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Abstract
This article synthesizes depth psychological insights on solitude with mystical theology to propose a
transformative framework for healing practice. Drawing on Carl Jung, James Hillman, Robert Bly, and
Jordan Peterson's reflections on time's preciousness, I argue that solitude functions as therapeutic

tzimtzum—a sacred contraction creating space for authentic presence. B

The physician who practices solitude develops capacity to witness suffering without the defensive ma-
neuvers of biomedical reductionism. By integrating Kabbalistic concepts of divine concealment and
manifestation with archetypal psychology's understanding of the soul's imaginal depths, this work pro-
poses an embodied theology of healing that honors the patient as sacred messenger rather than diagnos-

tic object. '

The essay the medicalization of time within healthcare systems and advocates for temporal practices that

- : 5
restore the physician's capacity for moral presence.

Keywords: solitude, embodied theology, tzimtzum, depth psychology, therapeutic presence, time phe-

nomenology, medical humanities, Kabbalah, archetypal psychology.

Introduction:

Contemporary medicine operates under a temporal
tyranny that fragments the healing encounter. The
physician moves through clinical space in meas-
ured increments—seven minutes per patient,
productivity metrics tracking every interaction,
electronic health records demanding documenta-
tion that estranges the clinician from the person

before them. This commodification of medical time

creates what I term a crisis of presence: the system-
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atic inability of healthcare practitioners to be fully

present with human suffering.’’

Jordan Peterson observes that time's preciousness
derives from its finitude—each moment unrepeata-
ble, each encounter potentially salvific or devastat-
ing in its consequences.' Yet medical systems treat
time as fungible commodity rather than sacred me-
dium. The rushed encounter, the interrupted narra-
tive, the diagnostic gaze that reduces person to pa-
structural  violence

thology—these constitute

against the temporality of healing.

This article proposes solitude as essential discipline
for physicians seeking to recover authentic pres-
ence. Drawing on depth psychology and Jewish
mystical theology, I argue that solitude functions
not as withdrawal from the world but as prepara-
tion for deeper engagement—a tzimtzum of the
professional self that creates space for genuine en-

counter with the other's suffering.'>'*

SOLITUDE

| feel calm and at
peace when | am alone
I like Y0 be alone,

LONELINESS

| feel lonely with the
person that | am alone With,
| don't Like +0 be alone

Part I: The Archetypal Dimensions of Solitude

Being Alone Reveals the Self: Confronting Un-
filtered Mind
Contemporary analysis reveals that solitude fright-

ens people because it exposes the unfiltered con-

tents of their own minds.> Without distractions,
individuals must confront their own thoughts,
fears, and unresolved inner material. This confron-
tation challenges fundamental assumptions about
identity and selthood. For physicians, this revela-
tion proves particularly threatening because medi-
cal training constructs professional identity as bul-

wark against personal vulnerability.

The physician learns early to maintain psychologi-
cal distance from patients' suffering through mech-
anisms that appear therapeutic but function defen-
sively. We adopt clinical language that transforms
human anguish into diagnostic categories. We
structure encounters around data collection rather
than narrative listening. We retreat into evidence-
based protocols when faced with suffering that re-
sists algorithmic management. These strategies
protect us from recognizing our own fragility, mor-
tality, and ultimate inability to save patients from

finitude.***>*

Solitude strips away these protective constructions.
Alone with oneself, the physician encounters
thoughts carefully excluded from professional con-
sciousness: rage at insurance companies that deny
necessary care, grief over patients lost to systemic
failures, shame about complicity in healthcare's
moral injuries. Without continuous activity and
distraction, these banished contents surge into
awareness. The fear of solitude among physicians
reflects our terror of meeting the wounded healer

we have been avoiding.’

This confrontation, though painful, proves thera-
peutically essential. Only by encountering our own
unfiltered minds can we develop capacity to be
present with patients' unfiltered suffering. The phy-

sician who has faced their own fear, doubt, and
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vulnerability without flinching can sit with patients'
terror without rushing to false reassurance. Solitude
thus functions as psychological inoculation—
controlled exposure to our own depths that builds
immunity against defensive flight in clinical en-

counters. 52

The Mind Avoids Silence: Defense Against Exis-
tential Questions

The mind prefers noise because silence brings one
face-to-face with existential questions: identity,
meaning, and mortality.” Mental chatter becomes a
defense mechanism, creating an illusion of stability
and control. In silence, one begins to see through
the ego's illusions. This insight illuminates why
medical culture systematically eliminates silence

from clinical spaces.

