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ABSTRACT 

 

When working with a dying client, the therapist’s role is to meet the client’s emotional needs. 

To be able to achieve that, the therapist must possess a ‘death competence’. Being able to 

manage countertransference that arises during work with terminally ill clients is an essential 

element of this competence. According to research, this type of countertransference is linked 

to death anxiety and can be further intensified by additional factors. According to research, 

countertransference may pose a risk and an obstacle in the therapeutic process, as well as 

enhance it and aid it towards the resolution. The aim of this study is to further explore the 

impact of countertransference on psychotherapy with terminally ill clients. The study analyses 

the forms in which countertransference arises during psychotherapy with dying clients in the 

context of death anxiety and identifies the factors that impact this countertransference. It 

explores how countertransference may become an obstacle and how it can be used as a tool 

in work with terminally ill clients.  
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Chapter One  

Introduction 

 

Elisabeth Kübler-Ross (2003) proposed that when working with a dying patient, it is the 

therapist’s role to meet the emotional needs of their patient (pp. 51-146). However, in order to 

be able to achieve that without causing harm to the client, the therapist must have ‘death 

competence’ (Gamino & Ritter, 2012, p.24). The ability to manage one’s countertransference 

is the essential component of that competence (Gamino & Ritter, 2012, p.24). Therefore, being 

able to manage countertransference when faced with death is imperative for therapists who 

may find themselves in a situation when their regular clients receive a diagnosis of terminal 

illness or when approached by a new client with such diagnosis. The likelihood of this 

occurrence can be considered as high as we are currently living in an ageing society.  

 

According to research, failing to manage countertransference when faced with client’s death 

or its possibility may lead to consequences such as: psychotherapy becoming non-beneficial 

or harmful to the client (Gamino & Ritter, 2012, p.24), it can threaten therapists’ professional 

competence (Sanders, 1984) and  lead to the therapist feeling confused and disturbed 

(Joseph, 1962). However, being able to recognize countertransference may be used by the 

therapist as an asset during the psychotherapeutic process (Gamino & Ritter, 2012, p.24). It 

can be said that countertransference may pose a risk and an opportunity for the therapist 

depending on whether it is recognized by the therapist and how it is used.  

 

This paper will seek to further explore the impact of countertransference on the 

psychotherapeutic process. It will attempt to answer the question of how countertransference 

influences the psychotherapeutic process with terminally ill clients. Focus will be placed on 

how countertransference can be manifested during work with dying clients, especially in the 

context of death anxiety, and how these manifestations affect the overall psychotherapeutic 

process. 
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Therefore, the aim of this study is to explore the impact of countertransference on 

psychotherapy with terminally ill clients. The objectives of the study are to analyse the forms 

in which countertransference arises during psychotherapy with dying client, to identify the 

factors that impact this countertransference and to explore how countertransference may 

become an obstacle and how it can be used as a tool in work with terminally ill clients. 

 

The next chapter of this dissertation will discuss death anxiety-related countertransference in 

the context of ‘death competence’, its manifestations and impact on the psychotherapeutic 

process. The third chapter will analyse the factors that trigger or intensify countertransference 

that arises during work with terminally ill clients. Using countertransference as a tool to 

enhance the therapist’s empathy and ability to meet the client’s emotional needs will be 

discussed in the fourth chapter. The fifth and final chapter will bring together the findings of 

this research and attempt to answer the question posed above on how countertransference 

influences a psychotherapeutic process with terminally ill clients.  
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Chapter Two  

Death anxiety as a main component of countertransference in the therapeutic process 

with a terminally ill client 

 

2.1 Death anxiety as a main component of death competence 

 

In order to meet emotional needs of dying clients and to avoid causing harm to the client, the 

therapist must possess ‘death competence’ (Gamino & Ritter, 2012, p.24). ‘Death 

competence’ is a term introduced by Gamino & Ritter (2012) that can be defined as a 

“specialized skill in tolerating and managing clients’ problems related to dying, death, and 

bereavement” (p.24). Professionals can be considered as having death competence if they 

are able to face, endure and manage their client’s issues with death and dying. This skill is 

seen as necessary to ensure that mental health professionals can provide services beneficial 

and non-harmful to the client (Gamino & Ritter, 2012, p.24). The main components of this skill 

are cognitive and emotional competences. Cognitive refers to having relevant theoretical and 

professional training, qualification and preparation, while emotional competence includes the 

ability to manage feelings evoked by death and dying (Gamino & Ritter, 2012, p.30). Death 

competence requires an ability to manage the feelings associated with death anxiety. 

