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1. Introduction
Every physician enters the examination room carrying 
an invisible weight—the accumulated suffering of 
countless patients, the mysteries of unexplained 
illness, the limits of medical knowledge, and the stark 
reality of mortality. In this therapeutic space, we find 
ourselves in a position remarkably similar to Job’s 
friends: well-intentioned, equipped with knowledge 
and training, yet ultimately confronted with the 
inadequacy of our explanations when faced with 
profound human suffering.
The Book of Job, perhaps more than any other ancient 
text, speaks directly to the healthcare professional’s 
experience. It presents suffering not as a problem to 
be solved but as a mystery to be encountered, not as 
a failure of divine or medical intervention but as an 
irreducible aspect of human existence that demands 
presence, humility, and authentic response. The text’s 
enduring power lies not in its provision of answers 
but in its unflinching portrayal of the human condition 
when stripped of easy explanations and comfortable 
certainties.

Modern interpreters have recognized that Job’s story 
transcends its ancient Near Eastern context to speak to 
fundamental questions about the nature of suffering, 
the limits of knowledge, and the appropriate response 
to inexplicable pain. For the contemporary physician, 
these interpretations offer not therapeutic techniques 
but wisdom—the kind of understanding that enables 
authentic presence in the face of mystery and maintains 
human dignity even in extremis.

2. The Therapeutic Space as Sacred 
Ground
Martin Buber’s interpretation of Job fundamentally 
transformed twentieth-century understanding of the 
text and offers perhaps the most directly applicable 
framework for healthcare professionals. In his essay 
“A God Who Hides His Face” (1) and his broader 
work “Eclipse of God” (2), Buber argues that Job’s 
suffering cannot be explained away by traditional 
theodicy. Instead, Job’s experience represents the 
profound loneliness of the human condition when 
faced with what Buber calls the “eclipse of God”—
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those moments when the divine presence seems utterly 
absent, when the universe appears indifferent to human 
suffering, and when traditional religious explanations 
collapse under the weight of lived experience.

Buber’s reading is revolutionary because it locates 
the significance of Job’s story not in its resolution 
but in its portrayal of authentic human response to 
inexplicable suffering. For Buber, Job’s greatness 
lies not in his patience—a misreading that has 
dominated popular interpretation—but in his refusal 
to accept false consolation, his insistence on speaking 
truthfully about his experience, and his maintenance 
of relationship even when that relationship becomes 
one of protest and complaint (3). This interpretation 
speaks directly to the physician’s experience of 
caring for patients whose suffering exceeds medical 
explanation and whose questions demand more than 
technical responses.

The therapeutic space, in Buber’s understanding, 
becomes a site of potential encounter between two 
human beings facing the mystery of existence. When 
a patient sits before us, stripped of the usual social 
protections, vulnerable in their illness, they occupy a 
position similar to Job on his ash heap. The physician’s 
response—whether to offer easy explanations, 
maintain professional distance, or enter into genuine 
encounter—determines whether the therapeutic space 
becomes a place of healing transformation or merely 
technical intervention.

Buber’s fundamental distinction between “I-Thou” 
and “I-It” relationships provides crucial insight into 
the dynamics of the therapeutic encounter (4). The 
patient approached as “It” becomes a collection 
of symptoms, laboratory values, and diagnostic 
categories—an object to be analyzed, explained, and 
manipulated. This approach, while necessary for 
certain aspects of medical care, becomes problematic 
when it dominates the therapeutic relationship entirely. 

The patient approached as “Thou” remains irreducibly 
personal, a subject whose suffering cannot be reduced 
to pathophysiology, whose questions demand not 
just medical answers but human presence, and whose 
dignity persists regardless of prognosis or therapeutic 
outcome.
Buber’s analysis of Job’s friends illuminates the 
particular temptations facing healthcare professionals. 
Eliphaz, Bildad, and Zophar each represent different 
strategies for managing the anxiety that arises when 
confronted with inexplicable suffering. Eliphaz relies 
on religious tradition and past experience, confident 
that established patterns of understanding will suffice 
for this new situation. Bildad appeals to conventional 
wisdom and social consensus, assuming that widely 
accepted explanations must be adequate. Zophar 
embraces dogmatic certainty, insisting that mystery 
can be resolved through the application of correct 
principles (5).
Each of these approaches has its medical parallel. The 
physician who relies exclusively on clinical experience 
without openness to the genuinely novel aspects of 
each patient’s situation mirrors Eliphaz’s limitations. 
The healthcare provider who defers to established 
protocols without attending to the particular features 
of individual cases reflects Bildad’s inadequacy. The 
clinician who offers premature diagnostic closure or 
false reassurance in the face of genuine uncertainty 
embodies Zophar’s problematic certainty.
Buber argues that Job’s friends fail not because they 
lack compassion or intelligence, but because they 
cannot tolerate the anxiety of not knowing, of being 
present with mystery without immediately moving to 
explanation or solution (6). Their theological systems, 
like our medical systems, serve important functions 
but become obstacles to authentic encounter when 
they are used defensively to manage the healthcare 
provider’s anxiety rather than therapeutically to serve 
the patient’s needs.

William Blake (1757–1827) from Blake’s Illustrations for the Book of Job
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The transformation that occurs in Job’s encounter 
with the divine voice from the whirlwind represents, 
in Buber’s reading, not the provision of answers but 
the restoration of relationship (7). God’s response 
to Job does not explain suffering but demonstrates 
presence, does not justify the cosmos but reveals its 
mystery and wonder, does not solve the intellectual 
problem but transforms the existential situation. For 
the physician, this suggests that healing involves not 
just the correction of pathology but the restoration 
of human connection, the recovery of wonder and 
meaning, and the affirmation of dignity in the face of 
limitation and loss.
Buber’s emphasis on dialogue as the fundamental 
structure of human existence has profound implications 
for medical practice. Genuine dialogue requires what 
Buber calls “inclusion”—the ability to imagine the 
other’s experience from within while maintaining 
one’s own perspective (8). For the physician, this 
means developing the capacity to enter imaginatively 
into the patient’s experience of illness, vulnerability, 
and fear while retaining the clinical perspective 
necessary for effective intervention. This inclusion 
is not emotional fusion, which would compromise 
clinical judgment, but empathetic understanding 
that honors both the patient’s subjectivity and the 
physician’s professional responsibility.
The concept of inclusion also requires what Buber 
terms “confirmation”—the recognition and affirmation 
of the other person’s existence and potential (9). In 
the therapeutic context, confirmation means seeing 
and responding to the whole person rather than just 
the disease, recognizing the patient’s capacity for 
growth and healing even in the face of serious illness, 
and maintaining hope that transcends purely medical 
categories. This confirmation does not require false 
optimism or the denial of difficult realities, but it does 
demand the recognition that human beings possess 
resources for meaning-making and resilience that 
exceed medical prediction and understanding.

Buber’s interpretation of Job also illuminates the 
physician’s own spiritual and psychological needs. 
Just as Job must learn to maintain relationship with a 
God who appears absent or indifferent, the physician 
must learn to find meaning and purpose in work that 
involves daily encounter with suffering, limitation, 
and loss. Buber suggests that meaning emerges not 
from the resolution of existential questions but from 
the willingness to remain in dialogue with them, not 
from the achievement of certainty but from the courage 
to act responsibly in the face of uncertainty (10).

This perspective offers a framework for understanding 
the physician’s calling that transcends purely secular 
or technical approaches to medical practice. The 
healthcare provider becomes a participant in what 
Buber calls the “eternal dialogue” between human 
beings and the mystery of existence, serving not as 
the master of life and death but as a faithful presence 
in the face of both healing and loss (11). This 
understanding can provide sustenance for medical 
practice that acknowledges its limitations while 
maintaining commitment to the relief of suffering and 
the preservation of human dignity.

3. The Rhetoric of Healing
James Boyd White’s interpretation of Job as a 
complex literary work reveals dimensions of the 
text that speak directly to contemporary concerns 
about narrative medicine and the rhetorical aspects 
of healthcare delivery. White’s approach, developed 
in works such as “Acts of Hope” (12) and “Living 
Speech” (13), treats Job not merely as a repository 
of theological ideas but as a sophisticated literary 
creation whose meaning emerges from the interaction 
of multiple voices, the development of character, and 
the transformation of language itself.
White argues that Job functions as what he calls a 
“text of justice”—a work that explores fundamental 
questions about fairness, responsibility, and 
appropriate response to suffering through dramatic 
enactment rather than abstract argument (14). The 
text’s power lies not in its ability to provide definitive 
answers to the problem of theodicy but in its portrayal 
of how different ways of speaking about suffering 
create different possibilities for understanding and 
response. This insight has profound implications for 
healthcare professionals, whose language choices 
fundamentally shape how patients experience and 
understand their illness.
The polyphonic structure of Job—its inclusion of 
multiple voices representing different perspectives on 
suffering—models what White calls “constitutional” 
thinking, an approach to complex problems that 
resists reduction to single perspectives or simple 
solutions (15). Job himself speaks from the position 
of the sufferer, insisting on the reality and injustice 
of his pain while maintaining his integrity and his 
relationship with God. His friends speak from positions 
of theological orthodoxy, social convention, and 
moral certainty, each offering explanations that serve 
to preserve existing systems of understanding at the 
expense of attending to Job’s actual experience. Elihu 
represents youthful confidence in new formulations 
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of old problems, while the divine voice speaks from 
a perspective that transcends human categories 
entirely.
For healthcare professionals, this polyphonic structure 
suggests the importance of attending to the multiple 
voices present in every therapeutic encounter. The 
patient’s voice expressing their experience of illness 
may differ significantly from the medical voice 
describing pathophysiology, and both may differ from 
the family’s voice articulating fears and hopes. Rather 
than seeking to harmonize these voices through the 
dominance of medical discourse, White’s approach 
suggests that healing involves creating space for 
genuine dialogue among different perspectives.

White’s analysis of the rhetoric employed by Job’s 
friends reveals how language can either open or 
close possibilities for understanding and response 
(16). Eliphaz begins with apparent gentleness, 
acknowledging Job’s past helpfulness to others before 
moving to suggest that Job’s suffering must result 
from some hidden sin. This rhetorical strategy appears 
compassionate but functions to preserve Eliphaz’s 
theological system by making Job responsible for 
his own suffering. Bildad appeals to tradition and 
consensus, using the weight of social agreement to 
pressure Job into accepting conventional explanations. 
Zophar abandons subtlety entirely, directly accusing 
Job of wickedness and promising restoration if he will 
simply repent.

Each of these rhetorical strategies has its contemporary 
medical parallel. The physician who begins by 
acknowledging the patient’s strengths before 
suggesting that lifestyle factors might explain their 
illness mirrors Eliphaz’s problematic approach. The 
healthcare provider who appeals to statistical norms 
or standard treatment protocols without attending 
to the particular features of individual cases reflects 
Bildad’s limitations. The clinician who directly 
or indirectly blames patients for their condition—
whether through emphasis on non-compliance, 
lifestyle choices, or psychological factors—embodies 
Zophar’s destructive certainty.

White argues that Job’s responses to his friends 
demonstrate what he calls “rhetorical virtue”—the 
use of language in ways that honor truth, preserve 
relationship, and maintain openness to complexity 
(17). Job refuses to accept explanations that don’t 
correspond to his experience, insists on speaking 
truthfully about his situation, and maintains his 
relationship with both his friends and God even 

when those relationships become sites of conflict 
and protest. His language creates space for genuine 
encounter rather than forcing premature closure.