Hospital corridors hum with monitoring equip-
ment, overhead pages, conversation fragments.
Clinic waiting rooms feature televisions broadcast-
ing perpetual news cycles. Physician workspaces
overflow with electronic alerts, phone calls, admin-
istrative demands. This acoustic saturation serves
ideological function—preventing the reflective si-

lence where existential questions might arise.**

What questions might emerge in medical silence?
Why do I practice medicine—for healing or for
status? Am I truly helping patients or participating
in systems that harm them? How do I reconcile my
therapeutic ideals with insurance-driven treatment
limitations? What am I avoiding through perpetual
busyness? These questions threaten professional
identity's stability, revealing contradictions be-
tween medicine's stated mission and institutional

realities.!”

Moreover, silence confronts physicians with mor-

tality—both patients' and our own. In continuous
clinical activity, we maintain illusion of control
over death. We 'manage' terminal diagnoses, 'treat’
dying patients, speak of 'losing' patients as if death
were preventable failure. Silence dissolves these
linguistic defenses, revealing death not as medical
failure but as existential horizon giving meaning to

all clinical encounters.*

The physician trained to tolerate silence develops
capacity for what I term ontological honesty—
ability to acknowledge the fundamental questions
medicine cannot answer. Not every suffering ad-
mits cure. Not every dying can be prevented. Not
every clinical encounter yields clear diagnostic
conclusion. The silent physician learns to abide in
these uncertainties without premature closure, of-

fering presence rather than false certainty.*!

Solitude Dissolves the Ego: Beyond Social Con-
struction

The ego is a social construct shaped by expecta-
tions and fears.” When one enters deep solitude, the
ego boundaries begin to dissolve, revealing a more
interconnected consciousness. The fear of solitude
is ultimately fear of losing the illusion of a separate
self. For physicians, this dissolution challenges the

very foundation of professional identity.

Medical training constructs the physician as auton-
omous expert—individual possessing specialized
knowledge that elevates them above ordinary suf-
fering. This ego formation serves practical func-
tion: patients need to trust medical authority, and
life-

determining decisions. Yet this construction also

physicians need confidence to make

creates pathological separation between healer and
sufferer, expert and supplicant, the one who knows

and the one who is known.’
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In solitude, this ego structure becomes visible as
construction rather than natural fact. The physician
recognizes that medical expertise constitutes only
one way of knowing the body—partial, limited,
culturally specific. Patients know their own bodies
in ways no examination can access. Families un-
derstand illness contexts that medical charts cannot
capture. The dissolution of ego boundaries allows
physician to recognize healing as collaborative ra-

ther than heroic enterprise.'>'®

This recognition transforms clinical relationships.
Rather than maintaining hierarchical distance, the
physician who has experienced ego dissolution can
meet patients as fellow travelers through suffering.
The boundary between healer and patient becomes
permeable—physician acknowledging their own
vulnerability, patient recognized as possessing
healing wisdom. What emerges is what Buber
called I-Thou relationship: genuine meeting be-
tween persons rather than subject examining ob-

ject. 32

Yet this dissolution proves terrifying for physicians
invested in professional identity. To release the
ego's protective boundaries feels like professional
suicide—abandoning the authority and distance
that make clinical work psychologically sustaina-
ble. Solitude teaches that this death is actually
birth: the false professional self-dies so that au-
thentic healer can emerge. The physician reborn
through ego dissolution brings to clinical encoun-
ters a quality of presence that technical expertise

alone cannot provide.

Solitude Versus Isolation: Intentionality and
Inner Fullness
A critical distinction emerges: solitude is not isola-

tion.” Isolation is motivated by fear and withdraw-

al; solitude is an intentional, reflective practice that
leads to self-understanding. A person who practic-
es solitude can engage with others from a place of
fullness rather than dependency. This distinction
proves crucial for medical practice, where burnout
often manifests as either toxic isolation or compul-

sive engagement.

The isolated physician withdraws defensively from
clinical encounters, becoming emotionally unavail-
able while physically present. They perform medi-
cal procedures competently but mechanically,
maintaining armor against patients' emotional de-
mands. This isolation masquerades as professional-
ism—appropriate  boundaries,  self-protection,
avoiding countertransference. Yet it actually repre-
sents wounded retreat, the physician too depleted

to offer genuine presence.

