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Introduction
The patient sits before you, describing chest 

pain. Their words are the same as the previous 
patient's, but something feels different in 
your body as you listen. Your breathing 
subtly shifts, your shoulders tense, and an 
almost imperceptible sense of urgency—or 
perhaps dismissal—arises within you. What 
you may not realize is that this felt sense, 
this interoceptive experience, is shaping 
your clinical judgment in ways that extend 
far beyond conscious reasoning. As research 
demonstrates, interoception is "critical for our 
sense of embodiment, motivation, and well-
being" and fundamentally shapes how we 
perceive and respond to others [1].

Modern healthcare faces a persistent 
paradox: despite unprecedented medical 
advances and explicit commitments to equity, 
significant disparities in care quality and 
outcomes persist across racial, ethnic, gender, 
and socioeconomic lines. Research has 
consistently demonstrated that unconscious 
bias among healthcare professionals affects 
clinical judgment and behavior toward patients, 
with strong evidence showing its prevalence 
across multiple dimensions including race/
ethnicity, gender, socioeconomic status, age, 
weight, and other characteristics [2-5]. Studies 
have shown that the associations of clinicians' 
implicit attitudes about race significantly 
impact medical visit communication and 
patient ratings of interpersonal care [5]. Yet 
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include the insula, anterior cingulate cortex, and brainstem 
nuclei, which work together to process internal bodily signals 
and integrate them with emotional and cognitive processes 
[9,10]. Research shows that "interoceptive signaling has been 
considered a component process of reflexes, urges, feelings, 
drives, adaptive responses, and cognitive and emotional 
experiences, highlighting its contributions to the maintenance 
of homeostatic functioning, body regulation, and survival" [8]. 

Critically, these same neural networks are involved in 
empathy, emotional regulation, and social cognition—the very 
capacities that influence how healthcare providers perceive 
and respond to patients. When these systems are functioning 
optimally, they support nuanced, empathetic clinical judgment. 
When dysregulated or overwhelmed, they may contribute to 
biased decision-making.
Interoception and Embodied Cognition

The relationship between interoception and embodied 
cognition is fundamental to understanding how bias operates at 
the somatic level. Embodied cognition theory holds that "higher 
cognitive processes operate on perceptual symbols and that 
concept use involves reactivations of the sensory-motor states 
that occur during experience with the world" [6]. This means 
that our thinking is not purely abstract but is grounded in bodily 
experience.

From this perspective, "cognition is not purely or even 
typically an intellectual, solipsistic introspection. Rather, 
cognition is physically interactive, embedded in physical 
contexts, and manifested in physical bodies" [11]. This has 
profound implications for healthcare: our clinical judgments are 
not merely intellectual exercises but emerge from the dynamic 
interaction between our embodied experience and our patients' 
presentations.
The Embodied Nature of Unconscious Bias

Unconscious bias is not merely a cognitive phenomenon—
it is fundamentally embodied. When healthcare providers 
encounter patients from different demographic groups, their 
bodies respond with subtle but measurable changes in arousal, 
muscle tension, breathing patterns, and neural activation. These 
somatic responses, largely beneath conscious awareness, shape 
subsequent clinical judgments and behaviors.

Research demonstrates that "implicit bias develops early in 
life from repeated reinforcement of social stereotypes" and 
"occurs among children as young as 3 years old throughout 
the world" [12]. Importantly, these biases become embodied 
patterns—automatic somatic responses that are triggered by 
social cues and influence behavior even when they contradict 
explicit beliefs. Recent investigations into negative patient 
descriptors in electronic health records have documented 
how racial bias becomes systematically embedded in clinical 
documentation [13].