For physicians, rhetorical virtue involves developing 
sensitivity to how medical language affects patient 
understanding and experience. The choice of metaphors 
in describing illness—whether cancer “fights” or 
“invades,” whether the immune system “fails” or 
becomes “confused,” whether treatment “attacks” 
disease or “supports” healing—fundamentally shapes 
how patients understand their condition and their 
relationship to it (18). White’s analysis suggests that 
healthcare providers bear responsibility for choosing 
language that honors the complexity of illness 
experience while maintaining hope and preserving 
human agency.

White’s interpretation also illuminates the 
transformation that occurs in Job’s encounter with the 
divine voice. Rather than providing direct answers to 
Job’s questions, the divine speeches shift the terms of 
the conversation entirely, moving from narrow focus 
on human suffering to broad contemplation of cosmic 
mystery and wonder (19). This shift doesn’t invalidate 
Job’s questions but places them within a larger context 
that reveals new possibilities for understanding and 
response.

In the therapeutic context, this transformation suggests 
the importance of what White calls “perspective-
shifting”—the ability to help patients see their 
situation from multiple vantage points without denying 
the reality of their immediate experience (20). This 
might involve helping patients recognize their own 
strength and resilience, connecting their particular 
struggle to larger patterns of human experience, or 
opening awareness to sources of meaning and hope 
that transcend medical categories. Such perspective-
shifting requires great sensitivity, as it can easily 
become a form of minimization or distraction if not 
grounded in genuine understanding of the patient’s 
experience.

White’s emphasis on the communal dimensions of 
meaning-making also speaks to healthcare delivery 
systems. Job’s story unfolds through dialogue and 
debate, through the interaction of multiple voices 
and perspectives. Similarly, healing often occurs not 
just through individual therapeutic relationships but 
through the creation of communities that can sustain 
hope, provide meaning, and offer practical support 
(21). This suggests the importance of team-based 
approaches to healthcare that include not just medical 
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specialists but chaplains, social workers, family 
members, and community resources.

The literary sophistication of Job, in White’s reading, 
also challenges purely instrumental approaches to 
medical communication. Just as Job cannot be reduced 
to its theological message without losing its power and 
complexity, healthcare encounters cannot be reduced 
to information transfer without losing their healing 
potential (22). The physician’s presence, manner 
of speaking, quality of attention, and willingness 
to engage with mystery and uncertainty may be as 
therapeutically significant as any specific medical 
intervention.

White’s interpretation suggests that Job functions as 
what he calls a “text of instruction” for anyone who 
must respond to human suffering (23). The text teaches 
not through direct precept but through dramatic 
example, showing how different ways of speaking 
and being create different possibilities for healing or 
harm. For healthcare professionals, this instruction 
involves developing what White calls “practical 
wisdom”—the ability to discern appropriate response 
in particular situations, to use language responsibly, 
and to maintain hope without denying difficulty.

4. The Unconscious Dimensions of 
Suffering
Carl Jung’s “Answer to Job” (24) offers perhaps the 
most psychologically sophisticated interpretation of 
the text, one that directly addresses the physician’s 
inner experience of patient suffering while providing 
a framework for understanding the transformative 
potential of encounters with inexplicable pain. Jung’s 
approach is controversial because it treats Job’s story 
not just as human drama but as revelation of divine 
psychology, arguing that God too is transformed by 
the encounter with innocent suffering.
Jung’s interpretation begins with the recognition that 
Job represents something genuinely new in religious 
literature—a figure who maintains both his integrity 
and his relationship with God while refusing to accept 
traditional explanations for his suffering (25). Job’s 
innovation lies not in his patience, which Jung argues 
is a misreading of the text, but in his moral courage 
to confront God directly with the injustice of his 
situation. This confrontation serves a developmental 
function, forcing both Job and God into new levels of 
consciousness and relationship.
For healthcare professionals, Jung’s psychological 
reading reveals dynamics that operate below the 

surface of therapeutic encounters. The physician’s 
emotional response to patient suffering—frustration at 
treatment failures, anger at disease progression, grief 
at patient loss—reflects not professional inadequacy 
but the natural human response to witnessing 
injustice and pain. Jung’s analysis suggests that these 
emotional responses serve important psychological 
functions, providing information about the nature of 
the therapeutic relationship and creating opportunities 
for growth and transformation.
Jung’s concept of the “wounded healer,” drawn from 
the myth of Chiron, provides a crucial framework 
for understanding the physician’s role (26). Chiron, 
the centaur who possessed great healing knowledge 
but could not heal his own wound, represents the 
archetypal pattern by which personal experience 
of suffering becomes a source of healing power for 
others. The physician who has never confronted 
their own mortality, their own suffering, their own 
limitations, may offer technical competence but lacks 
the depth of understanding that comes from personal 
encounter with vulnerability.
This wounded healer dynamic operates in multiple 
dimensions within medical practice. At the personal 
level, physicians bring their own histories of loss, 
illness, and limitation to their work with patients. 
These experiences, when integrated rather than 
defended against, become sources of empathy, 
wisdom, and therapeutic presence. At the professional 
level, the daily encounter with medical uncertainty, 
treatment failure, and patient death creates wounds 
that, if acknowledged and processed, can deepen the 
physician’s capacity for authentic engagement with 
suffering.
Jung’s analysis of countertransference—the 
unconscious emotional responses that arise in 
therapeutic relationships—provides another crucial 
framework for understanding the physician’s 
inner experience (27). In depth psychology, 
countertransference is understood not as an obstacle 
to treatment but as valuable information about 
the patient’s unconscious communications and 
the dynamics of the therapeutic relationship. The 
physician who becomes unusually anxious about 
a particular patient, who finds themselves thinking 
about a case outside of work hours, or who experiences 
strong emotional reactions to certain types of illness, 
receives important information about unconscious 
processes that may be affecting care.
Jung’s interpretation of Job reveals the psychological 
dynamics at play when healthcare providers encounter 
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inexplicable suffering. The friends’ responses to 
Job—their need to explain his suffering, to find fault 
with him, to maintain their theological systems at the 
expense of human truth—represent what Jung calls 
“shadow” material, the aspects of personality that are 
defended against because they threaten established 
identity (28). In medical practice, the shadow includes 
the physician’s own vulnerability to illness and death, 
the limits of medical knowledge and power, and 
the reality that some suffering cannot be relieved or 
explained.

The integration of shadow material, in Jung’s 
understanding, requires what he calls “active 
imagination”—the conscious engagement with 
unconscious contents through reflection, dialogue, 
and creative expression (29). For physicians, this 
might involve examining their own fears about illness 
and mortality, exploring their fantasies about medical 
omnipotence, or acknowledging their anger and 
helplessness when faced with treatment failures. Such 
shadow work is not mere self-indulgence but essential 
psychological labor that prevents the unconscious 
projection of these contents onto patients.

Jung’s analysis also reveals the transformative 
potential of encounters with inexplicable suffering. 
Job’s confrontation with God leads not to answers but 
to a fundamental shift in consciousness, a movement 
from conventional understanding to direct encounter 
with mystery and transcendence (30). Similarly, 
the physician’s encounter with medical mystery—
cases that don’t fit established categories, patients 
who respond unexpectedly to treatment, illnesses 
that challenge current understanding—can serve as 
invitations to growth and expanded awareness.

This transformation involves what Jung calls 
“individuation”—the psychological process by 
which the ego learns to relate appropriately to the 
unconscious, integrating previously split-off aspects of 
personality and developing a more complete sense of 
self (31). For healthcare professionals, individuation 
includes learning to hold creative tension between 
confidence and humility, knowledge and mystery, 
hope and realism. It involves developing what Jung 
calls the “transcendent function”—the ability to hold 
opposites without premature resolution, to remain 
open to new possibilities while acting responsibly 
within current understanding.
Jung’s interpretation of the divine speeches in Job 
provides insight into this transformative process. 
Rather than providing direct answers to Job’s 

questions about justice and suffering, God’s response 
from the whirlwind evokes wonder, complexity, and 
mystery (32). The speeches reveal a universe that 
exceeds human comprehension, operating according 
to principles that transcend simple moral categories. 
For Job, this revelation doesn’t solve the intellectual 
problem of theodicy but transforms his relationship to 
mystery and uncertainty.
In medical practice, similar transformations can occur 
when physicians learn to embrace rather than defend 
against the mystery inherent in their work. The human 
body’s capacity for healing, the role of meaning and 
hope in recovery, the complexity of psychological and 
spiritual factors in illness—these aspects of medical 
practice exceed purely scientific explanation while 
remaining clinically relevant. Jung’s framework 
suggests that physicians who can hold space for such 
mystery without requiring complete understanding 
may be more effective healers than those who insist 
on reducing everything to mechanistic categories.
Jung’s analysis also illuminates the collective 
dimensions of medical practice. Just as Job’s story 
speaks to universal human experiences of suffering and 
meaning-making, the physician’s work participates 
in what Jung calls the “collective unconscious”—
the shared psychological heritage that connects all 
human beings (33). The archetypal images of healer 
and patient, the universal experiences of birth and 
death, the fundamental human need for care and 
compassion—these provide the deeper context within 
which medical practice occurs.
Understanding these archetypal dimensions can help 
physicians recognize the profound significance of their 
work while maintaining appropriate humility about 
their role. The physician serves as a contemporary 
manifestation of ancient healing archetypes, carrying 
forward humanity’s long tradition of caring for the sick 
and suffering. This recognition can provide meaning 
and sustenance for medical practice while preventing 
both grandiose inflation and cynical deflation.

5. Philosophical Precision
Harry Austryn Wolfson’s meticulous philosophical 
analysis of religious texts provides a methodological 
framework that speaks directly to healthcare 
professionals grappling with diagnostic uncertainty 
and the limits of medical knowledge (34). Wolfson’s 
approach to Job emphasizes intellectual honesty, 
analytical precision, and the recognition that complex 
questions require careful, sustained investigation 
rather than premature closure or easy answers.



Journal of Religion and Theology  V7. I3. 2025          55

Suffering in the Therapeutic Space Job’s Dialogue with Suffering in Contemporary Medical Practice

Wolfson’s methodology involves what he calls 
“hypothetico-deductive” analysis—the systematic 
examination of claims, the identification of 
underlying assumptions, and the testing of hypotheses 
against available evidence (35). Applied to Job, this 
approach reveals the sophisticated philosophical 
structure underlying the narrative, the precise nature 
of the questions being raised, and the inadequacy 
of simple solutions to complex problems. For 
physicians, Wolfson’s analytical rigor offers a model 
for approaching diagnostic challenges, treatment 
decisions, and prognostic assessments with appropriate 
intellectual humility.

The pressure to provide answers, to appear competent 
and in control, represents a constant challenge in 
medical practice. Patients and families often seek 
certainty in situations where genuine uncertainty 
exists, and healthcare systems may reward the 
appearance of confidence over the acknowledgment of 
limitations. Wolfson’s analysis of Job reveals similar 
pressures in theological discourse, where religious 
authorities may provide premature answers to preserve 
institutional credibility rather than acknowledge the 
genuine mystery inherent in questions about suffering 
and divine justice (36).

Wolfson’s examination of Job’s friends demonstrates 
how intellectual systems can become obstacles 
to understanding when they are used defensively 
rather than exploratively (37). Each friend possesses 
legitimate insights—Eliphaz’s emphasis on religious 
experience, Bildad’s appeal to traditional wisdom, 
Zophar’s insistence on divine justice—but each 
applies these insights rigidly, without attending to the 
particular features of Job’s situation that challenge 
conventional categories.