Furthermore, according to research (Chan & Tin, 2012), ‘death competence’ should consist of 

three elements: knowledge, practice and self-competence (p.904). The study defined self-

competence as “the ability to handle the emotions aroused by death work” (Chan & Tin, 2012, 

p. 905).  However, the study was conducted on a group of workers from different professionals 

who engage in death work. It can be speculated that if the research focused exclusively on 

psychotherapists, self-competence would be the primary, rather than one of the elements of 

death competence. The research also confirmed that managing death anxiety is a crucial 

element of death competence. It can be stated that the psychotherapist's ability to manage 

their own and their client’s death anxiety is a foundation of psychotherapeutic treatment with 

terminally ill clients.  
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2.2 Death anxiety and its manifestations through countertransference  

 

Mental health professionals who work with the dying have to face their own or their clients’ 

feelings of fear of death and loss. These emotions may be unconscious, yet they can be 

revealed through countertransference (Terry, 2018, p.1). Countertransference is therefore one 

of the main elements that influence death competence. In order to manage their 

countertransference, the therapists must learn to face their own fear of death that can be 

referred to as death anxiety (Gamino & Ritter, 2012, p.26). Irvin Yalom defined ‘death anxiety’ 

as the fear of annihilation, or in other words of ceasing to exist (Yalom, 1980, p. 43). As Yalom 

explains, it is a fear that cannot be fully comprehended as it is a fear of losing oneself and 

becoming nothing. Robert Langs (2004) proposed that death anxiety which he considers as 

“the single most powerful unconscious psychodynamic dynamism in present-day emotional 

life”(p.32) is either conscious or unconscious fear of being annihilated, annihilating another or 

a prospect of dying. He suggested that it is ever present on the unconscious level, but it can 

be triggered and brought to the conscious mind during illness, injury and when one 

experiences loss (Langs, 2004, p.32).  

 

Death anxiety can also be triggered within a therapist, through countertransference during 

psychotherapy with dying clients (Terry, 2018, p.3-4). As Joy Schaverien (1999) wrote about 

working with dying clients, in these cases “the analyst is obliged to confront her/his own fear 

of death. The glimpse of her or his own mortality may contribute to an intensified identification 

with the patient” (p.5). The therapist’s death anxiety can therefore intensify 

countertransference with a client who is experiencing their own fears of death. Fear of death 

tends to be denied on the conscious level by therapists and/or clients which creates an 

additional layer of difficulty when it comes to identifying countertransference. In the context of 

work with terminally ill clients, the therapist might enact a countertransference identification 

with the super-ego of the client who is intolerant of fearing death. The client’s fear can be “split 
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off and projectively identified into the therapist” leading the therapist to fear for the client’s life 

and grief them more intensely after they pass (Terry, 2018, p.7). Therefore, it can be concluded 

that countertransference does not end after a client's death.  

 

Death anxiety as revealed through countertransference can also be related to the fear of being 

dependent on others and not having anyone who would want to take on this role of carer 

(Terry, 2018, pp.8-9). It could also be linked with the concept of finiteness of life as it might 

create a resistance on the side of the therapist to agreeing the end date for therapy (Terry, 

2018, p.9). It can be concluded that while death anxiety is often present in psychotherapy with 

terminally ill clients, it can take on several different manifestations. It can be experienced as 

intensified identification with the client, fear for the client’s life or feelings related to 

dependency and fitness.  

 

2.3 The impact of death anxiety-related countertransference on the psychotherapeutic 

process with the dying and terminally ill 

 

Therapists who work with dying and terminally ill should possess a capability to tolerate and 

manage intense emotions related to death anxiety (Gamino & Ritter, 2012, p.26). As 

mentioned earlier, death anxiety in the therapist can be intensified through 

countertransference. This might lead the therapist to reach towards using interventions outside 

of the tradition they practice in as they enact an inability to handle the intensity of the 

countertransference (Terry, 2018, p.3). It is especially common that, as a result of unbearable 

fear evoked by countertransference, psychodynamic and psychoanalytic therapists introduce 

mindfulness techniques into their practice (Terry, 2018, p.3). Terry (2018) does not offer 

insights related to therapists working in other traditions such as CBT that give therapists 

numerous practical interventions. It could be speculated that this tendency affects only 

therapists who work directly with transference and countertransference. 
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Countertransference, understood as an intense identification with the client, may lead the 

therapist to enter a state of denial in relation to the approaching death of their client 

(Schaverien, 1999). Eissler (1955) also noticed the danger of intense identification, however, 

he stated that the partial identification is a necessary element of a psychotherapy with a dying 

client (p. 250). Yet, a therapist who experiences their own fear of death too intensely may 

struggle to achieve that identification. Alternatively, the therapist's own death anxiety joined 

with the identification with the client could lead a therapist to becoming anxious or depressed. 

