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ABSTRACT
This integrative review explores the intersection of neurobiological mechanisms and intangible aspects of neurological disease 
through the complementary frameworks of CR Mukundan’s neurobiological model, Iain McGilchrist’s hemispheric theory, and the 
author’s therapeutic approach. The article synthesizes current understanding of how brain structures generate consciousness and 
examines how the different modes of attention provided by cerebral hemispheres influence our experience of reality. Particular focus 
is placed on the integration of spirituality, music, and holistic healing practices in the treatment of neurological conditions. Research 
demonstrates that acknowledging the spiritual dimension in neurological care enhances therapeutic outcomes by recognizing both 
the material basis of consciousness in the brain and the immaterial experiences that arise from it. This integrated framework offers 
a more comprehensive understanding of neurological diseases and points toward more effective and compassionate treatment 
approaches that address both the neurobiological mechanisms and the lived experience of patients.
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Introduction
The study of the human brain has traditionally focused on its 
material aspects the neural structures, circuits, and biochemical 
processes that underlie cognition, emotion, and behavior. 
While this approach has yielded remarkable insights into brain 
function and dysfunction, it often fails to adequately address the 
experiential dimensions of neurological disease. Patients with 
neurological conditions experience not only physical symptoms 
but also alterations in their sense of self, their relationship to the 
world, and their spiritual well-being. These intangible aspects of 
neurological disease are frequently overlooked in conventional 
biomedical frameworks, yet they significantly impact quality of life 
and treatment outcomes [1-6].

This article proposes an integrated framework that bridges the 
materialist understanding of brain function with the experiential 
and spiritual dimensions of neurological conditions. Drawing on 
the neurobiological model developed by Mukundan and colleagues 
[1], McGilchrist’s theory of hemispheric specialization [7], and the 
author’s own work on spirituality and healing [8], this framework 
offers a more comprehensive approach to understanding and 
treating neurological diseases.

The genesis of behavior and mind from the brain, as detailed in 
Mukundan’s work [2], provides the foundation for understanding 
how neural structures and processes give rise to mental phenomena. 
McGilchrist’s exploration of hemispheric differences [7] offers 
valuable insights into how different modes of attention shape our 
experience of reality. The author’s research on spirituality, music, 
and healing [8,9] complements these perspectives by addressing 
the experiential and transcendent dimensions of neurological 
conditions.

By integrating these complementary perspectives, this article aims 
to develop a more nuanced understanding of the relationship 
between brain and mind, with particular attention to the intangible 
aspects of neurological disease. Such an integrated approach has 
significant implications for clinical practice, suggesting more 
holistic and effective strategies for diagnosis, treatment, and 
support of patients with neurological conditions.

Material Foundations of Intangible Experience
The relationship between the physical brain and the experiential 

mind remains one of the most profound questions in neuroscience. 
Mukundan’s extensive work on the “genesis of behavior and 
mind from the brain” has established a comprehensive model of 
how neural structures and processes give rise to complex mental 
phenomena [1-3]. This model details how various brain regions, 
from the brainstem to the prefrontal cortex, contribute to different 
aspects of consciousness, cognition, and emotion.

Central to this model is the understanding that mind emerges 
from the integrated functioning of multiple brain systems. As 
Mukundan states, “Mind is a strange and powerful functional 
character of the brain in all individuals” [3]. The mind is not 
located in any single brain region but arises from the coordinated 
activity of neural networks distributed throughout the brain. This 
perspective avoids the reductionist trap of equating mind with brain 
while acknowledging the material foundation of mental processes.

The emergence of consciousness from neural activity involves 
complex interactions between subcortical structures, such as the 
thalamus and brainstem, and cortical regions, particularly the 
frontal and parietal lobes [1,2,6]. These interactions create the 
essential features of conscious experience: wakefulness, attention, 
self-awareness, and intentionality. However, as Mukundan 
emphasizes, consciousness is not merely the sum of neural activities 
but represents a qualitatively distinct level of organization [4,5].

Beyond Material Reductionism
McGilchrist’s work offers a critical perspective on the limitations 
of material reductionism in understanding the brain-mind 
relationship [7,10,11]. His research on hemispheric specialization 
suggests that the different modes of attention provided by the left 
and right hemispheres create fundamentally different ways of 
experiencing and engaging with reality.

