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Abstract

This essay develops the mystical category of self-kenosis — the radical emptying of the egoic or created self — into
a working clinical discipline for the practising physician. Taking Simone Weil s doctrine of decreation as its point
of departure, and reading it alongside Meister Eckhart'’s detachment, the Lurianic dialectic of tzimtzum and bittul,
the scholarly interpretations of Elliot R. Wolfson and Moshe Idel, and the pragmatic surrender encoded in the
first three steps of Alcoholics Anonymous, the paper argues that the same movement of voluntary contraction that
mystics describe as the condition for divine presence is also the precondition for genuine therapeutic presence. [
propose that the clinician who would truly receive the patient must perform a hermeneutic and ontological self-
emptying analogous to the divine tzimtzum. a disciplined withdrawal of the diagnostic ego that opens a space — a
makom — within which the patient may appear as a sacred text rather than as an object of mastery. Drawing on
my own published corpus on therapeutic tzimtzum, sacred listening, the dissolving self, divine concealment, and
the sacred space of surrender, the essay translates an apparently abstract mystical paradox into concrete clinical
postures: attention as decreation, silence as contraction, not-knowing as epistemic humility, and surrender as
the paradoxical ground of healing power. The clinical risks of the move — dissolution without containment,
abdication of responsibility, false humility — are examined, and an ethically bounded model of therapeutic self-
kenosis is offered. The paper concludes that self-emptying is not the loss of the physician but the purification of
presence: the paradoxical path by which the practitioner becomes a transparent medium for a healing that does
not originate in the ego.
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Introduction: The Problem of the Full Physician

Modern clinical medicine has cultivated a physician
who is, in a precise and troubling sense, too full.
Filled with protocol, with the confident vocabulary
of pathophysiology, with the reassuring scaffolding
of differential diagnosis and the actuarial certainties
of evidence-based guidelines, the contemporary
practitioner enters the consulting room already
saturated. There is little room left for the patient to
appear. The encounter, structured around examination,
diagnosis, and disposition, becomes a procedure of
mastery in which the suffering person is rapidly
converted into a problem to be solved, a body to be
read against a template, a case to be closed. I have
argued elsewhere that this fullness is not a neutral
epistemic stance but a spiritual condition with
measurable clinical costs: the foreclosure of the
patient’s narrative, the substitution of category for
person, the quiet violence of an interpretation imposed
rather than received [1,2].

This essay proposes that the remedy for the over-full
physician is neither more empathy training nor another
communication module, but something far more
radical and far older: a discipline of self-emptying.
The mystical traditions of both East and West have
known for millennia that presence to the other — and
to the divine — requires not the accumulation of self
but its contraction. The lover must make room for
the beloved; the vessel must be emptied before it can
be filled; the creator must withdraw before creation
can stand. This movement, which I will call self-
kenosis, names a paradoxical dynamic recurrent across
mystical traditions: the radical decrease of the egoic
or created self as the very condition of a higher, more
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transparent, more available mode of being [3].

The Greek term kenosis (kévootg, “emptying”) derives
from the Christological hymn of Philippians 2, where
Christ is said to have emptied himself, taking the form of
a servant. But the structure the word names is far more
widely distributed than its Pauline provenance suggests.
It appears in Meister Eckhart’s Abgeschiedenheit, his
“detachment” or “releasement,” in which the soul must
become empty of all created things — even of its own
willing and knowing — so that God may be born in its
ground. It appears, with startling structural precision, in
the Lurianic Kabbalah’s doctrine of tzimtzum, the divine
self-contraction by which the Infinite withdraws from a
point in order to make room for a finite world. It appears
in the Hasidic ideal of bittul ha-yesh, the nullification
of the egoic “something” before the divine. It appears,
democratised and made therapeutically accessible, in
the surrender that opens the Twelve Steps of recovery.
And it appears, in its most uncompromising twentieth-
century formulation, in Simone Weil’s doctrine of
decreation.

My claim is that these are not merely interesting parallels
to be admired from the safety of comparative scholarship.
They constitute, taken together, a phenomenology of
self-emptying that has direct and demanding application
to the clinical encounter. If the divine had to contract to
make room for the world, and if the mystic must empty
the self to make room for God, then the physician — who
stands at the bedside of suffering as a kind of secular
celebrant — must likewise perform a contraction, a
self-emptying, a decreation of the diagnostic ego, in
order to make room for the patient to appear. This is
the central thesis of the present essay: that therapeutic
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presence requires therapeutic self-kenosis, and that the
clinician who refuses this movement will, however
well-intentioned and however technically competent,
remain structurally incapable of the deepest forms of
healing.

The urgency of this argument is sharpened by the
present condition of the profession. Burnout, moral
injury, and a pervasive sense of disenchantment afflict
contemporary medicine, and the standard remedies —
wellness programmes, resilience training, efficiency
initiatives — largely miss their mark because
they address symptoms while leaving untouched
the underlying spiritual structure of the over-full
physician. A practitioner trained to be a master of
disease, confronted daily by diseases he cannot master
and deaths he cannot prevent, is set up for a particular
kind of suffering: the suffering of an omnipotence that
fails. The discipline of self-emptying speaks directly to
this condition. The physician who has surrendered the
fantasy of mastery is not thereby rendered helpless but,
paradoxically, relieved of an impossible and crushing
burden, and freed for the more modest and more
sustainable vocation of accompaniment. Self-kenosis
is thus not only a path to better care for patients but a
path to the survival and renewal of the healer [8,33].