In medical practice, similar dynamics occur when 
diagnostic categories, treatment protocols, or 
prognostic models are applied without sufficient 
attention to individual variation and complexity. The 
physician who insists on forcing a patient’s presentation 
into familiar diagnostic categories, despite features 
that don’t quite fit, mirrors the intellectual rigidity that 
Wolfson identifies in Job’s friends. Conversely, the 
clinician who can hold diagnostic uncertainty while 
gathering additional information and considering 
alternative possibilities demonstrates the kind of 
intellectual patience that Wolfson advocates.

Wolfson’s analysis also reveals the importance of 
what he calls “categorical precision”—the careful 
definition of terms and the recognition of when 

existing categories prove inadequate to new situations 
(38). Job’s suffering challenges traditional categories 
of divine justice precisely because it involves genuine 
innocence suffering inexplicably. The friends’ failure 
stems partly from their inability to acknowledge that 
their categories might be insufficient for this particular 
case.

Healthcare providers face similar challenges when 
encountering presentations that don’t fit established 
diagnostic categories, patients whose responses 
to treatment differ from expected patterns, or 
illnesses that challenge current understanding of 
pathophysiology. Wolfson’s approach suggests that 
such encounters should be welcomed as opportunities 
for learning rather than defended against as threats 
to professional competence. The physician who can 
acknowledge the limits of current knowledge while 
remaining committed to careful observation and 
analysis contributes to the advancement of medical 
understanding.

The concept of intellectual honesty is central to 
Wolfson’s approach and has profound implications 
for medical practice. Intellectual honesty requires 
the acknowledgment of uncertainty when uncertainty 
exists, the recognition of the limits of current knowledge, 
and the willingness to revise understanding when 
confronted with new evidence (39). In the therapeutic 
context, this translates into honest communication 
with patients about diagnostic uncertainty, realistic 
discussions of prognosis and treatment outcomes, 
and the humility to seek consultation or additional 
expertise when indicated.

Wolfson’s analysis of Job also illuminates the 
relationship between knowledge and wisdom in 
approaching human suffering. Knowledge involves 
the accumulation of facts and the development of 
technical skills, while wisdom involves the appropriate 
application of knowledge in particular situations, 
including the recognition of when knowledge proves 
insufficient (40). Job’s friends possess considerable 
knowledge—they understand traditional theology, can 
articulate sophisticated arguments, and offer internally 
consistent explanations for suffering. Their failure lies 
not in lack of knowledge but in lack of wisdom—the 
inability to recognize when their explanations prove 
inadequate to Job’s actual experience.

For physicians, this distinction between knowledge 
and wisdom has crucial implications. Medical 
education emphasizes the acquisition of knowledge—
anatomy, physiology, pharmacology, diagnostic 
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techniques—and the development of technical skills. 
But wisdom involves knowing when to apply this 
knowledge, when to acknowledge its limitations, 
and when to remain open to possibilities that 
exceed current understanding. The wise physician 
can use sophisticated medical knowledge while 
remaining humble about its limitations and attentive 
to dimensions of human experience that transcend 
purely medical categories.
Wolfson’s emphasis on sustained analysis rather than 
quick resolution also speaks to the temporal dimensions 
of medical practice. Just as complex philosophical 
questions require patient investigation over time, 
many medical situations require what Wolfson calls 
“philosophical patience”—the willingness to live with 
uncertainty while continuing to gather information 
and consider alternatives (41). Some patients need 
time to process their diagnosis, to explore treatment 
options, or to find meaning in their experience of 
illness. The physician’s role may involve not pushing 
toward quick decisions but accompanying patients 
through processes of reflection and exploration.
This patience becomes particularly important in 
situations involving serious illness, where patients 
and families may need time to adjust to new realities, 
consider difficult choices, or find resources for coping 
with loss. The physician who can provide steady 
presence during these processes, offering information 
and support without forcing premature closure, 
demonstrates the kind of philosophical patience that 
Wolfson identifies as essential for engaging complex 
questions appropriately.
Wolfson’s analysis also reveals the communal 
dimensions of intellectual inquiry. Knowledge 
advances not through individual genius but through 
sustained dialogue among multiple perspectives, 
careful criticism of existing ideas, and collaborative 
investigation of new possibilities (42). In medical 
practice, this suggests the importance of team-based 
approaches to complex cases, regular case conferences 
that encourage critical examination of diagnoses and 
treatment plans, and institutional cultures that support 
rather than punish the acknowledgment of uncertainty 
and error.

6. Mystical Dimensions of Suffering
Gershom Scholem’s groundbreaking scholarship on 
Jewish mysticism provides profound insights into the 
hidden dimensions of suffering and healing that operate 
within the therapeutic encounter (43). Scholem’s 
exploration of kabbalistic concepts—particularly 

tzimtzum (divine contraction), shevirat ha-kelim (the 
breaking of the vessels), and tikkun olam (repair of the 
world)—offers healthcare professionals a framework 
for understanding their work as participation in 
cosmic healing processes that exceed purely medical 
categories. These insights have been further developed 
by Julian Ungar-Sargon, whose extensive work on 
the therapeutic applications of kabbalistic thought 
provides a bridge between ancient mystical wisdom 
and contemporary clinical practice (73).

The concept of tzimtzum, developed by the sixteenth-
century kabbalist Isaac Luria, describes the divine 
self-limitation necessary for creation to occur (44). 
According to this teaching, God must withdraw or 
contract the divine presence to create space for finite 
existence. This withdrawal is not abandonment but a 
form of loving presence that makes room for otherness, 
agency, and genuine relationship. Scholem’s analysis 
reveals the profound theological and psychological 
implications of this idea, particularly for understanding 
how presence and absence interact in healing 
relationships.

We have described a “Tzimtzum Model” for doctor-
patient relationships, arguing that therapeutic tzimtzum 
represents a fundamental shift from epistemology to 
ontology in clinical practice (74). Rather than focusing 
solely on what we can know about the patient’s 
condition, the tzimtzum model emphasizes the quality 
of being present with patients in their suffering. This 
approach recognizes that healing often emerges not 
from the physician’s active intervention but from 
creating sacred space where the patient’s own healing 
capacities can manifest.

For healthcare professionals, this concept illuminates 
the paradoxical nature of therapeutic presence. Just as 
divine withdrawal creates space for human agency, 
the physician’s presence must include elements of 
restraint—resisting the urge to fill every silence, 
to answer every question immediately, or to take 
complete responsibility for outcomes. This therapeutic 
withdrawal is not emotional distance or professional 
indifference but a form of presence that honors 
the patient’s own capacity for healing, meaning-
making, and growth. As Ungar-Sargon demonstrates 
in his clinical work, this approach transforms the 
examination room into what he terms “sacred space,” 
where genuine healing encounters can occur beyond 
the limitations of purely biomedical interventions (75).

The practice of therapeutic tzimtzum requires 
considerable skill and sensitivity. It involves knowing 



Journal of Religion and Theology  V7. I3. 2025          57

Suffering in the Therapeutic Space Job’s Dialogue with Suffering in Contemporary Medical Practice

when to intervene and when to wait, when to provide 
information and when to create space for reflection, 
when to offer reassurance and when to acknowledge 
uncertainty. The physician who can withdraw 
appropriately creates space for patients to discover 
their own resources, to find their own meaning in 
illness experience, and to maintain agency even in 
situations of significant medical dependence.
Scholem’s exploration of shevirat ha-kelim—the 
cosmic catastrophe in which the divine vessels 
containing the light of creation shattered, scattering 
holy sparks throughout the material world—provides 
a framework for understanding suffering as an inherent 
aspect of existence rather than an aberration requiring 
explanation (45). According to kabbalistic teaching, 
the shattering was not a mistake but a necessary 
stage in the divine creative process, making possible 
the eventual repair (tikkun) that will restore cosmic 
harmony while preserving the complexity achieved 
through brokenness.
We have extended this understanding to clinical 
practice, arguing that illness itself may contain “holy 
sparks”—opportunities for transformation, growth, 
and deeper understanding that would not otherwise 
be accessible (76). This perspective challenges purely 
pathological models of disease and supports what 
he calls a “sacred-profane dialectic” in therapeutic 
encounters. Rather than viewing disease purely as 
deviation from normal function requiring correction, 
this framework suggests that suffering may serve 
functions that exceed medical understanding—perhaps 
facilitating psychological growth, deepening spiritual 
awareness, or creating opportunities for compassion 
and connection that would not otherwise exist.
This understanding of brokenness as potentially sacred 
rather than simply pathological offers healthcare 
professionals a radically different perspective on 
suffering and illness. As Ungar-Sargon demonstrates 
through extensive clinical examples, this approach 
doesn’t minimize the reality of pain or justify 
suffering, but it does locate individual experiences of 
illness within a larger cosmic context of meaning and 
purpose (77). For patients struggling to understand 
why they are suffering, this framework can provide 
comfort without requiring acceptance of simplistic 
explanations. For physicians, it offers a way of 
maintaining hope and finding meaning even when 
medical intervention proves limited or unsuccessful.
The concept of tikkun olam—the repair or healing of 
the world—describes the ongoing process by which 
the scattered sparks of divine light are gathered and 

restored to their proper place (46). According to 
kabbalistic teaching, this repair occurs through human 
actions that are performed with proper intention 
(kavanah) and awareness of their cosmic significance. 
Every act of healing, every moment of compassion, 
every response to suffering that preserves human 
dignity contributes to this ongoing work of cosmic 
repair.
For healthcare professionals, this understanding 
transforms medical practice from purely technical 
intervention into sacred work. The physician who 
treats patients with genuine care and respect, 
who remains present with suffering without being 
overwhelmed by it, who maintains hope in the face 
of limitation and loss, participates in the cosmic 
process of healing. This participation doesn’t require 
explicit religious belief but does involve recognition 
that healing involves dimensions that exceed purely 
material categories.
Scholem’s analysis of kabbalistic meditation 
practices also provides insights relevant to healthcare 
delivery. Kabbalistic meditation involves what 
Scholem calls “contemplative presence”—a form of 
awareness that can hold apparent opposites without 
requiring immediate resolution (47). The meditator 
learns to maintain openness to divine mystery while 
remaining grounded in practical reality, to experience 
transcendence while remaining engaged with 
immediate circumstances.
This contemplative presence has direct applications 
in medical practice. The physician who can 
maintain openness to mystery while remaining 
clinically focused, who can hold hope and realism 
simultaneously, who can be present with suffering 
without being overwhelmed by it, demonstrates the 
kind of contemplative awareness that kabbalistic 
tradition seeks to cultivate. Such presence becomes 
itself a healing factor, providing patients with the 
security and stability they need to face difficult 
circumstances.
Scholem’s exploration of the relationship between 
concealment and revelation in mystical experience also 
speaks to the therapeutic encounter (48). Kabbalistic 
teaching recognizes that the most profound truths 
often emerge not through direct statement but through 
indirect suggestion, not through explanation but 
through presence, not through answers but through 
deepened questioning. The divine presence may be 
most apparent precisely when it seems most absent, 
and the most meaningful encounters may involve 
struggle and uncertainty rather than clarity and 
resolution.
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In medical practice, this suggests the importance 
of attending to subtle dimensions of the therapeutic 
relationship—the unspoken communications that 
occur through presence and attention, the healing that 
may occur through acknowledgment of uncertainty 
rather than false reassurance, the growth that may 
emerge from the patient’s struggle with difficult 
questions rather than the provision of easy answers. 
The physician who can remain attentive to these subtle 
dimensions while maintaining clinical competence 
serves as a bridge between medical and mystical 
dimensions of healing.
Scholem’s analysis also reveals the communal 
dimensions of mystical experience and their relevance 
to healthcare delivery. Kabbalistic practice emphasizes 
that individual spiritual development serves cosmic 
purposes, that personal healing contributes to universal 
repair, and that the boundaries between self and other 
are more permeable than conventional understanding 
suggests (49). This perspective challenges purely 
individualistic approaches to healthcare and supports 
more systemic understandings of health and healing.
The recognition that individual and cosmic healing 
are interconnected has implications for how 
healthcare professionals understand their work and 
its significance. The physician’s care for individual 
patients contributes to broader patterns of healing that 
extend beyond the immediate therapeutic relationship. 
Acts of compassion, moments of genuine presence, 
and responses to suffering that preserve human 
dignity create ripple effects that influence families, 
communities, and institutions in ways that may 
never be fully known but are nonetheless real and 
significant.