In “The Master and His Emissary,” McGilchrist argues that the 
left hemisphere specializes in a narrow, focused mode of attention 
that isolates, abstracts, and categorizes, while the right hemisphere 
provides a broad, open, and receptive mode of attention that grasps 
wholes and their interconnections [7]. These different modes of 
attention do not merely process different types of information but 
create distinctly different experiences of reality.
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McGilchrist challenges the conventional materialist view that 
consciousness is merely an epiphenomenon of brain activity. 
Instead, he proposes a more nuanced understanding where 
“consciousness is the stuff of the cosmos” and “matter is a phase of 
consciousness” [12]. This perspective suggests that consciousness 
is not produced by the brain but is rather channeled or constrained 
by it, with different brain states allowing access to different aspects 
of a more fundamental conscious reality.

Integrative Approach
Building on these foundations, my own research has explored 
the integration of neurobiological understanding with spiritual 
and experiential dimensions of healing [8,9,13]. This approach 
recognizes that while neural mechanisms provide the material 
substrate for consciousness, the lived experience of patients with 
neurological conditions cannot be reduced to brain pathology 
alone.

In my work on the spirituality of chronic pain and neurological 
disorders, I have emphasized how spiritual practices and beliefs 
influence the experience and management of these conditions 
[8,9,14]. Spirituality provides a framework for finding meaning 
in suffering, cultivating resilience, and accessing dimensions of 
experience that transcend physical limitations. These aspects are 
not separable from neurobiological processes but represent a 
different level of description that captures elements of experience 
not adequately addressed by purely material accounts.

The integration of these perspectives Mukundan’s neurobiological 
model, McGilchrist’s hemispheric theory, and my own work on 
spirituality and healing provides a more comprehensive framework 
for understanding the brain-mind relationship. This framework 
acknowledges the material foundations of consciousness while 
recognizing that the experiential dimensions of neurological 
conditions cannot be reduced to their neurobiological substrates.

Hemispheric Specialization and Neurological Disease
McGilchrist’s research on hemispheric specialization offers 
profound insights into the nature of neurological disease 
[7,10,11,15]. According to McGilchrist, the cerebral hemispheres 
provide fundamentally different modes of attention to the world 
the left hemisphere offering a focused, analytical mode that divides 

the world into parts, and the right hemisphere providing a broad, 
holistic mode that perceives wholes and their interconnections [7].

These different modes of attention are not simply complementary 
but often stand in tension with each other. The left hemisphere’s 
mode of attention tends to abstract, categorize, and control, 
creating a representation of reality that is manageable but partial. 
The right hemisphere’s mode of attention is more receptive, 
contextual, and embodied, maintaining connection with the living 
reality of the world [11].

McGilchrist argues that the balance between these hemispheric 
perspectives is crucial for healthy functioning. When this balance 
is disrupted, whether through brain injury, disease, or cultural 
influences, our experience of reality becomes distorted [7]. In 
neurological conditions, this disruption can manifest in various 
ways, from perceptual distortions and cognitive deficits to 
alterations in emotional processing and spiritual experience.

The concept of hemispheric imbalance offers a valuable framework 
for understanding a wide range of neurological conditions. 
Research has shown that conditions such as autism spectrum 
disorders, schizophrenia, and depression are associated with 
altered patterns of hemispheric activation [7,16-21]. For example, 
studies suggest that autism shares many traits with left-hemisphere 
dominance, including preference for familiarity, categorization, 
and difficulty with social-emotional processing [7].

In my clinical work with patients with neurological conditions, 
I have observed patterns consistent with McGilchrist’s model. 
Patients with right-hemisphere damage often exhibit deficits in 
understanding metaphor, humor, and social cues, reflecting the 
right hemisphere’s role in contextual and relational understanding 
[9,22]. Conversely, patients with left-hemisphere damage may 
show enhanced appreciation of holistic and spiritual dimensions 
of experience, despite impairments in language and analytical 
thinking [23,24].
These observations suggest that neurological conditions do 
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not merely cause deficits in specific cognitive domains but can 
fundamentally alter the patient’s mode of attending to and 
experiencing the world. Understanding these alterations in terms 
of hemispheric balance provides a more nuanced framework for 
diagnosis and treatment than approaches that focus solely on 
specific neural circuits or neurotransmitter systems.

Neural Substrates
The physiological basis of hemispheric specialization involves 
complex networks of neural structures distributed throughout 
the brain [25-31]. While the popular conception of a “left 
brain” and “right brain” greatly oversimplifies neuroanatomy, 
research in neurophysiology has identified significant differences 
in connectivity patterns, neurotransmitter distributions, and 
functional specializations between the hemispheres [7,10,11].

