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ABSTRACT
This paper integrates insights from clinical narrative essays with frameworks from liberation medicine, critical medical 
anthropology, and restorative justice theory to propose a unified model of healing as justice. Drawing upon Paul Farmer's 
concept of accompaniment [1,2], Nancy Scheper-Hughes's embodied witnessing [3], and legal theories of dignity and 
repair [4], this study positions the physician as moral witness, narrative interpreter, and advocate for healing justice. 
Enhanced with insights from shame-based healing paradigms [5], Catholic social thought [6], ontological theories of 
suffering and healing [7], and anti-psychiatry critiques [8-10], this framework bridges personal therapeutic presence 
with structural analysis, offering a vision of medicine that recognizes the therapeutic encounter as a site where dignity 
is restored, suffering is witnessed, and justice is enacted through sacred attentiveness.
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Introduction
Contemporary medical practice increasingly operates within 
systems that reduce healing to technical intervention and human 
suffering to diagnostic categories [11,12]. However, clinical 
experience reveals that authentic healing requires more than 
procedural competence it demands moral presence, narrative 

attentiveness, and advocacy for justice [13,14].

Building on Wilson's analysis of shame-based healing systems [5], 
Sullins' critique of mechanistic medicine [6], DeValve's ontological 
theory of suffering and healing [7], and Szasz's fundamental 
challenge to medical authority [9], this paper synthesizes insights 
from clinical narrative essays [11] with theoretical frameworks 
from liberation medicine, critical anthropology, restorative justice, 
contemplative criminology, and anti-psychiatry to articulate 
a model of healing as justice that recognizes the profound 
interconnection between personal suffering, social context, and 
divine presence in the healing process.

The therapeutic encounter becomes a site where multiple forms 
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of violence structural, symbolic, and somatic intersect with 
possibilities for recognition, repair, and restoration [14]. The 
physician's role expands beyond technical expertise to encompass 
moral witnessing, narrative interpretation, and advocacy for 
conditions that enable human flourishing [13,15]. Healing, in this 
framework, becomes inseparable from justice, and clinical care 
becomes a form of sacred activism [16].

Medicine as Moral Practice
The healing justice movement, launched in 2007 by the Kindred 
Southern Healing Justice Collective, provides crucial theoretical 
grounding for understanding medicine as moral practice [17]. Cara 
Page defines healing justice as work "that identifies how we can 
holistically respond to and intervene on intergenerational trauma 
and violence" [18]. This framework offers four foundational values 
that directly inform clinical practice:

Collective Wisdom and Memory: Healing justice recognizes that 
individual and collective trauma are interconnected, supported by 
emerging epigenetic research demonstrating how trauma passes 
through generations [19]. Wilson's analysis of shame-based 
cultures adds crucial insight here shame functions fundamentally 
as a social phenomenon that can be transmitted across generations, 
creating what he terms "shame-binds" that spread throughout the 
self like "a cancer, malignant" [5]. Clinical narratives consistently 
reveal how patients present with embodied memories of historical 
and familial trauma that exceed individual pathology [20,21].

Wellness as Liberation: Rather than merely treating disease, 
healing justice positions wellness as a pathway to liberation from 
oppressive systems that create illness [22]. DeValve's ontological 
framework enhances this understanding by recognizing healing as 
participation in what he calls "loving justice" an ontological reality 
rather than merely a political program [7]. This reframes clinical 
goals from symptom management to conditions enabling human 
flourishing through recognition of the sacred dimension of healing 
work [23,24].

Interdependence as Essential: Recognition that individual health 
depends on collective well-being, environmental health, and 
systemic justice [25]. The healing justice principle that "the 
ways we live with and treat each other have direct impact on our 
wellness" [22] directly challenges biomedical individualism [26]. 
Sullins' Catholic social thought reinforces this through his insight 
that "you cannot live a good life by yourself" and his definition of 
health as "wholeness" rather than individual optimization [6].

Honoring All Bodies: Rejecting hierarchical approaches that 
compare marginalized populations to white standards, healing 
justice centers dignity for all bodies and experiences [16]. Wilson's 
shame-based analysis reveals how this principle counters shame-
binds that result from societal devaluation of certain bodies and 
experiences [5]. This principle transforms how clinical practice 
approaches patients from stigmatized communities [27,28].