7. Witness and Protest 
Elie Wiesel’s interpretation of Job, forged in the 
crucible of Holocaust experience and refined 
through decades of wrestling with questions of God, 
suffering, and human responsibility, offers perhaps 
the most challenging and necessary perspective for 
contemporary healthcare professionals (50). Wiesel’s 
reading of Job emphasizes protest rather than 
acceptance, witness rather than explanation, and the 
moral obligation to speak for those who cannot speak 
for themselves.

Wiesel’s approach to Job is fundamentally shaped by 
his conviction that the Holocaust represents a rupture in 
human history that challenges all previous theological 
and philosophical frameworks for understanding 
suffering (51). The systematic, industrialized murder 

of six million Jews, along with millions of others, 
creates what Wiesel calls a “caesura” in religious 
consciousness—a break that makes impossible any 
simple return to traditional explanations of suffering 
as divine punishment, cosmic justice, or spiritual 
development.
In this context, Wiesel reads Job not as a patient 
sufferer but as a protester whose greatness lies in his 
refusal to accept unjust suffering silently (52). Job’s 
questions—”Why do the innocent suffer?” “Where 
is divine justice?” “How can we maintain faith 
in the face of inexplicable pain?”—become more 
urgent rather than less relevant after Auschwitz. For 
Wiesel, Job’s protest against God becomes a model 
for contemporary moral response to suffering that 
exceeds understanding or justification.
For healthcare professionals, Wiesel’s emphasis on 
protest has profound implications. The physician’s 
role involves not just treating individual patients but 
protesting against systems and conditions that create 
or perpetuate unnecessary suffering. This protest may 
take multiple forms: advocating for patients within 
healthcare bureaucracies, working to address social 
determinants of health, challenging policies that limit 
access to care, or speaking out against practices that 
dehumanize patients or healthcare providers.

Wiesel’s understanding of protest is not mere 
rebellion but what he calls “sacred rebellion”—
opposition grounded in deep commitment to human 
dignity and divine justice rather than rejection of 
transcendent values (53). The physician who protests 
against inadequate resources for patient care, who 
challenges discriminatory practices, or who advocates 
for vulnerable populations participates in this sacred 
rebellion, serving as a voice for those who may lack 
the power or opportunity to speak for themselves.

The concept of witness is equally central to Wiesel’s 
interpretation of Job and has direct relevance to 
medical practice. Wiesel argues that witnessing 
involves more than passive observation—it requires 
active engagement with suffering, careful attention to 
particular details, and the commitment to testimony 
that preserves memory and demands response (54). 
The witness bears responsibility not just for seeing 
but for speaking, not just for remembering but for 
ensuring that memory leads to action.

In the therapeutic context, physicians serve as witnesses 
to suffering that often goes unseen, unacknowledged, 
or misunderstood by the larger society. The healthcare 
provider who cares for patients with stigmatized 
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conditions, who works with marginalized populations, 
or who encounters the effects of poverty, violence, 
and discrimination on health, bears witness to realities 
that others may prefer to ignore. This witnessing 
function carries moral obligations that extend beyond 
the immediate therapeutic relationship.
Wiesel’s analysis of the relationship between memory 
and identity also speaks to healthcare professionals’ 
experience of accumulating encounters with suffering 
and loss (55). Just as Holocaust survivors must find 
ways to live with traumatic memories while remaining 
open to life and relationship, physicians must develop 
capacities for holding the accumulated weight of 
patient suffering without becoming overwhelmed 
or emotionally numbed. This requires what Wiesel 
calls “selective remembering”—the ability to carry 
memory in ways that serve life rather than death, hope 
rather than despair.
The practice of selective remembering in medical 
contexts involves learning to retain the lessons 
that suffering teaches—about human resilience, 
the importance of compassion, the preciousness of 
life—while not being crushed by the sheer weight 
of accumulated loss. It means finding ways to honor 
patients who have died while remaining fully present 
to those who are living, carrying forward insights 
gained from difficult cases while maintaining openness 
to new possibilities for healing.
Wiesel’s emphasis on the sanctity of questions 
rather than the provision of answers has particular 
relevance for healthcare encounters involving serious 
illness and loss (56). Patients facing life-threatening 
conditions often struggle with fundamental questions 
about meaning, purpose, and ultimate values. Their 
questions—”Why is this happening to me?” “What is 
the point of suffering?” “How can I find hope in this 
situation?”—deserve respectful attention rather than 
quick theological or psychological answers.
Wiesel argues that questions themselves possess 
sacred character because they represent the human 
refusal to accept meaninglessness passively. The 
patient who questions their illness, who struggles 
with its implications, who demands explanations 
even when none are adequate, participates in the same 
kind of sacred questioning that Wiesel identifies in 
Job. The physician’s role involves not providing easy 
answers but honoring these questions as expressions 
of human dignity and accompanying patients in their 
struggle with ultimate mysteries.
This approach requires considerable tolerance for 
uncertainty and discomfort. Healthcare providers 

are trained to solve problems, to provide answers, to 
take action in response to suffering. Learning to sit 
with patients’ questions without immediately moving 
to resolution, to honor struggle without trying to 
eliminate it, challenges fundamental assumptions 
about the physician’s role and requires different kinds 
of professional development than those emphasized 
in traditional medical education.
Wiesel’s interpretation also illuminates the relationship 
between individual and collective dimensions of 
suffering and healing. Just as the Holocaust cannot be 
understood purely as an accumulation of individual 
tragedies but represents a collective catastrophe 
requiring collective response, many forms of 
suffering encountered in medical practice have 
systemic dimensions that exceed individual treatment 
(57). The physician who sees multiple patients with 
diabetes related to poverty and food insecurity, who 
treats repeated cases of violence-related injury, or 
who encounters the health effects of environmental 
degradation, witnesses not just individual pathology 
but collective trauma requiring collective response.
This recognition challenges purely individualistic 
approaches to medical practice and supports more 
systemic understandings of health and healing. The 
healthcare provider becomes not just a treater of 
individual disease but a witness to social conditions 
that create illness and a voice for changes that 
could prevent unnecessary suffering. This expanded 
understanding of the physician’s role aligns with 
Wiesel’s insistence that witness must lead to action, 
that testimony must serve justice.
Wiesel’s analysis of the relationship between faith 
and doubt also speaks to healthcare professionals’ 
spiritual struggles. Rather than viewing doubt as the 
opposite of faith, Wiesel argues that authentic faith 
necessarily includes doubt, that questioning represents 
engagement rather than abandonment, and that protest 
can be a form of relationship rather than rejection 
(58). For physicians whose work brings them face-to-
face with inexplicable suffering, random tragedy, and 
the apparent indifference of the universe to human 
pain, this understanding provides a framework for 
maintaining meaning and purpose without requiring 
false certainty or easy answers.

8. Expanding the Dialogue
Recent scholarship on the Book of Job has continued 
to enrich our understanding of the text in ways 
that speak directly to contemporary healthcare 
professionals. These developments build upon the 
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insights of the major interpreters discussed above 
while adding new dimensions that reflect current 
concerns about narrative medicine, trauma theory, 
and interdisciplinary dialogue (59). Particularly 
significant are recent developments in hermeneutic 
approaches to medicine, which treat the therapeutic 
encounter as a form of textual interpretation requiring 
both scientific rigor and spiritual sensitivity.
Our discussions of  “hermeneutic medicine” provide 
a  bridge between ancient textual interpretation and 
contemporary clinical practice (78). Drawing on the 
interpretive traditions that have long been applied to 
sacred texts, we have argued that the patient’s history 
and presentation can be approached as a “sacred text” 
requiring careful interpretation, respectful attention, 
and openness to multiple levels of meaning. This 
hermeneutic approach recognizes that healing often 
emerges not just from correct diagnosis and treatment 
but from the quality of interpretive engagement 
between physician and patient.
The concept of “patient as sacred text” transforms the 
clinical encounter from a purely scientific investigation 
into “sacred listening”—a form of attention that 
honors both the empirical facts of illness and the 
deeper meanings that patients bring to their experience 
of suffering (79). This approach acknowledges that 
patients come to healthcare encounters not just with 
symptoms but with stories, not just with pathology 
but with personal narratives that give meaning to their 
experience of illness. The physician’s role involves 
not just gathering diagnostic information but engaging 
interpretively with these narratives in ways that honor 
their complexity and depth.
Contemporary literary analysis has emphasized Job’s 
function as what David Clines calls an “experimental 
text”—a work that tests various approaches to 
understanding suffering rather than advocating for 
any single interpretation (60). This experimental 
quality mirrors the physician’s daily experience of 
testing different diagnostic hypotheses, trying various 
therapeutic approaches, and remaining open to 
unexpected outcomes. The text’s refusal to provide 
definitive answers parallels the irreducible uncertainty 
that characterizes much of medical practice. We 
believe in our clinical work how this uncertainty, 
rather than being a professional failure, can become a 
sacred space where genuine healing emerges through 
the quality of relationship and presence rather than 
through definitive answers (80).
Feminist biblical scholarship has drawn attention to 
the marginalized voices within Job’s story, particularly 

the brief appearance of Job’s wife, whose terse advice 
to “curse God and die” has often been dismissed as 
evidence of inferior faith (61). Recent interpreters 
like Carol Newsom argue that Job’s wife represents 
a legitimate response to inexplicable suffering—one 
that refuses false consolation and acknowledges 
the full extent of loss and pain (62). For healthcare 
professionals, this analysis suggests the importance 
of attending to voices that may be marginalized 
within medical discourse—patients who express 
anger at their illness, families who question medical 
recommendations, or individuals whose responses 
to suffering don’t conform to expected patterns of 
acceptance or compliance. Ungar-Sargon’s approach 
to what he calls “therapeutic language” emphasizes the 
importance of creating space for these difficult voices 
rather than rushing to comfort or correct them (81).
Trauma theory has provided new frameworks for 
understanding both Job’s experience and contemporary 
responses to suffering. Scholars like David Janzen 
argue that Job’s story reflects post-traumatic stress 
patterns, including intrusive memories, emotional 
numbing, and the disruption of basic assumptions 
about safety and meaning (63). This perspective 
offers healthcare professionals insights into the 
psychological dynamics that may underlie patients’ 
responses to serious illness, particularly conditions 
that involve sudden onset, life threat, or significant 
disability. Ungar-Sargon’s work on trauma integration 
demonstrates how recognizing these patterns can 
transform clinical encounters from mere symptom 
management into opportunities for genuine healing 
and post-traumatic growth (82).

