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Perspective

Knowing Together: The Physician-Patient
Encounter and Encountering Others:

Imagining Relationships and
Vulnerable Possibilities

Norman Quist

It should be our earnest endeavour to use words coinciding as closely as possible
with what we feel, see, think, experience, imagine, and reason.

—Johann Wolfgang von Goethe, Maxims and Reflections

ABSTRACT

In this essay, by example of the physician-patient rela-
tionship and drawing on the work of D.W. Winnicott, I explore
what may be possible together in relationships, and in the
pursuit of health and flourishing, at understanding what we
need, and getting ourselves and the other “right”—what we
are afraid of and how we get each other wrong, and the dis-
tance or gap between “what has been” and “what might be.”
In pursuit of these questions, I consider what both physicians
and patients might endeavor to do together to address this
distance: to recognize and respond to each other, and to iden-
tify and address common needs and felt distances. And, how,
along the way, we may be able to better identify and under-
stand fundamental challenges to all relationships. Finally, I
ask the reader to imagine a physician-patient encounter (and
all relationships) as vulnerable possibilities. And I suggest a
method for a way forward. While we may not always get what
we want in a relationship, perhaps our earnest effort at know-
ing together will open a potential space for us to get what we

need. This is where I imagine that the physician-patient rela-
tionship begins: where all relationships begin.

In all relationships there is a distance be-
tween “what has been” and “what might be.”
What has happened and what may happen.1

How our felt distance from each other matters
to us depends upon our desire for the relation-
ship—and the gap between how we imagine it,
and what it has been. In relationships that mat-
ter the most to us, our intimate relationships,
and relationship in which we are most vulner-
able—relationships of concern and care, and our
well-being—I imagine that our desire is to know
and to be known. As Winnicott describes it,
“Health here includes the idea of tingling life
and the magic of intimacy.”2 In this relationship,
as I imagine it, we desire (need) to be recognized
and heard. And, as the relationship develops and
matures, to be found by the other. Our flourish-
ing, our becoming who we are, depends on this.

In this essay I focus on the physician-patient
relationship and explore what may be possible
together in the pursuit of health and flourish-
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ing, and the distance or gap between what has
been and what might be. In pursuit of this ques-
tion, I consider what both physicians and pa-
tients might endeavor to do together to address
this distance: to recognize and respond to each
other, and to identify and address common
needs and felt distances. And, along the way,
we may be able to better identify and understand
fundamental challenges to all relationships. Fi-
nally, I ask the reader to imagine a physician-
patient encounter (and all relationships) as vul-
nerable possibilities. While we may not always
get what we want in a relationship, perhaps our
earnest effort at knowing together will open a
potential space for us to get what we need.3 This
is where I imagine that the physician-patient re-
lationship begins: where all relationships begin.

The pediatrician and psychoanalyst D.W.
Winnicott, reflecting in his later writings upon
his early education as a physician, credits Tho-
mas Horder as being a significant influence,
teaching him to listen to the patient’s own story
and to take a careful history.4 Horder empha-
sized to the young Winnicott that “the doctor-
patient relationship is the very soul of good doc-
toring.”5 And at first impression this seems in-
tuitively true. But no sooner have we recognized
this than a question likely comes to mind: What
kind of relationship is being imagined? And,
what can be said about the distance between
how we imagine it, and what it has been?

The physician-patient relationship begins in
words—a question and a response: What brings
you here today? Although this question initiates
the encounter, there is already an unspoken but
implicit expectation, an imagining, as the pa-
tient has sought out this physician for help—for
care.6 Heard by the patient, the physician’s ques-
tion is an invitation, an opening to reveal why
she has come, in her own words—spoken and
heard. The physician’s question is also an ex-
pression, a declaration, of recognition and con-
cern. Question, response, and recognition. In this
initial encounter, this being together, coming
face to face, each anticipates, imagines (some-
times unconsciously), the possibility of a rela-
tionship. The patient may have also imagined
who she hopes her physician will be, that is,
qualities that might count for her as desirable,
even imagined as ideal. Similarly, the physician,
in her first words, imagines the patient; she also
imagines using her skills and clinical judgment
to address the patient’s concerns and to provide
care.7 This exchange of words fires the imagina-

tion of both patient and physician and brings to
life, facilitates, the possibilities for a relation-
ship. The openness and fluidity of this experi-
ence, its potential, was anticipated by Wittgen-
stein when he wrote, “Uttering a word is like
striking a chord on the keyboard of the imagi-
nation.”8

