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The patient stories in this book are 
drawn from published case literature, 
patient advocacy communities, and 
clinical observation. Names, details, and 
circumstances have been changed or 
combined. No story represents a single 
individual. These narratives reflect the 
real landscape of post-surgical recovery 
— what patients experience, even when no 
one is looking for it.



For every patient who has sat across 
from me and asked,

"Am I still me?"

You are.
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Before We Begin

This page is yours.

You are holding this book for a 

reason. Maybe you just had surgery. Maybe 

it was months ago and you still don't 

feel like yourself. Maybe someone you 

love is going through this, and you're 

looking for answers.

Whatever brought you here, I want you 

to pause before reading further. Take a 

moment to write — right here, in this 

book. It belongs to you now.

Today's date:

My surgery was:

Right now, I feel:



What I'm hoping to find in this book:

The thing I most want someone to 

understand about what I'm going through:

There are no wrong answers. You don't 

have to fill in every space. You don't 

even have to write in complete sentences. 

This is between you and the page.
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At the end of this book, you'll find 

another page like this one — a place to 

look back and see how far you've come. 

Recovery is not a straight line, and it 

doesn't always feel like progress while 

you're in it. But having a marker of 

where you started can become one of the 

most powerful things you carry forward.

If you'd rather not write in the book, 

that's fine too. But I'd encourage you to 

try. There is something about putting pen 

to paper that makes the invisible feel 

real.

When you're ready, turn the page.

— Dr.Whitney



Introduction: The 
Conversation We Don't Have

"The most important things are the 

hardest to say."

— Stephen King

I am a neurosurgeon. Not the gray-

haired kind with thirty years of practice 

behind them. I'm early in my career, 

still learning.

I've held human brains in my hands. 

I've removed tumors from places no 

instrument should have to reach. I've 

watched patients wake up from surgery, 

squeeze my fingers on command, and smile 

at their families. And I've made the 

mistake that most neurosurgeons make for 

their entire careers. I called that a 

success and moved on to the next case.

The surgery was a success. The tumor 

was out. The patient was neurologically 

intact. But nobody asked what happened to 

the person inside.

It happens more often than the 

literature suggests. A woman, three 

months out from a meningioma resection, 

clean scans, clear neurological exam. 
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Everything looks perfect on paper. Then, 

quietly, almost apologetically: "I don't 

feel like myself anymore."

I didn't have a good answer for her. I 

told her to give it time.

A man returns after temporal lobe 

surgery. His wife is with him. His scans 

are clean. He can walk, talk, read, 

drive. But his wife pulls the surgeon 

aside in the hallway: "He's not the same 

person. He looks the same. But he's not 

the same." She isn't angry. She's scared.

I didn't have a good answer for her 

either.

Then there is the patient who reports, 

matter-of-factly, that he cries for no 

reason now. Multiple times a day. He'd 

never been a crier. "Is this normal?" he 

asks. "Will it stop?"

I looked it up. It turns out 

pseudobulbar affect — involuntary 

emotional expression — is a well-

documented consequence of certain brain 

injuries. It was in the literature the 

whole time. Nobody had told him.

These conversations kept happening. 

Patients who were, by every clinical 

metric, recovering well — and who were, 

by every human metric, falling apart. And 

every time, the same pattern: they 

apologized for bringing it up. As if 

their emotional suffering was an 



inconvenience. As if the fact that they 

were alive meant they had no right to 

struggle.

That pattern is what made me write 

this book.

I started reading the research. What I 

found — and what I didn't find — changed 

the way I think about what we do. We have 

built extraordinary systems for measuring 

what we can see. Tumor margins. 

Neurological function. Complication 

rates. Length of stay. We track these 

metrics obsessively, publish papers about 

them, build careers around improving 

them. And we should — they matter.

But there's another category of 

outcome that we barely track at all. The 

emotional life of the person who woke up 

from surgery with a different brain than 

the one they went under with.

This book exists because that category 

of outcome has no home. No clinical 

framework. No patient-facing resource. No 

standard protocol. I looked for one — for 

a book I could hand to a patient and say, 

"Read this. It will help you understand 

what you're going through." That book 

didn't exist. So I wrote it.
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What This Book Is

This is a guide written by a 

neurosurgeon for people who have had 

brain surgery — or who love someone who 

has.

It is not medical advice. I am not 

your doctor in these pages. I am a 

surgeon who has watched patients navigate 

the territory you're in now, and I'm 

sharing what I've learned from them, from 

the research, and from my own honest 

reckoning with what our field gets right 

and what we miss.

It is not therapy. But it may help you 

recognize when therapy would serve you, 

and it will give you language for 

experiences that are hard to name. One of 

the cruelest aspects of post-surgical 

emotional change is that it often robs 

you of the very words you need to 

describe what's happening. This book 

tries to give some of those words back.

It is not a promise that you'll "get 

back to normal." I won't insult you with 

that. Your brain changed. That's real. 

What I will offer you is something I 

believe is more honest and more useful: a 

map for moving forward. Not backward to 

who you were — forward, into who you're 

becoming.



And it is grounded in science. Not 

wishful thinking, not platitudes, not the 

kind of vague reassurance that made you 

stop trusting people who said "you'll be 

fine." Throughout this book, I use a 

simple evidence rating system so you 

always know where the research stands on 

what I'm recommending.

Here's how it works:

Tier 1 means strong evidence — 

randomized controlled trials, clinical 

guidelines, the kind of data that would 

satisfy the most skeptical colleague at a 

medical conference.

Tier 2 means emerging evidence — pilot 

studies, observational research, strong 

mechanistic data. Not proven beyond 

doubt, but promising enough that I'd 

recommend it to my own family.

Tier 3 means early-stage evidence — 

preclinical research, animal studies, or 

strong theoretical basis. Worth knowing 

about, clearly labeled, and never 

presented as more than it is.

Tier 4 means experiential — patient-

reported, community-observed, not yet 

studied formally. I include these because 

some of the most important things 

patients have taught me don't have 

clinical trials behind them yet. But I'll 

always tell you when that's the case.
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I will never present a Tier 3 finding 

as if it were Tier 1. And I will never 

withhold a Tier 2 or Tier 3 tool just 

because it hasn't been through the full 

gauntlet of academic validation. You 

deserve to know what's available. You 

deserve to make informed decisions. What 

you don't deserve is a doctor who hides 

useful information behind the excuse of 

"not enough evidence" while you struggle 

without help.

What You're Going Through

Here is what I know from the patients 

I've treated, from the research, and from 

paying closer attention than I used to:

Between 30 and 70 percent of people 

who have brain surgery experience 

emotional or personality changes 

afterward. That's not a small number. 

That's somewhere between a third and two-

thirds of every person who goes through 

what you went through.

These changes show up in ways that 

don't always look like what people 

expect. Some patients describe a flatness 

— a muting of emotions that used to come 

easily. Joy that doesn't arrive when it 

should. Anger that arrives when it 

shouldn't. Some patients become more 



irritable, more impulsive, or more 

anxious, and their families assume it's 

stress, or attitude, or ingratitude. It's 

not. It's neurology.

Other patients report something harder 

to name: the sense that they are somehow 

different. Not damaged, exactly. Not 

broken. Just... not the same person who 

went into surgery. Their memories are 

intact. Their name is the same. But 

something behind the eyes has shifted, 

and they can feel it even when no one 

else can see it.

And here's the part that should make 

every neurosurgeon uncomfortable: our 

standard screening tools miss 40 to 60 

percent of those changes. The 

questionnaires we use — the PHQ-9 for 

depression, the GAD-7 for anxiety — they 

were designed for general psychiatric 

populations. They ask about sadness, 

worry, sleep, appetite. Important 

questions, but not the right questions. 

They do not ask about the things patients 

actually report: the strange feeling that 

they're not quite themselves anymore. The 

emotional flatness that doesn't register 

as "sadness" on any scale. The 

irritability that comes from neurological 

rewiring, not character failure. The 

grief for a version of themselves that no 

longer exists.
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I've reviewed the research 

extensively. The literature on surgical 

outcomes after brain surgery is rich — 

survival rates, tumor margins, 

complication rates, functional recovery. 

We are very good at measuring what we can 

measure. But the literature on emotional 

recovery is remarkably thin. A study of 

meningioma patients found that the burden 

of emotional and social changes persisted 

for more than nine years after surgery. 

Nine years. And most post-surgical 

follow-up protocols end at six months.

We discharge patients into a void. We 

tell them to call if they have headaches, 

vision changes, or seizures. We do not 

tell them to call if they feel like a 

stranger in their own body. We do not 

tell them that grief, identity confusion, 

and emotional dysregulation are 

documented, common, and treatable 

consequences of the surgery that saved 

their life.

These are not psychiatric symptoms in 

the traditional sense. They are 

neurological realities. And they are some 

of the most distressing experiences a 

human being can have — precisely because 

nobody warned you they were coming, 

nobody told you they were normal, and 

nobody gave you a framework for 

understanding them.



This book is that framework.

How to Use This Book

You don't have to read this book from 

cover to cover. You don't have to read it 

in order. You don't have to read it all 

at once.

I say this because I know what 

cognitive fatigue feels like — I've 

watched hundreds of patients describe it. 

The words swim. The attention wanders. 

Three pages feel like thirty. If that's 

where you are right now, that's okay. 

Read what you can. Put the book down. 

Come back to it. It will wait for you.

Here's my recommendation for where to 

start, based on where you are:

If you're in the early weeks after 

surgery — start with Part 1. 

Understanding what happened to your brain 

is the foundation for everything else. 

Then skip to Chapter 12 for the practical 

tools you can start using today. Come 

back to the emotional chapters when 

you're ready.

If you're months out and struggling 

with identity, emotion, or "who am I now" 

— start with Part 2. Chapters 5 through 8 

are the emotional heart of this book. 
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They name the experiences that nobody 

else is naming for you.

If you're a caregiver — start with 

Chapter 13. It was written for you. Then 

read Part 2 so you can understand what 

your person is going through from the 

inside.

If you're a clinician — read Appendix 

G first. Then read the whole thing, 

because your patients are living this 

whether you screen for it or not.

If you want practical tools and don't 

care about the theory — turn to Chapter 

12 right now. It's the longest chapter in 

the book, and it's the practical heart of 

everything I've learned. Body practices, 

nervous system tools, emotional 

strategies, cognitive rehabilitation — 

organized so you can build your own 

recovery protocol one step at a time.

Every recommendation in that chapter — 

every supplement, every device, every 

practice — comes with its evidence tier 

clearly marked. You'll always know what's 

strongly supported, what's emerging, and 

what's early-stage. No guessing. No hype. 

Just honest information so you can make 

your own choices.



A Note About This Project

This book has a companion pamphlet — a 

shorter version designed for doctor's 

offices, hospital discharge packets, and 

waiting rooms. If someone handed you that 

pamphlet and it led you here, I'm glad. 

That means the system is working the way 

I intended.

There is also a website with 

interactive tools, including a recovery 

self-assessment and a protocol builder 

that helps you put together a 

personalized recovery plan based on where 

you are in the process. The website 

address is printed on the back of the 

pamphlet and at the end of this book.

Website: [stillyourecovery.com]

(https://stillyourecovery.com) Pamphlet: 

Still You: What to Know About Emotional 

Recovery After Brain Surgery (available 

as a free download at the website)

And there is a companion research 

paper, published in an open-access 

journal, documenting the gap in clinical 

literature that this book was built to 

fill. If you're a researcher, a 

clinician, or someone who wants to see 

the academic foundation for what's 

written here, that paper is freely 

available. No paywall. No institutional 

access required. Because information 
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about how to recover from brain surgery 

should not cost money to read.

Before We Begin

I want to say one more thing before we 

start.

If you are reading this book, 

something happened to you that most 

people will never understand. You had 

someone open your skull and work on the 

organ that makes you you. That is not a 

minor medical event. It doesn't matter if 

your surgeon called it "routine." It 

doesn't matter if your scans look clean. 

It doesn't matter if everyone around you 

says you seem fine.

You know something changed. And you're 

right.

This book is my attempt to sit with 

you in that knowledge. Not to fix it. Not 

to minimize it. Not to rush you through 

it. Just to say: I see what happened to 

you. I understand more of it than I used 

to. And you are not alone.

You are still you. The pages ahead 

will show you why I believe that, and 

what you can do with it.

Let's begin.
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Chapter 1: The Surgery — 
What Actually Happened In 

There

"The brain is wider than the sky."

— Emily Dickinson

You were asleep. Your skull was open. 

Someone was working inside the most 

complex organ in the known universe. And 

then they closed you up and sent you home 

with a list of medications and a follow-

up appointment.

You deserve to know what happened in 

between.

I don't say that because the details 

are pleasant. I say it because not 

knowing is worse. The imagination fills 

in gaps with fear, and fear makes 

everything harder — healing included. So 

here, in plain language, is what happened 

during your surgery, what happened to the 

tissue around the work zone, and what 

your brain is doing right now as it heals.



What Brain Surgery Actually Looks 
Like

Let me walk you through the basics, 

because most patients have never been 

told.

If you had a craniotomy — the most 

common type of open brain surgery — the 

process started before you were asleep. 

Your head was fixed in position using a 

frame with pins. Not comfortable, but 

necessary. The surgeon needs your head to 

stay absolutely still, down to the 

millimeter.

Once you were under anesthesia, the 

first cut was through your scalp. The 

scalp has a rich blood supply, so this 

step involves more bleeding than you 

might expect, even though it's 

controlled. Then the surgeon pulled back 

a flap of skin and muscle to expose the 

skull.

Next came the bone. Using a high-speed 

drill, the surgeon created small holes — 

called burr holes — in your skull. A thin 

saw was then used to connect those holes, 

cutting out a piece of bone called a bone 

flap. That flap was set aside. It would 

go back in at the end.

Underneath the bone is the dura mater 

— a tough, leathery membrane that covers 

your brain. The surgeon cut through the 
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dura carefully, folded it back, and there 

it was: your brain. Pink-gray, pulsing 

gently with each heartbeat, covered in a 

fine web of blood vessels.

From that point, the specifics 

depended on what needed to be done. Maybe 

the surgeon was removing a tumor. Maybe 

they were clipping an aneurysm or 

repairing a blood vessel. Maybe they were 

implanting electrodes. Whatever the goal, 

the surgeon worked under a microscope or 

endoscope, using instruments designed for 

a scale that's hard to imagine until 

you've held them. Some of these 

instruments are the width of a pencil 

lead. The margins of error are measured 

in millimeters, sometimes less.

If you had an awake craniotomy — where 

you were woken up during the procedure to 

test function in real time — you 

experienced something even more unusual. 

The surgeon stimulated areas of your 

brain with a small electrode while asking 

you to talk, move your hands, or identify 

pictures. If stimulation disrupted a 

function, the surgeon knew that area was 

off-limits. You may remember fragments of 

this, or none of it at all. Both are 

normal.

When the work was done, the dura was 

closed, the bone flap was replaced and 

secured with tiny plates and screws, the 



scalp was sutured or stapled, and you 

were taken to recovery.

That's the short version. The surgery 

itself may have lasted two hours or 

twelve. And every minute of it involved 

decisions — hundreds of them — that you 

will never know about and shouldn't have 

to.

What you should know about is what 

happened to the tissue around the area 

where the surgeon worked. Because that's 

where a lot of your current experience is 

coming from.

What Your Procedure Was Designed to 
Do

Not all brain surgeries are the same, 

and the type of procedure you had matters 

for your recovery. Let me briefly 

describe the most common ones, so you can 

understand where yours fits.

Craniotomy for tumor removal is one of 

the most common reasons someone ends up 

in my operating room. The goal is to 

remove as much of the tumor as safely 

possible while preserving function. 

Depending on the tumor's location, this 

may involve working near areas that 

control movement, language, emotion, or 

personality. Some tumors have clear 
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borders. Others blend into normal brain 

tissue like ink in water. The surgeon 

makes judgment calls about how much to 

take — and those calls are never simple.

Endoscopic procedures use a thin 

camera inserted through a small opening, 

often through the nose or a single burr 

hole. These are less invasive than a full 

craniotomy but still involve working 

inside the brain. Pituitary tumors, 

hydrocephalus, and some cysts are often 

treated this way.

Aneurysm clipping and AVM repair 

involve work on blood vessels inside or 

near the brain. An aneurysm is a weak 

spot in a blood vessel wall that balloons 

out and can rupture. An AVM — 

arteriovenous malformation — is a tangle 

of abnormal blood vessels. Both require 

delicate work in areas where even small 

bleeding can have large consequences.

Shunt placement is done for 

hydrocephalus — a buildup of 

cerebrospinal fluid that puts pressure on 

the brain. A tube is placed to drain 

excess fluid to another part of the body, 

usually the abdomen. It sounds 

straightforward, but the brain adapts to 

pressure changes, and the adjustment 

period can involve headaches, fatigue, 

and changes in thinking and mood.



Deep brain stimulation involves 

implanting electrodes deep in the brain, 

connected to a battery pack under the 

skin of the chest. It's used for 

Parkinson's disease, essential tremor, 

and increasingly for other conditions. 

The surgery itself is precise, but the 

programming of the device — finding the 

right electrical settings — is its own 

process that can take months.

Stroke interventions include 

thrombectomy, where a clot is removed 

from a blood vessel to restore blood 

flow, and hemicraniectomy, where a piece 

of skull is temporarily removed to give a 

swelling brain room to expand without 

being crushed against bone. These are 

emergency procedures, often done when 

everything is chaotic, and patients 

frequently wake up with little 

understanding of what happened.

Stereotactic biopsy involves inserting 

a needle through a small hole in the 

skull to take a tissue sample from deep 

within the brain. It's guided by imaging 

— CT or MRI — and used when a lesion 

needs to be identified but is too deep or 

too risky to remove surgically. The 

needle passes through normal brain tissue 

to reach the target, which means it 

creates a small track of disrupted cells 

along the way. Patients are sometimes 
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told this is "minimally invasive," and 

compared to a full craniotomy, it is. But 

any procedure that puts an instrument 

inside the brain is not minor.

Each of these procedures affects 

different parts of the brain, different 

neural circuits, and different aspects of 

who you are. There is no one-size-fits-

all recovery, and anyone who tells you 

otherwise isn't paying close enough 

attention.

What Happened to the Surrounding 
Tissue

Here's the part nobody talks about 

enough: the thing that's making you feel 

the way you feel right now may not be the 

surgery itself. It may be your brain's 

response to the surgery.

When a surgeon works inside your 

brain, the target — the tumor, the clot, 

the aneurysm — is the focus. But the 

brain doesn't respond to surgery the way 

a leg or an abdomen does. The brain is 

different. It is encased in a rigid 

skull, it floats in fluid, and it is 

exquisitely sensitive to being touched, 

moved, or deprived of blood supply, even 

temporarily.



Edema — swelling — is your brain's 

most immediate response to surgery. Just 

as your ankle swells after a sprain, your 

brain swells after surgery. But your 

brain can't swell outward. It's trapped 

inside bone. So the swelling pushes 

inward, compressing surrounding 

structures. This compression can affect 

areas far from the surgical site, which 

is why you may have symptoms that don't 

seem related to where the surgeon worked. 

A patient who had a right frontal tumor 

removed might experience language 

difficulties, for instance, because the 

swelling reached the left hemisphere 

where language lives. This is why many 

patients feel worse in the first few days 

after surgery than they expected. The 

edema typically peaks around 48 to 72 

hours and then gradually resolves over 

weeks, aided by steroids like 

dexamethasone. But traces of swelling can 

linger for months, and during that time, 

the functions of the compressed areas may 

be unreliable.

Retraction is what happens when the 

surgeon needs to move brain tissue aside 

to reach the target. Imagine gently 

pushing aside the pages of a book to read 

a sentence in the middle — except the 

pages are living tissue with blood 

vessels and neural pathways running 
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through them. Modern techniques have 

gotten much better at minimizing 

retraction — gravity-assisted 

positioning, specialized corridors, 

endoscopic approaches that require less 

tissue displacement. But it can't always 

be avoided, and the tissue that was moved 

aside may be bruised or temporarily 

disrupted. The effects are usually 

reversible, but "usually" and "always" 

are different words, and the recovery of 

retracted tissue adds to the overall 

healing timeline.

Vascular changes occur because the 

brain's blood supply is extraordinarily 

intricate. Your brain accounts for about 

two percent of your body weight but uses 

twenty percent of your blood supply. 

Small blood vessels may be cauterized or 

cut during surgery. The blood flow that 

used to go one way now reroutes. This is 

usually manageable — the brain has 

redundancy built in — but the areas 

downstream from disrupted vessels may 

function differently for a while, 

sometimes permanently. Even temporary 

changes in blood flow can cause symptoms 

that feel disproportionate to what seems 

like a small surgical footprint.

Inflammation is the big one. Your 

immune system doesn't know the difference 

between a surgical wound and an injury. 



It mounts a healing response — sending 

immune cells to the area, releasing 

chemical signals, cleaning up damaged 

tissue. This is necessary and good. But 

the inflammatory response also affects 

neighboring brain tissue. Think of it as 

collateral healing: the cleanup crew is 

effective, but it makes a mess while it 

works. Some of the most frustrating 

symptoms of early recovery — the mental 

fog, the crushing fatigue, the feeling 

that your brain is moving through mud — 

are driven more by inflammation than by 

the surgery itself.

And there's one more thing that 

doesn't get discussed enough: 

medications. The drugs you were given to 

protect your brain during recovery have 

their own effects. Dexamethasone — the 

steroid prescribed to reduce brain 

swelling — can cause mood swings, 

insomnia, irritability, increased 

appetite, and a strange wired-but-

exhausted feeling that patients find 

deeply unpleasant. Anti-seizure 

medications like levetiracetam can cause 

emotional blunting, irritability, or 

depression. These are known side effects, 

well documented, and they are often 

mistaken for neurological damage from the 

surgery itself. When you taper off these 

medications, many of those symptoms will 

Still You

26



Still You

27

improve. But nobody tells you that, so 

you spend weeks or months believing the 

surgery broke something fundamental, when 

part of what you're feeling is 

pharmacological.

Here is the key message: your symptoms 

right now — the fatigue, the fog, the 

emotional shifts, the feeling that 

something is off — these are not signs of 

failure. They are signs of healing. Some 

are from the surgery itself, some are 

from swelling, some are from 

inflammation, and some are from the 

medications keeping you safe. Your brain 

is doing exactly what it's supposed to 

do. It just doesn't feel good while it's 

doing it.

The Healing Timeline

One of the questions I hear most often 

is: "When will I be back to normal?" I 

want to give you an honest answer, 

because I think you've been given enough 

vague reassurance to last a lifetime.

Weeks 1 through 4 are the acute phase. 

This is when edema peaks and begins to 

resolve. You may be tapering off 

steroids, which brings its own set of 

challenges — mood swings, insomnia, 

appetite changes that came from the 



medication will ease, but withdrawal 

symptoms can be their own misery. Fatigue 

is profound during this period. Your 

brain is using enormous amounts of energy 

to heal, and that energy has to come from 

somewhere. Many patients tell me they 

sleep ten, twelve, fourteen hours a day 

in this phase and still feel exhausted. 

That's not laziness. That's your brain 

commandeering your body's resources for 

repair. Sleep is your most important 

medicine right now, and you should take 

as much of it as your body asks for 

without guilt.

Months 1 through 6 are the active 

reorganization phase. This is when your 

brain is doing its most dramatic 

rewiring. Neurons that lost connections 

are forming new ones. Pathways that were 

disrupted are finding detours. Cognitive 

fog begins to lift for many patients 

during this window, though it lifts 

unevenly — you'll have good days and bad 

days, and the bad days will make you feel 

like you're going backward. You're not. 

Recovery is not a straight line. It's a 

jagged upward trend that you can only see 

from a distance. This is also the phase 

where many patients start noticing 

emotional changes more clearly. In the 

acute phase, everything was so 

overwhelming that subtle shifts in mood 
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or personality got lost in the noise. 

Now, as the fog lifts, you start to see — 

and feel — what's different. That can be 

unsettling. It's also normal, and we'll 

address it directly in the next chapter.

Months 6 through 24 are the continued 

adaptation phase. Changes happen more 

slowly here, but they're still happening. 

Many patients report that they continue 

to notice improvements — subtle ones — 

well into the second year. This is the 

phase where patience matters most, and 

where it's hardest to maintain. The world 

around you has moved on. People expect 

you to be "better." You may look better. 

But the internal recalibration is still 

in progress.

Year 2 and beyond is the long-term 

phase. Some changes will have become 

permanent features of your new 

neurological landscape. This is not 

necessarily bad news — and I'm not just 

saying that to be reassuring. Some 

patients describe changes that, once they 

stopped resisting them, turned out to be 

neutral or even positive. One patient — a 

relentless workaholic before surgery — 

described how, two years out, the forced 

slowdown had given him a relationship 

with his kids he never would have had 

otherwise. Others grieve for what was 

lost, and that grief is real and deserves 



space. Both responses are valid. The 

important thing is that adaptation 

continues, especially if you actively 

support it — which is what the rest of 

this book is about.

One more thing about timelines: a 

study of meningioma patients found that 

emotional and social changes persisted 

for more than nine years after surgery. 

Nine years. And most post-surgical 

follow-up protocols end at six months. 

That gap — between how long you're 

healing and how long anyone is watching — 

is one of the reasons this book exists.

Neuroplasticity — Your Brain's 
Superpower

I want to end this chapter with 

something that matters more than anything 

else I've written so far.

Your brain can change. Not 

metaphorically. Biologically.

The term for this is neuroplasticity, 

and it is one of the most well-

established findings in modern 

neuroscience. Your brain is not a fixed 

structure that gets damaged and stays 

damaged. It is a living, dynamic organ 

that rewires itself in response to 

experience, injury, and environment. 
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Neural pathways that are blocked can 

reroute. Functions that are lost can 

sometimes be picked up by other brain 

regions. New connections can form where 

old ones were severed.

This is not wishful thinking. This is 

documented in thousands of studies, 

observable on brain imaging, and visible 

in the recoveries I've watched unfold in 

my own patients. I've seen a patient who 

couldn't find words two months after 

surgery speak in complete paragraphs by 

month eight. I've seen people relearn 

skills that everyone — including me — 

thought were gone for good. The brain's 

capacity to reorganize itself after 

injury is one of the most remarkable 

things in biology.

But neuroplasticity is not automatic. 

And it is not unlimited. It responds to 

the signals you give it — sleep, 

movement, cognitive stimulation, 

nutrition, social connection. These are 

not luxuries during recovery. They are 

the raw materials your brain needs to 

rebuild. Chapter 12 is built entirely 

around these conditions, with specific, 

practical strategies for each one.

The flip side is also true: chronic 

stress, poor sleep, isolation, and 

substance use all interfere with 

neuroplastic change. If your brain is 



fighting to rebuild itself and you're not 

giving it what it needs — or you're 

actively undermining it — the process 

slows down.

The honest summary: neuroplasticity is 

real, it is powerful, and it is the 

biological foundation of your recovery. 

But it needs your help.

What This Means for You

A man, about six weeks after surgery. 

His tumor was out, his scans were clean, 

and his surgical wound had healed 

beautifully. But he looked defeated. He 

couldn't think straight, that he got 

tired by noon every day, that his wife 

said he was "different" and he didn't 

know how to explain it to her because he 

couldn't even explain it to himself.

"Is this it?" he asked. "Is this just 

who I am now?"

