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Abstract

Background: Current PTSD treatments demonstrate significant limitations, with approximately 40% of patients
classified as nonresponders to evidence-based interventions. The artificial separation of neurobiological,
psychological, and spiritual dimensions in conventional care may contribute to suboptimal outcomes, particularly
for complex trauma presentations.

Objective: 1o describe an innovative integrative treatment model that systematically combines precision
neuroscience, spiritual healing practices, and alternative medicine approaches within a comprehensive clinical
framework.

Methods: The Integrative PTSD Healing Center implements a three-tier treatment approach: (1) neurobiological
assessment using QEEG biomarkers and personalized neurofeedback protocols, (2) sacred therapeutic encounters
incorporating hermeneutic medicine and narrative-based interventions, and (3) comprehensive alternative healing
modalities including Reiki, acupuncture, and somatic therapies.

Expected Outcomes: This model aims to achieve 85% treatment response rates compared to conventional care’s
60% rate, while addressing the complex needs of trauma survivors through holistic healing approaches that honor
the intersection of science and spirituality.

Conclusions: The integration of cutting-edge neuroscience with time-honored healing traditions represents a

paradigmatic shift toward treating trauma s impact on the complete spectrum of human experience.

Keywords: PTSD, integrative medicine, neurofeedback, spiritual healing, complex trauma, personalized medicine.
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Introduction

Post-traumatic stress disorder (PTSD) affects an estimated
3.9% of the global population (Koenen et al., 2017), with
prevalence rates dramatically increasing following mass
traumatic events. The October 7, 2023, terrorist attacks in Israel
exemplified this phenomenon, with PTSD prevalence nearly
doubling from 16.2% to 29.8% within five weeks, affecting an
estimated 520,278 individuals (Canetti et al., 2024). Despite
decades of research advancing evidence-based treatments,
meta-analytic studies consistently reveal that approximately
40% of patients receiving first-line psychological interventions
remain classified as nonresponders, with response rates varying
dramatically from 0% to 85.7% across studies (Steenkamp et
al., 2015; Watts et al., 2013).

This persistent limitation in treatment efficacy, particularly
evident in complex trauma presentations and among military
populations, suggests fundamental gaps in our conceptual
understanding of trauma and recovery (Friedman et al., 1994;
van der Kolk et al., 2007). Current evidence-based approaches,
while valuable in their focus on cognitive and behavioral
symptoms, operate within what has been termed the “Cartesian
split"—the artificial separation of mind, body, and spirit that
may fragment our understanding of human healing processes
(Ungar-Sargon, 2023).

The emergence of Complex PTSD as a distinct diagnostic entity
in the ICD-11 has further highlighted these limitations (World
Health Organization [WHO], 2018). Research demonstrates
that more than half (54%) of patients with childhood abuse-
related PTSD meet criteria for C-PTSD, presenting with
additional symptom clusters affecting self-organization,
emotional regulation, and interpersonal functioning that
conventional trauma-focused therapies struggle to address
adequately (Cloitre et al., 2018; Karatzias et al., 2019).

This paper describes the development and implementation
of an innovative Integrative PTSD Healing Center that
systematically bridges neurobiological precision medicine
with spiritual and alternative healing approaches, creating
a comprehensive treatment model designed to address the
complete spectrum of trauma’s impact on human experience.
This clinical innovation represents the practical culmination
of a decade-long theoretical framework developed through
extensive publications on hermeneutic medicine, sacred
therapeutic encounters, and the integration of spiritual
dimensions in healthcare (Ungar-Sargon, 2025; Ungar-Sargon,
2025; Ungar-Sargon, 2025; Ungar-Sargon, 2025).

Limitations of Current Treatment Paradigms

Network meta-analyses have established the superiority of
psychotherapeutic over pharmacological interventions for
PTSD (Cipriani et al., 2018; Lewis et al., 2020), yet significant
limitations persist in both acute treatment response and long-
term maintenance of gains. The focus on symptom reduction
rather than comprehensive healing often leaves patients with
statistical improvement on standardized measures while
remaining fundamentally impaired in areas of meaning-
making, spiritual connection, and life satisfaction (Miller et
al., 2012; Schnurr et al., 2009).

High attrition rates continue to plague even the most effective
interventions, suggesting that many patients find current
approaches either inadequate to their needs or insufficiently
engaging (Schottenbauer et al., 2008). This pattern is
particularly pronounced among military veterans, who often
report that conventional therapies feel disconnected from their
lived experiences of moral injury, existential questioning, and
spiritual crisis that frequently accompany combat trauma (Litz
et al., 2009; Nash et al., 2013).