The healthcare environment exacerbates these embodied 
biases in several ways. Studies show that "decision makers 
burdened with higher cognitive load are more likely to make 
biased decisions," and research in emergency departments 
confirms that "cognitive stressors such as patient overcrowding 
and patient load were associated with increased implicit racial 
bias" [14]. When physicians are stressed, tired, or cognitively 
overloaded—common states in healthcare settings—they are 
more likely to rely on embodied shortcuts that may perpetuate 
bias. Furthermore, strategies for providing more equitable 
healthcare must address these unconscious psychological 

current approaches to addressing bias—primarily focused on 
awareness training and explicit protocols—have shown limited 
effectiveness in creating sustainable change [6,7].

This essay argues that understanding interoception, the 
often-overlooked "sixth sense" of internal bodily awareness, 
offers a crucial missing piece in addressing unconscious bias in 
healthcare. By examining the neuroscience of how we sense our 
internal states and how these sensations shape our perceptions 
of others, we can develop more effective, embodied approaches 
to creating equitable care.

Mapping the Internal Landscape
Interoception refers to "the process by which the nervous 

system senses, interprets, and integrates signals originating from 
within the body, providing a moment-by-moment mapping of 
the body's internal landscape across conscious and unconscious 
levels" [8]. This internal sensing system encompasses awareness 
of heartbeat, breathing, hunger, thirst, muscle tension, gut 
sensations, and the subtle somatic markers that accompany 
emotional states.

The interoceptive system operates through a predictive coding 
framework where "priors (the probable body state as informed 
by prior events), sensation (current sensory input from the 
body), and simulation (the current predicted body state based 
upon integration of current bodily feedback and prior learned 
contextual influences)" work together to create our moment-to-
moment sense of embodied experience [1].
Neural Networks of Interoception

The neuroscience of interoception reveals its central role 
in human cognition and social interaction. Key brain regions 
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processes that operate below the level of conscious awareness 
[15,16].
The Interoceptive Dimensions of Patient Encounters

Every patient encounter involves a complex interplay 
of interoceptive experiences for both provider and patient. 
The physician's internal state—their level of stress, fatigue, 
emotional regulation, and somatic comfort—directly influences 
their capacity for empathy and accurate clinical judgment. 
Similarly, patients' internal states, including their anxiety, pain, 
and emotional distress, are communicated not only through 
words but through subtle somatic cues that providers process 
interoceptively.

Research in psychotherapy demonstrates that "interpersonal 
synchronization within sessions" correlates with therapeutic 
outcomes, and "subconscious synchronization of the body can 
be utilized to explain phenomena such as therapy drop-out" 
[17]. This suggests that the quality of embodied attunement 
between provider and patient may significantly impact care 
quality and patient satisfaction. Medical school experiences 
have been shown to be associated with changes in implicit racial 
bias among students, highlighting the importance of educational 
interventions [18].

responses, providers may literally feel less resonance with 
certain patients' pain experiences.

Research shows that "primary care physicians tended to 
dominate conversations with Black patients during routine visits, 
while white patients tended to receive more patient-centered 
care" [19]. This differential communication style reflects 
embodied patterns of social hierarchy and power dynamics that 
become enacted through posture, tone of voice, eye contact, 
and spatial positioning. The importance of reimagining the 
patient history and understanding the embodied nature of illness 
experiences has been emphasized in recent healthcare literature 
[23,24].

The physician's interoceptive state—their sense of comfort, 
authority, and somatic ease—influences these nonverbal 
communications in ways that can either support or undermine 
therapeutic rapport. Patients, through their own interoceptive 
awareness, perceive these embodied communications and 
respond accordingly, creating feedback loops that can either 
enhance or compromise care quality.

Studies reveal that "female patients are perceived as more 
emotional or anxious, which impacts how seriously their medical 
team takes their symptoms," with heart disease assessment often 
delayed because "family physicians are more likely to consider 
their symptoms to be psychogenic—typically attributing them 
to an anxiety disorder" [19]. This reflects embodied assumptions 
about emotional expression and somatic credibility that operate 
through providers' interoceptive filtering systems. The role of 
intuition and imagination in clinical decision-making processes 
has been recognized as an important factor in these differential 
responses [25].