I told him no. I told him his brain 

was still in the early stages of a 

healing process that would take months, 

not weeks. I told him the fatigue, the 

fog, the feeling of being "off" — those 

were signs of a brain working hard to 

rebuild itself. I told him about 

neuroplasticity, about what he could do 
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to support it, and about what to expect 

in the months ahead.

He looked at me and said: "Why didn't 

anyone tell me this before?"

That question is why this chapter 

exists. Because you deserve to understand 

what happened inside your skull, what's 

happening now, and what your brain is 

capable of doing next.

Your brain was operated on. It was 

disrupted. And right now, it is 

rebuilding. Not on a schedule that anyone 

can predict with precision, but on a 

trajectory that you can influence. The 

chapters ahead will show you how.

But first, we need to talk about the 

thing that's probably bothering you even 

more than the fog and the fatigue. The 

thing that woke you up at 3 a.m. and made 

you wonder if you're still the person you 

were before.

Turn the page. We'll talk about it.



Chapter 2: Why You Don't 
Feel Like Yourself

"I am not what happened to me. I am 

what I choose to become."

— Carl Jung

You survived brain surgery. Everyone 

says you should be grateful. And you are. 

But something is wrong, and you can't 

quite name it.

You might describe it as feeling 

"off." Or "flat." Or "not right." You 

look in the mirror and see the same face, 

but the person behind it feels like a 

stranger. People ask how you're doing and 

you say "fine" because the truth — that 

you don't feel like yourself and you 

don't know why — is too hard to explain 

to someone who's never been through it.

This chapter is about that feeling. 

What's behind it, why it's happening, and 

why nobody warned you.
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Your Brain Has an Emotional 
Architecture

Most people think of the brain as a 

thinking organ. It processes information, 

makes decisions, solves problems. That's 

true. But the brain is also — and perhaps 

more fundamentally — a feeling organ. 

Every thought you have is colored by 

emotion. Every decision you make is 

shaped by it. The circuits that generate 

and regulate what you feel are woven 

through the same tissue that was in the 

neighborhood of your surgery.

Let me show you the key players.

The amygdala is a small, almond-shaped 

structure deep in your temporal lobe — 

one on each side. It's your brain's alarm 

system. It detects threat, generates 

fear, triggers the fight-or-flight 

response. It also plays a role in 

processing other strong emotions — anger, 

sadness, even pleasure. The amygdala is 

fast. It reacts before your conscious 

mind has time to evaluate what's 

happening. That's by design: in a 

dangerous world, speed saves lives. But 

when the amygdala is disrupted, that 

speed becomes a liability. People often 

describe their emotional reactions as 

either too intense or strangely muted. 

Things that used to make them anxious 

don't register anymore. Things that never 



bothered them before now send them into a 

spiral. The calibration — the finely 

tuned sensitivity that you spent a 

lifetime developing — is off.

The hippocampus sits right next to the 

amygdala. It's best known for memory, but 

it does something more subtle: it 

provides context for your emotions. When 

you feel a wave of sadness, your 

hippocampus helps you understand why — it 

connects the feeling to a memory, a 

situation, a meaning. When the 

hippocampus is disrupted, emotions can 

feel free-floating. You feel anxious but 

don't know what you're anxious about. You 

feel sad but can't point to a reason. The 

feeling is real, but it's untethered from 

context, and that's disorienting in a way 

that's hard to describe to anyone who 

hasn't experienced it.

The cingulate cortex wraps around the 

middle of the brain like a collar. It 

helps you monitor conflict, detect 

errors, and regulate your emotional 

responses. When it's working well, it's 

the part of your brain that says "yes, 

that was frustrating, but let's not throw 

the phone." When it's disrupted, the 

brakes on your emotions stop working as 

well. Reactions that used to be 

proportional become outsized. You snap at 

your spouse over nothing. You cry at a 
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commercial. You feel rage at a traffic 

light.

The prefrontal cortex — the front of 

your brain, just behind your forehead — 

is the master regulator. It plans, 

organizes, makes decisions, and modulates 

everything the emotional centers produce. 

It's often described as the "executive" 

of the brain, and the analogy holds: when 

the executive is impaired, the whole 

organization starts making bad decisions. 

Emotional regulation suffers. Impulse 

control weakens. Personality can shift.

These structures don't work in 

isolation. They communicate through 

complex circuits — loops of neural 

connections that run back and forth 

between the emotional generators and the 

emotional regulators. When these circuits 

are intact, your emotional life feels 

like yours. It's familiar. Predictable, 

mostly. You know how you tend to react to 

things.

When these circuits are disrupted — by 

surgery, swelling, inflammation, or 

medications — your emotional life starts 

to feel foreign. That's what's happening 

to you. Not weakness. Not "going crazy." 

Your emotional architecture has been 

altered, and it's recalibrating.



How Surgery Changes Emotional 
Processing

There are several ways brain surgery 

can affect how you feel, and they often 

overlap.

Direct effects are the most 

straightforward. If the surgical site was 

near any of the structures I just 

described — the alarm system (amygdala), 

the memory center (hippocampus), the 

emotional collar (cingulate), or the 

front-brain regulator (prefrontal cortex) 

— then the surgery itself may have 

changed how those areas function. A tumor 

sitting in the frontal lobe, for example, 

may have been silently compressing the 

prefrontal cortex for months or years 

before it was found. Removing the tumor 

is necessary, but the tissue underneath 

has been under pressure. It doesn't 

bounce back overnight.

This creates a paradox that can be 

confusing for patients and families: 

sometimes the person's emotional 

regulation was already compromised by the 

tumor, and removing it actually improves 

things over time. The tumor was the 

problem, and now it's gone, and the brain 

can begin to recover the functions it 

lost. But sometimes removing the tumor 

means removing tissue that was 

intertwined with the tumor, and that 
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creates new functional changes. And 

sometimes it's both — some things get 

better while other things get temporarily 

worse. There's no way to predict with 

certainty which outcome you'll get, which 

is why the early months after surgery 

feel so uncertain.

Indirect effects are the ones that 

catch people off guard. You don't have to 

have surgery near the emotional centers 

for your emotions to change. Edema — 

swelling — can extend far beyond the 

surgical site, compressing emotional 

circuits that are nowhere near where the 

surgeon worked. Inflammation releases 

chemical signals that affect 

neurotransmitter function across wide 

regions of the brain. Disrupted blood 

flow can compromise areas that are 

centimeters away from the incision.

This is important because your surgeon 

may tell you, accurately, that the 

surgery was far from any emotional center 

— and you can still experience profound 

emotional changes because of these 

indirect mechanisms. I've had patients 

come to me confused because they were 

told the surgery was in the back of the 

brain, nowhere near the emotional 

structures, and yet their emotional life 

was in upheaval. The explanation is 

almost always indirect effects: swelling, 



inflammation, or vascular changes that 

reached structures the surgeon never 

touched. The brain is densely 

interconnected. You can't operate in one 

area without sending ripples through the 

whole system.

Medication effects mimic neurological 

damage, and patients often can't tell the 

difference. We covered this in the last 

chapter — dexamethasone and anti-seizure 

medications like levetiracetam can cause 

mood swings, irritability, emotional 

blunting, and cognitive dulling. What 

matters here is the emotional dimension: 

patients on levetiracetam sometimes 

describe feeling like there's a glass 

wall between them and their emotions. 

They know they should feel something, but 

the feeling won't fully arrive. Family 

members notice a flatness that looks like 

indifference but is actually 

pharmacological. If you're on these 

medications and feeling emotionally 

different, talk to your surgeon or 

neurologist. The drug effects are 

reversible when the medication changes.

Anesthesia effects are real but often 

overlooked. Post-operative cognitive 

dysfunction — POCD — is a well-documented 

phenomenon, particularly after long 

surgeries. It can include confusion, 

memory problems, and emotional lability — 
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a tendency to swing between emotional 

states without clear triggers. POCD 

usually resolves within weeks to months, 

but during that window, it layers on top 

of everything else, making it nearly 

impossible to sort out which symptoms 

come from the surgery, which come from 

medications, and which come from the 

anesthesia. The answer, for many 

patients, is all three at once. And that 

layering is one reason the early weeks 

feel so chaotic emotionally.

Here is the thing I need you to hear 

clearly: the emotional changes you are 

experiencing are neurological. They are 

not a sign of psychological weakness. 

They are not a failure of character. They 

are not evidence that you're "not coping 

well" or "not trying hard enough." They 

are the predictable result of having 

surgery in or near the most complex organ 

in the known universe. The fact that no 

one warned you about them says something 

about our medical system, not about you. 

We are excellent at preparing patients 

for physical recovery — wound care, 

activity restrictions, medication 

schedules. We are terrible at preparing 

them for the emotional aftermath. This 

book exists because that has to change.



The Changes Nobody Warns You About

Let me describe what patients tell me, 

because you may recognize yourself in 

these descriptions.

Irritability that surprises you. 

You've never been an angry person. But 

now you snap at your kids for chewing too 

loudly. You rage at a slow driver. Your 

partner says something mildly annoying 

and you feel fury — real, physical, 

blood-pressure-rising fury — that is 

completely out of proportion to the 

trigger. And then, ten minutes later, you 

feel ashamed. Because that's not who you 

are. Except right now, it is. This 

pattern — disproportionate reaction 

followed by shame — is one of the most 

common things I hear about in clinic. 

Patients feel like they're losing control 

of themselves, and that loss of control 

is terrifying for someone who's already 

lost control of so many things.

Feeling easily overwhelmed. Grocery 

stores are too much. Family gatherings 

are exhausting before they even start. A 

conversation with three people feels like 

a conversation with thirty. You used to 

handle all of this without thinking. Now 

it requires enormous effort, and you run 

out of effort faster than you ever 

imagined possible. What's happening is 

that your brain's filtering systems — the 
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machinery that normally screens out 

irrelevant input so you can focus on what 

matters — have been disrupted. Everything 

is coming in at full volume, and the 

result is a kind of sensory and emotional 

flooding that leaves you depleted. We'll 

go deeper into this in the next chapter.

Emotions that feel "different." Not 

necessarily stronger or weaker — just 

different. The quality of your sadness 

has changed. Your joy feels flattened, or 

brittle, or strangely intense. You cry at 

things that never would have made you cry 

before — a dog food commercial, a child 

laughing in a park, a song you've heard a 

thousand times. Or you can't cry at 

things that should devastate you, and the 

absence of feeling where feeling should 

be is its own kind of distress. The 

emotional palette you've lived with your 

whole life has been remixed, and the new 

version doesn't feel like yours. This is 

one of the loneliest aspects of post-

surgical life, because it's almost 

impossible to explain to someone who 

hasn't experienced it. How do you tell 

another person that your own emotions 

feel foreign?

Mood swings that don't match your 

pattern. You wake up feeling fine and by 

lunch you're in a pit. Or you cycle 

through three different emotional states 



in an hour — calm, then tearful, then 

irritable, then calm again, with no 

obvious trigger for any of it. People 

who've known you for decades say they 

can't predict your mood anymore. Neither 

can you. The unpredictability itself 

becomes a source of anxiety. You start 

monitoring yourself, bracing for the next 

swing, and that vigilance is exhausting 

in its own right.

A vague sense of being "off." This is 

the hardest one to articulate, and it's 

the one patients bring up most often. 

It's not depression exactly. It's not 

anxiety exactly. It's a persistent 

feeling that something fundamental has 

shifted, and you can't put your finger on 

what it is. You're in your own house, 

with your own family, living your own 

life — and it all feels slightly 

unfamiliar. Like a photograph that's just 

barely out of focus. Patients struggle to 

describe this to their doctors because 

there's no medical term for "everything 

feels wrong but I can't tell you what." 

And because they can't articulate it 

precisely, they often don't bring it up 

at all. They assume they're imagining it, 

or that it's not important enough to 

mention. It is important. And you're not 

imagining it.
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These changes don't show up on an MRI. 

They don't show up in your blood work. 

They don't show up in the standard 

screening questionnaires your doctor 

gives you at follow-up visits. And 

because they're invisible, they're easy 

for the people around you to minimize. 

"You seem fine to me." "You're probably 

just tired." "Give it time." These 

responses are well-meaning. They are also 

deeply isolating, because they 

communicate that your internal experience 

is either invisible or unimportant.

It is neither. These changes are real, 

they are common, and you are not 

imagining them.

Why the Standard Screening Misses 
You

If your doctor has screened you for 

depression or anxiety after surgery, they 

probably used one of two questionnaires: 

the PHQ-9 for depression or the GAD-7 for 

anxiety. These are good tools. They are 

widely used, well validated, and 

efficient. In a fifteen-minute post-

surgical follow-up, they're often the 

only psychological assessment that 

happens.



The problem is that they were designed 

to detect clinical depression and 

generalized anxiety disorder. They ask 

about sadness, hopelessness, loss of 

interest, excessive worry, difficulty 

relaxing. If you score above a certain 

threshold, your doctor will likely 

recommend treatment.

But the emotional changes after brain 

surgery often don't look like clinical 

depression or anxiety. A landmark study 

by Jenkins and colleagues looked 

specifically at emotional and personality 

changes after brain tumor surgery and 

found something that should have changed 

how we do post-operative care: patients 

consistently reported irritability, 

impulsivity, moodiness, inflexibility, 

and feeling overwhelmed — but they did 

not necessarily meet criteria for 

depression or anxiety. Their PHQ-9 scores 

could come back normal. Their GAD-7 could 

be unremarkable. And their doctors, 

looking at those scores, could say with 

confidence: "You're doing great."

Meanwhile, the patient is sitting 

there thinking: I am not doing great. 

Something is wrong. But the test says I'm 

fine, so maybe I'm the problem.

You are not the problem. The tests are 

not calibrated to detect what you're 

going through. The gap between what the 
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screening measures and what you're 

experiencing is one of the most 

significant blind spots in post-

neurosurgical care. Research by 

Zamanipoor Najafabadi and colleagues 

found that meningioma patients reported 

significant long-term burden in areas 

like emotional well-being, social 

functioning, and cognitive complaints — 

burdens that persisted for years and were 

largely invisible to standard clinical 

assessment.

If you've been told your screening 

looks fine and you know something is 

wrong, trust your own experience. You are 

the most sensitive instrument available 

for measuring what's happening inside 

your own mind. No questionnaire will ever 

match that.

This isn't an argument against 

screening. The PHQ-9 and GAD-7 catch real 

depression and real anxiety, and both of 

those can absolutely occur after brain 

surgery. If your screening does flag 

something, take it seriously. The point 

is that a normal screening result doesn't 

mean you're fine. It means the test 

didn't detect the specific thing it was 

looking for. Your experience is broader 

than what any nine-question survey can 

capture.



The Personality Question

There is a conversation that happens 

in kitchens and hallways and parked cars, 

never in hospitals. It goes like this:

"You're not the person I married."

Or: "Dad's different now."

Or, from you to yourself at two in the 

morning: "Where did I go?"

The possibility that brain surgery 

changed your personality is the most 

frightening thing in this entire book. It 

is more frightening than the surgery 

itself, more frightening than a bad scan 

result, more frightening than any 

complication. Because complications are 

things that happened to you. Personality 

change is something that happened to the 

you.

And yet, in all of neurosurgical 

training, this is barely discussed. We 

learn to preserve motor function. We 

learn to preserve language. We learn to 

map the cortex so we don't take away 

someone's ability to move their right 

hand or speak in sentences. These are 

measurable, testable, objective outcomes. 

Personality is none of those things. It's 

subjective, complex, and hard to define — 

which means it falls through the cracks 

of a system built around things we can 

measure. The result is that patients go 
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home with their motor function intact and 

their sense of self in shambles, and 

nobody prepared them for that possibility.

So let me be precise about what's 

happening, because precision matters here.

Some of what you and your family are 

experiencing is temporary. Medication 

effects will resolve when the medications 

change. Edema-related personality shifts 

will improve as swelling continues to go 

down, sometimes for months after surgery. 

Inflammatory effects on neurotransmitter 

function will ease as the acute healing 

phase passes. These changes are real — 

they cause real suffering in real 

families — but they are not permanent.

Some of what you're experiencing may 

be the unveiling of changes that were 

already happening. If you had a slow-

growing tumor, it may have been subtly 

altering your personality for years 

before it was discovered. Families adapt. 

They adjust to gradual shifts without 

naming them. Your spouse may have gotten 

used to a version of you that was already 

being shaped by the tumor — a little less 

patient, a little more rigid, a little 

less emotionally available — without 

realizing the tumor was the reason. When 

the tumor is removed, the personality 

shifts again — and the "new" version may 

actually be closer to the original you, 



or it may be something else entirely. 

Some families describe a strange double 

grief: mourning the pre-tumor person they 

lost slowly, and mourning the tumor-

version person who just disappeared off 

the operating table. This is confusing 

for everyone involved, and nobody talks 

about it.

And some changes may be lasting. I 

won't tell you otherwise. If surgery 

disrupted tissue in the prefrontal cortex 

or the limbic system, some functional 

changes may become permanent features of 

your neurological landscape. This is the 

hardest thing to hear, and I want to 

frame it carefully, because the 

difference between "permanent change" and 

"permanent catastrophe" is enormous.

Your brain will continue to adapt. 

Neuroplasticity — the rewiring capacity 

we discussed in the last chapter — 

applies to emotional circuits too. The 

brain can build new regulatory pathways. 

It can find alternative routes for 

emotional processing. The final version 

of who you are after surgery is not the 

version you are right now, three months 

or six months out. The version you are 

right now is the rough draft. The acute 

disruption, layered with medication 

effects, layered with the shock of the 

experience itself. The final draft takes 
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longer to emerge, and it is shaped by 

what you do during recovery as much as by 

what the surgery did.

Changed does not mean damaged. It 

means different. And different can be 

navigated. People adapt to neurological 

change all the time — not because the 

change reverses, but because they learn 

to work with the new version of their 

brain instead of mourning the old one. 

That's not giving up. That's the most 

courageous form of moving forward there 

is.

One wife described how her husband was 

different after surgery. More emotional. 

Less driven. Slower to react. She grieved 

that openly. "He's not the person I 

married," she said. Then she paused: "But 

he's here. And maybe the person he is now 

needs me in a different way."

That's not a happy ending. It's an 

honest one. It acknowledges the loss 

without pretending it's not a loss. And 

it opens a door to what comes next — not 

a return to who you were, but an 

exploration of who you're becoming.

If your family is struggling with 

this, Chapter 13 is written specifically 

for them. They deserve support too, and 

they rarely get any.



What Comes Next

You are not imagining the changes. 

They have a neurological basis. The 

standard medical system is not well 

equipped to detect them, name them, or 

help you navigate them.

The next chapter goes deeper into the 

daily realities — the sensory overload, 

the cognitive fog, the fatigue that 

nobody understands. Something is 

different. But you are still in there. 

And now we're going to figure out what to 

do about it.
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Chapter 3: The Invisible 
Changes

"The wound is the place where the 

light enters you."

— Rumi

The scar healed. The MRI looks clean. 

Everyone moved on. Except you — because 

the changes nobody can see are the ones 

that changed everything.

This chapter is about the daily 

realities of living in a brain that's 

been altered. Not the big-picture 

neuroscience. Not the healing timeline. 

The actual, moment-to-moment experience 

of things that used to be easy and aren't 

anymore. If you've been wondering whether 

you're imagining these things, you're not.

Sensory Overload

The grocery store is too bright. The 

restaurant is too loud. Your nephew's 

birthday party — twelve kids screaming in 

a living room — feels like an assault. 

You used to handle all of this without 



thinking. Now you walk into a crowded 

room and within minutes you feel 

overwhelmed, anxious, and desperate to 

leave.

What's happening is that your brain's 

filtering systems have been disrupted. 

Under normal conditions, your brain is 

constantly screening out irrelevant 

sensory input. Right now, in whatever 

room you're sitting in, there are dozens 

of sounds, hundreds of visual details, 

temperature variations, smells, the 

pressure of the chair against your body — 

and your brain is quietly ignoring almost 

all of it so you can focus on reading 

this sentence. That filtering is active, 

ongoing work performed by your prefrontal 

cortex and its connections to your 

sensory processing areas.

After brain surgery, that filtering 

may not work as well. The gating 

mechanisms that decide what gets your 

attention and what gets screened out can 

be disrupted by edema, inflammation, or 

direct surgical effects — even if the 

surgery was nowhere near the prefrontal 

cortex. The result is that sensory input 

that used to be background noise now 

arrives at full volume. Fluorescent 

lights that you never noticed before now 

feel harsh. The hum of a refrigerator is 

suddenly distracting. A conversation in a 
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busy coffee shop becomes impossible 

because you can't separate the person in 

front of you from every other voice in 

the room.

This is not anxiety, although it can 

trigger anxiety. It is a neurological 

filtering problem. Your brain is letting 

in more than it can process, and the 

overload triggers a stress response — 

elevated heart rate, tension, 

irritability, the urgent need to escape. 

Many patients describe it as feeling like 

their nervous system is "on" all the 

time, like they can't find the off switch.

The practical implication: you need to 

manage your sensory environment during 

recovery. This isn't weakness. This is 

accommodating a real neurological 

limitation while your brain heals. 

Sunglasses indoors are fine. Leaving the 

party early is fine. Noise-cancelling 

headphones are not an overreaction — 

they're a tool. Chapter 12 covers 

specific strategies for managing sensory 

overload.



Cognitive Fog

You're in the middle of a sentence and 

the word disappears. It was right there — 

you could almost feel it — and then it's 

gone. You stand in the kitchen doorway 

and can't remember why you walked in. You 

read a paragraph three times and nothing 

sticks. You try to plan dinner and the 

sequence of steps — defrost, chop, 

season, heat — feels like solving a math 

problem.

This is cognitive fog, and it is one 

of the most common and most distressing 

experiences after brain surgery.

It's not one thing. It's several 

things happening at once. Processing speed 

has slowed — your brain takes longer to 

complete operations that used to happen 

automatically. Working memory is 

diminished — you can hold fewer things in 

your mind at once, so multitasking that 

used to be effortless now feels 

impossible. Word-finding is disrupted — 

the neural pathways that connect a 

concept to its label are temporarily 

unreliable. Executive function — the 

ability to plan, organize, prioritize, 

and sequence — may be impaired, 

especially if the surgery involved the 

frontal lobes.

Still You

56



Still You

57

The cruelest part of cognitive fog is 

that it makes you feel stupid. You're 

not. Your intelligence is intact. What's 

compromised is the machinery that 

delivers that intelligence — the 

processing infrastructure. Think of it 

like this: you're the same driver you've 

always been, but the roads are under 

construction. You'll get where you're 

going. It's just going to take longer and 

require more effort.

For many patients, the fog is worst in 

the first one to six months and gradually 

lifts. But it lifts unevenly. You'll have 

sharp days and foggy days with no obvious 

pattern. Fatigue makes it worse. Stress 

makes it worse. Overstimulation makes it 

worse. Rest, sleep, and pacing yourself 

make it better. This isn't a permanent 

state — it's a phase of reconstruction.

The Fatigue Nobody Understands

I need to distinguish this from 

ordinary tiredness, because they are not 

the same thing.

Ordinary tiredness is what you feel 

after a long day. You're low on energy, 

you want to rest, and after a good 

night's sleep you feel restored. Post-

surgical neurological fatigue is 



different. It is a profound, bone-deep 

depletion that can hit you after fifteen 

minutes of conversation. It doesn't 

always respond to sleep. You can sleep 

ten hours and wake up feeling like you 

didn't sleep at all. It can descend 

suddenly — you're fine one moment and 

barely functional the next — or it can be 

a constant low-grade exhaustion that 

never fully lifts.

The reason is metabolic. Your brain is 

running two massive operations 

simultaneously: keeping you alive and 

functional (its normal job) and 

rebuilding damaged tissue (the new job). 

Neural repair is extraordinarily energy-

intensive. It requires glucose, oxygen, 

proteins, and raw materials that are 

being diverted from your available 

reserves. What's left over for daily life 

is less than what you're used to — 

sometimes dramatically less.

This is why fifteen minutes of 

conversation can wipe you out. Social 

interaction is one of the most 

cognitively demanding things a brain 

does. It requires attention, language 

processing, emotional regulation, social 

cognition, and working memory — all 

running simultaneously. Under normal 

conditions, your brain handles this 

effortlessly. After surgery, each of 
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those processes is drawing from a 

depleted pool.

The social pressure makes it worse. 

You look fine. Your scar is healing. 

You're walking and talking. So people 

expect you to be fine. "But you look so 

good!" becomes one of the most 

frustrating sentences in your vocabulary, 

because it communicates that your 

struggle is invisible and therefore, 

implicitly, not real.

It is real. Fatigue after brain 

surgery is not laziness, not depression, 

not a lack of willpower. It is your 

brain's most expensive project: 

rebuilding itself. Honor it. Rest when 

you need to rest. Cancel plans without 

guilt. The energy will come back — but it 

comes back on its own schedule, not yours.

The Emotional Texture Changes

This one is harder to explain, and 

it's the one patients struggle most to 

articulate to their doctors.

Your emotions haven't just gotten 

stronger or weaker. They've changed 

texture. Music hits differently now — a 

song you've heard a thousand times 

suddenly brings you to tears, or a piece 

of music that used to move you deeply now 



feels flat. Colors may seem more vivid or 

more muted. Your sense of humor may have 

shifted. The things that used to make you 

laugh don't, and things that never struck 

you as funny now do.

Your relationship to beauty, sadness, 

anger, and joy may be subtly altered in 

ways you can't quite name. A sunset that 

used to be pleasant is now overwhelming. 

A sad movie that would have made you tear 

up now devastates you — or leaves you 

completely cold. You feel a strange 

distance from emotions that used to be 

yours, or an unexpected intensity in 

emotions that used to be manageable.

This happens because the circuitry 

that colors your emotional experience — 

that gives emotions their particular 

quality and intensity — was in the 

neighborhood of the surgery, directly or 

indirectly. Neurotransmitter levels may 

have shifted. The connections between 

your sensory processing and your 

emotional centers may have been altered. 

The result is an emotional palette that 

has been remixed in ways that are subtle 

but pervasive.

You're not imagining this. And you're 

not losing your mind. Your brain is 

processing emotional information through 

altered circuitry, and the output is 

different from what you're used to. For 
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most patients, the most dramatic texture 

changes settle over the first year as the 

brain recalibrates. Some changes may 

become permanent features of your 

emotional landscape — not worse, just 

different.

The Social Withdrawal

If you've been pulling back from 

people — declining invitations, avoiding 

phone calls, spending more time alone — 

there's a good chance the people around 

you are worried. They may think you're 

depressed. They may think you're giving 

up. They may take it personally.

Here's what's actually happening: your 

brain is protecting itself.

Social interaction is one of the most 

resource-intensive activities your brain 

performs. It requires simultaneous 

processing across multiple domains — 

language, attention, emotional 

regulation, facial recognition, social 

cognition, working memory. Before 

surgery, all of this ran in the 

background. Now, it's running on limited 

resources, and your brain knows it. The 

withdrawal isn't depression. It's triage. 

Your brain is allocating its limited 

energy to what matters most, and social 



performance is getting cut from the 

budget.

There's another layer: the cost of 

performing normal. When you're around 

people, especially people who don't 

understand what you're going through, 

there's enormous pressure to seem fine. 

To follow conversations. To laugh at the 

right moments. To not look confused or 

exhausted or overwhelmed. That 

performance is incredibly draining. Many 

patients tell me they'd rather be alone 

than spend an hour pretending to be the 

person they used to be.