Neurobiological Complexity
Advancing neuroscientific research has revealed that PTSD
involves profound alterations extending far beyond traditional
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fear-based circuits (Rauch et al., 2006; Pitman et al., 2012).
Functional neuroimaging studies consistently demonstrate
three key patterns: heightened amygdala reactivity,
default mode network dysfunction, and salience network
abnormalities (Akiki et al., 2017; Sripada et al., 2012).
Quantitative electroencephalography (QEEG) research has
identified specific brainwave alterations including alpha power
reduction, increased beta activity, and theta wave changes that
offer potential targets for personalized intervention (Imperatori
et al., 2014; Popovic et al., 2020).

Emerging epigenetic research demonstrates how traumatic
experiences alter gene expression patterns without changing
DNA sequences, potentially transmitting trauma effects across
generations (Gapp et al., 2014; Yehuda et al., 2016). This
research suggests that effective trauma healing must address
not only current symptoms but also intergenerational patterns
of dysregulation that may contribute to treatment resistance
(Bowers & Yehuda, 2016).

The Spiritual Dimension

Perhaps the most significant gap in current PTSD treatment
paradigms is the systematic exclusion of spiritual and
existential dimensions from trauma conceptualization and
intervention (Park et al., 2012;Ai et al., 2005). Research
consistently demonstrates that spiritual and religious beliefs
can either facilitate or hinder trauma survivors’ meaning-
making processes, yet secular therapeutic approaches focus
almost exclusively on cognitive distortions and behavioral
patterns while avoiding engagement with spiritual resources
(Pargament et al., 1998; Exline et al., 2015).

The concept of moral injury, increasingly recognized as a barrier
to PTSD recovery, particularly among military personnel,
illustrates this limitation (Griffin et al., 2019; Youssef et al.,
2019). Moral injury involves psychological and spiritual
damage occurring when individuals perpetrate, witness, or fail
to prevent acts violating fundamental beliefs about right and
wrong (Drescher et al., 2011). This form of trauma directly
challenges core spiritual and moral frameworks, yet current
treatment models lack adequate tools for addressing these
existential dimensions of suffering (Currier et al., 2015;
Wortmann et al., 2011).

Building on a Decade of Hermeneutic Medicine

The Integrative PTSD Healing Center emerges from a
comprehensive theoretical framework developed over the
past decade through extensive scholarly work examining
the intersection of medicine, spirituality, and healing. This
foundation, documented in over 87 peer-reviewed publications,
addresses what has been termed the “crisis of language in
therapeutic spaces” and the need for “hermeneutic approaches
to medicine” that treat patients as sacred texts requiring deep
interpretation rather than mere diagnostic categorization
(Ungar-Sargon, 2025; Ungar-Sargon, 2025).

The Sacred-Profane Dialectic

Central to this approach is the recognition of “sacred and
profane space in the therapeutic encounter”—a framework
that acknowledges how healing relationships transcend purely
medical transactions to become encounters with the divine
presence, even when that presence appears concealed or absent
(Ungar-Sargon, 2025; Ungar-Sargon, 2025). This dialectical
understanding emerged from clinical observations of patients
with chronic neurological diseases whose experiences
consistently exceeded the boundaries of conventional
diagnostic language, requiring therapeutic approaches that
honor both scientific rigor and spiritual mystery (Ungar-
Sargon, 2024).

The theoretical foundation draws particularly from Kabbalistic
concepts of divine presence and concealment (hester panim and
gilui panim), applying these mystical insights to understand
how healing occurs in the liminal space between what can
be medically explained and what remains mysteriously
transformative (Ungar-Sargon, 2025; Ungar-Sargon, 2025).
This approach recognizes that trauma, particularly moral
injury and complex PTSD, often involves spiritual crises that
require therapeutic engagement with questions of meaning,
purpose, and divine relationship that conventional evidence-
based treatments systematically exclude.
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Addressing the Cartesian Split

A fundamental principle underlying this integrative model is
the critique of the persistent “Cartesian split” that continues to
fragment modern medical practice into artificial separations of
mind, body, and spirit (Ungar-Sargon, 2024). This philosophical
critique, developed through extensive examination of how
“worn-out philosophical ideas still pervade the practice of
medicine,” argues that effective trauma healing requires
overcoming these reductionist frameworks that treat patients as
collections of symptoms rather than whole persons embedded
in networks of meaning, relationship, and spiritual connection
(Ungar-Sargon, 2024; Ungar-Sargon, 2024).

