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ABSTRACT
While my work attempts to transcend Cartesian dualism through the integration of hermeneutic philosophy, 
phenomenology, and theological perspectives, it raises significant epistemological and practical questions. 
This paper provides a critical analysis of these core concepts—including the sacred-profane dialectic, 
hermeneutic approaches to medicine, and covenantal models of care—evaluating them against prevailing 
biomedical frameworks, evidence-based practice standards, and implementation challenges. The analysis 
reveals fundamental tensions between my spiritually-oriented framework and the methodological requirements 
of contemporary healthcare. While the critique of reductionism identifies legitimate limitations in biomedical 
approaches, the proposed alternatives often lack empirical validation and may inadvertently reintroduce pre-
scientific thinking into clinical practice. This critical assessment highlights both the potential contributions and 
problematic aspects of integrating spiritual dimensions into evidence-based healthcare.
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Introduction
Contemporary healthcare operates at the intersection of competing 
epistemological frameworks, with evidence-based medicine 
(EBM) established as the dominant paradigm for clinical decision-
making and practice validation. Within this context, my healing 
philosophy represents one of several alternative approaches that 
challenge biomedical reductionism while raising significant 
questions about the epistemological foundations and practical 
implementation of healthcare. I have attempted to address what is 
a fundamental crisis in modern healthcare: the Cartesian split that 
dichotomizes mind and body [1].

While my critique of reductionism resonates with other holistic 
approaches to healthcare, the explicit incorporation of spiritual 
and theological frameworks introduces both potential insights and 
problematic tensions. By drawing on hermeneutic philosophy, 
phenomenology, and theological perspectives, I propose an 
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integrative framework that recognizes the "sacred-profane dialectic 
inherent in therapeutic encounters" [2]. This approach stands in 
contrast to the prevailing biomedical paradigm that, despite its 
limitations in addressing the full spectrum of human suffering, 
has established rigorous methodological standards for validating 
clinical interventions.

This article interrogates how these concepts of the sacred-profane 
dialectic, hermeneutic approaches to medical evidence, and 
covenantal models of care compare with evidence-based medicine, 
patient-centered care, and narrative medicine [3]. Through this 
critical analysis, the epistemological tensions, implementation 
challenges, and potential contradictions need to be addressed if 
elements of our approach are to be meaningfully integrated into 
healthcare practice.

The Cartesian Split
The philosophical foundation of modern biomedicine can be traced 
back to René Descartes' separation of mind and body (res cogitans 
and res extensa) in the seventeenth century [4]. This Cartesian 
dualism facilitated the development of a mechanistic view of 
the human body that has proven extraordinarily productive for 
medical science, enabling the identification of disease mechanisms 
and the development of targeted interventions [5]. While we 
identify this dualism as problematic, it is essential to recognize 
that contemporary biomedicine has evolved significantly beyond 
naive Cartesian reductionism.

My critique that "worn out philosophical ideas still pervade the 
practice of medicine: the Cartesian split lives on" [1] may represent 
a straw man argument that fails to engage with the sophisticated 
methodological frameworks of modern healthcare. While I align 
with scholars like Engel [6], who proposed the biopsychosocial 
model as an alternative to biomedical reductionism, and Kleinman 
[7], who distinguished between disease (biomedical abnormality) 
and illness (the lived experience of suffering), the analysis often 
lacks recognition of how these perspectives have already been 
incorporated into mainstream healthcare.

Current medical education and practice have made significant 
efforts to address the limitations of simplistic biomedical 
reductionism through the development of patient-centered care [8], 
shared decision-making [9], and the integration of psychosocial 
factors into clinical reasoning [5]. These approaches maintain 
methodological rigor while acknowledging the complexity of 
human experience in illness. My insistence that a more fundamental 
philosophical shift is needed raises important questions about the 
relationship between epistemology and methodology in healthcare.

What distinguishes my approach—and makes it potentially 
problematic from an epistemological perspective—is the explicit 
incorporation of spiritual and existential dimensions into the 
healing framework. While acknowledging spiritual concerns 
may enhance patient care, my assertion that the Cartesian split 
is "worn out" fails to recognize that methodological naturalism 
(not philosophical materialism) remains essential for scientific 

investigation and validation of clinical interventions. The question 
then becomes whether his proposed alternatives can maintain 
methodological rigor while incorporating spiritual dimensions, or 
whether they inadvertently reintroduce pre-scientific thinking into 
clinical practice.