Key structures involved in hemispheric specialization include 
the corpus callosum, which mediates interhemispheric 
communication [11]; the frontal lobes, which regulate attention 
and executive functions [16-21]; the temporal lobes, which process 
auditory, linguistic, and social information [32-35]; and the limbic 
system, which integrates emotion, memory, and motivation [28-
31].

The orbitofrontal cortex and anterior cingulate play particularly 
important roles in mediating between hemispheric perspectives 
[26,37-42]. These structures are involved in integrating emotional 
and cognitive processes, regulating attention, and resolving 
conflicts between competing representations of reality. Dysfunction 
in these regions can disrupt the balance between hemispheric 
perspectives, contributing to a wide range of neurological and 
psychiatric conditions [43-46].

Understanding the neural substrates of hemispheric specialization 
can inform more targeted and effective interventions for 
neurological conditions. By identifying specific patterns of 
hemispheric imbalance in individual patients, clinicians can 
develop personalized treatment approaches that address both the 
neurobiological mechanisms and the experiential dimensions of 
these conditions.

The Spiritual Dimension of Neurological Experience
While conventional neurology focuses primarily on the physical 
symptoms and cognitive deficits associated with neurological 
conditions, a growing body of research suggests that these 
conditions also profoundly affect the spiritual dimension of human 
experience [8,9,13,14,22-24,47,48]. Spirituality, understood as the 
search for meaning, purpose, and transcendence, represents an 
essential aspect of well-being that is often overlooked in biomedical 
approaches to neurological care.

In my clinical work, I have observed how neurological conditions 
can disrupt patients’ sense of identity, purpose, and connection to 
something greater than themselves [8,9,14]. These disruptions can 
manifest as existential distress, spiritual suffering, or a profound 
sense of disconnection from self, others, and the sacred. Conversely, 
some neurological conditions, particularly those involving altered 
states of consciousness, can open patients to new spiritual insights 
and experiences that may be transformative [9,24].

Research on the relationship between spirituality and neurological 
health suggests that spiritual well-being is associated with better 
outcomes across a range of conditions, including epilepsy, stroke, 
dementia, and chronic pain [13,14]. Spirituality provides resources 
for coping, meaning-making, and resilience that can significantly 
impact quality of life and functional status, independent of disease 
severity or prognosis [23,47,48].

Music as a Neural Bridge
Music offers a powerful bridge between the neural and spiritual 
dimensions of healing in neurological care [8,22]. My research 
on music and neural function has explored how music engages 
multiple brain regions, from the brainstem and cerebellum to 
the limbic system and cortical networks, creating integrated 
patterns of activity that transcend the typical boundaries of neural 
processing [8].

The unique capacity of music to simultaneously engage emotional, 
cognitive, and sensorimotor systems makes it an ideal medium 
for addressing the complex needs of patients with neurological 
conditions [8]. Music activates the right hemisphere’s holistic, 
emotional, and contextual mode of processing while also engaging 
left-hemisphere structures involved in temporal sequencing and 
analytical processing [8,22]. This cross-hemispheric integration 
can help restore balance in conditions characterized by hemispheric 
imbalance [8].

Beyond its neurophysiological effects, music connects patients to 
dimensions of experience that transcend the physical and cognitive 
limitations imposed by their conditions [8,22]. In my clinical work, 
I have observed how music can evoke spiritual experiences of 
beauty, meaning, and transcendence even in patients with severe 
cognitive or communicative impairments [8]. These experiences 
are not merely psychological or aesthetic but touch on the deepest 
dimensions of human existence, offering patients a sense of 
connection to something greater than themselves [8,22].
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Therapeutic Applications
The integration of spirituality into neurological care offers 
promising avenues for enhancing treatment outcomes and quality 
of life for patients with a wide range of conditions [9,13,14,22-
24,47,48]. In my clinical practice, I have developed several 
approaches for addressing the spiritual dimension of neurological 
disease, including spiritual assessment, meaning-centered therapy, 
and contemplative practices adapted for patients with cognitive or 
physical limitations [9,47,48].

Spiritual assessment involves exploring the patient’s beliefs, values, 
and sources of meaning and support, as well as identifying spiritual 
distress or resources that may impact their experience of illness 
and recovery [14]. This assessment provides essential information 
for developing a treatment plan that addresses the whole person, 
not just their neurological symptoms [48].