This is understandable. It is also, in 

the long run, something to watch 

carefully. Isolation feeds on itself. The 

less you interact with people, the more 

depleted your social circuits become, and 

the harder it gets to re-engage. The goal 

isn't to force yourself back into a pre-

surgery social life. The goal is to 

maintain connection in doses you can 

handle — one friend instead of a group, 

thirty minutes instead of two hours, a 

quiet walk instead of a dinner party.

The people who love you want to help. 

Most of them just don't know how. Chapter 

13 is written for them.
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The Teacher Who Went Back Too Soon

A woman returned to her teaching job 

six weeks after surgery. She thought she 

was ready. Her surgeon had cleared her. 

She felt decent at home.

On her third day back, she was in the 

faculty lounge during lunch. Twenty 

people talking at once. The microwave 

beeping. Someone's phone ringing. 

Fluorescent lights overhead. She felt the 

room closing in. Her vision narrowed. Her 

heart started racing. She had to leave — 

walked straight out of the building to 

her car, sat there shaking, and called 

her husband crying.

She thought she was having a panic 

attack. What she was actually 

experiencing was neurological overload — 

her brain's filtering systems couldn't 

handle the sensory input, and her nervous 

system went into alarm mode. She wasn't 

anxious. She was overwhelmed in the most 

literal, neurological sense of the word.

She went back on medical leave for 

another month. When she did return, she 

negotiated accommodations — a quieter 

classroom, breaks between classes, 

permission to eat lunch in her room 

instead of the lounge. Her recovery 

accelerated once she stopped fighting her 



brain's new limits and started working 

with them.

That's the lesson of every invisible 

change in this chapter: these are not 

problems to power through. They are 

signals. Your brain is doing exactly what 

it's supposed to do — healing — and 

asking you to give it the conditions it 

needs. The next chapter goes deeper into 

what that actually looks like — the 

energy equation and why rest, not 

pushing, is what drives recovery.

The invisible changes are, in many 

ways, harder than the visible ones. A 

scar gets sympathy. A limp gets 

accommodations. But fatigue, fog, sensory 

overload, and emotional shifts are 

invisible — and invisible suffering is 

lonely suffering.

The next chapter addresses the energy 

equation directly — how to understand 

what your brain needs, how to budget the 

energy you have, and how to stop running 

on empty.
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Chapter 4: The Energy 
Equation

"Almost everything will work again if 

you unplug it for a few minutes — 

including you."

— Anne Lamott

Your brain is two percent of your body 

weight and uses twenty percent of your 

energy. After surgery, it's using even 

more — because it's doing two jobs: 

running your life and rebuilding itself.

This chapter is about understanding 

that equation and learning to work with 

it instead of against it.

Why You're So Exhausted

We touched on fatigue in the last 

chapter, but it deserves its own space 

because it is the single most universal 

complaint after brain surgery and the one 

that gets the least clinical attention.

Your brain is running a massive 

reconstruction project. Damaged neurons 

are being cleared. New connections are 



being formed. Inflammatory byproducts are 

being cleaned up. Neurotransmitter 

systems are being rebalanced. All of this 

requires fuel — glucose, oxygen, amino 

acids, fatty acids — and your brain is 

pulling from the same finite pool that 

also has to power everything else you do: 

walking, talking, eating, thinking, 

staying awake.

Before surgery, there was enough to go 

around. Now there isn't. The construction 

zone is consuming resources that used to 

fuel your daily life, and what's left 

over is a fraction of what you're used 

to. This is why simple activities that 

never required effort — getting dressed, 

making a phone call, driving to the store 

— now feel like running a marathon. 

You're not weaker than you were. You're 

operating on less fuel.

Sleep — The Non-Negotiable

If there is one thing in this entire 

book I need you to take seriously, it's 

this: sleep is where healing happens.

During sleep — particularly deep sleep 

— your brain activates its self-cleaning 

system (called the glymphatic system). 

This recently discovered mechanism 

flushes out metabolic waste products, 
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including the inflammatory debris 

generated by surgical healing. This 

cleaning system only runs efficiently 

during sleep. It barely functions when 

you're awake. Every hour of sleep you 

lose is an hour your brain can't clean 

itself.

Sleep is also when your brain 

consolidates the neural rewiring that's 

happening during the day. The new 

connections being formed, the pathways 

being rerouted — they get strengthened 

and stabilized during sleep. Without 

adequate sleep, the neuroplastic changes 

that drive your recovery don't stick as 

well.

The problem is that post-surgical 

sleep is often terrible. Steroids disrupt 

your circadian rhythm and cause insomnia. 

Pain medications can fragment sleep 

architecture. Anxiety about your 

condition keeps your mind racing at 3 

a.m. Hospital stays scramble your sleep-

wake cycle. And the fatigue itself 

creates a cruel paradox — you're 

exhausted but can't sleep, or you sleep 

for twelve hours and wake up unrefreshed.

What helps is not generic sleep 

hygiene advice. You already know about 

dark rooms and avoiding screens. What 

helps after brain surgery is specific: 

talk to your doctor about whether your 



medications are disrupting your sleep and 

whether adjustments are possible. Protect 

your sleep window fiercely — cancel 

morning commitments if you need to sleep 

late. Don't fight the hypersomnia in the 

early weeks; if your brain wants fourteen 

hours, give it fourteen hours. As 

steroids taper, sleep often improves. If 

it doesn't improve within a few months, 

consider asking your doctor about a sleep 

evaluation. Sleep disorders after brain 

surgery are common and treatable, but 

only if someone is looking for them.

And one of the most powerful sleep 

interventions costs nothing: morning 

light. Within the first hour of waking, 

get outside and expose your eyes to 

natural sunlight for ten to twenty 

minutes. Not through a window — actual 

outdoor light, even on a cloudy day. This 

is not wellness advice. This is 

photobiology. Morning light exposure 

triggers a cortisol pulse that sets your 

circadian clock for the day and, roughly 

sixteen hours later, initiates the 

melatonin cascade that makes deep sleep 

possible. After brain surgery, when your 

circadian rhythm has been disrupted by 

steroids, hospital lighting, and pain 

medications, this simple act of standing 
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in morning light is one of the fastest 

ways to retrain your sleep-wake cycle. 

Light is medicine. Use it first thing.

The Hormonal Cascade

Your endocrine system — the network of 

glands that produces hormones — is often 

disrupted after brain surgery, and nobody 

talks about it enough.

Cortisol, the stress hormone, is 

typically elevated after surgery. This is 

your body's normal response to physical 

trauma. But sustained high cortisol 

causes anxiety, insomnia, irritability, 

poor concentration, and impaired immune 

function. If you feel wired but 

exhausted, constantly on edge, unable to 

relax — elevated cortisol may be a major 

contributor. It typically normalizes over 

weeks to months, but chronic stress 

during recovery can keep it elevated 

longer than it needs to be.

Thyroid hormones can be disrupted, 

particularly after procedures near the 

pituitary gland or hypothalamus. Even 

subtle thyroid changes — subclinical 

hypothyroidism — can cause fatigue, 

cognitive fog, depression, weight gain, 

and cold intolerance. If your fatigue and 

fog seem disproportionate or aren't 

improving on the expected timeline, ask 



your doctor to check your thyroid levels. 

This is a simple blood test and a 

treatable problem.

Sex hormones — estrogen, testosterone, 

progesterone — can be disrupted by 

surgical stress, steroid use, and 

hypothalamic-pituitary changes. Low 

testosterone in men causes fatigue, low 

mood, reduced motivation, and cognitive 

changes. Hormonal fluctuations in women 

can cause mood instability, sleep 

disruption, and fatigue. These are often 

overlooked in post-surgical follow-up 

because they're not considered 

"neurosurgical" problems. They are. They 

affect how you feel every day, and they 

are addressable.

The steroid taper deserves special 

mention. Dexamethasone is an emotional 

roller coaster. While you're on it, you 

may experience mood swings, insomnia, 

increased appetite, and agitation. As it 

tapers, many patients experience a crash 

— fatigue, low mood, aching joints, 

general misery. This is steroid 

withdrawal, and it is temporary. But if 

nobody tells you it's coming, you'll 

think the surgery caused it. In many 

cases, what patients experience in the 

first few weeks after surgery is as much 

steroid effect as surgical effect.
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The key message: your hormones are 

recalibrating. This directly affects how 

you feel — your energy, your mood, your 

cognition, your sleep. If something feels 

off, it may be endocrine, and endocrine 

problems are treatable.

Energy Management — The New Math

You've probably heard of spoon theory 

— the idea that people with chronic 

illness have a limited number of "spoons" 

(units of energy) each day, and every 

activity costs spoons. After brain 

surgery, you have fewer spoons than 

you're used to, and activities that used 

to cost one spoon now cost three.

The practical question is: how do you 

live a life on a reduced energy budget?

Start with an energy audit. For a 

week, pay attention to what drains you 

and what restores you. You'll find 

patterns. Certain activities — social 

events, driving, screen time, emotionally 

charged conversations — cost more than 

you expect. Other activities — walking 

outside, sitting quietly, napping, gentle 

stretching — actually restore something. 

The ratio of draining to restoring 

activities matters more than the total 

amount of activity.



Learn to say no. This is not rudeness. 

It is a neurological prescription. Every 

"yes" to something you don't have the 

energy for is a "no" to your recovery. 

The people in your life may not 

understand this yet. That's okay. They'll 

adapt. Your brain cannot.

Pace yourself. Alternate activity with 

rest. Do one demanding thing, then rest 

before the next. Build gradually — if 

thirty minutes of activity is your 

current limit, don't jump to two hours 

because you had one good day. Good days 

are real, but they're not proof that 

you're back to normal. They're moments 

when your brain has a little more in the 

tank, and they should be enjoyed, not 

exploited.

Front-load your day. Most patients 

have more energy in the morning and hit a 

wall by afternoon. Schedule demanding 

activities — appointments, important 

conversations, errands — for your best 

hours. Protect the afternoon for rest or 

low-demand activities.

Managing your energy is not giving in 

to the injury. It's giving your brain 

what it needs to heal.
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Why "Push Through It" Doesn't Work

If you're the type of person who has 

always powered through difficulty — and 

many brain surgery patients are, because 

high-functioning people are often the 

ones most distressed by cognitive and 

emotional changes — I need to tell you 

something you won't want to hear.

The push-through-it approach does not 

work for brain recovery. It actively 

makes things worse.

When you push past your energy limits, 

your brain responds with increased 

inflammation. Inflammatory markers rise. 

Stress hormones spike. Sleep quality 

drops. The very processes that drive 

healing are disrupted by overexertion. 

You don't just feel worse the next day — 

you may actually slow your recovery.

An executive went back to work a month 

after surgery. He'd gone back to sixty-

hour weeks. He was "powering through" the 

fatigue because he didn't want to fall 

behind. Within three weeks he couldn't 

get out of bed. His cognitive fog was 

worse than it had been the first week 

after surgery. His wife said he was 

irritable and unreachable. He was 

convinced the surgery had failed.

The surgery hadn't failed. He had 

exhausted a brain that was trying to heal 



and left it no resources to do its job. 

When he finally took real time off — 

three months of reduced hours, enforced 

rest, no evening work — his recovery 

accelerated faster than it had in the 

previous two months of pushing through.

Your brain heals when you rest. It 

stalls when you push. This is not a 

motivational slogan. It is a biological 

fact.

Rest is not the opposite of progress. 

It is the condition that makes progress 

possible. The next part of this book 

shifts from what happened to your brain 

to what happened to your sense of self — 

because the identity journey after brain 

surgery is its own kind of recovery, and 

it deserves to be addressed directly.
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Chapter 5: The Grief Nobody 
Mentions

"There is a sacredness in tears. They 

are not the mark of weakness, but of 

power."

— Washington Irving

The surgery saved your life. And you 

are grateful. But there is a grief inside 

you that gratitude can't touch — and 

nobody told you it was coming.

The Permission to Grieve

I want to start here because most 

brain surgery patients I talk to feel 

they don't have the right to grieve. The 

logic goes: the tumor is out, the 

aneurysm is clipped, the surgery went 

well. Other people have it worse. Other 

people didn't survive. How dare I feel 

sad when I should feel lucky?

This is one of the most damaging 

things a recovering brain surgery patient 

can believe, and it is reinforced by 

nearly everyone around them. "But you 



survived!" "The surgeon said it went 

great!" "You should be thankful." These 

statements are true. They are also 

weapons against your emotional reality, 

because they communicate that your 

suffering is not permitted.

Survival and grief are not opposites. 

They coexist. You can be grateful to be 

alive and simultaneously devastated by 

what the experience cost you. Both things 

are true at the same time, and pretending 

one of them doesn't exist in order to 

honor the other will not serve your 

recovery. It will delay it.

Naming your grief is not ingratitude. 

It is accuracy.

What You're Grieving

The losses after brain surgery are 

real, even when they're invisible.

You may be grieving the person you 

were before. The version of you that 

could think quickly, manage a household, 

carry on three conversations, drive 

without anxiety, read a book in an 

afternoon. That person may come back. Or 

they may not come back entirely. Either 

way, right now, they're gone, and the 

absence is felt.

Still You

76



Still You

77

You may be grieving capabilities. The 

ability to multitask. The sharpness of 

your memory. Your word-finding, your 

processing speed, your stamina. These 

aren't abstract concepts — they're the 

tools you used to build your life, and 

when they stop working reliably, the life 

you built starts to feel unstable.

You may be grieving certainty. Before 

surgery, you trusted your brain. You 

didn't think about it — it just worked. 

Now you second-guess yourself. You wonder 

if you're remembering correctly, reacting 

appropriately, thinking clearly. The loss 

of trust in your own mind is one of the 

most disorienting experiences a person 

can have.

You may be grieving your sense of 

being "normal." There's an invisible 

membership in the world of people whose 

bodies and brains work the way they 

expect them to. You didn't know you had 

that membership until you lost it. Now 

you're on the other side of a line you 

never saw, and crossing back over isn't 

guaranteed.

You may be grieving future plans that 

need to change. The career trajectory, 

the retirement you imagined, the trip you 

were planning, the way you expected your 

life to unfold. Surgery didn't just 



change your present. It may have changed 

your future.

Each of these losses is real. Each 

deserves to be mourned.

Disenfranchised Grief

There's a term in psychology for grief 

that isn't recognized or validated by the 

surrounding culture: disenfranchised 

grief. It describes exactly what brain 

surgery patients experience.

When someone dies, there are rituals. 

Funerals. Sympathy cards. Time off work. 

Nobody questions your right to grieve. 

But when the loss is invisible — when you 

look fine on the outside and the thing 

you lost is your cognitive sharpness or 

your emotional stability or your sense of 

self — the culture doesn't have a box for 

that. There's no card that says "Sorry 

about your lost ability to follow a 

conversation in a noisy room."

The result is that your grief becomes 

invisible, just like the changes that 

caused it. You grieve alone, often in 

silence, because every time you try to 

express it, someone reminds you that 

you're lucky to be alive. And you are. 

But luck and grief are not mutually 

exclusive.
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The loneliness of this is significant. 

You're mourning something real, and the 

people around you — well-meaning, loving 

people — don't see it. Some may even be 

frustrated by it. "Why aren't you 

happier? The surgery worked." The answer 

is that the surgery worked on the tumor. 

It didn't work on the loss. Those are 

different things.

How Grief Shows Up After Brain 
Surgery

Grief doesn't always look like 

sadness. After brain surgery, it often 

doesn't.

Sometimes grief looks like numbness. A 

flatness where feeling used to be. You 

know you should be sad, or angry, or 

something — but there's nothing there. 

This can be neurological (disrupted 

emotional circuitry) or psychological 

(the mind protecting itself from 

overwhelm), or both. It doesn't matter 

which. The numbness is grief wearing a 

different face.

Sometimes grief looks like anger. Rage 

at your situation, at your surgeon, at 

the person who cut you off in traffic, at 

the world for continuing to spin when 

yours stopped. The anger may feel 



disproportionate. It probably is. Grief 

does that.

Sometimes grief looks like withdrawal. 

Pulling away from the people and 

activities that remind you of who you 

used to be. It hurts to see your friends 

doing things you can't do anymore. It 

hurts to be at a dinner table where you 

can't keep up with the conversation. 

Withdrawal isn't laziness or depression — 

it's a grief response to constant 

reminders of loss.

Grief after brain surgery comes in 

waves. You'll have days where you feel 

almost normal, almost like yourself, and 

then something will trigger it — a song, 

a memory, watching someone do 

effortlessly what you used to do — and it 

will crash over you. The waves get 

smaller over time, but they don't stop 

entirely. That's not a failure of your 

recovery. That's how grief works.

How to Grieve Without Getting Stuck

Grief is not a problem to be solved. 

It's an experience to be moved through. 

But there's a difference between grieving 

— which is active, necessary, and 

eventually transformative — and getting 
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stuck, which is when grief becomes a 

fixed state you can't escape.

Name it. Say it out loud or write it 

down: "I am grieving." This is not 

dramatic. It is accurate. Naming the 

experience gives it a container. Unnamed 

grief leaks into everything — your mood, 

your relationships, your recovery — 

without you understanding why.

Allow the hard days. Not every day has 

to be a good day. Not every moment has to 

be positive. When grief arrives, let it 

be there. Don't fight it, don't analyze 

it, don't try to talk yourself out of it. 

Feel it. It will pass. It always passes. 

But it passes faster when you stop 

resisting it.

Find one person who can hold space. 

Not fix. Not cheer you up. Not compare 

your situation to someone else's. Just 

listen. Just witness. "That sounds really 

hard" is more healing than a hundred pep 

talks. If you don't have that person in 

your life, a therapist can fill that role 

— and there is no shame in seeking one.

Know the difference between grief and 

depression. Grief moves. It comes in 

waves, and between waves there are 

moments of lightness, even joy. 

Depression doesn't move. It's flat, 

persistent, and all-encompassing. If your 

grief has turned into a constant state of 



hopelessness — if you've lost interest in 

everything, if you can't imagine a 

future, if you're having thoughts of 

harming yourself — that's no longer 

grief. That's depression, it's treatable, 

and you need professional help. Please 

reach out. Your surgeon's office, your 

primary care doctor, or a crisis line can 

connect you with the right support.

The Mother Who Grieved Multitasking

A woman, weeks after meningioma 

surgery. Her scans were clean. Her 

neurological exam was normal. But she 

cried.

She couldn't manage her household 

anymore. Before surgery, she could cook 

dinner while helping with homework while 

sorting laundry while tracking the family 

calendar. Now she could do one thing at a 

time, and even that required 

concentration. Her husband had taken over 

most of the household management. Her 

kids were being patient, but she could 

see the confusion in their eyes.

"Everyone tells me I should be 

grateful," she said. "And I am. But I 

lost the thing that made me me. I was the 

person who held everything together. And 

now I can't."
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She wasn't grieving multitasking. She 

was grieving her identity — the version 

of herself that was competent, capable, 

in control. The loss was invisible to 

everyone else. To her, it was everything.

What she needed wasn't a pep talk. She 

needed someone to say: "That loss is 

real. You're allowed to grieve it. And 

the grief won't last forever, even though 

it feels like it will."

Grief after brain surgery is one of 

the most universal and least acknowledged 

parts of recovery. It exists alongside 

gratitude, alongside healing, alongside 

progress. It doesn't mean you're failing. 

It means you're human, and you lost 

something, and your heart knows it even 

when the world around you doesn't.

The next chapter takes on the question 

that lives underneath the grief — the one 

that keeps you up at night: Am I still me?



Chapter 6: Am I Still Me?

"No man ever steps in the same river 

twice, for it's not the same river and 

he's not the same man."

— Heraclitus

You look in the mirror and the face is 

familiar. But something behind the eyes 

has shifted. The question comes at 3 

a.m., when the house is quiet and the 

truth can't be avoided: Am I still me?

The Identity Question

This is the question that never gets 

asked in clinical settings. Your surgeon 

asks about headaches, vision, strength in 

your hands. Your neurologist checks your 

reflexes and orders an MRI. Your primary 

care doctor asks if you're sleeping. 

Nobody asks: do you still feel like 

yourself?

And yet it is one of the most common, 

most distressing, and most isolating 

experiences after brain surgery. Patients 

don't bring it up because it sounds too 
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philosophical, too dramatic, too strange. 

How do you say to your doctor, "I don't 

recognize my own thoughts"? How do you 

explain to your spouse that you feel like 

a stranger in your own life?

If you're asking this question, you 

are not alone. And the answer is yes — 

you are still you. But that answer needs 

unpacking, because the "you" that existed 

before surgery and the "you" sitting here 

now are the same person navigating 

different neurological terrain, and the 

dissonance between who you remember being 

and who you experience being right now is 

real.

How the Brain Makes "You"

Your sense of self is not stored in a 

single location. There's no "identity 

center" that your surgeon could point to 

on an MRI. Your experience of being you 

emerges from the coordinated activity of 

networks distributed across the brain — 

and the most important of these is what 

neuroscientists call the "self" network 

(the default mode network).

This network connects areas in the 

front, back, and sides of the brain (the 

medial prefrontal cortex, posterior 

cingulate cortex, and lateral temporal 



lobes) that become active when you're not 

focused on the outside world. When you're 

daydreaming, remembering the past, 

imagining the future, thinking about 

yourself in relation to others — that's 

your self network at work. It's the 

brain's self-referential system. It's 

where autobiographical memory meets 

present-moment awareness meets the 

narrative you tell about who you are.

Your sense of identity is woven from 

three threads. Memory gives you 

continuity — the feeling that the person 

who graduated from college, got married, 

started a career is the same person 

reading this sentence. Emotion gives you 

valence — what matters to you, what moves 

you, what you care about. Executive 

function gives you agency — the sense 

that you make choices, direct your 

behavior, and act according to your 

values. When these three threads are 

intact and coordinated, your identity 

feels seamless. You don't think about 

being you. You just are.

After brain surgery, one or more of 

these threads may be altered. Memory may 

be less reliable, and the continuity 

feels fragile. Emotional processing has 

shifted, and the things that used to 

define you — your humor, your passions, 

your reactions — feel different. 
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Executive function may be compromised, 

and you make decisions that surprise you, 

or you can't make decisions at all.

The result is that the sense of self 

that used to be automatic now requires 

effort. You're conscious of being you in 

a way you never were before, and that 

very self-consciousness is disorienting. 

You're watching yourself from a slight 

distance, monitoring your own thoughts 

and reactions, trying to figure out if 

they match the person you remember being. 

That monitoring — that gap between the 

observer and the observed — is what makes 

patients say "I don't feel like myself." 

The self is still there. The seamless 

experience of being that self has been 

disrupted.

Personality vs. Core Self

There's an important distinction that 

gets lost in the fear of identity change, 

and I want to draw it clearly.

Personality is the pattern — the 

predictable ways you think, feel, and 

behave. Your tendency to be introverted 

or extroverted. Your temperament — calm 

or reactive, cautious or impulsive, 

serious or playful. Your habits of 

thought, your communication style, your 



default emotional tone. These are the 

patterns that others observe and that 

you've come to think of as "who you are."

Core self is something deeper. It's 

your awareness — the fact that you 

experience anything at all. It's your 

values — what you believe matters, what 

you'd fight for, what you'd sacrifice 

for. It's your loves — the people and 

things that hold meaning in your life. 

It's your sense of right and wrong, your 

aesthetic preferences, your deepest 

commitments.

Brain surgery can change personality 

patterns. It can shift your emotional 

reactivity, alter your social style, 

modify your energy and drive. These 

changes are real and they matter — they 

affect how you move through the world and 

how the world responds to you. Chapter 2 

explained why they happen.

But core self persists. Patients with 

significant personality changes after 

surgery still know what they value. They 

still love the people they loved before. 

They still hold the commitments that 

defined them. The expression changes. The 

essence doesn't.

This is not wishful thinking. It's a 

consistent clinical observation. Patients 

who've had frontal lobe resections still 

care about fairness. Patients who've lost 
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emotional regulation still value 

kindness. The patterns of delivery have 

been disrupted, but the content — the 

actual substance of who they are — 

remains.

The fear is that you lost yourself on 

the operating table. You didn't. You lost 

familiar patterns of self-expression. 

That's a real loss, and it deserves to be 

grieved (Chapter 5). But the you who 

grieves it is still you.

The Recalibration

Here is where I have to be honest with 

you in a way that may be difficult to 

hear.

Recovery from brain surgery is not 

about getting back to who you were. It's 

about integrating who you are now.

That distinction matters. If your goal 

is to return to the exact person you were 

before surgery — the same speed, the same 

sharpness, the same emotional patterns, 

the same energy — you are setting 

yourself up for a measuring contest you 

may not win. Some of those things will 

come back. Some may come back partially. 

Some may not come back at all. And as 

long as the old version of yourself is 



the standard, every day that you don't 

match it feels like failure.

Integration is a different goal. It 

says: I am the same person. My brain has 

been changed. I am learning to live in 

the brain I have now, not mourning the 

brain I had before. It doesn't mean you 

stop hoping for improvement — 

neuroplasticity is real, and recovery 

continues for months and years. It means 

you stop waiting for recovery to begin 

your life.

Think of it this way. A musician whose 

instrument has been modified — restrung, 

retuned, physically altered — is still 

the same musician. The instrument sounds 

different. Some things that were easy 

before are now difficult. Some techniques 

don't work the same way. But the 

musician's knowledge, training, artistry, 

and musical identity are intact. The task 

isn't to make the instrument sound 

exactly like it did before. The task is 

to learn the new instrument and discover 

what music it can make.

Some patients — not all, but enough 

that it's worth naming — discover that 

losing old patterns revealed something 

more authentic underneath. The driven 

executive who, post-surgery, realizes the 

drive was anxiety, not ambition. The 

people-pleaser who, without the energy to 
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perform agreeableness, discovers she's 

actually more direct — and that 

directness serves her better. The person 

who operated on autopilot for decades 

and, forced to slow down, finally notices 

what they actually want.

This isn't a silver lining argument. 

Some patients don't experience this. Some 

just experience loss. Both are valid. The 

point is that identity after brain 

surgery is not fixed. It's a process. And 

the person you're becoming deserves as 

much respect as the person you were.

Living With Change

Identity reconstruction doesn't happen 

in a single moment. It happens in the 

daily practice of living as the person 

you are now.

Build a new narrative. The story you 

tell about your life matters. Not because 

it changes what happened, but because it 

shapes how you carry it. There's a 

difference between "Brain surgery ruined 

my life" and "Brain surgery changed my 

life, and I'm still figuring out what 

that means." Both acknowledge the 

disruption. One locks you in a fixed 

story. The other leaves room for what 

comes next. Research on identity 



reconstruction after deep brain 

stimulation — by Cassimjee and colleagues 

— found that patients who actively 

rebuilt their personal narratives 

reported better adaptation and quality of 

life than those who held onto pre-

surgical identity as the only valid 

version of themselves.

Let people update their picture of 

you. The people in your life have a 

mental model of who you are. That model 

is based on years of observation. When 

your patterns change, their model breaks, 

and that's uncomfortable for everyone. 

Some people will resist the new version 

because they want the old one back. Some 

will adapt. Give both groups time, but 

don't pretend to be the old version for 

their comfort. The energy cost of 

performing your former personality is 

enormous, and it prevents both you and 

the people around you from adjusting to 

reality.