When providers unconsciously associate female emotional 
expression with psychological rather than medical causes, their 
interoceptive responses may diminish their somatic empathy 
and clinical curiosity, leading to inadequate assessment and 
treatment. The importance of effective listening to patients 
and its impact on outcomes has been demonstrated in clinical 
research [26].
Cultivating Interoceptive Awareness

Research suggests that "trusting in body signals as potentially 
decision-guiding information and valuing the body as an 
important resource in directing one's behavior may be key 
conditional precursors" for optimal interoceptive functioning 
[1]. This insight points toward practical applications for medical 
education and clinical practice. The integration of spiritual, 
intuitive, and holistic dimensions in healthcare relationships has 
been proposed as a new paradigm for clinical practice [27-29].

Training programs that cultivate interoceptive awareness 
could help healthcare providers:

Recognize embodied bias responses: By developing sensitivity 
to their own somatic reactions during patient encounters, 
providers can become aware of when unconscious biases may 
be influencing their clinical judgment. Hermeneutic approaches 
to medicine that treat the patient as sacred text rather than mere 
objective evidence offer new frameworks for understanding 
these responses [30].

Enhance empathetic accuracy: Research demonstrates links 
"between interoceptive accuracy and empathy," [31] suggesting 
that improved body awareness may enhance providers' ability to 
accurately perceive patients' internal states.

Improve emotional regulation: Studies show that 

Pain Perception and Somatic Empathy
Perhaps nowhere is the relationship between interoception 

and bias more evident than in pain assessment and management. 
Research consistently shows that "patients of color are less 
likely to be prescribed pain medication—narcotic and non-
narcotic—than non-Hispanic white patients, even when their 
symptoms are the same" [19]. Multiple studies have confirmed 
this disparity, with Hispanic patients being twice as likely and 
Black patients 66% more likely to receive no pain medication 
for long-bone fractures compared to white patients [19,20]. 
These patterns reflect broader systemic issues that have been 
extensively documented in healthcare bias research and reform 
initiatives [21,22].

This differential treatment cannot be explained by clinical 
presentation alone—it reflects embodied biases in how 
providers somatically respond to different patients' expressions 
of pain. When a provider's interoceptive system is attuned and 
regulated, they may be more capable of accurately perceiving 
and empathetically responding to patient distress. However, 
when biased associations unconsciously influence somatic 
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"mindfulness training appears to alter interoceptive attention 
tendencies, focusing attention on interoceptive sensations rather 
than cognitive appraisals of such sensations", [1] which may 
help providers maintain equanimity under stress. The moral 
ambiguity inherent in the physician's role requires this kind of 
emotional regulation and self-awareness [32].

Research on contemplative practices reveals that "interoceptive 
training in Yoga, mindfulness meditation, Tai Chi, and other 
embodied contemplative practices" can enhance interoceptive 
accuracy and emotional regulation [33]. These practices offer 
evidence-based methods for cultivating the kind of embodied 
awareness that supports equitable clinical practice.

Brief mindfulness interventions have been shown to "reduce 
errors in a subtle somatic signal detection task," [1] while 
"mindfulness training appears to alter interoceptive attention 
tendencies, focusing attention on interoceptive sensations rather 
than cognitive appraisals of such sensations" [1]. Such practices 
could be integrated into medical education and continuing 
professional development programs.

interoceptive experiences
Creating protocols that help providers recognize when their 

own embodied responses might be influencing clinical judgment
Transforming Medical Education

Current research shows that "medical education and educators 
have not adequately addressed the implicit biases that place 
marginalized patients at high risk of receiving disparate care" 
[14]. Integrating interoceptive awareness training into medical 
education could address this gap by:

•	 Teaching students to recognize embodied bias responses
•	 Developing empathetic accuracy through interoceptive 

training
•	 Creating safe spaces for students to explore their somatic 

responses to diverse patient populations
•	 Integrating contemplative practices that enhance 

interoceptive awareness and emotional regulation
Clinical Practice Guidelines

Healthcare organizations could develop guidelines that 
support interoceptive awareness in clinical practice:

•	 Regular interoceptive check-ins during patient encounters
•	 Protocols for recognizing and addressing embodied bias 

responses
•	 Training in somatic empathy and embodied presence
•	 Support for providers' own interoceptive well-being and 

nervous system regulation
Limitations and Future Research Directions

While the theoretical foundation for connecting interoception 
to unconscious bias is strong, empirical research specifically 
examining this relationship in healthcare settings remains 
limited. Future research should investigate:

•	 Direct measurement: Studies using interoceptive 
assessment tools alongside bias measures in clinical 
encounters

•	 Intervention effectiveness: Randomized controlled trials 
examining whether interoceptive awareness training 
reduces biased clinical decision-making

•	 Patient outcomes: Research on whether providers with 
higher interoceptive awareness deliver more equitable 
care

•	 Cultural considerations: Exploration of how cultural 
differences in interoceptive awareness and expression 
influence provider-patient interactions

Conclusion: Toward an Embodied Medicine
The persistence of healthcare disparities despite decades of 

intervention efforts suggests the need for fundamentally new 
approaches to understanding and addressing unconscious bias. 
By recognizing the embodied nature of clinical judgment and 
the central role of interoception in shaping provider-patient 
interactions, we can develop more effective strategies for 
creating equitable healthcare.

As researchers note, "well-being is deeply rooted in the body, 
a continuous flow of feelings denoting comfort or distress" 
[35]. This insight applies not only to patients but to healthcare 
providers themselves. When providers cultivate interoceptive 
awareness and learn to recognize their embodied responses 
to diverse patient populations, they become capable of more 
nuanced, empathetic, and equitable clinical practice.

The path forward requires integrating interoceptive 

Systemic Approaches to Embodied Equity
Addressing unconscious bias through interoceptive awareness 

requires more than individual training—it demands systemic 
approaches that support providers' somatic well-being and 
create environments conducive to embodied presence. Several 
states, including Maryland, have begun implementing mandated 
implicit bias training for health professionals as a step toward 
equity in healthcare [34-36]. This includes:

•	 Workload management: Since "cognitive stressors 
such as patient overcrowding and patient load were 
associated with increased implicit racial bias," [14] 
healthcare systems must address the structural factors 
that compromise providers' interoceptive capacity.

•	 Environmental design: Creating clinical environments 
that support rather than overwhelm providers' nervous 
systems can enhance their capacity for embodied 
presence and empathetic response.

•	 Peer support and supervision: Regular opportunities 
for providers to process their somatic experiences and 
embodied responses to challenging patient encounters 
can support ongoing growth in interoceptive awareness 
and bias reduction.

Rethinking Clinical Assessment
Understanding interoception's role in clinical judgment 

suggests the need for assessment methods that account for 
embodied dimensions of patient presentation. This includes:

Training providers to notice and interpret somatic cues in 
patient presentations

Developing assessment tools that capture patients' 



Page 5 of 10

Julian Ungar-Sargon. Neurology & Neuroscience. 2025;6(6):026.

Neurol Neurosci. (2025) Vol 6 Issue 6

awareness training into medical education, creating healthcare 
environments that support providers' somatic well-being, 
and developing clinical practices that honor the embodied 
dimensions of healing relationships. Such an approach 
recognizes that addressing unconscious bias is not merely a 
cognitive exercise but a fundamentally embodied practice that 
requires ongoing cultivation of somatic awareness, empathetic 
accuracy, and nervous system regulation.

The emerging understanding that "simulation rather than raw 
sensation is the closest construct to interoceptive awareness" 
suggests that providers' internal predictive models—shaped 
by experience, training, and unconscious bias—fundamentally 
influence their clinical perceptions [1]. By cultivating 
interoceptive awareness, healthcare providers can become more 
conscious of these internal simulations and more capable of 
updating them in service of equitable, compassionate care.