In either case, it would result with the therapeutic process becoming harmful. (Eissler, 1955, 

p. 250). 

 

As countertransference triggers the therapists’ childhood death wishes and acts as a reminder 

of their own mortality, they, in an attempt to defend themselves against those, might lose their 

ability to respond to the client’s needs in an appropriate way (Norton, 1963, p. 559). Norton 

(1963) suggests that countertransference with dying clients could lead to inappropriate 

reactions on the side of the therapist, for instance to: “denial, reassurance, repression, 

overprotectiveness, false optimism, or intellectualization” (pp. 559-560). If a therapist allows 

him/herself to act on the countertransference, s/he loses the ability of being beneficial to the 

client as an available object (Norton, 1963, p. 557). By not accepting and defending against 

feelings evoked through countertransference, a therapist is no longer capable of meeting dying 

clients’ needs.  

 

Finally, it is important to mention that countertransference may also influence the endings of 

therapy. Therapists who work with elderly or terminally ill clients may face difficulty when it 

comes to setting the date for the end of the therapeutic process (Terry, 2018, p.9). Therapist’s 

death anxiety might be projected into a client through an inability to face the ending. According 

to Terry (2018), it has a negative impact on the process as it takes away an opportunity to 

explore an ending in therapeutic setting (p.9). Experiencing this kind of ending, could help a 

client to believe that it is possible to face death (Terry, 2018, p.9). However, a case study 



7 
 

reported by Norton (1963) presented an example of a therapy that lasted until the client’s 

death that provided an opportunity to explore endings, grief, and loss of the objects (pp. 542-

557). Therefore, it is not always necessary to establish the end date for therapy in order to be 

beneficial to the client.     

 

2.4 How can a therapist address their own death anxiety-related countertransference? 

In order to manage their countertransference, the therapist must learn to face their own fear 

of death. A failure to achieve that will compromise the therapist’s ability to be empathic and to 

offer effective interventions (Gamino & Ritter, 2012, p. 38). Research suggests that failure to 

manage this countertransference may lead to psychotherapy becoming non-beneficial or 

harmful to the client (Gamino & Ritter, 2012, p.24), it can threaten therapists’ professional 

competence (Sanders, 1984) and  lead to the therapist feeling confused and disturbed 

(Joseph, 1962). It can be concluded that a failure to manage once’s own countertransference 

related to death anxiety could lead to the therapeutic process becoming unhelpful to the client. 

It is therefore the therapist’s responsibility to manage countertransference and to do so by 

exploring one’s own death anxiety. 

Katz (2006) recommends that this process should begin with exploring the reasons that draw 

one to work with dying clients. The therapist is encouraged to reflect over the first-time s/he 

considered working in end-of-life therapy and any events or people that could have influenced 

that (pp.214-215). Katz (2006) proposes that through engaging in this type of work, a therapist 

might be seeking some answers so he recommends that one reflects over what questions 

might be motivating their actions. Conducting an analysis of one’s own vulnerable points, 

experiences and motivations is required to face death anxiety. Having this self-awareness 

allows the therapist to notice their own behaviours that could indicate that they have been 

triggered to act outside of their norm. As these behaviours indicate countertransference could 

be in action, the therapist can consider their journey with their client in the context of their 

personal experience (Katz, 2006, pp.212-223). Self-awareness in relation to previous 
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experiences of death and dying is therefore a fundamental first step when it comes to 

managing countertransference. 

A different approach is recommended by Gamino & Ritter (2012) who, after Worden and 

Proctor (1976), suggest the use of exercises designed to face one’s own death anxiety 

(Gamino & Ritter, 2012, p.25). Examples of the exercises include thinking about one’s one 

“time-line” of life, considering different ways of one’s own death and even creating a graphic 

representation of death. The purpose of these practices is to “desensitise” professionals in 

relation to the topic of their own mortality and death (Gamino & Ritter, 2012, p.25). Exploring 

personal reaction to one’s own death is imperative for being able to successfully manage 

countertransference. While Katz advises to explore one’s past, Gamino & Ritter are in favour 

of exploring the awareness of one’s own death and decreasing the denial of it. It is believed 

that both approaches are complementary to each other. If utilised together, they could reduce 

or remove the negative impact of countertransference on the psychotherapeutic process with 

dying clients. 