The theoretical work has consistently emphasized how this
Cartesian fragmentation particularly impacts trauma survivors,
whose experiences often involve disruptions to fundamental
assumptions about reality, meaning, and divine presence that
cannot be adequately addressed through purely psychological
or pharmacological interventions (Ungar-Sargon, 2024). This
understanding has led to the development of “therapeutic
vision” approaches that integrate non-conventional healing
modalities with rigorous scientific methodology (Ungar-
Sargon, 2024).

Implementing Hermeneutic Medicine

The transition from theoretical framework to clinical
implementation represents what has been described as “a new
vision for the physician-patient relationship™ that integrates
“spiritual, intuitive, and holistic dimensions” into evidence-
based care (Ungar-Sargon, 2025). This evolution recognizes
that authentic healing emerges not merely from symptom
reduction but from what has been termed “revelation in
concealment”—the recognition that therapeutic encounters
become spaces where divine presence can be experienced even
amid profound suffering and apparent absence (Ungar-Sargon,
2025; Ungar-Sargon, 2025).

The clinical model specifically addresses the “crisis of soul”
that characterizes much contemporary healthcare, where
providers experience moral distress and spiritual exhaustion
from practicing within systems that fragment healing and ignore
the sacred dimensions of therapeutic relationships (Ungar-
Sargon, 2024; Ungar-Sargon, 2025). By creating treatment
protocols that honor both scientific rigor and spiritual mystery,
the integrative approach offers a framework for sustainable

healing that addresses not only patient symptoms but also
provider meaning-making and spiritual wellbeing.

The Integrative Treatment Model

The Integrative PTSD Healing Center model operationalizes
the “Sacred-Profane Dialectic” previously developed through
extensive theoretical work a therapeutic framework that
treats healing encounters as sacred spaces while maintaining
rigorous scientific methodology (Ungar-Sargon, 2022; Ungar-
Sargon, 2025). This approach, refined through years of clinical
observation and scholarly reflection, recognizes that trauma
affects not only neurobiological and psychological systems but
also spiritual and existential dimensions of human experience
that require specialized therapeutic attention (van der Kolk,
2014; Tedeschi & Calhoun, 2004; Ungar-Sargon, 2025).

Building on established hermencutic medicine principles,
the model treats patients as “sacred texts” requiring deep
interpretation rather than mere symptom categorization
(Gadamer, 1989; Ungar-Sargon, 2025). This approach,
developed through sustained engagement with patients whose
experiences consistently exceeded conventional diagnostic
boundaries, acknowledges that trauma survivors’ experiences
often resist conventional diagnostic categorization and
require therapeutic encounters that honor the complexity
and uniqueness of individual healing journeys (Frank, 1995;
Ungar-Sargon, 2024).

tritaal Emationa

Holistic
Health

Social

Three-Tier Treatment Approach

Tier 1: Neurobiological Assessment and Personalized
Medicine

The first tier implements comprehensive neurobiological
assessment utilizing multiple modalities:

QEEG Biomarker Analysis

Quantitative  electroencephalography identifies specific
brainwave patterns guiding personalized treatment protocols
(Thatcher & Lubar, 2009; Hammond, 2011). Three primary
phenotypes have been identified: alpha-deficient patterns
responding optimally to neurofeedback-enhanced mindfulness
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protocols, beta-hyperactive patterns benefiting from narrative
therapy combined with somatic regulation, and theta-
dysregulated patterns showing greatest improvement with
contemplative practices (Ros et al., 2020).

Functional Neuroimaging Integration: Mapping of amygdala
reactivity, default mode network dysfunction, and salience
network abnormalities provides additional personalization
data for treatment planning (Lanius et al., 2015; Nicholson et
al., 2017).

Targeted Neurofeedback: Evidence-based protocols designed
to restore healthy neural network functioning are implemented
based on individual biomarker profiles (van der Kolk et al.,
2016; Kluetsch et al., 2014).

Epigenetic Assessment: Advanced analysis of stress-related
gene expression patterns informs interventions addressing
intergenerational trauma transmission (Klengel et al., 2013;
Mehta et al., 2013).

Tier 2: Sacred Therapeutic Encounters

The second tier incorporates spiritual and hermeneutic
approaches:

Hermeneutic Medicine: Clinical encounters emphasize deep
interpretation and meaning-making rather than symptom
categorization alone. Therapists are trained to recognize and
work with the sacred dimensions of healing relationships.