Conversely, some physicians respond to depletion
through compulsive engagement—never saying no
to additional patients, working beyond sustainable
hours, deriving identity solely from being needed.
This pattern reflects engaging from dependency
rather than fullness. The physician unconsciously
uses clinical work to avoid facing their own empti-
ness, requiring constant external validation to

maintain sense of worth.’

Intentional solitude breaks both patterns. By regu-
larly withdrawing to encounter oneself, the physi-
cian develops inner fullness—a groundedness not
dependent on external validation or defensive iso-
lation. This fullness allows selective engagement:
saying yes to clinical encounters from genuine de-
sire to help rather than compulsive need to be
needed. The physician learns to give from abun-
dance rather than depletion, to rest without guilt, to

engage without losing themselves.*
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Moreover, the physician who practices solitude
models for patients a crucial distinction. Many pa-
tients suffer isolation masquerading as independ-
ence—cut off from support networks, unable to
acknowledge vulnerability, maintaining stoic fa-
cades that prevent genuine help-seeking. By
demonstrating intentional solitude as strength ra-
ther than weakness, physicians can help patients
distinguish healthy self-sufficiency from pathologi-

cal isolation.>®

Society's Fear of Stillness: The Rebellion of Re-
flection

Modern society discourages solitude because a
still, reflective individual is harder to manipulate.’
Continuous activity and consumption prevent peo-
ple from noticing the pressures and illusions that
shape everyday life. Stillness becomes a form of
quiet rebellion. This analysis illuminates the politi-
cal dimensions of advocating solitude within medi-

calized healthcare systems.

Medical systems profit from physicians' perpetual
motion. Productivity metrics assume that more pa-
tients seen equals better care provided. Billing
structures reward procedural intervention over
thoughtful watchfulness. Continuing medical edu-
cation focuses on learning new techniques rather
than deepening reflective capacity. Administrative
demands expand endlessly, colonizing time that

might be spent in contemplation.’

A physician who practices stillness begins noticing
these structural pressures. Why am I ordering this
expensive imaging study—because it's clinically
indicated or because it protects against litigation?
Why am I prescribing this medication—because it
will help this patient or because pharmaceutical

representatives have normalized its use? Why am [

rushing through encounters—because efficiency
serves healing or because administrators demand

higher patient volume?**

These questions prove dangerous to institutional
functioning. Systems depend on physicians' unre-
flective compliance with productivity demands,
insurance constraints, pharmaceutical influences.
The reflective physician recognizes complicity in
structures that harm patients—denial of necessary
care to meet cost targets, abbreviated encounters
that miss crucial details, defensive medicine that

subjects patients to unnecessary procedures.’

Advocating for solitude thus becomes political
act—resisting systems that require physicians' dis-
traction to maintain control. The still physician can
no longer be easily manipulated by productivity
metrics, pharmaceutical marketing, or administra-
tive demands that contradict patient welfare. Soli-
tude cultivates what Foucault called counter-
conduct: practices of self-formation that resist

dominant power structures.”

Yet this resistance carries risk. Institutions punish
physicians who resist productivity demands, ques-
tioning their commitment or competence. The phy-
sician who advocates for contemplative practice
within efficiency-driven systems may face margin-
alization. This reality demands collective rather
than individual resistance—physicians organizing
to demand protected time for reflection, institution-
al cultures that value depth over speed, healthcare
structures that honor medicine as sacred practice

rather than commercial transaction.

Solitude Enables Authentic Relationship: Pres-
ence Without Dependency

Only those at ease with themselves can form genu-
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ine relationships.> Without the capacity for soli-
tude, relationships become attempts to escape from
inner emptiness. Solitude grounds a person in inner
adequacy and clarity. For physicians, this principle
illuminates the paradox that withdrawal from clini-
cal work actually enhances capacity for therapeutic

relationship.

Physicians who lack solitary practice often uncon-
sciously use patients to fill their own emptiness.
We need patients to need us, deriving identity and
worth from being essential to others. This creates
subtle coercion in clinical relationships: the physi-
cian who cannot tolerate patient autonomy, who
feels threatened when patients seek second opin-
ions, who experiences patient improvement as

abandonment rather than success.

The physician grounded in solitary practice no
longer requires patients to validate professional
identity. This freedom transforms clinical relation-
ships. The physician can genuinely celebrate pa-
tient autonomy, encourage informed decision-
making even when patients choose paths the physi-
cian wouldn't recommend, acknowledge limitations
without shame. The relationship becomes truly
therapeutic because it serves patient welfare rather

than physician need.

