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1. Introduction
When Sir William Osler declared that we should 
“listen to your patient, he is telling you the diagnosis,” 
he articulated a fundamental principle that remains as 
relevant today as it was over a century ago (1). Yet the 
question of what it truly means to listen in the medical 
encounter has become increasingly complex in our 
era of technological medicine and time-pressured 
healthcare delivery. Recent developments in medical 
education have produced sophisticated frameworks 
for clinical interviewing, from Flugelman’s six-
method approach to patient engagement (2) to the 
widely adopted “golden minute” technique that 
emphasizes uninterrupted patient narrative (3). These 
methodologies represent significant advances in our 
understanding of therapeutic communication, yet they 
may not fully address what Rita Charon has identified 
as the profound hermeneutic dimensions of illness 
experience (4).

This paper suggests that current approaches to history-
taking, while valuable, may benefit from integration 
with theological insights about presence, absence, 
and the sacred dimensions of human suffering. 
Building on the theological-therapeutic framework 
developed by Ungar-Sargon (5-8), which draws on 
concepts such as hester panim (divine concealment) 
and the kabbalistic notion of tzimtzum (divine self-
contraction), we propose that medical listening can be 
enhanced through what we term “sacred silence”—a 
mode of therapeutic presence that honors both the 
explicable and inexplicable dimensions of patient 
experience.
1.1 The Evolution of Medical History-Taking
Contemporary medical education has witnessed a 
remarkable renaissance in attention to communication 
skills, driven partly by recognition that poor physician-
patient communication contributes significantly to 
medical errors, malpractice litigation, and patient 
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dissatisfaction (9,10). Flugelman’s recent work 
exemplifies this trend, offering a structured six-method 
approach that emphasizes cultural competency, 
rapport-building, and efficient information gathering 
(2). His methodology includes what he terms “the 
four questions” for establishing basic demographic 
understanding, the “chain reaction” technique for 
deepening inquiry, and principles for maintaining 
equality and cultural sensitivity throughout the clinical 
encounter.
Similarly, the “golden minute” technique has gained 
widespread acceptance as a foundational element of 
patient-centered interviewing (3,11). This approach 
recognizes that when patients are allowed to speak 
uninterrupted for approximately one minute at the 
beginning of clinical encounters, they often provide 
crucial diagnostic information while simultaneously 
feeling heard and valued (12). Research has 
consistently demonstrated that physicians typically 
interrupt patients within 18-23 seconds of their 
initial statement, potentially missing vital clinical 
information and undermining the therapeutic 
relationship (13,14).

These developments reflect broader movements 
within medical education toward narrative medicine 
(4,15), patient-centered care (16,17), and cultural 
competency training (18,19). The emphasis on 
listening, empathy, and cultural sensitivity represents 
a welcome corrective to earlier models of medical 
education that prioritized technical knowledge while 
often neglecting the interpersonal dimensions of 
healing (20,21).
Yet even as we celebrate these advances, it becomes 
apparent that current methodologies, while addressing 
many practical aspects of clinical communication, may 
not fully engage with what medical anthropologists 
describe as the “explanatory models” that patients bring 
to their illness experience (22,23). Arthur Kleinman’s 
pioneering work on the “illness narratives” revealed 
that patients construct complex meaning-making 
frameworks around their suffering that often exceed 
the categories available in biomedical discourse (24). 
Similarly, narrative medicine scholars have identified 
what they term the “suffering that cannot be spoken”—
aspects of illness experience that resist conventional 
medical categorization yet remain central to patient 
healing (25,26).
1.2 sacred Dimensions of Medical Encounter
The integration of theological perspectives with 
medical practice is not new, though it has often been 

marginalized in contemporary medical education 
(27,28). Recent work by scholars such as Ungar-
Sargon has demonstrated how ancient theological 
wisdom can illuminate contemporary therapeutic 
challenges, particularly in contexts where conventional 
biomedical approaches encounter their limits (5-8). 
Drawing on the Talmudic passage Menachot 29b, 
where Moses witnesses Rabbi Akiva’s martyrdom 
and receives God’s enigmatic response—”Be silent, 
for such is My decree”—Ungar-Sargon proposes that 
therapeutic presence sometimes requires inhabiting the 
tension between knowledge and mystery, intervention 
and witness (5).