Politics of Accompaniment
Paul Farmer's revolutionary approach to medicine fundamentally 
challenges conventional healthcare by positioning 
"accompaniment" as both method and moral obligation [1]. Farmer 
defines accompaniment as "the practice of staying with patients 
through the long process of treatment" while simultaneously 
addressing "the structural violence that makes them sick in the 
first place" [2]. This dual commitment—to individual care and 
structural transformation—forms the cornerstone of liberation 
medicine [29].

Farmer's Core Principles
Structural Violence and Individual Pathology: Farmer's concept 
of structural violence reveals how poverty, racism, and inequality 
literally inscribe themselves on bodies, creating what he terms 
"pathologies of power" [1]. In clinical practice, this means 
recognizing that individual symptoms often reflect broader social 
pathologies [30,31]. A patient's diabetes complications may result 
not merely from poor self-care but from food insecurity, lack of 
safe exercise spaces, and chronic stress from economic precarity. 
Farmer insists that "the biggest problems facing the poor are 
not medical but social and economic" [1], requiring healthcare 
providers to become advocates for structural change.

Accompaniment as Solidarity, Not Charity: Farmer distinguishes 
accompaniment from charitable care by emphasizing reciprocal 
relationship and shared struggle. He writes, "In accompanying 
patients, we too are accompanied" [2]. This reciprocity transforms 
the provider-patient relationship from hierarchical charity to 
horizontal solidarity [16]. Clinical narratives consistently reveal 
how patients become teachers, offering healthcare providers 
insights into resilience, meaning-making, and the navigation of 
complex systems [20,32]. Farmer's work in Haiti demonstrates 
how accompaniment requires "learning from the poor" rather than 
imposing external solutions.

Pragmatic Solidarity and High-Quality Care: Farmer rejects false 
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choices between social justice and clinical excellence, insisting 
that "the poor deserve the same quality of care available to the 
rich" [1]. His Partners in Health model demonstrates that high-
quality healthcare can be delivered in resource-limited settings 
when accompanied by community health worker programs, social 
support systems, and attention to social determinants [33,34]. This 
challenges healthcare systems that provide differential care based 
on ability to pay or social status [30,35].

The Preferential Option for the Poor: Drawing from liberation 
theology, Farmer advocates for "the preferential option for the poor" 
in healthcare policy and practice [1,29]. This means prioritizing 
resources and attention for those most marginalized by current 
systems. In clinical practice, this translates to allocating more time 
and resources to patients with complex social circumstances rather 
than viewing them as "difficult" or "non-compliant" [36,37].

Sullins' Catholic social thought provides theological grounding 
for Farmer's preferential option, rooting it in understanding of 
divine concern for the vulnerable [6]. Sullins' insight that "healing 
and health come from God" positions healthcare providers as 
instruments in divine activity while challenging therapeutic 
hubris that views medical intervention as autonomous technical 
achievement [6,23]. This perspective complements Farmer's 
concept of accompaniment by recognizing that healthcare 
providers serve as participants in larger mystery of healing that 
transcends human technique [24,38].

DeValve's contemplative framework adds essential practical 
wisdom for sustainable accompaniment [7]. His integration of 
Buddhist and Christian contemplative traditions offers healthcare 
providers methods for maintaining what he calls "loving presence" 
while engaging structural realities [7]. His "Theater Analogy"—
understanding life as both real suffering and cosmic play—allows 
providers to engage fully in justice work while maintaining healthy 
spiritual detachment [7]. This addresses one of Farmer's central 
concerns: how to maintain hope and engagement in the face of 
seemingly overwhelming structural challenges [39,40].

Wilson's shame-based analysis deepens understanding of how 
accompaniment counters the shame-binds that poverty and 
illness create [5]. His insight that shame is fundamentally social 
means that individual healing requires community restoration—a 
principle central to Farmer's community-based healthcare model. 
The structural violence that Farmer identifies often operates 
through shame mechanisms that convince people they deserve 
their suffering or lack capacity for change [5].

