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ABSTRACT 

Most commonly held views suggest the phenomenon of transference is a part of everyday 

life. Yet for those experiencing distress and seeking help from psychotherapy, the 

transference of strong emotions onto the therapist can be confusing and disruptive to the 

treatment. Freud initially described transference as the greatest obstacle to psychoanalysis 

but over time came to view it as its greatest asset. The paper below explores transference 

for the purpose it serves and the disruption it causes. It asks if transference can ultimately 

serve to prevent rather than feed a rupture in the therapeutic relationship. 

In consideration of the phenomenon and its role in therapy, the paper posits that 

transference must be employed by the therapist to establish a secure base for the client and 

ultimately serve as a cornerstone rather than hammer for the therapeutic alliance. It is 

essentially our capacity to encourage, interpret, contain and resolve the powerful, primitive 

emotions brought forth in transference that will forge the bond and secure the base within 

which the hard work of therapy can be carried out.     

The research was carried out from a reading of established and contemporary literature and 

helped the author develop a deeper understanding of the central role of transference and 

its impact on therapeutic relationship. The outcome suggests further investigation into the 

precise nature of rupture in the therapeutic relationship would be of great value.  
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1. INTRODUCTION 

There are a broad range of views on transference in psychoanalytical and 

psychodynamic psychotherapy theory today (Murdin, 2010). One simplified and 

broadly accepted view is that transference is the mechanism whereby the 

unconscious memories of one person are projected onto another person (Klein, 

Harold, & Schermer, 2011). This phenomenon is widely considered to sit at the heart 

of psychoanalysis and psychotherapy (Clarkson, 2003). It is that essential element 

where the client redirects their feelings about some significant person in their past 

onto the person of the therapist (Freud S. , 2001/1912). However, it is in similar 

measure agreed that the emergence of transference in the treatment room puts 

strain on the therapeutic relationship (Carsky, 2012). Yet research into the efficacy of 

psychotherapy is increasingly showing the therapeutic relationship as the most 

important element in the treatment, far more important than the practice modality 

(Hubble, Duncan, & Miller, 1999).  

Transference can have a disrupting effect, be hard to identify and be even harder to 

manage (Kernberg, 1984). In the initial sessions of any treatment process, the client 

will seek a secure psycho-emotional base from which they may begin to reveal those 

conscious and unconscious aspects of their psyche (Holmes, 2001). The turbulence of 

the transference and the need for security may cause tension in the client which 

could result in the client losing confidence in the therapist and quitting the process 

(Carsky, 2012).  Yet it is the paradoxical nature of the transference that it presents an 



 
  

2 

obstacle to the treatment and, at the same time, drives the treatment forward 

(Murdin, 2010).  

This paper explores the phenomenon of transference, attachment theory and the 

therapeutic relationship with a view to establishing whether transference is always a 

threat to the relationship or whether it could be used to engage the client earlier and 

more deeply in the process. It looks to Freud, Lacan and Klein for psychoanalytical 

models to help frame the mechanism of transference. Thereafter, it looks at more 

contemporary approaches to transference in a psychodynamic psychotherapy 

context to see how transference is being engaged and experienced. Having explored 

the position of transference in the treatment, the focus moves to attachment theory 

to consider how clients can feel contained in the therapeutic relationship. The final 

section on the Therapeutic Relationship itself considers the central role of 

relationship to therapy and how rupture can be approached. 

  

  



 
  

3 

2. PSYCHOANALYTIC THEORY 

To begin with, it is important to explore the mechanism of transference and the 

ideas developed around it by some of the great psychoanalytic thinkers. All 

established thinkers have published on the topic. For this paper I have focused on 

Freud, Lacan and Klein and other commentators on their work. 