This theological framework offers several insights 
relevant to medical history-taking. The concept of 
hester panim (divine concealment) suggests that 
meaning and presence can manifest through apparent 
absence, challenging medical practitioners to remain 
therapeutically engaged even when they cannot 
provide explanations or solutions (29,30). Similarly, 
the kabbalistic notion of tzimtzum—divine self-
contraction to create space for creation—provides 
a model for therapeutic presence that paradoxically 
manifests through strategic restraint (31,32).

These theological insights resonate with developments 
in psychology and psychotherapy that emphasize 
the healing potential of presence, witness, and what 
Carl Rogers termed “unconditional positive regard” 
(33,34). Research in psychology has demonstrated 
that therapeutic outcomes are more strongly correlated 
with the quality of the therapeutic relationship than 
with specific interventions or techniques (35,36). 
Similarly, studies in palliative care have shown that 
patients often value the presence and accompaniment 
of healthcare providers as much as specific medical 
interventions (37,38).

The theological perspective also offers resources for 
addressing what many healthcare providers experience 
as moral injury or existential crisis when confronted 
with suffering that exceeds their capacity to heal 
(39,40). Research has documented alarming rates 
of burnout, depression, and suicidal ideation among 
healthcare workers, much of which appears related to 
the gap between their desire to heal and the realities of 
human suffering (41,42). The theological framework 
suggests that learning to inhabit uncertainty and 
mystery may be essential not only for patient care but 
for provider well-being and professional sustainability 
(43,44).



Journal of Religion and Theology  V7. I2. 2025          38

The Art of Sacred Listening: Divine Presence and Clinical Empathy in Contemporary Medical History Taking

1.3 Reconceptualizing clinical Empathy
Central to the integration of theological insights with 
medical practice is a fundamental reconceptualization 
of clinical empathy that moves beyond conventional 
definitions toward what Ungar-Sargon describes as 
“sacred empathy” (5-8). Traditional medical education 
defines empathy as “the capacity to be affected by 
and share the emotional state of another, assess the 
reasons for the other’s state, and identify with the 
other, adopting his or her perspective” (45,46). While 
this definition has proven valuable in clinical contexts, 
research in medical humanities suggests that it may 
not adequately address the profound depths of human 
suffering encountered in healthcare settings (47,48).
The theological-medical framework proposes that 
authentic clinical empathy requires what might be 
called “empathetic presence” rather than merely 
empathetic understanding (49,50). This distinction 
is crucial: while empathetic understanding seeks 
to comprehend and explain patient experience, 
empathetic presence involves what Levinas terms 
“ethical proximity”—a form of accompaniment that 
honors the irreducible otherness of patient suffering 
(51,52). Research in palliative care has consistently 
demonstrated that patients often value the simple 
presence of healthcare providers as much as specific 
interventions, suggesting that being with patients in 
their suffering may be as therapeutically significant as 
doing for them (53,54).
My essay “sacred holding” provides a framework for 
understanding how empathy can function as what he 
terms “therapeutic vision”—a capacity to see patients 
in their full personhood while creating spaces for 
encounters that honor dimensions of experience that 
exceed clinical categorization (7,55). This approach 
recognizes that empathy in healthcare settings often 
involves encountering what he describes as “the 
suffering that cannot be spoken”—aspects of illness 
experience that resist articulation yet remain central 
to patient healing (56,57).
The theological dimension of this reconceptualized 
empathy draws on the concept of divine empathy 
as modeled in the Hebrew tradition, where God’s 
presence is understood not as abstract compassion 
but as concrete accompaniment through suffering 
(58,59). The prophet Isaiah’s vision of God as one 
who “was wounded for our transgressions” suggests 
that authentic empathy requires a willingness to 
enter into suffering rather than simply observing 
it from a clinical distance (60,61). This theological 
insight challenges healthcare providers to develop 