Farmer's Critique
Farmer challenges dominant approaches in global health that 
focus on cost-effectiveness calculations and technological 
solutions while ignoring human rights obligations [1]. He argues 
that "cost-effectiveness analyses are almost never performed on 
the interventions from which the wealthy benefit" [1], revealing 
how economic reasoning serves to justify inequality rather than 
promote health. This critique extends to medical education, which 

Farmer argues fails to prepare providers for the realities of caring 
for vulnerable populations [27,41].

Clinical Biography and Narrative Witnessing: Farmer's approach 
emphasizes what he calls "clinical biography"—understanding 
patients' stories within broader historical and social contexts [1]. 
This aligns with narrative medicine approaches while adding 
structural analysis that situations individual stories within patterns 
of collective oppression and resistance [11,14]. Healthcare 
providers practicing accompaniment become witnesses not only 
to individual suffering but to the historical forces that create health 
disparities [19,42].

The Social Medicine Model: Farmer's work demonstrates how 
social medicine integrates clinical care, public health, community 
development, and political advocacy [2]. The Partners in Health 
model includes community health workers who address social 
determinants, advocacy for policy changes that affect health 
outcomes, and direct clinical services that meet immediate needs. 
This integration challenges artificial boundaries between medical 
and social interventions [31,35].

Farmer's Influence on Healing Justice Practice:
The healing justice movement's emphasis on "collective wisdom 
and memory" reflects Farmer's insight that individual suffering 
must be understood within historical contexts of structural violence 
[17,19]. His insistence that healthcare providers have obligations to 
advocate for policy changes aligns with healing justice principles 
that position healing as inseparable from liberation [22].

Farmer's concept of "pragmatic solidarity" offers guidance for 
healthcare providers navigating institutional constraints while 
maintaining commitment to justice [1]. His example demonstrates 
that accompaniment is possible even within limiting institutional 
contexts when providers maintain clarity about priorities and 
willingness to challenge systems that perpetuate inequality.

Challenges and Critiques
Critics argue that Farmer's approach may create unrealistic 
expectations for healthcare providers or require resources 
unavailable in many settings. Some question whether the 
accompaniment model can be scaled or whether it depends on 
exceptional individuals like Farmer himself. Others note tensions 
between individual patient care responsibilities and broader 
advocacy commitments [28,43].

However, Farmer's defenders argue that these critiques often reflect 
acceptance of unjust limitations rather than genuine practical 
constraints [1]. His work demonstrates that the question is not 
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whether we can afford to practice accompaniment but whether 
we can afford not to address the structural factors that perpetuate 
illness and suffering.

Farmer's Legacy
Farmer's untimely death in 2022 sparked renewed discussion 
about the future of liberation medicine and accompaniment-based 
care. His legacy challenges healthcare providers and institutions 
to move beyond technical excellence toward justice-oriented 
practice that addresses root causes of illness while maintaining 
commitment to individual patient care [44].

The integration of Farmer's liberation medicine with healing justice 
frameworks, shame-based analysis, Catholic social thought, and 
contemplative approaches creates possibilities for healthcare that 
is both clinically excellent and structurally transformative [7,45]. 
This synthesis honors Farmer's insistence that healthcare must be 
understood as both technical practice and moral commitment to 
human dignity and justice [2,7].

Critical Medical Anthropology
Nancy Scheper-Hughes's critical phenomenology examines how 
violence and trauma inscribe themselves on bodies, requiring 
healthcare providers to serve as witnesses to embodied suffering 
[3]. Her concept of "embodied witnessing" suggests that the 
physician's own body becomes a participant in the therapeutic 
narrative, absorbing and interpreting the trauma presented by 
patients [14,20].

Wilson's analysis of shame dynamics adds psychological 
sophistication to this framework [5]. His distinction between 
shame-affects (temporary shame that can be overcome) and 
shame-binds (internalized, irreversible shame) helps healthcare 
providers understand how their witnessing can either contribute to 
healing or perpetuate harm [5]. When providers approach patients 
with shame-literacy—understanding how illness, disability, and 
marginalization create lasting shame—their embodied witnessing 
becomes a form of dignity restoration [46].