Moreover, the physician at ease with solitude can
offer patients something rare in contemporary med-
icine: undivided presence. Most clinical encounters
suffer divided attention—physician simultaneously
examining patient, reviewing chart, responding to
electronic alerts, mentally rehearsing next appoint-
ment. This fragmentation prevents genuine meet-
ing. The physician trained in solitude develops ca-
pacity to be fully present even within seven-minute

encounters, bringing quality of attention that trans-

forms rushed visits into moments of authentic con-

nection.”?

Patients recognize this presence instinctively. They
describe such physicians as 'really listening,' as
making them feel 'seen,’ as offering encounters
where time seems to expand despite external con-
straints. This quality cannot be taught through com-
munication skills training or extracted through
productivity metrics. It arises only from physicians'
cultivation of inner adequacy through solitary dis-

cipline.*

The Paradox of Solitude: Never Truly Alone

A profound paradox emerges: when one finally
learns to be alone, one discovers that they were
never truly alone.” Solitude reveals the intercon-
nectedness of existence and the illusion of sepa-
rateness. It becomes the gateway to spiritual be-
longing. This mystical insight resonates with both
depth psychology and Jewish theology, offering
physicians a framework for understanding healing

as participation in larger wholeness.

The physician who practices deep solitude begins
experiencing what Jung called the collective un-
conscious—awareness of participating in shared
human depths beneath individual ego.’ Clinical en-
counters become recognitions rather than meetings
with strangers. The patient's suffering evokes phy-
sician's own wounds; the physician's presence acti-
vates patient's inner healer. Boundaries remain
clear enough for ethical practice yet permeable

enough for genuine meeting.®

This realization transforms the physician's relation-
ship to professional isolation. Medical training em-
phasizes individual responsibility—each physician

alone bearing burden of diagnosis, treatment deci-
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sions, patient outcomes. This isolation generates
crushing anxiety, contributing to burnout and moral
injury. Yet the physician who has experienced soli-
tude's revelation recognizes this isolation as illu-

sion.?

We participate in healing lineages extending
through generations of practitioners. We inherit
wisdom accumulated over millennia of attending
human suffering. Our individual clinical decisions
occur within web of relationships—consultants,
nurses, patients' families, community resources.
Most profoundly, healing itself represents partici-
pation in larger wholeness that Judaism calls
Shekhinah, Jung calls the Self, and Hillman calls

soul of the world.*”*’

The paradox resolves: physicians must practice sol-
itude to discover they are not alone. This discovery
liberates us from heroic medicine's crushing bur-
den—the fantasy that we individually save patients
through our expertise. Instead, we recognize our-
selves as participants in healing that exceeds our
understanding, witnesses to processes that trans-
cend our technical interventions, servants of whole-

ness that manifests through but not because of our

efforts.*>*

This understanding restores humility without in-
ducing nihilism. Our efforts matter profoundly
even though we are not ultimately in control. Each
clinical encounter represents sacred opportunity to
participate in healing mystery, to witness suffer-
ing's transformation, to serve as conduit for forces
that exceed individual agency. Solitude prepares us
for this paradoxical role: fully engaged yet unat-
tached to outcomes, deeply present yet acknowl-
edging our limitations, working diligently while

trusting processes beyond our understanding.*®

The Dissolution of Egoic Defenses

Building on these foundational insights, Alan Watts
understood solitude as confrontation with the
masks we construct to avoid authenticity.® Modern
life, saturated with noise and distraction, shields us
from encountering what Watts called the 'naked
awareness' beneath our social performances. For
the physician, these masks are particularly elabo-
rate: the authority of medical expertise, the armor
of clinical objectivity, the refuge of technical lan-
guage that distances us from the raw vulnerability

of illness.'°

Watts argues that in genuine solitude, the illusion
of the separate self begins to dissolve. We discover
ourselves not as bounded individuals but as pro-
cesses embedded in larger fields of relationship.
This insight has profound implications for medical
practice. The physician who practices solitude
learns to recognize the artificiality of the healer-
patient dichotomy. Healing occurs not through
technical intervention by an autonomous expert but
through participation in a shared field of vulnera-

bility and transformation.'®**

What Watts identifies as 'dissolution of ego' chal-
lenges the heroic model of medicine—the fantasy
of the physician as conquering hero battling dis-
ease. Solitude reveals this fantasy as defense
against the terrifying reality that we cannot ulti-
mately save our patients from mortality. In this
recognition lies the possibility of a more honest
medicine: one that accompanies rather than con-

