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ABSTRACT 
Neurological disorders are a leading global cause of disability and mortality, frequently accompanied by high rates of 
psychological comorbidities such as depression and anxiety, which significantly worsen outcomes and increase caregiver 
burden. Despite this, mental health care remains poorly integrated into standard neurological practice due to systemic, 
professional, and patient-related barriers. This study discuss that the Family Medicine model—with its principles of 
continuity, comprehensiveness, patient-centeredness, and coordination—is uniquely positioned to bridge this gap. This 
narrative review synthesizes evidence from observational studies, trials, and guidelines. A comprehensive non-systematic 
literature search was performed using major electronic databases, including PubMed/MEDLINE, PsycINFO, CINAHL, and 
the Cochrane Library, for articles published in English from January 2010 to December 2025. The high prevalence of 
psychological distress across conditions like stroke, dementia, multiple sclerosis, epilepsy, and Parkinson’s disease, and 
examines evidence-based interventions, including cognitive-behavioral therapy, mindfulness-based approaches, and 
supportive psychoeducation. Overcoming fragmentation through integrated, family medicine-led care is essential to address 
the biopsychosocial complexity of neurological illness and improve holistic patient and family outcomes. 
Keywords: Neurological disorders; Psychological care; Mental health comorbidity; Family medicine; Primary care; 
Integrated care; Caregiver burden; Holistic care; Depression; Anxiety 
 
INTRODUCTION 

Neurological disorders represent one of the most 
significant and growing challenges to global health 
systems, affecting hundreds of millions of individuals and 
their families worldwide. According to the Global Burden 
of Disease study, neurological conditions are now the 
leading cause of disability-adjusted life years (DALYs) 
and the second leading cause of death globally, with an 
estimated 43% of the world’s population—over 3.4 billion 
people—living with a neurological condition¹. 

 This staggering prevalence is driven by both non-
communicable disorders, such as stroke, dementia, 
epilepsy, and migraine, and the aging of populations in 
many countries. The direct medical costs are enormous, 
but they are frequently eclipsed by the indirect costs of lost 
productivity, caregiver burden, and long-term support 

needs. Crucially, the impact of a neurological diagnosis 
extends far beyond the pathophysiology of the disease 
itself, profoundly disrupting the psychological and social 
fabric of patients’ lives and the lives of those who care for 
them1. The psychological dimension of neurological 
illness is pervasive and multifaceted. A robust body of 
evidence confirms that patients with neurological disorders 
experience significantly higher rates of comorbid 
psychiatric conditions compared to the general population 
or those with other chronic illnesses. For instance, 
approximately 30-50% of stroke survivors experience 
post-stroke depression, which is associated with poorer 
functional recovery, increased cognitive impairment, and 
higher mortality². Similarly, depression affects up to 50% 
of patients with multiple sclerosis and Parkinson’s disease, 
while anxiety disorders are present in 20-40% of 
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individuals with epilepsy³. Beyond diagnosable disorders, 
patients commonly grapple with profound psychological 
distress, including grief over lost abilities, fear of 
progression, existential anxiety, and a diminished sense of 
self and identity. This psychological morbidity is not 
merely a reaction to disability; it often shares complex, 
bidirectional neurobiological pathways with the primary 
neurological disease, creating a vicious cycle that can 
accelerate cognitive and functional decline3. 

This psychological burden radiates through the 
family system, creating a cascade of caregiver strain and 
family dysfunction. An estimated 60-75% of long-term 
care for individuals with moderate to severe neurological 
impairment is provided informally by family members, 
typically spouses or adult children⁴. The relentless 
demands of physical care, behavioral management 
(common in dementia or traumatic brain injury), financial 
stress, and social isolation place caregivers at extreme risk. 
Studies indicate that 40-70% of caregivers for individuals 
with dementia exhibit clinically significant symptoms of 
depression, and they have a 63% higher mortality risk than 
non-caregivers of the same age⁵. Furthermore, the dynamic 
within the family unit often shifts dramatically, leading to 
role reversals, marital conflict, sibling neglect, and 
intergenerational stress. The family, therefore, becomes a 
secondary patient unit, with its own set of clinical needs 
that are frequently overlooked in traditional, neurologist-
centered care models2. 