I have developed pieces of this argument across a
sustained body of published work — on therapeutic
tzimtzum and the epistemology of the doctor-patient
relationship, on the dissolving self in the therapeutic
encounter, on sacred listening, on the sacred space
of surrender, on divine presence and concealment in
the clinical space. What follows gathers and deepens
that work, placing it in extended dialogue with Weil,
Eckhart, Luria, Wolfson, Idel, and the recovery
tradition, and pressing it toward a single, coherent,
clinically usable account of the hermeneutic clinician
as one who heals by first emptying himself [4-8].

The essay proceeds in eight movements. The first
establishes Weil’s conception of a God who is
transcendent yet indirectly immanent, and the kenotic
structure of her cosmology. The second expounds
decreation proper as a reciprocal kenosis. The
third turns to Eckhart and the apophatic tradition
of detachment. The fourth develops the structural
homology with Lurianic tzimtzum and Hasidic bittul.
The fifth draws on Wolfson and Idel to refine the

account. The sixth examines the pragmatic analogue
of Twelve-Step surrender. The seventh — the clinical
heart of the paper — translates the entire architecture
into a discipline of therapeutic self-kenosis, with
concrete postures and a frank reckoning with its risks. A
concluding movement gathers the threads into a model
of the physician as transparent medium.

Simone Weil’s God: Transcendent yet Indirectly
Immanent

Simone Weil (1909-1943) remains among the most
uncompromising spiritual thinkers of the twentieth
century, and her uncompromisingness is inseparable
from the texture of her life. A philosopher trained in the
rigorous French tradition, she chose factory labour at
Renault to share the condition of the industrial worker,

joined an anarchist column in the Spanish Civil War,

and ended her short life in voluntary deprivation in
solidarity with occupied France, refusing to eat more
than she imagined her compatriots could obtain. Her
thought and her body were a single argument. To read
her is to be confronted by someone for whom the
metaphysics of self-emptying was not a doctrine but a
manner of dying.

At the centre of Weil’s theology stands a God who is
fundamentally and almost vertiginously transcendent
— the absolute Good, beyond space, time, and the
entire realm of what she calls necessity or “gravity” (la
pesanteur). Gravity, for Weil, is the law that governs
all natural and psychological motion: the soul falls,
as a stone falls, toward self-aggrandisement, toward
the filling of voids, toward the compensations of the
ego. Grace alone moves in the opposite direction. “All
the natural movements of the soul,” she writes, “are
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controlled by laws analogous to those of physical
gravity. Grace is the only exception.”

“Two forces rule the universe: light and gravity.”
Weil, Gravity and Grace

The crucial and original move in Weil’s cosmology
is that God’s very act of creation is already a kenotic
withdrawal. God does not create by an outpouring
of presence but by a renunciation of it. “God could
create only by hiding himself,” she writes; “otherwise
there would be nothing but himself.” Creation is
an act of divine abdication — a self-limitation, a
stepping-back, a making-room. The very existence
of a world distinct from God presupposes that God
has consented not to be everything. This is why, for
Weil, the absence of God is not the negation of God
but the paradoxical mode of God’s creative love.
The atheist who finds the world empty of God and
the mystic who finds the world charged with divine
absence may be looking at the same fact under
different descriptions [9].

Yet Weil is no deist. Grace does break through, but
always indirectly, obliquely, through three privileged
apertures: beauty, affliction, and attention. Beauty is
the trap God sets in the world, the snare by which
the soul’s attention is captured and turned toward
the Good. Affliction (malheur) — a category Weil
sharply distinguishes from mere suffering — is
the extreme condition in which the soul is crushed
by necessity, stripped of consolation, reduced to a
point of pure abandonment; and precisely there, in
the void left when every false consolation has been
burned away, grace may enter. And attention — pure,
disinterested, self-forgetful attention to the other —
is for Weil nothing less than “the rarest and purest
form of generosity,” and indeed a form of prayer
[10].

This triad — beauty, affliction, attention — is of
the highest clinical relevance, and I will return to it.
For now it is enough to register the shape of Weil’s
God: radically transcendent, present only through a
withdrawal that makes room, accessible only through
apertures (above all attention) that themselves
require a kind of self-emptying. The structure of
Weil’s cosmos already prefigures the structure of the
clinical encounter as I will reconstruct it: a healing
presence that operates not by filling the space between

persons but by emptying it, not by the imposition of
the healer’s fullness but by the disciplined withdrawal
that lets the sufferer be.

The Core of Decreation: A Reciprocal Kenosis
Decreation is Weil’s signature and most demanding
contribution. She defines it with characteristic severity:

“Decreation: to make something created pass into
the uncreated. Destruction: to make something
created pass into nothingness. A blameworthy
substitute for decreation.”

The distinction is essential and is too often missed.
Decreation is not annihilation, not self-destruction,
not the nihilistic erasure of the person. It is, on the
contrary, the passage of the created self-back into the
uncreated ground from which it came — a movement
of return, of consent, of letting-go that is the opposite
of suicide even where it may superficially resemble
it. Destruction substitutes a counterfeit of decreation;
the egoism that destroys itself is still egoism. True
decreation relinquishes not the self’s existence but
the self’s usurpation — the illusory “I”” that imagines
itself the centre and proprietor of its world.

The reciprocity at the heart of decreation is given
in Weil’s most famous formulation:

“God consented through love to cease to be everything
so that we might be something; we must consent
through love to cease to be anything so that God may
become everything again.”