 

2.1 Two Cases of Transference (and their Unhappy Endings) 

In any discussion on transference we must start with Freud, beginning with the case 

of Anna O. It is Freuds interest in the sexual content of the case notes rather than the 

resolution of the symptoms which brings him to the concept of transference. The 

exploration of the transference relationship dynamics between Breuer and 

Pappenheim cause Freud to note this phenomenon which he describes as 

transference (Ubertragung), ‘[the client]..transferring on to the figure of the 

physician the distressing ideas which arise from the content of the analysis’ (Freud S. 

, 2001/1895, p. 302). However, Pappenheim develops a phantasy pregnancy which 

she attributes to Breuer who, overwhelmed by this, ends the treatment. Freud 

believed that it was the manifestation of the transference, left unaddressed in the 

treatment, that resulted in termination. The force of the transference was too much 

for the unprepared therapist. Freud describes his own first encounter with 

transference. He observes the patient’s relationship to the analyst as new editions of 

her childhood impulses and fantasy’s aroused and made conscious, not as belonging 

to the past but as applying to her present, initially in the form of Herr K, then Frau K 

and then in the person of the therapist, Freud himself (Freud S. , 2001/1905).   
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“Psychoanalysis does not create transferences. It merely brings them to light. 
In psychoanalysis all the client’s tendencies, including hostile ones, are 
aroused… only to be destroyed. Transference, initially categorised as the 
greatest obstacle to psychoanalysis, becomes its most powerful ally, if its 
presence can be detected each time and explained to the client” (Freud S. , 
2001/1912).  
 

Each person acquires a method for conducting his or her own erotic life. This 

becomes a stereotype, a pattern of satisfying erotic impulses and a template which 

become the preconditions for falling in love. Some of these fully develop, are at the 

disposal of consciousness and can be directed towards reality. Some are held up in 

their development and remain unconscious, directed towards fantasy.  

 “If someone’s need for love is not entirely satisfied by reality, he is bound to 
approach every new person whom he meets with libidinal anticipatory ideas, 
shaped by conscious and unconscious portions of his libido. This is a perfectly 
normal and intelligible thing that the libidinal cathexis of someone who is 
partly unsatisfied should be directed as well to the figure of the doctor” (Freud 
S. , 2001/1912).  

 
Thus, relationship disturbances are the emergence of Transference. (Diamond, 2013) 

Freud proposed that neurosis emanated from the libido and analysis tracks the path 

of desire as both love and hate. The unconscious is used by the psyche to hide desire 

from itself and others. Experience of hating and loving from infancy can sit 

unperturbed in the unconscious. These emotions leave wounds and the unconscious 

tries to heal these wounds by surfacing them into consciousness via transference. 

The wounds can only be healed in consciousness into which they can manifest 

through the transference. The trajectory of desire is key. Freud believed that which is 

repressed into the unconscious is Desire and the process of transference can be used 

to catch, interpret and thus understand the Desire of the client (Freud S. , 

2001/1915). 
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2.2 Love and Desire  

To explore the trajectory of Desire, the works of Jacque Lacan are as eloquent and 

elusive as the topic itself. He proposes that as the analyst reveals meaning in the 

client’s feelings and dreams, he begins to be felt by the client to be the cause of 

these things. Speaking on behalf of the unconscious, the analyst is established as the 

Causei (Benvenuto, 1986), and the one thus supposed to have all the answers. This 

powerful role evokes the parent role from the client’s childhood and reprises the 

clients oedipal love for the parent.  

Lacan draws on his reading of Plato’s ‘Symposium’ and the love endowed upon 

Socrates by his acolytes. He considers the therapeutic framework to a kind of 

Socratic dialogue, bringing into being Oedipal love relationships much as Socrates 

brought into being for his acolytes. In the absence of this process, it is likely these 

Oedipal feelings would otherwise remain repressed. Accessing these Oedipal love 

relationships allows the transference to emerge (Fink, 2016, p. 49).  