Meaning-centered therapy helps patients discover or create 
meaning in their experience of illness, drawing on their personal 
values, cultural traditions, and spiritual resources [47,48]. 
This approach has been particularly effective for patients with 
conditions that involve significant loss, such as stroke, traumatic 
brain injury, and neurodegenerative diseases [23,47].

Contemplative practices, including meditation, prayer, and 
sacred music, can be adapted to meet the needs and capabilities 
of patients with various neurological conditions [8,9,22]. These 
practices engage the right hemisphere’s intuitive, holistic mode 
of processing, balancing the left hemisphere’s analytical focus that 
often dominates medical care [22,24]. They also provide patients 
with tools for managing symptoms, reducing stress, and accessing 
inner resources for healing and growth [9,14].

Social Conditioning
The human brain develops and functions within a social context 
that profoundly shapes its structure and activity. Research on social 
neuroscience has demonstrated how social experiences, from early 
attachment to ongoing relationships and cultural influences, affect 
neural development, connectivity, and function [49-51]. These 
findings challenge the individualistic model that dominates much 

of neurology and psychiatry, suggesting that neurological health 
must be understood within a broader social and cultural context.

Mukundan’s work on social conditioning emphasizes the critical 
role of early social experiences in developing normal brain 
function, particularly in the frontal lobes [1-7]. The frontal lobes, 
especially the orbitofrontal cortex, are essential for inhibitory 
control, emotional regulation, and social cognition [43-46]. These 
functions develop through social interaction, with caregivers 
providing the external regulation that gradually becomes 
internalized as self-regulation [52-54].

When social conditioning is inadequate or harmful, as in 
cases of neglect, abuse, or trauma, neural development can be 
disrupted, leading to long-term alterations in brain function and 
behavior [49-51]. These alterations can manifest as neurological 
and psychiatric conditions, including disinhibition syndromes, 
emotional dysregulation, and social-cognitive deficits [43-47]. 
Understanding these conditions as products of disrupted social 
conditioning, rather than purely individual pathology, has 
important implications for treatment and prevention.

McGilchrist’s Critique
McGilchrist extends the analysis of social conditioning to 
the cultural level, arguing that Western culture has become 
increasingly dominated by the left hemisphere’s mode of attention, 
with detrimental effects on individual and collective well-being 
[7,10]. This cultural imbalance is reflected in and reinforced 
by educational systems, medical models, and technological 
developments that prioritize abstraction, analysis, and control 
over embodied, relational, and contextual understanding [7].

In “The Master and His Emissary,” McGilchrist traces the 
historical development of this hemispheric imbalance, showing 
how it has shaped everything from philosophical systems and 
scientific paradigms to artistic movements and political structures 
[7]. He argues that this imbalance has reached a critical point 
in contemporary culture, contributing to a range of social and 
psychological problems, including alienation, fragmentation, and 
a loss of meaning and connection [7,10].

For patients with neurological conditions, this cultural context 
adds an additional layer of challenge. Not only must they cope with 
the direct effects of their condition, but they must do so within 
a cultural environment that may exacerbate their difficulties, 
particularly for those with right-hemisphere deficits or conditions 
that affect social-emotional processing [7,10,12,15].

In my own work, I have developed an integrative approach to 
neurological care that addresses both the individual and social 
dimensions of health and healing [14,22-24,47,48]. This approach 
recognizes that neurological conditions do not occur in isolation 
but are embedded in a network of relationships, cultural influences, 
and social structures that can either support or impede recovery 
and well-being.
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Central to this approach is the concept of the healing community 
a social environment that fosters connection, meaning, and 
wholeness, counterbalancing the fragmentation and alienation that 
often characterize both neurological disease and contemporary 
culture [24,48]. The healing community can take many forms, 
from supportive families and therapeutic groups to spiritual 
communities and social networks, but all share certain essential 
qualities: acceptance, presence, and a commitment to the well-
being of all members [48].

In my clinical practice, I actively engage with patients’ social 
networks, helping to transform them into healing communities 
that can support the patient’s recovery and growth [24,48]. This 
often involves educating family members and caregivers about 
the patient’s condition and needs, facilitating communication and 
connection, and addressing social barriers to health and well-being 
[24,47,48]. I also work at the community level, developing programs 
and initiatives that foster social connection, meaning, and spiritual 
well-being for individuals with neurological conditions [47,48].