Herethekenotic structurebecomes explicitly reciprocal
and even liturgical. The divine contraction that made
the world is answered by a human contraction that
returns the selfto God. God’s self-emptying in creation
calls forth the creature’s self-emptying in decreation.
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The movement is a kind of cosmic respiration: an
exhalation of divine love that produces the world,
and an inhalation of creaturely consent that returns
it. The created “I” — which Weil regards as our final
and most tenacious illusion of possession — must
be relinquished through attention, through consent to
necessity, and through the acceptance of affliction.
The result is not nihilism but co-creation: the soul,
decreated, becomes transparent, a clear medium
through which supernatural love can flow into the
world [9,11].

It is worth pausing on the imagery of gravity and
grace that organises Weil’s entire vision, because
it supplies an unexpectedly precise diagnostic lens
for the clinical encounter. Gravity, for Weil, is the
downward pull of the ego toward compensation,
self-protection, and the filling of every void with the
cheap currency of self-regard. When we are wounded
we seek to discharge the wound onto another; when
we are diminished we seek to diminish; when we are
afflicted we seek consolation in fantasy, distraction,
or the exercise of power over those weaker than
ourselves. All of this is gravity — the lawful,
predictable, mechanical falling of the soul. Grace
alone moves against it, and grace, crucially, cannot
be manufactured; it can only be received, and it
can be received only by a soul that has refused the
consolations of gravity and consented to remain in
the void. “Grace fills empty spaces,” Weil writes,
“but it can only enter where there is a void to receive
it, and it is grace itself which makes this void.” The
void is not a deficiency to be filled by the ego’s
exertions but the very aperture through which the
supernatural enters [10].

The clinical resonance is immediate. The physician
confronted with suffering he cannot relieve is
tempted, by gravity, to fill the void — with false
reassurance, with premature explanation, with the
busy activity that masks helplessness, with the subtle
violence of an interpretation that closes the case
and relieves the clinician’s own discomfort. Weil’s
counsel is the harder and truer one: to remain in
the void with the patient, to refuse the gravitational
consolations, to let the empty space remain empty
long enough for something other than the ego’s noise
to enter it. This is among the most demanding of all
clinical disciplines, and it is the precise opposite of

what the over-full physician is trained to do. I have
argued at length that the refusal to fill the void — the
willingness to remain present to suffering that exceeds
explanation — is a central mark of the mature clinician
and a direct application of the mystical discipline of
decreation to the bedside [34,33].

Weil’s meditation on the Cross gives the decreative
structure its sharpest theological point. For Weil,
the crucifixion is the supreme instance of divine
decreation: God in extremity, abandoned, crying out
from the void, emptied even of the felt presence of the
divine. The cry of dereliction — “My God, my God,
why hast thou forsaken me” — is for Weil not a failure
of faith but its consummation, the moment at which
the distance between God and God becomes the very
medium of love. The afflicted person who cries out
from the void is, on this reading, closest to the divine
precisely in the experience of abandonment. This is
a theology of almost unbearable severity, and yet it
speaks with extraordinary directness to those who sit
with the dying, the despairing, and the abandoned —
which is to say, to physicians. The patient in extremity
is not in a region from which the sacred has fled but in
the very place where, on Weil’s account, the sacred is
most intensely, if most hiddenly, present [9,11].

Three features of decreation deserve emphasis for the
clinical argument to come. First, decreation is achieved
above all through attention, not through effort or will.
Weil is emphatic that the will, strained and clenched,
only reinforces the ego it seeks to overcome. “We
have to try to cure our faults by attention,” she writes,
“and not by will.” The decreative move is therefore
not a heroic act of self-overcoming — which would be
one more achievement of the ego — but a relaxation
of grasping, a patient and waiting openness. This
has immediate consequences for how we should
understand therapeutic self-emptying: it cannot be
willed into being by a physician determined to be
humble; it must be cultivated as a quality of attention.
Second, decreation passes through affliction. Weil does
not offer a comfortable spirituality. The decreation
of the self is, in her account, often accomplished by
malheur — by the grinding contact with necessity that
strips the soul of its consolations. The clinician who
attends the afflicted is therefore attending the very
site where, on Weil’s account, decreation becomes
possible; the consulting room and the hospital ward
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are privileged loci of the void into which grace may
enter. Third, decreation is consent. It is not something
done to the self from outside but a free assent of the
self to its own un-selfing — a “yes” spoken from
the place of greatest resistance. These three features
— attention rather than will, the passage through
affliction, and the structure of consent — will
reappear, transposed, in the clinical discipline I shall
describe [10].

4

AP O PISATHCEB O DIES

Meister Eckhart and the Apophatic Tradition of
Detachment

Weil’s decreation has a direct and acknowledged
antecedent in the medieval Rhineland mystic Meister
Eckhart (c. 1260—c. 1328), whose teaching of
Abgeschiedenheit — “detachment,” “releasement,”
or “letting-be” — supplies one of the deepest wells
of the Western kenotic tradition. For Eckhart, the
soul must become empty of all created things, empty
even of its own images of God, empty finally of its
own willing and knowing, so that God may be born
in the ground (Grund) of the soul. “God expects but
one thing of you,” he preaches, “and that is that you
should come out of yourself in so far as you are a
created being and let God be God in you.”

Eckhart’s detachment is more radical than the
ordinary religious counsel of non-attachment to
worldly goods. It reaches into the very structure of
the self’s relation to God. The detached soul does
not pray to God for things, does not bargain, does
not even cling to its own experiences of consolation;

it relinquishes the spiritual ego as thoroughly as the
material one. Eckhart can even say, in his vertiginous
way, that the truly detached person should be empty
of the very “why” of action — should live and work
“without a why” (ohne warum), as the rose blooms
without asking why it blooms. The self-emptying here
is so complete that it dissolves even the instrumental
structure of motivation.