In a physician-patient relationship, as in all
relationships, the words we first use with each
other matter in a unique and interesting way.
We use words together—in response to the other.
We make an impression. Our words signal our
receptivity of, and attitude toward, the other;
they may also signal our defense. Simply put:
In real time, each considers the unspoken ques-
tion: Am I being understood? We listen and ob-
serve. We rely on a theory of mind and imagine,
looking for clues and confirmation, what the
other might be thinking. Paradoxically, some-
times, in hearing our own words, what we find
ourselves saying, we may seem to be strangers
to ourselves. The act of speaking one’s words,
and hearing them as they are spoken, can be gen-
erative, but it also introduces risk, as we try to
get our words and the other right—and partici-
pants simultaneously defend against, or parry,
their desires, vulnerability, and anxiety. After
all, we can’t simply say what first comes to
mind.9

Everything has already been said;
but since nobody ever listens,

we must always start over again.
—Andre Gide, Le Traité du Narcisse

Successfully communicating with another
is no easy affair—it is always aspirational. Our
efforts are sometimes frustrated and incomplete,
and we often are at a loss to say why. But this is
not news. Sometimes it may be, as Gide noted,
that “no one was listening.” Understanding why
“no one was listening” would seem to be of the
utmost urgency, for meaningful conversations
at least. Was there something about the words
we used? Perhaps it was a matter of recognition,
and our response to the other.

Were we listening?
Thankfully, in many of our everyday inter-

actions, communicating does not become an is-
sue for us. We get what we want—thus, we as-
sume that we have been understood. We also
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rely on shared social conventions. We under-
stand that, when a colleague asks us how we
are doing, we are not expected to recite our ex-
istential concerns. We have developed work
arounds, so that everyday interactions with oth-
ers can smoothly move along and we can get
ordinary things done. Every conversation need
not be “meaningful.” We have also learned to
deflect uncomfortable questions. When our in-
terlocutors seem to have forgotten the rules of
the game, we might reply, “This is not the time
to discuss that” (whatever “that” is). At other
times, as the familiar lament expresses, “We
don’t know what to say.” We can’t seem to grab
hold of the words we want. Words that capture
how we think and feel—our sense of things. And
then there are times when we seem to know
exactly what we want, when we seem to have
the right words, but we are unwilling to risk say-
ing them—we substitute other words instead.10

Successfully communicating in relation-
ships that are most important to us requires a
sharper set of skills and attention. Among other
reasons, in these interactions we likely find our-
selves in the hold of heightened feelings of vul-
nerability and dependency (perhaps unconsci-
ously). We have a history with the other that
matters to us. In these relationships, when com-
munication does not go as expected, when it
breaks down, we may similarly struggle with the
impulse to resist and defend, but with elevated
intensity as there is more at risk, as we may hold
these relationships as fundamental in how we
identify ourselves—to who we are as a physi-
cian, patient, partner, and friend. Here, it is no
exaggeration to suggest that communicating well
or poorly, our success or failure at understand-
ing and being understood, makes every differ-
ence in our lives. A relationship cannot stand if
we do not feel heard and understood, recognized
as who we are.

An example of a breakdown in communi-
cation in a clinical setting is relayed by Sanders
and colleagues, who write that “Patients fre-
quently report that their physicians are not lis-
tening or, at least, that they do not feel heard.”11

This is a powerful claim. Following these au-
thors, it seems that patients do not feel recog-
nized. As they emphasize, “These are trying
times for the patient-physician relationship.”
They comment on the consequences for prac-
tice: “The benefits of good communication and
a strong patient-physician connection cannot be
overstated. Evidence and experience show that

this connection improves diagnosis, adherence
to prescribed regimes, and even some out-
comes.”12