Find the constants. In the middle of 

everything that changed, some things 

didn't. Identify them. Maybe your humor 

is different, but you still find the 

world funny. Maybe your energy is lower, 

but you still light up around your 

children. Maybe your career has to shift, 

but the values that drove it haven't. 

These constants are your anchor points. 
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They're proof that the core is intact, 

even when the surface is in flux.

Be patient with yourself. Identity 

isn't rebuilt in a month. It's rebuilt in 

the accumulation of days where you show 

up as the person you are now — not the 

person you were, not the person you wish 

you were, but the person you actually are 

today. That person is enough. That person 

is you.

The Firefighter

A man, after frontal lobe surgery for 

a glioma. He'd been a firefighter for 

twenty years. Courage wasn't a quality he 

had — it was who he was. Running into 

burning buildings was the thing that made 

him him.

After surgery, his courage hadn't 

changed. He still cared about saving 

people. He still felt the pull toward 

danger. But his emotional regulation had 

shifted. He was quicker to anger, quicker 

to tears, slower to recover from stress. 

The fire chief, who knew about the 

surgery, gently moved him off active duty.

"If I'm not a firefighter, what am I?"

I told him what I'm telling you: he 

was still a firefighter. The courage, the 

instinct to protect, the willingness to 



put himself on the line for others — none 

of that was on the operating table. What 

changed was the instrument through which 

those qualities were expressed. He 

couldn't charge into burning buildings 

anymore. But the impulse to run toward 

danger rather than away from it — that 

was still his.

He eventually moved into fire safety 

education. He trains new recruits now. He 

tells them: bravery isn't just the moment 

you kick down a door. It's also the 

moment you sit with something you can't 

fix and choose not to run from it.

He's still a firefighter. Just a 

different kind.

The identity question doesn't have a 

neat answer. You are still you — and you 

are changed. Both things are true. The 

work isn't to resolve the tension between 

them. It's to live inside it, find your 

footing, and discover that the person you 

are now has more to offer than you think.

The next chapter takes on one of the 

strangest emotional territories after 

brain surgery — the paradox of holding 

gratitude and grief at the same time. Not 

as opposites, but as companions.
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Chapter 7: The Paradox

"The curious paradox is that when I 

accept myself just as I am, then I can 

change."

— Carl Rogers

I'm glad to be alive. I wish I were 

dead. Both of these thoughts can live in 

the same brain on the same day. That's 

not a contradiction. That's the paradox.

Gratitude and Grief Coexisting

Chapter 5 gave grief its own space. 

This chapter is about what happens when 

grief and gratitude show up at the same 

time — because they will, and when they 

do, most people feel like something is 

wrong with them.

It's Tuesday morning. You're sitting 

in your kitchen. Sunlight is coming 

through the window. Your kids are eating 

cereal. You are alive, and you know it. 

You feel a wave of gratitude so intense 

it catches your breath — you almost 

didn't make it to this moment, and here 



you are, watching your daughter spill 

milk, and it's beautiful.

And then, without transition, without 

warning, a thought arrives: I can't 

remember what I walked in here to do. My 

head hurts. I'm exhausted and the day 

hasn't started. I have to cancel lunch 

with my friend because I know I won't 

make it. My life is smaller than it was 

and I don't know if it's going to get 

bigger again.

Gratitude and grief. Same kitchen. 

Same minute.

The culture tells you to pick one. The 

people around you — the ones who prayed 

for you, who sat in the waiting room, who 

cried when the surgeon said "it went 

well" — need you to pick gratitude. They 

earned it. They watched you almost die, 

and now you're alive, and the story is 

supposed to end with thankfulness.

But your story didn't end. It 

continued, and the continuation is more 

complicated than the ending they were 

hoping for.

Both emotions are real. Both are 

valid. Neither cancels the other. 

Gratitude doesn't erase grief. Grief 

doesn't invalidate gratitude. They 

coexist, sometimes peacefully, sometimes 

in agonizing tension — and the tension 
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itself is not a problem to be solved. 

It's a reality to be lived.

"I Should Be Grateful"

Three words that do more damage than 

any surgical complication: I should be 

grateful.

"Should" is a silencing mechanism. It 

tells you that what you're actually 

feeling is wrong, and what you're 

supposed to feel is right. It takes your 

real, lived emotional experience and 

replaces it with an obligation. And once 

gratitude becomes an obligation, it stops 

being gratitude. It becomes performance.

The performance goes like this. 

Someone asks how you're doing. You say 

"grateful to be alive," because that's 

the acceptable answer. They smile. 

They're relieved. The conversation moves 

on. And the thing you actually felt — the 

exhaustion, the grief, the fear, the 

loneliness — stays inside you, unspoken, 

because speaking it would violate the 

contract. You survived. You owe the world 

a smile.

You don't owe anyone a performance.

The family members who say "at least 

you're alive" aren't being cruel. They're 

expressing relief. They almost lost you, 



and their nervous systems haven't settled 

yet, and hearing that you're grateful 

reassures them that everything is going 

to be okay. It's about their need, not 

yours.

But when you're the patient — when 

you're the one living inside a brain that 

doesn't work the way it used to, in a 

body that's exhausted by noon, in a life 

that looks the same from the outside but 

feels entirely different from the inside 

— "at least you're alive" lands like a 

door closing. It says: your suffering has 

a ceiling, and you've already exceeded 

the allowance. Be grateful and stop 

complaining.

You are allowed to feel whatever you 

feel. Full stop. Gratitude doesn't 

require the absence of pain. And pain 

doesn't require the absence of gratitude. 

They are parallel tracks, and you are 

riding both.

Survivor's Guilt

There's another layer that many 

patients carry and almost nobody talks 

about.

You survived brain surgery. Not 

everyone does. You know this because your 

surgeon told you the risks beforehand, 
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and somewhere in those statistics were 

the people who didn't make it. You may 

have met other patients in the hospital. 

You may know someone who had the same 

diagnosis and a worse outcome. You may 

have read about them online.

And now a quiet voice asks: why me? 

Why did I survive when others didn't? 

What makes my life worth saving more than 

theirs?

This is survivor's guilt, and it is 

surprisingly common after brain surgery. 

It doesn't require knowing someone 

specific who died. It just requires the 

knowledge that the surgery could have 

killed you and didn't, and the awareness 

that somewhere, for someone else, it did.

Survivor's guilt creates a strange 

kind of pressure. The second chance feels 

earned, not given — and if it was earned, 

you have to prove you deserve it. Every 

wasted day, every afternoon nap, every 

hour spent watching television instead of 

doing something meaningful feels like a 

betrayal of the gift. You should be 

living harder, loving better, 

accomplishing more. You got a second 

chance. Don't you dare waste it.

This pressure is crushing, and it's 

built on a false premise. You did not 

survive because you deserved it more than 

someone else. Surgical outcomes depend on 



tumor biology, anatomy, vascular 

patterns, timing, and a hundred other 

variables that have nothing to do with 

your worth as a human being. Your 

survival is not a performance review. You 

don't owe the universe productivity in 

exchange for your life.

You are allowed to rest. You are 

allowed to have a bad day. You are 

allowed to watch television and take naps 

and cancel plans without feeling like 

you're squandering a gift that someone 

else should have received. Surviving 

brain surgery doesn't come with a 

contract. You don't have to earn the 

right to be alive. You already have it.

Holding Both Truths

The paradox doesn't need to be 

resolved. It needs to be lived.

This is a practice, not a destination. 

It means waking up and feeling grateful 

for the morning and also feeling tired of 

mornings being so hard. It means loving 

your family and also resenting that they 

don't understand what you're going 

through. It means celebrating a good day 

and also knowing that tomorrow might not 

be one.
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The practice is "both/and" instead of 

"either/or." I am grateful for this life 

AND I am mourning what I lost. I am 

healing AND I am struggling. I am proud 

of how far I've come AND I am afraid of 

how far I have to go. Both halves of each 

sentence are true. You don't have to 

choose between them.

What makes the paradox bearable is 

permission — permission from yourself, 

first, and then from the people around 

you. Permission to feel whatever you feel 

without filtering it through what you 

"should" feel. Permission to cry at the 

kitchen table five minutes after laughing 

with your kids. Permission to say "I'm 

grateful and I'm struggling" in the same 

breath, without anyone trying to talk you 

out of half of it.

If the people in your life can't hold 

both truths yet, that's okay. They'll 

learn. Or they won't, and you'll find 

someone who can — a therapist, a support 

group, another survivor. Someone who 

doesn't flinch when you say "I'm glad to 

be alive and some days I wish I weren't" 

and doesn't try to fix either half of 

that sentence.



The Woman Who Couldn't Stop Saying 
Thank You

A woman, after pituitary surgery. The 

surgery went well. Her vision was saved. 

Her endocrine function was recovering. By 

every objective measure, she was a 

success story.

She spent the first ten minutes of 

every appointment thanking me, thanking 

the surgical team, thanking the nurses, 

thanking the anesthesiologist. She was 

relentlessly, performatively grateful. It 

was exhausting to watch.

One day I stopped her. "You don't have 

to thank me every time," I said. "How are 

you really doing?"

She went quiet for a long time. Then 

she said, "I cry every night. I can't 

concentrate. I can't do my job. My 

husband thinks I should be happy and I 

don't know how to tell him I'm not. But I 

am grateful. I am. I just didn't know I 

was allowed to be grateful and miserable 

at the same time."

She was allowed. She always had been. 

But nobody had said it.

A therapist she eventually saw told 

her something that changed things: "Your 

grief honors what you lost. Your 

gratitude honors what you kept. Both are 

real."
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Both are real. That's the whole truth. 

The paradox is not something to fix. It 

is something to hold — gently, with both 

hands, for as long as you need to.

The next chapter turns a corner. Not 

every change after surgery is a loss. 

Some patients discover that when the 

brain's default patterns are disrupted, 

something unexpected emerges — something 

that was there all along but couldn't be 

seen until everything else was stripped 

away.



Chapter 8: What the Surgery 
Revealed

"In the middle of difficulty lies 

opportunity."

— Albert Einstein

This chapter is not about silver 

linings. It's about something stranger 

and more honest: what happens when the 

brain's default patterns are disrupted, 

and something unexpected emerges.

Not every patient experiences what I'm 

about to describe. Some patients 

experience only loss — and that's valid, 

and nothing in this chapter is meant to 

minimize it. But enough patients report 

this phenomenon that it deserves to be 

named, because if it's happening to you, 

you need to know you're not imagining it.

The Disruption Effect

Your brain, before surgery, was 

running on autopilot in ways you didn't 

notice. Decades of neural habit — 

patterns of thought, response, and 
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behavior that you repeated so many times 

they became invisible. The way you 

reacted to stress. The way you managed 

relationships. The priorities you set 

without questioning them. The compromises 

you made so long ago you forgot they were 

compromises.

These neural habits aren't good or 

bad. They're efficient. The brain 

automates repeated behaviors to conserve 

energy, the same way you don't think 

about how to drive a car after doing it 

for twenty years. But automation comes at 

a cost: you stop noticing the pattern. 

You mistake habit for identity. "I'm a 

workaholic" feels like a personality 

trait when it might be an anxiety 

response that got automated. "I'm a 

people-pleaser" feels like who you are 

when it might be a survival strategy from 

childhood that never got examined.

Surgery disrupts these patterns. Not 

selectively — it doesn't target the bad 

habits and leave the good ones. It 

disrupts the neural infrastructure that 

supports all of them. And in that 

disruption, some patients experience 

something unexpected: they notice, for 

the first time, what was running in the 

background.

The driven executive who, without the 

energy to maintain the drive, realizes 



the drive was fear. The always-agreeable 

spouse who, stripped of the cognitive 

resources to perform agreeableness, 

discovers she's actually direct — and 

that directness feels more like her than 

accommodation ever did. The man who spent 

thirty years avoiding silence and, forced 

into rest by post-surgical fatigue, 

discovers that silence isn't empty. It's 

where he can actually hear himself think.

This is not the surgery "giving" 

people something new. It's the surgery 

disrupting the noise that was covering up 

something that was already there.

The Clarity of Crisis

There's a phenomenon in the psychology 

literature called post-traumatic growth. 

It's distinct from resilience — 

resilience is bouncing back to baseline. 

Post-traumatic growth is ending up 

somewhere you couldn't have reached 

without the crisis.

I'm cautious with this concept. In the 

wrong hands, it becomes toxic positivity 

— the idea that suffering is secretly a 

gift, that everything happens for a 

reason, that you should be thankful for 

your brain tumor because it taught you 

something. That's not what I'm saying. 
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Suffering is suffering. Brain surgery is 

not a personal development seminar. 

Nobody should have to go through this to 

learn something about themselves.

But the clinical reality is that some 

patients, after the acute recovery 

stabilizes, report changes they wouldn't 

reverse even if they could. Not all 

changes — they'd take back the fatigue, 

the fog, the lost capabilities in a 

heartbeat. But certain shifts in 

perspective, priority, and self-

understanding that emerged from the 

disruption? Those, some patients choose 

to keep.

One patient put it this way: "I lost 

my ability to multitask and I gained the 

ability to be present. I wouldn't have 

chosen this trade. But now that it's 

happened, I can see that I was never 

actually present before. I was always 

three steps ahead, managing the next 

thing. Now I'm here. Actually here. And 

'here' turns out to be somewhere I wanted 

to be."

This doesn't mean her loss wasn't 

real. It doesn't mean she didn't grieve 

it. It means that after the grieving, 

something else appeared — something that 

had been crowded out by the very 

capacities she lost.



Permission to Be Changed

If this chapter resonates with you — 

if you've noticed something emerging that 

wasn't there before, or that was there 

but buried — I want to give you explicit 

permission: you are allowed to be changed 

by this experience. Not just damaged by 

it. Changed.

There's a difference between being 

changed by surgery and being defined by 

it. Being defined by it means your 

identity collapses into the event — you 

become "the person who had brain 

surgery," and everything about your life 

is filtered through that lens. That's a 

trap. It turns a chapter of your life 

into the whole story.

Being changed by it means the 

experience becomes part of your story 

without becoming the whole story. You had 

brain surgery. It altered things. Some of 

what it altered was painful. Some of what 

it altered was clarifying. And the person 

you are now carries all of it — the loss, 

the grief, the disruption, and whatever 

emerged on the other side.

You don't have to justify the change 

to anyone. You don't have to pretend that 

the surgery was a blessing. You don't 

have to spin the narrative into something 

inspirational. You just have to allow for 
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the possibility that you are not only 

less than you were — you may also be 

different in ways that have value.

If nothing emerged. If the experience 

was only loss, only grief, only hard. 

That's okay too. This chapter isn't a 

prescription. It's an acknowledgment that 

the disruption sometimes reveals things, 

and if it revealed something to you, you 

have the right to claim it.

The Lawyer Who Stopped Arguing

A woman, eighteen months after 

temporal lobe surgery. She'd been a 

corporate litigator — competitive, 

aggressive, sharp. She lived for the 

courtroom. Her identity was built around 

winning.

After surgery, the competitive fire 

dimmed. Not her intelligence — she was 

still sharp. But the drive to dominate, 

to win arguments, to be the smartest 

person in the room — that faded. And 

without it, she didn't know who she was.

For the first year, she grieved. She 

tried to force the competitive edge back. 

She took on cases and found herself 

unable to muster the aggression they 

required. She felt broken.



Then something shifted. Without the 

need to win, she started listening 

differently. She noticed what her clients 

actually needed, which often wasn't a 

fight — it was a resolution. She noticed 

the human beings on the other side of the 

table. She noticed that the aggression 

she'd always worn as armor had been, in 

part, a defense against vulnerability.

She left litigation. She now runs a 

patient advocacy nonprofit for people 

navigating the medical system after brain 

surgery. She said, "I didn't lose my 

ambition. I lost the thing that was 

distorting it. I'm still ambitious. I 

just aim it at something that matters 

now."

I don't tell this story to suggest 

that brain surgery leads to epiphanies. 

It doesn't, reliably. I tell it because 

she needed to hear, at month six when she 

was drowning in grief, that the story 

wasn't over. The disruption wasn't the 

ending. It was a forced intermission 

between acts — and what came after was 

something she couldn't have imagined 

while she was in the middle of it.

The first two parts of this book have 

been about what happened — to your brain, 

to your emotions, to your identity. The 

next part goes deeper. It asks: what 

Still You

110



Still You

111

didn't change? What part of you survived 

the surgery untouched? And how do you 

find it when everything on the surface is 

in flux?



Chapter 9: The Part That 
Persists

"What lies behind us and what lies 

before us are tiny matters compared to 

what lies within us."

— Ralph Waldo Emerson

I've operated inside hundreds of 

brains. I've never found a soul in there. 

But I've never met a patient who lost 

theirs.

What Surgery Can and Cannot Reach

Let me be precise about what brain 

surgery touches and what it doesn't.

Surgery changes tissue. It removes 

tumors, clips aneurysms, drains fluid, 

resects damaged structures. In doing so, 

it changes the circuits that run through 

that tissue — the electrical and chemical 

pathways that produce thought, emotion, 

memory, and behavior. We covered this in 

the first eight chapters, and the changes 

are real. Your processing speed, your 

emotional regulation, your energy, your 
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personality patterns — these can all be 

altered by what happens in the operating 

room.

But here is what I've observed across 

hundreds of patients, including those 

with the most severe neurological 

changes: something persists. Something 

that isn't on the MRI. Something the 

scalpel never touches.

Patients who can't remember what they 

had for breakfast still know they love 

their children. Patients with profound 

personality changes still hold the values 

that defined them before surgery. 

Patients who've lost language, lost motor 

function, lost years of memory — when you 

sit with them, when you're quiet enough 

to see past the deficits, there is 

someone still in there. The same someone. 

Changed in expression, yes. But present.

This isn't mysticism. It's a clinical 

observation, repeated across every 

neurosurgical practice I've encountered. 

The brain is the organ of thought, 

emotion, and behavior — and surgery can 

change all three. But the awareness 

behind all three — the observer, the 

experiencer, the one who knows something 

has changed — that persists in ways that 

brain tissue alone doesn't explain.



Awareness Itself

If you can ask "Am I still me?" — the 

asker is still you.

Think about that for a moment. The 

very fact that you notice the changes 

means there is a part of you that exists 

outside the changes. The part that 

watches your thoughts and says "that's 

not how I used to think." The part that 

feels your emotions and says "this 

doesn't feel like mine." The part that 

observes your behavior and says "I 

wouldn't have done that before."

That observer — the awareness that 

notices — was not on the operating table. 

It wasn't in the tissue that was removed. 

It wasn't disrupted by the edema or 

altered by the medications. It has been 

there since before the surgery, and it's 

still there now. It's the most stable 

part of you, and ironically, it's the 

part that most people overlook because 

it's so fundamental. It's like asking a 

fish to notice water.

Neuroscience doesn't have a complete 

explanation for this. We can identify the 

specific brain structures and activity 

patterns linked to consciousness — what 

researchers call the "neural correlates 

of consciousness." We can identify when 

consciousness is present and when it 
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isn't. But the hard problem — why there 

is subjective experience at all, why 

there is a "what it feels like" to be you 

— remains one of the deepest unsolved 

questions in science. I don't have the 

answer. Nobody does.

What I can tell you, clinically, is 

this: the patients I've treated who find 

this observation — who locate the 

awareness behind the changes and 

recognize it as themselves — do better. 

Not because it fixes anything. Their 

deficits are still real. Their grief is 

still valid. But they have something to 

stand on. They have a vantage point from 

which to observe the changes without 

being consumed by them. The changes 

happened to their brain. Their brain is 

theirs, but it is not all of them.

For Spiritual and Religious 
Patients

If you hold a faith tradition — any 

faith tradition — your surgery did not 

diminish it. Your brain may process 

spiritual experience differently now. 

Prayer may feel different. Worship may 

feel different. The emotional dimension 

of your spiritual life may have shifted, 

because the emotional circuitry that 



colored those experiences has been 

altered.

Some patients find that surgery 

deepens their faith. The proximity to 

death, the dependence on forces beyond 

their control, the gratitude for survival 

— these can intensify spiritual 

connection in ways that feel genuine and 

sustaining.

Other patients find that surgery 

challenges their faith. If God is good, 

why did this happen? If prayer works, why 

do I still feel broken? The cognitive and 

emotional changes can create a distance 

between you and your spiritual life that 

feels like abandonment — not God 

abandoning you, but your own brain no 

longer delivering the felt sense of 

connection that used to come easily.

Both responses are normal. Neither is 

more "right" than the other. Faith is not 

measured by the intensity of the feeling. 

It's measured by what you do when the 

feeling isn't there.

Whatever your tradition, the deep 

ground of your being was not on the 

operating table. The soul — or whatever 

your tradition calls it — is not a 

structure the surgeon can see under a 

microscope. It is not tissue. It is not 

circuitry. And it is not subject to the 
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effects of edema, inflammation, or 

dexamethasone.

If your spiritual life feels 

disrupted, give it time. The brain's 

contribution to spiritual experience is 

real, and as your brain heals, the felt 

dimension often returns. In the meantime, 

the commitment, the practice, and the 

belief can carry you even when the 

feeling doesn't.

For Secular Patients

You don't need religious language to 

access what I'm describing. You don't 

need to believe in a soul, an afterlife, 

or a higher power to recognize that 

something about you persists beyond the 

neurological changes.

Values persist. The things you believe 

matter — justice, kindness, honesty, 

creativity, family, truth — these don't 

live in the tissue that was removed. They 

live in the way you orient toward the 

world, and that orientation survives 

brain surgery.

Purpose persists. Even when the 

specific expression of your purpose has 

to change — when the career shifts, when 

the capabilities narrow, when the old 

ways of contributing aren't available 



anymore — the drive to contribute, to 

matter, to be useful in the world doesn't 

disappear. It reorganizes.

Love persists. The people you love, 

you still love. The depth of your 

connection to them doesn't diminish 

because your processing speed slowed 

down. Love is not a cognitive function. 

It's something more fundamental, and it 

remains.

An atheist physicist , after parietal 

lobe surgery. He was a rigorous 

materialist — the brain produces the 

mind, full stop, no exceptions. And he 

was struggling deeply with the identity 

question, because his framework gave him 

no language for what he was experiencing. 

If the brain is all there is, and the 

brain has changed, then he has changed — 

completely, irreversibly, with no 

remainder.

I asked him: "Who is it that noticed 

the change?"

He went quiet for a long time. Then he 

said: "That's the one thing I can't 

reduce. The observer. I can explain every 

change in terms of neural circuits. I can 

account for the personality shifts, the 

emotional differences, the cognitive 

deficits. But the fact that there's 

someone watching it all happen — I can't 

explain that. And that someone is the 
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same someone who was watching before the 

surgery."

He didn't convert to anything. He 

didn't adopt spiritual language. But he 

found his anchor point: the observer is 

continuous. The thing being observed 

changes. The one who observes it doesn't. 

That was enough.

You don't have to name it. You don't 

have to explain it. You don't have to fit 

it into a philosophical framework or a 

religious tradition. You just have to 

notice it: there is a part of you that is 

watching the changes happen, and that 

part is not itself changed. That is the 

part that persists. That is the part the 

scalpel cannot reach.

The next chapter is about practical 

ground — how to find stability when 

everything around you and inside you is 

shifting. Not by stopping the shift, but 

by discovering what doesn't move.



Chapter 10: Finding Ground 
When Everything Shifts

"You do not need to know precisely 

what is happening, or exactly where it is 

all going. What you need is to recognize 

the possibilities and challenges offered 

by the present moment."

— Thomas Merton

When your brain shifts, your entire 

reality shifts with it. Finding ground 

isn't about stopping the shift. It's 

about discovering what doesn't move.

This chapter is practical. The 

previous chapters named what you're going 

through. This one is about what to do 

about it — not the clinical recovery 

toolkit (that's Chapter 12), but the 

daily, human practices that help you find 

stability when the internal landscape 

keeps changing.

Stillness and Presence

Your mind, after surgery, has two 

favorite destinations: the past and the 
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future. The past is where the person you 

used to be lives — the one who could 

think clearly, manage a household, carry 

a conversation without exhaustion. The 

future is where the fear lives — will 

this get better? Will I ever be normal 

again? What if this is permanent?

Neither destination is where healing 

happens. Healing happens in the present 

moment, which is the one place your 

anxious mind doesn't want to be.

I'm not going to prescribe meditation. 

Some patients take to it. Many find it 

impossible after brain surgery — the 

cognitive fatigue, the racing thoughts, 

the inability to sit still make formal 

meditation feel like torture. Both 

responses are valid. Meditation is one 

path to presence. It's not the only one.

What I'm suggesting is simpler: five 

minutes of quiet attention. Sit somewhere 

comfortable. Don't try to empty your mind 

— that's not the point. Just notice 

what's happening right now. The weight of 

your body in the chair. The sound of the 

room. The feeling of breathing. When your 

mind wanders to the past or the future — 

and it will, constantly — just notice 

that it wandered and bring it back. No 

judgment. No frustration. Just a return.

This practice does something specific 

for your brain. It activates the front of 



your brain (the prefrontal cortex) — the 

part responsible for regulation and 

executive control — and it quiets the 

brain's alarm system (the amygdala), 

which has been in overdrive since the 

surgery. It shifts your nervous system 

from sympathetic dominance (threat mode) 

toward parasympathetic engagement 

(recovery mode). Five minutes. That's 

enough to start. You can build from there.

The patients who struggle most with 

presence are the ones who were always 

future-oriented before surgery — 

planners, achievers, people who lived in 

the next task. For them, being forced 

into the present moment feels like being 

trapped. What I've seen, over time, is 

that these patients often come to value 

presence more than anyone, precisely 

because they never had it before. The 

surgery took away the ability to live 

three steps ahead. Some patients discover 

that one step at a time is actually where 

life happens.

Nature as Medicine

If there is a single non-

pharmaceutical intervention with the 

strongest evidence for brain recovery, 
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it's nature exposure. And it requires 

almost nothing from you.

Twenty minutes outdoors produces 

measurable cortisol reduction. It lowers 

heart rate, reduces blood pressure, and 

shifts autonomic tone toward 

parasympathetic dominance. Research shows 

that natural environments support 

attentional recovery — which is 

particularly valuable after brain 

surgery, when your directed attention 

systems are depleted. The involuntary 

attention required by nature (birdsong, 

wind, rustling leaves) gives your 

directed attention system a rest, 

allowing it to recover.

You don't have to hike. You don't have 

to exercise. Sitting in a garden counts. 

Standing on a porch counts. Watching 

clouds through a window counts, though 

being outside is better. The key is 

exposure to natural environments where 

your brain can stop managing and start 

receiving.

Forest bathing research from Japan — 

shinrin-yoku — shows that even passive 

exposure to tree-dense environments 

reduces cortisol, improves immune 

function (via natural killer cell 

activity), and produces lasting mood 

benefits. For a brain that's been through 



surgical trauma, these aren't luxuries. 

They're medicine.

If you're in a city and green space is 

limited, water helps too. A fountain, a 

river, a lake. The visual and auditory 

patterns of water engage your sensory 

system without demanding cognitive 

resources. Blue space research is newer 

than green space research, but the early 

findings point in the same direction: 

natural environments restore what modern 

environments deplete.

Make it a daily practice if you can. 

Morning is ideal — the natural light 

exposure helps calibrate your circadian 

rhythm, which is often disrupted after 

surgery. But any time of day works. 

Twenty minutes. No phone. Just you and 

whatever piece of the natural world is 

available to you.

