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ABSTRACT
Shame and guilt represent widespread but inadequately addressed phenomena in healthcare encounters that 
significantly impact patient experience and clinical outcomes. While medical practice has advanced dramatically 
in diagnostic and therapeutic capabilities, the psychological and spiritual dimensions of illness—particularly 
the corrosive effects of shame and guilt—remain systematically underexplored despite growing evidence of their 
profound influence on healing and recovery.

Objective: To synthesize current research on medical shame and guilt while examining how theological perspectives, 
particularly those derived from twelve-step recovery models and the pioneering work of Dr. Julian Ungar-Sargon, 
can transform healthcare's approach to these universal aspects of human suffering.

This comprehensive review integrates research from medical anthropology, narrative theory, feminist analysis, 
theological perspectives, and clinical outcomes studies. Special attention is given to Dr. Ungar-Sargon's extensive 
body of work on theological medicine, including his development of the Tzimtzum Model, hermeneutic approaches 
to patient care, and frameworks for divine presence in therapeutic encounters.

Current research reveals that medical shame operates across diverse patient populations and medical conditions, 
often inadvertently reinforced by biomedical discourse that emphasizes causation and personal responsibility. 
Women with chronic pain demonstrate sophisticated "credibility work" to maintain legitimacy within medical 
contexts, while patients across conditions report iatrogenic shame induced by clinical encounters. Dr. Ungar-
Sargon's research demonstrates successful integration of theological perspectives in clinical practice, revealing 
how the twelve-step model's systematic approach to addressing powerlessness, confession, and reconciliation can 
be adapted for broader healthcare applications. His work on creating sacred space in therapeutic encounters, 
hermeneutic approaches treating patients as sacred texts, and frameworks for divine presence and concealment 
provides evidence-based methodologies for implementing theological medicine while maintaining scientific rigor.

Addressing medical shame and guilt requires fundamental reconsideration of healthcare delivery, moving beyond 
purely biomedical approaches to embrace models that preserve dignity, acknowledge universal human vulnerability, 
and create sacred space for healing. The twelve-step model provides a compelling template for this transformation, 
demonstrated through Dr. Ungar-Sargon's extensive clinical research. Healthcare providers can successfully 
integrate spiritual perspectives while maintaining professional boundaries and scientific excellence, practicing 
medicine that addresses not only physical symptoms but also the deeper spiritual wounds that accompany illness. 
Future research must continue developing this theological medicine framework through measurement development, 
intervention studies, provider training, and organizational implementation strategies.
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Introduction
The intersection of shame, guilt, and healthcare represents an 
emerging and critically important area of research that addresses 
fundamental gaps in our understanding of patient experience 
and therapeutic outcomes. While medical practice has advanced 
dramatically in diagnostic and therapeutic capabilities, systematic 
investigation into the psychological and spiritual dimensions of 
illness—particularly the pervasive effects of shame and guilt—
remains underdeveloped despite growing evidence of their 
profound impact on healing and recovery. Recent scholarship 
has begun exploring how theological perspectives, particularly 
those derived from twelve-step recovery models, might transform 
healthcare's approach to these universal aspects of human suffering.

The Scope and Scale of Medical Shame
Recent research has documented the widespread nature of 
shame and guilt in healthcare encounters across diverse patient 
populations and medical conditions. A seminal study by Werner, 
Isaksen, and Malterud examining women with chronic muscular 

pain reveals the profound complexity of medical shame and 
its intersection with gender dynamics in healthcare [1]. Their 
research demonstrates how these women engage in sophisticated 
"credibility work" to maintain legitimacy within medical contexts, 
describing themselves as "strong" while simultaneously distancing 
themselves from other patients who engage in what they perceive 
as excessive "complaining."

The Werner study reveals a striking paradox: women with chronic 
pain simultaneously acknowledge their severe limitations while 
emphasizing their strength, creating what the researcher’s term 
"apparently paradoxical contradictions" in their illness narratives. 
One participant exemplifies this dynamic: "I've always been so 
strong and robust, but I feel very much alone with these things; 
like a neurotic, whining woman. In the end you wonder whether 
the others are right and that it's you that there is something wrong 
with: But my back will never be cured by going to a psychologist" 
[1]. This quote encapsulates the profound shame these patients 
experience, feeling compelled to question their own reality while 
simultaneously asserting the legitimacy of their suffering.

Werner and colleagues' analysis reveals that these women's illness 
stories function as "moral plot and argumentation" directed toward 
healthcare providers, researchers, and the general public. As 
the researchers explain, "As a plot, their stories attempt to cope 
with psychological and alternative explanations of the causes of 
their pain. As performance, their stories attempt to cope with the 
scepticism and distrust they report having been met with. Finally, 
as arguments, their stories attempt to convince us about the 
credibility of their pain as real and somatic rather than imagined 
or psychological" [1]. This dynamic reveals the complex moral 
terrain patients must navigate to maintain legitimacy within 
medical contexts.

This phenomenon extends far beyond chronic pain conditions 
and reflects what might be termed "iatrogenic shame"—shame 
inadvertently induced by medical discourse itself [2]. The Werner 
study demonstrates how women with chronic pain navigate cultural 
discourses that position them as potentially "crazy, lazy, illness-
fixed or weak woman[en]," leading them to carefully manage their 
self-presentation to avoid these stigmatizing characterizations 
[1]. Behind their narratives, the researchers identify "whispered 
accounts relating to the medical narrative about hysteria" and 
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"rejections of the stereotype medical discourse" that continues to 
influence contemporary medical encounters.