what we might call “incarnational empathy”—a form 
of presence that honors the embodied, relational 
dimensions of healing (62,63).
Research in narrative medicine has begun to explore how 
this deeper form of empathy can be cultivated through 
practices such as reflective writing, story-telling, and 
what Charon describes as “close reading” of patient 
narratives (64,65). These practices appear to develop 
what might be called “empathetic imagination”—the 
capacity to inhabit patient experience without losing 
one’s professional identity or becoming overwhelmed 
by suffering (66,67). Studies have shown that 
healthcare providers who engage in these practices 
report greater job satisfaction, reduced burnout, and 
enhanced therapeutic relationships (68,69).
The sacred empathy framework also addresses a 
critical limitation in conventional approaches to 
clinical empathy: the tendency toward what researchers 
describe as “empathetic overarousal” or “compassion 
fatigue” (70,71). By grounding empathy in theological 
concepts of presence and accompaniment rather than 
emotional absorption, the framework offers resources 
for sustainable empathetic engagement (72,73). The 
theological insight that presence can manifest through 
strategic absence—the tzimtzum principle—suggests 
that empathy sometimes requires creating space for 
patient experience rather than rushing to share or 
absorb it (74,75).

2. sacred silence
Building on both contemporary medical education 
methodologies and theological insights, we propose 
what we term “sacred silence” as an enhanced 
framework for clinical history-taking. This approach 
does not replace current evidence-based practices but 
rather enriches them through deeper attention to the 
spiritual and existential dimensions of therapeutic 
encounter (45,46).

The sacred silence framework operates on several 
levels. First, it emphasizes what we might call 
“diagnostic humility”—recognition that patient 
experience often exceeds the categories available 
in medical discourse (47,48). This does not mean 
abandoning diagnostic precision or clinical reasoning 
but rather holding these tools lightly while remaining 
open to dimensions of experience that resist medical 
categorization (49,50). Research in narrative medicine 
has demonstrated that when physicians attend to 
patient stories with this kind of openness, they often 
discover clinically relevant information that would 
otherwise be missed (51,52).
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Second, the framework emphasizes “presence over 
intervention”—the capacity to remain therapeutically 
engaged with patients even when specific medical 
interventions are not possible or appropriate (53,54). 
This principle draws on insights from palliative care, 
where research has consistently shown that patients 
value the presence and witness of healthcare providers 
alongside specific symptom management interventions 
(55,56). The theological concept of tzimtzum suggests 
that this kind of presence requires practitioners to 
create space for patient meaning-making rather than 
rushing to impose clinical interpretations (57,58).
Third, sacred silence involves what we term “mystery 
tolerance”—the ability to remain present with aspects 
of illness experience that resist explanation while 
maintaining commitment to healing relationship 
(59,60). This capacity appears particularly important 
in contexts such as chronic pain, mental health 
conditions, and terminal illness, where biomedical 
explanations may be incomplete or unavailable 
(61,62). Research has shown that when healthcare 
providers can tolerate uncertainty while maintaining 
therapeutic presence, patients report feeling more 
supported and less abandoned (63,64).
Finally, the framework emphasizes “hermeneutic 
partnership”—collaboration with patients in the work 
of meaning-making rather than simply extracting 
information for diagnostic purposes (65,66). This 
approach treats patient narratives as containing 
multiple layers of meaning that may not be immediately 
apparent, requiring what Ungar-Sargon describes 
as “interpretive sophistication analogous to Akiva’s 
hermeneutical approach” (7). Studies in chronic 
illness management have demonstrated that when 
patients experience their healthcare relationships as 
partnerships in meaning-making, they show better 
coping and quality of life outcomes (67,68).
2.1 Integrating sacred silence with current 
Practice
The sacred silence framework can be integrated 
with current history-taking methodologies without 
requiring wholesale abandonment of established 
practices. Building on Flugelman’s pre-assessment 
recommendations (2), practitioners might engage in 
what we call “theological preparation”—approaching 
each encounter with intentionality about its potentially 
sacred dimensions (69,70). This might involve 
brief reflection on one’s capacity for presence, 
acknowledgment of the limits of medical knowledge, 
and cultivation of what contemplative traditions 
describe as “beginner’s mind” (71,72).