Connection

Social withdrawal after brain surgery 

is understandable. Chapter 3 explained 

why it happens — your brain is triaging 

its limited resources, and social 

performance gets cut. But sustained 

isolation is a risk factor for poor 

recovery, and the research on this is 
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clear: social connection is 

neuroprotective.

The goal isn't to return to your pre-

surgery social life. The goal is to 

maintain connection in forms your brain 

can handle.

One person. Not a group — one person. 

Someone who sees you, not the surgery. 

Someone who doesn't need you to perform 

being okay. Someone who can sit with you 

when things are hard and not try to fix 

it. "That sounds really hard" is more 

healing than any pep talk, because it 

communicates that your experience is real 

and witnessed.

If you don't have that person, a 

therapist can fill that role. A support 

group — especially one for brain surgery 

survivors — can fill it. Online 

communities, when they're well-moderated, 

can fill it. The medium matters less than 

the quality: being with someone who 

understands without explanation, who 

doesn't flinch at the hard parts, who 

doesn't need you to be grateful or 

positive or strong.

There's a specific kind of healing 

that happens when another person 

witnesses your experience without trying 

to change it. Psychologists call it 

"holding space." It means someone is 

present with you in your suffering — not 



solving it, not minimizing it, not 

comparing it to something else. Just 

being there. The effect on your nervous 

system is measurable: co-regulation, the 

process by which one person's calm 

nervous system helps regulate another's, 

is one of the most ancient and powerful 

healing mechanisms humans have. You are 

wired for it. Use it.

Creative Expression

When words fail — and they will, 

because the changes after brain surgery 

are often pre-verbal, existing in a 

register below language — creativity can 

reach where conversation can't.

A patient who couldn't articulate what 

had changed started painting. She'd never 

painted before surgery. The paintings 

were dark, abstract, chaotic — nothing 

she would have called "art." But they 

externalized something she couldn't 

speak. When she brought them to therapy, 

her therapist said, "Tell me about this 

one." And for the first time, she could 

point at the feeling instead of trying to 

name it.

Creativity doesn't require talent. It 

requires permission. Write three 

sentences about your day. Draw a shape 

Still You

126



Still You

127

that represents how you feel. Play a 

chord on an instrument. Make something 

with your hands. The product doesn't 

matter. The process does.

Why creativity works differently: 

creative expression engages the right 

side of your brain — the networks that 

handle spatial, emotional, and intuitive 

processing — and connects sensory 

experience to movement in ways that 

bypass the verbal-analytical circuits 

that are often the most fatigued after 

surgery. It accesses emotional content 

through a different door. Patients who 

write about their experience — even 

briefly, even badly — show reduced stress 

markers and improved emotional processing 

in studies of expressive writing. You 

don't have to be a writer. You just have 

to write.

Meaning-Making

I want to be careful here, because 

"finding meaning in suffering" can be a 

weapon. When someone tells you 

"everything happens for a reason" after 

brain surgery, they're using meaning-

making as a silencing tool — it reframes 

your pain as a lesson you should be 

grateful for, which is insulting.



That's not what I'm describing.

What I'm describing is the human 

capacity to create meaning from what 

happened — not to find it waiting for 

you, as if the universe arranged your 

surgery for your personal growth, but to 

build it yourself, in your own time, on 

your own terms.

Meaning-making looks different for 

every patient. For some, it's advocacy — 

using their experience to help others 

navigate what they went through. For 

some, it's a reordering of priorities — 

the clarity that comes from a brush with 

mortality. For some, it's simply the 

commitment to live more honestly, with 

less pretense and more presence.

You don't have to find meaning. The 

pressure to "learn the lesson" or "find 

the silver lining" is another form of 

forced gratitude, and you can reject it. 

But if meaning arrives — if you notice, 

months or years from now, that the 

experience shifted something in you that 

you value — you're allowed to claim it. 

It doesn't retroactively justify the 

suffering. It just means you built 

something from the wreckage.

Stay open. That's all. The meaning, if 

it comes, will come on its own schedule.
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These practices — stillness, nature, 

connection, creativity, and the openness 

to meaning — aren't a prescription. 

They're a menu. Try what appeals to you. 

Discard what doesn't. The goal is to find 

your ground — the practices and places 

and people that remind you of who you are 

when everything else is in motion.

For many patients, that search for 

ground leads to deeper questions. The 

next chapter addresses the spiritual 

dimension of recovery. It's written for 

patients who hold a faith tradition, or 

who find themselves asking questions that 

go beyond neuroscience. If that's not 

your path, you can skip to Chapter 12 — 

the practical recovery toolkit.



Chapter 11: The Spiritual 
Dimension (For Those Who 

Want It)

"The soul is placed in the body like a 

rough diamond, and must be polished, or 

the luster of it will never appear."

— Daniel Defoe

This chapter is for patients who hold 

a faith tradition or who find themselves 

asking spiritual questions after surgery. 

If this isn't your path, skip to Chapter 

12 — the practical recovery toolkit. 

Nothing in the rest of the book depends 

on this chapter.

Why This Chapter Exists

Many patients find their spiritual 

life deeply affected by brain surgery. 

Not in abstract ways — in daily, 

concrete, felt ways. The emotional warmth 

that used to accompany spiritual practice 

may have cooled or intensified 

unpredictably. Prayer, worship, and your 

sense of the sacred may feel altered in 
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ways you can't quite name. The sense of 

God's presence — or whatever language 

your tradition uses — may feel different 

from what it was.

These changes have a neurological 

basis. The brain is the organ through 

which you experience everything, 

including the sacred. When the brain is 

altered, the experience of the sacred 

changes too. This doesn't mean your faith 

is weakened. It means the instrument 

through which you access it has been 

modified, and the output sounds different 

for a while.

This chapter doesn't privilege any 

tradition. I've seen these patterns in 

Christian patients, Jewish patients, 

Muslim patients, Hindu patients, Buddhist 

patients, and patients whose spirituality 

doesn't fit into any institutional box. 

The specifics differ. The underlying 

experience is remarkably consistent.

When Surgery Deepens Faith

For some patients, brain surgery is a 

catalyst for spiritual deepening. This is 

common enough that it needs to be named 

without being idealized.

The encounter with mortality does 

something. When you've lain on an 



operating table and surrendered your 

brain — the seat of everything you know 

and feel and are — to a surgeon's hands, 

you have confronted your own smallness in 

a way that most people never do. That 

confrontation, for some, breaks open a 

relationship with something larger. It's 

not that the surgery was a gift. It's 

that the proximity to death made the fact 

of being alive feel sacred in a way it 

didn't before.

Gratitude, in this context, is real — 

not the performed gratitude of Chapter 7, 

but a deep, embodied recognition that you 

are here and you don't fully understand 

why. For patients with a faith tradition, 

this can become the ground of renewed 

spiritual practice. Not "I should be 

grateful," but "I am grateful, and the 

gratitude itself feels like prayer."

Some patients describe a sense of 

being held during the worst of it — a 

presence they couldn't see but could 

feel, carrying them through the terror 

and the pain and the uncertainty. Whether 

this is neurological, spiritual, or both 

is a question I can't answer and don't 

need to. What matters is that the 

experience was real for them, and it 

became a resource for recovery.
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When Surgery Disrupts Faith

For other patients, the same proximity 

to mortality produces the opposite 

response: a spiritual crisis.

Where was God when I was suffering? If 

prayer works, why do I still feel broken? 

Why did this happen to me? If there is a 

benevolent force in the universe, how do 

I reconcile that with what I went through 

— and what I'm still going through?

These questions are as old as human 

suffering. Brain surgery doesn't create 

them. But it gives them a visceral 

urgency that theological discussion can't 

match, because the thing that was altered 

is the very organ you use to experience 

the divine. When your brain changes, your 

felt connection to God — the warmth, the 

peace, the sense of presence — can change 

with it. And when the feeling disappears, 

it's natural to wonder whether the 

reality behind the feeling disappeared 

too.

It didn't. The neurological changes 

that alter your emotional experience of 

spirituality do not alter the reality 

your faith points to. Your brain's 

capacity to feel God's presence is a 

function of neural circuitry — circuitry 

that is healing. The presence itself is 

not contingent on the circuitry.



But I know that's cold comfort when 

you're sitting in church and feeling 

nothing. When you pray and the words 

bounce off the ceiling. When the practice 

that used to sustain you feels empty. 

This is a form of grief — spiritual grief 

— and it deserves the same compassion as 

every other grief in this book.

What I can tell you is that the felt 

dimension of spiritual experience is 

often the last thing to fully return 

after brain surgery, because it depends 

on emotional processing circuits that 

heal slowly. The commitment, the 

practice, and the belief can carry you 

through the dry period. Some patients who 

went through a spiritual crisis during 

recovery describe, months or years later, 

a faith that is deeper and more honest 

than what they had before — not because 

the surgery was good, but because the 

crisis stripped away the performative 

layer and left only what was real. Others 

find that their faith doesn't return in 

its previous form, and they grieve that 

loss or move toward a different spiritual 

path. Both outcomes are valid.
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For Chaplains, Clergy, and 
Spiritual Directors

If you're supporting a post-surgical 

patient in a spiritual capacity, here is 

what helps and what doesn't.

What helps is presence. Sitting with 

someone in their suffering without trying 

to explain it. Being willing to hold the 

silence when they can't find words. 

Witnessing their doubt without rushing to 

reassure them. The ministry of presence — 

of simply being with someone in pain — is 

the most healing spiritual act available, 

and it requires nothing but your 

willingness to stay.

What helps is honesty. "I don't know 

why this happened" is more spiritual than 

any theodicy. The patient doesn't need 

you to have answers. They need you to be 

willing to sit in the question with them.

What doesn't help is theology deployed 

as comfort. "God has a plan" may be true 

within your tradition, but to a patient 

in the acute aftermath of brain surgery, 

it sounds like their suffering was 

arranged on purpose, and that is not 

comforting — it's enraging. "This is 

happening for a reason" may be true in an 

ultimate sense, but in the immediate 

sense, it dismisses the patient's pain in 

favor of a cosmic narrative they didn't 

consent to.



What doesn't help is forced optimism. 

"God will heal you" places the patient in 

a double bind: if they don't heal, was 

their faith insufficient? Was God's 

attention elsewhere? Promises of divine 

healing create expectations that, if 

unmet, damage faith rather than 

strengthen it.

What helps: "I'm here. I don't 

understand this either. But you're not 

alone in it."

That's enough. That's more than 

enough.

Whatever your tradition, whatever your 

practice, whatever the current state of 

your felt connection to the sacred — the 

deep ground of your being was not on the 

operating table. The surgeon operated on 

tissue. The soul, the spirit, the divine 

spark — whatever your language for it — 

is not tissue. It is not subject to 

edema, inflammation, or surgical margins.

Your spiritual life may feel 

different. It may feel disrupted, 

distant, or unfamiliar. Give it time. The 

instrument is healing. The music will 

return — perhaps in a different key, 

perhaps with a different texture, but it 

will return. And what returns may be more 

honest than what was there before.
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The next chapter is the practical 

heart of the book — the recovery toolkit. 

Every device, supplement, therapy, and 

practice that has evidence behind it, 

organized by phase and by need. This is 

where knowledge becomes action.



Chapter 12: Your Recovery 
Toolkit

"Take care of your body. It's the only 

place you have to live."

— Jim Rohn

Your brain is an organ. It heals like 

an organ. And like any healing organ, it 

needs raw materials, rest, and the right 

conditions. A generation ago, most of the 

tools in this chapter didn't exist. 

Today, you can access clinical-grade 

recovery support from your living room.

This is the practical heart of the 

book — your supply list, your practice 

guide, and your recovery playbook in one 

place. It's divided into four sections. 

You don't need to read it straight 

through. Jump to whatever you need most. 

Appendix C has full evidence profiles for 

every device and supplement mentioned 

here.

A note on evidence tiers: throughout 

this chapter, I'll reference the evidence 

rating system from the Introduction. Tier 

1 means strong clinical evidence. Tier 2 

means emerging evidence with clinical 
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promise. Tier 3 means preclinical or 

early-stage. Tier 4 means experiential — 

widely reported by patients but not yet 

formally studied in post-surgical 

populations. Everything here has at least 

Tier 2 support, and I'll be transparent 

about where each tool sits.

SECTION A: Body Foundations

Sleep — The Most Important Recovery 
Activity

If you read one section of this 

chapter, read this one.

During sleep — particularly deep, 

slow-wave sleep — your brain activates 

its self-cleaning system (the glymphatic 

system), a recently discovered mechanism 

that flushes metabolic waste, including 

the inflammatory debris generated by 

surgical healing. This cleaning system 

barely functions when you're awake. It 

runs during sleep. Every hour of sleep 

you lose is an hour your brain can't 

clean itself.

Sleep is also when neuroplastic 

changes consolidate. The new connections 

being formed during waking hours — the 

rewiring that drives your recovery — get 



strengthened and stabilized during sleep. 

Without adequate sleep, the gains you 

make during the day don't stick as well.

The problem is that post-surgical 

sleep is often terrible. Steroids cause 

insomnia and disrupt circadian rhythm. 

Pain medications fragment sleep 

architecture. Anxiety keeps your mind 

racing at 3 a.m. And the fatigue itself 

creates a cruel paradox — exhausted but 

unable to sleep.

What to do about it. Talk to your 

doctor about whether your medications are 

disrupting your sleep and whether 

adjustments are possible — this 

conversation alone can be transformative. 

Protect your sleep window: cancel morning 

commitments if you need to sleep late. In 

the early weeks, don't fight the 

hypersomnia — if your brain wants 

fourteen hours, give it fourteen hours. 

As steroids taper, sleep typically 

improves. If it hasn't improved within a 

few months, consider asking your doctor 

about a sleep evaluation. Sleep disorders 

after brain surgery are common and 

treatable, but only if someone looks for 

them.

Practical supports: keep your bedroom 

cool and dark. Magnesium glycinate or L-

threonate before bed (see supplement 

section). Blue-light blocking glasses in 
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the evening if screens are unavoidable. A 

consistent sleep schedule, even on 

weekends, helps recalibrate your 

circadian rhythm.

Movement — Gentle, Graduated, 
Essential

Walking is the best post-surgical 

exercise for most patients. It requires 

no equipment, no instruction, and no 

cognitive demand. It increases blood flow 

to the brain, promotes the release of 

chemicals that help brain cells grow and 

repair, reduces inflammation, and 

improves mood through the brain's natural 

feel-good pathways.

When to start: as soon as your 

surgical team clears you, which is 

usually within days of surgery. How far: 

start with what you can manage. Five 

minutes counts. Ten minutes is excellent. 

Build gradually. If you're wiped out 

afterward, you went too far — scale back 

and try again in a few days.

Beyond walking: gentle stretching 

reduces the muscular tension that 

accumulates from stress and inactivity. 

Yoga — gentle, restorative, nothing that 

puts your head below your heart until 

cleared by your surgeon — supports both 

physical recovery and nervous system 



regulation. Swimming, once your incision 

is fully healed and your surgeon approves 

it, provides low-impact full-body 

movement.

The key principle: move when you can, 

rest when you can't, build gradually. A 

good day doesn't mean you should double 

your activity. It means your brain had a 

little extra in the tank, and you should 

enjoy it without depleting it.

Nutrition for Brain Healing

Your brain is rebuilding tissue. It 

needs building materials.

Anti-inflammatory nutrition matters 

because post-surgical inflammation, while 

necessary for initial healing, can become 

chronic and impede recovery if not 

managed. The foods that reduce 

inflammation and support brain repair 

overlap almost entirely with the 

Mediterranean diet: fatty fish (salmon, 

sardines, mackerel) for omega-3 fatty 

acids, colorful vegetables and berries 

for antioxidants and plant compounds that 

fight inflammation, nuts and olive oil 

for healthy fats, whole grains and 

legumes for sustained energy.

Hydration matters more than most 

people realize. Your brain is roughly 75% 

water by weight. Even mild dehydration 
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impairs cognitive function in healthy 

brains — in a recovering brain, the 

effect is amplified. Aim for consistent 

water intake throughout the day. If 

you're on steroids, you'll need more, 

because steroids increase fluid loss.

What to minimize: processed foods 

(inflammatory), excess sugar (disrupts 

neurotransmitter function and promotes 

inflammation), and alcohol. I know that 

last one is unwelcome, but alcohol is a 

neurotoxin, and during active brain 

recovery, even moderate amounts can 

impair neuroplasticity and sleep quality. 

If you're going to drink, wait as long as 

possible — ideally until the acute 

recovery phase (first three to six 

months) is complete — and then 

reintroduce slowly and with your doctor's 

awareness.

Medication Awareness

You are probably on medications that 

affect how you feel. Knowing what they do 

emotionally — not just physically — helps 

you separate drug effects from surgical 

effects.

Dexamethasone (steroids): mood swings, 

insomnia, increased appetite, agitation, 

sometimes euphoria. As the taper 

progresses, many patients crash — 



fatigue, low mood, aching joints. This is 

steroid withdrawal, and it's temporary. 

The emotional chaos of the first few 

weeks is often more steroid than surgery.

Levetiracetam (Keppra, anti-seizure): 

can cause irritability — sometimes severe 

— emotional blunting, fatigue, and a 

feeling of cognitive distance. Some 

patients describe it as a glass wall 

between them and their emotions. If this 

is happening to you, tell your 

neurologist. There are alternative anti-

seizure medications with different side 

effect profiles.

Pain medications: opioids cause 

cognitive dulling and can affect mood. 

NSAIDs are generally safer cognitively 

but watch for GI effects. Acetaminophen 

is usually the baseline. The goal is 

adequate pain control without excess 

sedation — undertreating pain impairs 

recovery, but so does overmedication. One 

frequently overlooked side effect of 

opioid pain medications is constipation — 

it affects most patients and can become 

severe. Stool softeners, adequate 

hydration, and dietary fiber should be 

started as soon as opioids are 

prescribed, not after constipation 

develops. Talk to your care team about a 

bowel regimen from day one.
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The key message: know what your 

medications are doing to your emotional 

life, not just your physical symptoms. 

Many of the changes you're experiencing 

may improve significantly as medications 

are adjusted or tapered.

The Supplement Stack for Brain 
Recovery

These are not replacements for medical 

care. They are adjuncts — additional 

support for a brain that's doing the 

hardest work of its life. Discuss any 

supplement with your surgical team before 

starting, particularly if you're on blood 

thinners or seizure medications.

Omega-3 fatty acids (DHA/EPA) — Tier 

1-2. DHA is a primary structural 

component of brain cell membranes. EPA is 

anti-inflammatory. Combined, they support 

both structural repair and inflammation 

management. Dose range: as directed on 

packaging. Quality matters — look for 

third-party tested, triglyceride form.

Creatine monohydrate — Tier 2. Your 

brain cells run on ATP. Creatine provides 

the raw material for ATP regeneration. 

Studies in traumatic brain injury show 

neuroprotective effects and improved 

cognitive outcomes. Dose: as directed on 



packaging. Cheap, well-studied, minimal 

side effects.

Magnesium L-threonate — Tier 2-3. The 

only form of magnesium that reliably 

crosses the blood-brain barrier. Supports 

synaptic function, calms neuronal 

excitability, and improves sleep. Dose: 

as directed on packaging, typically taken 

in the evening.

Vitamin D3 — Tier 2. Neuroprotective, 

anti-inflammatory, mood-supporting. Most 

people are deficient, and deficiency 

worsens neurological outcomes. Get your 

level tested. Supplement to achieve a 

blood level of 40-60 ng/mL. Typical dose: 

as directed on packaging, taken with fat 

for absorption.

B-complex (methylated forms) — Tier 2. 

B vitamins are essential cofactors for 

neurotransmitter synthesis. Methylated 

forms (methylfolate, methylcobalamin) are 

better utilized by most people, and 

especially by those with certain genetic 

variations that affect B-vitamin 

processing. A quality methylated B-

complex covers the bases without 

overthinking it.

NAC (N-acetylcysteine) — Tier 2. A 

precursor to glutathione, your brain's 

primary antioxidant. Military-funded 

studies on traumatic brain injury show 
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neuroprotective effects. Dose: as 

directed on packaging.

Lion's mane mushroom — Tier 2-3. 

Stimulates nerve growth factor (NGF) 

production, which supports neuronal 

repair and synaptic plasticity. The 

evidence is animal-heavy but promising. 

Dose: as directed on packaging of 

fruiting body extract.

Curcumin (bioavailability-enhanced) — 

Tier 3. A potent anti-inflammatory that 

crosses the blood-brain barrier poorly 

unless formulated for bioavailability 

(look for forms like Longvida, Meriva, or 

those combined with piperine). Supports 

anti-inflammatory pathways relevant to 

post-surgical healing. Dose: as directed 

on packaging of enhanced form.

Phosphatidylserine — Tier 2-3. A 

phospholipid that is a key component of 

brain cell membranes. Supports memory and 

cognitive function. Dose: as directed on 

packaging.

Adaptogens (ashwagandha, rhodiola) — 

Tier 2-3. These herbs support stress 

resilience by modulating the cortisol 

response. Ashwagandha is better studied 

for anxiety and sleep. Rhodiola is better 

for fatigue and mental stamina. Start one 

at a time and observe for two weeks 

before adding the other.



Start one supplement at a time. 

Observe for one to two weeks. Then add 

the next. Once you're established on a 

supplement without issues, you can add 

others at a faster pace if you're 

confident in your monitoring. This way, 

if something doesn't agree with you, 

you'll know which one. Bring this list to 

your next appointment.

SECTION B: Nervous System Recovery

Your Nervous System After Surgery

Your autonomic nervous system has two 

branches. The sympathetic branch is your 

accelerator — fight-or-flight, stress 

response, vigilance. The parasympathetic 

branch is your brake — rest, digest, 

heal, recover.

After brain surgery, your system is 

stuck with the accelerator pressed to the 

floor. The trauma of the surgery, the 

stress of recovery, the anxiety about the 

future, the constant sensory overload — 

all of this keeps your sympathetic system 

in overdrive. And as long as you're in 

threat mode, your brain can't fully shift 

into healing mode.
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The vagus nerve is the main highway of 

the parasympathetic system. It runs from 

your brainstem to your gut, touching your 

heart, lungs, and digestive system along 

the way. Stimulating the vagus nerve — 

either directly or indirectly — tells 

your body it's safe enough to heal.

Heart rate variability (HRV) is the 

single best daily metric for tracking 

your autonomic balance. Higher HRV means 

more parasympathetic tone — more recovery 

capacity. Lower HRV means more 

sympathetic dominance — more stress. 

Tracking HRV over weeks gives you a real-

time picture of your recovery trajectory.

Breathwork — Free, Immediate, Powerful

Breathing is the one autonomic 

function you can consciously control. 

Through it, you can influence your heart 

rate, blood pressure, cortisol levels, 

and autonomic tone. The evidence for 

breathwork as autonomic regulation is 

Tier 1.

Physiological sigh: double inhale 

through the nose (two short sniffs), 

followed by a long, slow exhale through 

the mouth. Stanford-researched. One 

single breath produces measurable 

reduction in stress response. Use it in 

the moment — when anxiety spikes, when 



sensory overload hits, when you feel the 

sympathetic surge.

Coherence breathing: breathe at a rate 

of approximately 5.5 breaths per minute — 

about five seconds in, five seconds out. 

This rate optimizes HRV and synchronizes 

heart rhythm with respiratory rhythm. Ten 

minutes daily. You can use a pacing app 

or simply count.

Box breathing (4-4-4-4): inhale for 

four seconds, hold for four, exhale for 

four, hold for four. Military-tested for 

stress regulation. Good for moments of 

acute anxiety or before a demanding 

activity.

4-7-8 breathing: inhale for four 

seconds, hold for seven, exhale for 

eight. The extended exhale activates the 

parasympathetic system. Particularly 

useful before sleep.

Pick one. Practice it daily. You'll 

notice changes within a week.

Vagus Nerve Stimulation — Wearable 
Options

These devices stimulate the vagus 

nerve through different mechanisms, 

shifting your autonomic tone from 

sympathetic toward parasympathetic. They 

require no cognitive effort, which 

matters enormously when you're fatigued.
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Apollo Neuro ( worn on wrist or ankle) 

— Tier 2. Delivers gentle vibration 

patterns that activate your body's 

sensory pathways, shifting autonomic 

tone. Multiple modes for sleep, calm, 

focus, and recovery. Studied at the 

University of Pittsburgh. The most 

versatile option.

Pulsetto ( worn on neck) — Tier 2-3. 

Vagus nerve stimulation through the skin 

— gentle electrical pulses to the vagus 

nerve through the skin of the neck. Four-

minute sessions. Direct vagal activation. 

More targeted than Apollo.

Sensate ( worn on chest) — Tier 3. 

Infrasonic resonance — low-frequency 

vibrations that passively stimulate the 

vagus nerve through the chest. Ten to 

twenty-minute sessions. The most passive 

option — you just lie there.

All three work. The choice depends on 

your preference — some people prefer 

vibration, some prefer electrical 

stimulation, some prefer lying still. If 

budget allows only one, the Apollo has 

the broadest evidence base and most 

flexible use cases.



HRV Biofeedback — Your Recovery 
Scorecard

Tracking HRV gives you objective data 

about your autonomic recovery.

Passive tracking: WHOOP, Oura Ring, 

Apple Watch, and Garmin devices all 

measure HRV during sleep. The absolute 

number matters less than the trend — 

you're looking for HRV to increase over 

weeks and months, which indicates 

improving autonomic balance and recovery 

capacity.

Active training: HeartMath Inner 

Balance is a real-time HRV biofeedback 

device. You clip a sensor to your ear, 

breathe in sync with visual cues, and 

watch your HRV respond in real time. It 

teaches your nervous system to self-

regulate. Five to ten minutes daily.

HRV is not a grade. Don't obsess over 

daily numbers. Look at the trend over 

weeks. Trending upward means recovery is 

progressing. Trending flat or downward 

over extended periods may warrant a 

conversation with your care team.

Neurostimulation Technologies

These are clinical-grade tools with 

varying levels of evidence. Some require 

professional guidance. None are fringe.
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Transcranial magnetic stimulation 

(TMS) — Tier 1 for depression, Tier 2 for 

post-surgical recovery. FDA-cleared. Uses 

magnetic pulses to stimulate specific 

brain regions. Requires a clinical 

setting. A typical course is twenty to 

thirty sessions. Consider TMS if 

emotional recovery has plateaued at three 

or more months, particularly if 

depression or emotional blunting is 

persistent.

Transcranial direct current 

stimulation (tDCS) — Tier 2. Gentle 

electrical stimulation applied to the 

scalp. Growing evidence for cognitive 

rehabilitation and mood. Available in 

clinical settings, with some consumer 

devices available under professional 

guidance.

Transcranial photobiomodulation (tPBM) 

— Tier 2-3. Near-infrared light applied 

to the scalp, penetrating to brain 

tissue. Stimulates mitochondrial function 

and cellular repair. Consumer devices 

include the Neuronic LIGHT (1070nm,) and 

Vielight Neuro series (810nm,). Both 

wavelengths have published research 

showing brain activity modulation and 

safety. The 810nm wavelength has more 

completed clinical trials; the 1070nm 

range has demonstrated deeper tissue 

penetration. A Department of Defense-



funded trial is currently underway. At-

home use, twenty-minute sessions. Discuss 

device selection and protocol with your 

medical team.