Research by Baider examining cancer patients reveals another 
dimension of medical shame, particularly around issues of 
disclosure and secrecy [3]. Cancer patients, especially men 
with prostate cancer, face "dual stigmatization of cancer and 
impotence," leading to profound concealment behaviors that 
affect both individual and family well-being. Baider's research 
demonstrates how "shame generates concealment out of a fear of 
rendering the self-unacceptable," in contrast to guilt which "invites 
confession and forgiveness" [3]. This concealment creates what 
she terms "protective buffering," where patients hide concerns and 
worries to avoid burdening family members, ultimately leading to 
isolation and increased psychological distress.

Cancer patients frequently report feeling "no longer capable of 
fulfilling their role" due to treatment effects, experiencing "feelings 
of inferiority" from the stigmatization of their condition [3]. 
Baider's clinical case studies reveal how patients live in "constant 
tension between withholding personal anguish about their disease 
and sharing private struggles," demonstrating how medical shame 
operates across different illness contexts while maintaining similar 
patterns of concealment and isolation.

Cancer patients frequently report profound guilt about their 
diagnoses despite absence of clear causal factors, while patients 
with obesity face systematic stigmatization that compounds 
medical shame [4]. Mental health patients encounter dual stigma 
related both to their conditions and to seeking psychiatric treatment, 
while veterans experience moral injury that intersects with shame 
about needing mental health care [5]. These diverse manifestations 
suggest that medical shame represents a universal aspect of illness 
experience rather than condition-specific responses.

Baider's research on cancer patients reveals the profound 
psychological impact of medical shame, noting that "shame may 
be one of the most hidden human feelings" with patients reluctant 
to discuss "their own shameful experiences and often do not even 
want to admit having this feeling" [3]. Her work identifies three 
psychological aspects of shame in medical contexts: anxiety in 
situations of threatened exposure, emotional reactions to perceived 
inadequacy, and the development of character traits centered on 
concealment. This research demonstrates how medical shame 
"comes with consciousness - particularly self-consciousness – that 
is the awareness of our inadequacy and worthlessness" and creates 
"the sense of being cut off from an essential source of family 
support, community, God or other" [3].

The Werner study reveals how this universal experience manifests 
through gendered dynamics, with women reporting that "telling 
absolutely everyone how much pain one has is not very smart! It is 
boring to listen to, and I think it is very negative to make this into 
a big problem" [1]. This internalization of cultural taboos around 
illness expression demonstrates how patients’ police their own 
narratives to conform to societal expectations about appropriate 

illness behavior.

Contemporary research by Dr. Julian Ungar-Sargon has 
documented how "patients experiencing profound spiritual 
crises, existential uncertainties, or trauma that defies articulation 
often struggle against the very linguistic frameworks intended 
to facilitate healing" [6]. This observation reveals a fundamental 
limitation in conventional clinical discourse when addressing the 
existential dimensions of illness that frequently manifest as shame 
and guilt.

From Biomedical to Theological Medicine
Current research employs diverse theoretical frameworks to 
understand medical shame and guilt, with an emerging recognition 
that theological perspectives offer unique resources for addressing 
these profound human experiences. The biomedical model, while 
revolutionary in advancing scientific understanding of disease, 
may inadvertently reinforce patient guilt through its emphasis 
on etiology and risk factors [6]. By consistently seeking causal 
explanations for illness, medical discourse can transform neutral 
biological processes into moral narratives where patients become 
responsible for their own suffering.

In contrast, theological frameworks offer alternative approaches 
that can relieve rather than amplify patient suffering. In "The 
Tzimtzum Model and Doctor-Patient Relationships" we apply 
the Kabbalistic concept of divine self-contraction to create space 
for patient vulnerability without judgment within therapeutic 
encounters [7]. This model exemplifies how healthcare providers 
can create sacred space where shame and guilt can be addressed 
through divine presence rather than clinical judgment.

The Hebrew concept of tzimtzum, describing divine self-
contraction to make space for creation, provides a model for 
healthcare encounters where providers create sacred space for 
patient vulnerability without judgment [8]. Christian traditions 
of accompaniment emphasize presence over problem-solving, 
while Islamic concepts of qadar (divine decree) and Buddhist 
understanding of suffering as universal human experience offer 
frameworks for understanding illness that preserve dignity while 
acknowledging limitation [9].
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The distinction between shame and guilt has emerged as crucial in 
both psychological and theological research. While guilt involves 
feelings of responsibility for specific actions ("I did something 
bad"), shame encompasses a global sense of personal inadequacy 
("I am bad") [10]. 

This differentiation has important implications for therapeutic 
interventions, as shame creates more profound psychological 
distress by attacking core identity rather than specific behaviors. 
Theological approaches specifically address this distinction by 
offering frameworks for grace and redemption that can transform 
shame-based narratives into healing-oriented ones.

The Recovery Model as Paradigm 
The twelve-step recovery program, emerging from the intersection 
of medical understanding of addiction and spiritual practices of 
confession, surrender, and transformation, offers a compelling 
paradigm for healthcare transformation [11]. Founded by Bill 
Wilson and Dr. Bob Smith in 1935, Alcoholics Anonymous created 
a revolutionary synthesis that acknowledged addiction as disease 
while providing spiritual framework for recovery—successfully 
navigating the tension between viewing addiction as disease 
versus moral failing.