The “golden minute” technique can be enhanced 
through theological insights by attending not only 
to diagnostic information but to what we might call 
“sacred themes” in patient narratives (73,74). Research 
in narrative medicine has identified recurring patterns 
in illness stories—themes of suffering, meaning-
making, relationship, mortality, and transcendence—
that often carry crucial information about patient 
experience (75,76). When practitioners learn to listen 
for these dimensions alongside medical symptoms, 
they often discover resources and concerns that 
significantly impact treatment planning (77,78).
Consider, for example, a middle-aged patient 
presenting with chronic pain that has resisted 
multiple medical interventions. Traditional history-
taking might focus primarily on pain characteristics, 
functional limitations, and treatment compliance. The 
sacred silence approach would additionally attend 
to existential dimensions of the pain experience—
how it has affected the patient’s sense of identity, 
relationships, and life meaning (79,80). Research 
has shown that chronic pain often involves profound 
challenges to patients’ understanding of themselves 
and their place in the world, and that addressing these 
existential dimensions can significantly impact pain 
management outcomes (81,82).
Similarly, when working with patients facing terminal 
diagnoses, the sacred silence framework creates 
space for what Elisabeth Kübler-Ross and others have 
identified as the spiritual and existential dimensions of 
dying (83,84). While conventional medical approaches 
focus appropriately on symptom management and 
prognosis, the theological framework additionally 
recognizes dying as a potentially sacred process 
that may involve questions of meaning, legacy, 
forgiveness, and transcendence (85,86). Hospice and 
palliative care research has consistently demonstrated 
that when these dimensions are acknowledged and 
supported, patients and families report better quality 
of life and more peaceful dying processes (87,88).
2.2 Implications 
Integration of the sacred silence framework into medical 
education would require significant but achievable 
modifications to current curricula (89,90). Medical 
schools increasingly recognize the importance of 
teaching communication skills, cultural competency, 
and professionalism, but few systematically address 
the spiritual and existential dimensions of medical 
practice (91,92). Several medical schools have 
begun experimenting with narrative medicine 
courses, reflective writing exercises, and chaplaincy 
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collaborations that point toward more comprehensive 
approaches to therapeutic presence (93,94).
Faculty development would be crucial for successful 
implementation, as many clinical educators may 
themselves lack training in theological and spiritual 
perspectives on healing (95,96). Research has shown 
that healthcare providers’ own comfort with spiritual 
and existential issues significantly impacts their 
ability to address these dimensions with patients 
(97,98). Professional development programs might 
include training in contemplative practices, interfaith 
dialogue, and what we might call “theological literacy” 
for healthcare providers (99,100).
Assessment of history-taking skills would need to 
expand beyond current competency frameworks to 
include capacities for presence, mystery tolerance, and 
meaning-making partnership (101,102). This presents 
both challenges and opportunities, as traditional 
medical education emphasizes measurable outcomes 
and standardized assessments (103,104). However, 
fields such as palliative care and family medicine 
have developed assessment tools for communication 
skills and psychosocial competencies that could serve 
as models (105,106).
The integration of sacred silence principles might also 
contribute to addressing the epidemic of burnout and 
moral injury among healthcare providers (107,108). 
Research suggests that when healthcare workers 
develop capacities for meaning-making and spiritual 
resilience, they report better job satisfaction and lower 
burnout rates (109,110). The theological framework’s 
emphasis on tolerating mystery and finding meaning in 
suffering may offer resources for healthcare providers 
struggling with the limits of medical intervention 
(111,112).