This integrative social approach has shown promising results 
in improving outcomes for patients with various neurological 
conditions, from chronic pain and neurodegenerative diseases to 
acquired brain injuries and developmental disorders [14,24,47,48]. 
By addressing both the neurobiological and social dimensions of 
disease, this approach offers a more comprehensive framework for 
promoting health and healing in an increasingly fragmented and 
alienating world.

Beyond Mechanistic Medicine
The therapeutic relationship is not merely a context for delivering 
medical interventions but a powerful healing modality in its own 
right. Research in interpersonal neurobiology has demonstrated 
how the brain responds to human connection, with significant 
implications for understanding and enhancing the therapeutic 
encounter [55-59]. This research reveals that the brain is 
fundamentally social, with specialized systems for recognizing, 
interpreting, and responding to other humans [57-59].

The mirror neuron system, which activates similar patterns of 
neural firing when we observe others’ actions and emotions as 
when we experience them ourselves, provides a neurobiological 
basis for empathy and emotional attunement [55,57]. This system 
enables the therapist to resonate with the patient’s experience, 

creating a shared neural state that can promote healing and well-
being [57,58].

The neurochemical basis of therapeutic connection involves 
several interrelated systems, including the oxytocin-vasopressin 
system, which promotes bonding and trust; the dopamine reward 
system, which reinforces positive social interactions; and the 
endogenous opioid system, which mediates both pain relief and 
social attachment [43-45,55-59]. When the therapeutic relationship 
activates these systems, it can reduce pain and distress, enhance 
immune function, and promote neuroplasticity and healing [57-59].

Presence and Listening
In my clinical work, I have emphasized the importance of presence 
and active listening in the therapeutic encounter [9,10,23,24]. 
Presence involves a quality of attentiveness and openness that goes 
beyond technical skill or procedural competence. It requires the 
therapist to be fully engaged, both cognitively and emotionally, creating a 
space where the patient can feel seen, heard, and valued [9,24].

Active listening extends beyond a communication skill to 
become a therapeutic intervention in its own right [9]. It requires 
presence, engagement, and a willingness to enter into the patient’s 
experience without judgment or premature interpretation [9,24]. 
When patients feel truly heard, they experience a validation of 
their humanity and personhood that can be profoundly healing, 
particularly for those whose sense of self has been disrupted by 
neurological disease [9,10,24].

The quality of presence and listening in the therapeutic encounter 
engages the right hemisphere’s holistic, emotional, and relational 
mode of processing, balancing the left hemisphere’s analytical, 
procedural focus that dominates much of medical practice 
[7,9,10,11,15,24]. This hemispheric balance creates a therapeutic 
space where both the physical and existential dimensions of 
neurological disease can be addressed [9,24].

The Sacred Dimension of Healing Spaces
The concept of sacred space offers a valuable framework for 
understanding and enhancing the therapeutic environment 
in neurological care [24,48]. Sacred spaces are characterized 
by a quality of presence, intention, and reverence that creates a 
container for transformation and healing [24]. While traditionally 
associated with religious settings, the quality of sacredness can 
infuse any space where healing is intended, including hospitals, 
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clinics, and therapy rooms [24,48].

In my essay “Sacred and Profane Space in the Therapeutic 
Encounter,” I explore how the physical, social, and energetic 
qualities of the healing environment influence the therapeutic 
process [24]. The arrangement of space, the quality of light 
and sound, the presence of natural elements, and the attitudes 
and intentions of those present all contribute to creating an 
environment that supports healing at multiple levels physical, 
emotional, mental, and spiritual [24].

The contrast between sacred and profane space is particularly 
relevant in contemporary healthcare settings, which often 
prioritize efficiency, standardization, and technical intervention 
over presence, connection, and meaning [24]. The mechanistic 
paradigm that dominates modern medicine tends to create spaces 
that are alienating, disempowering, and devoid of symbolic or 
spiritual significance [24,48]. Creating sacred healing spaces 
requires a conscious effort to balance these technological 
and procedural elements with qualities that engage the right 
hemisphere’s holistic, embodied, and relational mode of being 
[24,48].

In my clinical practice, I actively work to create sacred healing 
spaces that support the whole person body, mind, and spirit 
[24,48]. This involves attention to the physical environment, the 
quality of presence and interaction, and the integration of elements 
that evoke depth, beauty, and meaning [24]. Music, art, natural 
elements, and symbolic objects can all contribute to creating a 
therapeutic environment that engages the patient’s innate capacity 
for healing and growth [9,22,24].