Narrative-Based Grief Integration: A three-phase therapeutic
writing method incorporates music-informed reflection and
concepts derived from Kabbalistic traditions, specifically
shevirat ha-kelim (breaking) and tikkun (repair), to facilitate
meaning-making from traumatic experiences.

Dialectical Presence Therapy: Therapeutic approaches
navigate the tension between experiences of divine presence
and absence in healing relationships, acknowledging spiritual
dimensions of trauma and recovery.

Contemplative Clinical Practice: Integration of mindfulness,
presence, and spiritual awareness into therapeutic encounters
creates space for addressing existential and meaning-making
aspects of trauma recovery.

Tier 3: Integrative Healing Practices

The third tier systematically incorporates alternative and
complementary healing modalities:

Alternative Care Modalities: Comprehensive integration
includes Reiki, healing touch, acupuncture, aromatherapy,
deep tissue massage, and light therapy, selected based on
individual assessment and cultural preferences (Ernst & White,
1998; Lee et al., 2008).

Epigenetic Trauma Healing: Specialized interventions
address intergenerational trauma through mindfulness-based
approaches, somatic therapies, and family systems work (van
der Kolk et al., 2014; Price et al., 2019).

Community Healing Circles: Group interventions incorporate
culturally adapted contemplative practices and peer support
models (Gone et al., 2019).

Existential Psychotherapy: Deep exploration of meaning,
purpose, and post-traumatic growth complements symptom-
focused interventions (Breitbart et al., 2015; Martela & Steger,
2016).

Dual-Site Model

The center operates through two coordinated sites: a primary
research and training center focused on intensive data collection
and protocol development, and a community integration center
emphasizing diverse population recruitment and real-world
implementation validation. This dual-site approach ensures
both research rigor and clinical scalability.

Priority populations include military veterans, first responders,
and individuals with Complex PTSD presentations—groups
that have shown limited response to conventional treatments.
Special attention is given to recruiting diverse populations to
ensure cultural adaptability of the integrated model.

Expected Outcomes

The integrated approach aims to achieve several key outcomes:
85% treatment response rate compared to conventional care s
60% rate (Bradley et al., 2005).

75% reduction in relapse rates compared to standard treatment
(Steenkamp et al., 2015).

Significant improvements in functional outcomes as measured
by disability assessments (Schnurr et al., 2007).

Enhanced spiritual well-being and post-traumatic growth
(Tedeschi et al., 2018, Harris et al., 2008).

Reduced healthcare utilization and associated costs (Zatzick
etal., 2013).

Primary Research Aims

Clinical Superiority: Randomized controlled trials compare
the integrative model with enhanced treatment-as-usual,
hypothesizing superior outcomes in symptom reduction,
functional improvement, and treatment response rates.
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Neurobiological Mechanisms: Investigation of how spiritual
and alternative healing interventions affect neural network
functioning, with QEEG patterns serving as primary biomarkers
for treatment personalization.

Complex PTSD Outcomes: Specific evaluation of treatment
effects in complex trauma presentations, with particular
self-organization

attention to domains and

transformation.

spiritual

Implications for PTSD Treatment

The Integrative PTSD Healing Center represents a paradigmatic
shift from reductionist approaches that fragment healing toward
comprehensive models that address the complete spectrum
of human experience. By systematically bridging cutting-
edge neuroscience with time-honored healing traditions, this
approach acknowledges that trauma affects not only brain
circuits and cognitive patterns but also spiritual, existential,
and somatic dimensions of human experience.

This clinical innovation represents the practical culmination
of over a decade of theoretical development addressing
fundamental limitations in contemporary healthcare. The
systematic integration of hermeneutic medicine principles
with evidence-based treatment protocols offers a replicable
model for overcoming the “crisis of language in therapeutic
spaces” that has long plagued trauma treatment (Ungar-
Sargon, 2025). By treating patients as “sacred texts” requiring
deep interpretation while maintaining rigorous scientific
methodology, the approach resolves the false dichotomy
between spiritual sensitivity and clinical rigor that has
historically limited integrative approaches.

The model’s emphasis on personalized medicine through
neurobiological biomarkers combined with individualized
spiritual and alternative care approaches offers potential
solutions to the heterogeneity problem that has limited
conventional treatment effectiveness. By recognizing that
different individuals may require fundamentally different
healing approaches, the integrated model moves beyond one-
size-fits-all protocols toward truly personalized trauma care
that honors both scientific precision and spiritual mystery.