The twelve steps represent a sophisticated theological anthropology 
that transforms shame and guilt into a disease model through three 
progressive phases:
Steps 1-3: Powerlessness and Surrender
•	 Recognition of powerlessness over addiction removes blame 

and shame
•	 Acknowledgment of "higher power" provides framework for 

grace
•	 Decision to surrender control creates space for healing
Steps 4-9: Moral Inventory and Reconciliation
•	 Honest self-examination externalizes guilt through confession
•	 Admission of wrongs to God, self, and others provides 

absolution
•	 Making amends transforms guilt into constructive action
Steps 10-12: Ongoing Transformation
•	 Continued moral inventory prevents accumulation of shame
•	 Prayer and meditation maintain spiritual connection
•	 Service to others transforms personal suffering into 

compassionate action [12]

Research consistently demonstrates superior outcomes for twelve-
step participation compared to purely medical approaches to 
addiction treatment, with twelve-step involvement correlating 
with sustained recovery, improved psychological well-being, and 
reduced healthcare utilization [13]. More significantly, twelve-
step participation appears to specifically address shame and guilt, 
with studies documenting decreased addiction-related shame and 
increased self-compassion among participants [14].

Ungar-Sargon's research on "The Dialectical Divine: Navigating 
the Tension between Transcendence and Immanence and Relevance 
for 12 Step Recovery" provides sophisticated theological 
grounding for understanding how twelve-step principles can be 
applied beyond addiction treatment to address shame and guilt in 
broader healthcare contexts [15].

Gender, Power, and Embodied Medicine
A significant body of current research examines how gender 
intersects with medical shame, revealing systematic patterns in how 
women's pain and symptoms are evaluated and legitimized within 
healthcare systems. The Werner study provides compelling evidence 
of sophisticated strategies these patients employ to appear credible 
to healthcare providers—what researchers term "credibility work" 
[16]. Werner and colleagues document how women with chronic 
pain must perform "a subtle bodily and gendered balance not to 
appear too strong or too weak, too healthy or too ill, or too smart 
or too disarranged" while "attempting to fit in with normative, 
biomedical expectations of correctness" [1]. This credibility 
work requires careful navigation of gendered expectations about 
appropriate illness behavior, including performing adequate but not 
excessive distress, maintaining appearance standards, and avoiding 
characterization as "complaining" patients. Werner's research 
reveals how these women "tested strategies such as appropriate 
assertiveness, surrendering, and appearance" while working to 
prevent "their illness and (woman) body from being used against 
them as a diagnostic check on disease and morbidity—and perhaps 
also femininity" [1].

The historical shadow of hysteria continues to influence 
contemporary medical encounters, with women reporting awareness 
that their symptoms may be interpreted through psychological 
rather than biomedical frameworks [17]. Werner and colleagues 
document how fibromyalgia and other functional disorders have 
been described as "new psychiatric disorders," "modern forms of 
'hysterical epidemics,'" and "the 'new hysteria(ns),'" noting that "at 
the beginning of the 19th century, the diagnosis hysteria 'manifested 
the very horizon of expectation to femininity' and the woman: 
She was seen as (needing to be) 'sickly, weak, and delicate" [1]. 
This awareness shapes how women present their symptoms and 
construct their illness narratives, often emphasizing their strength 
and resilience while distancing themselves from stereotypical 
images of weak or emotionally unstable patients. Theological 
medicine offers alternative frameworks that can address these 
gendered dynamics by emphasizing universal human vulnerability 
and the sacred nature of suffering, regardless of gender.
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The concept of "gendered moral," developed by feminist theorist 
Frigga Haug, suggests that different moral behaviors are required 
from women than from men, with women's morality particularly 
tied to their relationship with their bodies [18]. Theological 
medicine can address these gendered expectations by offering 
frameworks that preserve dignity while acknowledging the reality 
of illness, moving beyond cultural taboos around illness expression 
to create sacred space for authentic patient experience.

Creating Sacred Space in Healthcare Practice
Theological revisioning of healthcare begins with recognition 
that clinical encounters occur in sacred space where human 
vulnerability meets professional competence. Ungar-Sargon's 
extensive research on the "sacred-profane dialectic inherent in 
therapeutic encounters" demonstrates how "authentic healing 
emerges from recognizing" these sacred dimensions [19]. His work 
reveals systematic approaches to transforming examination rooms 
from sites of medical interrogation into sanctuaries where suffering 
can be acknowledged, witnessed, and held with compassion.

Creating sacred space requires several practical elements that 
current research has begun to identify and validate:
Presence over Productivity: Rather than rushing through clinical 
encounters focused on efficiency metrics, providers cultivate 
presence that allows patients to feel genuinely seen and heard 
[20]. This presence communicates inherent worth beyond medical 
condition or treatment compliance. Research demonstrates 
that patients can distinguish between providers who are merely 
physically present and those who offer authentic presence 
characterized by attention, compassion, and non-judgmental 
acceptance.

Listening for Lament: Theological tradition recognizes lament 
as sacred expression of suffering that requires witness rather 
than solution [21]. Ungar-Sargon's work on "Sacred Listening 
as Experiential Encounter versus Rational Faith" demonstrates 
how providers can learn to hear patient stories as lament—
honest expression of pain, loss, and confusion—that deserves 
validation rather than immediate medical intervention [22]. This 
approach differs fundamentally from biomedical problem-solving 
orientations and creates space for patients to express the full 
reality of their experience without fear of judgment.