This takes us to the expression of Desire. In the transference, it can be difficult to 

establish what the client really wants. The client may well be alienated from desire 

and may often seek to satisfy the desire of another, the other, such as the fathers or 

mothers desire. The others desire may be so internalised by the client, they may not 

even know that the desire they feel is, or is not, their own. This is something the 

analyst must explore carefully with the client. It is useful to look at how Lacan defines 

Desire and Demand in the analytical context. His emphasis on language is very 

powerful in this position. Lacan separates out the language of Desire, Demand and 

Need. Need he leaves as physiological requirements for health and wellbeing. 

Demand on the other hand is a test. It is the request for something to be given and 
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its sole purpose is to discover what cannot or will not be given. It is that which is 

demanded and refused can thus be Desired (Murdin, 2010, p. 43).  

Lacan proposes the therapist can use this methodology to help the client distil out 

and recognise their real Desire. The analyst must elicit the Demand so that it may be 

declined and thus expose the Desire in the conscious relationship. This is a high-risk 

strategy. Disappointing the client in their Demand can pull up powerful emotions. 

Lacan follows Freud in the belief that it is the human condition to self-deceive and 

not wish to know the truth. For those living far from reality and carrying a great 

burden of symptom, understanding their true desire will help bring them closer to 

the real and potentially create greater capacity for work and love (Fink, 2016, p. 51). 

 

2.3 Love Objects and Anxiety 

We have explored transferential feeling, followed its path to desire situated in the 

unconscious and proposed that we must deny a demand in order to bring these 

desires into consciousness. The next step is to consider the mechanisms in which 

transference function. For this we will look at the work of Melanie Klein.  

Kline develops the concept of Required Transference (Murdin, 2010, p. 76). Her work 

with children brings into focus the role of the body in the formations of the 

unconscious. For Kline, the infant life is dominated by the twin process of projection 

and introjection. Taking in food and expelling faeces. Her descriptions of breast 

entering the mouth and faeces leaving the anus are both graphic and symbolic, 

providing a basis for emotional correlatives. Kline posits that the emotional tone of 

these correlatives leaves a residue (Klein M. , 1975, p. 244). Residues form patterns 
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which provide templates for future experience. These are the earliest of experiences 

and the patterns are primal. They are concerned with powerful primitive emotions.  

Klein’s clinical work with children demonstrated how her interpretations of children’s 

anxiety were connected to anxiety about sex, intercourse between bodies and 

ownership of the breast (Klein M. , 1974). She observed how these anxieties could be 

relieved when spoken in words. Harmful introjections could be rendered harmless 

(Klein M. , 1975). It is the transference from the array of objects apparent in infant 

life to the array of objects in adult life that is required, applying a link from past 

object relationship to present object relationship.  

As this involves object relations rather than interpersonal relations, the retention of 

relationship memory is subject to conditioning in the unconscious. Mental contents 

are altered and affected by the ongoing processes of projection, re-introjection and 

re-projection. Murdin makes a useful (and graphical!) analogy. These ongoing 

processes never stop. They continue growing like hair or teeth! (Murdin, 2010) 

Because of this endless process of introjection, what has been internalised will 

continue to be affected and change. We change. The pattern we experience today is 

not a replica of what happened twenty years ago nor will is exist in twenty years’ 

time as it does today. Hope (and Risk!)ii.  

 

2.4 Coping with Ancient Pain 

Having recognised the importance of early childhood through Klein’s theoretical 

framework, we can develop this concept of object relations to go deeper and explore 

the transferential mechanism described as ‘Projective Identification’, commonly 

regarded as transference most punishing form.  Bion explores the way the infant 
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projects into its mother feelings, described by Klein as split-off parts, that are 

upsetting, fearsome, painful or in some other fashion, intolerable (Bion, 1962). The 

mother feels the emotion herself, contains it and gives the child back the feeling in 

an adapted and contained form so it can reintegrate the emotion as its own. This 

unconscious mechanism survives through to adulthood albiet in a modified form to 

suit the adult context. Thus described, Projective Identification (PI) is identified in the 

literature as a defence mechanism arising in the therapy room (Klein M. , 1952). 