quers, witnesses rather than rescues.*

The Physician's Unexamined Self
Carl Jung viewed solitude as necessary condition
for individuation—the lifelong process of integrat-

ing unconscious aspects of the psyche into con-
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scious awareness.” Without withdrawal from col-
lective identifications, Jung argued, we remain
trapped in personas that serve social function but
betray authentic selthood. For physicians, these
collective identifications are powerful: the white
coat as symbol of authority, the diagnostic para-
digm as framework for meaning-making, the insti-
tutional identity that subsumes individual moral

agency.’

man recovered the soul as irreducibly imagistic—a
realm of archetypal presences that speak in sym-
bols, dreams, and embodied metaphors. For Hill-
man, pathology itself constitutes speech of the soul

seeking recognition through symptom.”

This perspective radically reframes medical prac-
tice. The patient's symptoms are not mere biologi-
cal dysfunction but soul's attempt at communica-

tion. The physician trained to listen imaginally

Jung's concept of the Shadow—the repository of hears beneath the biomedical surface to the meta-

disowned aspects of self—proves particularly rele-
vant to medical practice. Physicians systematically
repress awareness of their own vulnerability to ill-
ness, mortality, and professional failure. We pro-
ject onto patients the weakness and dependency we
refuse to acknowledge in ourselves. This dynamic
creates what I call shadow medicine: a practice
characterized by defensive omniscience, impa-
tience with ambiguity, and flight into technological
intervention when faced with suffering that resists

medical narrative.*’

Solitude provides the container for Shadow work.
In withdrawal from professional performance, the
physician encounters the disavowed parts of self:
the healer who is also wounded, the expert who is
also uncertain, the authority who is also dependent.
This integration transforms clinical practice. The
physician who has befriended their own Shadow
can tolerate ambiguity without premature diagnos-
tic closure, acknowledge limitations without
shame, and sit with suffering without compulsive

need to fix.’

Imaginal Realm and the Soul's Deep Speech
James Hillman insisted that solitude is not empti-
ness but teeming imaginal life.® Against the mod-

ern reduction of psyche to brain chemistry, Hill-

phoric depths. The woman with chronic pain car-
ries not only nociceptive signals but perhaps the
body's wisdom about unlivable life circumstances.
The man with depression speaks not only neuro-
chemical imbalance but soul's refusal of contempo-
rary capitalism's demand for perpetual productivi-

ty.16

Solitude cultivates this imaginal listening. In with-
drawal from medical discourse's literalism, the
physician's own imaginal capacity awakens.
Dreams, reveries, bodily resonances with patients'
suffering—these become sources of clinical insight
that biomedicine cannot access. The physician
learns what Hillman called 'seeing through'—
perceiving through surface presentation to arche-

typal depths.*

The Soul’s Descent and the Recognition of Grief
Robert Bly frames solitude as descent into the un-
derworld—a necessary journey to encounter what
has been exiled from consciousness.” In contempo-
rary culture, Bly argues, we have lost capacity for
grief. We medicalize sadness, pathologize mourn-
ing, treat depression as biochemical error rather

than soul's legitimate response to loss.""

For physicians, this cultural prohibition against
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grief creates profound distortions in practice. We
witness death and suffering daily yet construct pro-
fessional identities that disavow our own grief.
This split generates what I term complicated pro-
fessional mourning—the accumulation of unpro-
cessed loss that manifests as burnout, cynicism,
and emotional numbing. The physician becomes

walking wound masquerading as healer.**’

Solitude provides space for this exiled grief to sur-
face. In withdrawal from professional performance,
the physician can finally weep for patients lost,
acknowledge the weight of bearing witness to suf-
fering, honor the toll of participating in modern
medicine's contradictions. Bly teaches that only by
descending to meet our grief can we return to life
with genuine depth. The physician who has done
this underworld work can accompany patients
through their own griefs without defensive minimi-

zation or premature consolation.**

The Solitude Practice

Part II: Solitude as Theological Practice

Divine Contraction and Therapeutic Space

The Lurianic Kabbalistic concept of tzimtzum—
divine contraction creating space for creation—
provides theological framework for understanding
solitude's function in healing practice.'’ According
to Isaac Luria, God withdrew divine presence to
make room for finite existence. This primordial
gesture of self-limitation, of making space for the

other, models the fundamental movement of ethical

relationship.”'?