9. The Sacred-Profane Dialectic 
One of the most significant contributions to 
understanding the therapeutic encounter comes 
from the “sacred-profane dialectic” in medical 
practice (83). Traditional approaches to healthcare 
often attempt to maintain rigid distinctions between 
secular medical intervention and spiritual or religious 
dimensions of healing. This compartmentalization, 
while perhaps administratively convenient, fails to 
honor the integrated nature of human experience 
and may actually impede healing by fragmenting the 
patient’s experience of illness and recovery.
This framework recognizes that every therapeutic 
encounter contains both sacred and profane 
dimensions, and that authentic healing emerges from 
the dynamic interaction between these aspects rather 
than from their separation. The “profane” aspects 
include the technical, scientific, and procedural 
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elements of medical care—diagnosis, treatment 
protocols, monitoring, and intervention. The “sacred” 
aspects include the meanings that patients bring to 
their illness experience, the spiritual and existential 
questions that suffering raises, and the transformative 
potential inherent in encounters with vulnerability 
and mortality.
This dialectical understanding challenges healthcare 
providers to develop “bifocal vision”—the ability 
to attend simultaneously to technical medical 
requirements and spiritual dimensions of healing 
(84). The physician who can hold both perspectives 
simultaneously becomes capable of providing care 
that addresses not just pathology but the whole person 
experiencing illness. This integrated approach doesn’t 
require explicit religious discourse but does demand 
recognition that healing involves dimensions that 
exceed purely mechanical categories.
The practical applications of this dialectical 
understanding are extensive. In clinical encounters, it 
means attending not just to symptoms but to the stories 
patients tell about their illness. It involves recognizing 
that a patient’s resistance to treatment recommendations 
may reflect not simple non-compliance but legitimate 
concerns about how proposed interventions affect 
their sense of identity, autonomy, or spiritual well-
being. It requires developing sensitivity to the sacred 
dimensions of ordinary medical procedures—how a 
physical examination can become a form of blessing, 
how honest prognostic discussions can serve as 
spiritual direction, or how presence during suffering 
can function as a form of prayer.
Cross-cultural studies of suffering narratives have 
revealed both universal and particular aspects of 
human responses to pain and loss. Anthropological 
research suggests that while suffering appears to be a 
universal human experience, the meanings attributed 
to suffering and the appropriate responses to it vary 
significantly across cultures (64). For healthcare 
professionals working in increasingly diverse societies, 
this research emphasizes the importance of cultural 
competence—not just knowledge of specific cultural 
practices but sensitivity to how different cultural 
frameworks shape the experience and expression of 
suffering.
The notion of “therapeutic multiculturalism” 
demonstrates how healthcare providers can honor 
cultural diversity while maintaining clinical 
effectiveness (85). This approach requires developing 
comfort with multiple interpretive frameworks 
simultaneously, recognizing that a patient’s 

understanding of their illness may be shaped by 
cultural, religious, or spiritual perspectives that differ 
significantly from biomedical models. Rather than 
viewing such differences as obstacles to overcome, 
this framework treats them as resources for healing 
that can enhance rather than compromise medical 
care.
The development of narrative medicine as a distinct 
field within healthcare has drawn extensively on 
literary analysis of texts like Job (65). Scholars 
like Rita Charon argue that developing physicians’ 
narrative competence—their ability to attend to 
stories, recognize complexity, and hold multiple 
perspectives simultaneously—enhances their capacity 
for effective and compassionate care (66). Job’s 
polyphonic structure, with its inclusion of multiple 
voices and perspectives, provides an excellent model 
for the kind of narrative sophistication that healthcare 
professionals need to develop. Ungar-Sargon’s clinical 
teaching emphasizes how learning to “read” patients 
as complex texts rather than simple collections of 
symptoms transforms both diagnostic accuracy and 
therapeutic effectiveness (86).
Recent philosophical work on the nature of suffering 
has also enriched understanding of Job’s relevance 
to healthcare. Eric Cassell’s influential analysis 
distinguishes between pain, which involves physical 
sensory experience, and suffering, which involves the 
perceived threat to personal integrity and meaning 
(67). This distinction helps explain why patients with 
similar diagnoses may experience vastly different 
levels of distress and why interventions that address 
only physical symptoms may prove inadequate for 
relieving suffering.
We have claimed that this distinction between 
pain and suffering transforms therapeutic practice 
(87). Physical pain can often be addressed through 
pharmacological or procedural interventions, but 
suffering—which involves the disruption of meaning, 
identity, and relationship—requires different kinds of 
healing responses. The physician who recognizes this 
distinction becomes capable of providing care that 
addresses not just pathophysiology but the existential 
dimensions of illness experience. This might involve 
helping patients reconstruct meaning in the face of 
disability, supporting family relationships strained 
by illness, or simply providing presence that affirms 
human dignity in the face of physical deterioration.
The recognition that suffering involves meaning as 
much as sensation has implications for how healthcare 
professionals understand their role. Relief of suffering 
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requires attention not just to pathophysiology but 
to the patient’s understanding of their illness, their 
fears about the future, their concerns about burden 
on others, and their ability to maintain identity and 
purpose in the face of physical limitation. This 
expanded understanding of healing aligns with the 
insights offered by the interpreters of Job discussed 
throughout this article, while finding practical 
application in Ungar-Sargon’s integrated approach to 
clinical care.
Developments in medical ethics have also drawn 
on Job’s exploration of justice, responsibility, and 
appropriate response to suffering. Bioethicists have 
used Job as a framework for examining questions about 
allocation of scarce resources, the limits of obligation 
to provide treatment, and the appropriate response 
to medical error and uncertainty (68). The text’s 
unflinching examination of apparently undeserved 
suffering challenges healthcare systems to examine 
their own assumptions about who deserves care, what 
constitutes appropriate treatment, and how to respond 
when medical intervention proves inadequate. Ungar-
Sargon’s work on healthcare justice emphasizes how 
recognizing the sacred dimensions of therapeutic 
encounters can provide ethical guidance that 
transcends purely utilitarian calculations (88).

10. The Physician’s Personal Journey
Healthcare professionals must also confront their 
own experience of suffering—the grief of losing 
patients, the frustration of diagnostic uncertainty, the 
moral distress of working within imperfect systems, 
and the personal vulnerability revealed by their daily 
encounter with mortality. Job’s journey from initial 
confidence through devastating loss to transformed 
understanding offers a model for navigating the 
personal dimensions of medical practice that are often 
overlooked in professional training.
Job’s initial response to suffering reflects what 
psychologists call “assumptive world theory”—the 
basic beliefs about safety, meaning, and predictability 
that allow us to function effectively in daily life 
(69). Job begins with confidence in divine justice, 
belief in the relationship between righteousness and 
prosperity, and trust in his own moral standing. These 
assumptions, while perhaps naive, serve important 
psychological functions by providing stability and 
meaning.
Healthcare professionals often begin their careers 
with similar assumptions about medical progress, the 
relationship between good care and positive outcomes, 

and their own capacity to relieve suffering and preserve 
life. These assumptions, like Job’s, serve important 
functions but prove inadequate when confronted with 
the realities of medical practice—treatment failures, 
unexpected complications, ethical dilemmas, and the 
ultimate limits of medical intervention.
The collapse of assumptive worlds, whether through 
personal trauma or professional experience, creates 
what researchers call “meaning-making crises”—
periods when fundamental beliefs and values must 
be reexamined and reconstructed (70). Job’s angry 
questioning, his demands for explanation, his 
refusal to accept easy consolation, represent healthy 
responses to such crises rather than signs of spiritual 
or psychological failure.
For physicians, similar crises may be precipitated by 
particular cases that challenge their understanding or 
competence, by accumulating experiences of loss and 
limitation, or by recognition of systemic problems 
within healthcare delivery. The physician who loses a 
patient to unexpected complications, who encounters 
a condition they cannot diagnose or treat, or who 
recognizes their own vulnerability to illness and 
mortality, faces challenges similar to those confronting 
Job. Ungar-Sargon’s framework for “navigating the 
depths” provides practical guidance for healthcare 
professionals working through these existential 
challenges while maintaining their commitment to 
healing (91).

The transformation that occurs through Job’s 
encounter with the divine voice represents not 
the restoration of his previous worldview but the 
development of a more complex understanding that 
can accommodate mystery, uncertainty, and paradox. 
Job’s final response suggests not passive acceptance 
but what scholars call “tragic wisdom”—the ability 
to maintain hope and commitment in the face of 
acknowledged limitation and loss (71).

For healthcare professionals, similar transformation 
involves learning to find meaning and purpose in 
work that acknowledges its own limitations, to 
maintain commitment to healing while accepting that 
not all suffering can be relieved, and to preserve hope 
without requiring certainty about outcomes. This 
transformation doesn’t eliminate the pain of losing 
patients or the frustration of diagnostic uncertainty, but 
it locates these experiences within a larger framework 
of meaning and purpose. Ungar-Sargon’s concept of 
“the absent healer” explores how recognizing divine 
concealment within therapeutic encounters can 
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paradoxically enhance rather than diminish healing 
presence (92).

The development of such wisdom requires what Job’s 
story demonstrates—the willingness to remain in 
dialogue with ultimate questions rather than settling 
for premature answers, the courage to acknowledge 
uncertainty and limitation, and the commitment to 
maintain relationship even when that relationship 
becomes difficult or painful. For the physician, 
this means staying engaged with the fundamental 
questions that medical practice raises about the nature 
of life, death, suffering, and healing, while resisting 
the cynicism that can develop when these questions 
prove unanswerable.

Job’s restoration at the end of the text has been 
interpreted in various ways, but most contemporary 
scholars agree that it doesn’t simply return him to his 
previous state. The Job who receives new children, 
renewed health, and restored prosperity is not the 
same person who lost everything at the beginning 
of the story. He has been fundamentally changed by 
his encounter with suffering and mystery, and this 
transformation affects how he understands and relates 
to his restored circumstances.

Similarly, healthcare professionals who have been 
transformed by their encounter with suffering and 
limitation don’t simply return to naive confidence in 
medical progress and professional competence. They 
develop what might be called “seasoned hope”—
commitment to healing that acknowledges its limits, 
dedication to patients that accepts the reality of loss, 
and engagement with mystery that doesn’t require 
resolution. This seasoned hope enables more effective 
and sustainable medical practice than either naive 
optimism or cynical despair.