2.5 Conclusion 

Death anxiety on the side of the therapist and the client is present during the 

psychotherapeutic process while working with terminally ill. For this reason, it constitutes an 

element of death competence, a complex skill required to work with terminally ill in an effective 

and non-harmful way. In a psychotherapeutic relationship, death anxiety is revealed through 

countertransference. The therapist’s own death anxiety can magnify countertransference, 

leading to deeper identification with the client. The client’s denial of death anxiety may lead to 

projective identification evoking unreasonable and not grounded in reality fear for the client’s 

life in the therapist. Under the influence of death anxiety-related countertransference, 

therapists might reach towards therapeutic methods that they do not usually use. In an attempt 

to defend against those feelings, a therapist might become unable to meet the client’s needs. 

If the therapist is not aware of their countertransference or did not worked through their death 

anxiety, the therapeutic process could become harmful and not beneficial to the terminally ill 
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client. However, it is possible to address death anxiety and prevent the negative influence of 

countertransference if appropriate preparation is conducted. The next chapter discusses 

different factors that, along with death anxiety, can trigger or intensify countertransference 

during psychotherapy with terminally ill clients. 
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Chapter Three 

Factors that trigger countertransference or impact its intensity during psychotherapy 

with terminally ill clients 

 

3.1 Factors that impact countertransference and its intensity during psychotherapy 

with terminally ill or dying clients 

 

Countertransference in the context of therapy with dying clients can be linked to more than 

just death anxiety. This chapter discusses other factors that were identified in literature as 

those that can evoke or intensify countertransference.  

 

According to Schaverien (1999), terminally ill clients who feel that there are some aspects of 

their lives which are unfulfilled may strengthen the archetype of a wounded healer. The 

archetype is based on the premise that the therapist chooses their line of work because of 

their own wounds. This type of countertransference is linked to the special status that dying 

clients can gain in their therapist’s eyes. This can also occur if a client is of a young age or 

does not have a partner. Through countertransference the therapist may begin perceiving the 

client as wise or powerful (Schaverien, 1999). It can be concluded that working with dying 

clients who did not live their life fully can trigger and intensify countertransference. 

Furthermore, if a therapist is not dying while working with the dying client or if s/he never had 

a terminal illness, they did not experience what their client is moving through. By moving 

through a dying process, something that the therapist is bound to experience at some point, 

the client may be perceived as being “ahead of the therapist”. This may impact the balance of 

power in the therapeutic relationship and lead the therapist to either fear or idealise their client 

(Schaverien, 1999). It can be stated that the fact that the client is going through a stage of life 

that the therapist has not yet experienced impacts the therapist’s perception of the distribution 

of knowledge and power. 
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Another layer of difficulty can be added by the therapist’s omnipotence and rescue fantasies.  

While working with dying clients, the therapist fulfils a role of an auxiliary ego in relation to 

regulating the client’s affects and self-esteem. The client can therefore “borrow” the therapist's 

well-working ego to enhance their own ego that is weaker in some aspects. In some cases, 

often due to the therapist’s fantasies, this relationship changes as the therapist becomes a 

maternal figure for the client (Postone, 1998, p.420). The therapist may take on a role of a real 

parental figure in the client’s life and become a part of their life outside of the standard 

therapeutic relationship (Postone, 1998, p.420). Furthermore, as dying clients assign auxiliary 

egos to the therapists, this can generate a feeling of the therapist’s mind being invaded. 

Terminally ill clients often intensively seek closeness and communication and this intensity 

can result in the therapist experiencing the fear of being pulled into the client’s dying process. 

In such cases, countertransference can manifest itself as a temptation to avoid closeness or 

to reduce the number of visits in an unconscious attempt to avoid being absorbed into that 

process (Hägglund, 2006, p.138). According to Postone (1998), “dread of seeing the patient, 

avoidance of patient contact, and finally, premature termination of therapy or referral to 

another therapist” (p.421) are common responses to this type of countertransference. 