There is an obvious difference of tone between
Eckhart and Weil. Eckhart’s sermons are paradoxical,
even joyful; he speaks of the soul’s emptiness as
the condition for an overflowing divine birth, of the
breakthrough (Durchbruch) into the Godhead beyond
God. Weil’s decreation is tragic, austere, marked
by affliction and the Cross. Where Eckhart’s soul is
emptied to be filled with divine joy, Weil’s is emptied
into the void of affliction where it must wait, often
without consolation. Yet the deep structure is the
same: in both, the apophatic emptying of the created
self is the precondition of the divine presence. Weil
modernises and intensifies the Eckhartian theme,
pressing it through the twentieth-century experience
of industrial labour, totalitarian violence, and mass
affliction, but she does not depart from its essential
grammar[12].

Eckhart’s account of the “birth of the Word in the soul”
(the Geburt) repays close attention for the clinical
argument, because it specifies what the emptying is
for. The detached soul is not emptied into a sterile
vacancy but emptied so that something may be born
in it — the eternal Word, the divine life, generated in
the ground of the soul as the Father eternally generates
the Son. Emptiness, for Eckhart, is fecund; it is the
condition of a generativity that the full and cluttered
soul forecloses. The clinical analogue is exact and
consequential: the physician’s self-emptying is not an
end in itself, not a mere ascetic exercise in humility,
but the condition for the birth of something in the
encounter — a recognition, an insight, a moment of
genuine meeting — that the over-full encounter cannot
generate. The decreated clinician empties himself not
to be absent but to become a site of generativity, a
ground in which the patient’s truth, and the healing
relation, can be born [12].

The apophatic structure shared by Eckhart and Weil is
precisely what makes the tradition clinically portable.
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Apophasis — the way of negation, the unsaying that
approaches the real by stripping away inadequate
affirmations — is not only a theological method
but an epistemic posture. It teaches that the deepest
truths are reached not by the accumulation of positive
knowledge but by a disciplined unknowing, a docta
ignorantia. The physician schooled in apophasis
learns to hold his diagnostic certainties loosely, to
unsay his premature conclusions, to approach the
patient through a negation of his own categories.
This apophatic clinical posture — the deliberate
suspension of the knower’s fullness — is one of the
central translations I will propose. It is the epistemic
face of self-kenosis [13].

Lurianic Kabbalah: Tzimtzum, Shevirah, and
Bittul

The structural homology between Weil’s decreation
and the Lurianic doctrine of tzimtzum is so precise
that scholars have long suspected, though never
proven, some indirect transmission. Whether or
not Weil knew the Kabbalah — the evidence is at
best circumstantial — the conceptual convergence
is striking and theologically illuminating. In
the cosmogony of Isaac Luria (1534-1572), as
systematised by Hayyim Vital, the act of creation
begins not with an outpouring but with a withdrawal.
The Infinite (Ein Sof), which fills all, contracts itself
— tzimtzum, from the root meaning “to constrict” or
“to gather in” — withdrawing from a central point to
leave a void (the tehiru, the “vacated space”) within
which a finite world can come to be [14].

The parallel with Weil is exact at the decisive point:
God creates by self-limitation, by ceasing to be

everything so that something other than God may exist.
The Lurianic Ein Sof and the Weilian Good both make
room for the world by an act of renunciation. Creation
1s, in both, an effect of divine contraction rather than
divine expansion. I have explored this convergence
at length in my work on the tzimtzum model of the
therapeutic encounter, where | argue that the divine
self-contraction furnishes the deep paradigm for a
healing presence that operates through withdrawal
rather than imposition [4,6].

The term makom — “place” — deserves particular
attention, since it will become the governing spatial
metaphor of the clinical argument. In rabbinic usage
Ha-Makom, “The Place,” is itself a name of God, and
the sages explain the usage with a striking formula:
God is the place of the world, but the world is not
God’s place — that is, the divine contains and grounds
all space without being contained by it. The Lurianic
tzimtzum radicalises this intuition: by contracting,
the Infinite that was the place of all things makes a
place within itself for what is not itself. Place, on this
account, is not a neutral container given in advance
but something made by an act of withdrawal. There is
no room for the other until someone contracts to make
room. This is the deep structure I wish to transpose
into the clinic: the therapeutic makom, the space in
which the patient can appear, does not pre-exist the
encounter but must be made, and it is made only by
the physician’s contraction [6,17].

The Lurianic myth does not end with tzimtzum. Into
the vacated space the Infinite emanates a ray of light,
which is to be received in vessels (kelim); but the
vessels, unable to contain the overwhelming influx,
shatter — the shevirat ha-kelim, the “breaking of the
vessels.” The divine sparks fall and are scattered,
embedded in the shards of the broken world, trapped
within the husks (kelippot). The task of creation
thereafter is tikkun — the gathering and raising of the
fallen sparks, the repair of the shattered vessels, the
restoration of the divine order. This three-beat rhythm
— contraction, shattering, repair — is one of the most
generative structures in all of Jewish mysticism, and it
maps with uncanny aptness onto the clinical situation:
the wound (shattering), the space opened for healing
(contraction), the labour of repair (tikkun). I have
developed this mapping in detail, arguing that the
clinician participates in a work of tikkun by gathering
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the scattered sparks of a fractured life into renewed
coherence [6,15].