The ultimate goal is not merely to reduce bias but to cultivate 
healthcare providers who are embodied, present, and capable 
of perceiving and responding to the full spectrum of human 
experience with skill, empathy, and justice. In this vision, 
clinical competence includes not only technical knowledge but 
also interoceptive wisdom—the capacity to sense, understand, 
and respond to the complex somatic communications that occur 
in every healing encounter.

As we advance toward this more embodied model of 
healthcare, we honor both the science of interoception and the 
profound moral imperative to create healing relationships that 
serve all patients with equity, compassion, and skill. The body's 
wisdom, long overlooked in our high-tech medical culture, may 
hold essential keys to addressing some of healthcare's most 
persistent challenges.
Author Note

This essay synthesizes current research in interoception, 
embodied cognition, and healthcare bias to propose new 
directions for medical education and clinical practice. While 
the theoretical framework is well-supported, empirical research 
specifically testing these connections in healthcare settings 
represents an important frontier for future investigation.
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Appendix

McGilchrist's Hemispheric Theory and Interoception Science
When we consider the relationship between Iain McGilchrist's profound insights into hemispheric brain function and the emerg-

ing science of interoception, we find ourselves confronting a fundamental question about the nature of consciousness itself: How 
do we experience the world, and what happens when that experience becomes fragmented or imbalanced? Both McGilchrist's 
work and interoception research point toward something that clinical practitioners intuitively know but rarely articulate—that heal-
ing relationships emerge not from protocols or procedures, but from a particular quality of embodied presence that seems increas-
ingly rare in modern healthcare.(37)

McGilchrist's central insight is both simple and revolutionary: the two hemispheres of our brain don't just perform different func-
tions; they embody fundamentally different ways of being in the world. The left hemisphere, with its laser-like focus and categori-
cal thinking, gives us tremendous power to manipulate and control our environment. It's the hemisphere of protocols, guidelines, 
and evidence-based medicine—all crucial tools in healthcare. But McGilchrist argues that this hemisphere, when it dominates 
without the integrative wisdom of the right, creates a world that treats everything, including patients, as objects to be manipulated 
rather than beings to be encountered.

The right hemisphere offers something qualitatively different—a way of being that sees wholes rather than parts, relationships 
rather than categories, context rather than isolated facts. It's the hemisphere that allows us to sense the gestalt of a patient encoun-
ter, to feel the subtle shifts in the therapeutic relationship, to respond to what isn't said as much as what is. When McGilchrist 
speaks of the right hemisphere as the "master" and the left as the "emissary," he's describing an ideal relationship where focused 
analysis serves broader contextual understanding, not the reverse.
The Embodied Ground of Being

What's remarkable about interoception research is how it provides a neurobiological foundation for McGilchrist's insights. The 
insula, particularly the right anterior insula, emerges as the neural substrate for the kind of embodied awareness that McGilchrist 
associates with right hemisphere function. When researchers study people's ability to sense their own heartbeat—perhaps the most 
basic form of interoceptive awareness—they consistently find activation in right-lateralized networks involving the insula, anterior 
cingulate, and associated structures.

But interoception isn't just about sensing internal bodily signals; it's about the foundation of selfhood itself. The capacity to feel 
yourself from the inside—to know that you are embodied, present, and real—provides the basic platform for all other forms of 
awareness. Without this foundational sense of embodied being, how can we authentically encounter another person's embodied 
experience? This question becomes particularly poignant in healthcare, where providers are often trained to maintain "professional 
distance" in ways that may inadvertently compromise their capacity for genuine empathetic engagement.