Methodological Challenges
Central to this new healing philosophy is the concept of the sacred-
profane dialectic in therapeutic encounters. Drawing on the work 
of religious scholars like Mircea Eliade [10], who explored how 
sacred space creates order and meaning in human experience, I 
applied this framework to the clinical setting. I argue that authentic 
healing emerges when the therapeutic encounter is recognized as 
a space where the sacred and profane dimensions of existence 
intersect [2].

This application of religious studies concepts to clinical practice 
raises significant methodological challenges. While evidence-
based medicine (EBM) has established itself as the dominant 
paradigm for clinical decision-making through its emphasis on 
empirical validation and systematic evaluation of interventions 
[11], the sacred-profane dialectic introduces conceptual categories 
that resist operationalization and empirical testing. Critics have 
pointed out that such frameworks risk being unfalsifiable and 
therefore falling outside the boundaries of scientific healthcare 
[12].

Greenhalgh and colleagues have argued for a "renaissance" in 
the evidence-based movement that would incorporate a broader 
range of evidence types and recognize the interpretive dimension 
of all clinical knowledge [13]. However, their critique operates 
within the methodological framework of science, whereas the 
sacred-profane dialectic potentially introduces supernatural or 
metaphysical claims that transcend empirical investigation. This 
raises a fundamental epistemological question: can concepts 
derived from religious studies be meaningfully integrated into 
clinical practice without compromising the methodological 
foundations of healthcare science?

Research on spirituality and health outcomes has suggested 
associations between spiritual well-being and various health 
indicators [14]. However, such research typically operationalizes 
spirituality in psychological terms (e.g., as meaning-making, 
connectedness, or transcendence) rather than adopting 
metaphysical frameworks. Koenig's model of spirituality in patient 
care [15] attempts to integrate spiritual assessment into standard 
clinical practice while maintaining methodological naturalism. In 
contrast, my assertion that the clinical encounter itself can become 
a "sacred space" [2] risks conflating metaphorical and literal uses 
of religious language in ways that may confuse rather than clarify 
the therapeutic process.

Moreover, in pluralistic societies with diverse religious and secular 
worldviews, privileging specific theological frameworks raises 
ethical concerns about imposing particular spiritual perspectives 
on patients who may not share them. While my approach might 
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resonate with patients who share my spiritual orientation, it 
potentially alienates those with different worldviews, raising 
questions about inclusivity and respect for patient autonomy.

Hermeneutics in Medicine
I advocate for "an integrated hermeneutic approach to both 
medical evidence and patient encounters" that combines "scientific 
rigor with interpretive wisdom" [16]. This perspective draws on 
philosophical hermeneutics, particularly the work of Gadamer 
[17], who argued that understanding always involves interpretation 
and application, not merely the apprehension of objective facts. 
While this recognition of the interpretive dimension of clinical 
practice offers valuable insights, it also introduces tensions with 
the methodological requirements of evidence-based healthcare.

The hermeneutic approach contrasts with the positivist 
epistemology that underlies much of evidence-based medicine, 
which privileges randomized controlled trials and meta-analyses 
as the gold standard for medical knowledge [18]. EBM has 
evolved to acknowledge the importance of clinical expertise and 
patient values alongside research evidence [19], but it maintains 
a commitment to methodological rigor in evaluating clinical 
interventions. Critics argue that my emphasis on interpretation 
risks privileging subjective clinical judgments over systematically 
validated approaches, potentially reintroducing the very variability 
and bias that EBM sought to address [20].

Recent developments in medical epistemology have begun to 
explore the interpretive dimension of clinical practice. Narrative 
medicine, developed by Charon [21], emphasizes the importance 
of narrative competence in clinical practice, enabling clinicians 
to recognize, absorb, interpret, and be moved by patients' 
stories. Similarly, Montgomery's work on clinical judgment [22] 
highlights the interpretive, phronetic nature of medical reasoning, 
challenging the view that clinical decisions can be reduced to 
the application of scientific rules. These approaches, however, 
maintain a commitment to integrating interpretive understanding 
with biomedical knowledge rather than positioning them as 
competing frameworks.