Yeomans et al discuss the client’s projection of denied infant impulses into the 

therapist (Yeomans F. G., 1994) . These can occur without the therapist either 

sensing or understanding what is happening, causing the therapist a lot of pain and 

difficulty in the process. They note how the awareness of the denied infant wishes 

would be so painful for the client, they cannot tolerate any consciousness of them 

themselves whatsoever.  

Yeomans observes these denied-infant-wish object-relationships dyads trigger 

exaggerated emotional responses, often as disgust or hatred. To defend against any 

possible consciousness of these feelings, the client projects these responses into the 

therapist and then responds to the therapist as if the therapist themselves was the 

one expressing the hatred (Yeomans F. G., 1994). This process is so subtle, so precise 

and so powerful, the therapist unconsciously adopts the client’s painful and hateful 

feelings. In this way, the treatment can come to feel like a nightmare or a prison. The 

client may employ projective identification to control or exploit the therapist. This 

can be a successful unconscious defence mechanism on the part of the client, using 

PI to effectively cause the therapist to break the treatment contract (Yeomans F. G., 

1994). However, this also provides an opportunity for the therapist to contain 
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feelings in the way Bion describes; i.e. by feeling, containing and handing back the 

feeling in an adapted and contained form at an unconscious level (Bion, 1962).  
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3. PSYCHODYNAMIC APPLICATIONS 

Armed with the insights from the previous chapter, we must consider some 

contemporary views of transference, built on the psychoanalytic understanding 

and adapted into therapeutic practice. The focus is on transference occurring 

early in therapy with its associated difficulties and opportunities. 

 

3.1 Comforting and Discomfort Remembered 

Contemporary literature provides perspectives for encountering Projective 

Identification as transference when meeting clients for the first time (Murdin, 2010). 

As discussed above, everyone will have the early developmental experiences of being 

denied gratification and will have developed ways of managing those frustrations. 

The infant learns that its desire for food and comfort will be satisfied when the 

mothers desire is satisfied. They experience this in the situation where the mother 

expresses joy and happiness both when feeding and when comforting. This is a 

precarious experience as the expressions of happiness may not converge with the 

feeding/comforting activity. The insecurity of this learning may be carried all the way 

into adult life and brought Day 1 into the therapy room and projected as 

transference into the therapist. The emotions in the transference are so strong, and 

often erotic, because the client may be trying to make themselves sufficient for the 

therapist in a way they might have wanted to be sufficient for their mother. They 

may experience some unconscious fear that their needs will not be met. 

Unconsciously projecting this fear into the therapist is a defence against experiencing 

such pain. Now the therapist may become fearful of the client, unconsciously taking 
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on the client’s feelings of fear. This is a signpost for the therapist but only if they 

have properly prepared for the work.  

 

3.2 Sharing Knowledge Too Painful to Know 

Murdin cautions the dogmatic application of Object Relations can lead to rupture. 

The concepts are primitive and powerful and can connect with powerful resistance. 

Therapist beware! Rycroft uses the Latin roots of the term Projection as throwing an 

image arising from oneself onto another person or object. Successfully done, the 

thrower can react to the person or object as if they are generating the feelings linked 

to the image (Rycroft, 1985). This is a useful, powerful and common defence against 

painful feelings. It is the capacity of the client to believe the hate emanating from 

inside them is sited in someone else.  

Clients will often find this interpretation unwelcome, unacceptable and may choose 

an early exit from treatment by pursuing this line of analysis (Murdin, 2010, p. 83). 

The therapist must explore and understand their own feelings through their own 

process. This will allow them to isolate incongruent transference emotions, such as 

fear, taken on from the client. These can be expanded and explored through 

supervision and returned to the therapy room to be employed in the treatment, 

carefully to ensure the client can understand and benefit from the new knowledge. 

