People who score 19 or more are in the quarter that most believes in life history; above 16 is in the top half; and 12 or below is the most skeptical quarter. The higher you score, the more you endorse welfare, affirmative action, and foreign aid; also, the more depressed you tend to be. The lower you score, the more you are for the death penalty, abortion, and military intervention.

Question 3 is about character. People who score 21 or more are in the quarter that most believes in character; 18 or more is in the upper half; and 14 or less is in the lower quarter. The higher your score, test results have shown, the more you believe in welfare, affirmative action, and economic assistance, and the more you believe in the death penalty, military intervention, and abortion. The older you are, the more you believe in character. As you can see, this scale breaks apart liberal and conservative stereotypes.

Question 4 taps your belief in the power of choice and willpower. The top quarter of Americans score 21; above 19 is in the top half; 16 or below is in the quarter that least believes in the power of choice. People who score high are more socially and economically conservative, less depressed, and older.

Question 5 is about how sweeping you think change can be. A score of 20 or above puts you in the top quarter; 16 or above in the top half; and a score of 10 or below puts you in the bottom quarter. People who score high are socially liberal and more in favor of welfare, affirmative action, and foreign aid.

Question 6 taps your belief in change. If you scored 11 or above, you are in the top quarter of those who believe that things naturally change a lot; 8 or above is the top half; 3 marks the quarter of those who most believe things stay the same. People with high scores believe more in foreign aid, welfare, and affirmative action, and are more socially and economically liberal. People with low scores believe more in the death penalty, military intervention, and abortion.

IN THE DOMAIN of human personality, what are the facts? That, of course, is what this book is about. I want to provide an understanding of what you can and what you can’t change about yourself so that you can concentrate your limited time and energy on what is possible. So much time has been wasted. So much needless frustration has been endured. So much of therapy, so much of child rearing, so much of self-improving, and even some of the great social movements in our century have come to nothing because they tried to change the unchangeable. Too often we have wrongly thought we were weak-willed failures, when the changes we wanted to make in ourselves were just not possible. But all this effort was necessary: Because there have been so many failures, we are now able to see the boundaries of the unchangeable; this in turn allows us to see clearly for the first time the boundaries of what is changeable.

The knowledge of the difference between what we can change and what we must accept in ourselves is the beginning of real change. With this knowledge, we can use our precious time to make the many rewarding changes that are possible. We can live with less self-reproach and less remorse. We can live with greater confidence. This knowledge is a new understanding of who we are and where we are going.
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