Neurofeedback — Tier 2 (clinical) / 

Tier 3-4 (consumer). Brain self-

regulation training using real-time EEG 

feedback. Clinical protocols, guided by a 

quantitative EEG (QEEG) assessment, are 

more targeted and effective than consumer 

devices. Consumer options like the Muse 

headband provide entry-level meditation 

feedback but shouldn't be confused with 

clinical neurofeedback.

Nature Exposure and Temperature

Nature — Tier 1. Twenty minutes 

outdoors reduces cortisol, restores 

attention, and supports immune function. 

Chapter 10 covered this in detail. It 

bears repeating here because it's free, 

available to everyone, and one of the 

most evidence-supported interventions in 

this entire chapter.

Temperature exposure — Tier 2-3. Warm 

baths and infrared sauna, if available, 

support relaxation and circulation. Heat 

stress proteins may support neural 

repair. Cold exposure (start with cool 

water on the face and wrists, not ice 

baths) activates the sympathetic-to-
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parasympathetic reflex and increases a 

brain chemical called norepinephrine that 

supports mood and attention. Use caution: 

avoid extreme cold in the early post-

surgical period, and always start 

graduated. This is a tool for later 

recovery phases.

SECTION C: Emotional Practices

Journaling

Writing about your experience 

externalizes internal chaos, and that 

externalization reduces its power. You're 

not writing a memoir. You're giving your 

thoughts a place to land that isn't your 

head.

For patients with cognitive fatigue, 

three sentences is enough. You can use 

prompts if a blank page feels 

overwhelming: "Today I noticed..." or 

"The hardest thing right now is..." or 

"Something that surprised me today 

was..." Write for yourself. Nobody else 

needs to read it.

Research on expressive writing — 

particularly Pennebaker's foundational 

studies — shows measurable improvements 

in mood, immune function, and emotional 



processing among people who write about 

difficult experiences. The threshold is 

low: fifteen to twenty minutes, three to 

four times per week.

Emotional Inventory

A simple daily practice: rate your 

mood, energy, anxiety, and hope on a 1-10 

scale. Takes thirty seconds. Do it at the 

same time each day.

Over weeks, patterns emerge that are 

invisible in the moment. You'll notice 

that your energy crashes on days after 

high activity. You'll see that anxiety 

peaks at certain times. You'll discover 

that hope, which felt absent, has 

actually been slowly trending upward. 

This data helps you and your care team 

make better decisions about your recovery 

plan.

Therapy Options

Not all therapists understand brain 

injury. Finding one who does makes a 

significant difference.

Neuropsychological rehabilitation is 

specifically designed for cognitive and 

emotional recovery after brain injury. If 
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available in your area, this is the gold 

standard.

Cognitive behavioral therapy (CBT), 

adapted for neurological change, helps 

you identify and restructure thought 

patterns that are exacerbating distress.

Acceptance and Commitment Therapy 

(ACT) is particularly suited for the 

identity shifts after brain surgery. It 

focuses on accepting what is while 

committing to values-driven action — 

exactly the "both/and" approach Chapter 7 

described.

EMDR (Eye Movement Desensitization and 

Reprocessing) can be helpful for 

processing the trauma of the surgical 

experience itself. Many patients meet 

criteria for PTSD related to their 

surgery, and EMDR has Tier 1 evidence for 

trauma processing.

Somatic experiencing works with body-

based processing — the tension, 

hypervigilance, and physical holding 

patterns that develop after medical 

trauma.

When seeking a therapist, ask 

specifically about their experience with 

brain injury or neurological conditions. 

A therapist who doesn't understand that 

your irritability may be neurological 

rather than psychological can do more 

harm than good.



Support Groups

Being with people who understand 

without explanation is healing in a way 

that individual relationships often can't 

replicate.

Brain tumor support groups, brain 

injury support groups, and stroke 

survivor groups all provide community for 

people navigating post-surgical recovery. 

Online options exist for those who can't 

travel or whose energy doesn't support 

in-person attendance. The American Brain 

Tumor Association, National Brain Tumor 

Society, and Brain Injury Association of 

America all maintain directories.

The power of "me too" should not be 

underestimated. When someone in a support 

group nods while you describe your 

cognitive fog, or tears up when you 

mention the grief nobody talks about, 

something happens that no clinical 

intervention can replicate. You are seen. 

You are not alone. And the isolation that 

has been one of the hardest parts of this 

experience cracks open, just a little.
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SECTION D: Cognitive Practices

Cognitive Rehabilitation

If your cognitive changes are 

significant — affecting your work, your 

daily functioning, your safety — a formal 

cognitive rehabilitation program is worth 

pursuing.

A neuropsychological assessment maps 

your specific cognitive profile: where 

you're strong, where you're compromised, 

and what the pattern suggests about the 

underlying cause. This isn't a pass-fail 

test. It's a detailed map of your 

cognitive landscape that guides targeted 

rehabilitation.

Speech-language pathologists and 

neuropsychologists can then design 

exercises targeting your specific areas 

of need: memory strategies, attention 

training, processing speed exercises, and 

executive function support. This is 

targeted work, and it's more effective 

than generic "brain training" apps.

Compensatory Strategies

While your brain heals, work with it 

instead of against it.



External aids are not crutches — 

they're tools. Lists, calendars, 

reminders, alarms, and routines reduce 

the cognitive load on a system that's 

already overtaxed. If you need to write 

down every appointment, every grocery 

item, every task for the day — do it. The 

goal is functioning, not proving you can 

do it from memory.

Environmental modifications help: 

reduce visual clutter, reduce background 

noise, create a calm workspace. Sensory 

overload makes everything harder (Chapter 

3). Controlling your environment controls 

the demand on your brain.

Energy management applies to cognition 

too: alternate demanding cognitive tasks 

with rest. Don't schedule three 

appointments on the same day. Don't try 

to do taxes after a conversation. One 

demanding thing, then rest, then the next 

demanding thing.

Returning to Work

When to return is a clinical decision 

that should involve your 

neuropsychologist or neurologist, not 

just your surgeon. The surgeon knows when 

your brain is healed enough to function. 

The neuropsychologist knows when your 
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cognitive profile supports the specific 

demands of your job.

Accommodations are your right under 

the Americans with Disabilities Act. 

Common accommodations after brain surgery 

include reduced hours, modified duties, a 

quieter workspace, written instructions 

for complex tasks, and flexibility for 

medical appointments. Your employer 

doesn't need to know the details of your 

diagnosis — they need to know what 

accommodations you require.

The conversation with your employer 

doesn't need to be a disclosure of every 

deficit. "I'm recovering from brain 

surgery and will need temporary 

accommodations" is sufficient. HR can 

work with your medical team on specifics. 

If navigating this feels overwhelming — 

and it will, because it's cognitively and 

emotionally demanding — ask a social 

worker or patient advocate for help.

The Phased Recovery Protocol

Don't add everything at once. Build 

your protocol gradually.

Acute phase (weeks 1-4): Sleep 

protection. Walking when cleared. Anti-

inflammatory nutrition. Omega-3 and 

vitamin D supplementation. One breathwork 



technique practiced daily. Nature 

exposure when possible. This is the 

foundation. Everything else builds on it.

Subacute phase (months 1-3): Add 

creatine, magnesium L-threonate, NAC. 

Begin HRV tracking. Consider a vagal 

stimulation device. Start journaling and 

emotional inventory. Pursue therapy 

referral if not already in place. 

Gradually increase walking distance and 

duration.

Long-term phase (months 3+): Consider 

TMS if emotional recovery has plateaued. 

Explore neurofeedback or 

photobiomodulation. Add lion's mane, 

curcumin, and adaptogens. Begin cognitive 

rehabilitation if needed. Plan return to 

work with appropriate accommodations.

The protocol is yours to customize. 

Start where you are. Add what makes 

sense. Skip what doesn't. Bring this 

chapter to your next appointment and 

discuss it with your care team. The best 

recovery plan is the one that fits your 

life, your needs, and your brain.

This chapter gave you the tools. The 

next chapter is for the people who love 

you — the ones in the waiting room, the 

ones who drove you home, the ones who are 

watching you go through this and don't 

know how to help. They deserve their own 
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chapter, because this experience happened 

to them too.



Chapter 13: For Your People

"We cannot live only for ourselves. A 

thousand fibers connect us with our 

fellow men."

— Herman Melville

This chapter is for the person sitting 

in the waiting room. The one who drove 

you home. The one who watches you sleep, 

wondering who will wake up. This is for 

them.

If you're the patient reading this: 

consider sharing this chapter with your 

spouse, your parent, your adult child, 

your closest friend — whoever is walking 

this road with you. They need it. They 

won't ask for it.

If you're the caregiver reading this: 

thank you. And I'm sorry. Because what 

I'm about to tell you is that this 

happened to you too, and nobody has 

acknowledged that yet.
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What Happened to Your Person

Your person had brain surgery, and 

they came home different. Maybe the 

difference is subtle — a flatness in 

their eyes, a shorter fuse, a new 

distance in conversation. Maybe the 

difference is dramatic — personality 

shifts, emotional outbursts, confusion, 

withdrawal. Either way, the person you 

knew before surgery isn't entirely the 

person in front of you now, and that 

discrepancy is disorienting.

Here's what's happening 

neurologically. The surgery — the 

procedure itself, plus the swelling, 

inflammation, medications, and healing 

process — has altered the circuits in 

their brain that produce emotion, 

behavior, and personality. The 

irritability isn't a choice. The 

emotional flatness isn't indifference. 

The mood swings aren't manipulation. 

These are neurological symptoms, as real 

as the surgical scar.

This is important: they are not doing 

this to you. Their brain is doing this to 

them. The distinction matters, because 

when you're on the receiving end of an 

outburst, or the cold shoulder, or the 

refusal to engage, it is very hard not to 

take it personally. Your emotional brain 

reads it as rejection, as hostility, as 



withdrawal of love. And your emotional 

brain is wrong — or at least incomplete. 

What it's reading as interpersonal is 

actually neurological.

That doesn't make it easier to live 

with. Understanding the cause doesn't 

eliminate the impact. But it changes the 

frame. It's the difference between 

"they're being difficult" and "their 

brain is having difficulty." Both require 

you to cope. But the second one allows 

you to cope without resentment, which is 

better for both of you.

Communication After Brain Surgery

The way you used to communicate with 

your person may not work anymore. Their 

brain processes language, attention, and 

social information differently now, and 

adjusting your communication style is one 

of the most practical things you can do.

Short sentences. Their working memory 

may be compromised. Long, complex 

sentences require more cognitive 

processing than they can currently 

manage. Say one thing at a time. Wait for 

acknowledgment before moving to the next 

point.

One request at a time. "Can you take 

the dog out, put the dishes in the 
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dishwasher, and call the pharmacy?" 

That's three tasks requiring sequencing, 

prioritization, and memory. Say: "Can you 

take the dog out?" Then, after that's 

done: "Can you put the dishes in the 

dishwasher?"

Reduce background noise. Their sensory 

filtering is compromised (Chapter 3). The 

television, the music, the kids playing 

in the next room — all of that competes 

with your words for their attention. If 

you need to have a real conversation, 

turn things off. Find a quiet room. Face 

them directly.

Don't ask "how are you?" That question 

requires self-assessment, emotional 

categorization, and verbal formulation — 

a surprising amount of cognitive work. 

Try: "What do you need right now?" or "Is 

this a good moment or a hard moment?" 

These are simpler to process and more 

likely to produce an honest answer.

Don't take outbursts personally (when 

you can). I know this is the hardest 

advice in this chapter. When someone you 

love snaps at you for no reason, your 

body's stress response fires whether you 

understand the neurology or not. What 

helps: pause. Don't escalate. Say 

something neutral: "I can see you're 

having a hard time right now. I'll give 

you some space." Walk away. Come back in 



twenty minutes. Nine times out of ten, 

the storm has passed.

Your Grief

I need to say this directly, because 

nobody else will: you lost someone too.

The person you married, the parent you 

relied on, the friend you confided in — 

that version of them may be changed. The 

dynamics you built over years — the 

shared humor, the communication 

shorthand, the emotional patterns you 

knew by heart — some of that may be 

different now. And you're not allowed to 

grieve it, because they're alive, and 

everyone keeps telling you how grateful 

you should be.

You should be grateful. And you are. 

And you are also grieving. Chapter 7 

explained the paradox. It applies to you 

too.

Psychologists call this ambiguous loss 

— grieving someone who is physically 

present but psychologically or 

emotionally changed. It's one of the most 

complicated forms of grief because 

there's no clear endpoint. The person is 

here, so the grief has no closure. You 

can't mourn someone who's sitting across 

from you at the dinner table. And yet the 
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person sitting across from you at the 

dinner table may not be the person who 

was sitting there a year ago. The grief 

is real, it's valid, and it's lonely.

Your emotions are not secondary to 

theirs. Your anger is valid — anger at 

the situation, at the disease, at the 

universe for disrupting the life you were 

building together. Your sadness is valid. 

Your exhaustion is valid. Your 

resentment, if it's there, is valid — and 

naming it doesn't make you a bad person. 

It makes you an honest one.

Taking Care of Yourself

The oxygen mask principle applies: you 

cannot support their recovery if you 

collapse. And caregiver collapse is not 

hypothetical — it's one of the most well-

documented phenomena in the caregiving 

literature. Caregiver depression, 

anxiety, sleep disruption, and physical 

health deterioration are all elevated 

after a loved one's brain surgery.

Ask for help. Specifically. "Can you 

sit with [name] on Tuesday afternoon so I 

can go for a walk?" is better than "I 

could use some help." People want to 

help. They don't know what to do. Give 

them something concrete.



Accept help. When someone offers to 

bring dinner, say yes. When a friend 

offers to drive your person to an 

appointment, say yes. Accepting help 

isn't weakness. It's strategy.

Schedule time away. Not when you 

collapse from exhaustion — before that. 

An hour. An afternoon. A weekend if you 

can arrange it. Respite is preventive 

medicine, not a luxury.

Get your own therapy. Caregiver-

focused therapy is a real thing, and it's 

different from general therapy. A 

therapist who understands the specific 

stresses of caregiving after brain injury 

can help you process the grief, the 

resentment, the fear, and the exhaustion 

in a space that's entirely yours.

Monitor your own health. Your sleep 

matters. Your nutrition matters. Your 

exercise matters. When you're in 

caregiving mode, these are the first 

things to go, and they're the things that 

keep you functional. Protect them the way 

you'd protect a medication schedule.

When to Intervene, When to Step 
Back

Call the doctor or go to the ER if: 

sudden severe headache unlike anything 

Still You

170



Still You

171

before, new seizures, sudden weakness or 

numbness on one side, confusion that is 

dramatically worse than baseline, speech 

that suddenly doesn't make sense, vision 

changes, loss of consciousness, or any 

symptom that feels like an emergency. 

Trust your instinct on this. If something 

feels seriously wrong, act.

Call the doctor's office if: symptoms 

that were improving start getting worse, 

new symptoms appear that weren't present 

before, mood or personality changes are 

intensifying rather than stabilizing, 

sleep is not improving after several 

months, your person expresses 

hopelessness or thoughts of self-harm.

Step back when: they need space and 

you're hovering. When they're having a 

hard day and your presence is making it 

worse, not better. When your anxiety 

about their recovery is driving you to 

check on them more than they need. The 

difference between supporting and 

hovering is whether your action serves 

their need or your anxiety. If it's your 

anxiety, take it to a friend, a 

therapist, or a journal — not to them.

The long game of caregiving after 

brain surgery is pacing, not heroism. You 

cannot sprint through this. It takes 

months, sometimes years. The people who 

sustain it best are the ones who build a 



structure that includes their own care, 

their own rest, and their own emotional 

processing — not as an afterthought, but 

as a requirement.

You matter in this. Your experience 

matters. Your grief, your exhaustion, 

your fear — all of it matters. The fact 

that you're reading this chapter means 

you love someone enough to try to 

understand what they're going through. 

That's already more than most people do.

The next chapter addresses the shape 

of recovery itself — why it isn't linear, 

what the rhythm actually looks like, and 

how to recognize progress even on the 

days when it doesn't feel like progress.
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Chapter 14: The Rhythm of 
Recovery

"Healing is not linear."

— Unknown

Recovery is not a line from sick to 

well. It's a rhythm. Good days and hard 

days, expansion and contraction, with 

growth between them.

If you've been waiting for the day 

when recovery is "done" — when you wake 

up and feel like yourself again and the 

hard days stop coming — I need to adjust 

that expectation. Not because it never 

happens, but because expecting a finish 

line makes every hard day feel like a 

failure, and it isn't.

Why Recovery Isn't Linear

Everyone expects steady improvement. A 

graph going up and to the right. Monday 

is better than Sunday, next week is 

better than this week, next month is 

better than this month. That's how we 

think healing works.



Brain recovery doesn't work that way. 

It looks more like a stock market chart — 

the overall trend may be upward, but any 

given day or week can swing wildly. 

You'll have a great Tuesday and a 

terrible Wednesday with no obvious reason 

for the difference. You'll have a week of 

clarity followed by a week of fog. You'll 

feel like you've turned a corner, and 

then a bad night's sleep will knock you 

back to square one.

The good days are real. They're 

evidence that your brain is capable of 

performing at that level. But they're not 

proof that you're "through it." One good 

day doesn't mean recovery is complete. It 

means your brain had enough resources 

that day to function well, and tomorrow, 

if those resources are depleted by poor 

sleep or stress or overexertion, the fog 

may return.

The hard days are also real. But 

they're not evidence that you're going 

backward. They're evidence that healing 

is uneven — that the brain's recovery 

process doesn't deliver improvement in a 

smooth, predictable line. A hard day 

after three good days is not a setback. 

It's a dip in a trend that is, over weeks 

and months, moving in the right direction.

The problem is that when you're inside 

a hard day, you can't see the trend. You 
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can only see the dip. And the dip feels 

like the whole story.

The Rhythm

Here's what the pattern actually looks 

like, once you know what to look for.

Expansion: energy returns. The fog 

lifts. You feel sharper, lighter, more 

like yourself. You laugh at something and 

it feels real. You manage a task that's 

been beyond you for weeks. Hope shows up 

— cautious, fragile, but present. These 

are the good days, and they are not 

illusions. They're your brain working 

well within its current capacity.

Contraction: the crash. Fatigue 

descends. The fog rolls back in. Emotions 

swell — grief, frustration, fear. The 

gains from the expansion phase feel like 

they never happened. You're right back 

where you started. Or worse, because now 

you know what you're missing. These are 

the hard days, and they are not failures. 

They're the contraction phase — the brain 

pulling back to rest, consolidate, and 

prepare for the next expansion.

Growth: the thing that happens between 

the two. It's invisible in the moment, 

but if you track your trajectory over 

months, you'll see it. Each expansion 



reaches a little further than the last. 

Each contraction is a little less 

devastating than the one before. The good 

days get a little better. The hard days 

get a little shorter. The trend line is 

upward, even though any given week might 

look flat or downward.

This is the rhythm. Expansion, 

contraction, growth. Expansion, 

contraction, growth. It's not neat. It's 

not predictable on a daily basis. But 

it's reliable over time, and knowing it 

exists changes how you experience the 

hard days. They stop being evidence of 

failure and start being evidence that 

you're in the contraction phase — which 

means an expansion is coming.

Tracking Your Own Rhythm

Over time, your rhythm becomes 

readable. Patterns emerge that are 

invisible when you're living day to day 

but obvious when you step back and look 

at weeks and months.

The emotional inventory from Chapter 

12 — mood, energy, anxiety, and hope 

rated on a 1-10 scale — is the simplest 

tracking tool. Do it daily. After a 

month, look at the data. You'll see your 

rhythm.
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Some patients notice that their energy 

follows a weekly cycle — two or three 

good days followed by a crash day, then 

recovery. Some notice that high-

stimulation days (appointments, social 

events, errands) are reliably followed by 

low days. Some discover that their 

cognitive fog worsens in the afternoon 

and clears in the morning, giving them a 

reliable daily rhythm to plan around.

HRV tracking confirms the pattern 

physiologically. Your heart rate 

variability trends upward during 

expansion phases and dips during 

contraction phases. Over months, the 

baseline trends higher — more recovery 

capacity, more resilience.

Knowing your rhythm gives you power. 

It tells you when to push a little and 

when to rest. It tells you that the crash 

after a busy weekend is predictable, not 

pathological. It tells you that the good 

day on Thursday isn't a fluke — it's your 

nervous system having a good cycle. And 

it tells you, during the hard days, that 

this will pass. Because it always has 

before.



When the Rhythm Stalls

Recovery has a rhythm — but sometimes 

the rhythm stops. The expansion phases 

get shorter or disappear. The contraction 

phases extend. Weeks go by without a good 

day. The trend line flattens.

This is different from a normal 

contraction. Normal contraction is 

temporary and followed by expansion. A 

stall is persistent — and it has causes 

that may need attention.

Depression: grief moves in waves 

(Chapter 5). Depression doesn't move. If 

the emotional contraction has become a 

constant state — persistent sadness, loss 

of interest in everything, inability to 

imagine a future, hopelessness that 

doesn't lift — that may not be the normal 

rhythm of recovery. That may be clinical 

depression, and it's treatable. Tell your 

doctor. Tell your therapist. Don't wait 

for it to pass on its own if it's been 

more than a few weeks.

Endocrine disruption: Chapter 4 

covered the hormonal cascade after 

surgery. Thyroid dysfunction, cortisol 

dysregulation, and sex hormone imbalances 

can all produce a plateau that looks and 

feels like stalled recovery but is 

actually a treatable medical condition. 

If the rhythm has stalled, ask your 
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doctor to check your thyroid, cortisol, 

and testosterone or estrogen levels. A 

simple blood test can identify a solvable 

problem.

Sleep disorders: undiagnosed sleep 

apnea, chronic insomnia, or disrupted 

sleep architecture can prevent the 

neuroplastic consolidation that drives 

recovery. If your sleep hasn't normalized 

by three to six months, strongly consider 

asking your doctor about a sleep 

evaluation. This is a common and fixable 

bottleneck.

Medication effects: some anti-seizure 

medications, particularly at higher 

doses, can create a cognitive and 

emotional ceiling. If you've been on the 

same medication at the same dose for 

months and recovery seems to have 

stopped, a conversation with your 

neurologist about adjustment or 

alternatives may be warranted.

A stalled rhythm isn't a death 

sentence. It's a signal that something 

needs to change — and in most cases, the 

change is identifiable and addressable.

Neither the good days nor the hard 

days are the whole story. The whole story 

is the arc — the gradual, uneven, 

frustrating, beautiful process of a brain 

rebuilding itself over months and years. 



You're in it. It's working. Even when it 

doesn't feel like it.

The next chapter looks forward. Not 

back to who you were, but forward to who 

you're becoming — the integration of 

everything you've been through into a 

life that is different, and still yours.
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Chapter 15: The New You

"She was never quite ready. But she 

was brave. And the universe listens to 

brave."

— Rebecca Ray

"Recovery is not returning to who you 

were. Recovery is discovering who you are 

now." I wrote that sentence early in this 

book. Now let's live it.

Integration, Not Return

At some point during your recovery — 

and it happens at different times for 

different people — you stop trying to get 

back to normal. Not because you give up. 

Because you realize that "back to normal" 

isn't a destination. The old normal no 

longer exists. The brain you have now 

isn't the brain you had before, and 

waiting for the old one to reappear is a 

form of suspension — living in the gap 

between what was and what is, belonging 

to neither.



Integration is the alternative. It 

means taking everything that happened — 

the surgery, the changes, the losses, the 

grief, the discoveries — and weaving it 

into a life that moves forward. It means 

the old you is the foundation, not the 

blueprint. You're not rebuilding the same 

house. You're building a new one on the 

same ground.

This isn't a single moment of 

acceptance. It's a gradual shift. One day 

you catch yourself adapting to a 

limitation without anger — using a list 

without shame, leaving a party early 

without guilt, saying no to something 

without explaining yourself. One day you 

notice that you're living your life, not 

performing recovery. That shift is 

integration. It doesn't mean the losses 

don't matter. It means they've been 

absorbed into a life that's moving again.

Relationships After Brain Surgery

The changes in your brain ripple 

through every relationship you have. None 

of them are untouched.

Partnership. If you have a spouse or 

partner, the relationship you had before 

surgery needs renegotiation. Not because 

the love changed — but because the 
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dynamic did. Roles may have shifted. The 

partner who managed finances may no 

longer be able to. The partner who was 

the emotional anchor may now be the one 

who needs anchoring. The balance of 

caregiving and receiving has changed, and 

pretending it hasn't creates resentment 

on both sides.

The renegotiation isn't a single 

conversation. It's an ongoing process of 

adjusting expectations, communicating 

needs, and accepting that the partnership 

you're building now is different from the 

one you had before — and that different 

doesn't have to mean lesser. Some couples 

discover that the forced vulnerability of 

post-surgical life deepens their 

intimacy. Others discover that the 

relationship relied on dynamics that no 

longer exist. Both outcomes are real.

Intimacy — physical and emotional — is 

often affected. Fatigue reduces desire. 

Medications alter libido. Emotional 

blunting creates distance. Body image 

changes after surgery can affect 

confidence. These are real barriers, and 

they respond to honesty. Tell your 

partner what you're experiencing. Let 

them tell you what they're experiencing. 

The conversation is harder than the 

problem.



Friendships. Some friends stay. Some 

friends fade. The ones who stay are the 

ones who can handle complexity — who can 

be with you when you're struggling 

without needing you to be okay. The ones 

who fade are usually the ones who need 

the relationship to be light, easy, and 

reciprocal, and right now you can't 

provide that. Their departure isn't a 

betrayal. It's a mismatch between what 

they can offer and what you need.

New friendships may emerge — 

particularly with other survivors. These 

friendships have a depth that's hard to 

find elsewhere, because they're built on 

shared experience rather than shared 

circumstances. The person you meet in a 

support group who understands what 

cognitive fog feels like without you 

having to explain it — that connection is 

a resource.

Family. Roles within families are 

remarkably rigid. The parent who was 

always the strong one, the sibling who 

was always the reliable one, the child 

who never needed help — when brain 

surgery disrupts those roles, the entire 

family system has to adjust. Some 

families adapt. Some resist. The 

resistance usually looks like denial: 

treating you as if nothing changed, 

expecting pre-surgical performance, 

Still You

184



Still You

185

minimizing your struggles because 

acknowledging them would require the 

whole family to reorganize.

If your family is struggling to adapt, 

Chapter 13 was written for them. Share it.

Work and Purpose

Some patients return to their careers. 

Some change direction entirely. Both are 

valid responses to a profound disruption.

The question worth sitting with is: 

does my work still fit who I am now? Not 

"can I still do my job?" — that's a 

capability question, and it's important, 

but it's not the only question. The 

deeper question is whether the work you 

were doing before surgery aligns with the 

person you've become.

Some patients discover that their pre-

surgical career was perfect and they want 

nothing more than to return to it. The 

work was meaningful, the role fit their 

identity, and the goal of recovery is to 

get back to it. If that's you, Chapter 

12's cognitive rehabilitation section and 

the return-to-work guidance are your path.

Other patients discover that the 

surgery disrupted enough autopilot to 

reveal that their career wasn't what they 

actually wanted — it was what they'd 



defaulted into, or what others expected, 

or what their pre-surgical personality 

was optimized for. For them, the 

disruption becomes an opening. Not a 

pleasant one — nobody chooses to 

reconsider their career because of brain 

surgery. But an opening nonetheless.