On the human side, the Lurianic and broader
Kabbalistic tradition answers the divine tzimtzum
with the discipline of bittul — self-nullification, the
emptying of the egoic “yesh” (the “something” that
the self takes itself to be) before the divine reality. In
Hasidic thought, especially in the Habad tradition,
bittul ha-yesh becomes the central spiritual labour:
the dissolution of the false sense of independent
selfhood, the recognition that the ego’s apparent
substantiality is illusory, the return of the self to
its source in the divine nothing (ayin). Here the
reciprocity that Weil articulated philosophically is
given a developed contemplative technology. The
divine contracts (tzimtzum) so that the world may
be; the mystic contracts (bittul) so that the divine
may be all in all once more. Between these two
contractions, the human person learns to become
transparent [16,5].

It is worth dwelling on a subtle but consequential
interpretive dispute that bears directly on the clinical
application. The later Kabbalistic (Mitnaged) and
Hasidic tradition divided over whether tzimtzum is
to be understood literally (ki-peshuto) — as a real
withdrawal of the divine from the vacated space —
or non-literally (lo ki-peshuto) — as only an apparent
withdrawal, a veiling of a presence that in truth never
departs. On the non-literal reading, favoured by
Habad, God’s seeming absence from the world is a
concealment rather than a true departure; the divine
is fully present even where it appears most absent,
hidden behind the veil of created multiplicity. This
dispute is not idle for our purposes. It determines
whether the space opened by the clinician’s self-
emptying is a genuine void — an absence — or a
charged concealment within which a deeper presence
persists. [ have argued for the clinical fertility of the
non-literal reading: the physician who withdraws
his diagnostic ego does not abandon the patient to
emptiness but creates a concealment-that-reveals, a
space whose very apparent emptiness is the condition
for a more genuine presence [6,7,17].

The Bridge to Know Where
The eyelids are down but the candle is glowing
Consider the zephyr that never stops blowing
A weightless foundation
With no explanation
A message unheard from the cloud of unknowing

Scholarly Illuminations

The contemporary scholarship of Elliot R. Wolfson
and Moshe Idel sharpens the comparative picture
and supplies conceptual tools indispensable to the
clinical translation. Wolfson’s phenomenological and
apophatic readings of Kabbalah — developed across
an enormous body of work, most influentially in his
studies of the hermeneutics of vision, secrecy, and
the paradox of disclosure — illuminate the dialectic
of concealment and revelation that runs through the
entire tradition. For Wolfson, the divine is disclosed
precisely in and through its concealment; the secret
(sod) is not a content hidden behind a veil but the very
structure of veiling and unveiling, such that what is
revealed is always also a concealment and what is
concealed is the condition of revelation. Wolfson’s
formulations of an “apophatic” dimension at the heart
of even the most cataphatic Kabbalah — his attention
to the coincidence of opposites by which presence and
absence, light and dark, disclosure and hiddenness
pass into one another — provide the precise conceptual
grammar for understanding why the clinician’s self-
emptying is not a subtraction of presence but its
transfiguration [18,19].

This Wolfsonian dialectic maps with remarkable
fidelity onto Weil’s account of a God present through
absence and a grace that enters through the void. Where
Weil speaks of the void left by affliction as the place
of grace, Wolfson speaks of the luminal darkness, the
concealment that is itself a mode of disclosure. Both
describe a structure in which absence is not the opposite
of presence but its paradoxical vehicle. I have drawn
extensively on Wolfson’s dialectical readings in my
own theological work on divine concealment in the
therapeutic space, where the physician’s contraction
creates exactly such a concealment-that-discloses: a
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withdrawal that, far from abandoning the patient,
opens the only space in which the patient’s truth can
disclose itself [7,20].

It is worth noting how Wolfson’s insistence on the
coincidence of opposites resists the sentimentalisation
that often befalls talk of “presence” in clinical
and pastoral discourse. The temptation, when one
speaks of healing presence, is to imagine a warm
and uncomplicated availability, a simple being-there
that floods the encounter with comfort. Wolfson’s
dialectic forbids this. Presence, in his account, is
always shadowed by absence; disclosure always
carries concealment within it; the light is always
also a darkness. Applied to the clinic, this means
that the physician’s presence to the patient is never
a simple plenitude but a structured interplay of
nearness and distance, of revealing and withholding,
of speaking and keeping silent. The clinician who
understands this does not strain after an impossible
total availability but learns to inhabit the dialectic —
to be present through measured absence, to disclose
through judicious concealment, to heal through a
withdrawal that is itself a mode of care. This is a far
more sophisticated and far more sustainable model
of clinical presence than the exhausting ideal of
unbroken empathic availability that drives so many
clinicians toward burnout [18,7].

Moshe Idel’s scholarship complements Wolfson’s
by foregrounding the experiential and theurgic
dimensions of Kabbalah. Against a purely
theosophical reading that treats Kabbalistic doctrine
as speculative cosmology, Idel emphasises the
performative and transformative aspects — the
practices, techniques, and experiences by which
the Kabbalist does not merely contemplate the
divine structure but acts upon it and is transformed
by it. The theurgic dimension — the conviction
that human action affects the divine realm, that the
mystic participates in the repair of the cosmos —
supplies a model of agency that is neither passive
quietism nor egoic mastery. The theurgist acts,
and acts powerfully, but acts as a participant in a
process larger than the self, a conduit for energies
not his own. This is precisely the model of agency
the hermeneutic clinician requires: a way of being
active and efficacious while remaining self-emptied,
of doing the work of healing without claiming

proprietorship over it [21].

Taken together, Wolfson and Idel allow us to formulate
the clinical paradox with precision. From Wolfson
we learn that the self-emptying of the clinician is a
concealment that discloses, an absence that is the
vehicle of a deeper presence. From Idel we learn that
this self-emptying is not passivity but a transformed
mode of agency — theurgic, participatory, efficacious
without being proprietary. The decreated physician
is neither the omnipotent master of the older medical
paradigm nor the inert and abdicating bystander that
a naive reading of self-emptying might suggest, but a
transformed agent: active, present, efficacious, and yet
transparent.