Consider what happens during a typical patient encounter in our contemporary healthcare system. The provider enters with a 
mind already filled with diagnostic categories, treatment protocols, and time pressures—classic manifestations of what McGil-
christ would recognize as left hemisphere dominance. The patient's actual embodied experience—their fear, their pain, their unique 
way of being ill—becomes secondary to fitting them into predetermined categories. The provider may go through the motions of 
gathering information, but the quality of attention is narrow, focused, instrumental. Missing is what McGilchrist calls the right 
hemisphere's "broad vigilant attention"—the kind of open, receptive awareness that allows for genuine encounter.
When the Emissary Becomes the Master in Healthcare

McGilchrist's metaphor of the emissary becoming the master finds particular resonance in contemporary healthcare. The left 
hemisphere's gifts—its ability to analyze, categorize, and systematize—have given us extraordinary medical advances. But when 
these analytical functions operate without integration with right hemisphere contextual awareness, we get healthcare that treats 
bodies rather than persons, symptoms rather than suffering, categories rather than individuals.

This disconnection manifests in ways that go far beyond explicit bias. It shows up in the subtle ways providers learn to armor 



themselves against the emotional impact of their work, in the pressure to see more patients in less time, in the reduction of com-
plex human experiences to diagnostic codes and billing categories. The tragedy is that this very disconnection—this dominance of 
what McGilchrist would call emissary consciousness—creates the conditions in which unconscious bias can flourish.

When a provider's primary mode of attention is narrow, categorical, and instrumental, patients inevitably become objects to be 
processed rather than persons to be encountered. In this state of consciousness, the subtle biases that all humans carry—the un-
conscious associations formed through a lifetime of cultural conditioning—operate largely unchecked. The provider may have no 
conscious intention to discriminate, but the quality of attention itself has become discriminatory.
The Interoceptive Foundations of Empathy

The neuroscience of interoception reveals something that contemplative traditions have long understood: genuine empathy isn't 
just a cognitive process of "putting yourself in someone else's shoes." It's fundamentally an embodied resonance that requires a 
well-developed capacity for interoceptive awareness. When researchers study empathy in the brain, they consistently find activa-
tion in the same interoceptive networks—particularly the insula—that underlie bodily self-awareness.

This isn't coincidental. To feel what another person is experiencing, you must first be capable of feeling your own experience. 
The provider who has learned to disconnect from their own bodily sensations—perhaps as a protective mechanism against the 
emotional demands of healthcare—simultaneously compromises their capacity to feel with their patients. They may understand in-
tellectually that a patient is in pain, but they don't feel that pain in their own body in the subtle, resonant way that genuine empathy 
requires.

This embodied dimension of empathy helps explain why traditional bias training often has limited effectiveness. Cognitive in-
terventions that appeal to providers' left hemisphere analytical capabilities may create intellectual understanding without touching 
the deeper embodied patterns that actually drive behavior. If bias is fundamentally an embodied phenomenon—a somatic tendency 
to literally feel differently in the presence of different types of patients—then addressing it requires interventions that work at the 
embodied level.
The Divided Brain and the Divided Self

McGilchrist's work suggests that the hemispheric imbalance he describes isn't just a neurological phenomenon; it's a cultural and 
civilizational crisis. He argues that Western culture has become increasingly dominated by left hemisphere ways of being, creat-
ing societies that prioritize manipulation over understanding, efficiency over meaning, and instrumental rationality over wisdom. 
Healthcare, as one of our culture's most important institutions, both reflects and perpetuates this imbalance.

The parallels with interoception research are striking. Studies consistently show that various forms of psychopathology—de-
pression, anxiety, eating disorders, addiction—are associated with disrupted interoceptive awareness. It's as if the capacity to feel 
oneself from the inside, to maintain embodied presence, serves as a kind of psychological immune system. When this capacity 
becomes compromised, all manner of mental health challenges emerge.

Could it be that the crisis of empathy and connection in healthcare reflects a similar dynamic at the collective level? When 
healthcare systems prioritize efficiency over presence, outcomes over relationships, and protocols over persons, they may inadver-
tently create conditions that compromise providers' interoceptive awareness and, consequently, their capacity for genuine thera-
peutic encounter.
The Right Hemisphere's Return

Both McGilchrist and interoception researchers point toward similar solutions, though they use different languages to describe 
them. McGilchrist speaks of the need to restore the right hemisphere to its proper role as master, ensuring that left hemisphere 
analysis serves right hemisphere wisdom rather than dominating it. He advocates for what he calls the "right-left-right" sequence: 
beginning with right hemisphere contextual awareness, moving to left hemisphere analysis, but always returning to right hemi-
sphere integration.