Despite the unequivocal evidence linking 
psychological and neurological health, a profound gap 
persists in the routine integration of mental health care into 
neurological practice. The current paradigm often remains 
siloed, with neurologists focusing on diagnostic accuracy, 
medication management for core neurological symptoms, 
and acute interventions. A survey of outpatient neurology 
practices found that while over 80% of neurologists 
acknowledged the high frequency of depression in their 
patients, only a minority routinely used standardized 
screening tools, and even fewer had systematic referral 
pathways to mental health services⁶. Barriers include time 
constraints, limited training in psychiatric management, 
reimbursement issues, and a shortage of accessible, 
specialized neuropsychiatric services. Consequently, up to 
50% of major depression in neurological patients goes 
undiagnosed and untreated, leading to preventable 
suffering and worse neurological outcomes⁷. 

This care gap underscores the urgent need for a 
more holistic, coordinated, and accessible model of care—
one that is inherently provided by the discipline of Family 
Medicine. The Family Physician (FP) is uniquely 
positioned to bridge the divide between neurology and 
psychological care. As a primary care specialist trained in 
a biopsychosocial model, the FP provides continuous, 
comprehensive, and patient-centered care across the 
lifespan and within the context of family and community⁸. 

Approximately 85% of patients with chronic neurological 
conditions have regular contact with a primary care 
provider, who often serves as the first point of contact for 
new symptoms, the coordinator of specialist care, and the 
longitudinal manager of comorbid conditions⁹.  
 
METHODOLOGY 

This narrative review was conducted to synthesize 
current evidence and clinical perspectives on 
psychological care within neurological disorders, 
emphasizing a family medicine framework. A 
comprehensive literature search was performed using 
major electronic databases, including PubMed/MEDLINE, 
PsycINFO, CINAHL, and the Cochrane Library, for 
articles published in English from January 2010 to 
December 2025. Search terms were constructed using 
Medical Subject Headings (MeSH) and keywords 
combining three primary concepts: neurological disorders 
(e.g., "stroke," "dementia," "multiple sclerosis," 
"epilepsy," "Parkinson disease"), psychological aspects 
(e.g., "depression," "anxiety," "psychological care," 
"mental health"), and care models (e.g., "family medicine," 
"primary care," "integrated care," "multidisciplinary 
team"). The initial search yielded a broad set of results, 
which were subsequently refined through review of titles 
and abstracts. 

Inclusion criteria prioritized systematic reviews, meta-
analyses, randomized controlled trials, observational 
studies, and authoritative clinical guidelines that addressed 
the epidemiology of psychological comorbidities, 
evidence-based interventions, care models, or 
implementation challenges.  
Exclusion criteria: Editorials, case reports, and studies 
not available in full text. 
This search and selection strategy aimed to provide a 
robust overview of the landscape rather than a systematic 
appraisal of a single intervention. 

Neurological Disorders and Psychological 
Comorbidities 
Neurological disorders constitute a diverse group of 
conditions affecting the central and peripheral nervous 
systems, representing a leading source of disability and 
dependency globally. Their clinical presentation is rarely 
confined to motor, sensory, or cognitive deficits; rather, 
they are intrinsically linked with a high burden of 
psychological and psychiatric manifestations¹⁰. The 
traditional dichotomy between "neurological" and 
"psychiatric" illness is clinically artificial, as shared 
neurobiological substrates—including neurotransmitter 
system dysregulation, neuroinflammation, and structural 
brain changes—underlie both sets of symptoms¹¹.  
Neurodegenerative Disorders are characterized by 
progressive neuronal loss and are strongly associated with 
neuropsychiatric symptoms. Alzheimer’s disease and other 
dementias are the most common, affecting over 55 million 
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people worldwide¹². Beyond cognitive decline, 
approximately 80-90% of patients will experience 
significant psychological or behavioral symptoms, known 
as Behavioral and Psychological Symptoms of Dementia 
(BPSD)¹³. These include apathy (45-75%), depression (up 
to 50%), agitation/aggression (up to 60%), anxiety (30-
50%), and psychosis (30-50%).¹³ Parkinson’s disease, 
primarily a movement disorder, is similarly fraught with 
psychological complications. The point prevalence of 
major depression is estimated at 35%, while anxiety 
disorders affect 30-40% of patients¹⁴. Additionally, up to 
40% of patients may experience psychosis (hallucinations, 
delusions), often as a side effect of dopaminergic therapy, 
and 40-50% will develop dementia over the disease 
course¹⁴. 