Victor Montori, in Why We Revolt, makes a
compelling and sometimes poetic argument for
a revaluation of the physician-patient relation-
ship.13 Montori writes: “In the depth of our en-
counter, we must think through, work through,
feel through, and talk through my problems as a
patient” (chap. 6). “This exchange, described as
a conversational dance and called shared deci-
sion-making,” Montori writes, “remains—unfor-
tunately—rare” (ibid.). “Shared decision-mak-
ing helps to avoid the tyranny of evidence—of
doing what the study found was best, regard-
less of who the patient is. . . .” (chap. 12). Montori
describes this environment poignantly: “As a
patient, I should feel that what matters most to
my clinician is going on right now. . . . This time
together needs to be slowed down and under-
stood” (chap. 6). Applying Montori’s recommen-
dation, the process of examination and treatment
is something that the physician does with the
patient rather than to the patient, explaining,
when possible, what is happening, or about to
happen, and why. In this manner the physician
invites, or opens the possibility for a patient’s
questions. Health and well-being are goals that
physicians and patients pursue together. Or, as
I have been suggesting, worked though and felt
through as (two people) patient and physician,
face to face. In other words, a relationship that
grounds authentic shared decision making—elu-
cidating a patient’s values, following question,
response, and recognition—requires a facilitat-
ing environment.

It is well known that the institutionalization
of medicine has introduced important and vex-
ing organizational and systemic ethics chal-
lenges. Although appointment times are shorter,
making the time physicians spend with each
patient a critical ethical concern, it is still pos-
sible for physicians to commit to creating a fa-
cilitating environment for shared decision mak-
ing in the time that is available. However, phy-
sicians will need to be vigilant and may have to
push institutional boundaries. But Montori is
right. An empathic relationship—working
through together—is essential in identifying,
understanding, and responding to the patient’s
values, for shared decision making. This is but
one feature of Montori’s call for a revolt in the
practice of medicine—but, arguably, the most
important—and one for which a response is
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within the reach of all physicians.14 As we
learned from the research work of Schneider,
years ago, physicians may be mistaken about
what it is the patients want.15 But none of what
I have been suggesting requires physicians to
impose their view of a relationship upon any
patient. But I am suggesting that physicians sig-
nal or model their availability to each patient,
and to some patients this may come as a sur-
prise: patients may wonder how to respond.16

In the physician-patient encounter, as I have
described it, there is a frame. The physician
speaks first and guides the encounter with a
question, recognizing the patient: question, re-
sponse, recognition. The physician endeavors
to create a facilitating environment. But, in prac-
tice, even the most attentive and attuned clini-
cians, committed to a facilitating environment
for shared decision making, when operating
within a similar frame or structure, patient after
patient, will need to be vigilant to the habitua-
tion of their “clinical response.” One way to
counter this may be for clinicians to make a de-
liberate effort to begin again—with each patient:
listening anew to each patient’s own story as if
for the first time.17

WHAT MIGHT BE

One way to support a communicative and
facilitating environment—an essential compo-
nent for all relationships—returning the epi-
graphs of Goethe and Wittgenstein—may be for
clinicians (and for all of us) to pay particular
attention to how they (we) use words, and how
they encourage patients (others) to use words.
In this context, what might it mean or reveal if
we—both clinicians and patients—were to make
it “our earnest endeavor to use words coincid-
ing as closely as possible with what we feel, see,
think, experience, imagine, and reason”? How
might this imaginative effort, this commitment,
facilitate our knowing, together: our effort to get
the other—and ourselves—right? How might we
begin?

It is clear that Goethe’s advice, and our “what
might be” suggestion, are highly aspirational,
that we “endeavor to use words coinciding as
closely as possible with what we feel, see, think,
experience, imagine, and reason.” But within
Goethe’s epigraph is a method: that our effort
must first of all be “earnest.” Applying this
method to the clinical encounter, it seems rea-
sonable to further imagine that the earnest ef-

fort demonstrated by clinicians will resonate
with patients, thereby increasing their feelings
of safety and relationality. By engaging others
with our words and our world, allowing/invit-
ing others to hear us in a particular way—to get
us right—we are also modeling a way of being
with them: our earnestness!18 And if we further
imagine how this kind of conversation unfolds,
it need be no surprise that our earnestness “feels
true” or authentic to the other. In its totality, it’s
possible that the experience for both patient and
physician may be transformative, changing us,
and changing how we experience the world—
and what we can say about it, and about our-
selves. In this facilitating environment, feeling
recognized, patients and clinicians—all of us—
have an opportunity to find other words, words
that come closer to “saying” what we mean. And
would not all of this be an immediate benefit to
the relationship?

