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Abstract

Establishing an empathic clinical relationship is a cornerstone of high-quality palliative care. More than simply
approaching patients with a pleasant affect or ‘‘being nice,’’ we propose that skilled clinicians routinely employ
distinct psychological elements when creating effective bonds with seriously ill patients and their families.
Palliative care involvement has been shown to improve a variety of outcomes for patients with serious cancer,
and yet the components of this salutary effect are still becoming known in the literature. Many believe that
a successful interpersonal relationship is the essential factor. In this article, we will apply the psychological
constructs of transference and countertransference to the unique arena of palliative care communication.
Although most palliative care clinicians are not mental health clinicians and have not received training or
certification in psychotherapeutic techniques, there are elements from these frameworks that may be advan-
tageously applied. We will draw on sources from psychology and psychiatry to explore the in-between spaces of
clinical encounter. Using the case of Gloria, a patient living with cancer drawn from our clinical experience, we
will offer adapted definitions and novel applications of these psychological concepts. Branching from the theory
to everyday practice, we will then offer practical suggestions to guide the palliative care clinician in recognizing
and managing strong countertransference reactions. This article is the third installment of a series on the
psychological elements of palliative care.
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Introduction

Previously in our series exploring the psychological
elements of palliative care (PEPC), we met Gloria, a

52-year-old elementary school teacher living with recently
diagnosed metastatic non-small cell lung cancer. She was
referred to our palliative care clinic for psychosocial sup-
port, advance care planning, and symptom management.
We have previously described frame and formulation as
fundamental concepts for a psychologically engaged ap-
proach to serious illness care. As the palliative care clini-
cian explicitly defines the frame, or the context of care, they
also begin to develop a formulation, or mental map of the

patient’s emotional landscape. During these early encoun-
ters, the patient and clinician form a relationship that is
complex, partially nonverbal, and rich with potential for
healing as well as misunderstanding. By borrowing con-
structs from traditional psychotherapy, we can better de-
scribe the PEPC.

In this article, we will take a deeper look at what is
happening between the two people in the room. We will
focus on encounters when the relationship feels intense.
These moments may be as fleeting as a grimace crossing the
patient’s lips or a patient’s thoughtful compliment, as
ephemeral as a joke that falls flat or works exceptionally
well, or as momentous as a patient announcing that they
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want to see a different clinician. Palliative care clinicians
are highly observant by nature and trained to notice the
fluctuating emotional temperature in the room. Our patient
visits become more effective as we grow to accurately as-
sess the patient’s core emotions and develop a more sup-
portive approach.

We will explore the concepts of transference (the patient’s
feelings toward the clinician based on their previous signif-
icant relationships and experiences) and countertransference
(the clinician’s reciprocal feelings about the patient).
Transference and countertransference are crucial aspects of a
therapeutic alliance well known to psychotherapy but just
beginning to emerge in the scholarship of palliative care.1,2

Arising from the psychoanalytic and psychodynamic tradi-
tions, transference and countertransference are omnipresent
aspects of engaging with other people and occur on multiple
levels of awareness at once.3,4 The psychological uncon-
scious encompasses a variety of memories, thoughts, and
inferences that often originate in our early years and resonate
throughout our lifespan. These processes are not accessible to
our everyday awareness but may lead to our preferences,
intuitions, and aversions.5 For the psychologically minded
palliative care clinician, learning to identify and manage the
transference and countertransference in the room will be a
key element of whether the clinical relationship will be ef-
fective. Clinicians who practice with awareness of these
constructs may offer their patients enhanced empathy and

connectedness. They can more deeply understand patients
who express difficult emotions such as frustration, anger,
fear, and despair.

A patient who feels safe and understood may begin to
approach uncomfortable or even unthinkable matters of
mortality. Supported by a palliative care clinician, she may
view these intense emotional challenges in a new potentially
more productive manner. For the clinician, becoming aware
of the dynamics in the room may yield new knowledge and
empathic understanding of not only the patient but also
ourselves. We may discover new resiliency and confidence
during our more emotionally intense patient interactions and
enhance the quality of care.

The following is an excerpt from our second palliative care
meeting with Gloria followed by a table exploring the ex-
periences of both clinician and patient. The rightmost column
of Table 2 encompasses both conscious and unconscious
reactions (Tables 1–3).