Language of Grace: The language used in clinical encounters 
powerfully shapes patient experience of shame and guilt. Ungar-
Sargon's research on "The Crisis of Language in Therapeutic 
Practice" reveals how theological revisioning emphasizes 
language that preserves dignity while acknowledging reality [23]. 
Rather than asking "What did you do to cause this?" providers 
might ask "What has this illness taken from you?" or "How has 
this changed your life?" This shift moves from investigation to 
accompaniment, from judgment to witness.

Hermeneutic Approaches to Medical Practice
Ungar-Sargon's groundbreaking work on "Hermeneutic 
Approaches to Medicine: From Objective Evidence to Patient 
as Sacred Text" demonstrates how medical practice can move 
beyond purely biomedical approaches to embrace interpretive 
frameworks that honor patient dignity and meaning-making [24]. 
His research reveals how treating patients as "sacred texts" rather 
than collections of symptoms creates opportunities for therapeutic 
encounters that address spiritual as well as physical dimensions of 
illness.

This hermeneutic approach directly supports the twelve-step 
model's emphasis on confession, reconciliation, and meaning-
making within spiritual frameworks. When healthcare providers 
approach patient histories as sacred texts requiring interpretation 
rather than mere data collection, they create space for the kind 
of moral inventory and reconciliation that the twelve-step model 
demonstrates can effectively address shame and guilt.

Ungar-Sargon's work demonstrates that "hermeneutic approaches 
to medical practice that emphasize interpretation over mere 
technical application" can transform clinical encounters into 
healing spaces where patients experience grace rather than 
judgment [25]. This approach provides practical methodology for 
implementing theological medicine principles in contemporary 
healthcare settings.

Adaptation of Recovery Principles for Therapeutic Spaces
The twelve steps can be adapted for broader healthcare application 
while maintaining their theological core, offering systematic 
approaches to addressing shame and guilt across diverse medical 
conditions. Ungar-Sargon's research provides framework for 
such adaptation through his development of "new paradigms for 
healing" that integrate spiritual principles with clinical practice [26].
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Step 1 - Medical Powerlessness: Patients acknowledge 
powerlessness over their illness and its impact on their lives. 
This removes blame while maintaining hope for treatment, 
fundamentally reframing the patient's relationship with their 
condition from responsibility to acceptance.
Step 2 - Trust in Healing: Patients develop trust in healing power 
greater than themselves, whether divine, medical, or communal. 
This step addresses the limitation of individual control while 
maintaining hope and agency within appropriate boundaries.
Step 3 - Surrender to Treatment: Patients make decision to engage 
in treatment as act of surrender rather than personal control, 
allowing for authentic partnership with healthcare providers 
without the burden of ultimate responsibility for outcomes.
Steps 4-5 - Medical Moral Inventory: Patients examine their 
relationship with illness, including guilt, shame, and resentment, 
sharing these feelings with trusted providers or counselors. This 
process externalizes internal suffering and creates opportunities 
for healing dialogue.
Steps 6-7 - Character Transformation: Patients become willing 
to have attitudes toward illness transformed and humbly ask for 
this transformation, opening possibilities for growth and meaning-
making within the context of illness.
Steps 8-9 - Relational Healing: Patients identify relationships 
harmed by illness and make appropriate amends where possible, 
addressing the social and relational dimensions of illness 
experience.
Steps 10-12 - Ongoing Practice: Patients maintain ongoing 
awareness of their relationship with illness, continue spiritual 
practices, and help others facing similar challenges, transforming 
personal suffering into compassionate service.

Clinical Applications and Evidence Base
Research examining clinical applications of theological medicine 
approaches has documented significant improvements in both 
patient experience and clinical outcomes. Ungar-Sargon's work 
on "Effective Listening to the Patient affects the Outcome" 
demonstrates measurable improvements in treatment adherence, 
patient satisfaction, and psychological well-being when healthcare 
providers integrate spiritual perspectives into clinical care [27].

Studies of shame-informed medical practice demonstrate that 
systematic attention to how healthcare delivery can inadvertently 

increase or decrease patient shame leads to measurable 
improvements in treatment outcomes. Ungar-Sargon's research 
on "Evidence Distortion and Clinical Decision-Making" reveals 
how acknowledging the interpretive dimension of all medical 
knowledge can reduce iatrogenic shame while maintaining 
scientific rigor [28].

Assessment and Documentation: Healthcare providers are 
increasingly incorporating assessment of shame and guilt as 
clinical factors affecting treatment engagement and outcomes. 
Simple questions like "Many people with your condition feel guilty 
or blame themselves. Have you experienced any of these feelings?" 
can open therapeutic conversations that address spiritual as well 
as physical dimensions of illness.

Interdisciplinary Collaboration: Theological medicine requires 
collaboration across disciplines. Ungar-Sargon's work on "The 
spiritual space between nurse and patient" demonstrates how 
various healthcare professionals can collaborate in addressing 
both physical and spiritual aspects of illness, with clear role 
definitions and shared treatment goals [29].
Organizational Culture Change: Healthcare organizations are 
beginning to implement quality improvement initiatives focused on 
reducing medical shame and guilt, including patient experience 
surveys that assess dignity and respect, provider education 
programs, and organizational culture assessments that identify 
factors contributing to patient shame.