In embodied theology, I propose that the physi-
cian's practice of solitude functions as tzimtzum."'
The healer must contract their professional ego—
the need to know, to fix, to demonstrate compe-
tence—to create space where the patient's suffering
can be genuinely encountered. This contraction is
not mere technique but spiritual discipline requir-

ing repeated practice in solitude."

The clinical encounter becomes sacred theater
where divine dynamics of concealment and revela-
tion play out. The physician who has practiced
tzimtzum in solitude can bring this spaciousness to
the bedside. Rather than filling every silence with
expert opinion, the healer creates emptiness where
the patient's own wisdom might emerge. Rather
than imposing diagnostic framework prematurely,
the physician waits in unknowing for the situation's

meaning to reveal itself.>**

Shekhinah Consciousness and Indwelling Pres-
ence

The Kabbalistic understanding of Shekhinah—
divine presence dwelling in exile, manifesting in
brokenness—offers theology of suffering that re-
sists both medical triumphalism and therapeutic
nihilism.'® Shekhinah accompanies Israel into ex-
ile, shares in human affliction, makes holy the very
places of abandonment and pain. This theology
recognizes suffering as site of potential divine en-
counter rather than mere privation to be eliminat-

14
ed.”

Applied to medicine, Shekhinah consciousness
transforms our relationship to patients' suffering.
The person in pain becomes potential bearer of di-

vine presence—not despite their brokenness but
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through it. The physician's task is not primarily to
eradicate suffering but to witness it with such quali-
ty of presence that the suffering person feels ac-

companied rather than abandoned.®

Solitude cultivates this Shekhinah consciousness.
In withdrawal from medical system's demand for
curative intervention, the physician reconnects with
older healing traditions that understood illness as
occasion for deepening rather than problem to be
solved. The healer learns to perceive divine sparks
embedded in suffering—moments of meaning, rela-
tionship, transformation that biomedical framework

cannot register.”>>**’

The Patient as Sacred Text:

Jewish tradition treats Torah as living text requiring
interpretation—not once but continually, each gen-
eration discovering new meanings through chang-
ing hermeneutic lenses. I propose extending this
hermeneutic sensibility to medical practice: treating
each patient as sacred text requiring interpretive

wisdom rather than diagnostic decoding.'*'®

This shift from diagnosis to interpretation has pro-
found implications. Diagnosis assumes transparent
pathology awaiting expert identification. Interpreta-
tion acknowledges inexhaustible depth—each en-
counter with patient's suffering revealing new lay-
ers of meaning. The physician becomes reader ra-
ther than decoder, participant in meaning-making

rather than objective observer.'*?°

Solitude prepares the physician for this hermeneu-
tic practice. Just as rabbinic tradition requires years
of study before attempting Talmudic interpretation,
the interpretive physician must develop contempla-
tive capacity through solitary practice. In silence,

the physician learns to tolerate ambiguity, resist

premature closure, honor the irreducible particulari-

ty of each patient's narrative. The healing encounter

becomes joint venture in meaning-making rather
28,29

than expert pronouncement on passive body.

Part I1I: Time, Mortality, and the Patient Encounter

Temporal Ethics and Medical Practice

Jordan Peterson's reflections on time emphasize its
non-renewable nature—each moment singular, un-
repeatable, weighted with consequence.! Against
postmodern relativism, Peterson argues for objec-
tive meaning grounded in recognition of mortality.
How we spend our finite time matters absolutely
because we cannot reclaim squandered moments.
This temporal ethics has urgent relevance for medi-

cine.!

Medical systems treat time as infinitely divisible
commodity—hbilling in fifteen-minute increments,
measuring productivity through patient volume,
structuring clinical days as interchangeable units.
This commodification betrays the sacred temporali-
ty of healing encounter. Each patient visit repre-

sents potentially transformative moment: an oppor-
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tunity for recognition, for honest conversation
about mortality, for collaborative meaning-making

in face of illness.’

Peterson's emphasis on responsibility resonates
with physician's obligation to honor the precious-
ness of clinical time. The seven-minute encounter,
however systemically constrained, remains ethical
space where physician's quality of presence matters
profoundly. Solitude trains the capacity to be fully
present even within systems designed to fragment
attention. The physician who practices solitary dis-
cipline can bring undivided attention to brief en-
counters, transforming rushed visit into moment of

genuine meeting.'