Through transference, the therapist can help the client find the words for the 

knowledge that has up to now been too painful to know.  
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3.3 Transference Focused Psychotherapy and Disorganised Attachment 

Transference Focused Psychotherapy uses knowledge gained in the transference to 

help the client lessen their pain. Otto Kernberg posits that symptomology is 

ultimately a product of an unintegrated sense of self, otherwise described in the 

literature as Identity Diffusion (Kernberg, 1984). A lack of integration leads to the use 

of primitive defences such as projection, projective identification and dissociation. 

These evoke primitive emotions such as intense love, hate and disgust (Carsky, 

2012). In the Kleinian Object-relations model, the split off parts emerge in the 

transference exchanges and it is the therapist task to help the client integrate these 

split parts (Norcross J. W., 2011). Diamond et al describe how the aim of treatment is 

to bring about a change in the organisation of the personality and, in doing so, 

address the symptoms arising from primitive and disorganised attachment.  

The movement attempted in the therapy is to move from a ‘primitive and 

disorganised’ object relations framework to an ‘advanced and well organised’ object 

relations framework (Diamond, 2013). This is facilitated by the split-off 

representations being played out in the here-and-now of the transference, rather 

than the exploration of historical narratives which are burdened with memory 

distortions. By allowing the client to transfer the negative emotions experienced in 

early childhood onto the therapist, both client and therapist can see these emotions 

as they occur. This is the core. This deep emotional discharge gives the feelings, and 

their roots, a credibility which severs to hold and help the client (Kernberg, 1984).   
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3.4 Object Relations Theory: Anger and the Internalised Bad Object 

We now look at the rise of anger as the prevalent transferential feeling and another 

lens on how transference can be used to resolve it. While Freud built his theories 

around the phenomenon of transference-Love, contemporary theorists and clinicians 

refer more frequently to anger than to sexuality (Carsky, 2012). This is an interesting 

inversion of the social situation. Whereas in Freuds time there was much less 

prohibition on anger and much greater prohibition on sex, we live now in a time 

where the opposite is true. Western cultural (including its colonisation of most other 

cultures) has social paradigms prohibiting expression of anger and propagating 

expressions of sexuality and eroticism. 

Some Object Relations theorists suggest that bad objects are internalised so that 

they can be controlled (Fairbairn, 1952).  They reference the pleasure principle as the 

central driving force in motivating human behaviour and that the child, and later the 

adult, must be able to repress what is unpleasurable. This must be done in such a 

way to continue to use them for avoiding future unpleasure. Thus, bad objects 

internalised in the unconscious are brought forth into consciousness through 

transference, thus circumventing the pain of experiencing them in conscious 

memory. This mechanism may provide the setting for dealing with those past bad 

object relationships in the present, but this is not a given. Often the feelings are re-

experienced in the transference and repeated over and over. This is the opportunity 

for the therapist to recognise and use the transference to help the client resolve 

disruptive unconscious negative feelings, if they so desire (Yeomans F. E., 2002).  
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4. ATTACHMENT THEORY  

Having developed some theoretical principles to understand transference and then 

looked in a little more depth at its place in some contemporary therapeutic settings, 

we now turn to look at the way in which safe working relationships are established, 

in this exercise using the lens of Attachment Theory. It is important to acknowledge 

that ‘Attachment Theory’ is not precisely constructed within the same 

psychoanalytical theory framework as classic ‘Transference’ vis-à-vis Freud, Klein and 

Lacan. It is however a more contemporary framework to examine how at the 

beginning of the treatment, the starting client might bond with a therapist in a way 

that will enable effective therapeutic working. 