Thomas Szasz's Critical Perspective on Medical Authority: 
Szasz's radical critique of psychiatric power adds essential nuance 
to embodied witnessing by questioning the authority structures 
that determine what constitutes legitimate suffering [8,9]. His 
argument that "mental illnesses" are often "problems in living" 
rather than medical diseases challenges healthcare providers 

to examine their role in pathologizing human experiences that 
may be better understood as responses to structural violence or 
existential challenges [9,10]. For healing justice practitioners, 
Szasz's critique suggests that embodied witnessing must include 
critical reflection on when medical intervention helps versus when 
it becomes another form of social control [8].

Szasz and the Question of Personal Agency:
Szasz's insistence that individuals retain responsibility and 
agency even in states of psychological distress provides important 
counterpoint to approaches that minimize patient autonomy 
[8,10]. His emphasis on consensual rather than coercive 
therapeutic relationships aligns with healing justice principles 
of self-determination and community agency [17,18]. However, 
his individualistic focus requires integration with healing justice 
recognition of how structural factors constrain genuine choice 
[22].

DeValve's ontological framework provides resources for providers 
to process the emotional impact of embodied witnessing [7]. 
His concept of "The Child Within"—recognizing the innocent, 
vulnerable core of every person—helps providers maintain 
compassionate presence while his "Ocean of Bliss" framework 
offers access to sources of love and healing that transcend 
individual ego [7,23].

The healing justice framework deepens this understanding 
by recognizing that witnessing embodied trauma requires 
acknowledging how historical violence creates present-day 
health disparities [17,19]. The clinical narratives examined here 
consistently reveal how systemic trauma manifests in individual 
presentations, requiring physicians to become witnesses not merely 
to personal suffering but to collective historical injury [20,45].

Restorative Justice and Therapeutic Repair
Restorative justice theory offers frameworks for understanding 
healing as a process of acknowledgment, repair, and restoration 
of relationship [4]. Unlike punitive approaches that focus on 
punishment, restorative justice emphasizes healing harm, accepting 
responsibility, and creating conditions for restored community 
[15].

Wilson's legal analysis enhances restorative approaches by 
distinguishing between substantive and procedural justice [5]. 
His insight that laws can function effectively as deterrents without 
requiring enforcement suggests that healing justice frameworks 
can promote restoration through strong ethical standards and 
community expectations rather than punitive measures [5]. This 
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understanding transforms how healthcare institutions approach 
both medical errors and systemic failures [37,43].

When applied to medical practice, restorative justice principles 
suggest that healing involves more than symptom resolution—it 
requires acknowledgment of what has been endured, recognition 
of dignity, and restoration of agency [4,6]. Essays like "Names 
and Faces" and "A Place to Sit" demonstrate how simple acts of 
recognition become profound interventions that restore patients' 
sense of personhood [36,46].

Sullins' economic analysis adds structural dimension to restorative 
practice by revealing how healthcare costs result from societal 
choices about life and death [6]. His critique challenges healing 
justice practitioners to address not merely individual access issues 
but the structural economic factors that perpetuate health inequities 
[6,30].

Critical Evaluation of Medical Authority:
Drawing from Szasz's fundamental challenge to psychiatric 
authority, healing justice practice must include critical reflection 
on the power dynamics inherent in clinical relationships [8,9]. 
Szasz's core insight that many "mental illnesses" are better 
understood as "problems in living" rather than medical diseases 
provides important guidance for healing justice practitioners:

Distinguishing Medical Intervention from Social Control: 
Szasz's argument that psychiatry often serves as "secular religion" 
that pathologizes deviance calls healing justice practitioners to 
examine when medical intervention genuinely serves healing 
versus when it functions as social control [9,10]. This requires 
developing what Szasz calls "consensual" rather than "coercive" 
therapeutic relationships that honor patient autonomy and self-
determination [10].

The Medicalization Critique Applied to Healing Justice:
While healing justice emphasizes addressing structural 
determinants of health, Szasz's critique warns against the danger 
of medicalizing all human suffering and social problems [8,10]. 
His insight that expanding psychiatric categories can disempower 
individuals by removing agency and responsibility provides 
important caution for healing justice practitioners to maintain 
focus on supporting patient agency rather than creating new forms 
of therapeutic dependency [44,47].