However, countertransference may also result in the opposing reaction with the therapist 

attempting to soothe and comfort the client by giving them false hope, becoming overinvolved 

in the client’s life or focusing only on the pragmatic aspects (Postone, 1998, p.421). It can be 

stated that intensity of transference and countertransference along with the therapists’ 

fantasies, can lead the therapist to become too engaged and involved with the client or, it may 

result in therapist avoiding the closeness and even terminating the therapy. 

 

Therapists’ unresolved grief and other similar wounds from the past that have not been worked 

through can re-emerge during psychotherapy with terminally ill people (O'Brien, 2011). Due to 

countertransference that arises during an encounter with dying client, a therapist may 

experience reappearance of their own sadness, pain and grief. This could impact the 

therapist’s ability to remain present with their client’s emotions and to deliver helpful 
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interventions (O'Brien, 2011). Therapists who experienced grief but did not work through it, 

may be incapable of addressing their clients’ emotions in a helpful way.    

 

3.2 Impact that this type of countertransference can have on the psychotherapeutic 

process 

 

The intensity of countertransference that arises in the therapy with the dying client can affect 

the therapist’s ability to think clearly and lead the therapist to act out in response to their client 

(Schaverien, 1999). Rather than staying present with the client and delivering helpful 

interventions, a therapist influenced by countertransference may not be able to identify the 

client’s needs. S/he might act out in response to the client’s transference. This mechanism is 

often manifested through the therapists’ dilemmas, as described by Postone (1998). The 

therapist might be torn between the fear of inflicting additional suffering through questions or 

interventions that may hold the therapist back, and the wish for omnipotence and rescue 

fantasies that might push the therapist to choose their interventions too intensely, extremally 

and even intrusively (Postone, 1998, p.421). The therapist is therefore at risk of being too 

passive or incorporating too many interventions in the process. According to Postone (1998), 

acting out in response to countertransference may impede the therapeutic work (p.421). It can 

be theorised that if a therapist experiences disappointment related to their failed fantasies, it 

may further interfere with their ability to meet the client’s needs. Furthermore, strong 

countertransference linked to intense identification with the client can bring up the thoughts 

and feelings of self-doubt in relation to being a good enough therapist (Schaverien, 1999). 

Therapists may begin to wonder if they are meeting their clients’ needs and doing a good 

enough work (O’Brien, 2011). It can be concluded that this preoccupation with doing enough 

or being a good enough therapist, if not managed by the therapist, may influence their 

decisions during psychotherapeutic process. 

 



13 
 

Intensified countertransference may also lead the therapist to deny the fact that the client is 

dying (Schaverien, 1999). The therapist may begin to avoid the topic of death and dying 

(O’Brien, 2011). When acting out in response to this countertransference, a therapist takes 

away an opportunity for their client to address the topic. Similarly, if countertransference is 

further intensified by unresolved grief, a therapist might be unable to offer the client helpful 

interventions (O’Brien, 2011).  

 

3.3 Conclusion 

Factors that can trigger or intensify countertransference during work with terminally ill clients 

were identified as: the therapists’ rescuing and omnipotence fantasies and the wounded healer 

archetype, the age of the client, whether the client has a partner and, whether the client 

believed they lived a fulfilling life, the therapist’s unresolved grief or other similar wounds from 

the past. This type of intense countertransference can impact the therapist’s decisions in 

relation to interventions. It may lead to therapy becoming too passive or too intrusive. It can 

be speculated that too passive therapy would fail to meet the dying client’s emotional needs 

while too intrusive therapy might become harmful to the client and/or therapist. The next 

chapter discusses how this countertransference can be used to promote resolution in the 

psychotherapeutic process with the dying clients. 

  



14 
 

Chapter Four 

Countertransference as a phenomenon that can promote resolution in therapeutic 

process with dying clients 

 

4.1 Countertransference as a tool to enhance empathy and deeper understanding of 

the inner world of the dying client 

 

Current understanding of the concept of countertransference includes the conscious and 

unconscious feelings that the therapist experiences towards the client (Katz & Johnson, 2006, 

p. 4). While it can be triggered by the therapist’s own issues and events in their personal life, 

countertransference is often also a result of the client’s feelings, thoughts and behaviours. As 

such, countertransference is a source of information about the client and an instrument that 

can be used to enhance the empathy and compassion (Katz & Johnson, 2006, p. 4). 

Countertransference provides the opportunity for the therapist to recognise their own feelings 

and use them to better understand the experience of their client (Gamino & Ritter, 2012, p.25). 