Beyond Rapport: Defining Transference
for Palliative Care Settings

Transference encompasses the thoughts, feelings, and
beneath-the-surface automatic reactions that a patient has
toward a clinician. These impressions can be evoked by the
present-day relationship with the clinician but are also
influenced by a broad array of associations and inferences
from the patient’s background. Transference is a normal part
of the way that we relate to one another and is often strongly
influenced by the templates for relationship created in earlier
years.1 Transference can manifest in immediately positive
feelings such as consciously experienced gratitude and rap-
port, but may also surface in equally reflexive negative re-
actions such as disappointment, frustration, and mistrust that
may prevent a successful alliance from becoming estab-
lished. We may encounter powerful reactions that have al-
most nothing to do with the ‘‘here and now’’ experience of
the patient.

Whenever two people encounter one another, there is an
immediate rush of initial impressions, many of which are
based on intuition, inclination, and reminiscence.2 Even be-
fore a first visit with a palliative clinician, patients often form
a complex web of feelings about the planned visit. For Gloria,
the quality of the relationship and the clinician’s awareness of
her emotional issues will portend whether she will experience
the helpful effects of palliative care involvement. Gloria must
trust the clinician and feel a personal rapport to accept and
take a prescribed medication, let alone engage in an emo-
tionally intense conversation about goals and values.3 As the
palliative care clinician strives to create a healing alliance,

Table 1. Clinical Conversation

Clinician: Hello Gloria, it’s been a month since we first met.
How are things?

Gloria: Well, alright.I suppose.
Clinician: Can you tell me more about what’s on your mind

this morning?
Gloria: My back was hurting terribly Sunday morning and I

wasn’t sure what to do. Tylenol didn’t touch it. Even my
hot water bottle didn’t help. I just kept pacing the floor.

Clinician: I’m sorry to hear you were in pain. How -
Gloria: [interrupts] I have to say, you are a bit hard to get

in touch with.
Clinician: Did you call the Cancer Center answering

service?
Gloria: I didn’t. I figured I had this appointment today and

didn’t want to have to explain to a stranger about how the
cancer is pushing on my backbone.

Clinician: [2–3 seconds of silence] It sounds like you would
have liked to connect but didn’t feel comfortable calling
the after-hours line.

Gloria: I kept saying to myself ‘‘I was feeling fine all month
but of course the day I need her to help, she isn’t there.’’

Table 2. The Clinician’s Experience, Excerpt

What the clinician says
What the clinician is thinking

(conscious elements)
What the clinician may be feeling on a deeper level

(countertransference/unconscious elements)

‘‘You sound upset that
I couldn’t be there.’’

I am showing Gloria that I am listening
and offering empathy.

I wonder why she did not contact
the palliative care team through
the after-hours line.

She doesn’t trust me.

Frustration, anxiety, or confusion.
This clinical bond is broken.
I’m not good enough to help her.
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she develops a working hypothesis around Gloria’s trans-
ference that can guide her clinical approach. The observant
clinician can notice a plethora of clues: what is said and
unsaid, when the patient attends or avoids a visit, and most
certainly how the clinician feels toward the patient and about
the encounter.

The Past Is Never Past: Relationship
Patterns Resurface in Serious Illness

Transference encompasses the often-intense emotions that
are ‘‘transferred’’ by the patient onto the clinician, drawn
from significant past and current relationships.4 The fact that
these relationship patterns are often created in youth gives
them power and often shields them from our conscious
awareness.5 The patient immediately begins to create a tap-
estry of reflections (e.g., he is a man with a beard, she looks
older than my mother, I was referred to a palliative care clinic
and that means I am seriously ill and I detest that fact). As
clinicians, we experience this phenomenon when certain
patients seem to ‘‘like’’ certain clinicians and respond to
others with suspicion or reluctance. When Gloria makes a
statement such as, ‘‘of course the day I need her, she isn’t
there,’’ a palliative care clinician may be hearing not about
the experience the patient is having with her but rather the
echoes of previous unreliable or disappointing caregiver
relationships. Sometimes patient reactions may have very
little to do with us and this is the essence of transference.6

Noticing the transference, we can listen intently to our pa-
tient and validate her concerns. The palliative care clinician
may imagine themselves as a curious explorer, using re-
flective communication techniques to elicit the patient’s
deeper worries and concerns. Although we are not acting as
a patient’s psychotherapist, overtly naming the transference
for discussion, we can mentally note this emotionally tender
place in the patient’s psychological makeup. This may guide
our clinical decisions such as emphasizing the availability
and responsiveness of the clinician practice for a patient
such as Gloria. We may offer space for silence, listening
presence, and validation of the emotionally intensity of a
moment. In this way, healing and care can be communicated
through our carefully chosen words and nonverbal gestures
of support.