Personal Responsibility within Structural Analysis:
Szasz's emphasis on individual responsibility provides necessary 
tension with healing justice focus on structural determinants [8]. 
His argument that individuals remain responsible for their actions 
regardless of diagnosis challenges healing justice practitioners to 
hold both structural analysis and personal agency simultaneously 
[10]. This integration recognizes that while structural violence 
constrains choices, maintaining belief in human agency is essential 
for empowerment and healing [15,22].

Consensual Care as Healing Justice Practice:
Szasz's vision of therapeutic relationships based on consensual 
contract rather than medical authority aligns with healing justice 
principles of self-determination and community control over 
healthcare [10,17]. This approach recognizes that healing can come 
from diverse sources—"family members, friends, clergymen, 
mental health professionals, physicians, drugs, religion, faith 
healing, marriage, divorce, and so on"—rather than privileging 
medical expertise as the sole authority [10].

Shame-Informed Care as Healing Justice Practice
Drawing from Wilson's analysis, healing justice practice 
must include explicit attention to shame dynamics in clinical 
relationships [5]. This involves:

Recognition of Shame-Binds: Understanding how illness, 
disability, stigmatized identities, and marginalized status create 
lasting shame that impedes healing [5]. Wilson's insight that shame 
is fundamentally social means that healing requires community 
restoration rather than isolated individual treatment.

Shame-Resilient Practice: Developing clinical approaches that 
actively counter shame through [5,46]:
Recognition of inherent dignity that counters shame-affects
Collaborative rather than paternalistic care relationships
Cultural humility and responsiveness to community wisdom
Advocacy that addresses systemic sources of shame
Community Integration: Following Wilson's understanding that 
shame cannot be healed in isolation, healing justice practice 
must include restoration to community and collective healing 
approaches [5,17].

Integrating DeValve's Ontological Framework
DeValve's theory of suffering and healing provides essential 
guidance for healthcare providers engaged in healing justice work 
[7]. His integration of contemplative wisdom offers practical 
approaches for maintaining both effectiveness and sustainability 
in justice-oriented practice:

The Child Within in Clinical Practice: [7,23]
Recognizing and honoring the vulnerable innocence in every 
patient.
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Maintaining curiosity and wonder in the face of suffering
Allowing authentic emotional responsiveness while maintaining 
professional boundaries
Approaching each encounter with fresh presence rather than 
diagnostic preconceptions

The Ocean of Bliss in Healthcare Settings: [7,24]
Cultivating awareness of underlying unity and connection that 
transcends individual suffering
Drawing from sources of love and compassion that exceed personal 
emotional resources
Creating therapeutic spaces that reflect sacred presence and 
possibility
Accessing what DeValve calls the "ontological reality of loving 
justice" that underlies existence

The Theater Analogy for Healthcare Providers: [7,39]
Engaging fully in healing work while maintaining healthy 
detachment from outcomes
Understanding both the ultimate seriousness and cosmic 
playfulness of existence
Balancing passionate advocacy with spiritual equanimity
Recognizing healing as participation in larger mystery beyond 
human control

Sacred-Profane Dialectic in Therapeutic Encounters
Building on the existing framework's understanding of therapeutic 
encounters as sacred spaces, the integration of Wilson, Sullins, 
DeValve, and Szasz offers deeper insight into how sacred and 
profane dimensions intersect in healing:
Dignity-Centered Practice: Sullins' emphasis that persons must 
be treated as subjects rather than objects aligns with Wilson's 
understanding of shame restoration and healing justice principles 
of honoring all bodies [6,46]. Every clinical interaction becomes 
an opportunity to counter the profane reduction of persons to 
diagnostic categories through sacred recognition of inherent 
dignity.

Divine Presence and Concealment: Sullins' insight that "healing 
and health come from God" combined with concepts of divine 
concealment (tzimtzum) creates understanding that healing occurs 
through divine activity that may remain hidden or manifest in 
unexpected ways [6,24,38]. This challenges purely technical 
approaches while maintaining space for mystery.

Contemplative Activism: DeValve's framework shows how 
healthcare providers can engage in justice work as spiritual 

practice, transforming advocacy from political activity to sacred 
obligation [7]. This integration allows providers to address 
structural violence while maintaining contemplative presence and 
equanimity [23,48].

Anti-Oppressive Practice: Szasz's critique ensures that sacred 
activism doesn't become paternalistic imposition, maintaining 
respect for patient autonomy and diverse pathways to healing 
[8,10].