Cerebrovascular Disorders, primarily stroke, offer a 
clear model of brain-behavior relationships. Stroke is a 
leading cause of adult disability, and its psychological 
sequelae are devastatingly common. Post-stroke 
depression (PSD) affects approximately 30% of survivors 
at any point in time, with a cumulative incidence reaching 
55%¹⁵. PSD is independently associated with increased 
mortality, poorer functional recovery, and greater 
cognitive impairment¹⁵. Post-stroke anxiety occurs in 20-
25% of patients, often co-occurring with depression. 
Emotional lability (pseudobulbar affect) is present in 15-
20% of patients, and marked apathy is observed in 20-
40%¹⁵. 
Autoimmune and Inflammatory Neurological Diseases, 
such as Multiple Sclerosis (MS), demonstrate the profound 
impact of neuroinflammation on mood and cognition. 
Depression is the most common comorbidity in MS, with 
lifetime prevalence estimates as high as 50% and annual 
prevalence around 20-25%¹⁶. The risk of depression in MS 
is 2-3 times higher than in the general population or in 
persons with other chronic illnesses¹⁶. Anxiety disorders 
are present in 35-40% of patients. Furthermore, clinically 

significant fatigue—a symptom straddling neurological 
and psychological domains—affects 75-90% of MS 
patients and is a major determinant of reduced quality of 
life¹⁶. 
Epilepsy is defined by recurrent seizures, but its 
psychosocial burden is immense. The relationship between 
epilepsy and psychiatry is bidirectional. People with 
epilepsy have a 2-5 times higher risk of developing 
depression, and those with depression have a 3-7 times 
higher risk of developing epilepsy¹⁷. Lifetime prevalence 
of depression in epilepsy populations ranges from 30% to 
50%, while anxiety disorders affect 20-40%. Importantly, 
psychiatric symptoms can be peri-ictal, occurring as 
premonitory symptoms before a seizure, or as post-ictal 
phenomena. Psychogenic non-epileptic seizures (PNES) 
also highlight this intersection, requiring careful 
differentiation from epileptic seizures¹⁷. 

Chronic Headache Disorders, particularly migraine, are 
strongly linked to psychiatric illness. Migraine with aura is 
associated with an increased risk for mood and anxiety 
disorders. Population-based studies show the prevalence of 
depression is 2-4 times higher in individuals with migraine 
compared to those without¹⁸. The comorbidity with anxiety 
disorders, including generalized anxiety and panic 
disorder, is even stronger, with odds ratios ranging from 
3.5 to 5.0¹⁸.  

Traumatic Brain Injury (TBI), even of mild severity, can 
lead to a constellation of chronic neuropsychiatric 
problems. Post-concussion syndrome often includes 
depression, anxiety, irritability, and apathy. Major 
depression develops in approximately 30-50% of 
individuals within the first year following moderate to 
severe TBI¹⁹. Anxiety disorders are reported in 20-30% of 
cases. Furthermore, disinhibition, aggression, and marked 
personality changes are common sources of caregiver 
distress and social disruption¹⁹. The prevalence of these 
comorbidities is summarized in Table 1 as follows: 

 
Table 1: Prevalence of Common Psychological Comorbidities in Selected Neurological Disorders 

Neurological Disorder Depression Anxiety Disorders Other Prominent Psychological 
Symptoms 

Alzheimer’s/Dementia Up to 50%¹³ 30-50%¹³ Apathy (45-75%), Agitation (60%), 
Psychosis (30-50%)¹³ 

Parkinson’s Disease ~35%¹⁴ 30-40%¹⁴ Apathy (40%), Psychosis (40%), 
Impulse Control Disorders¹⁴ 

Post-Stroke 30% (point); 55% 
(cumulative)¹⁵ 

20-25%¹⁵ Apathy (20-40%), Emotional Lability 
(15-20%)¹⁵ 

Multiple Sclerosis Lifetime: ~50%; 
Annual: 20-25%¹⁶ 

35-40%¹⁶ Pathological Fatigue (75-90%)¹⁶ 

Epilepsy 30-50% (lifetime)¹⁷ 20-40%¹⁷ Peri-ictal Psychiatric Symptoms, 
Psychosis¹⁷ 

Migraine 2-4x population risk¹⁸ 3.5-5x population risk¹⁸ -- 
Traumatic Brain 
Injury 

30-50% (first year post-
moderate/severe)¹⁹ 

20-30%¹⁹ Irritability, Aggression, Disinhibition¹⁹ 
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      The mechanisms underlying these comorbidities are 
complex and multifactorial, best understood through a 
biopsychosocial framework. Biologically, they may be a 
direct result of lesion location (e.g., left frontal stroke), 
neurodegeneration in mood-related circuits (e.g., frontal-
striatal pathways in PD), neuroinflammation (e.g., 
cytokine release in MS), or medication side effects. 
Psychologically, the adjustment to a chronic, 
unpredictable, and often disabling condition is a profound 
stressor, involving grief, fear, and threats to self-identity. 
Socially, stigma, social isolation, and financial strain 
exacerbate distress²⁰. 