OVER ONE MILLION ¢

THE TWELVE STEP
Spiritual Journe

A WORKING GUIDE FOR HEALING
P 3

The Pragmatic Analogue

If Weil, Eckhart, and Luria give us the mystical
metaphysics of self-emptying, the first three steps
of Alcoholics Anonymous give us its democratised,
therapeutic, and eminently practical analogue.
The opening movement of recovery is a structured
kenosis: an admission of powerlessness (Step One),
a coming-to-believe in a Power greater than the self
(Step Two), and a decision to turn one’s will and life
over to that Power as one understands it (Step Three).
The egoic self that has run the show — and run it into
the ground — is invited to abdicate; the controlling
“I” is asked to surrender its sovereignty; and in that
surrender, paradoxically, the possibility of restoration
opens [22,23].

The parallel with mystical decreation is structurally
exact, though the register is therapeutic rather than
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metaphysical. Step One’s admission of powerlessness
corresponds to the recognition of the self’s incapacity
that Weil names as the beginning of decreation and
that Hasidism names as the precondition of bittul. Step
Two’s coming-to-believe corresponds to the opening
of the self toward a transcendent reality. Step Three’s
decision to turn over one’s will corresponds precisely
to Weil’s consent — the free assent of the self to its
own un-selfing. [ have examined this convergence at
length, both in studies of the dialectical divine and
twelve-step recovery and in work comparing the
recovery model with classical mystical disciplines of
surrender [23-25].

What the recovery tradition adds to the mystical
sources 1s a crucial democratisation and a crucial
safeguard. Democratisation: the surrender of the
Twelve Steps is not reserved for spiritual virtuosi
but is offered to anyone, in the most desperate of
conditions, as an accessible and life-saving practice.
The Higher Power may be understood in the most
minimal terms — “as we understood Him” — so that
even the religiously alienated may make the kenotic
move. Safeguard: the recovery tradition has hard-
won wisdom about the difference between healthy
surrender and pathological collapse, between turning
over the will and abdicating responsibility. Recovery
surrenders the illusion of control while insisting
fiercely on responsibility for one’s actions and one’s
recovery. This distinction — surrender of control
without abdication of responsibility — is precisely
the safeguard the clinical translation of self-kenosis
will require [25,26].

It bears emphasis that the surrender at issue runs
in two directions in the clinical setting, and the
recovery tradition illuminates both. There is the
physician’s surrender, discussed above — the
relinquishment of the fantasy of mastery. But there
is also the patient’s surrender, the often agonising
movement by which the sick person relinquishes
the illusion of control over a body and a future that
have escaped command. The wisdom of the Twelve
Steps about this latter surrender — its distinction
between the things one can change and the things
one must accept, its insistence that acceptance is not
resignation but the precondition of serenity and even
of agency — is directly transferable to the care of
patients facing chronic and catastrophic illness. I

have explored this transfer in work integrating twelve-
step spirituality and Hasidic theology as clinical
frameworks for patients confronting catastrophic
illness, arguing that the physician can serve as a
companion in the patient’s own kenotic passage from
the clenched refusal of reality to the open-handed
acceptance that paradoxically restores a measure of
freedom. The decreated physician, having made the
surrender himself, is uniquely able to accompany the
patient in making it [26,25].

There is a further dimension of the recovery analogue
that bears directly on the physician. In my work on
the sacred space of surrender, I have argued that
the clinical encounter itself can be reconceived as
a space in which the physician’s own vulnerability
and relinquishment of omnipotence — his own
version of Step One’s admission of powerlessness —
becomes, paradoxically, the source of healing power
rather than its negation. The physician who admits
the limits of his power, who surrenders the fantasy
of mastery over disease and death, does not thereby
become a worse clinician but a more present one. The
surrender of omnipotence opens the space of genuine
accompaniment [8].

Therapeutic Self-Kenosis in Practice

We arrive now at the clinical heart of the essay. The
thesis can be stated simply: the same movement of
self-emptying that the mystical traditions describe
as the condition for divine presence is the condition
for therapeutic presence. The physician who would
truly receive the patient — who would let the patient
appear as a person and a text rather than as an object
and a case — must perform a therapeutic tzimtzum,
a decreation of the diagnostic ego, a contraction that
opens a clinical makom (a “place,” a space) within
which healing can occur. I have named this framework
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hermeneutic medicine, and its governing image is
the patient as sacred text. In what follows I develop
the discipline of therapeutic self-kenosis under five
concrete clinical postures and then turn frankly to its
risks [1,27,28].

Attention as Decreation

The first and most fundamental posture is attention
in Weil’s precise sense: the pure, disinterested,
self-forgetful turning of the whole soul toward the
other. Weil’s account of attention is not a recipe for
concentration or active listening as those are taught
in communication modules. It is something far more
demanding and far more self-emptying. “Attention,”
she writes, “consists of suspending our thought,
leaving it detached, empty, and ready to be penetrated
by the object.” The attentive self does not project
its categories onto the other but suspends them,
holding itself open and receptive. This suspension
of the knower’s fullness — the bracketing of the
diagnostic template, the differential, the premature
interpretation — is the decreative move in clinical
form [10,29].