Divine Presence and Concealment in Clinical Care
Ungar-Sargon's extensive research on "Divine Presence and 
Concealment in the Therapeutic Space" provides sophisticated 
frameworks for understanding how healthcare providers can offer 
forms of absolution and grace appropriate to medical contexts [30]. 
His work demonstrates how therapeutic encounters can become 
spaces of "revelation in concealment" where patients experience 
healing that addresses both physical and spiritual dimensions of 
suffering.

This research reveals how the concept of divine presence in 
clinical settings does not require explicit religious content but 
rather involves creating space where patients can experience 
unconditional acceptance and dignity. Ungar-Sargon's work 
on "Divine Presence in Healing: A Kabbalistic Approach to 
Compassionate Care" shows how healthcare providers can embody 
divine attributes of compassion and presence without overstepping 
professional boundaries [31].

The theological concept of concealment allows healthcare 
providers to offer spiritual care without imposing specific religious 
beliefs, creating space where patients of diverse backgrounds 
can experience healing grace appropriate to their own spiritual 
frameworks.

Methodological Innovations and Challenges
Research on medical shame and theological medicine presents 
unique methodological challenges that have prompted innovative 
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approaches. Traditional quantitative measures may inadequately 
capture the subtle dynamics of shame in medical encounters, 
leading researchers to employ narrative analysis, ethnographic 
observation, and participatory research methods [32]. The 
development of valid and reliable instruments to assess medical 
shame, spiritual well-being, and the effectiveness of theological 
medicine interventions represents an ongoing priority for the field.

Baider's research demonstrates innovative approaches to studying 
concealment and disclosure in medical contexts through clinical 
case studies that reveal the complex interplay between cultural, 
religious, and family dynamics in shaping patient responses 
to illness [3]. Her work shows how "different meanings given 
to shame may reflect different behavioral secretiveness within 
each social group," highlighting the need for culturally sensitive 
approaches to understanding and addressing medical shame.

The integration of family systems perspectives into shame research, 
as demonstrated by Baider's work on "protective buffering" and 
family communication patterns, reveals how medical shame 
operates not merely as individual psychological responses but 
as systemic family dynamics that can either amplify or alleviate 
patient suffering [3]. This research shows how "adaptive individual 
and family functioning involves the open exchange of reactions" 
and suggests that therapeutic interventions must address both 
individual and relational dimensions of medical shame.

Ungar-Sargon's work demonstrates methodological innovations 
in this field through his integration of multiple disciplinary 
approaches. His research on "Intuition and Imagination in Clinical 
Decision-making process" reveals how healthcare providers can 
maintain scientific rigor while incorporating spiritual dimensions 
of care [33].

Longitudinal studies tracking how medical shame evolves 
throughout illness trajectories remain limited but represent crucial 
areas for future investigation. Similarly, intervention studies 
examining effectiveness of shame-reduction approaches require 
sophisticated designs that can account for complex interactions 
between individual, interpersonal, and institutional factors that 
influence patient experience.

Cultural and Social Determinants
Research increasingly recognizes medical shame as culturally and 
socially constructed rather than inevitable consequences of illness. 

Different cultural frameworks for understanding illness—including 
religious and spiritual perspectives—offer alternative approaches 
that may reduce rather than amplify patient shame [34]. Studies 
examining diverse cultural approaches to illness reveal how 
biomedical emphasis on causation and personal responsibility may 
inadvertently increase patient guilt, while other frameworks that 
view illness as part of universal human experience may provide 
more compassionate responses.

Baider's research on disclosure and secrecy in cancer patients 
reveals how "the meaning patients attach to the experience of 
shame is profoundly dependent on the socio-cultural and religious 
beliefs" [3]. Her clinical case study of a religious leader with prostate 
cancer demonstrates how cultural and religious frameworks can 
both amplify shame (through concerns about fulfilling religious 
obligations) and potentially provide resources for healing when 
therapeutic approaches honor these cultural contexts.

The intersection of medical shame with religious and spiritual 
identity presents both challenges and opportunities for theological 
medicine approaches. Baider's work suggests that "psychosocially 
adaptive families may be those in which family members validate 
and embrace different notions of shame, guilt and secrecy 
within a culture that allows mutual acceptance, flexibility and 
compassionate regard for being different" [2]. This finding supports 
the theological medicine framework's emphasis on creating sacred 
space that honors diverse cultural and religious perspectives while 
addressing universal human experiences of vulnerability and need 
for healing.

Ungar-Sargon's critique of "Capitalism and Health Care" reveals 
how economic systems intersect with medical shame in complex 
ways [35]. Patients from marginalized communities report 
additional layers of shame related to their social positioning, while 
those with limited resources may experience heightened guilt 
about healthcare utilization. These findings suggest that addressing 
medical shame requires attention to broader social inequities rather 
than purely individual interventions.

Social determinants including socioeconomic status, race, 
education, and insurance status intersect with medical shame 
in complex ways. Theological medicine offers frameworks for 
addressing these systemic issues by emphasizing universal human 
dignity and the sacred nature of all healing encounters, regardless 
of social position.

Challenging Medical Orthodoxy 
Ungar-Sargon's research reveals systematic resistance to theological 
medicine approaches within conventional healthcare systems. His 
analysis demonstrates how "medical heresy represents merely a 
secularized form of religious heresy, with state and professional 
institutions employing similar punitive mechanisms to those 
historically used by ecclesiastical authorities" [36].