Purpose doesn't evaporate after 

surgery. But it may point in a new 

direction. The teacher who becomes a 

tutor. The executive who becomes a 

consultant working half the hours. The 

firefighter from Chapter 6 who moves from 

active duty to training recruits. The 

direction changes. The drive to 

contribute, to matter, to be useful in 

the world — that persists.

Stories of Integration

A retired nurse had a meningioma 

removed from her left frontal lobe. Her 

organizational abilities — the thing that 

made her an exceptional charge nurse for 

thirty years — never fully returned. She 

grieved that for a year. Then she started 

volunteering at a hospice, not as a 

nurse, but as a visitor. She sits with 

dying patients. She holds their hands. 

She doesn't need to organize anything. 

She just needs to be present. She said: 
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"I lost the ability to manage everything. 

I gained the ability to just be with 

someone. I think that's what nursing was 

supposed to be all along."

A software engineer had an AVM 

resection that affected his processing 

speed. Coding, which used to flow 

effortlessly, now required conscious 

effort on every line. He couldn't keep up 

with the pace of his startup. He left. 

For six months, he felt purposeless. Then 

he started writing documentation — the 

thing every engineer hates doing. His 

slowed processing speed, it turned out, 

made him meticulous. His documentation 

was better than anything the team had 

ever produced. He now works part-time as 

a technical writer. Different output. 

Same mind.

A high school teacher had pituitary 

surgery that left her with chronic 

fatigue. She couldn't sustain a full day 

of teaching anymore. She moved to online 

tutoring — one student at a time, from 

her living room, on her own schedule. Her 

students' test scores improved because 

she could give each one the focused 

attention she couldn't deliver in a 

classroom of thirty. Less volume. More 

depth. She calls it her "second career" 

and says she's a better teacher now than 

she was before.



The common thread: each person stopped 

trying to recover the old self and 

started discovering the new one. The old 

self informed the discovery — their 

skills, values, and passions didn't 

disappear. But the expression changed. 

And the new expression, once they stopped 

resisting it, turned out to have its own 

value.

Integration isn't forgetting. It's 

incorporating. You carry what happened. 

You carry what changed. And you carry it 

into a life that is still being built, 

still being discovered, still yours.

The final chapter is about the moment 

when "brain surgery patient" stops being 

the center of your identity — and becomes 

a chapter in a longer story.
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Chapter 16: From Patient to 
Person

"You are not your illness. You have an 

individual story to tell. You have a 

name, a history, a personality. Staying 

yourself is part of the battle."

— Julian Seifter

There will come a day — and it may 

already have come — when you realize you 

haven't thought about the surgery in a 

while. Not because you forgot. Because it 

stopped being the first thing on your 

mind when you wake up. That's not denial. 

That's integration.

When "Brain Surgery Patient" Stops 
Being Your Identity

In the early months, the surgery is 

everything. It's the first thing you 

think about in the morning and the last 

thing you think about at night. Every 

sensation — a headache, a moment of 

confusion, a wave of fatigue — is 

filtered through the question: is this 



the surgery? Your life revolves around 

appointments, medications, restrictions, 

and the constant assessment of whether 

you're getting better or worse.

That's appropriate for the acute 

phase. The surgery is the main event, and 

everything else orbits it.

But at some point — and the timing is 

different for everyone — the orbit 

loosens. The surgery becomes less 

central. Not because it didn't matter, 

but because other things start to matter 

again. You get absorbed in a project and 

forget you're supposed to be monitoring 

yourself. You have a conversation that 

has nothing to do with your health. You 

make a plan for next month without 

immediately calculating whether your 

brain will cooperate.

This shift happens gradually. It's not 

a day you can mark on a calendar. It's 

more like the way dawn happens — you look 

up and realize it's light outside, and 

you can't point to the exact moment it 

changed. The surgery moves from the 

center of your life to the background. 

It's still there. It still shapes things. 

But it's no longer the defining feature.

When this happens, some patients feel 

guilty — as if moving on is disloyal to 

the experience, or as if they're tempting 

fate by relaxing their vigilance. You're 
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not. You're recovering. The fact that the 

surgery has receded from the center of 

your awareness is one of the most 

reliable signs that integration is 

happening.

Living With Awareness

The surgery happened. It changed 

things. You carry that knowledge for the 

rest of your life. But carrying knowledge 

is different from being defined by it.

You will likely always be more aware 

of your brain than you were before. A 

headache that other people dismiss will 

make your stomach drop for a moment. A 

night of poor sleep will trigger anxiety 

about whether the fog is coming back. The 

annual MRI will always carry a charge of 

fear, no matter how many clean scans 

you've had. This is the awareness that 

comes from having been inside the machine 

— from knowing, in your body, that the 

brain is fragile and that you are mortal 

in a specific, personal way.

That awareness is a scar, but it 

doesn't have to be a wound. Some patients 

describe it as a kind of vigilance that, 

over time, evolves into a form of 

presence. You don't take days for granted 

the way you used to, because you know 



they can be taken. You notice beauty more 

sharply, because you know the instrument 

that perceives beauty was almost 

compromised. You hold the people you love 

a little tighter, not from fear, but from 

knowledge.

You are not defined by the surgery. 

You are defined by what you do with what 

happened. The surgeon operated on your 

brain. Your life is the larger work — the 

one you build from what remained, what 

changed, and what you discovered in the 

aftermath. That life is yours. It belongs 

to no diagnosis, no medical record, no 

statistic. It belongs to you.

The Gifts (Carefully Named)

I'm cautious with this section, 

because I know what it's like to be in 

pain and have someone tell you about the 

gifts. Chapter 8 addressed this directly: 

not every patient discovers something 

positive in the disruption, and this 

section is not an argument that brain 

surgery is secretly beneficial.

But enough patients report certain 

shifts — independently, consistently, 

across different diagnoses and different 

severities — that I'd be dishonest not to 

name them.

Still You

192



Still You

193

Clarity. When the noise of habitual 

thinking is disrupted, some patients 

discover what they actually think — 

separate from what they were trained to 

think, expected to think, or were too 

busy to notice they think. The clarity 

isn't comfortable. It often leads to 

changes — in careers, in relationships, 

in daily priorities. But it's honest, and 

many patients, years out, describe it as 

one of the things they wouldn't reverse.

Prioritization. A brush with mortality 

rearranges what matters. The things that 

felt urgent before surgery — the 

promotion, the house renovation, the 

social obligation — may lose their 

urgency. The things that felt secondary — 

the afternoon with your child, the walk 

in the park, the honest conversation with 

your spouse — may rise to the top. This 

isn't a platitude about stopping to smell 

the roses. It's a neurological and 

existential recalibration that many 

patients experience and that the research 

on post-traumatic growth documents.

Depth. When your processing speed 

slows down, you go deeper instead of 

wider. Some patients describe a richness 

in experience — in conversation, in 

nature, in art, in relationships — that 

wasn't available to them when they were 



moving at full speed. The speed was 

useful. The depth is meaningful.

Compassion. Suffering, when it doesn't 

destroy you, teaches you something about 

other people's suffering that you 

couldn't learn any other way. Many post-

surgical patients become more attuned to 

the struggles of others — not from pity, 

but from recognition. "I know what it's 

like to be invisible in your pain" 

becomes a bridge to others who feel the 

same.

Presence. The thing that Chapter 10 

was about. Many patients report that the 

surgery, by disrupting their ability to 

live three steps ahead, forced them into 

the present moment — and that the present 

moment, once they stopped resisting it, 

turned out to be where life actually 

happens.

These are not consolation prizes. They 

don't compensate for what was lost. 

They're something else — something that 

grew in the space the losses created. If 

you've experienced any of them, you have 

the right to claim them without guilt, 

without minimizing the losses, and 

without pretending the experience was 

worth it. Things can be gained and lost 

simultaneously. This entire book has been 

about holding that complexity.
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A Closing Letter

Dear reader,

I've walked with patients through the 

worst days of their lives. I've watched 

people wake up from surgery not knowing 

who they are. I've sat with families who 

were grieving someone who was still 

alive. I've listened to patients describe 

changes so subtle and so isolating that 

they'd never spoken about them to anyone 

— not their spouse, not their therapist, 

not their surgeon.

I wrote this book because those 

conversations shouldn't be happening for 

the first time in a surgeon's office, 

months or years after surgery. You should 

have known. You should have been told. 

The emotional, cognitive, and identity 

changes after brain surgery are 

predictable, common, and navigable — but 

only if someone tells you they're coming 

and gives you the tools to work through 

them. That's what this book attempted to 

do.

If you're early in recovery, I want 

you to know: it gets better. Not in a 

straight line. Not on your schedule. But 

the trajectory, for most patients, is 

toward improvement. Your brain is 

healing. The fog lifts. The energy 

returns. The emotional swings settle. The 



identity question resolves — not by going 

back to who you were, but by discovering 

who you are now.

If you're farther along — months or 

years out — and still struggling, I want 

you to know: you're not behind. Recovery 

timelines are individual, and "still 

healing" at twelve months or twenty-four 

months or five years is not failure. It's 

a brain working at its own pace on its 

own terms.

What I've learned from patients is 

this: the surgery changed your brain. It 

did not change who you are. Recovery is 

the process of your deepest self finding 

new pathways through a changed 

instrument. The music sounds different. 

The musician is the same.

You are still you. And you are not 

alone.

— Dr. Eric Whitney, DO
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Appendix A: Glossary

The terms below appear throughout this 

book. They're listed here in plain 

language so you can return to this page 

whenever you need a quick reminder. 

Technical names are in parentheses where 

appropriate.

Alarm system (amygdala) — A small, 

almond-shaped structure deep in your 

brain that detects threat and generates 

fear, anger, and other strong emotional 

responses. It reacts faster than your 

conscious mind.

Anti-seizure medication — Medication 

prescribed to prevent seizures after 

brain surgery. Common examples include 

levetiracetam (Keppra) and others. Can 

affect mood and energy.

Autonomic nervous system — The part of 

your nervous system that operates 

automatically, controlling heart rate, 

breathing, digestion, and stress 

responses. Has two branches: the 

accelerator (sympathetic) and the brake 

(parasympathetic).

Blood-brain barrier — A protective 

layer of cells lining the blood vessels 



in your brain. It controls what enters 

brain tissue from the bloodstream. Some 

medications and supplements cross it 

better than others.

Brain wave mapping (QEEG) — A detailed 

recording of your brain's electrical 

activity, used to guide targeted 

treatments like neurofeedback.

Brain's self-cleaning system 

(glymphatic system) — A recently 

discovered network that flushes waste 

products out of brain tissue during deep 

sleep. It barely functions when you're 

awake.

Brain's self network (default mode 

network) — A set of connected brain areas 

in the front, back, and sides of the 

brain that activates when you think about 

yourself, remember the past, or imagine 

the future. It's the brain's self-

referential system.

Cerebral blood flow — The movement of 

blood through the vessels of the brain, 

delivering oxygen and nutrients. Surgery, 

swelling, and inflammation can all alter 

it.

Circadian rhythm — Your body's 

internal clock that regulates sleep and 

wakefulness over a twenty-four-hour 

cycle. Disrupted by steroids, hospital 

stays, and irregular schedules.
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Cognitive fatigue — Mental exhaustion 

from tasks that previously required 

little effort. Common after brain surgery 

because damaged circuits require more 

energy to perform the same work.

Cognitive rehabilitation — Structured 

exercises and strategies designed by 

specialists to help recover or compensate 

for changes in memory, attention, 

processing speed, and executive function.

Cortisol — A stress hormone produced 

by the adrenal glands. Necessary in small 

amounts but harmful when chronically 

elevated. Reduced by nature, sleep, 

breathwork, and stress management.

Edema — Swelling. After brain surgery, 

edema in brain tissue can extend beyond 

the surgical site and compress areas the 

surgeon never touched, causing symptoms 

in seemingly unrelated functions.

Emotional collar (cingulate cortex) — 

A strip of brain tissue that wraps around 

the middle of the brain. It monitors 

conflict, detects errors, and helps 

regulate emotional responses.

Executive function — Higher-level 

mental processes controlled by the front 

of the brain: planning, organizing, 

making decisions, inhibiting impulses, 

and managing time.

Fight-or-flight response — The body's 

automatic reaction to perceived threat, 



mediated by the sympathetic nervous 

system. Heart rate increases, muscles 

tense, and the brain shifts to survival 

mode.

Front-brain regulator (prefrontal 

cortex) — The front part of the brain, 

behind the forehead. Responsible for 

planning, judgment, self-control, 

emotional regulation, and personality.

Heart rate variability (HRV) — The 

variation in time between heartbeats. 

Higher HRV indicates better autonomic 

balance and recovery capacity. Lower HRV 

indicates stress. Tracked by wearable 

devices.

Inflammation — The body's immune 

response to injury. Necessary for initial 

healing but harmful when chronic. Can 

affect brain areas far from the surgical 

site.

Limbic system — A group of 

interconnected brain structures involved 

in emotion, memory, and motivation. 

Includes the alarm system (amygdala), 

memory center (hippocampus), and others.

Memory center (hippocampus) — A 

structure deep in the brain that 

processes and stores memories and 

provides emotional context. When 

disrupted, emotions can feel free-

floating and disconnected from meaning.
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Neuroplasticity — The brain's ability 

to form new connections, reorganize 

existing ones, and adapt after injury. 

The biological basis of recovery. 

Supported by sleep, exercise, and 

targeted rehabilitation.

Neurostimulation — Technologies that 

use magnetic pulses, electrical current, 

light, or vibration to stimulate brain 

tissue and support healing. Includes TMS, 

tDCS, photobiomodulation, and 

neurofeedback.

Parasympathetic nervous system — The 

"brake" branch of the autonomic nervous 

system. Promotes rest, digestion, and 

recovery. Activated by breathwork, vagal 

stimulation, and safety cues.

Processing speed — How quickly your 

brain takes in, makes sense of, and 

responds to information. Often slowed 

after brain surgery and one of the most 

commonly reported cognitive changes.

Sensory overload — What happens when 

the brain's filtering systems are 

disrupted and too much sensory 

information arrives at once. Lights feel 

brighter, sounds louder, crowds 

overwhelming.

Sleep architecture — The structure and 

pattern of your sleep stages throughout 

the night. Disrupted by medications, 

pain, and stress after surgery.



Steroids (dexamethasone) — Medications 

commonly prescribed after brain surgery 

to reduce brain swelling. Can cause 

insomnia, mood swings, agitation, and 

appetite changes. Symptoms often resolve 

with tapering.

Sympathetic nervous system — The 

"accelerator" branch of the autonomic 

nervous system. Activates the stress 

response. After brain surgery, often 

stuck in overdrive.

Vagus nerve — The longest nerve in the 

body, running from the brainstem to the 

gut. The main highway of the 

parasympathetic system. Stimulating it 

tells the body it's safe enough to heal.

Word-finding difficulty — A common 

post-surgical cognitive change where you 

know what you want to say but can't 

access the right word. The word is there 

— the retrieval pathway is temporarily 

disrupted.

If you encounter a term in the book 

that isn't listed here, ask your care 

team. Understanding what's happening to 

you is part of recovery.
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Appendix B: Medications and 
Emotional Side Effects

The medications commonly prescribed 

after brain surgery can significantly 

affect how you feel. This table helps you 

distinguish drug effects from surgical 

effects — a distinction that matters for 

your sanity and your recovery decisions.

Bring this table to your next 

appointment. Ask your care team which 

medications you're on and whether 

adjustments might improve your emotional 

experience.

Steroids

Key point: Much of the emotional chaos 

in the first weeks after surgery is 

steroid-related, not surgery-related. As 

steroids taper, many patients experience 

significant emotional improvement.

Anti-Seizure Medications



Key point: If Keppra is making you 

miserable, tell your neurologist. There 

are alternatives. You don't have to 

suffer through it.

Pain Medications

Key point: The goal is adequate pain 

control without excess sedation. 

Undertreating pain impairs recovery. 

Overmedication impairs cognition. Work 

with your team to find the balance. Be 

proactive about constipation prevention — 

start stool softeners and a bowel regimen 

as soon as opioid therapy begins. The 

goal is adequate pain control without 

excess sedation. Undertreating pain 

impairs recovery. Overmedication impairs 

cognition. Work with your team to find 

the balance.

Other Commonly Prescribed 
Medications
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The Key Questions to Ask Your Care 
Team

• Which of my medications can affect my 
mood or thinking?

• Are any of my emotional changes 
likely medication-related?

• Can we adjust timing, dosage, or 
switch medications to reduce 
emotional side effects?

• What's the expected timeline for 
tapering each medication?

• Which medications interact with 
supplements I want to take?

This table covers the most commonly 

prescribed medications after brain 

surgery. Your specific medication list 

may include others. Always discuss 

emotional side effects with your 

prescribing physician — they can't 

address what they don't know about.



Appendix C: The Complete 
Recovery Toolkit — Evidence 

Profiles

This appendix expands on the tools 

introduced in Chapter 12. Each entry 

includes a description, evidence rating, 

dosing or usage guidance, cost estimate, 

and practical notes. This is your 

reference sheet — bring it to 

appointments, share it with your care 

team, and use it to build your 

personalized protocol.

Evidence Tier System (see Appendix H 

for full explanation):

• Tier 1: Strong clinical evidence 
(randomized controlled trials, meta-
analyses)

• Tier 2: Emerging evidence with 
clinical promise (smaller trials, 
strong mechanistic data)

• Tier 3: Preclinical or early-stage 
(animal studies, case reports, pilot 
data)

• Tier 4: Experiential (widely reported 
by patients, not yet formally 
studied in post-surgical 
populations)
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SUPPLEMENTS

Omega-3 Fatty Acids (DHA/EPA)

• What it does: DHA is a primary 
structural component of brain cell 
membranes. EPA reduces inflammation. 
Together, they support both 
structural repair and inflammation 
management.

• Evidence tier: 1-2
• Dose: Take as recommended on 

packaging. Discuss with your care 
team for personalized guidance.

• Form: Triglyceride form, third-party 
tested for purity. Look for IFOS or 
ConsumerLab certification.

• Timing: With meals (fat improves 
absorption)

• Interactions: May increase bleeding 
risk with blood thinners — discuss 
with your doctor

• Notes: This is the single most 
supported supplement for brain 
recovery. Start here.

Creatine Monohydrate

• What it does: Provides the raw 
material for ATP regeneration — the 
energy currency your brain cells run 
on. Studies in traumatic brain 
injury show neuroprotective effects 
and improved cognitive outcomes.

• Evidence tier: 2
• Dose: Take as recommended on 

packaging. Discuss with your care 
team for personalized guidance.



• Form: Monohydrate (the most studied 
form). Powder dissolves in water.

• Timing: Any time of day, with or 
without food

• Interactions: Generally safe. May 
affect kidney function markers on 
blood tests (creatinine) without 
actual kidney impairment — inform 
your doctor you're supplementing.

• Notes: One of the most studied 
supplements in existence. Cheap, 
effective, minimal side effects.

Magnesium L-Threonate

• What it does: The only form of 
magnesium that reliably crosses the 
blood-brain barrier. Supports 
synaptic function, calms neuronal 
excitability, and improves sleep 
quality.

• Evidence tier: 2-3
• Dose: Take as recommended on 

packaging. Discuss with your care 
team for personalized guidance.

• Form: Capsules or powder

• Timing: Evening (supports sleep)
• Interactions: May interact with 

certain antibiotics and blood 
pressure medications. Safe for most 
patients.

• Notes: If L-threonate is unavailable 
or too expensive, magnesium 
glycinate is a reasonable 
alternative for sleep and 
relaxation, though it doesn't cross 
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the blood-brain barrier as 
effectively.

Vitamin D3

• What it does: Neuroprotective, anti-
inflammatory, and mood-supporting. 
Most people are deficient, and 
deficiency worsens neurological 
outcomes.

• Evidence tier: 2
• Dose: Take as recommended on 

packaging. Discuss with your care 
team for personalized guidance.

• Form: D3 (cholecalciferol), not D2. 
Soft gels or liquid drops.

• Timing: With a meal containing fat
• Interactions: High doses can elevate 

calcium — monitor blood levels
• Notes: Get your level tested. This is 

the one supplement where blood 
testing should guide dosing.

B-Complex (Methylated Forms)

• What it does: B vitamins are 
essential cofactors for 
neurotransmitter synthesis. 
Methylated forms (methylfolate, 
methylcobalamin) are better 
utilized, especially if you carry 
certain genetic variants.

• Evidence tier: 2
• Dose: Take as recommended on 

packaging. Discuss with your care 
team for personalized guidance.

• Form: Look for "methylfolate" and 
"methylcobalamin" on the label 



rather than "folic acid" and 
"cyanocobalamin"

• Timing: Morning (B vitamins can be 
energizing)

• Interactions: Generally safe. B6 at 
very high doses (>100mg/day) can 
cause nerve issues — stay within 
supplement label doses.

• Notes: A good B-complex covers 
multiple bases without overthinking 
individual B vitamins.

NAC (N-Acetylcysteine)

• What it does: A precursor to 
glutathione, the brain's primary 
antioxidant. Military-funded studies 
on traumatic brain injury show 
neuroprotective effects.

• Evidence tier: 2
• Dose: Take as recommended on 

packaging. Discuss with your care 
team for personalized guidance.

• Form: Capsules

• Timing: Between meals for best 
absorption

• Interactions: May interact with 
nitroglycerin and certain 
chemotherapy agents. Discuss with 
your care team.

• Notes: Well-studied safety profile. 
Also used clinically for 
acetaminophen overdose and as a 
mucolytic — it's been in medical use 
for decades.
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Lion's Mane Mushroom

• What it does: Stimulates nerve growth 
factor (NGF) production, which 
supports neuronal repair and the 
formation of new connections between 
brain cells.

• Evidence tier: 2-3
• Dose: Take as recommended on 

packaging. Discuss with your care 
team for personalized guidance.

• Form: Look for "fruiting body" on the 
label, not "mycelium on grain" 
(which is mostly starch)

• Timing: Any time
• Interactions: Theoretical blood-

thinning effects. Discuss if on 
anticoagulants.

• Notes: The evidence is mostly from 
animal studies, but the mechanistic 
data (NGF stimulation) is compelling 
and the safety profile is excellent.

Curcumin (Bioavailability-Enhanced)

• What it does: A potent anti-
inflammatory compound from turmeric. 
Poorly absorbed in standard form — 
enhanced formulations solve this 
problem.

• Evidence tier: 3
• Dose: Take as recommended on 

packaging. Discuss with your care 
team for personalized guidance.

• Form: Look for Longvida, Meriva, or 
formulations combined with 
piperine/BioPerine



• Timing: With meals
• Interactions: May interact with blood 

thinners and some diabetes 
medications

• Notes: Standard turmeric/curcumin 
supplements are poorly absorbed. The 
enhanced forms are worth the extra 
cost.

Phosphatidylserine

• What it does: A phospholipid that is 
a key structural component of brain 
cell membranes. Supports memory and 
cognitive function.

• Evidence tier: 2-3
• Dose: Take as recommended on 

packaging. Discuss with your care 
team for personalized guidance.

• Form: Soy-derived or sunflower-
derived capsules

• Timing: With meals
• Interactions: Theoretical blood-

thinning effects. Generally safe.
• Notes: One of the few supplements 

with FDA-qualified health claims for 
cognitive function (though the 
claims are qualified, not approved).

Adaptogens — Ashwagandha

• What it does: Modulates the cortisol 
response, supporting stress 
resilience. Better studied for 
anxiety and sleep.

• Evidence tier: 2-3
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• Dose: Take as recommended on 
packaging. Discuss with your care 
team for personalized guidance.

• Timing: Evening (especially if using 
for sleep)

• Interactions: May affect thyroid 
hormone levels. Discuss if you have 
thyroid conditions.

• Notes: Start low, observe for two 
weeks before increasing dose.

Adaptogens — Rhodiola

• What it does: Supports mental 
stamina, reduces fatigue, and 
modulates the stress response. 
Better for daytime energy than 
ashwagandha.

• Evidence tier: 2-3
• Dose: Take as recommended on 

packaging. Discuss with your care 
team for personalized guidance.

• Timing: Morning (it's energizing)
• Interactions: May interact with 

antidepressants and blood pressure 
medications

• Notes: Don't combine with ashwagandha 
initially — start one, observe, then 
consider adding the other.



DEVICES

Apollo Neuro

• What it does: Delivers gentle 
vibration patterns through the wrist 
or ankle that activate sensory 
pathways and shift autonomic tone 
from sympathetic to parasympathetic.

• Evidence tier: 2
• Cost: Prices vary and are subject to 

change. Check manufacturer websites 
for current pricing.

• Usage: Multiple modes (sleep, calm, 
focus, recovery, social). Wear 
during desired activity or before 
sleep.

• Evidence base: Studied at the 
University of Pittsburgh. Published 
data on HRV improvement and stress 
reduction.

• Notes: The most versatile option. Can 
be worn discreetly. No cognitive 
demand required. App-controlled.

Pulsetto

• What it does: Vagus nerve stimulation 
through the skin of the neck. Gentle 
electrical pulses directly activate 
the vagus nerve.

• Evidence tier: 2-3
• Cost: Prices vary and are subject to 

change. Check manufacturer websites 
for current pricing.

• Usage: Four-minute sessions. Wear on 
the neck, run a session, remove.

• Notes: More targeted than Apollo — 
direct vagal stimulation. Some 
patients prefer the sensation, 
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others don't. Try before committing 
if possible.

Sensate

• What it does: Infrasonic resonance — 
low-frequency vibrations placed on 
the chest that passively stimulate 
the vagus nerve.

• Evidence tier: 3
• Cost: Prices vary and are subject to 

change. Check manufacturer websites 
for current pricing.

• Usage: Ten to twenty-minute sessions 
lying down. Pairs with an app for 
guided sessions.

• Notes: The most passive option. You 
lie there and let it work. Good for 
patients with severe fatigue who 
can't manage active techniques.

HeartMath Inner Balance

• What it does: Real-time HRV 
biofeedback. Sensor clips to your 
ear and shows your HRV responding in 
real time as you breathe.

• Evidence tier: 2
• Cost: Prices vary and are subject to 

change. Check manufacturer websites 
for current pricing.

• Usage: Five to ten minutes daily. 
Follow visual breathing cues.

• Notes: Teaches your nervous system to 
self-regulate. The real-time 
feedback is powerful — you can 
literally watch your recovery 
happen.



HRV Tracking Wearables

• What they do: Measure heart rate 
variability during sleep, providing 
a daily recovery metric.

• Evidence tier: 1 (for HRV as a health 
metric), Tier 2 (for post-surgical 
recovery tracking)

• Cost: Prices vary and are subject to 
change. Check manufacturer websites 
for current pricing.

• Usage: Wear continuously. Check 
trends weekly, not daily.

• Notes: The absolute number matters 
less than the trend. Look for HRV 
increasing over weeks and months.

Transcranial Magnetic Stimulation 
(TMS)

• What it does: Uses magnetic pulses to 
stimulate specific brain regions. 
FDA-cleared for depression.

• Evidence tier: 1 (depression), 2 
(post-surgical recovery)

• Cost: Prices vary and are subject to 
change. Check manufacturer websites 
for current pricing.