My hermeneutic approach extends beyond these developments 
by emphasizing the spiritual and existential dimensions of 
interpretation. The work on "intuition and imagination in the 
clinical decision-making process" [23] suggests that clinical 
judgment involves not only scientific knowledge and narrative 
competence but also a form of wisdom that integrates multiple 
ways of knowing, including the spiritual. This raises critical 
questions about the relationship between intuition, evidence, and 
clinical decision-making.

Research on clinical intuition [24] suggests that expert clinicians 
develop pattern recognition abilities operating below the level 
of conscious reasoning. However, this research typically frames 
intuition in cognitive and experiential terms rather than spiritual 
ones. By suggesting that intuition may involve "divine presence in 
healing" [25], I have introduced metaphysical claims that cannot be 

empirically validated, potentially undermining the epistemological 
foundations of clinical practice.

Moreover, the history of medicine includes numerous examples of 
intuitive or traditional practices that were later demonstrated to be 
ineffective or harmful when subjected to systematic investigation 
[26]. This historical perspective raises concerns about whether 
my hermeneutic approach provides sufficient safeguards against 
the reintroduction of unvalidated practices based on intuitive or 
spiritual insights rather than empirical evidence.

Relational Healing
Our reconceptualizes healthcare as involving "heterogeneous 
networks where healing emerges through translations between 
actors" rather than "vertical authority structures and technical 
interventions" [3]. This relational view of healing challenges 
the predominant model of healthcare delivery, which tends to 
prioritize technological interventions and specialist expertise. 
While this critique offers valuable insights into the limitations of 
overly technocratic approaches to healthcare, it also introduces 
significant implementation challenges that I have not as yet 
adequately addressed.

The concept of relational healing aligns with growing evidence 
for the therapeutic impact of the clinician-patient relationship. 
Research on the therapeutic alliance in psychotherapy consistently 
demonstrates its importance for treatment outcomes [27], while 
studies in primary care suggest that continuity of care is associated 
with improved health outcomes and patient satisfaction [28]. 
However, the theological framing of the healing relationship 
introduces additional complexity that may hinder rather than 
facilitate implementation in contemporary healthcare systems.

By suggesting that the clinician-patient relationship has a 
"covenantal rather than merely contractual nature" [29] and 
invoking concepts like "divine presence and concealment in 
the therapeutic space" [30], I admittedly have moved beyond 
empirically validated relationship factors toward metaphysical 
frameworks that resist operationalization. This raises questions 
about how such concepts could be implemented in healthcare 
education, practice guidelines, or quality improvement initiatives 
without becoming either diluted to meaninglessness or imposed as 
dogmatic principles.

Contemporary healthcare has made efforts to address the 
relational dimension of healing through team-based care models 
[31] and increased emphasis on communication skills in medical 
education [32]. However, structural factors including time 
constraints, documentation requirements, and payment systems 
often undermine these efforts by prioritizing efficiency and 
standardization over meaningful human connection [33]. While I 
have identified these systemic challenges, the solution—a return to 
covenantal healing relationships with spiritual dimensions—may 
be incompatible with the economic and organizational realities of 
modern healthcare systems needing an experimental clinic space 
to demonstrate my claims.
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Furthermore, the emphasis on the sacred dimensions of healing 
relationships raises questions about power dynamics and boundary 
issues in clinical practice. Traditional healing roles often involved 
spiritual authority alongside clinical expertise, a combination that 
has historically led to both beneficial and harmful outcomes for 
patients [34]. Contemporary healthcare ethics emphasizes respect 
for patient autonomy and informed consent [35], principles that 
admittedly may be compromised by frameworks that reintroduce 
spiritual authority into clinical relationships without safeguards 
and boundaries.

The Crisis of Language
I have pointed out the "limitations of conventional clinical 
discourse" when working with patients whose experiences "resist 
categorization or exceed the boundaries of diagnostic language" 
[36]. While this recognition of language's limitations has merit, 
the framing of this as a "crisis" may overstate the problem and 
undervalue the progress made in developing more nuanced clinical 
terminology and communication approaches.