Role of Family Medicine in Holistic Care 
The management of chronic neurological disorders 

with their intricate psychological and social dimensions 
demands a care model that transcends the traditional, 
episodic, and organ-specific approach of pure specialty 
medicine. Family Medicine, grounded in a distinct set of 
core principles, offers the essential framework for this 
holistic care. It provides continuous, comprehensive, and 
patient-centered management that is uniquely suited to 
address the longitudinal and multifaceted needs of patients 
with neurological conditions and their families¹⁰.   

The practice of Family Medicine is defined by 
several interdependent principles that collectively facilitate 
holistic care. These include: (1) Continuity of Care, which 
entails a sustained healing partnership with patients and 
families over time and across various health events; 
(2) Comprehensiveness, addressing the vast majority of 
patient concerns, whether biological, behavioral, or social; 
(3) Patient-Centered Care, which seeks to understand the 
patient’s unique experience of illness within their personal 
and familial context; (4) Family and Community 
Orientation, recognizing the family as a unit of care and 
understanding the community’s resources and influences; 
and (5) Coordination of Care, integrating the services 
provided by other specialists and healthcare entities to 
ensure seamless management15. These principles are not 
abstract ideals but practical guides that directly counteract 
the fragmentation commonly experienced by neurological 
patients. 

Applied to neurological care, these principles 
transform the clinical approach. Continuity allows the 
Family Physician (FP) to monitor the subtle progression of 
a disorder like Parkinson’s disease, recognize the early 
signs of depression or caregiver burnout that might be 
missed in a brief specialty visit, and provide consistent 
counseling and support through stages of grief and 
adjustment11. Comprehensiveness ensures that the FP 
manages not only the neurological condition but also its 
common comorbidities—such as hypertension in stroke, 
constipation in Parkinson’s, or medication-overuse 
headache in migraine—alongside the ever-present 

psychological sequelae. This whole-person view prevents 
the dangerous compartmentalization of care. The patient-
centered approach is paramount in neurology, where 
diseases often threaten core aspects of identity and 
autonomy. The FP explores what the diagnosis means to 
the patient, their fears about dependency, their personal 
goals for treatment (e.g., maintaining the ability to read 
versus walking unaided), and tailors the management plan 
accordingly¹³. 

Crucially, the family orientation of Family Medicine 
formally recognizes the caregiver’s health as within the 
clinical purview. The FP is positioned to routinely screen 
the caregiver for depression and anxiety, offer respite 
strategies, provide education on disease management, and 
facilitate family meetings to navigate difficult decisions, 
thereby supporting the very foundation of the patient’s 
home care17. Finally, coordination is perhaps the most 
active and critical role. The FP acts as the central hub of 
the patient’s healthcare, interpreting and reconciling 
recommendations from the neurologist, psychiatrist, 
physiotherapist, and social worker, ensuring medications 
do not interact adversely, and communicating key changes 
in the patient’s status to the specialist team¹⁵. This 
coordinated function mitigates against polypharmacy, 
contradictory advice, and medical errors. 

The Family Physician’s role within this MDT is that 
of an integrator and longitudinal guide. They are 
responsible for convening the team’s efforts around a 
unified care plan. For example, in managing a patient with 
MS, the FP would: monitor for bladder infections and 
provide general health maintenance; screen for and initiate 
treatment for depression; assess the spouse’s stress levels; 
ensure the immunizations are compatible with disease-
modifying therapies prescribed by the neurologist; and 
refer to physiotherapy for spasticity management²⁰. This 
model ensures that care is not 
merely multidisciplinary (with multiple professionals 
working in parallel) but truly interdisciplinary, with 
collaborative communication and shared goals²¹. 