Embodied Memory
Clinical narratives consistently reveal how trauma and illness 
are inscribed on bodies in ways that exceed diagnostic categories 
[20,49]. The enhanced framework offers multiple interpretive 
lenses:

Shame-Based Reading: Wilson's analysis helps recognize how 
somatic symptoms may carry embodied shame from medical 
encounters, social stigma, or historical trauma [5]. Physical 
presentations become readable as expressions of shame-binds that 
require dignity restoration alongside medical treatment [46].

Contemplative Reading: DeValve's framework suggests 
approaching bodily symptoms as expressions of the "Child 
Within" seeking recognition and care [7]. This perspective honors 
the innocent vulnerability that underlies all presentations while 
recognizing the "Ocean of Bliss"—the capacity for healing that 
exists within every person [23].

Theological Reading: Sullins' Catholic social thought invites 
reading bodies as sites of divine presence and activity [6]. Physical 
suffering becomes participation in larger mystery while healing 
emerges through divine activity that may work through but exceeds 
medical intervention [24,38].

Anti-Psychiatry Reading: Szasz's perspective challenges automatic 
pathologizing of distress, inviting consideration of symptoms as 
potentially meaningful responses to life circumstances rather than 
diseases requiring medical intervention [8,9].

Presence as Primary Intervention
The enhanced framework deepens understanding of why presence 
proves so healing:
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Shame-Healing Presence: Wilson's analysis suggests that authentic 
presence counters shame by providing recognition and dignity 
restoration [5]. The physician's sustained attention communicates 
that the patient's experience matters and deserves witness [36,46].

Contemplative Presence: DeValve's framework shows how 
presence grounded in "Ocean of Bliss" consciousness offers healing 
that transcends individual emotional capacity [7]. Providers can 
offer presence rooted in larger sources of love and compassion 
[23].

Divine Presence: Sullins' theological perspective suggests that 
authentic presence makes space for divine activity in healing 
[6]. The provider's presence becomes a form of hospitality that 
welcomes sacred mystery into the therapeutic encounter [24,38].

Consensual Presence: Szasz's emphasis on non-coercive 
relationships suggests that healing presence must be offered rather 
than imposed, respecting patient autonomy and right to refuse 
intervention [10].

Economic Justice and Structural Transformation
The enhanced framework provides sophisticated analysis of how 
structural violence creates illness:
Economic Analysis: Sullins' insight that healthcare costs reflect 
societal choices about life and death reveals how economic 
structures embody values that either promote or impede healing 
[6]. His intergenerational analysis—rising longevity expectations 
coupled with widespread abortion—illustrates how policies create 
structural conditions that undermine healing justice [6,30].

Legal Reform: Wilson's distinction between substantive and 
procedural law offers guidance for policy advocacy [5]. Rather 
than focusing solely on enforcement mechanisms, healing justice 
can promote transformation through strong ethical frameworks 
that shape behavior through education and deterrent effect.

Szasz's Contribution to Structural Analysis: Szasz's critique of the 
"therapeutic state" provides essential analysis of how expanding 
medical authority can become a form of social control that serves 
institutional interests rather than individual healing [8,10]. His 
insight that psychiatric power "need not be overt to be pervasive" 
warns healing justice practitioners about the subtle ways medical 

frameworks can reproduce rather than challenge structural 
oppression [8]. This suggests that structural transformation 
requires not only expanding access to healthcare but also critically 
examining how medical authority itself can perpetuate harm 
[28,48].

The Medicalization of Social Problems: Szasz's argument that 
psychiatry pathologizes normal human responses to social 
problems provides important caution for healing justice movements 
[10]. While addressing social determinants of health is crucial, his 
critique suggests avoiding the tendency to medicalize all forms 
of suffering or social deviance [8]. Instead, healing justice should 
support diverse forms of support and resistance while maintaining 
critical perspective on when medical intervention helps versus 
when it further disempowers communities [17,22].

Contemplative Systems Change: DeValve's framework suggests 
approaching structural transformation as spiritual practice that 
combines passionate engagement with detached equanimity [7]. 
This allows sustained advocacy without burnout while maintaining 
hope despite systemic resistance [39,40].