Interoception researchers describe similar processes in terms of embodied awareness practices—mindfulness meditation, body 
scanning, somatic experiencing, and other approaches that cultivate the capacity to feel oneself from the inside. These practices 
consistently show benefits not just for individual well-being, but for social and empathetic functioning as well.

What's particularly intriguing is how both approaches suggest that the solution to bias and disconnection isn't more analysis or 
more cognitive control, but rather a return to more fundamental forms of awareness. McGilchrist doesn't advocate abandoning left 
hemisphere functions—they remain essential—but rather ensuring they operate within the broader context of right hemisphere 
understanding. Similarly, interoception training doesn't eliminate analytical thinking but grounds it in embodied awareness.
Implications for Healing Relationships

The convergence of McGilchrist's hemispheric theory and interoception science suggests a radical reimagining of what thera-
peutic relationships might become. Instead of encounters between an expert provider and a passive patient, we might envision 
meetings between two embodied beings, each bringing their own way of experiencing illness, healing, and being human.

Such encounters would require providers who are not just technically competent but embodied—present to their own internal 
experience in ways that allow them to be genuinely present to their patients' experience. This kind of presence can't be taught 
through protocols or guidelines; it emerges from the cultivation of what we might call interoceptive wisdom—the capacity to feel 
oneself and others with accuracy, compassion, and discernment.

This doesn't mean abandoning the tools of evidence-based medicine or returning to some romanticized notion of pre-scientific 
healing. Rather, it means ensuring that these powerful analytical tools operate within the context of embodied wisdom. A provider 



grounded in interoceptive awareness might use the same diagnostic criteria and treatment protocols as their disconnected col-
league, but the quality of attention they bring to the encounter would be fundamentally different.
The Cultural Dimension

McGilchrist's analysis extends beyond individual psychology to cultural and historical patterns. He traces how civilizations tend 
to oscillate between periods of right hemisphere and left hemisphere dominance, with periods of pure left hemisphere dominance 
often preceding cultural collapse. His concern is that our current technological civilization has pushed this imbalance to dangerous 
extremes.

Healthcare serves as a particularly revealing case study for these broader cultural dynamics. Medicine's remarkable technical 
achievements—its ability to cure diseases, repair injuries, and extend life—represent extraordinary expressions of left hemisphere 
intelligence. But these achievements have come at a cost: the gradual erosion of the healing relationships that traditional medicine 
placed at its center.

The COVID-19 pandemic provided a stark illustration of this dynamic. Healthcare systems that prioritized efficiency and 
standardization found themselves struggling to maintain the human connections that patients desperately needed during their most 
vulnerable moments. Providers, isolated behind PPE and overwhelmed by caseloads, reported feeling disconnected not only from 
their patients but from their own sense of purpose and meaning.

Yet the pandemic also revealed the resilience of embodied wisdom. Providers who maintained practices that cultivated intero-
ceptive awareness—meditation, yoga, contemplative practices—often reported greater capacity to remain present and empathetic 
despite the extraordinary challenges. Their embodied awareness seemed to serve as an anchor, allowing them to maintain thera-
peutic presence even under extreme stress.
Research at the Intersection

The intersection of McGilchrist's hemispheric theory and interoception science opens up fascinating research possibilities. Could 
we measure hemispheric balance in healthcare providers and correlate it with bias susceptibility? Do providers with greater in-
teroceptive awareness show different patterns of brain activation when encountering patients from different demographic groups? 
Can interoceptive training programs specifically designed around McGilchrist's insights prove more effective than traditional bias 
interventions?