11. Integrating Sacred and Profane 
Dimensions
The insights offered by these various interpretations of 
Job, particularly as developed and applied by Ungar-
Sargon’s integrative framework, suggest several 
implications for how healthcare professionals are 
educated and how healthcare systems are organized. 
These implications challenge purely technical 
approaches to medical training while supporting more 
holistic understandings of healing and professional 
development that honor both scientific rigor and 
spiritual depth (93).
Medical education traditionally emphasizes the 
acquisition of scientific knowledge and technical 

skills, with relatively little attention to the interpretive 
skills necessary for understanding suffering in all its 
dimensions. The insights offered by Buber, White, 
Jung, Wiesel, and others, as synthesized, suggest 
the importance of developing what might be called 
“sacred narrative competence”—the ability to attend 
to stories as more than diagnostic information, to 
appreciate complexity and ambiguity as sources of 
healing rather than obstacles to overcome, and to 
resist premature closure when confronting human 
experience that exceeds medical categories (94).
This sacred narrative competence involves several 
specific skills that can be developed through 
educational interventions. Students can learn to 
practice “sacred listening”—attending to patients’ 
accounts not just for diagnostic information but for the 
deeper meanings and spiritual dimensions that shape 
illness experience. They can develop sensitivity to 
what he terms “therapeutic language”—recognizing 
how word choices, tone, and presence can either 
open or close possibilities for healing. They can 
practice holding uncertainty as sacred space rather 
than professional failure, learning to be present with 
mystery and complexity rather than forcing premature 
diagnostic or therapeutic closure (95).
The development of such skills requires educational 
approaches that go beyond traditional biomedical 
curriculum while remaining grounded in scientific 
excellence. Literature and narrative medicine 
programs, now present in many medical schools, 
provide opportunities for students to practice 
interpretive skills while reflecting on fundamental 
questions about suffering, healing, and human 
meaning (72). Philosophy and ethics courses can help 
develop the analytical rigor and conceptual precision 
necessary for thinking clearly about complex moral 
questions. Psychology and anthropology courses can 
provide frameworks for understanding how cultural, 
psychological, and spiritual factors affect health and 
illness experience.
Perhaps most importantly, medical education needs 
to provide opportunities for students and residents to 
process their own emotional and spiritual responses 
to patient suffering and professional limitation. The 
insights offered by Jung regarding countertransference 
and shadow integration, by Wiesel regarding the 
importance of witness and protest, by Buber regarding 
authentic encounter, and regarding the sacred-profane 
dialectic, all suggest that healthcare professionals need 
space to examine their own reactions to the work they 
do within frameworks that honor both professional 
competence and spiritual development (96).
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This processing requires more than stress 
management or resilience training, though these 
may be components. It requires opportunities for 
reflection, dialogue, and meaning-making that 
acknowledge the profound questions raised by 
medical practice. Medical educators might draw on 
models from spiritual direction, pastoral counseling, 
or depth psychology to develop programs that support 
healthcare professionals’ personal and spiritual 
development alongside their technical training. These 
“healing spaces” provide practical models for creating 
educational environments that honor both scientific 
rigor and spiritual depth (97).
Healthcare institutions also need to develop cultures 
that support rather than hinder the kind of reflective 
practice that these insights suggest. This means 
creating space for uncertainty and questioning 
rather than demanding the appearance of certainty 
and competence at all times. It means encouraging 
interdisciplinary dialogue that includes perspectives 
from chaplaincy, social work, psychology, and other 
fields that contribute to understanding of human 
suffering and healing. These organizations can 
develop “sacred-profane integration”—approaches to 
care delivery that honor both technical excellence and 
spiritual dimensions of healing (98).
The insights offered by these interpretations of 
Job also suggest the importance of team-based 
approaches to patient care that include attention to 
the multiple dimensions of suffering and healing. The 
polyphonic structure of Job’s story, with its inclusion 
of different voices and perspectives, models the kind 
of collaborative approach that may be necessary 
for addressing the full complexity of human illness 
experience. Ungar-Sargon’s clinical team model 
demonstrates how such collaboration can enhance 
rather than complicate medical care when properly 
structured (99).

Such teams might include not just medical specialists 
but chaplains who can attend to spiritual dimensions 
of suffering, social workers who can address systemic 
factors affecting health, psychologists who can 
help with emotional aspects of illness experience, 
and community advocates who can speak to social 
determinants of health. The physician’s role within 
such teams involves not diminished responsibility but 
expanded understanding of the collaborative nature of 
healing work. This approach aligns with our vision 
of healthcare as “distributed healing networks” where 
different professionals contribute complementary 
forms of expertise (100).

Healthcare systems also need to develop capacities 
for addressing the collective trauma that can result 
from challenging cases, unexpected outcomes, and 
ethical dilemmas. Just as Job’s community struggled 
to make sense of his suffering, healthcare teams may 
experience collective disruption when faced with 
cases that challenge their understanding or values. 
Developing institutional processes for examining 
such experiences, learning from them, and integrating 
insights into ongoing practice becomes crucial 
for both individual and organizational health. Our 
suggestions for institutional healing demonstrates 
how organizations can develop “contemplative 
resilience”—the capacity to remain present with 
difficulty while maintaining commitment to growth 
and learning (101).

12. Conclusion
The Book of Job offers no easy answers to the 
problem of suffering, and neither should healthcare 
professionals expect easy answers to the challenges 
they face in their daily encounters with human pain 
and mortality. What Job offers instead is a model 
of authentic engagement with suffering—one that 
honors both the reality of pain and the dignity of the 
human person experiencing it, one that maintains 
hope without requiring certainty, and one that finds 
meaning through relationship rather than explanation. 
The integration of these insights with practical 
framework for sacred-profane healing provides 
contemporary healthcare with both ancient wisdom 
and modern application.

The modern interpreters examined in this article—
Buber’s emphasis on encounter and dialogue, Jung’s 
attention to psychological transformation, Wolfson’s 
analytical rigor, White’s literary sophistication, 
Scholem’s mystical insights, and Wiesel’s witness 
and protest—provide frameworks for understanding 
suffering that transcend purely medical categories 
while informing medical practice. When integrated 
with clinical applications, these insights suggest 
that the physician’s role involves not just technical 
competence but philosophical sophistication, 
psychological awareness, literary sensitivity, spiritual 
openness, and the capacity to hold sacred and profane 
dimensions of healing in creative tension (102).

These frameworks don’t provide techniques for 
eliminating suffering or formulas for guaranteeing 
successful outcomes. Instead, they offer ways of 
understanding and responding to suffering that 
preserve human dignity, maintain hope in the face of 
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limitation, and find meaning through engagement with 
mystery rather than its resolution. They suggest that 
healing involves not just the correction of pathology 
but the restoration of relationship, the recovery of 
meaning, and the affirmation of human worth in 
the face of vulnerability and loss. Our clinical work 
demonstrates how these theoretical insights can be 
translated into practical approaches that enhance both the 
effectiveness and the humanity of medical care (103).
In the therapeutic space, physician and patient 
together confront the ultimate questions that Job 
posed: What does it mean to suffer? How do we 
maintain human dignity in the face of pain? What 
is our obligation to one another when faced with the 
limits of understanding and the reality of mortality? 
These questions have no final answers, but the 
ongoing dialogue they generate—between physician 
and patient, between medical science and human 
meaning, between knowledge and mystery—creates 
the possibility for healing that transcends cure. The 
concept of “therapeutic dialogue” demonstrates how 
these conversations can become sites of genuine 
transformation for both healer and patient (104).
The physician who enters the examination room 
carrying these interpretive resources brings not just 
medical knowledge but wisdom—the kind of wisdom 
that Job ultimately achieved not through answers but 
through transformed understanding that comes from 
authentic encounter with suffering. In this way, every 
therapeutic encounter becomes an opportunity not 
just for healing but for the kind of moral and spiritual 
growth that the ancient authors of Job understood to 
be the deepest purpose of human existence. The vision 
of the “physician-healer” embodies this integration of 
clinical competence with spiritual wisdom (105).
The dialogue between suffering and meaning, between 
human limitation and transcendent hope, between 
medical science and ultimate mystery, continues in 
every examination room, at every bedside, in every 
moment when one human being chooses to accompany 
another through difficulty and loss. Like Job, we may 
never fully understand why suffering exists, but we 
can learn to be present with it, to protest against its 
injustices, to find meaning within it, and to maintain 
hope despite it. In doing so, we participate in the 
ancient conversation between human vulnerability 
and divine mystery that continues to unfold wherever 
healing is sought and compassion is offered.
The insights offered by these various interpreters of 
Job, particularly as integrated and applied through 
this therapeutic framework, don’t resolve the tensions 

inherent in medical practice but provide resources for 
living creatively within those tensions. They suggest 
that the physician’s calling involves not the mastery 
of life and death but faithful presence in the face of 
both healing and loss, not the elimination of mystery 
but engagement with it, not the provision of final 
answers but participation in ongoing dialogue about 
what it means to be human in the face of suffering and 
mortality (106).
This understanding can provide both meaning and 
sustenance for medical practice that acknowledges 
its limitations while maintaining commitment to the 
relief of suffering and the preservation of human 
dignity. It locates individual acts of healing within 
larger patterns of meaning and purpose that transcend 
immediate outcomes while honoring the particular 
significance of each therapeutic encounter. In this 
way, the ancient wisdom of Job, as refracted through 
modern interpretation and contemporary clinical 
application, continues to speak to fundamental 
questions about the nature of healing, the limits of 
knowledge, and the appropriate response to human 
suffering in all its complexity and mystery. The 
sacred-profane dialectic that Ungar-Sargon identifies 
as central to authentic healing provides a practical 
framework for healthcare professionals seeking to 
honor both scientific excellence and spiritual depth in 
their daily practice of medicine (107).

13. appendix
13.1 When Dialogue Fails
13.1.1 Jung, White, and the Challenge of Integrating 
Psychological and Theological Approaches to 
Suffering”
The extensive correspondence between Carl Gustav 
Jung and Dominican priest Victor White, spanning 
from the late 1940s through the mid-1950s, represents 
one of the most significant attempts in the twentieth 
century to create a genuine dialogue between 
depth psychology and Christian theology. Their 
relationship, which began with mutual admiration 
and high hopes for collaboration, ultimately ended 
in painful failure—a breakdown that offers crucial 
insights for contemporary healthcare professionals 
seeking to integrate psychological, spiritual, and 
medical approaches to human suffering. The Jung-
White correspondence serves as both inspiration and 
cautionary tale for those attempting to bridge the 
epistemological gaps that separate different ways of 
understanding and responding to human pain.
For healthcare professionals working within Ungar-
Sargon’s framework of sacred-profane dialectic, 
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the Jung-White relationship illuminates both the 
profound potential and the serious obstacles inherent 
in attempts to honor multiple dimensions of healing 
simultaneously. Their correspondence reveals how 
even the most sophisticated and well-intentioned 
efforts at interdisciplinary integration can founder on 
unexamined philosophical assumptions, unresolved 
personal conflicts, and fundamental disagreements 
about the nature of knowledge itself.

When Victor White first encountered Jung’s work 
in the aftermath of World War II, he recognized in 
depth psychology a powerful tool for understanding 
the spiritual and psychological dimensions of human 
experience that traditional theology often struggled to 
address adequately. White was particularly drawn to 
Jung’s concept of the unconscious, his understanding 
of religious symbols, and his psychological 
interpretation of Christian doctrine. As a Dominican 
priest trained in the scholastic philosophy and theology 
of Thomas Aquinas, White possessed the theological 
sophistication that Jung needed for his planned series 
of writings on Christianity (108).

Jung, for his part, was enthusiastic about the 
possibility of collaboration with a Catholic priest who 
could provide both theological expertise and personal 
understanding of the Christian spiritual tradition. Jung 
had long been interested in religious questions, but 
he approached them from an empirical psychological 
perspective that often put him at odds with traditional 
religious authorities. In White, he saw the opportunity 
to develop his ideas about Christianity with the input 
of someone who understood both the psychological 
and theological dimensions of religious experience.

Their early correspondence reveals genuine excitement 
about the possibilities for mutual enrichment. Jung 
invited White to stay with him at Bollingen, his country 
retreat, where they could explore the intersection 
of psychological and theological perspectives on 
fundamental human questions. Both men seemed to 
believe that depth psychology and Christian theology 
could inform and strengthen each other, creating 
new possibilities for understanding the relationship 
between the human psyche and divine reality.