The standardized language of medicine, embodied in classification 
systems like the International Classification of Diseases (ICD) 
and the Diagnostic and Statistical Manual of Mental Disorders 
(DSM), enables communication among healthcare professionals 
and facilitates research and quality measurement [37]. These 
systems have evolved over time to incorporate greater complexity 
and nuance, with the DSM-5, for example, moving toward 
dimensional rather than purely categorical approaches to mental 
disorders [38]. Critics have rightfully identified the potential for 
these systems to reduce complex human experiences to simplified 
diagnostic categories [39], but they also acknowledge their utility 
in facilitating research and treatment development.

The work on "the crisis of language in therapeutic spaces" 
[36] suggests that healing requires forms of communication 
that transcend the limitations of diagnostic categories. While 
this perspective aligns with narrative medicine's emphasis on 
bearing witness to patients' suffering [40] and phenomenological 
approaches to illness [41], it potentially romanticizes pre-scientific 
or non-scientific forms of discourse without demonstrating their 
superiority in promoting healing outcomes. This still needs to be 
demonstrated clinically.

Recent developments in healthcare communication include 
increased attention to health literacy [42] and shared decision-
making [43], which aim to bridge the gap between clinical and 
lay language. These approaches maintain scientific precision while 
making medical concepts accessible to patients, representing a 
pragmatic response to the challenges of clinical communication 
rather than a rejection of scientific discourse.

My exploration of "revelation in concealment" [29] suggests 
that healing may sometimes emerge not through more precise 
clinical terminology but through forms of communication that 
acknowledge mystery and ambiguity. While this perspective may 
have value in certain contexts, particularly in end-of-life care or 

when addressing existential aspects of illness, it risks undermining 
the communicative clarity needed for accurate diagnosis, informed 
consent, and effective treatment planning in many clinical 
situations. A new taxonomy maybe needed to incorporate these 
values.

Moreover, my emphasis on the spiritual dimensions of language 
and silence may not be equally applicable or appropriate across 
diverse patient populations. In pluralistic societies, patients bring 
varied cultural, religious, and philosophical perspectives to the 
clinical encounter, requiring healthcare providers to adapt their 
communication approaches rather than imposing a single model 
of discourse. This diversity raises questions about the universal 
applicability of my language critique and proposed alternatives.

Sacred-Profane Dialectic: An Ontology-Epistemology Divide
The critical assessment of our healing philosophy can be 
significantly enriched by applying Bodenreider and Smith's 
framework on the ontology-epistemology divide in medical 
terminology [44]. Their analysis provides a powerful lens through 
which to examine the fundamental tensions in my approach to 
healthcare and reveals how the sacred-profane dialectic may 
inadvertently conflate ontological and epistemological dimensions.

Bodenreider and Smith distinguish between terms that represent 
"invariant features (classes, universals) of biomedical reality" 
(ontology) and terms that convey "how this reality is perceived, 
measured, and understood by health professionals" (epistemology). 
This distinction illuminates a critical problem in our framework: 
the sacred-profane dialectic frequently conflates statements about 
what exists in healthcare (ontological claims) with statements about 
how we know or perceive healthcare phenomena (epistemological 
claims).

Consider the concept of "divine presence and concealment in the 
therapeutic space" [30]. This concept resembles what Bodenreider 
and Smith identify as "terms reflecting detectability, modality, 
uncertainty, and vagueness." Just as terms like "possible tubo-
ovarian abscess" reflect the physician's confidence rather than 
properties of the disease itself, our notion of divine presence 
represents an epistemological claim about how the therapeutic 
encounter is perceived rather than an ontological claim about what 
constitutes that encounter.

Similarly, my emphasis on "sacred and profane space in the 
therapeutic encounter" [2] parallels what Bodenreider and Smith 
call "terms reflecting mere fiat boundaries." Just as normality in 
biological characteristics is determined relative to a population 
and varies across time and geography, the designation of clinical 
spaces as "sacred" introduces boundaries that are contextual 
and perception-dependent rather than intrinsic to the therapeutic 
environment itself.

This conflation is particularly problematic in clinical contexts 
where precision is essential. Bodenreider and Smith note that 
epistemology-loaded terms often "do not comply with sound 
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classification principles" and are "likely to cause problems in 
the evolution and alignment of terminologies." Similarly, my 
integration of spiritual terminology into clinical discourse risks 
introducing conceptual confusion that complicates rather than 
clarifies healthcare practice.