Importantly, in this facilitating environment,
physician and patient are committed to the re-
lationship as it changes—as equals. This is ar-
guably the ideal ground for shared decision
making. Winnicott captures this dynamic, the
mutuality of the doctor-patient (therapeutic) re-
lationship, or “care-cure,” as he imagines it,
when he writes: “we find that when we are face
to face with a man, woman or child in our spe-
cialty, we are reduced to two human beings of
equal status. Hierarchies drop away.”19 Reflect-
ing upon Winnicott’s observation, we are once
again reminded of our relationality, as equals.20

But what does this mean in terms of question,
response, and recognition? And how does it
translate to each patient in the clinic? Put an-
other way, there is a distance between reading
of our mutuality, imagining a common human-
ity between physician and patient, even when
this seems intuitively true, and what might be
done, what it might require to actualize this in
practice: what happens with each patient in the
clinic. When Winnicott imagines that “hierar-
chies drop away,” for example, he is likely think-
ing first of relationships within a psychoanalytic
encounter—the therapeutic relationship be-
tween the two people in the room. Two differ-
ent rooms—clinic and consulting. But how are
these engagements analogous? In each instance
the physician (as Winnicott was also a physi-
cian) is challenged to recognize and respond to
a patient who is suffering—and the engagement
is constructed by questions and words that
“strike a chord on the keyboard of the imagina-
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tion,” and response and recognition, all ground-
ed (dependent) on the earnestness of each par-
ticipant. There need be no hierarchy here, rather
a knowing together.

For the physician in the clinic to do this over
and over again with each patient demands a
great deal. Among the many differences, the 15-
minute clinic encounter is far from the “psycho-
analytic hour.” Yet in this time the physician in
the clinic can still practice and model earnest-
ness, a knowing together, and the method of
question, response, and recognition: “to use
words coinciding as closely as possible with
what we feel, see, think, experience, imagine,
and reason.” We might even imagine that this
approach could help bridge the gap that some
physicians report, lamenting the commodifica-
tion of transactional medicine, and make the
practice of medicine more meaningful and re-
warding for the physician—a revitalization of
the spirit and practice of the fundamental phy-
sician and patient relationship.

Throughout this essay I have suggested that
our health and flourishing is entwined with our
effectively communicating our wants and needs
in relationships (as patients, clinicians, partners,
and friends). I have suggested that feeling heard,
and listening and speaking earnestly to the other,
and in a particular way, may be transformative.
And, hopefully, by sketching a facilitating envi-
ronment and suggesting a method, to have
shown a way forward for each of us to better
understand and get what we need (and to better
understand and respond to the needs of the
other). At its best, a knowing together.

EPILOGUE

Yet why not say what happened?
/Pray for the grace of accuracy. . . .

—Robert Lowell, Epilogue

Iris Murdoch famously remarked that it was
revealing to ask of a philosopher: What is he
afraid of?21 And, although Murdoch was speak-
ing to and about philosophers, this is a question
for us all. She observes, “It is frequently diffi-
cult in philosophy to tell whether one is saying
something reasonably public and objective, or
whether one is merely erecting a barrier, spe-
cial to one’s own temperament, against one’s

own personal fears.”22 It is axiomatic that we
are all challenged to understand, to get right,
what it is that others are saying—what they
mean. But we are similarly challenged to get
ourselves right: can we mean what we say? What
do we fear? We are, after all, seeking to under-
stand the struggles of another—and our own.

In conversations, in our use of words and
descriptions, we are often implicitly assuming
that the other will use our words, our descrip-
tion. (If they would only do this then the prob-
lem would be resolved.) And our disposition
here is understandable, we privilege our view
of things, and this seems to work for us—or,
that’s how we see it. If challenged, we may re-
sist and defend. But, as Lowell reminds us, say-
ing what happened is not easy, we have to “pray
for the grace of accuracy.” And an appeal to grace
may be ever more appropriate when we are rec-
ommending, especially to those who are suffer-
ing or most vulnerable, a way of life—a certain
way of health and flourishing. (Ironically, it is
in recognizing, and then working through these
struggles, that the full force of—and uncertainty
about—the autonomy of another may be most
vexing to us.) It seems to me, however, that this
is the time in our conversation when we want
to clear the way, as we can, together, for the other
to identify and explore their wants, needs, and
desires—their projects and way of life. To talk
earnestly and safely about these things, and, at
best, to close the gap or the felt distance between
us. With this as our aim, and recalling
Wittgenstein’s claim that “The limits of my lan-
guage mean the limits of my world,”23 what
might be if we, in earnest, “endeavour to use
words coinciding as closely as possible with
what we feel, see, think, experience, imagine,
and reason”? Committed to begin again, as if
for the first time: question, response, and recog-
nition.24 What are we afraid of?