Despite their initial enthusiasm, important 
epistemological issues surfaced almost immediately 
in their correspondence. Jung was keenly aware that 
his approach rested on what he considered a strictly 
empirical foundation, and he consistently insisted that 
his work constituted scientific psychology rather than 
philosophy or theology. He made it clear that it would 

be beyond the competence of scientific empiricism 
to make assertions about divine reality itself. “I 
don’t preach, I try to establish psychological facts,” 
Jung wrote to White. “I can confirm and prove the 
interrelationship of the God image with other parts of 
the psyche, but I cannot go further without committing 
the error of a metaphysical assertion which is far 
beyond my scope. I am not a theologian and I have 
nothing to say about the nature of God” (109).
This methodological restriction, however, created 
immediate tensions. When Jung discussed what he 
called the “interrelationship of the God image with 
other parts of the psyche,” he often seemed to be 
making claims that went far beyond mere psychological 
observation. For instance, Jung’s assertion that “Man’s 
vital energy or libido is the divine pneuma” appeared 
to White to involve precisely the kind of metaphysical 
claim that Jung insisted he was avoiding (109). The 
deeper question, as White recognized, was whether 
Jung’s empirical psychology and Christian theology 
were simply speaking in alternative languages about 
the same realities, or whether they represented 
genuinely distinctive approaches with their own 
proper domains and methodologies.
White’s theological training led him to see these 
epistemological issues more clearly than Jung 
seemed to appreciate. White felt that Jung’s empirical 
psychology was unnecessarily bound up with Kantian 
presuppositions that made it impossible to embrace 
Jung’s psychological insights without abandoning 
fundamental philosophical and theological convictions 
(109). This tension would prove to be irreconcilable, 
as Jung’s commitment to his empirical methodology 
prevented him from acknowledging the legitimate 
claims of theological knowledge, while White’s 
theological commitments made it impossible for him 
to accept Jung’s reduction of religious realities to 
psychological phenomena.
13.1.2 The Question of Evil and Divine Nature
The epistemological tensions between Jung and 
White became most acute in their discussions of evil 
and the nature of God. Jung’s psychological analysis 
led him to conclusions that White found theologically 
problematic and personally troubling. As much as 
White admired Jung’s psychological insights, he felt 
compelled to criticize what he saw as Jung’s quasi-
Manichean dualism regarding the problem of evil. 
White believed that Jung would have done better to 
follow Thomas Aquinas’s analysis of evil as privatio 
boni (the privation of good) rather than treating evil 
as a positive reality requiring explanation (110).
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Jung, for his part, asserted that Christian doctrine was 
fundamentally irrational and consisted of metaphysical 
truths grasped by archetypal motives rather than rational 
analysis. This assertion struck at the heart of White’s 
scholastic training, which insisted on the fundamental 
rationality of Christian doctrine and its accessibility to 
philosophical analysis. White’s response revealed the 
depth of their philosophical disagreement: he argued 
that Jung’s empirical psychology was unnecessarily 
constrained by Kantian assumptions that prevented 
genuine philosophical and theological insight.
These differences became painfully personal for 
White, who found Jung’s remarks on evil and divine 
goodness “terribly unworthy of him.” White wrote 
that it hurt him to see Jung, whom he greatly admired, 
speaking in ways that seemed to diminish both 
divine transcendence and the rational foundations of 
theological discourse. The intellectual disagreement 
was compounded by emotional investment, as White 
had hoped that Jung’s psychology could provide new 
resources for Christian understanding rather than 
challenging its fundamental premises.
13.1.3 Answer to Job and the Breakdown of 
Relationship
The tensions between Jung and White reached their 
climax with the publication of Jung’s “Answer to Job,” a 
work that crystallized their fundamental disagreements 
about the nature of God, the problem of evil, and the 
relationship between psychological and theological 
knowledge. In this text, Jung portrayed God as only 
partially conscious and partially good, suggesting that 
the divine nature contained unacknowledged shadow 
elements that required human consciousness for their 
integration. Jung went so far as to suggest that if one 
were to address God as a human being, one might say: 
“For heaven’s sake, man, pull yourself together and 
stop being such a senseless savage!” (110).
For Jung, this psychological analysis of divine 
imagery represented legitimate empirical observation 
of how God appears in human consciousness. He 
argued that human beings possess “a somewhat 
keener consciousness based on self-reflection” than 
the God portrayed in the Hebrew Bible, suggesting 
that humanity had evolved beyond the level of 
consciousness attributed to the biblical God. The 
implication was that God needed human beings in 
order to become more fully conscious and to deal 
with the evil in the divine nature.
White’s response to “Answer to Job” was swift and 
harsh. In his review published in Black Friars in 
March 1955, White accused Jung of reading Scripture 

“through a pair of highly distorted spectacles” and 
suggested that Jung was allowing his own unresolved 
feelings about God to contaminate his psychological 
analysis. White wrote that Jung’s interpretation 
reflected “the clear-sightedness and blindness of 
the typical paranoid system which rationalizes 
and conceals an even more unbearable grief and 
resentment” (110).
The personal dimension of their conflict became 
explicit when White asked whether Jung, “after the 
manner of his own ‘Yahweh,’ [was] duped by some 
satanic trickster into purposely torturing his friends 
and devotees?” This question revealed how completely 
their intellectual disagreement had become entangled 
with personal hurt and disappointment. White later 
regretted the feeling tone of his review, but he 
never repudiated its substance, suggesting that he 
remained convinced of the fundamental correctness 
of his theological criticism even while regretting the 
personal pain it caused.
One of the most instructive aspects of the Jung-
White correspondence is how it reveals the complex 
interaction between intellectual disagreement and 
personal relationship. 

The personal dimension of their conflict also reveals 
how attempts to integrate different approaches to 
ultimate questions inevitably involve more than 
academic exercise. Both psychology and theology 
deal with fundamental questions about human nature, 
divine reality, and the meaning of existence. When 
practitioners in these fields attempt dialogue, they 
bring not only their methodological commitments but 
also their personal investments in particular ways of 
understanding reality.

The Jung-White correspondence offers several crucial 
insights for healthcare professionals attempting 
to integrate psychological, spiritual, and medical 
approaches to patient care within frameworks such as 
Ungar-Sargon’s sacred-profane dialectic:

The failure of Jung and White to achieve genuine 
dialogue suggests the importance of epistemological 
clarity in interdisciplinary healthcare approaches. 
Healthcare professionals need to understand not only 
what they know but how they know it, and they need 
to be explicit about the methodological foundations 
of different approaches to understanding human 
suffering. Jung’s insistence on empirical methodology 
and White’s commitment to theological reasoning 
represent legitimate but different ways of knowing 
that require careful articulation and mutual respect.
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Both Jung and White demonstrated forms of 
methodological imperialism—Jung’s reduction of 
theological claims to psychological phenomena and 
White’s insistence on theological frameworks for 
understanding psychological insights. Healthcare 
professionals working with multiple approaches 
to suffering need to develop what might be called 
“methodological humility”—the recognition that 
different approaches may offer legitimate but partial 
insights that cannot be easily reduced to a single 
framework.
The emotional intensity of the Jung-White conflict 
suggests that healthcare professionals attempting to 
integrate different approaches to patient care need to 
attend to their own personal integration. The physician 
who has not examined his or her own spiritual 
assumptions, psychological needs, and emotional 
responses to suffering may find these unexamined 
elements contaminating professional judgment and 
interfering with patient care.
The breakdown of the Jung-White relationship points 
to the need for institutional structures that can support 
genuine interdisciplinary collaboration. Individual 
relationships, however well-intentioned, may not 
be sufficient to sustain the tensions inherent in 
bringing together different professional perspectives. 
Healthcare institutions need to develop team-based 
approaches that can honor different forms of expertise 
while maintaining focus on patient welfare.
Despite its ultimate failure, the Jung-White 
correspondence remains relevant for contemporary 
healthcare because it demonstrates both the necessity 
and the difficulty of integrating different approaches 
to human suffering. Their exchange reveals that 
the questions they grappled with—the relationship 
between empirical observation and spiritual insight, 
the nature of suffering and healing, the appropriate 
response to human pain—are precisely the questions 
that healthcare professionals must address in their 
daily practice.
The correspondence also suggests that the goal of 
integration may need to be reconceived. Rather than 
seeking synthetic resolution of different approaches, 
healthcare professionals might need to develop what 
Ungar-Sargon calls “bifocal vision”—the capacity to 
hold different perspectives simultaneously without 
forcing premature synthesis. This approach would 
honor the insights offered by psychological, spiritual, 
and medical perspectives while recognizing that each 
offers partial rather than complete understanding of 
human suffering.

The Jung-White correspondence suggests several 
implications for medical education programs 
attempting to develop healthcare professionals capable 
of integrating multiple approaches to patient care:
Philosophical Sophistication: Medical students and 
residents need training in philosophical analysis 
that enables them to understand the epistemological 
foundations of different approaches to human suffering. 
This training should include not only familiarity with 
different methodologies but also the ability to think 
critically about their assumptions and limitations.
Emotional Intelligence: The personal dimension 
of the Jung-White conflict suggests that healthcare 
professionals need emotional intelligence and self-
awareness to navigate the complex feelings that arise 
when working with suffering patients. This includes 
the ability to separate personal needs and reactions 
from professional judgment.
Interdisciplinary Competence: Healthcare 
professionals need skills in interdisciplinary 
collaboration that go beyond mere tolerance for 
different perspectives. They need the ability to 
engage constructively with colleagues from different 
professional backgrounds while maintaining their 
own professional integrity.
Spiritual Sensitivity: The theological dimensions 
of the Jung-White dialogue suggest that healthcare 
professionals need some level of spiritual literacy—
the ability to recognize and respond appropriately to 
the spiritual dimensions of patient experience without 
imposing their own spiritual commitments or reducing 
spiritual concerns to psychological phenomena.
The epistemological tensions that emerged in the 
Jung-White correspondence continue to appear 
in contemporary healthcare discussions about the 
integration of complementary and alternative medicine, 
spirituality in healthcare, and narrative medicine. 
Like Jung and White, contemporary healthcare 
professionals often struggle with questions about 
the relationship between empirical observation and 
other forms of knowledge, the appropriate boundaries 
of professional competence, and the challenge of 
maintaining scientific rigor while honoring the full 
complexity of human experience.
The debate over evidence-based medicine provides 
one example of how these tensions continue to play 
out. Advocates of evidence-based medicine sometimes 
display the same kind of methodological imperialism 
that Jung exhibited, insisting that only empirically 
validated interventions should be considered 
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legitimate healthcare practice. Critics of evidence-
based medicine sometimes make claims similar to 
White’s, arguing that exclusive focus on empirical 
evidence fails to honor other legitimate forms of 
knowledge about healing and human flourishing.
The Jung-White correspondence serves as both 
inspiration and warning for healthcare professionals 
attempting to integrate different approaches to 
understanding and responding to human suffering. 
Their initial enthusiasm and eventual failure 
demonstrate that such integration is both necessary and 
difficult, requiring not only intellectual sophistication 
but also emotional maturity, methodological humility, 
and institutional support.
Perhaps most importantly, the Jung-White 
correspondence suggests that the goal of integration 
should not be the creation of a new synthetic 
approach that eliminates tensions between 
different perspectives. Instead, the goal should be 
the development of healthcare professionals and 
healthcare systems capable of holding multiple 
perspectives simultaneously, drawing on the insights 
offered by each while recognizing the partial and 
provisional nature of all human approaches to the 
mystery of suffering and healing.
For healthcare professionals working within Ungar-
Sargon’s framework of sacred-profane dialectic, 
the Jung-White correspondence provides a sobering 
reminder that authentic integration requires ongoing 
attention to the epistemological, personal, and 
institutional challenges inherent in any attempt to 
honor both the scientific and spiritual dimensions 
of human experience. Their failure points not to the 
impossibility of such integration but to the need for 
more sophisticated approaches that can sustain creative 
tension rather than forcing premature resolution.
The ultimate lesson of the Jung-White correspondence 
may be that the attempt to integrate different 
approaches to human suffering is itself a form 
of spiritual practice—one that requires humility, 
patience, and the willingness to remain in dialogue 
with mystery rather than rushing toward certainty. In 
this sense, their failure becomes a teacher, pointing 
toward more mature forms of integration that can 
serve both the advancement of knowledge and the 
relief of human suffering.
13.2 Appendix B: Beyond the Limits of Reason - 
Alec Arnold’s thoughtful essay “An Aesthetic 
Response: Job, Suffering, and the Healing Power 
of Divine Beauty” offers a valuable complement to 

our exploration of Job’s relevance for healthcare 
professionals, while also revealing important 
distinctions between aesthetic and dialogical 
approaches to therapeutic encounter (114). Arnold’s 
emphasis on Job’s transformation through “aesthetic 
response” rather than rational discourse provides 
crucial insights for understanding how healing 
transcends purely cognitive categories. However, 
his framework requires integration with the more 
comprehensive dialectical approach that characterizes 
both traditional Job interpretation and Ungar-Sargon’s 
clinical methodology.