The "conjunction" problem identified by Bodenreider and Smith 
also appears in terms like "Tuberculosis of adrenal glands, tubercle 
bacilli not found (in sputum) by microscopy, but found by bacterial 
culture" combine disease classification with information about how 
knowledge was obtained, my concept of "hermeneutic approaches 
to medicine" [16] combines claims about healthcare itself with 
claims about how healthcare is interpreted. This conjunction 
creates terminological entities that lack ontological validity while 
appearing to designate distinct classes of phenomena.

Relational Healing
Our reconceptualizes healthcare as involving "heterogeneous 
networks where healing emerges through translations between 
actors" rather than "vertical authority structures and technical 
interventions" [3]. This relational view of healing challenges 
the predominant model of healthcare delivery, which tends to 
prioritize technological interventions and specialist expertise. 
While this critique offers valuable insights into the limitations of 
overly technocratic approaches to healthcare, it also introduces 
significant implementation challenges that I have not as yet 
adequately addressed.

The concept of relational healing aligns with growing evidence 
for the therapeutic impact of the clinician-patient relationship. 
Research on the therapeutic alliance in psychotherapy consistently 
demonstrates its importance for treatment outcomes [27], while 
studies in primary care suggest that continuity of care is associated 
with improved health outcomes and patient satisfaction [28]. 
However, the theological framing of the healing relationship 
introduces additional complexity that may hinder rather than 
facilitate implementation in contemporary healthcare systems.

By suggesting that the clinician-patient relationship has a 
"covenantal rather than merely contractual nature" [29] and 
invoking concepts like "divine presence and concealment in 
the therapeutic space" [30], I admittedly have moved beyond 
empirically validated relationship factors toward metaphysical 
frameworks that resist operationalization. This raises questions 
about how such concepts could be implemented in healthcare 
education, practice guidelines, or quality improvement initiatives 
without becoming either diluted to meaninglessness or imposed as 
dogmatic principles.

Contemporary healthcare has made efforts to address the 
relational dimension of healing through team-based care models 
[31] and increased emphasis on communication skills in medical 
education [32]. However, structural factors including time 
constraints, documentation requirements, and payment systems 
often undermine these efforts by prioritizing efficiency and 
standardization over meaningful human connection [33]. While I 

have identified these systemic challenges, the solution—a return to 
covenantal healing relationships with spiritual dimensions—may 
be incompatible with the economic and organizational realities of 
modern healthcare systems needing an experimental clinic space 
to demonstrate my claims.

Furthermore, the emphasis on the sacred dimensions of healing 
relationships raises questions about power dynamics and boundary 
issues in clinical practice. Traditional healing roles often involved 
spiritual authority alongside clinical expertise, a combination that 
has historically led to both beneficial and harmful outcomes for 
patients [34]. Contemporary healthcare ethics emphasizes respect 
for patient autonomy and informed consent [35], principles that 
admittedly may be compromised by frameworks that reintroduce 
spiritual authority into clinical relationships without safeguards 
and boundaries.

The Crisis of Language
I have pointed out the "limitations of conventional clinical 
discourse" when working with patients whose experiences "resist 
categorization or exceed the boundaries of diagnostic language" 
[36]. While this recognition of language's limitations has merit, 
the framing of this as a "crisis" may overstate the problem and 
undervalue the progress made in developing more nuanced clinical 
terminology and communication approaches.

The standardized language of medicine, embodied in classification 
systems like the International Classification of Diseases (ICD) 
and the Diagnostic and Statistical Manual of Mental Disorders 
(DSM), enables communication among healthcare professionals 
and facilitates research and quality measurement [37]. These 
systems have evolved over time to incorporate greater complexity 
and nuance, with the DSM-5, for example, moving toward 
dimensional rather than purely categorical approaches to mental 
disorders [38]. Critics have rightfully identified the potential for 
these systems to reduce complex human experiences to simplified 
diagnostic categories [39], but they also acknowledge their utility 
in facilitating research and treatment development.