In practice this means that the physician’s first labour
is not to know but to attend; not to fill the silence with
questions designed to confirm a hypothesis already
forming, but to empty himself of the hypothesis
long enough to let the patient’s reality penetrate. I
have developed this at length in my work on sacred
listening, where I argue that the deepest clinical
listening is not an information-gathering technique
but an experiential encounter in which the listener’s
self is decreased so that the speaker’s truth can be
received. Sacred listening is attention as decreation:
the suspension of the clinician’s interpretive grasp so
that the patient may be heard before being categorised
[27,30].

Silence and Contraction: Making the Clinical Makom
The second posture is the disciplined use of silence
as contraction. If the divine made room for the
world by withdrawing, the clinician makes room for
the patient by a parallel withdrawal — above all a
withdrawal of speech. The over-full physician speaks
constantly: explaining, reassuring, instructing, filling
every void with the comforting noise of expertise.
The decreated physician learns the discipline of the
eloquent silence; the withdrawal of his own voice that

opens a space the patient can enter. This is tzimtzum at
the bedside: a contraction of the clinician’s presence
that, far from abandoning the patient, creates the very
makom — the vacated, charged space — within which
the patient’s own voice can sound [4,6].

Here the non-literal reading of tzimtzum, discussed
above, does decisive clinical work. The silence
the physician opens is not a true absence, a cold
withdrawal of care, but a concealment that discloses
— an apparent emptiness within which a deeper
presence persists. The clinician withdraws his speech
but not his attention; he contracts his ego but not
his care. The space he opens is, in Wolfson’s terms,
a concealment-that-reveals: a silence saturated with
presence, a withdrawal that is the highest form of
accompaniment. The patient, entering this space, finds
not abandonment but the rarest of clinical gifts — a
room in which to appear [7,17].

Not-Knowing as Epistemic Self-Emptying

The third posture is the apophatic epistemology
of not-knowing. The Eckhartian docta ignorantia
translates into a clinical discipline of holding one’s
diagnostic certainties loosely, of unsaying premature
conclusions, of approaching the patient through
a deliberate suspension of one’s own categories.
This is not anti-intellectualism or the abandonment
of medical knowledge — the physician must of
course know a great deal — but the refusal to let
that knowledge foreclose the encounter before the
patient has appeared. I have argued for the clinical
centrality of a “sacred epistemology of not-knowing,”
in which uncertainty and doubt are not deficiencies
to be eliminated but foundations of the humility that
genuine healing requires [13,31].

The epistemic self-emptying of not-knowing is the
antidote to the over-full physician with which this
essay began. It corresponds to the distinction I have
drawn between an epistemology and an ontology of
the therapeutic encounter: the over-full physician
operates in a purely epistemological register,
accumulating knowledge about the patient as object;
the decreated physician makes room for an ontological
encounter, a meeting of persons in which knowing is
subordinated to being-with. The tzimtzum model of
the doctor-patient relationship is precisely the move
from a knowledge that masters to a presence that
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accompanies — from epistemology to ontology,
from grasping to receiving [4,32].

The Dissolving Self: Ego-Dissolution Within
Ethical Bounds

The fourth posture concerns the disciplined, ethically
contained dissolution of rigid egoic structures in the
clinician — and, where appropriate, the facilitation
of a parallel softening in the patient. In my work
on the dissolving self in the therapeutic encounter,
I have argued, drawing on Jewish mystical
theology, psychodynamic theory, and contemporary
neuroscience of ego dissolution, that therapeutic
transformation frequently requires a disciplined
relaxation of the ego’s defensive rigidity in both
clinician and patient. The clinician who can loosen
the boundaries of his professional persona —
without losing them — becomes capable of a depth
of attunement that the armoured professional self
forecloses [5].

This is the most delicate of the five postures, and it
must be hedged with the most careful safeguards.
The dissolution in view is not a loss of clinical
boundaries, not a collapse of the therapeutic frame,
not the merging of clinician and patient that would
be a countertransferential disaster. It is, on the
contrary, a disciplined and reversible softening — an
ego-dissolution that is ethically contained precisely
by remaining within a robust professional and ethical
structure. The model of agency supplied by Idel’s
theurgy is again the key: the clinician acts powerfully
and remains responsible, even as he relinquishes
the rigid, defended, masterful self. Bittul without
abdication; dissolution within containment [5,21].

Surrender as the Ground of Healing Power

The fifth posture is surrender in the recovery sense: the
physician’s own admission of the limits of his power,
his relinquishment of the fantasy of mastery over
disease and death, his turning-over of the outcome to
a process larger than his control. This is the clinical
analogue of Step One, and it is, paradoxically, the
ground of healing power rather than its negation.
The physician who surrenders omnipotence is freed
from the crushing and ultimately dishonest burden
of having to fix everything; and in that freedom he
becomes capable of the one thing that the omnipotent

physician cannot give — genuine accompaniment of
the patient through suffering that exceeds cure [8,33].

I have argued that authentic healing often requires
the physician to remain fully present to suffering that
exceeds explanation while abandoning the illusion
of medical omniscience — to hold scientific rigour
and spiritual humility together without requiring
their premature reconciliation. The physician-patient
relationship becomes, on this account, a space of
dialectical presence in which healer and patient
encounter mystery together, each having surrendered
the pretense of mastery. The surrender of control is not
the abandonment of the patient but the condition for a
deeper solidarity with the patient in the face of what
neither can control [34,33].

The Risks: Dissolution, Abdication, and False
Humility

A discipline of self-emptying carries real and serious
risks, and intellectual honesty requires that they be
named as sharply as the benefits. The first risk is
dissolution without containment — an ego-softening
that loses the boundaries it ought to keep, collapsing
the therapeutic frame, dissolving the asymmetry
that protects the patient, exposing both parties to the
dangers of unbounded merger. Against this risk stands
the insistence, throughout this essay, that therapeutic
self-kenosis is ethically contained: the dissolution
is reversible, bounded, and disciplined, never the
abandonment of the professional and ethical structure
that protects the encounter [5].