3. Research 
The sacred silence framework opens several important 
areas for future research. Quantitative studies could 
examine patient satisfaction with theologically-
informed history-taking, diagnostic accuracy when 
spiritual and existential dimensions are included in 
clinical assessment, and provider well-being outcomes 
when sacred silence principles are implemented 
(113,114). Such research would need to develop 
new measurement tools, as existing instruments may 
not adequately capture the spiritual and existential 
dimensions that this approach emphasizes (115,116).
Qualitative research might explore patient experiences 
of sacred presence in clinical encounters, provider 
development of theological-medical competencies, 

and the meaning-making processes that occur when 
patients feel truly heard and witnessed (117,118). 
Ethnographic studies could examine how sacred 
silence principles manifest in different cultural and 
religious contexts, addressing questions about the 
universality or particularity of these approaches 
(119,120).
International and cross-cultural research would be 
particularly valuable, as concepts of sacred presence, 
meaning-making, and therapeutic relationship vary 
significantly across cultural contexts (121,122). 
Studies examining how theological frameworks 
from different religious traditions might inform 
medical practice could contribute to more inclusive 
and culturally sensitive approaches to sacred silence 
(123,124).
Research on implementation would also be crucial, 
examining practical challenges and opportunities 
in integrating these approaches within existing 
healthcare systems (125,126). Questions about time 
requirements, institutional support, and professional 
boundaries would need systematic investigation 
(127,128).
3.1 Professional Boundaries
The integration of theological perspectives with 
medical practice raises important questions about 
professional boundaries, religious diversity, and 
institutional neutrality (129,130). Healthcare providers 
must carefully distinguish between creating space 
for patients’ spiritual and existential concerns and 
imposing their own religious beliefs or interpretations 
(131,132). Research has shown that patients generally 
appreciate when healthcare providers acknowledge 
spiritual dimensions of illness, but they may be 
uncomfortable with proselytizing or sectarian 
approaches (133,134).
The sacred silence framework emphasizes creating 
space for patient meaning-making rather than 
providing theological interpretation, which helps 
maintain appropriate professional boundaries 
(135,136). However, implementation would require 
careful attention to issues of religious diversity, 
secular patient preferences, and institutional policies 
(137,138). Collaboration with chaplaincy services and 
other spiritual care professionals would be essential to 
ensure appropriate referrals and avoid role confusion 
(139,140).
Training programs would need to address these 
boundary issues explicitly, helping healthcare 
providers distinguish between therapeutic presence and 



Journal of Religion and Theology V7. I2. 202541

The Art of Sacred Listening: Divine Presence and Clinical Empathy in Contemporary Medical History Taking

pastoral care (141,142). Research in psychology and 
social work has developed frameworks for addressing 
spiritual concerns within professional boundaries that 
could inform medical practice (143,144).
3.2 limitations and areas for Further 
Development
Several limitations of the sacred silence approach 
require acknowledgment and continued development. 
First, the framework requires significant training and 
personal development that may not be feasible within 
current medical education constraints (145,146). 
The cultivation of presence, mystery tolerance, and 
hermeneutic sophistication represents a substantial 
addition to already packed curricula (147,148).
Second, implementation may face resistance within 
medical cultures that prioritize efficiency, measurable 
outcomes, and technological intervention (149,150). 
Research has documented significant institutional 
barriers to patient-centered care and communication 
skills training, suggesting that theological approaches 
may face even greater resistance (151,152).
Third, the framework’s emphasis on mystery and 
meaning-making may be perceived as incompatible 
with evidence-based medicine and scientific rigor 
(153,154). Careful articulation of how sacred silence 
enhances rather than replaces scientific approaches 
would be crucial for professional acceptance 
(155,156).
Finally, questions remain about the cultural specificity 
of theological frameworks and their applicability 
across diverse patient populations (157,158). While 
the paper has emphasized universal human experiences 
of suffering, meaning-making, and transcendence, the 
specific theological language and concepts may not 
resonate across all cultural contexts (159,160).