The work on "the crisis of language in therapeutic spaces" 
[36] suggests that healing requires forms of communication 
that transcend the limitations of diagnostic categories. While 
this perspective aligns with narrative medicine's emphasis on 
bearing witness to patients' suffering [40] and phenomenological 
approaches to illness [41], it potentially romanticizes pre-scientific 
or non-scientific forms of discourse without demonstrating their 
superiority in promoting healing outcomes. This still needs to be 
demonstrated clinically.

Recent developments in healthcare communication include 
increased attention to health literacy [42] and shared decision-
making [43], which aim to bridge the gap between clinical and 
lay language. These approaches maintain scientific precision while 
making medical concepts accessible to patients, representing a 
pragmatic response to the challenges of clinical communication 
rather than a rejection of scientific discourse.
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My exploration of "revelation in concealment" [29] suggests 
that healing may sometimes emerge not through more precise 
clinical terminology but through forms of communication that 
acknowledge mystery and ambiguity. While this perspective may 
have value in certain contexts, particularly in end-of-life care or 
when addressing existential aspects of illness, it risks undermining 
the communicative clarity needed for accurate diagnosis, informed 
consent, and effective treatment planning in many clinical 
situations. A new taxonomy maybe needed to incorporate these 
values.

Moreover, my emphasis on the spiritual dimensions of language 
and silence may not be equally applicable or appropriate across 
diverse patient populations. In pluralistic societies, patients bring 
varied cultural, religious, and philosophical perspectives to the 
clinical encounter, requiring healthcare providers to adapt their 
communication approaches rather than imposing a single model 
of discourse. This diversity raises questions about the universal 
applicability of my language critique and proposed alternatives.

Sacred-Profane Dialectic: An Ontology-Epistemology Divide
The critical assessment of our healing philosophy can be 
significantly enriched by applying Bodenreider and Smith's 
framework on the ontology-epistemology divide in medical 
terminology [44]. Their analysis provides a powerful lens through 
which to examine the fundamental tensions in my approach to 
healthcare and reveals how the sacred-profane dialectic may 
inadvertently conflate ontological and epistemological dimensions.

Bodenreider and Smith distinguish between terms that represent 
"invariant features (classes, universals) of biomedical reality" 
(ontology) and terms that convey "how this reality is perceived, 
measured, and understood by health professionals" (epistemology). 
This distinction illuminates a critical problem in our framework: 
the sacred-profane dialectic frequently conflates statements about 
what exists in healthcare (ontological claims) with statements about 
how we know or perceive healthcare phenomena (epistemological 
claims).

Consider the concept of "divine presence and concealment in the 
therapeutic space" [30]. This concept resembles what Bodenreider 
and Smith identify as "terms reflecting detectability, modality, 
uncertainty, and vagueness." Just as terms like "possible tubo-
ovarian abscess" reflect the physician's confidence rather than 
properties of the disease itself, our notion of divine presence 
represents an epistemological claim about how the therapeutic 
encounter is perceived rather than an ontological claim about what 
constitutes that encounter.

Similarly, my emphasis on "sacred and profane space in the 
therapeutic encounter" [2] parallels what Bodenreider and Smith 
call "terms reflecting mere fiat boundaries." Just as normality in 
biological characteristics is determined relative to a population 
and varies across time and geography, the designation of clinical 
spaces as "sacred" introduces boundaries that are contextual 
and perception-dependent rather than intrinsic to the therapeutic 

environment itself.

This conflation is particularly problematic in clinical contexts 
where precision is essential. Bodenreider and Smith note that 
epistemology-loaded terms often "do not comply with sound 
classification principles" and are "likely to cause problems in 
the evolution and alignment of terminologies." Similarly, my 
integration of spiritual terminology into clinical discourse risks 
introducing conceptual confusion that complicates rather than 
clarifies healthcare practice.

The "conjunction" problem identified by Bodenreider and Smith 
also appears in terms like "Tuberculosis of adrenal glands, tubercle 
bacilli not found (in sputum) by microscopy, but found by bacterial 
culture" combine disease classification with information about how 
knowledge was obtained, my concept of "hermeneutic approaches 
to medicine" [16] combines claims about healthcare itself with 
claims about how healthcare is interpreted. This conjunction 
creates terminological entities that lack ontological validity while 
appearing to designate distinct classes of phenomena.