 

4.1 The Care Giver and the Secure Base 

One angle of Darwinian evolutionary biology explores the view that humans are born 

too soon. Unlike almost all other mammals, it takes years for a human child to be 

able to survive without care-givers. The human child is utterly dependant for a much 

longer period than any other animal. Given such vulnerability, it is vital for new born 

infants to establish robust attachment to care-givers in order to survive (Bowlby, 

1979). Winnicott famously offers,” there is no such thing as an infant, only mother 

and infant together’ (Winnicott, 1965). From this we develop and grow into our 

social networks and derive all our physiological and psychological security on our 

connection to others. Relational competence in adult life starts with attachment 

patterns in childhood. For example, the formation of attachment that is represented 
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by the common adult experience of falling in love is informed by these patterns 

(Bowlby, 1979).   

Literature on the application of Attachment Theory in Psychotherapy explores the 

idea of the Secure Base (Holmes, 2001, p. 7). Care giver responses associated with 

Secure Attachment include sensitivity, consistency, reliability, attunement and the 

capacity to absorb protest (Ainsworth, 1989). While the tendency is to consider this 

secure base as the care-giver that infants turn to when distressed, Holmes suggests 

that for adults, this can be an internal representation of security within the individual 

psyche. As well as using physical contact in times of stress, adults will often also have 

an internal Safe Base in the form of a Schema or Object Relationship. This may 

connect to self-soothing activities experienced from infancy.  

 

4.2 Insecure Attachment and Rupture in the Therapy 

The original care-giver to whom the child turned to when distressed may equally 

have provided at times secure or insecure conditions of comforting. Insecure 

comforting can have pathological consequences in adult life, with symptoms 

including binge eating, self-harm and substance abuse. The Attachment Theory 

model is a useful clinical framework when exploring mechanisms to engage a client in 

the difficult process of treatment. Holmes identifies the fear of aloneness in the 

client when choosing to reach out for help and the how that is pitted against the fear 

of getting close to someone. “They want to run away but have no Secure Base to run 

to.” (Holmes, 2001, p. 6). For people to form a trusting relationship and then 

internalise so they themselves feel secure takes time.  
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Attachment Theory sub-categorises Insecure Attachment styles into Avoidant, 

Ambivalent or Disorganised Attachment (Holmes, 2001, p. 26). Whether this 

amounts to all clients having some attachment feature which will impact their affect 

regulation is not considered but this is a large percentage of the general population 

and research suggests a much larger percentage of the cohort seeking therapy may 

present with Insecure Attachment characteristics. Holmes describes forming and 

maintaining a therapeutic alliance with the different attachment styles. Avoidant 

may be wary. Ambivalent may be too accepting. Disorganised may oscillate or drop 

out and, importantly, alliance rupture repair is a task requirement to be carried out 

by the therapist. It is critical that the therapeutic alliance is established in a secure 

base, without which there would be no exploration (Holmes, 2001, p. 46). 

 

4.3 The Unconscious Expression of Attachment (and its Affects) 

Through his neuro-scientific research, Allan Schore describes the neuro-biological 

locus for development in the first year of life. He asserts the unconscious is the first 

function to develop in the infant. The areas of the brain associated with this 

development are primarily in the right hemisphere. This area mediates attachment 

and constitutes what he calls ‘the right mind’ (Schore, 2003). During this time, Schore 

observes the neuro-biological activity coinciding with capacity for non-verbal 

communication and facial recognition. Recognising emotions from visually presented 

facial expressions requires right somato-sensory representations that stimulate how 

the individual would feel when displaying a certain facial expression. (Schore, 2003, 

p. 23). Through this process, the individual can predict behaviour from non-verbal 

prompts, all of which occurs outside of consciousness. This is crucial for any sort of 
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empathy. It is primary learning. Murdin posits it is essential to any formation of 

transference. Here Murdin draws an important conclusion. She posits that because 

most of the processing is in the unconscious, “we can be assured the emotional 

experience of transference is not a re-enactment but an actual reworking of the 

emotional experience” (Murdin, 2010, p. 106).  

In the therapeutic setting, the operation of transference drawn from the unconscious 

brings aspects of organismic involvement such as motor involvement from the 

original experience (Dimasio, 2000). Schore identifies the ‘right brain’ as the location 

where early affect experiences are processed. The unconscious processes in the right 

brain deal with both affect regulation and affect recognition. The right brain “is also 

the repository of affect-laden auto-biographical memory” (Schore, 2003, p. 24).  