Looking Within: Becoming Curious About
Countertransference

Countertransference describes the reciprocal emotional
experience of the palliative care clinician. Engaging deeply
with the patient’s story can expose tender parts of ourselves
as clinicians and as human beings with our own unique bi-
ographies. We may be reluctant to acknowledge our own

sadness, helplessness, or frustration. In the aforementioned
example, the clinician reacts to Gloria’s anger with empathy
and curiosity. Although it is probable that she recognized the
strong emotions as a clue about Gloria’s past relationships, it
is also possible that the clinician experienced an unconscious
or unacknowledged irritation at Gloria’s refusal to self-
advocate while in a pain crisis. This reaction is completely
understandable and normal. If we are willing to examine our
reaction more deeply, it provides an opportunity to better
understand ourselves and the patient. Similar to the patient,
we contain multitudes. Our own experiences of loss and grief,
attitudes about coping, religious beliefs, and past and current
caring relationships can intersect with an evolving healing
clinical relationship. It can be useful to ask ourselves what
emotions we have toward these patients that may be inter-
fering with or alternatively facilitating a meaningful bond.

What Is Not Said Is Done: Finding Self-Awareness
When Emotions Are Intense

Even before the first meeting with Gloria, the palliative
care clinician was already thinking and feeling about what it
would be like to be in the room. Yet countertransference is
more than what crosses into our conscious awareness. When
patients evoke unexpectedly strong feelings within us and we
cannot put our finger on just what is happening, we may react
to the patient in ways that are less therapeutic. What we
cannot say out loud, we tend to communicate through our
actions. Our practice changes in some way; we may abbre-
viate patient visits, focus solely on physical symptoms, or

Table 3. The Patient’s Experience, Excerpt

What the patient says What the patient may be thinking
What the patient may be feeling
on a deeper level (transference)

‘‘I have to say, you are a bit
hard to get in touch with.’’

You weren’t there when I needed support
and I want you to know this.

Despite my disappointment, I want to
maintain the relationship.

Anger, rage, unmet desire to access the
clinician. Fears of abandonment.

Desire to be the ‘‘good patient,’’ to not
appear angry or uncooperative.

Table 4. Clinical Conversation, Continued

Clinician: I am imagining you at home, feeling
uncomfortable, trying to decide what to do. I’m
wondering if you felt frustrated or alone in all of it. Were
any family or friends around?

Gloria: It was one of those weekend days when my kids are
in and out of the house, running off to activities. In fact,
I was supposed to drive my older daughter to soccer, but
I just couldn’t see how that was going to be possible with
my pain. I backed out. The whole situation was awful.
I don’t want my daughter to think of me as ‘‘Mom, the
poor old cancer patient.’’

[A beat of silence] So you have an answering service over
the weekend?

Clinician: Yes, we do. There is always a palliative care
clinician available, 24 hours a day.

Gloria: I guess it can’t always be you.
Clinician: They give me a day off once in a while.

Remember that there is always someone here for you,
even when it can’t be me.

[Both laugh]
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offer practical solutions to existential problems.7 These un-
spoken deviations can create a destructive emotional distance
if not recognized and explored.

As experienced palliative care clinicians, our collective
experience teaches us that we notice an all-too-human sting
when we perceive that a visit ‘‘did not go well.’’ We are most
effective when we can bring self-awareness to challenging
moments of patient care. It can feel uncomfortable when
patients question our usual ways of practicing, in this ex-
ample contending with Gloria’s disappointment regarding
the clinician’s lack of constant availability. The therapeutic
alliance can feel precarious in the first few clinic appoint-
ments or days of inpatient clinician rounding. Encounter by
encounter, patients may open to us and share their wishes,
hopes, and perspectives on what matters most in their lives.
The depth and honesty of these conversations offer immense
job satisfaction. Accordingly, we often find profound con-
nection in clinical relationships forged in the crucible of se-
rious illness.

When we react strongly to something a patient has said
or done, it can draw us closer into connection or become
a troublesome obstacle. Although much of this can be
experienced consciously, a great deal often remains below
the surface, unspoken yet potent. In the following clini-
cal excerpt, the palliative care clinician continues to use
empathy and curiosity to explore what was driving Gloria’s
distress and think together about adaptive strategies
(Tables 4–6).

Practical Steps in Approaching Countertransference

Take our own (emotional) pulse

The more we can grow to understand our underlying mo-
tivations, the more manageable our work will become. When
we experience a strong reaction in a clinical encounter, the
moment of disconnection may manifest unproductively if we
do not acknowledge what is happening. We can offer our-
selves ‘‘internal supervision,’’ and take a few moments for
introspection of our emotional state when something feels
unusual or intense in the clinical situation. As Gloria’s cli-
nician, we may ask: Am I looking forward to or dreading this

visit? How does my routine/usual practice pattern seem dif-
ferent with Gloria or not? Am I doing things to overcom-
pensate for my reluctance to see her such as exceed the usual
appointment time? Naming a feeling acknowledges what is
already there instead of creating a new problematic emotion.
Deeply considering our experience of patient care can
transform exhausting clinical work to encounters that are less
depleting, more therapeutically effective, and more profes-
sionally satisfying.