The parallels with "terms created in order to obtain a complete 
partition of the domain" are also striking. Bodenreider and 
Smith note that such terms, like "Cystic fibrosis with other 
manifestations," create artificial classes whose definitions are 
relative to other classes and vary across classification systems. 
Similarly, my attempt to incorporate spiritual dimensions into 
healthcare terminology may create artificial categories whose 
meanings vary depending on the religious or cultural framework 
being applied, thus complicating rather than facilitating cross-
cultural healthcare delivery.

Perhaps most significantly, my approach resembles what 
Bodenreider and Smith describe as "issues related to normality and 
to fiat boundaries." Just as normality in biological characteristics 
varies across populations and time periods, the perception of 
"sacred" dimensions in healthcare is inevitably relative to cultural 
and religious contexts. This relativity undermines the universal 
applicability that effective healthcare terminology requires.

A more methodologically sound approach would explicitly 
distinguish between claims about what exists in healthcare 
(ontology) and claims about how healthcare phenomena are 
perceived or known (epistemology), avoiding the conflation that I 
have hitherto succumbed to.

The Deuteronomic Shame Perspective
The analysis of Deuteronomy XXV 11-12 provided by P. Eddy 
Wilson [45] offers another critical lens through which to examine 
my healing philosophy. Wilson's interpretation of this biblical 
law as a "shaming sanction" rather than a literal prescription for 
mutilation reveals how cultural frameworks of shame and honor 
can be misinterpreted when viewed through contemporary lenses. 
This perspective has profound implications for evaluating the 
sacred-profane dialectic and its application to modern healthcare.
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Wilson argues that the seemingly harsh punishment prescribed 
in Deuteronomy (cutting off a woman's hand for seizing a man's 
genitals during a fight) was likely a "substantively just law" 
rather than a "procedurally just law"—a deterrent meant to shape 
behavior through the threat of shame rather than a punishment 
routinely carried out. This distinction parallels the problematic 
aspects of my approach: his incorporation of spiritual language 
into clinical contexts may function more as rhetorical midrashic 
move than as substantive guidance for practice.

Just as Wilson identifies the Deuteronomic law as operating within 
a "shame-based culture" rather than a "guilt-based culture," my 
framework appears to import shame-based religious concepts into 
the predominantly evidence-based culture of modern healthcare. 
This cultural mismatch creates significant tensions. Contemporary 
healthcare systems are designed to function on the basis of 
empirical evidence and standardized procedures, not on concepts 
of sacred and profane that derive from religious traditions. I will be 
addressing this issue with subsets of religious hierarchies that defy 
authoritarian structures [45-48].

Furthermore, Wilson's distinction between "shame-affects" and 
"shame-binds" provides insight into the potential psychological 
impact of our approach. By introducing concepts like "divine 
presence in healing" [25] into clinical contexts, I still might be 
creating what Wilson might call "shame-affects" for practitioners 
and patients who do not share a religious framework. Those who 
do not experience or acknowledge the "sacred" dimensions I 
describe may feel inadequate or deficient, just as individuals in a 
shame-based culture might feel diminished by failing to conform 
to community standards [49-52].

The critical difference, however, is that while the Deuteronomic 
law functioned within a coherent cultural system where shame was 
an established mechanism of social control, modern healthcare 
operates in a pluralistic context where patients and practitioners 
come from diverse cultural and religious backgrounds. My 
attempt to universalize his particular spiritual perspective attempts 
inadequately to account for this diversity, potentially marginalizing 
those who do not share a religious framework.

Like the law in Deuteronomy that Wilson argues was "for the 
books" rather than for routine enforcement, the spiritualized 
approach may be more valuable as a philosophical counterpoint to 
extreme reductionism than as a practical framework for healthcare 
delivery. Its primary function may be to remind us of the limitations 
of purely materialistic approaches to healing rather than to provide 
a workable alternative methodology.

Critique
The critical examination of my healing philosophy through 
the lenses of Bodenreider and Smith's ontology-epistemology 
distinction and Wilson's analysis of shame-based legislation reveals 
fundamental problems extending beyond theoretical concerns 
to practical implications for healthcare delivery, education, and 
policy.