Implementing this model, however, faces systemic 
challenges. These include time constraints during primary 
care visits, inadequate reimbursement for care 
coordination activities, siloed electronic health records that 
impede information sharing, and a shortage of accessible 
mental health professionals for referral²². Despite these 
barriers, evidence supports the effectiveness of integrated, 
team-based care. Studies of collaborative care models for 
depression in chronic illnesses, including neurological 
conditions, consistently show superior patient outcomes, 
improved quality of life, and better adherence to treatment 
compared to usual care²³. Furthermore, proactive, primary 
care-led management has been shown to reduce 
unnecessary hospitalizations and emergency department 
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visits for ambulatory-care-sensitive conditions in 
vulnerable populations with complex needs²⁴. 
Evidence-Based Psychological Interventions in 
Neurology 

The high prevalence of psychological comorbidities 
in neurological disorders necessitates not only their 
recognition but also the application of effective, evidence-
based treatments. While pharmacological management 
remains a cornerstone, psychological interventions offer 
critical benefits, including the development of coping 
skills, addressing maladaptive thought patterns, and 
improving overall quality of life without the additional 
burden of drug side effects¹¹. These interventions are not 
generic mental health support but are often adapted to 
address the unique cognitive, emotional, and physical 
challenges posed by specific neurological conditions²². 

Cognitive-Behavioral Therapy stands out as the 
most extensively researched psychological intervention in 
medical populations, with strong empirical support in 
neurology. While CBT demonstrates generalized 
effectiveness across disorders, the evidence is most robust 
when examining its condition-specific applications. In 
stroke rehabilitation, meta-analyses indicate CBT is 
effective for post-stroke depression, significantly reducing 
depressive symptoms compared to usual care¹³. For 
Multiple Sclerosis, CBT adapted for fatigue management 
has proven beneficial, leading to measurable 
improvements in fatigue severity and daily functioning¹⁵. 
Furthermore, CBT is considered a first-line behavioral 
treatment for chronic migraine and tension-type headache, 
often combined with pharmacotherapy, resulting in 
reduced headache frequency and associated disability 25. 

Barriers to Integration of Psychological Care in 
Neurological Practice 

Despite robust evidence demonstrating the high 
prevalence and clinical significance of psychological 
comorbidities in neurological disorders, and the proven 
efficacy of various interventions, a persistent chasm exists 
between this knowledge and its routine application in 
clinical practice²⁵. The integration of psychological care 
into standard neurological treatment plans remains 
inconsistent and fraught with obstacles²⁶. These barriers 
operate at multiple levels of the healthcare system, 
affecting both specialist neurologists and primary care 
family medicine practitioners who are crucial in the care 
continuum.  

At the systemic and structural level, significant 
constraints hinder integration. The dominant fee-for-
service reimbursement model in many healthcare systems 
prioritizes brief, procedure-focused visits over the time-
intensive counseling and care coordination required for 
managing complex psychosocial needs²⁷. Most billing 
codes do not adequately compensate for activities like 

screening for depression, conducting a family assessment, 
or communicating with multiple providers, creating a 
financial disincentive for integrated care²⁸. 
Furthermore, siloed care deliveryis a major structural 
barrier. Neurology and mental health services often 
operate in separate physical and administrative systems 
with poor communication channels. The lack of integrated 
electronic health records (EHRs) or shared care plans 
between primary care, neurology, and psychiatry leads to 
fragmented care, contradictory recommendations, and 
polypharmacy risks²⁹. Finally, there is a 
widespread shortage of accessible mental health 
professionals, particularly those with expertise in 
neuropsychiatry or experience with medically complex 
patients. Long wait times for referrals result in treatment 
delays, during which psychological symptoms worsen and 
undermine neurological outcomes³⁰. 

Professional-level barriers are equally formidable. A 
primary challenge is the severe time constraint during 
clinical encounters. Neurologists often manage packed 
schedules focused on diagnostic evaluation, interpretation 
of tests, and adjustment of disease-specific medications, 
leaving little room for in-depth exploration of mood or 
caregiver stress³¹. Similarly, family physicians face 
competing demands of managing multiple chronic 
conditions and acute presentations within a standard 15-20 
minute visit, making comprehensive neurological-
psychosocial assessment feel unfeasible³². Gaps in training 
and confidence also play a role. Many neurologists receive 
limited formal education in psychiatry, leading to 
discomfort in diagnosing or initiating treatment for 
conditions like depression or anxiety³³. Conversely, family 
medicine practitioners may lack specific training in 
recognizing the unique presentations of psychological 
distress in conditions like Parkinson’s or epilepsy, where 
symptoms can be atypical³⁴. This can contribute 
to diagnostic overshadowing, where psychological 
symptoms are incorrectly attributed solely to the 
neurological diagnosis and thus left untreated³⁵. 