Early evidence suggests promising directions. Studies of mindfulness training for healthcare providers consistently show ben-
efits not just for provider well-being but for patient satisfaction and care quality. Programs that cultivate embodied awareness seem 
to enhance providers' capacity for presence and empathy in ways that purely cognitive interventions often fail to achieve.

But the research challenges are significant. How do you measure the quality of presence in a therapeutic encounter? How do 
you assess whether a provider is operating from what McGilchrist would call right hemisphere awareness versus left hemisphere 
dominance? How do you design studies that capture the subtle but crucial differences between technical competence and embodied 
wisdom?
Toward Embodied Medicine

Perhaps the most radical implication of bringing McGilchrist's insights together with interoception science is the suggestion that 
bias in healthcare isn't ultimately a problem of prejudice or ignorance, but of disconnection—disconnection from our own em-
bodied experience and, consequently, from our patients' embodied experience. This reframing doesn't excuse bias or minimize its 
harmful effects, but it suggests different approaches to addressing it.

Instead of focusing primarily on changing providers' beliefs or increasing their knowledge about different populations, we might 
focus on cultivating their capacity for embodied presence. Instead of teaching them what to think about different types of patients, 
we might help them develop the interoceptive awareness that allows them to feel more clearly and respond more authentically to 
whatever patient sits before them.

This approach recognizes that genuine cultural competence can't be reduced to knowledge about specific ethnic groups or de-
mographic categories. Real cultural competence might be better understood as the capacity to encounter difference with curiosity 
rather than fear, openness rather than defensiveness, presence rather than projection. These capacities emerge not from studying 
about others but from cultivating deeper relationship with oneself.
The Return of Wonder

McGilchrist frequently speaks about how left hemisphere dominance creates a world drained of meaning, beauty, and wonder. 
Everything becomes instrumental, mechanical, predictable. The same dynamic operates in healthcare, where the miracle of heal-
ing relationships gets reduced to "therapeutic communication techniques" and the profound mystery of suffering gets coded into 
diagnostic categories.

Interoception research suggests a different possibility. When providers cultivate embodied awareness, they often report a return 
of wonder—wonder at the resilience of the human spirit, wonder at the body's capacity for healing, wonder at the privilege of ac-
companying others through their most vulnerable moments. This wonder isn't naive or unscientific; it emerges from deeper contact 
with the mystery of embodied existence.

Such wonder might serve as an antidote to bias. It's difficult to objectify or dismiss someone when you're genuinely curious 
about their experience. It's harder to project stereotypes when you're present to the uniqueness of each encounter. The cultivated 
capacity for wonder—what we might call embodied awe—could become as important for healthcare providers as technical 
competence.



The Art of Being Present
In the end, both McGilchrist's hemispheric theory and interoception science point toward something deceptively simple: the art 

of being present. Not present in the distracted, multitasking way that characterizes much of modern life, but present in the embod-
ied, attentive, receptive way that allows for genuine encounter.

This presence can't be mandated through policies or taught through protocols. It emerges from the patient cultivation of aware-
ness—awareness of one's own internal experience and, through that, awareness of the internal experience of others. It's a practice 
that requires not just intellectual understanding but embodied commitment.

The vision that emerges is of healthcare providers who are not just technically competent but embodied sages—people who have 
cultivated sufficient interoceptive wisdom to serve as healing presences for those who suffer. Such providers wouldn't be immune 
to bias—no human is—but their embodied awareness would allow them to notice bias as it arises and respond from a deeper place 
of wisdom and compassion.

This may sound idealistic, but both McGilchrist's analysis and interoception research suggest it's achievable. The capacities 
we're describing aren't exotic or supernatural; they're natural human potentials that become accessible through appropriate cultiva-
tion. The question isn't whether such transformation is possible, but whether we're willing to commit to the practices that make it 
possible.

In a healthcare system increasingly dominated by what McGilchrist would call emissary consciousness—instrumental, efficient, 
but ultimately disconnected—the cultivation of embodied presence becomes not just personally beneficial but professionally es-
sential. It may be the key to creating healthcare that truly heals.