The second risk is abdication — the misreading of
self-emptying as a license to do less, to withhold
knowledge the patient needs, to retreat into a passive
quietism that abandons the patient to a void rather than
opening a space. Against this risk stands the recovery
tradition’s hard-won distinction between surrendering
control and abdicating responsibility, and Idel’s
model of theurgic agency: the decreated physician
is more responsible, more present, more efficacious,
not less. Self-emptying that produces less care has
misunderstood itself; true kenosis empties the ego in
order to amplify the care [25].

The third risk is false humility — the subtlest and most
corrosive of all. The ego is endlessly resourceful, and
it can colonise even the discipline of self-emptying,
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turning humility into a performance, decreation into
one more achievement of the self that congratulates
itself on its emptiness. Weil saw this clearly: the will
that strains to overcome the ego only feeds it. The
safeguard here is precisely Weil’s: self-kenosis is
cultivated not by the strained will but by attention,
not by the heroic project of becoming humble but by
the patient relaxation of grasping. The physician who
sets out to perform his own decreation has already
failed; the physician who attends to the patient with
self-forgetful care finds his decreation given to him
as a fruit of that attention [9,10].

An Hlustrative Clinical Posture

It may help to make the abstraction concrete.
Consider the familiar situation of the patient with a
long, medically unexplained symptom history — the
kind of patient whose chart precedes them, thick with
negative investigations and the faint exasperation of
previous clinicians. The over-full physician meets
such a patient already saturated with a category:
“functional,” “somatising,” “difficult.” The category
does the work of foreclosure; the patient, sensing it,
retreats into the defended and escalating presentation
that confirms it, and the encounter spirals into
mutual frustration. The fullness of the physician’s
prior interpretation has left no room for the patient
to appear as anything other than what the category
dictates.

The self-emptied physician performs, in the same
situation, a deliberate sequence of contractions.
He brackets the category long enough to attend —
attention as decreation — suspending the differential
that is already forming and letting the patient’s own
account penetrate. He withdraws his speech, opening
a silence — the clinical makom — into which the
patient can say what the rushed encounter has never
allowed. He holds his diagnostic certainties loosely,
in the posture of not-knowing, admitting to himself
and where appropriate to the patient the genuine limits
of present understanding. He softens, within firm
bounds, the armoured professional persona that the
chronic patient has learned to provoke and to dread.
And he surrenders the fantasy of a tidy resolution,
accompanying the patient in the uncertainty rather
than discharging it through a premature label. None
of this requires abandoning medical knowledge or
clinical responsibility; all of it requires emptying the

egoic grasp that mistakes the category for the person.
The result, in my clinical experience and as I have
argued across the published corpus, is frequently a
transformation of the encounter — not always a cure,
but very often the opening of a therapeutic space
where before there was only the closed circuit of
mutual defence[1,32,28].

Conclusion

Across every tradition examined in this essay — Weil’s
decreation, Eckhart’s detachment, Luria’s tzimtzum
and bittul, Wolfson’s dialectic of concealment and
disclosure, Idel’s theurgic participation, and the
surrender of the Twelve Steps — a single paradoxical
structure recurs: radical decrease yields a transformed
and heightened mode of being. The self that empties
itself does not vanish into nothing but becomes
transparent, a clear medium through which a healing
larger than the ego can flow. This is the higher self
of the essay’s governing paradox — not the inflated
ego of modern hyper-individualism, but a decreated,
attentive, grace-filled transparency aligned with a
Good beyond the self.

For the physician, the upshot is neither mysticism
for its own sake nor the abandonment of clinical
rigour, but a transformation of clinical presence.
The hermeneutic clinician learns to attend before he
knows, to withdraw his speech so the patient may
speak, to hold his certainties loosely, to soften the
armour of the professional persona within firm ethical
bounds, and to surrender the fantasy of mastery so
that genuine accompaniment becomes possible. He
performs, at the bedside, the same self-emptying that
the mystic performs before God — and for the same
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reason: because presence to the other requires room,
and room is made only by contraction. The over-full
physician with whom this essay began is healed of his
fullness not by emptying himself of knowledge but
by emptying himself of the egoic grasp that mistakes
knowledge for mastery and the patient for an object.

Self-kenosis, then, is not the loss of the physician but
the purification of his presence. It is the paradoxical
path by which the practitioner ceases to be everything
in the encounter so that the patient may be something
— and so that, through the space thus opened, a
healing that does not originate in the physician’s ego
may become, in his very self-emptying, possible.
The wound the physician attends is, in the Lurianic
image, a shattered vessel; and the physician who has
learned to contract himself, to make space, to gather
the scattered sparks with attentive and self-forgetful
care, participates in the oldest and most demanding of
vocations: the repair of a broken world, one patient,
one encounter, one act of decreation at a time [6,15].

The argument of this essay has been that medicine’s
deepest resources for renewal lie not only in the
laboratory and the trial but in the ancient mystical
knowledge that to be truly present to another is first
to empty oneself. The traditions differ in idiom —
decreation, detachment, tzimtzum, bittul, surrender
— but they converge on a single counsel for the
healer: contract, so that the other may expand;
empty yourself, so that you may receive; decrease,
so that healing may increase. It is, in the end, the
same counsel the Baptist gave of another healer, and
the same that every bedside still requires: he must
increase, but I must decrease [33,35].
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