This research reveals "systematic parallels between religious and 
medical orthodoxy enforcement, including definitional control 
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over truth claims, institutional training and credentialing systems, 
economic sanctions and career restrictions, legal prosecution 
mechanisms, social marginalization techniques, and ideological 
hegemony maintenance" [37]. Understanding these resistance 
mechanisms is crucial for successfully implementing theological 
medicine approaches.

However, Ungar-Sargon's work also demonstrates that integration 
of spiritual perspectives can occur within conventional healthcare 
settings when approached with appropriate sensitivity to 
professional boundaries and scientific rigor. His research provides 
frameworks for overcoming institutional resistance while 
maintaining commitment to evidence-based practice.

Future Directions and Research Priorities
Current research identifies several priority areas for future 
investigation that could advance the integration of theological 
perspectives into healthcare practice. Ungar-Sargon's extensive 
body of work provides roadmap for such research priorities:

Measurement Development: Valid and reliable instruments 
are needed to assess shame, guilt, and spiritual well-being 
in healthcare contexts, allowing for systematic evaluation of 
theological medicine interventions. Such instruments must be 
culturally sensitive and appropriate for diverse religious and non-
religious populations.

Intervention Studies: Randomized controlled trials examining 
efficacy of specific theological medicine interventions, such as 
shame-reduction protocols or adapted twelve-step approaches for 
various medical conditions, could build evidence base for these 
approaches while maintaining scientific rigor.

Provider Training Research: Studies evaluating effectiveness of 
different approaches to training providers in theological medicine 
could identify optimal educational strategies and measure impact 
on patient outcomes, addressing questions about how healthcare 
providers can appropriately address spiritual dimensions of illness 
without overstepping professional boundaries.

Organizational Implementation: Research examining how 
healthcare organizations can successfully implement theological 
medicine approaches could identify barriers and facilitators to 
institutional change, providing practical guidance for healthcare 
systems interested in addressing spiritual dimensions of care.

Cross-Cultural Studies: Investigation of how medical shame 
manifests in different cultural contexts and how various religious 
and spiritual frameworks affect patient experience could inform 
development of culturally responsive approaches to shame-
informed medical practice.

The work of Dr. Ungar-Sargon provides compelling evidence that 
these research priorities are not merely theoretical but represent 
practical opportunities for advancing healthcare practice. His 
documentation of over 40 published articles exploring theological 

dimensions of medical practice demonstrates that this field has 
moved beyond conceptual stages to established scholarship with 
measurable outcomes.

Therapeutic Applications and Clinical Models
Ungar-Sargon's research demonstrates practical applications of 
theological medicine principles through development of specific 
clinical models. His work on "A New Model for Healing" provides 
comprehensive frameworks for integrating spiritual perspectives 
into healthcare delivery while maintaining scientific rigor [38]. 
These models show how twelve-step principles can be adapted for 
diverse medical conditions beyond addiction treatment.

His research on "Prolonged Grief Disorder: Treatment Approaches 
and the Spiritual Dimensions of Healing" demonstrates specific 
applications of theological medicine to psychiatric conditions, 
revealing how spiritual frameworks can enhance rather than 
replace conventional treatment approaches [39]. This work 
provides template for addressing shame and guilt in mental health 
contexts through integration of theological perspectives.

The development of "healing spaces models" in Ungar-Sargon's 
work provides architectural and procedural frameworks for creating 
clinical environments that embody theological medicine principles 
[40]. These models demonstrate practical implementation 
strategies for healthcare organizations interested in reducing 
iatrogenic shame through environmental and procedural changes.

Conclusion
Current research on shame and guilt in healthcare reveals these 
phenomena as widespread, clinically significant, and amenable 
to intervention through systematic approaches that address both 
individual and institutional factors. The field has evolved from 
anecdotal observations to sophisticated theoretical frameworks 
and empirical investigations that demonstrate clear relationships 
between medical shame, patient experience, and clinical 
outcomes. The integration of theological perspectives, particularly 
those derived from twelve-step recovery models, offers promising 
avenues for addressing the spiritual dimensions of illness that 
traditional biomedical approaches have inadequately addressed.

Dr. Julian Ungar-Sargon's pioneering work provides compelling 
evidence that these theoretical insights can be successfully 
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implemented in clinical practice. His extensive research 
demonstrates remarkable alignment between scholarly theological 
medicine frameworks and practical therapeutic applications, 
revealing that healthcare providers can successfully integrate 
spiritual perspectives while maintaining scientific rigor and 
professional competence.

The emerging evidence base suggests that addressing medical 
shame requires fundamental reconsideration of how healthcare 
is delivered, moving beyond purely biomedical approaches to 
embrace models that preserve dignity, acknowledge universal 
human vulnerability, and create sacred space for healing that 
addresses whole persons rather than merely disease processes. 
The twelve-step model provides a compelling template for 
this transformation, demonstrating how acknowledgment of 
powerlessness can remove blame and shame, how confession and 
reconciliation can provide healing beyond medical intervention, 
and how spiritual frameworks can transform suffering into service.
Such transformation represents both opportunity and obligation 
for healthcare systems committed to comprehensive healing that 
addresses not only physical symptoms but also the deeper spiritual 
wounds that accompany illness. Future research must continue 
developing this theological medicine framework, creating evidence 
base for its effectiveness while training providers in its practice 
and addressing concerns about religious diversity, professional 
boundaries, and scientific rigor.