Addressing Treatment Resistance

The integration of spiritual and alternative healing modalities
specifically addresses factors contributing to treatment
resistance in conventional approaches. Many trauma
survivors, particularly those with moral injury or complex
trauma presentations, require therapeutic engagement with
meaning-making, spiritual connection, and somatic healing
that conventional evidence-based treatments systematically
exclude.

The hermeneutic approach to clinical encounters acknowledges
that trauma survivors’ experiences often exceed the boundaries
of diagnostic language and require therapeutic relationships
that honor the sacred dimensions of healing. This approach
may prove particularly valuable for populations that have felt
marginalized or misunderstood by conventional mental health
services.

NOT ALL

WOUNDS

ARE VISIBLE

Scalability and Public Health Impact

The dual-site implementation model ensures that the integrated
approach can be adapted across diverse healthcare settings
and cultural contexts. The emphasis on training healthcare
providers in comprehensive healing approaches addresses
workforce development needs while creating sustainable
implementation pathways.

The potential for significant healthcare cost reduction
through improved treatment outcomes and reduced relapse
rates suggests that integrated approaches may prove both
clinically superior and economically advantageous compared
to conventional care models.

Several limitations merit consideration in evaluating this
integrated approach. The complexity of implementing
multiple treatment modalities simultaneously presents
training and quality assurance challenges. The integration of
spiritual approaches may not be appropriate for all patients or
compatible with all healthcare settings.
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From Theoretical Framework to Clinical Innovation

The transition from theoretical exploration to clinical
implementation represents a critical evolution in healthcare
that addresses what has been identified as the “crisis of soul”
pervading contemporary medical practice (Ungar-Sargon,
2024; Ungar-Sargon, 2024). The systematic integration of
spiritual, hermeneutic, and alternative healing approaches
with evidence-based protocols demonstrates how theoretical
insights developed through sustained clinical observation and
scholarly reflection can be operationalized into transformative
healthcare models.

This evolution addresses concerns about “evidence distortion
and clinical decision-making” by creating treatment protocols
that honor multiple ways of knowing while maintaining
scientific rigor (Ungar-Sargon, 2025). The integration of
QEEG biomarkers with Kabbalistic healing principles
exemplifies how apparent contradictions between scientific and
spiritual approaches can be resolved through comprehensive
frameworks that recognize the limitations of purely reductionist
methodologies.

The model’s emphasis on training healthcare providers in
comprehensive healing approaches addresses the documented
crisis of meaning and spiritual exhaustion that contributes to
provider burnout and healthcare system fragmentation (Ungar-
Sargon, 2025). By creating treatment environments that honor
both scientific precision and sacred encounter, the integrated
approach offers a pathway toward sustainable healthcare that
serves both healing and wholeness.

Future research should examine which specific components of
the integrated model contribute most significantly to improved
outcomes, allowing for more targeted implementation
strategies. Long-term follow-up studies will be essential for
evaluating the durability of treatment gains and the model’s
effectiveness across diverse populations.

Cultural adaptation of spiritual and alternative healing
components will require ongoing research to ensure that the
integrated approach respects diverse belief systems and healing
traditions while maintaining treatment integrity.

Conclusion

The Integrative PTSD Healing Center represents arevolutionary
advancement in trauma treatment that addresses fundamental
limitations in current care models. By systematically integrating
neurobiological precision medicine with spiritual healing
practices and alternative medicine approaches, this model
offers hope for the millions of trauma survivors who have not
found adequate relief through conventional treatments.

The urgent need for innovative trauma treatment approaches,
highlighted by recent global events and ongoing mental
health crises, demands immediate attention to paradigmatic
innovations that can address both individual healing needs
and population-level trauma responses. The integrated model
provides a comprehensive framework that honors the complete

spectrum of human experience while maintaining rigorous
scientific methodology.

This initiative has the potential to transform not only PTSD
treatment but the entire healthcare system’s approach to trauma
and human suffering. By recognizing therapeutic encounters as
sacred spaces and bridging the artificial divide between science
and spirituality, the integrated model points toward a more
complete and effective approach to healing that addresses the
profound human need for meaning, connection, and wholeness
in the face of traumatic experience.

The establishment of this integrated treatment model positions
healthcare systems to respond more effectively to future mass
traumatic events while providing superior care for individual
trauma survivors. As the global burden of trauma-related
suffering continues to grow, innovative approaches that honor
both scientific rigor and the sacred dimensions of healing
become not merely desirable but essential for adequate trauma
care.
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