Kairos Versus Chronos: Qualitative Time in
Healing

Ancient Greek distinguished chronos—quantitative
clock time—from kairos—qualitative opportune
moment. Medical systems operate exclusively in
chronos: standardized appointment slots, produc-
tivity metrics, evidence-based protocols applied
without regard for particular context. Yet healing
occurs in kairos: the pregnant moment when pa-
tient is ready to hear difficult truth, the sudden
recognition that reframes entire illness narrative,
the unexpected opening where transformation be-

comes possible."”

Solitude cultivates sensitivity to kairos. In with-
drawal from chronos's tyranny, the physician de-
velops capacity to perceive these qualitative tem-
poral depths. Not every moment in clinical encoun-
ter carries equal weight. The skilled physician
learns to recognize kairos when it arrives—to slow
down, to abandon protocol, to follow where the
moment leads rather than where schedule dic-

tates. '

This kairotic awareness requires regular return to
solitude. Without contemplative practice, the phy-
sician becomes enslaved to chronos—mechanically
moving through scheduled appointments, blind to
the sacred moments embedded within routine care.
Solitude restores temporal discernment, the capaci-
ty to distinguish mere succession of moments from
those rare instances when eternity breaks through

into clinical time.'°

Mortality as Horizon: Medicine's Honest Reck-
oning

Peterson and Heidegger converge on this insight:
authentic existence requires facing mortality with-
out denial.""® Yet medicine systematically evades
this confrontation. We medicalize death as treat-
ment failure, speak of patients 'fighting' disease as
if death were optional, invest in therapeutic fanta-

sies that disguise mortality's inevitability.'"’

Solitude forces physician to face their own mortali-
ty and, through that confrontation, develop honest
relationship to patients' dying. In contemplative
withdrawal, the physician acknowledges what
medical training obscures: that we too will die, that
our technical knowledge cannot ultimately save
anyone from finitude, that healing sometimes
means helping patients die well rather than forcing

futile treatments.>!

This honest reckoning with mortality transforms
clinical practice. The physician who has sat with
their own death in solitude can accompany patients
through dying without defensive flight into false
hope or technological overdrive. Palliative care
becomes not failure but profound form of heal-
ing—helping patients die with dignity, surrounded

by love, at peace with their lives' completion.™
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Part IV: Integrating Solitude into Medical For-

mation

Against the Culture of Busyness:

Medical education and practice systematically
eliminate space for solitude. Residents work eighty-
hour weeks, attending physicians see patients in
rapid succession, continuing education focuses on
technical updating rather than contemplative deep-
ening. This culture of relentless busyness serves
ideological function: preventing the reflective
awareness that might question medicine's institu-

tional structures.’

A solitary physician might notice the moral injuries
perpetrated by insurance companies denying neces-
sary care. A contemplative physician might recog-
nize how pharmaceutical marketing distorts pre-
scribing practices. A reflective physician might
question whether our interventionist culture serves
patients or industry profits. Busyness prevents these
dangerous recognitions, keeping physicians too ex-

hausted for critical thought.’

Advocating for solitude thus becomes structural
intervention—resisting the systems that profit from
physicians' perpetual distraction. Building solitary
practice into medical training and professional life
constitutes countercultural witness against medi-

cine's industrialization.*

Practical Disciplines: Solitude in Medical Life

How might physicians cultivate solitary practice
within demanding professional lives? 1 propose
several disciplines adapted from contemplative tra-

ditions:

Daily silence: Twenty minutes each morning in
silence before entering clinical space. Not medita-
tion necessarily but simply sitting with one's own
presence without distraction. This daily practice
builds capacity to tolerate the uncomfortable emo-
tions that arise in genuine solitude—boredom, anxi-
ety, grief. Over time, the physician develops steadi-

er internal ground.

Walking solitude: Regular walks without phone,
music, or companion. Movement combined with
silence allows unconscious material to surface.
Many physicians report that clinical insights arise
during solitary walks—solutions to diagnostic puz-
zles, recognition of countertransference patterns,
renewed clarity about patients they've been avoid-
ing.”!

Contemplative writing: Weekly practice of writ-
ing without audience—journaling clinical encoun-
ters, exploring emotional responses to patients,
questioning institutional practices. This writing
serves not as published scholarship but as space
where physician's authentic voice can emerge away

from professional performance.*

Periodic retreat: Annual multiday retreat in true
solitude—remote location, no communication de-
vices, extended time for depth work. These inten-
sive periods allow physician to address accumulat-
ed grief, reassess professional direction, reconnect
with original vocational calling that medical train-

ing often obscures.’
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These practices require institutional support. Medi-
cal centers claiming to value physician wellness
must create protected time for contemplative disci-
plines rather than treating them as individual re-

sponsibility layered atop impossible workloads.’