Murdin reframes this. “When I meet a stranger, who stimulates a memory that is 

now unconscious, I will have the same affect and behaviour in the present as I did 

when I first encountered the experience”. This applies to both the Client and the 

Therapist when they first meet; unconscious, unpredictable and affecting the 

progress of the relationship thereafter. 
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5. THERAPUTIC RELATIONSHIP  

Having explored the scale and nature of powerful feelings arising in the transference 

and the clients need to experience a secure base in order that they may survive these 

feelings unharmed, we now need to look at where these aspects come together, 

namely the therapeutic relationship.   

 

5.1 Relationship & Alliance (even when you don’t want to) 

We must begin this part by looking at relationship and how it can be brought into 

being using an alliance approach. According to the literature, Psychotherapy may be 

defined as the systematic use of relationship between therapist and client to 

produce changes in cognition, feeling and behaviour (Holmes & Lindley, 1989). 

Research demonstrates the relationship between the client and the therapist, more 

than any other factor, determines the effectiveness of the psychotherapy (Bergin & 

Lambert, 1978) (Hill, 1989) (Luborsky, 1976) (Norcross & Goldfried, 1992). It is more 

significant than theoretical orientation (Hubble, Duncan, & Miller, 1999). “We are 

born of relationship, nurtured in relationship and educated in relationship. We 

represent every biological and social relationship of our forebears, as we interact and 

exist in a consensual domain called society” (Cottone, 1988). 

At the formation stage of the therapeutic relationship, it is important to agree to a 

working alliance, commonly referred to as the Therapeutic Alliance. Clarkson defines 

the Therapeutic Alliance as ‘the client-psychotherapist relationship that enables the 

client and therapist to work together even when either or both do not want to’ 

(Clarkson, 2003, p. 40). This is an extremely interesting definition especially 
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considering the position where neither want to work. Greeson defined the 

Therapeutic Alliance as “the relatively non-neurotic, rational and realistic attitudes of 

the patient towards the analyst… It is part of the client-analyst relationship that 

enables the client to identify with the analyst’s point of view and to work with the 

analyst despite the neurotic reactions (Greenson, 1967, p. 29). We can conclude at 

east for these sources, the Therapeutic Alliance is the means by which the client is 

contained against rupture. We should now consider how this alliance is underpinned 

in such a way as to establish and maintain a containing environment. 

 

5.2 Rupture & Holding 

Establishing a containing environment may be confounded by the oscillations 

between idealisation and denigration expressed by the client in the beginning stages 

of therapy (Klein, Harold, & Schermer, 2011). It may be that until the containing 

environment can be established, work in the transference may produce catastrophic 

results in the form of self-destructive behaviours or the untimely capitulation of the 

therapeutic relationship (Merced, 2015). Freuds prohibition on returning the clients 

love. This may not necessarily be physical intimacy. Concern, preoccupation, interest, 

empathic care is enough to constitute the reciprocation of love. It is the neurosis that 

must replay the denial of love (Bourdin, 1979). The neurotic did not accept that they 

could not have the oedipal romance and therefore must replay this denial over and 

over. Love interests must be made to fail, over and over, until the Oedipal position is 

resolved (Freud S. , 2001/1915). These disturbances in the relationship can provide 

opportunities. The working alliance can be threatened at any stage in psychotherapy 

from both intra-psychic, extra-analytical and contextual sources. However, if threats 
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can be exposed, articulated and transformed, the psychotherapeutic process can 

become enhanced rather than endangered. (Clarkson, 2003). Let rupture therefore 

be seen as an opportunity rather that a risk as and when it emerges in the therapy 

room.  