Through these efforts, medicine can reclaim its fundamental 
calling to heal not only diseases but also the human persons who 
bear them, practicing medicine that truly addresses body, mind, 
and spirit in integrated approaches to human flourishing. Dr. 
Ungar-Sargon's work demonstrates that this vision is not merely 
aspirational but represents achievable transformation of healthcare 
practice through systematic integration of theological wisdom 
with clinical expertise.

Addendum
The Paradigmatic Shift from Moral Shame to Disease Model
The Revolutionary Reframing of Addiction
One of the most profound contributions of the twelve-step model 
lies in its revolutionary reframing of addiction from moral failing 
to medical condition, thereby fundamentally transforming the 
self-image of those struggling with substance use disorders. 
This paradigmatic shift represents perhaps the most significant 
therapeutic innovation in addiction treatment and provides a 
compelling template for addressing medical shame across diverse 
healthcare contexts.

Prior to the emergence of Alcoholics Anonymous in 1935, addiction 
was predominantly understood through moral frameworks that 
positioned substance use as evidence of weak character, lack of 
willpower, or spiritual deficiency [1]. Individuals struggling with 
addiction internalized profound shame about their condition, 
viewing themselves as fundamentally flawed human beings who 
lacked the moral fortitude to control their behavior. This moral 
model created devastating cycles where shame about addiction led 

to continued substance use as a means of managing unbearable 
feelings of personal inadequacy.

The disease model of addiction, pioneered by Dr. William 
Silkworth and embraced by AA's founders, represented a radical 
departure from these shame-based understandings [2]. By 
reconceptualizing addiction as "an illness which only a spiritual 
experience will conquer," AA created space for individuals to 
maintain dignity while acknowledging the reality of their condition 
[4]. This reframing proved therapeutically revolutionary because it 
removed the crushing burden of moral responsibility for having the 
disease while maintaining appropriate responsibility for engaging 
in recovery.

The Mechanism of Identity Transformation
The twelve-step model accomplishes this identity transformation 
through several sophisticated mechanisms that medical practice 
could adapt for addressing shame across diverse conditions:
The admission of powerlessness over addiction represents a 
paradoxical liberation from the tyranny of willpower-based 
approaches that had consistently failed. Rather than viewing 
themselves as weak for being unable to control their drinking or 
drug use, individuals learn to understand their powerlessness as 
evidence of disease rather than character defect. This fundamental 
reframe allows them to stop fighting an unwinnable battle and 
redirect their energy toward appropriate treatment engagement.

Research consistently demonstrates that individuals who fully 
embrace Step 1's powerlessness admission show significantly 
lower levels of addiction-related shame compared to those who 
continue attempting control-based approaches [5]. This finding 
suggests that the reframe from moral failure to medical condition 
provides measurable psychological relief that facilitates recovery 
engagement.

AA literature extensively employs medical terminology to 
describe addiction, referring to "symptoms," "treatment," 
"recovery" and "relapse" rather than moral language of "sin" 
"weakness" or "failure" [6]. This linguistic shift reinforces the 
disease conceptualization and helps individuals internalize new 
understandings of their condition that preserve dignity while 
acknowledging severity.

The integration of medical and spiritual frameworks in twelve-
step recovery creates what might be termed "therapeutic paradox 
resolution"—allowing individuals to simultaneously acknowledge 
powerlessness (medical model) while taking responsibility 
for recovery (spiritual model) without experiencing these as 
contradictory demands.



Volume 9 | Issue 3 | 10 of 12Addict Res, 2025

From Shame to Compassionate Self-Understanding
The disease model reframe facilitates profound shifts in self-
relationship that directly address the corrosive effects of shame:
When individuals understand addiction as disease rather than 
moral failing, they can extend to themselves the same compassion 
they would offer others with medical conditions. Research 
demonstrates significant increases in self-compassion among 
twelve-step participants, with these increases correlating with 
sustained recovery and improved psychological well-being [7].

The disease model allows individuals to separate their core identity 
from their addictive behaviors. Rather than "I am an addict" 
(identity-based shame), the reframe enables "I have a disease 
called addiction" (condition-based understanding). This separation 
proves crucial for maintaining hope and motivation for recovery.

The disease model provides socially acceptable narrative for 
explaining addiction that reduces stigma and facilitates social 
support. Family members and friends can more easily understand 
and respond compassionately to addiction when it is framed as 
medical condition rather than moral choice.

Application to Medical Shame Across Conditions
The twelve-step model's successful transformation of addiction 
from moral shame to disease understanding provides template for 
addressing medical shame across diverse healthcare contexts:
Chronic Pain and Functional Disorders: Conditions like 
fibromyalgia, chronic fatigue syndrome, and irritable bowel 
syndrome often carry implicit suggestions of psychological 
causation that create profound patient shame. Applying twelve-step 
principles, healthcare providers could help patients understand 
these as legitimate medical conditions requiring treatment rather 
than evidence of psychological weakness or attention-seeking 
behavior.

Mental Health Conditions: Depression, anxiety, and other 
psychiatric conditions frequently involve patient shame about 
needing mental health treatment or being unable to "think their 
way out" of their symptoms. The disease model reframe could 
help patients understand these as medical conditions requiring 
appropriate treatment rather than personal failures.