Teaching Presence: Solitude in Medical Educa-
tion

Medical education trains technical competence
while systematically neglecting formation of con-
templative physician. We teach students to diag-
nose efficiently but not to sit with uncertainty. We
emphasize evidence-based protocols but not dis-
cernment of when protocol fails particular patient.
We demand mastery of biomedical facts but ignore

development of moral imagination.***’

Integrating solitude into medical curriculum would
require fundamental restructuring. First-year stu-
dents might spend time in contemplative practice
before anatomy lab—developing capacity to honor
the dead whose bodies they will dissect. Clinical
rotations could include regular supervision explor-
ing emotional responses to patients rather than only
case presentations. Residency programs might man-
date protected time for reflective practice rather

than maximizing clinical volume.**!

Most radically, medical schools might select for

contemplative  capacity  alongside academic
achievement. The student who has developed rich
inner life through solitary practice may become bet-
ter physician than the student with perfect test
scores but no self-awareness. This would represent
shift

honoring depth over speed, wisdom over technical

profound in medical culture's values—

facility.*

Conclusion: Solitude as Resistance and Renewal
Solitude emerges from this analysis as both spiritu-
al discipline and political resistance. Against medi-
cine's industrialization, the physician who practices
solitude reclaims space for authentic presence.
Against the commodification of time, solitary prac-
tice restores awareness of each moment's irreplace-
able preciousness. Against biomedical reduction-
ism's flattening of human suffering, contemplative
depth recovers the imaginal and theological dimen-

sions of healing.

The integration of depth psychology with Jewish
mystical theology reveals solitude not as private
retreat but as preparation for more ethical engage-
ment. The physician who has encountered their
own Shadow can meet patients without defensive
projection. The healer who practices tzimtzum cre-
ates space where suffering persons feel genuinely
seen. The clinician trained in imaginal listening
perceives beneath biomedical surface to soul's deep

speech.'**

Peterson's emphasis on time's preciousness adds
urgency to this contemplative turn. We cannot af-
ford to waste our finite clinical encounters on dis-
tracted half-presence. Each patient visit represents
potential kairos—sacred moment where healing,
meaning-making, and genuine meeting become
possible. Solitude trains the capacity to recognize

and honor these moments when they arrive.'

This work calls for structural transformation of
medical practice and education. Individual physi-
cians cannot bear sole responsibility for contempla-
tive formation when systems actively prevent it.
Medical institutions must create protected time,
train faculty in contemplative pedagogy, reward

depth over productivity. Without institutional
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change, advocacy for solitude becomes merely ad-
ditional burden on already overwhelmed clini-

cians.’

Yet even within constraining systems, physicians
retain agency. The decision to practice daily si-
lence, to walk without phone, to write contempla-
tively—these constitute small acts of resistance that
accumulate into transformed practice. The physi-
cian who persists in solitary discipline gradually
develops qualities that biomedical training cannot
provide: steady presence, moral clarity, capacity to

accompany suffering without defensive flight.

Ultimately, solitude serves healing not by with-
drawing from clinical work but by deepening our
capacity for presence within it. The physician who
has descended to meet their own grief can accom-
pany patients through theirs. The healer who has
practiced tzimtzum creates space for patients' own
wisdom to emerge. The clinician who has devel-
oped imaginal listening perceives the sacred depths

beneath pathological surface.”

This embodied theology proposes medicine as fun-
damentally relational practice—healing occurring
not through technical intervention but through
quality of presence brought to suffering encounter.
Solitude becomes the crucible where this presence
is forged, the desert where the healer's own illu-
sions dissolve, the womb from which authentic

medicine is born.*¥*!

In an age of medical industrialization, technologi-
cal overdrive, and temporal fragmentation, the
practice of solitude represents revolutionary act. It
insists that healing requires time that cannot be
commodified, presence that cannot be standardized,

and depths that biomedical framework cannot con-

tain. The physician who embraces this contempla-
tive discipline becomes witness to suffering's sa-
cred dimensions—honoring each patient as bearer
of divine sparks, each clinical encounter as poten-
tial site of transformation, each moment as irre-

placeable gift demanding our fullest presence.’
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