Patient-related factors and pervasive stigma further 
complicate integration. Patients with neurological 
disorders may perceive mental health symptoms as a 
personal failing or a sign of weakness, not as a 
neurobiologically-based component of their illness³⁶. They 
may fear that reporting depression or anxiety will detract 
attention from their "primary" neurological care or lead to 
being labeled as a "psychiatric case".³⁷. Cognitive and 
physical limitations inherent to many neurological 
disorders (e.g., aphasia, cognitive impairment, fatigue) can 
also be barriers. These limitations make it difficult for 
patients to engage in standard talk therapies, attend regular 
appointments, or even articulate their emotional state, 
requiring adapted approaches that are not always 
available³⁸. Table 2 synthesizes these multi-level barriers. 
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Table 2: Multilevel Barriers to Integrating Psychological Care in Neurological Practice 
Level Barrier Category Specific Challenges 
Systemic Reimbursement & 

Financial 
Inadequate payment for screening, counseling, and care coordination; 
favoritism towards procedural care27, 28.  

Care Fragmentation Siloed neurology, primary care, and psychiatry services; lack of shared EHRs 
and communication protocols31, 32 .  

Workforce Shortage Limited availability of neuropsychologists, psychiatrists, and therapists 
trained in neurorehabilitation27, 33. 

Professional Time Constraints Overbooked clinics limit time for in-depth psychosocial assessment in both 
neurology and FM35.  

Training & Competency 
Gaps 

Neurologists under-trained in psychiatry; FM providers under-trained in 
neurology-specific psychopathology36.  

Diagnostic 
Overshadowing 

Attributing psychological symptoms purely to neurological disease, leading to 
therapeutic nihilism36. 

Patient Stigma & Attitudes Reluctance to accept a "mental health" diagnosis; fear of not being taken 
seriously38.  

Disease-Related 
Limitations 

Cognitive impairment, aphasia, fatigue, and mobility issues hindering 
engagement in assessment/therapy. 

 
 

These barriers create a cyclical pattern of neglect. 
Systemic constraints limit professional time and 
resources, which contributes to training gaps and low 
confidence, resulting in under-detection. Patient stigma 
and access issues then ensure that even when identified, 
needs often go unmet³⁹. The consequence is that a 
majority of patients with neurological disorders and 
comorbid depression or anxiety do not receive minimally 
adequate treatment, leading to worse health outcomes, 
higher healthcare utilization, and preventable suffering⁴⁰. 

Overcoming these barriers requires deliberate, 
multi-pronged strategies. These include advocating for 
policy changes to create sustainable payment models for 
integrated care, developing collaborative care models 
with co-located or tightly linked services, and investing in 
telepsychiatry and digital health tools to improve access⁴¹. 

Professionally, enhancing interdisciplinary 
education and creating clear, simple screening and referral 
pathways within clinical workflows are essential steps⁴². 

For family medicine, which operates at the nexus of 
these challenges, the role is particularly critical. FPs must 
leverage their longitudinal relationships to overcome 
stigma, use structured tools for efficient screening, and act 
as persistent navigators and coordinators within a 
fractured system to ensure their patients with neurological 
disorders receive the holistic care they require8. 

 
LIMITATIONS 

This review has several limitations that should be 
considered. As a narrative synthesis, it does not represent 
a systematic review or meta-analysis, and therefore may 
be subject to selection bias in the cited literature, 
potentially overlooking some relevant studies. The focus 
on English-language publications and a specific 

timeframe may exclude important contributions from 
other regions or earlier foundational work. Furthermore, 
the broad scope covering multiple neurological disorders, 
while necessary for the family medicine perspective, 
precludes an in-depth, condition-specific analysis of each 
psychological intervention or care model.  

The recommendations for integrating care, though 
evidence-based, are also constrained by the significant 
heterogeneity in global healthcare systems, financing 
structures, and resource availability, which may affect 
their generalizability and immediate implementation in all 
practice settings. 
 
CONCLUSION 

The intersection of neurological and psychological 
health is a critical nexus for improving patient outcomes. 
Evidence confirms that psychological comorbidities are 
highly prevalent, intrinsically linked to disease 
mechanisms, and worsen neurological prognosis. A 
purely neurological approach is therefore insufficient. 
The family medicine model, with its principles of 
continuity, comprehensiveness, and coordination, 
provides the essential framework for holistic care. As the 
consistent hub for longitudinal management, the family 
physician ensures routine screening, delivers first-line 
intervention, supports caregivers, and navigates the 
necessary multidisciplinary network.  

Overcoming systemic, professional, and patient-
level barriers to integration is a pressing challenge. 
Prioritizing collaborative, primary care-anchored models 
is an ethical and clinical imperative to alleviate the full 
burden of neurological disease. 
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