4. conclusion 

The integration of sacred silence principles with 
contemporary history-taking techniques offers 
significant potential for enhancing both the depth 
and effectiveness of medical encounters through the 
cultivation of what we have termed “sacred empathy” 
(205,206). This approach does not abandon the 
scientific foundations of medical practice but rather 
situates them within a larger understanding of healing 
that acknowledges the spiritual, existential, and 
profoundly empathetic dimensions of human suffering 
(207,208). By learning from both contemporary 
medical education research and ancient theological 
wisdom, healthcare providers can develop enhanced 

capacities for empathetic presence that honor both 
the knowable and unknowable aspects of illness 
experience (209,210).
The sacred empathy framework suggests that authentic 
medical listening requires more than skilled questioning 
and conventional empathetic responding—it demands 
what we might call a “contemplative-empathetic 
competency” that allows practitioners to remain 
present with mystery while maintaining profound 
connection with patient experience (211,212). This 
capacity appears particularly crucial in our current 
healthcare environment, where technological 
advances have expanded our capacity to diagnose and 
treat while potentially diminishing our comfort with 
uncertainty and our attention to the deeper empathetic 
dimensions of healing (213,214).
The theological insight that presence can manifest 
through apparent absence, and that empathy can deepen 
through mystery rather than explanation, challenges 
medical practitioners to develop what we might call 
“empathetic negative capability”—the ability to 
remain in empathetic connection with patients even 
when facing uncertainty and doubt without irritably 
reaching after fact and reason (215,216). This capacity, 
paradoxically, may enhance rather than diminish both 
diagnostic acumen and therapeutic relationship by 
creating space for patient experiences that exceed 
conventional medical categories while maintaining 
profound empathetic bond (217,218).
Future development of this framework will require 
continued dialogue between medical education, 
theological reflection, contemplative studies, and 
clinical practice, with particular attention to the 
cultivation and assessment of empathetic competencies 
(219,220). The goal is not to create a new orthodoxy 
but to expand the repertoire of empathetic resources 
available to healthcare providers as they navigate 
the complex terrain of human suffering and healing 
(221,222). As healthcare systems worldwide grapple 
with questions of sustainability, provider well-being, 
and patient satisfaction, approaches that address 
the deeper empathetic and spiritual dimensions 
of therapeutic relationship may offer crucial 
contributions to the ongoing evolution of medical 
practice (223,224).
Ultimately, the sacred silence framework represents 
an invitation to recover what many consider 
medicine’s original calling—not merely to cure 
disease but to empathetically accompany fellow 
human beings through the universal experiences 
of suffering, healing, and mortality (225,226). In 
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a healthcare environment increasingly dominated 
by technology, efficiency metrics, and economic 
pressures, approaches that honor the sacred and 
empathetic dimensions of therapeutic encounter may 
offer both hope and practical guidance for sustaining 
the healing professions’ deepest commitments to 
human flourishing (227,228).
The integration of sacred empathy with clinical 
practice suggests that the most profound healing often 
occurs not through what we do to or for patients, but 
through how we are with them—present, witnessing, 
accompanying, and maintaining empathetic 
connection even in the face of mystery, uncertainty, 
and the limits of medical intervention (229,230). This 
empathetic presence, grounded in theological wisdom 
and refined through clinical practice, may represent 
the essential art that transforms medical care from 
technical intervention into authentic healing encounter 
(231,232).
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