NOTES

I am grateful to Jodi Halpern, Randy Howe, and Leslie
LeBlanc for reading this essay and for their thought-
ful comments. I benefited from them all. Still, they
ought not be held responsible for the words that made
it onto the page.

The sources of the epigraphs in the text are as fol-
lows.

J.W. von Goethe, Maxims and Reflections, 2nd.
ed., trans. T.B. Saunders (London, U.K.: MacMillan,
1908), 317.
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A. Gide, “Toutes choses sont dites déjà; mais
comme personne n’écoute, il faut toujours
recommencer,” Le Traité du Narcisse (Paris, France:
Librairie de l’Art Indépendant, 1891), translated as
“Narcissus,” in The Return of the Prodigal, trans. D.
Bussy (London, U.K.: Secker & Warburg, 1953).

R. Lowell, “Epilogue,” in Day by Day (New York,
N.Y.: Ferrar, Straus, and Girox, 1977).

1. These lines are inspired by Aristotle’s descrip-
tion of the difference between the historian and the
poet. “From what we have said it will be seen that
the poet’s function is to describe, not the thing that
has happened, but the kind of thing that might hap-
pen, i.e. what is possible as being probable or neces-
sary. The distinction between the historian and the
poet . . . consists really in this, that the one describes
the thing that has been, and the other a kind of thing
that might be. Hence poetry is something more philo-
sophic and of graver import than history, since its
statements are rather of the nature of universals,
whereas those of history are singulars.” Aristotle,
“Poetics,” The Complete Works of Aristotle, ed. J.
Barnes, trans. I. Bywater, vol. 2 (Princeton University
Press, 1984), 91451b1-7.

2. D.W. Winnicott, “The Concept of a Healthy In-
dividual,” in Home Is Where We Start From (New
York, N.Y.: Norton, 1986), 31. Knowing and being
known, and being found, as I use them here, have
limits; they are broadly adapted from Winnicott. An
engagement with them rewards the effort, but is be-
yond the scope of this essay.

In Winnicott’s description of communication (ob-
ject-relating) there is a tension (dilemma) in the self
that is both communicating and non-communicating:
“the individual’s use and enjoyment of modes of com-
munication, and the individual’s non-communicat-
ing self, or the personal core of the self that is a true
isolate” (p. 182). “Here is a picture of a child estab-
lishing a private self that is not communicating, and
at the same time wanting to communicate and to be
found. It is a sophisticated game of hide-and-seek in
which it is a joy to be hidden but disaster not to be
found” (p. 186). See D.W. Winnicott, “Communicat-
ing and Not Communicating Leading to a Study of
Certain Opposites,” in The Maturational Process and
the Facilitating Environment: Studies in the Theory
of Emotional Development (Madison, Wisc.: Interna-
tional Universities Press, 1965), 179.

3. The concept of potential/transitional space is
multidimensional and a central feature in D.W.
Winnicott’s work—a space that lies between fantasy
and reality. Winnicott writes: “The potential space
between baby and mother, between child and family,
between individual and society or the world, depends
on experience which leads to trust. It can be looked
upon as sacred to the individual in that it is here that
the individual experiences creative living” (p. 103).
A further elaboration of its scope and operation can
be found in Winnicott’s Playing and Reality.

Adapted for my purposes, the “potential space”
may come into being in the individual’s experience
of the environment—in our relating to others (as
mother/child; therapist/patient), when there is human
reliability over time that leads to trust. This allows
for “the creative playing that arises naturally out of
the relaxed state. . . .” (p. 109). As I suggest, in the
potential space an open, safe, and creative conversa-
tion becomes possible, one that is responsive to need
and where anything might be imagined, spoken, and
heard—together. D.W. Winnicott, Playing and Real-
ity (London, U.K.: Tavistock, 1971).