Multi-Level Intervention Strategy
The enhanced framework suggests intervention at multiple levels:
Individual Level:
Shame-informed clinical practice that restores dignity [5,46]
Contemplative presence that accesses deeper healing resources 
[7,23]
Recognition of divine activity in therapeutic encounters [6,24]
Consensual relationships that honor patient autonomy [10]

Institutional Level:
Shame-resilient healthcare systems that counter rather than 
perpetuate harm [5,28]
Contemplative organizational cultures that support provider 
wellbeing [7,32]
Economic practices that prioritize healing over profit [6,30]
Anti-oppressive structures that challenge medical authority 
overreach [8,9]

Policy Level:
Legal reforms that restore dignity rather than perpetuate shame-
binds [5]
Economic policies that address structural determinants of health 
[6,30]
Cultural changes that recognize healing as mystery rather than 
technical achievement [6,24]
Protection of patient rights and autonomy in healthcare decisions 
[8,10]

Transforming Clinical Education
The enhanced framework requires comprehensive revision of 
medical education:
Shame-Literacy Training: Understanding how shame operates in 
illness experience and clinical relationships, including recognition 
of how medical education itself can perpetuate shame-binds 
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through hierarchical structures and competitive environments 
[5,41].

Contemplative Formation: Developing capacity for presence, 
witness, and accompaniment informed by DeValve's ontological 
framework, including practices for accessing "Child Within" 
innocence, "Ocean of Bliss" compassion, and "Theater Analogy" 
detachment [7,23,32].

Theological Literacy: Engaging questions of meaning, purpose, 
and transcendence that inevitably arise in healthcare, informed by 
Sullins' understanding of divine presence in healing and the limits 
of technical intervention [6,24,38].

Critical Analysis of Medical Authority: Training in recognizing 
when medical intervention serves healing versus social control, 
incorporating Szasz's insights about the dangers of pathologizing 
human experiences [8-10].

Structural Analysis: Training in recognizing and addressing social 
determinants of health, including understanding how shame-
based systems perpetuate health inequities and how contemplative 
activism can address root causes [28,30,31].

Loving Justice Praxis: Developing skills for what DeValve calls 
"granular, concrete, dyadic endless, and skilled ealization of 
a loving justice praxis" that integrates individual healing with 
structural transformation [7].

Institutional Transformation Through Enhanced Framework
Healthcare institutions embodying the enhanced framework would 
integrate:
Dignity-Centered Design: Physical and policy structures that 
affirm human dignity rather than reducing persons to medical 
objects, informed by Sullins' insight that persons must be treated 
as subjects rather than objects [6,34,46].

Shame-Resilient Systems: Organizational practices that counter 
rather than perpetuate shame-binds, drawing from Wilson's 
understanding of how institutional cultures can either heal or harm 
through their symbolic and practical communications [5,28].

Contemplative Culture: Creating space for mystery, meaning, 
and divine presence in healing processes, integrating DeValve's 
contemplative practices with Sullins' theological perspective on 
healing [6,7,23,50].

Anti-Oppressive Structures: Implementing policies that protect 
patient autonomy and challenge medical paternalism, informed by 
Szasz's critique of psychiatric authority [8,10].

Community Partnership: Genuine collaboration with affected 
communities as co-creators of healing approaches, reflecting 
healing justice values of collective wisdom and shared power 
[17,18].

Economic Justice: Challenging profit-driven models that create 
barriers to care, informed by Sullins' analysis of how economic 
structures embody values about life and death [6,30].

Sustainability and Provider Wellbeing
The enhanced framework addresses sustainability concerns 
through:
Contemplative Resources: DeValve's framework provides spiritual 
practices for maintaining equanimity and accessing sources of 
healing that transcend individual emotional capacity [7,32].

Community Support: Wilson's insight that shame healing 
requires community suggests that provider wellbeing depends on 
professional communities that counter shame-binds and support 
dignity restoration [5,32].

Theological Grounding: Sullins' understanding of healing as 
divine activity relieves providers of impossible expectations while 
maintaining sense of sacred purpose [6,23].