When we can apply a deeper understanding of our recip-
rocal feelings (countertransference), we are more likely to
remain empathic as opposed to annoyed, defensive, or con-
fused. When faced with Gloria’s request for unlimited
availability, we can allow ourselves to feel our own resent-
ment and find that the intensity of the emotions on both sides
may be reduced through acknowledging and verbalizing the
frustration.

Let our self-reflection guide a hypothesis
about the patient

Noticing one’s intense feelings can lend helpful clues about
the patient’s experience. For example, we may feel a sense of
irritation when Gloria has left our office. When reflecting on
this intense reaction afterward, we may recognize the deviation
from the way we generally feel after patient visits. This is a
place to become curious. From this awareness, we can confirm
or, maybe, revise our formulation about who Gloria is in the
world and how she is showing up as a patient in our practice.
This can guide our future approach as we learn how she might
be feeling from mining the data of our own experience in the
room. We can strive to become the ‘‘good enough clinician’’
who seeks to offer safety and support within a predictable and
professional frame, or context, of care.8 Although discussing
emergency coverage may not routinely be a way to conclude
palliative care visits, we can make a point to mention this
service to Gloria, as we know it bears special meaning. The
second clinical excerpt of Gloria ends with laughter, perhaps
indicating a new lightness has entered the room. Our empathy
has been offered and received without having to commit to
being present every moment of every day.

Table 5. Excerpts from the Clinical Conversation, the Clinician’s Experience

What the clinician says What the clinician is thinking
What the clinician may be feeling

on a deeper level (countertransference)

‘‘There is always a palliative
care clinician available,
24 hours a day.’’

We are here to support you
as a team of providers.

I don’t want her to feel abandoned,
and I want to emphasize that I am not
universally available.

A wish to protect, reassure, and nurture.

Table 6. The Patient’s Experience

What the patient says What the patient may be thinking
What the patient may be feeling
on a deeper level (transference)

‘‘I guess it can’t always
be you.’’

I want to repair this relationship.
I perceive that she heard my distress.

Connection, resentment, relief
at the clinician’s reassurance.
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Create the space for reflection about our
own experience of a clinical encounter

As busy clinicians, we might feel reluctant to add another
level of inquiry about our own emotions to an extensive
palliative care assessment. However, considering a few
questions for impactful reflection does not require long pe-
riods of time, meticulous note-taking, or prolonged consul-
tation (Table 7). The interdisciplinary team meeting is a
bedrock institution within the practice of palliative care that
holds unique potential for exploring countertransference.
Individual clinicians who find themselves particularly drawn
to this type of introspection may wish to seek formal case
supervision and Balint peer support groups.9 In real time, we
can offer ourselves quick moments of reflective depth during
a busy clinical day. We can also invest in trusting peer re-
lationships to offer ourselves a psychologically safe outlet for
discussion, free from judgment. After Gloria’s visit, for ex-
ample, we might choose to connect with a colleague or per-
haps our personal psychotherapist to debrief the unusual
dynamics. We can take time for introspection that will pay off
greatly in our future professional sustainability.

Conclusion: Become a Curious Explorer

Although palliative care clinicians are already skilled
communicators, deepening our awareness of transference
and countertransference has the possibility to enhance our
everyday patient visits. Our work may feel less exhausting
as we more clearly understand the interpersonal dynamics
in the room. The more effectively we can process our own
experiences, the more resilient we can be for the next pa-
tient. Although there are not data yet to support this, we
may be less prone to burnout and compassion fatigue as we
develop a better sense of how our own histories interact
with those of our patients. Clinicians who garner this self-
knowledge often find themselves equipped with an emo-
tional resilience amidst challenging cases. When we more
deeply understand our patient’s and our own emotional
reactions, we gain perspective and often are able to soften
our expectations for what a good-enough clinical en-
counter could be. When palliative care clinicians are
at their best; when they can be emotionally present and
connected, patients may experience the necessary support
to navigate the difficulties of serious illness.
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Table 7. Questions for Palliative Care Internal

Supervision

What seems unusual here?
What surprised me in this encounter?
Am I finding myself to be distracted, bored, irritated, or

excessively sad?
Did my visit deviate significantly from my usual practice?
If a colleague told me about this encounter, what would my

first comment or question be?
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