• Usage: Twenty to thirty sessions in a 
clinical setting

• Notes: Consider if emotional recovery 
has plateaued at three or more 
months. Requires a prescribing 
physician. Not available at home.
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Transcranial Direct Current 
Stimulation (tDCS)

• What it does: Gentle electrical 
stimulation applied to the scalp to 
modulate brain activity.

• Evidence tier: 2
• Cost: Prices vary and are subject to 

change. Check manufacturer websites 
for current pricing.

• Usage: Twenty to thirty-minute 
sessions

• Notes: Growing evidence for cognitive 
rehabilitation and mood. Consumer 
devices exist but professional 
guidance is recommended.

Transcranial Photobiomodulation (tPBM)

• What it does: Near-infrared light 
applied to the scalp. Penetrates to 
brain tissue and stimulates 
mitochondrial function and cellular 
repair.

• Evidence tier: 2-3
• Cost: Prices vary and are subject to 

change. Check manufacturer websites 
for current pricing.

• Usage: Twenty-minute sessions at 
home. Typically every other day.

• Notes: Both wavelengths have 
published research supporting brain 
activity modulation and safety. The 
810nm wavelength (Vielight) has more 
completed clinical trials; the 
1070nm range (Neuronic) may achieve 
deeper penetration. A DoD-funded 
trial is underway. Higher upfront 
cost but no ongoing costs. Discuss 



device selection with your medical 
team.

Neurofeedback (Clinical)

• What it does: Brain self-regulation 
training using real-time EEG 
feedback. Teaches the brain to 
produce healthier patterns of 
electrical activity.

• Evidence tier: 2 (clinical protocols) 
/ 3-4 (consumer devices)

• Cost: Prices vary and are subject to 
change. Check manufacturer websites 
for current pricing.

• Usage: Clinical: typically twenty to 
forty sessions. Consumer: daily 
meditation feedback.

• Notes: Clinical neurofeedback guided 
by a brain wave mapping is 
significantly more effective than 
consumer devices. The Muse headband 
provides meditation feedback but is 
not clinical-grade neurofeedback.

Discuss any supplement or device with 

your care team before starting. This 

information is provided for education — 

not as a substitute for personalized 

medical guidance.
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Appendix D: Sample Phased 
Recovery Protocols

These protocols are starting points, 

not prescriptions. Your recovery is 

unique. Customize based on your surgical 

history, your budget, your energy, and 

your care team's guidance. The principle 

is always the same: start simple, build 

gradually, one addition at a time.

Phase 1: Acute Recovery (Weeks 1-4)

Goal: Protect healing. Establish the 

foundation. Don't add complexity.

What NOT to do in Phase 1: Don't add 

supplements beyond the basics. Don't push 

physical activity. Don't try to return to 

work or normal routines. Don't make major 

life decisions. Your job right now is to 

heal.



Phase 2: Subacute Recovery (Months 
1-3)

Goal: Begin active recovery support. 

Add tools one at a time. Observe and 

adjust.

What to observe: Track how you respond 

to each new supplement or practice. Add 

one thing at a time, observe for one to 

two weeks, then add the next. If 

something doesn't agree with you, stop it 

and move on.

Phase 3: Long-Term Recovery (Months 
3+)

Goal: Deepen recovery support. Address 

plateaus. Begin reintegration.

Budget-Conscious Protocol

Not everyone can access every tool. 

Here's a protocol that costs almost 

nothing:

 Every other tool in this book is 

additive. These fundamentals carry most 

of the weight.

Still You

220



Still You

221

Quick-Start Card

If this appendix feels overwhelming, 

start here. These five things matter most:

• Sleep — protect it above everything 
else

• Walk — even five minutes, every day 
you can

• Breathe — one technique, practiced 
daily

• Omega-3 + Vitamin D — the minimum 
supplement stack

• Write — three sentences about your 
day, every day

Everything else builds on these five.

These protocols are educational, not 

medical prescriptions. Discuss any 

changes to your recovery plan with your 

care team.



Appendix E: When to Call 
Your Doctor

Recovery after brain surgery involves 

a lot of uncertainty. Some changes are 

expected. Some require attention. A few 

require immediate action. This decision 

guide helps you tell the difference.

When in doubt, call. No neurosurgeon 

has ever been angry at a patient for 

asking a question.

CALL 911 OR GO TO THE EMERGENCY 
ROOM

These are emergencies. Don't wait. 

Don't "see how it goes." Act now.

• Seizure — especially if it's your 
first seizure or it lasts longer 
than five minutes

• Sudden severe headache — 
qualitatively different from your 
post-surgical headaches, especially 
described as "the worst headache of 
my life"

• Sudden weakness or numbness on one 
side of the body

• Sudden difficulty speaking or 
understanding speech

• Loss of consciousness
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• Vision loss — sudden, in one or both 
eyes

• Fever over 101.5°F (38.6°C) with 
headache and neck stiffness 
(possible infection)

• Clear fluid leaking from the nose or 
ear (possible cerebrospinal fluid 
leak)

• Wound opening or separation with 
exposed tissue

• Difficulty breathing or severe chest 
pain

• Suicidal intent with a plan — go to 
the nearest emergency room or call 
988 (Suicide and Crisis Lifeline)

CALL YOUR NEUROSURGEON'S OFFICE 
WITHIN 24 HOURS

These need medical attention but are 

not emergencies.

Wound concerns:

• Increasing redness, warmth, or 
swelling around the incision

• Drainage from the wound (especially 
if cloudy, colored, or foul-
smelling)

• Fever over 100.4°F (38°C) without 
another clear cause

Neurological changes:

• New or worsening weakness, numbness, 
or tingling

• New vision changes (blurred, double, 
or narrowed visual field)



• New or worsening balance problems or 
coordination difficulty

• New difficulty with speech or word-
finding that's worse than your 
baseline

• Worsening cognitive function — 
noticeably worse than the days 
before

Headache changes:

• Headache pattern changing 
significantly (new location, new 
quality, much more severe)

• Headache that worsens when lying down 
or with coughing/straining

• Headache accompanied by nausea and 
vomiting

Medication concerns:

• Severe irritability or rage episodes 
(especially on Keppra/levetiracetam)

• Inability to sleep for more than two 
consecutive nights

• Rash of any kind while on anti-
seizure medication (especially 
lamotrigine — call immediately)

• Feeling significantly worse after a 
medication change

BRING UP AT YOUR NEXT APPOINTMENT

These are common, expected, and worth 

tracking — but don't require urgent 

intervention.

Emotional changes (expected but worth 

monitoring):

Still You

224



Still You

225

• Mood swings that are manageable but 
unfamiliar

• Increased irritability that you can 
notice and partially regulate

• Feeling emotionally flat or distant
• Crying more easily than before
• Anxiety in situations that didn't 

previously bother you
• Grief about what's changed
Cognitive changes (expected in early 

recovery):

• Word-finding difficulty
• Processing speed slower than before
• Difficulty multitasking
• Trouble concentrating in noisy 

environments
• Needing more time to make decisions
• Memory lapses for recent events
Physical changes (expected):

• Fatigue that gradually improves over 
weeks

• Headaches that are stable or slowly 
improving

• Mild dizziness with position changes
• Scalp numbness or tingling around the 

incision
• Difficulty sleeping (especially 

during steroid taper)
Questions to bring:

• "Is this change expected for my type 
of surgery?"

• "Could this be medication-related?"
• "When should I worry about this if it 

doesn't improve?"



• "Should I see a neuropsychologist for 
evaluation?"

THE GRAY ZONE — WHEN YOU'RE NOT 
SURE

If you're experiencing something that 

doesn't fit neatly into the categories 

above, use this framework:

Is it new? A symptom that wasn't 

present yesterday or last week deserves 

more attention than something that's been 

gradually improving since surgery.

Is it worsening? A stable symptom is 

less concerning than one that's getting 

worse. Recovery should trend toward 

improvement, even if it's slow and uneven.

Is it affecting your safety? If a 

symptom affects your ability to drive, 

work safely, care for yourself, or care 

for dependents, it needs attention 

regardless of severity.

Does your gut say something is wrong? 

Patients are often right about this. If 

something feels different in a way that 

concerns you, call. You don't need to 

justify your concern with a clinical 

description. "Something doesn't feel 

right" is enough.
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FOR CAREGIVERS — When to Override 
the Patient

Sometimes the patient cannot or will 

not advocate for themselves. Here are 

signs that you should call the doctor 

even if the patient says they're fine:

• Personality change that the patient 
doesn't recognize (they seem like a 
different person, but they insist 
they're fine)

• Confusion or disorientation that's 
new or worsening

• Increased sleepiness or difficulty 
waking the patient

• The patient stopped taking 
medications without medical guidance

• Statements about wanting to die, even 
if said casually or "as a joke"

• You feel in your gut that something 
is wrong — trust that feeling

Keep your neurosurgeon's office number 

in your phone. Keep the after-hours 

emergency number too. Having them ready 

reduces the barrier to calling when it 

matters.



Appendix F: Resources

Organizations

American Brain Tumor Association 

(ABTA) www.abta.org | 800-886-ABTA (2282) 

Patient support, caregiver resources, 

educational materials, support group 

directory.

National Brain Tumor Society (NBTS) 

www.braintumor.org Research advocacy, 

patient resources, community events, 

caregiver support.

Brain Injury Association of America 

(BIAA) www.biausa.org | 800-444-6443 

Resources for brain injury recovery 

including post-surgical brain injury. 

State affiliate directory for local 

support.

American Stroke Association 

www.stroke.org | 888-478-7653 Relevant 

for patients recovering from vascular 

neurosurgery. Recovery resources and 

support groups.
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Crisis Resources

988 Suicide and Crisis Lifeline Call 

or text 988 (available 24/7) For anyone 

experiencing suicidal thoughts, emotional 

distress, or crisis.

Crisis Text Line Text HOME to 741741 

Text-based support for those who prefer 

not to call.

SAMHSA National Helpline 800-662-4357 

Mental health and substance use 

referrals. Free, confidential, 24/7.

Support Groups

ABTA Support Groups 

www.abta.org/supportgroups In-person and 

virtual options. Peer-led and 

professionally facilitated groups 

available.

Inspire Brain Tumor Support Community 

www.inspire.com Online community forum 

for brain tumor patients and caregivers. 

Peer support and shared experiences.

CaringBridge www.caringbridge.org Free 

personal health journals to keep family 

and friends updated. Reduces the burden 

of repeating your story.

Local hospital support groups Ask your 

neurosurgeon's office or the hospital 

social worker about brain surgery or 



brain tumor support groups in your area. 

Many meet monthly and are free.

Therapy and Rehabilitation

Academy of Certified Brain Injury 

Specialists 

biausa.org/professionals/academy-of-

certified-brain-injury-specialists Find 

certified brain injury specialists in 

your area (ACBIS is now hosted through 

BIAA).

ACRM (American Congress of 

Rehabilitation Medicine) www.acrm.org 

Professional organization for 

rehabilitation. Patient resources and 

provider directories.

Psychology Today Therapist Finder 

www.psychologytoday.com/us/therapists 

Filter by specialty: "brain injury," 

"neuropsychology," "medical trauma." 

Includes insurance accepted and session 

format (in-person/virtual).

EMDR International Association 

www.emdria.org Find EMDR-trained 

therapists. Filter by specialty area.
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Disability and Workplace Rights

ADA National Network www.adata.org | 

800-949-4232 Information on your rights 

under the Americans with Disabilities 

Act. Free guidance on workplace 

accommodations.

Job Accommodation Network (JAN) 

www.askjan.org | 800-526-7234 Free, 

expert guidance on workplace 

accommodations for cognitive and 

neurological conditions. Specific 

accommodation ideas by condition type.

Social Security Disability 

www.ssa.gov/disability Information on 

applying for disability benefits if 

you're unable to return to work.

Supplement and Device Resources

ConsumerLab www.consumerlab.com 

Independent testing and reviews of 

supplements. Subscription-based but worth 

it for verifying quality.

IFOS (International Fish Oil 

Standards) 

certifications.nutrasource.ca/certified-

products Third-party testing specifically 

for omega-3 supplements (IFOS program now 

managed by Nutrasource). Look for the 

IFOS seal.



Apollo Neuro — www.apolloneuro.com 

Pulsetto — www.pulsetto.tech Sensate — 

www.getsensate.com HeartMath — 

www.heartmath.com Neuronic — 

www.neuronic.online Vielight — 

www.vielight.com

Recommended Reading

My Stroke of Insight by Jill Bolte 

Taylor — A neuroanatomist's account of 

her own brain hemorrhage and recovery. 

Bridges clinical understanding with 

personal experience.

The Brain That Changes Itself by 

Norman Doidge — Accessible introduction 

to neuroplasticity. Helpful for 

understanding why recovery is possible.

When Breath Becomes Air by Paul 

Kalanithi — A neurosurgeon's memoir of 

facing his own mortality. Beautifully 

written. May be too intense for some 

readers in early recovery.

Lost and Found by Kathryn Schulz — On 

grief and its relationship to love. Not 

brain-specific, but deeply relevant to 

the grief of identity change.

Man's Search for Meaning by Viktor 

Frankl — On finding purpose through 

suffering. A classic, though read with 
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the caveat from Chapter 7: no one is 

obligated to find meaning in their pain.

Resources and URLs are current as of 

the publication date. If a link no longer 

works, search for the organization by 

name.



Appendix G: For Clinicians

This appendix is for neurosurgeons, 

neurologists, neuropsychologists, primary 

care physicians, psychiatrists, nurse 

practitioners, physician assistants, 

social workers, and anyone else involved 

in the post-surgical care of brain 

surgery patients. It's written clinician-

to-clinician.

The Gap This Book Addresses

Most neurosurgical follow-up focuses 

on three questions: Is the pathology 

resolved? Are there complications? Is the 

patient neurologically stable? These are 

necessary and important questions. They 

are not sufficient.

The gap is emotional recovery. 

Patients leave our clinics with clean 

MRIs and persistent suffering — identity 

disruption, emotional dysregulation, 

grief, cognitive fatigue, and a pervasive 

sense that something fundamental has 

changed about who they are. They often 

can't articulate it, and we often don't 

ask.
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This book was written to fill that 

gap. It gives patients a framework for 

understanding what's happening to them 

emotionally and practically, using 

language that's accessible to someone 

experiencing cognitive fatigue, and 

providing evidence-based tools they can 

implement immediately.

Emotional Screening After 
Neurosurgery — A Recommendation

Currently, there is no standardized 

protocol for emotional screening after 

brain surgery. This is a problem. We 

screen for motor deficits, visual field 

changes, and language impairment. We do 

not routinely screen for emotional 

dysregulation, identity disruption, or 

grief — despite the fact that these 

affect quality of life more profoundly 

than many of the neurological deficits we 

do track.

A minimum screening protocol could 

include:

At every post-operative visit:

• "How are you feeling emotionally — 
not physically, emotionally?"

• "Are you experiencing mood changes, 
irritability, or emotional reactions 
that feel unfamiliar?"

• "How is your sleep?"



• "Are you able to do the things that 
matter to you?"

At the 3-month visit:

• PHQ-9 (depression screening)
• GAD-7 (anxiety screening)
• A brief cognitive screening if the 

patient or family reports changes
• Ask about return to work, 

relationships, and daily functioning
At the 6-month visit:

• Repeat PHQ-9 and GAD-7
• Neuropsychological referral if 

cognitive or emotional recovery has 
plateaued

• TMS referral consideration if 
depression or emotional blunting is 
persistent

At the 12-month visit:

• Quality of life assessment
• Discussion of long-term emotional 

trajectory
• Adjustment of ongoing supports
The time cost of adding emotional 

screening is minimal. The clinical yield 

is significant. Patients who feel seen 

and asked about their emotional 

experience are more likely to report 

problems, seek treatment, and engage with 

recovery.
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What to Tell Patients About 
Emotional Recovery

Many patients receive no anticipatory 

guidance about emotional changes after 

brain surgery. When emotional disruption 

arrives — and for most patients, it will 

— they interpret it as personal failure, 

mental illness, or evidence that the 

surgery went wrong. None of these are 

accurate.

What patients need to hear, ideally 

before discharge:

• "Emotional changes after brain 
surgery are common and expected." 
Normalize it before it happens. Many 
patients later say that this single 
statement would have saved them 
months of distress.

• "These changes have neurological 
causes." The emotional disruption is 
not weakness, not psychiatric 
illness (in most cases), and not a 
sign that something went wrong. It's 
the natural consequence of operating 
in or near the circuits that 
regulate emotion, identity, and 
cognition.

• "Most emotional changes improve over 
time." The trajectory is nonlinear, 
but the general direction is toward 
improvement. This is true for the 
majority of patients.

• "Some changes may be lasting, and 
that's something we can help you 
navigate." For patients with 
permanent functional changes, early 
acknowledgment and referral to 



neuropsychological support produces 
better outcomes than avoidance or 
false reassurance.

• "Your family will be affected too." 
Caregivers need guidance. Chapter 13 
of this book is written specifically 
for them. Consider giving them a 
copy or directing them to it.

How to Use This Book as a Clinical 
Tool

In your office: Keep copies in the 

waiting room or give them to patients at 

the first post-operative visit. The book 

requires no explanation — patients can 

start anywhere.

At discharge: Include the book (or a 

reference to it) in the discharge packet. 

Even if patients don't read it 

immediately, having it available when 

emotional changes begin — often weeks 

later — provides an anchor.

In follow-up conversations: You can 

reference specific chapters. "What you're 

describing sounds like what Chapter 6 

covers — the identity question. Have you 

read that section?" This gives patients a 

framework without requiring you to 

provide lengthy counseling in a fifteen-

minute visit.

For caregivers: Chapter 13 is written 

for families. Directing caregivers to it 
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can reduce the explanatory burden on you 

and give families language for what 

they're observing.

For therapy referrals: The book's 

Chapter 12 describes specific therapy 

modalities suited for post-surgical 

patients (neuropsychological 

rehabilitation, CBT adapted for 

neurological change, ACT, EMDR, somatic 

experiencing). This may help patients 

self-advocate when seeking therapists.

The Medication-Emotion Intersection

One of the most impactful clinical 

moves you can make is helping patients 

distinguish medication effects from 

surgical effects. This is covered in 

Chapter 4 and Appendix B of the book, but 

it bears emphasis here:

Dexamethasone is responsible for a 

disproportionate share of the emotional 

chaos in the first weeks. Patients who 

understand that their insomnia, mood 

swings, and agitation are steroid effects 

— not permanent surgical outcomes — 

experience significantly less distress. 

The taper period deserves explicit 

preparation: "When we lower the steroids, 

you may feel worse temporarily — fatigue, 



low mood, joint aches. That's withdrawal, 

not decline."

Levetiracetam (Keppra) causes 

irritability severe enough to damage 

relationships in a meaningful subset of 

patients. This is under-recognized and 

under-discussed. If a patient or family 

member reports rage, personality change, 

or emotional blunting, consider an 

alternative anti-seizure medication 

before concluding the emotional change is 

surgical.

The Evidence Base for Recovery 
Tools

The recovery toolkit in Chapter 12 and 

Appendix C uses a four-tier evidence 

system (see Appendix H). Nothing in this 

book is fringe. Every tool has at least 

Tier 2 evidence, and the tier rating is 

transparent in every instance.

The strongest evidence supports:

• Sleep protection and optimization 
(Tier 1 for recovery broadly)

• Physical activity / walking (Tier 1 
for neuroplasticity and mood)

• Nature exposure (Tier 1 for cortisol, 
attention restoration, immune 
function)

• Breathwork for autonomic regulation 
(Tier 1)
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• Omega-3 supplementation (Tier 1-2 for 
neuroprotection)

• HRV biofeedback (Tier 2)
• TMS for post-surgical depression 

(Tier 1 for depression generally, 
Tier 2 for post-surgical 
populations)

Patients who present the supplement or 

device sections to you are not seeking 

alternative medicine. They're seeking 

adjunctive support with clinical 

plausibility. Your engagement with their 

questions — even brief engagement — 

validates their recovery agency and 

strengthens the therapeutic alliance.

A Note on the Emotional Recovery 
Gap in Training

Most neurosurgical training programs 

do not include formal education on the 

emotional aftermath of brain surgery. 

This is understandable — the technical 

demands of the specialty are 

extraordinary, and there is only so much 

time. But the consequence is that many 

neurosurgeons feel uncomfortable 

discussing emotional recovery, and 

patients sense that discomfort and stop 

asking.

This book is not a substitute for 

clinician training in post-surgical 

emotional care. It is, however, a bridge 



— something you can put in your patient's 

hands that addresses what you may not 

have time or training to address in 

clinic. The goal is not to replace the 

clinician-patient relationship. The goal 

is to extend its reach into the emotional 

territory that our current follow-up 

protocols leave uncharted.

Feedback on this appendix — or on the 

book more broadly — from the clinical 

perspective is welcome. The emotional 

recovery space after neurosurgery needs 

more clinical voices, not fewer.

Still You

242



Still You

243

Appendix H: Understanding 
Evidence Tiers

Throughout this book, every claim, 

supplement, device, and practice is 

tagged with an evidence tier. This system 

exists because you deserve to know how 

strong the evidence is for what you're 

being told. Medical books for patients 

often present everything with equal 

confidence, which makes it impossible to 

distinguish between a well-proven 

intervention and a promising idea. This 

book doesn't do that.

The Four Tiers

Tier 1 — Strong Clinical Evidence

What it means: This intervention has 

been tested in randomized controlled 

trials (RCTs) — the gold standard of 

medical research — and often confirmed by 

meta-analyses (studies that combine 

results from multiple trials). The 

evidence is strong enough that most 

clinicians would consider it reliable.

Examples in this book:



• Walking/physical activity for brain 
recovery and mood

• Nature exposure for cortisol 
reduction and attention restoration

• Breathwork for autonomic regulation
• TMS for depression
• Sleep as essential to neurological 

recovery
• Omega-3 fatty acids for 

neuroprotection (Tier 1-2, depending 
on the specific outcome)

What Tier 1 does NOT mean: It doesn't 

mean guaranteed to work for you. Even 

Tier 1 interventions don't work for every 

patient. It means the evidence is strong 

enough to recommend with confidence.

Tier 2 — Emerging Evidence with 
Clinical Promise

What it means: There are clinical 

studies — often smaller trials, 

observational studies, or strong 

mechanistic data — supporting this 

intervention. The evidence is promising 

enough that clinicians familiar with it 

would consider it reasonable, but it 

hasn't reached the level of large-scale 

RCTs.

Examples in this book:

• Creatine monohydrate for brain energy 
and neuroprotection

• Magnesium L-threonate for brain 
function and sleep
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• NAC for neuroprotection (military-
funded TBI studies)

• Vitamin D3 for neurological outcomes
• HRV biofeedback for autonomic 

recovery
• Apollo Neuro and vagal stimulation 

devices
• Neurofeedback (clinical-grade)
• tDCS for cognitive rehabilitation
What Tier 2 means practically: Worth 

trying, especially given good safety 

profiles. The evidence is heading in the 

right direction. These are reasonable 

interventions, not experimental ones.

Tier 3 — Preclinical or Early-Stage

What it means: The evidence comes 

primarily from animal studies, cell 

culture studies, case reports, or very 

early-stage human pilots. The mechanistic 

data is compelling — meaning we 

understand why it should work — but it 

hasn't been tested rigorously in humans, 

or the human data is very limited.

Examples in this book:

• Lion's mane mushroom for nerve growth 
factor stimulation

• Curcumin for neuroinflammation 
(enhanced bioavailability forms)

• Transcranial photobiomodulation 
(Neuronic, Vielight) for brain 
tissue recovery

• Sensate device for vagal stimulation



• Cold exposure for autonomic reflex
What Tier 3 means practically: 

Promising, but uncertain. Safety profiles 

are generally good, which is why these 

are included. If you try them, go in with 

realistic expectations — they may help, 

they may not, and the science is still 

developing.

Tier 4 — Experiential

What it means: This is widely reported 

by patients and practitioners but hasn't 

been formally studied in post-surgical 

populations. The reports are consistent 

enough to warrant mention, but there's no 

controlled research to confirm or 

quantify the effect.

Examples in this book:

• Consumer neurofeedback devices (Muse) 
for meditation support

• Specific journaling prompts for 
emotional processing

• Certain timing strategies for 
supplement stacking

• Some of the "rhythms" of recovery 
described by patients (expansion-
contraction-growth cycles)

What Tier 4 means practically: This is 

patient wisdom, not clinical evidence. It 

may reflect real patterns that science 

hasn't studied yet. It's included because 

patient experience matters, and because 
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some of the most important recovery 

insights come from the people going 

through it.

How to Read the Tiers in This Book

When you see a tier rating in the text 

— for example, "Tier 2" next to a 

supplement — it means:

• I've reviewed the available evidence 
for this intervention in the context 
of brain recovery specifically

• The rating reflects the evidence 
base, not my personal opinion

• Higher tiers don't necessarily mean 
"more important" — sleep (Tier 1) 
and walking (Tier 1) are free. TMS 
(Tier 1 for depression) costs 
thousands. Evidence strength and 
clinical priority are different 
questions.

• Tiers can span ranges (like "Tier 1-
2" or "Tier 2-3") when the evidence 
is strong for some outcomes but 
weaker for others, or when the 
evidence is strong in general 
populations but hasn't been 
specifically studied in post-
surgical patients.

Why This Matters

You're recovering from brain surgery. 

You're being bombarded with advice — from 



family, friends, the internet, social 

media, well-meaning strangers. Some of 

that advice is excellent. Some is 

worthless. Some is actively harmful. You 

need a way to evaluate it.

The tier system gives you that filter. 

When someone tells you about a miracle 

supplement, you can ask: "What tier is 

the evidence?" When a website claims a 

device cured someone's cognitive fog, you 

can ask: "Was that studied in a clinical 

trial, or is that one person's 

experience?"

You don't have to become a scientist. 

You just have to know the difference 

between "this is well-proven" and "this 

is someone's opinion." The tiers tell you 

where each recommendation falls on that 

spectrum.

The evidence landscape is always 

evolving. Interventions rated Tier 3 

today may become Tier 1 tomorrow as 

research progresses. The ratings in this 

book reflect the evidence available at 

the time of publication.
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Looking Back

You made it here.

Whether you read every chapter or 

skipped to the parts that spoke to you, 

you carried this book through your 

recovery — and that matters. Before you 

close it, I want to give you the same 

invitation I offered at the beginning.

Take a moment. Write.

Today's date:

How long since my surgery:

Right now, I feel:

Something that surprised me about my 

recovery:

Something I want to remember from this 

book:
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What I would tell someone just 

starting this journey:

If you filled in the page at the 

beginning of this book, go back and read 

what you wrote. Notice what has changed. 

Notice what hasn't. Both are information.

Recovery doesn't end on a particular 

date. You don't wake up one morning and 

think, "I'm done now." It unfolds. Some 

of what you read in these chapters won't 

make sense until months from now, when a 

moment in your life brings a passage back 

to mind. That's how this works.

You are still you. That has been true 

the entire time.

Share Your Experience

Your story matters — not just to you, 

but to the patients who will read this 

book after you.

If you'd like to share what your 

recovery has been like, what helped, what 

you wish you'd known, or what you'd 



change about this book, I'd welcome 

hearing from you.

stillyourecovery.com/feedback

Your feedback helps me improve this 

resource for the next person who needs 

it. You can share as much or as little as 

you'd like. Anonymous submissions are 

welcome.

Thank you for trusting me with part of 

your recovery.

— Dr. Eric Whitney, DO
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