Clinical Applications
The integrated framework presented in this article has significant 
implications for the assessment of neurological conditions. 
Traditional neurological assessment focuses primarily on 
identifying structural and functional abnormalities in the brain 
through physical examination, cognitive testing, and neuroimaging 
[19,60-66]. While these approaches provide valuable information 
about the material basis of neurological conditions, they often fail 
to capture the experiential and spiritual dimensions of disease 
[8,9,13,14,22-24,47,48].

An integrated assessment approach expands the scope of inquiry 
to include the patient’s subjective experience, meaning-making 
processes, and spiritual resources and concerns [9,23,47,48]. This 
approach uses both quantitative measures, such as standardized 
questionnaires and functional assessments, and qualitative 
methods, including phenomenological inquiry and narrative 
exploration [9,47,48].

In my clinical practice, I have developed an assessment protocol that 
addresses multiple dimensions of neurological experience [9,47,48]:
•	 Physical dimension: Symptoms, functional limitations, and 

neurobiological mechanisms of disease [9,47].

•	 Cognitive dimension: Cognitive abilities and deficits, 
information processing, and executive functions [9,47]

•	 Emotional dimension: Emotional responses to illness, mood 
states, and affective regulation [9,47]

•	 Social dimension: Relationship status, social support, and 
community resources [9,47]

•	 Existential dimension: Meaning and purpose, identity, and life 
goals [9,47]

•	 Spiritual dimension: Spiritual beliefs, practices, resources, and 
concerns [9,47,48]

This multidimensional assessment provides a more comprehensive 
understanding of the patient’s condition and needs, informing 
a treatment plan that addresses the whole person, not just their 
neurological symptoms [9,47,48].

Integrative Treatment Approaches
Based on this integrated framework, we need a range of 
treatment approaches that address both the neurobiological 
mechanisms and the experiential dimensions of neurological 
conditions [8,9,13,14,22-24,47,48]. These approaches will draw 
on conventional medical interventions, complementary therapies, 
and spiritual practices, tailored to the individual needs and 
preferences of each patient [9,47,48].

Key elements of this integrative approach include:
•	 Conventional medical interventions: Medications, surgery, 

and rehabilitation therapies that address the neurobiological 
mechanisms of disease [9,47]

•	 Neuromodulation techniques: Non-invasive brain stimulation, 
neurofeedback, and meditation practices that promote neural 
plasticity and hemispheric balance [9,47]

•	 Music and sound therapy: Structured musical experiences that 
engage cross-hemispheric integration, emotional processing, 
and spiritual awareness [8,22]

•	 Body-based practices: Movement therapies, sensory integration, 
and somatic awareness practices that address the embodied 
dimension of neurological experience [9,47]

•	 Meaning-centered therapy: Narrative, existential, and spiritual 
approaches that help patients discover or create meaning in 
their experience of illness [9,23,47,48]

•	 Social and community interventions: Family therapy, support 
groups, and community programs that foster connection, 
belonging, and mutual support [24,47,48]

These approaches are not applied in isolation but are integrated 
into a coherent treatment plan that addresses the unique 
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constellation of needs, challenges, and resources presented by each 
patient [9,47,48].

To illustrate the application of this integrated framework in clinical 
practice, I present two case examples from my work with patients 
with neurological conditions.

Case 1: Chronic Pain and Spiritual Suffering
Sarah, a 45-year-old woman with chronic neuropathic pain 
following a spinal cord injury, presented with severe pain, 
depression, and spiritual distress [13,14]. Her conventional pain 
management had been only partially effective, and she expressed 
a profound sense of abandonment by God and loss of meaning in 
her life [13,14].

An integrated assessment revealed not only the neurobiological 
mechanisms of her pain but also the existential and spiritual 
dimensions of her suffering [13,14]. Her pain was exacerbated by her 
spiritual distress, creating a cycle of physical and existential suffering 
that conventional approaches alone could not address [13,14].

Treatment involved a combination of medication optimization, 
neuromodulation techniques, and spiritual counseling [13,14]. 
Music therapy sessions helped Sarah access dimensions of 
experience beyond her pain, reconnecting her to sources of 
beauty, meaning, and transcendence [8,22]. A spiritual support 
group provided community and solidarity with others facing similar 
challenges, reducing her sense of isolation and abandonment [24,48].