This problem is particularly acute in educational contexts. I have 
suggested that medical education should incorporate "hermeneutic 
approaches and attention to spirituality into clinical training" [53]. 
However, without a clear distinction between ontological claims 
(what exists in healthcare) and epistemological claims (how we 
know or perceive healthcare phenomena), such education risks 
confusing students rather than enhancing their clinical reasoning. 
Medical students need conceptual clarity about the difference 
between empirical observations and interpretive frameworks, not 
a conflation of the two.

The implications for healthcare environments are also problematic. 
I proposed "designing clinical spaces that recognize both functional 
requirements and the sacred dimensions of healing" [54]. But as 
Bodenreider and Smith's analysis suggests, terms like "sacred" 
introduce fiat boundaries that vary across cultural and religious 
contexts. In pluralistic societies, imposing such boundaries in 
clinical environments risks creating spaces that resonate with 
some cultural groups while alienating others [55-63].

Perhaps most significantly, our proposals for "integrated care 
models" that address spiritual dimensions alongside biological, 
psychological, and social factors [64] fail to distinguish between 
empirical claims about healthcare outcomes and interpretive 
claims about healthcare meanings. Without this distinction, it 
becomes difficult to evaluate the effectiveness of interventions or 
to communicate clearly across disciplinary boundaries [65-74].

Effective healthcare reform requires conceptual clarity about the 
distinction between what exists in healthcare and how healthcare 
phenomena are perceived or known—a clarity that sacred-profane 
dialectic have yet to provide [3,53,54,75-82].

Conclusion
Our proposed healing philosophy represents a humble attempt to 
address perceived limitations in modern healthcare by reintegrating 
spiritual dimensions into clinical practice. However, critical 
examination of his framework through the lenses of Bodenreider 
and Smith's ontology-epistemology distinction and Wilson's 
analysis of shame-based legislation reveals methodological issues 
that as yet/ undermine its practical utility.

The core problem lies in the conflation of ontological claims about 
what exists in healthcare with epistemological claims about how 
healthcare phenomena are perceived or known. This conflation 
creates conceptual confusion rather than clarity, introducing what 
Bodenreider and Smith call "epistemology-loaded terms" that 
obscure rather than illuminate the nature of healthcare. Just as 
terms like "possible tubo-ovarian abscess" reflect the clinician's 
state of knowledge rather than properties of the disease itself, 
concepts like "divine presence in healing" and "sacred space in the 
therapeutic encounter" reflect interpretive frameworks rather than 
empirically verifiable phenomena.

This confusion is exacerbated by what Wilson might identify 
as a mismatch between shame-based religious concepts and the 
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predominantly evidence-based culture of modern healthcare. Just 
as the seemingly harsh law in Deuteronomy must be understood 
within its cultural context as a deterrent rather than a literal 
prescription, the spiritualized language must be understood as a 
rhetorical counterpoint to excessive materialism rather than as 
practical guidance for healthcare delivery.

Despite these substantial methodological flaws, our critique 
of reductionism in healthcare identifies legitimate limitations 
in purely biomedical approaches. The challenge is to address 
these limitations without falling into the trap of methodological 
confusion. A sounder approach would explicitly distinguish 
between empirical claims about healthcare outcomes and 
interpretive claims about healthcare meanings, avoiding the 
conflation.

Such an approach might draw on evidence-based studies of 
spirituality and health while maintaining methodological rigor. 
It would acknowledge the importance of meaning-making in 
healthcare without imposing particular religious frameworks 
on diverse patient populations. It would recognize that spiritual 
well-being may contribute to health outcomes while maintaining 
conceptual clarity about the distinction between correlation and 
causation.

Most importantly, a methodologically sound integration of 
spirituality in healthcare would respect the pluralistic nature of 
contemporary societies, avoiding the imposition of particular 
religious frameworks on patients and practitioners from diverse 
backgrounds. It would offer spiritual resources as options rather 
than imperatives, respecting patient autonomy and cultural 
diversity.

In conclusion, by distinguishing more clearly between 
ontological and epistemological dimensions, and by respecting 
the pluralistic nature of contemporary societies, future efforts 
to integrate spirituality into healthcare may avoid these pitfalls 
while addressing the legitimate limitations of purely biomedical 
approaches. The challenge is not to reject spiritual dimensions 
entirely, but to incorporate them in ways that maintain conceptual 
clarity, methodological rigor, and respect for diversity.
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