Healthy Boundaries: Szasz's emphasis on consensual relationships 
and rejection of paternalistic medical authority provides guidance 
for maintaining healthy professional boundaries while practicing 
healing justice [8,10]. His insight that the therapeutic relationship 
should be based on contract rather than assumed authority helps 
providers avoid burnout by clarifying realistic expectations and 
maintaining respect for patient autonomy.

Integration Challenges
Combining multiple frameworks requires careful attention to:
Theoretical Consistency: Ensuring that insights from different 
traditions enhance rather than contradict each other [27,41].

Practical Implementation: Developing concrete methods for 
applying complex theoretical insights in clinical settings 
[44,45,47].
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Cultural Sensitivity: Recognizing that different frameworks may 
resonate differently with diverse communities and providers 
[27,52].

Institutional Resistance: Anticipating and addressing resistance to 
approaches that challenge dominant medical paradigms [28,31,48].

Navigating the Szasz Tension: Szasz's individualistic emphasis 
on personal responsibility creates productive tension with healing 
justice focus on structural determinants [8]. Integration requires 
holding both perspectives simultaneously recognizing how 
structural violence constrains choices while maintaining belief in 
human agency and resilience [10,22]. This involves developing 
clinical approaches that address systemic barriers while supporting 
patient empowerment and self-determination.

Sacred Activism in Healthcare
The integration of Wilson's shame-based analysis [5], Sullins' 
Catholic social thought [6], DeValve's ontological theory of 
suffering and healing 7], and Szasz's anti-psychiatry critique [8-
10] creates a more comprehensive framework for understanding 
healthcare as sacred practice. This expanded vision recognizes 
that:
•	 Individual healing cannot be separated from social justice 

[1,17,22]
•	 Shame dynamics must be explicitly addressed in healthcare 

relationships [5,46]
•	 Divine presence and mystery are essential dimensions of 

authentic healing [6,24,38]
•	 Healthcare providers serve as instruments in larger activity of 

restoration and liberation [7,23,29]
•	 Contemplative wisdom provides essential resources for 

sustainable justice work [7,32]
•	 Legal and policy frameworks can promote healing through 

their symbolic and educational effects [5]
•	 Critical examination of medical authority protects against 

therapeutic overreach [8-10]

DeValve's contribution is particularly significant in providing a 
sophisticated contemplative framework that allows healthcare 
providers to engage fully in justice work while maintaining 
spiritual equanimity [7]. His integration of Buddhist and Christian 
wisdom offers practical guidance for what he calls "loving justice 
praxis."
Wilson's analysis adds crucial insights about how shame operates 
in clinical relationships and how legal/ethical frameworks can 
promote healing through their symbolic and educational effects 
even when not strictly enforced [5].

Sullins' Catholic social thought provides theological grounding 
that challenges both mechanistic medicine and purely secular 
approaches to healing justice, positioning healthcare as 
participation in divine activity [6].

Szasz's anti-psychiatry critique provides essential caution 
about the dangers of medical authority expanding into social 

control, emphasizing the importance of consensual therapeutic 
relationships and recognition of diverse sources of healing beyond 
medical expertise [8-10]. His perspective challenges healing justice 
practitioners to examine critically when medical intervention 
serves genuine healing versus when it becomes another form of 
institutional oppression.

This theological and contemplative framework for healing justice 
offers healthcare providers and institutions a vision that honors 
both the technical achievements of modern medicine and the 
deeper spiritual, psychological, and social dimensions of healing 
[13,41,47]. It challenges us to understand our work not merely 
as application of scientific knowledge but as participation in 
the sacred activity of creating conditions where all persons can 
flourish [16,44].

The clinical narratives examined throughout this analysis 
demonstrate that healing justice is not merely theoretical but 
emerges through concrete practices of presence, advocacy, and 
care that honor the full dignity and mystery of human persons 
[11,20,36]. When healthcare embraces this vision, medicine 
becomes what Sullins calls it to be: "a practice of love in action, a 
commitment to human dignity, and a pathway toward the healing 
of our world" [6], grounded in what DeValve understands as the 
ultimate reality of loving justice that underlies all existence [7], 
practiced through what Wilson shows us is the restoration of 
dignity that counters shame and affirms the sacred worth of every 
person [5], while maintaining what Szasz insisted upon—respect 
for human agency and the right to self-determination in the face of 
suffering [10].
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