Obesity and Metabolic Conditions: Weight-related conditions 
often carry intense moral overtones suggesting lack of willpower or 
self-control. Twelve-step reframing could help patients understand 
obesity as complex medical condition involving genetic, metabolic, 
and environmental factors rather than simple moral failing.

Cancer and Chronic Illness: Even conditions with clear biological 
etiology can trigger patient guilt about lifestyle factors or delayed 
medical attention. The powerlessness principle could help patients 
separate their core identity from their illness while maintaining 
appropriate engagement in treatment.

Our research reveals a theological framework underlying this 
identity transformation that extends beyond simple disease model 

adoption [8]. The twelve-step recovery approach embodies 
profound theological anthropology that views human beings as 
fundamentally valuable despite their limitations and suffering.

Imago Dei Preservation: The disease model preserves the 
theological concept of humans as created in divine image, with 
addiction representing distortion of this image rather than its 
absence. This framework allows individuals to maintain essential 
dignity while acknowledging the reality of their condition.

Grace Over Works: The powerlessness admission embodies 
theological principles of grace over works-based righteousness, 
allowing individuals to receive help and healing as gift rather 
than earned reward. This theological foundation proves crucial 
for addressing shame that often involves feelings of unworthiness 
to receive care or assistance.

Redemptive Suffering: The twelve-step model transforms addiction 
from meaningless suffering into potential source of spiritual growth 
and service to others. This redemptive understanding provides 
framework for meaning-making that transcends individual 
recovery to encompass contribution to communal healing.

Healthcare providers can implement recovery identity 
transformation principles through several practical approaches:
Language Modification: Shifting from causal questions ("What did 
you do to cause this?") to acknowledgment questions ("How has 
this condition affected your life?") embodies the disease model 
reframe while maintaining clinical assessment objectives.

Normalization Strategies: Providing patients with information 
about prevalence and biological basis of their conditions helps 
normalize their experience and reduce self-blame. This mirrors 
twelve-step education about addiction as common human condition 
rather than individual moral failing.

Powerlessness Acknowledgment: Helping patients distinguish 
between appropriate and inappropriate responsibility regarding 
their conditions—acknowledging powerlessness over having 
the condition while maintaining responsibility for treatment 
engagement—parallels Step 1's sophisticated understanding of 
agency and limitation.

Community Integration: Connecting patients with others facing 
similar conditions, whether through support groups or peer 
mentorship programs, provides social validation for the disease 
model understanding and reduces isolation that amplifies shame.

Research examining the effectiveness of disease model reframing 
in twelve-step recovery provides compelling evidence for its 
therapeutic value. Studies consistently demonstrate that individuals 
who fully embrace the disease conceptualization of addiction 
show:
•	 Reduced addiction-related shame and self-stigma [9]
•	 Increased treatment engagement and compliance [10]
•	 Improved family relationships and social functioning [11]
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•	 Sustained recovery outcomes over extended follow-up periods 
[12]

•	 Enhanced psychological well-being and self-compassion [13]

These findings suggest that identity transformation from moral 
shame to disease understanding represents active therapeutic 
mechanism rather than merely supportive framework.

While the disease model reframe offers profound therapeutic 
benefits, its implementation requires careful attention to several 
considerations:
Avoiding Determinism: The disease model must preserve 
appropriate agency and responsibility while removing 
inappropriate shame. Healthcare providers must help patients 
understand their conditions as requiring active engagement rather 
than passive resignation.

Cultural Sensitivity: Different cultural and religious frameworks 
may emphasize varying approaches to understanding illness 
and personal responsibility. The disease model reframe must be 
adapted to honor diverse cultural perspectives while maintaining 
its therapeutic benefits.

Professional Boundaries: Healthcare providers must offer 
disease model reframing as therapeutic tool rather than imposing 
specific beliefs about illness causation. The approach must remain 
consistent with evidence-based practice while addressing spiritual 
dimensions of patient experience.

The twelve-step model's successful identity transformation from 
moral shame to disease understanding suggests these priority areas 
for future research.

The twelve-step model's revolutionary transformation of addiction 
from moral shame to disease understanding represents one of the 
most significant therapeutic innovations in modern healthcare. 
This paradigmatic shift demonstrates that deeply ingrained 
shame-based identities can be fundamentally transformed through 
systematic reframing that preserves dignity while acknowledging 
reality.

The success of this approach in addiction treatment provides 
compelling template for addressing medical shame across 
diverse healthcare contexts. By adapting twelve-step principles 
of powerlessness, disease conceptualization, and spiritual 
transformation, healthcare providers can offer patients liberation 
from the crushing burden of moral responsibility for their 
conditions while maintaining appropriate engagement in treatment 
and recovery.

This identity transformation represents more than mere cognitive 
reframing—it embodies profound theological and psychological 
principles that address the deepest human needs for dignity, 
meaning, and belonging. Through systematic implementation of 
these principles, healthcare can move beyond purely biomedical 
approaches to embrace healing that addresses the whole person, 
including the spiritual wounds that so often accompany physical 

illness.
The evidence base supporting this approach continues to grow, 
demonstrating measurable improvements in patient experience, 
treatment engagement, and clinical outcomes when healthcare 
providers successfully implement identity transformation 
strategies. As healthcare systems increasingly recognize the 
importance of addressing patient dignity and spiritual well-being, 
the twelve-step model's insights into identity transformation 
provide invaluable guidance for creating truly healing healthcare 
encounters.
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