6. Discussion & Conclusion 

We can now consider the outcomes from the earlier chapters to bring together a 

synthesised understanding of Transference in its therapeutic context. This combined 

with an understanding of Attachment and the Therapeutic Relationship can turn it 

from a risk of rupture to an opportunity to deepen the therapeutic relationship early 

on.  

 

6.1 Powerful Primitive Feelings 

If the phenomenon of transference is truly a conduit to the unconscious then surely, 

by accessing the unconscious in this way, the therapist is taking on the enormous 

power of the parental role. If you believe at all in the psychoanalytical theory of the 

unconscious, then the strength of the emotions involved becomes obvious. This is a 

direct line to developmental Love, Hate and a host of supporting feelings like disgust, 

shame, guilt, pride and so forth. It is a therapeutic concept of tremendous power for 

the therapist to draw upon. Need mis-placed. Demands not met. Desire unfulfilled. 

No doubt these could explode into the therapy room even in the beginning phase 

and perhaps even the first session.  

Consider then what is internalised will continue to be affected and change. In this 

way, we are not eternal captives of our object relations as they are today. Nor do 
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past affects have to have as big an impact in the future as they do in the present. The 

affect of the past may have amplified or diminished. The latter is unlikely to appear 

in the therapy room as symptoms will lessen. The former is the one to look out for. 

The complexity surrounding object relations and the consequent complexity in 

transference should not be underestimated.  

 

6.2 Understanding Insecurity and Creating Safety 

The accounts of transference can be punishing. Clients presenting with what in 

diagnostic modalities is referred to as Borderline Personality Disorder for example. 

Attachment Theory claims no work can be done without the secure base and the 

therapist must work hard to help the client find it. Recognising, understanding, being 

sensitive to and working through the transference can be a positive toward 

establishing that secure base. Awareness of insecure attachment and how it 

intersects with transference is important from the earliest stages of treatment. 

 

6.3 Relationship, Expectancy and Rupture 

In practice, therapists depend on the Therapeutic Alliance and Contract Setting to 

help order the early phase of treatment, along with as much personal work on their 

own sources of countertransference as possible to prepare them for the possible 

transferential onslaught. Yet it is the rupture, Conflicting or Avoiding, arising in the 

early sessions that can provide the transferential material to drive early gains and 

confidence in the therapy, thus helping the client believe in the process and 

encouraging them to stay the course. 
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6.4 Conclusion  

A well-prepared clinician will have a good map of their own psyche having attended 

their own personal therapy albeit this is a life-long journey. Using this map helps the 

therapist to identify their own feelings and separate them from the feelings being 

picked up in the transference/counter-transference. It is essential to pick up early 

and soon the communication from the client which they are desperately trying to 

share. The sooner this happens the better. The sooner the client feels listened to, the 

better. The success of this approach is measures by the client returning through the 

door week on week, despite what might be emotionally gruelling work. The 

psychotherapeutic process requires drive. Without the transference, the strong 

emotions necessary for change may not emerge. However, the tone of caution is 

evident through all the literature. We must consider well before trying too hard to 

exactly identify the nature and identity of the bad object, in case we miss the target. 

 

While the research has helped develop a deeper understanding of transference and 

the ways it may challenge or support the therapeutic relationship, the author 

suggests further investigation into the precise nature of rupture in the therapeutic 

relationship would be of great value. In addition, further examination of the cross-

modal manifestation of the phenomenon, including more input from the emerging 

field of neuroscience, would help develop a unified theory of transference to support 

therapeutic work.  
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i Lacan uses capital C when using the word Cause in this context to describe how the client may come 
to regard the therapist, to emphasise the essential nature and essential emphasis of this position for 
the client. This simple concept of Cause is very powerful in this position. 
ii We can hope that negative affects will moderate over time, either by design or default. The risk is 
they may instead become inflamed over time and this is one way to understand how the events of the 
past can rest benignly for many years only to cause problems long after some or maybe all of the 
events have been lost to conscious memory (Murdin, 2010).  

                                                      