Arnold correctly identifies a limitation in predominantly 
“logocentric” readings of Job that focus primarily on 
verbal communication and rational discourse while 
potentially missing the transformative power of 
perceptual encounter with divine beauty. His appeal 
to Hans Urs von Balthasar’s theological aesthetics 
and David Bentley Hart’s postmodern reconfiguration 
offers healthcare professionals important resources 
for understanding how beauty can serve healing 
functions that exceed purely medical categories. Yet 
Arnold’s approach, while valuable, risks creating 
a false opposition between aesthetic and dialogical 
dimensions of therapeutic encounter that both Job’s 
text and clinical experience suggest should be held in 
creative tension.

13.2.1 The Aesthetic Dimension of Therapeutic 
Encounter

Arnold’s analysis of God’s response to Job as 
fundamentally aesthetic rather than epistemological 
or theological offers crucial insights for healthcare 
practice. His observation that God’s answer comes “out 
of an artist’s workshop” rather than a philosophical 
treatise challenges healthcare professionals to 
attend more carefully to the aesthetic dimensions 
of therapeutic spaces and relationships (115). The 
recognition that Job’s transformation occurs through 
perceptual encounter with divine beauty manifested in 
creation’s diversity speaks directly to contemporary 
concerns about how healthcare environments either 
support or hinder healing processes.

Arnold’s emphasis on the “rhetoric of divine beauty” 
provides a framework for understanding how therapeutic 
encounters can become sites of transformation that 
exceed purely technical intervention. When he argues 
that “perceptual encounters with Divine Beauty can 
be part and parcel of a profound transformation within 
the human creature,” he identifies dynamics that 
operate within every genuine healing relationship, 
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whether or not participants possess explicit theological 
frameworks for understanding them (116). The 
physician who creates space for beauty, wonder, and 
aesthetic appreciation within clinical care participates 
in healing processes that complement rather than 
compete with medical intervention.

The practical applications Arnold suggests—attention 
to evidence-based design, critical evaluation of 
“kitschy sentimentalism” in healthcare art, and 
cultivation of aesthetic sensitivity among healthcare 
providers—offer concrete ways for implementing 
insights drawn from Job’s encounter with divine 
beauty (117). His reference to Matthias Grünewald’s 
Isenheim altarpiece, originally displayed in a hospital 
ward, suggests that authentic aesthetic engagement 
with suffering requires confrontation with rather than 
avoidance of difficult realities.

However, Arnold’s framework requires integration 
with the broader dialogical structure that characterizes 
both Job’s narrative and effective therapeutic 
relationships. While Arnold correctly identifies the 
transformative power of aesthetic encounter, his 
approach risks undervaluing the equally important 
dimensions of protest, questioning, and moral 
engagement that define Job’s response to suffering. 
Job’s greatness lies not simply in his eventual 
aesthetic transformation but in his sustained refusal 
to accept easy explanations, his insistence on moral 
accountability, and his maintenance of relationship 
even through conflict and disagreement.

Arnold’s critique of “logocentric” approaches fails to 
appreciate how genuine dialogue necessarily includes 
aesthetic dimensions, just as authentic aesthetic 
encounter requires dialogical engagement. The 
interpretive frameworks offered by Buber, White, 
Jung, Wiesel, and others demonstrate that aesthetic and 
dialogical approaches need not be opposed but can be 
integrated within more comprehensive understandings 
of therapeutic encounter. Buber’s analysis of “I-Thou” 
relationship, for instance, includes profound aesthetic 
dimensions, while White’s attention to rhetorical 
beauty demonstrates how language itself can become 
a medium for aesthetic transformation.

The danger in Arnold’s approach lies in its potential 
for bypassing the difficult work of authentic 
encounter in favor of managed aesthetic experience. 
While he appropriately warns against thinking “we 
could rationally dissect Job’s experience, extract 
its component parts, and then re-package it all in 
the form of a prescriptive object of therapy,” his 

emphasis on beauty and transformation could lead to 
similar instrumentalization if not grounded in genuine 
relationship and honest engagement with suffering’s 
harsh realities (118).
Our framework of sacred-profane dialectic provides 
a more comprehensive approach that incorporates 
Arnold’s aesthetic insights while maintaining the 
full complexity of therapeutic encounter. Rather than 
privileging aesthetic over dialogical dimensions, 
Ungar-Sargon’s approach recognizes that healing 
emerges from the dynamic interaction between 
multiple dimensions of human experience—technical 
and spiritual, cognitive and aesthetic, individual and 
communal.
Arnold’s emphasis on beauty as “existential encounter 
with the divine” aligns with our understanding of 
therapeutic encounters as potentially sacred spaces, 
but our dialectical framework better honors the 
irreducible tensions that characterize both Job’s 
experience and contemporary healthcare practice 
(119). The patient as “sacred text” requires not just 
aesthetic appreciation but hermeneutical engagement 
that includes questioning, interpretation, and moral 
response.
The concept of therapeutic tzimtzum provides a 
more nuanced understanding of how healthcare 
providers can create space for transformation without 
forcing or managing aesthetic experience. Just as 
divine withdrawal creates space for human agency, 
therapeutic restraint allows for the emergence of 
beauty and meaning that cannot be directly produced 
but only witnessed and honored.
A synthesis of Arnold’s aesthetic insights with broader 
dialogical and dialectical approaches suggests several 
practical applications for healthcare professionals:
Arnold’s emphasis on cultivating “spiritual discipline” 
and remaining “open to the divine in our midst” aligns 
with contemplative practices that can enhance both 
aesthetic sensitivity and dialogical capacity (120). 
Healthcare providers who develop contemplative 
awareness become more capable of perceiving beauty 
in unexpected places while remaining present to 
suffering without being overwhelmed by it.
Rather than opposing aesthetic transformation to 
moral protest, healthcare providers can learn to hold 
both dimensions simultaneously. Job’s encounter with 
divine beauty does not eliminate his moral questions 
but transforms his relationship to them. Similarly, 
healthcare providers can cultivate appreciation for 
the beauty and mystery of healing processes while 
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maintaining appropriate anger at unjust suffering and 
systemic failures in healthcare delivery.
The development of narrative competence requires 
aesthetic sensitivity, just as aesthetic appreciation 
requires interpretive skills. Healthcare providers 
who can attend to the beauty of patients’ stories, the 
aesthetic dimensions of illness and recovery narratives, 
and the artistry involved in skillful clinical practice 
integrate Arnold’s insights with broader approaches 
to narrative medicine.
13.2.2 The Question of Transformation
Arnold’s analysis raises important questions about 
the nature and goal of transformation in therapeutic 
encounters. His emphasis on Job’s perceptual 
transformation—”the world to Job looks different”—
identifies a crucial dimension of healing that purely 
medical approaches often miss (121). However, 
this transformation cannot be separated from the 
moral, relational, and spiritual dimensions that other 
interpreters emphasize.
The integration of aesthetic insights with dialogical 
approaches suggests that transformation in 
therapeutic encounters involves multiple dimensions 
simultaneously. Patients may indeed experience 
perceptual shifts that allow them to see their situation 
differently, but these aesthetic transformations 
typically occur within relationships characterized 
by honest communication, genuine presence, and 
sustained accompaniment through difficulty.
Healthcare providers who understand their role as 
creating conditions for transformation rather than 
producing transformation directly honor both the 
aesthetic and dialogical dimensions of healing. This 
approach recognizes that beauty, like healing, cannot 
be forced but emerges from the quality of relationship 
and attention brought to each encounter.
The integration of Arnold’s aesthetic insights with 
broader approaches to understanding Job’s relevance 
for healthcare suggests several implications for 
medical education:
Aesthetic Education: Medical students benefit 
from exposure to art, literature, and beauty not as 
distraction from medical training but as essential 
preparation for recognizing and responding to the 
aesthetic dimensions of healing relationships.
Contemplative Training: The development of 
contemplative practices that enhance both aesthetic 
sensitivity and dialogical capacity should be integrated 
into medical education alongside technical training.

Environmental Awareness: Healthcare professionals 
need education about how physical environments 
affect patient experience and healing processes, 
including both design principles and the more 
fundamental question of how presence and attention 
create aesthetic conditions for healing.
Integration of Multiple Perspectives: Rather than 
choosing between aesthetic, dialogical, psychological, 
or spiritual approaches to understanding suffering, 
medical education should help students develop the 
capacity to integrate multiple perspectives within 
comprehensive approaches to patient care.
Arnold’s work provides valuable insights into 
dimensions of Job’s encounter with divine beauty 
that speak directly to healthcare professionals 
seeking to understand healing as more than technical 
intervention. His emphasis on aesthetic transformation, 
environmental awareness, and contemplative presence 
offers important resources for enhancing the quality 
of therapeutic encounters.
However, Arnold’s aesthetic approach achieves its 
full potential only when integrated with the broader 
dialogical, psychological, and spiritual insights 
offered by other interpreters of Job. The sacred-
profane dialectic provides a framework for such 
integration, recognizing that healing emerges from the 
creative interaction of multiple dimensions of human 
experience rather than from any single approach.
For healthcare professionals, this synthesis suggests 
that attention to beauty, wonder, and aesthetic 
transformation represents not an alternative to but a 
complement to the sustained work of relationship-
building, honest communication, and moral 
engagement that characterizes effective therapeutic 
practice. Like Job, patients and healthcare providers 
alike may find transformation not through bypassing 
the difficulties of human encounter but through 
discovering beauty and meaning within authentic 
relationship that honors both the harsh realities of 
suffering and the persistent human capacity for hope, 
growth, and healing.
The aesthetic response that Arnold identifies in Job’s 
encounter with divine beauty finds its contemporary 
expression not in managed therapeutic experiences 
but in the quality of presence, attention, and care that 
healthcare providers bring to each patient encounter. 
In this way, every clinical interaction becomes an 
opportunity for the kind of transformative aesthetic 
encounter that Job experienced—not as technique or 
intervention but as gift that emerges from authentic 
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human relationship in the face of mystery, suffering, 
and the persistent possibility of healing.
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