4. Claire Winnicott noted, “In later life, Winnicott
said that psychoanalysis was an extension of the dis-
cipline of history-taking that he had absorbed from
Horder.” This quote and the quotation in the text
above are from C. Winnicott, “D.W.W.: A Reflection,”
in D.W. Winnicott, Psychoanalytic Explanations
(Oxfordshire, U.K.: Routledge, 1978), 12. This is
quoted in K. Robinson, “From Pediatrics to Psycho-
analysis, 1911-1938,” in A.T. Kabesh, Twelve Essays
on Winnicott (Oxford, U.K.,: Oxford University Press,
2019), 27.

5. The remark was made by Thomas Horder, who
was “one of the most respected doctors of his day,
who influenced him [Winnicott] profoundly.” M.
Horder, The Little Genius: A Memoir of the First Lord
Horder (London, U.K.: Gerald Duckworth, 1966), 56.

6. This point, of a beginning of a relationship,
recognizes but brackets the conscious and uncon-
scious readings of what can be called, broadly, “first
impressions,” components of an immediate inclina-
tion or “feeling” about someone. These include mood,
body language, and dress. Unconscious bias may also
be a factor. All of these cues may be in play prior to
any words being spoken (and tone of voice matters).
We also get people wrong, as Roth, in American Pas-
toral, sarcastically describes it:

You get them wrong before you meet them: you
get them wrong while you’re with them and then
you get home to tell somebody else about the
meeting and you get them all wrong again. Since
the same generally goes for them with you, the
whole thing is really a dazzling illusion empty
of all perception, an astonishing farce of misper-
ception. And yet what are we to do about this
terribly significant business of other people,
which gets bled of the significance we think it
has and takes on a significance that is ludicrous,
so ill equipped are we all to envision one
another’s interior workings and invisible aims? .
. . The fact remains that getting people right is
not what living is all about anyway. It’s getting
them wrong that is living, getting them wrong
and wrong and wrong and then, on careful re-
consideration, getting them wrong again. That’s
how we know we are alive: we’re wrong.

P. Roth, American Pastoral (New York, N.Y.: Vintage,
1997), 35.
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As I hope that this article demonstrates, while I
agree with Roth about the tendency to get people
wrong, I disagree with his broader cynicism: the pos-
sibility for us to get them, and they us, right—and
how to try, in earnest, to do this. And, how this pro-
cess may be transformative for both participants, al-
lowing each to see their world and the world of the
other in new ways—to achieve higher levels of self-
understanding, integration, and relationality.

7. Following Aristotle, “it is not the function of
medicine simply to make a man quite healthy, but to
put him as far as may be on the road to health; it is
possible to give excellent treatment even to those who
can never enjoy sound health.” Aristotle, “Rhetoric,”
in The Complete Works of Aristotle, ed. J. Barnes,
trans. W.R. Roberts, vol. 2 (Princeton University Press,
1984), 1355b11.

8. L. Wittgenstein, Philosophical Investigations,
3rd ed., trans. G.E.M. Anscombe (New York, N.Y.:
Macmillan, 1968), §6; §67, p. 32e. It must be noted
that Freud too is taken by the potential of words. He
writes, “In psychoanalysis nothing occurs but the in-
terchange of words between the patient and the phy-
sician. Words were originally magic and the word re-
tains much of its old magical power even today. With
words one man can make another blessed or drive
him to despair.” S. Freud, A General Introduction to
Psychoanalysis, trans. G.S. Hall (Hertfordshire, U.K.,:
Wordsworth Edition Ltd., 2010).

9. Here I emphasize, as most readers will imme-
diately recognize, that our comments and conversa-
tions with others are self-censored. I suggest that they
may also have unconscious components. And, I nod
to Sigmund Freud and the challenge of free associa-
tion—a “method according to which voice must be
given to all thoughts without exception which enter
the mind. . . .”—that the analysand cannot say, fol-
lowing this method, whatever thoughts or feelings first
come to mind without inhibition—without halting,
without censoring. J. Laplanche and J.-B. Pontalis, The
Language of Psychoanalysis (New York, N.Y.: Norton,
1973), 169.

10. Ibid.
11. L. Sanders, A.H. Fortin, 6th, and G.D. Schiff,

“Connecting with Patients—The Missing Links,” Jour-
nal of the American Medical Association 323, no. 1
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