Over time, Sarah developed a transformed relationship with her 
pain and a renewed sense of purpose and connection [13,14]. 
While her physical pain persisted to some degree, her suffering was 
significantly reduced, and she reported a deeper sense of peace and 
meaning in her life [13,14].

Case 2: Hemispheric Imbalance in Traumatic Brain Injury
Michael, a 32-year-old man with a traumatic brain injury primarily 
affecting his right frontal and temporal lobes, presented with 
impaired social cognition, emotional processing, and spiritual 
awareness [9,24]. He had made good progress in conventional 
rehabilitation but continued to struggle with relationships, 
meaning-making, and a sense of disconnection from his former 
values and spiritual life [9,24].

Assessment revealed a pattern consistent with left-hemisphere 
dominance due to right-hemisphere damage, affecting his ability 
to grasp wholes, understand context, and process emotional and 
spiritual information [7,9,24]. His analytical abilities remained 
intact, but he had difficulty integrating these with emotional and 
intuitive understanding [9,24].

Treatment focused on strengthening right-hemisphere functions 
and promoting hemispheric integration [9,24]. Music therapy 
sessions engaged his emotional and intuitive capacities, bypassing 
his verbal deficits to access deeper dimensions of experience [8,22]. 

Group therapy provided opportunities to practice social cognition 
and emotional recognition in a supportive environment [24,48]. 
Contemplative practices, adapted to his cognitive abilities, helped 
him reconnect with his spiritual values and sense of meaning 
[9,24].

Michael’s recovery involved not just improved cognitive and 
functional abilities but a reintegration of his analytical and 
intuitive capacities, emotional and rational understanding, and 
personal and spiritual dimensions of self [9,24]. This holistic 
recovery enabled him to rebuild relationships, find new meaning 
in his changed circumstances, and develop a deeper connection to 
his spiritual values [9,24].

Conclusion
This article has presented an integrated framework for 
understanding and addressing the intangible aspects of 
neurological disease, drawing on the complementary perspectives 
of Mukundan’s neurobiological model, McGilchrist’s hemispheric 
theory, and the author’s work on spirituality and healing. This 
framework offers a more comprehensive approach to neurological 
care that addresses both the material mechanisms and the 
experiential dimensions of disease.

The integration of these perspectives yields several important insights:
1.	 The mind emerges from but is not reducible to the brain, 

representing a distinct level of organization with unique 
properties and dynamics [1-7,10-12,15].

2.	 The cerebral hemispheres provide fundamentally different 
modes of attention to the world, with the balance between these 
perspectives being crucial for health and well-being [7,10-12].

3.	 Neurological conditions affect not only physical and cognitive 
functions but also the spiritual dimension of human experience, 
including meaning, purpose, and transcendence [8,9,13,14,22-
24,47,48].

4.	 Music and other creative arts engage multiple brain systems, 
providing unique therapeutic tools for addressing both the 
neural and spiritual dimensions of healing [8,22].

5.	 Social conditioning and cultural context profoundly influence 
neurological health, requiring attention to both individual and 
collective dimensions of healing [1-7,10-12,14,15,23,24,47-51].

6.	 The therapeutic relationship itself is a powerful healing 
modality, engaging neurobiological processes of connection, 
regulation, and integration [9,23,24,55-59].

7.	 Clinical applications of this integrated framework include 
multidimensional assessment, integrative treatment approaches, 
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and attention to the quality of the healing environment 
[8,9,13,14,22-24,47,48].

These insights point toward a unified understanding of mind and 
brain that honors both the materiality of neural processes and 
the immateriality of conscious experience. This understanding 
has profound implications for the field of neurology, suggesting a 
more humanistic and holistic approach to the study and treatment 
of neurological conditions.

By addressing both the tangible and intangible aspects of 
neurological disease, this integrated approach offers new 
possibilities for healing and growth, even in conditions where 
complete physical recovery is not possible. It recognizes that the 
ultimate goal of neurological care is not merely the restoration of 
brain function but the support of the whole person in their journey 
toward meaning, connection, and well-being.

As we continue to advance our understanding of the brain’s 
material mechanisms, we must not lose sight of the immaterial 
dimensions of mind and spirit that give human life its depth and 
significance. By integrating these complementary perspectives, we 
can develop a more comprehensive and compassionate approach 
to neurological care that addresses the full spectrum of human 
experience.
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