It also creates the ability to partially identify with the client, which brings the client’s issues 

related to death and dying into a shared reality (Redding, 2005, p.72). It can be said the the 

client does not experience their death anxiety on their own but can share it with the therapist. 

Countertransference is therefore a tool that can be used by therapists to enhance their 

empathy, gain a deeper understanding of the client’s experience and to create more helpful 

relationship. Through this, countertransference can lead toward resolution in the therapeutic 

process.   

 

Katz (2006) recommends that therapists reflect over feelings that arise during work with the 

dying clients and allow these to provide information on the client’s experience. The thoughts 

or feelings that the therapist notices can be said aloud to the client and used to verify whether 

it is what the client is experiencing (p.19). By being able to recognise countertransference, the 

therapist can avoid acting out in response to it. Instead s/he can witness the dying client’s 
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suffering, accept it and explore it. Acceptance is the first step on the way to therapeutic change 

and countertransference facilitates the process of acceptance. By being accepting of the 

feelings that arise, especially those related to the “unknowing” associated with dying, a 

therapist creates a pathway to deeper understanding (Redding, 2005, p.72). 

Countertransference is therefore a tool that can be used to aid the therapeutic process with 

terminally ill clients. 

 

 

4.2 Meeting emotional needs of the dying client through the use of 

countertransference 

 

As countertransference deepens the therapist’s empathy, it can also support the process of 

meeting the client’s emotional needs. According to Eissler (1955), being able to identify with 

the dying client and experience their feelings along with them is necessary to meet the client’s 

emotional needs (p. 249). Unlike in case of therapy with healthy clients, while working with 

terminally ill clients, this identification needs to be deep enough for the client to be able to 

experience it. Only through that experience, the therapist meets the dying client’s emotional 

needs (Eissler, 1955, p.249).  Furthermore, this effect of countertransference might help the 

client to accept the therapist as a companion on this final path (Eissler, 1955, p. 248-249). To 

achieve that, the therapist needs to feel the approaching death of their client as if it was their 

own dying. It can be theorised that being able to connect to the client’s death anxiety through 

countertransference could aid the development of strong therapeutic alliance.  

 

Countertransference may also lead the therapist to believing in the immortality of their 

terminally ill client (Eissler, 1955, p. 142). This “magic belief” that was referred to in the 

literature as a “gross denial of countertransference” (Clarke, Pirkko, 1981, p.72) can serve the 

client who, due to their condition, is likely surrounded by sad and grieving family members and 

friends. When a therapist unconsciously believes in their client’s immortality but does not act 
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on this countertransference-induced belief, s/he can create a more helpful environment for 

their client. The belief in their immortality is logical, obvious and emotionally helpful to the client 

(Eissler, 1955, p. 141-143). As a result of this countertransference, a therapist can absorb a 

belief about the client’s immortality, which facilitates meeting the client’s emotional need.  

 

4.3 Resolving fear of death and relieving dying client’s suffering through 

countertransference 

 

The fear of death experienced by dying clients can be resolved during psychotherapy through 

transference and countertransference (Hagglund, 2006, p.132-133). This resolution is 

achieved as the client develops and shares with the therapist, fantasies related to their own 

death, life after death and to their lived life. As a dying client regresses, s/he may be longing 

for the fulfilment of the fantasy related to the love or care provided by the ideal mother to their 

infant (Joseph, 1964). Since the fear of death can be understood as the fear of losing one’s 

own fantasies, it can be resolved through transference (Hagglund, 2006 p.135). Partial relief 

to the client’s emotional suffering can also be attributed to the fact that through intensified 

countertransference, a therapist “gives” their dying client optimal accretion of sublimated libido 

(Joseph, 1962). As per Eissler (1955), this sublimation is most likely to manifest itself through 

the feelings of sorrow and pity within the therapist that will create trust, courage and 

consolation within the client (p.141). The therapeutic process can reach resolution as the client 

can stay in touch with their fantasies up until the moment of their death through transference 

and countertransference. Psychotherapeutic process with dying clients is therefore not as 

much about achieving a therapeutic change, as it is about communication through 

transference and countertransference that allows to meet the client’s emotional needs.     
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4.4 Conclusions 

 

Katz & Johnson (2016) write that: “By viewing countertransference as a tool, rather than an 

obstacle, we become better helpers to those for whom we care” (p. 15). The above chapter 

supports this statement. It discussed how countertransference can enhance the therapist’s 

ability to empathise with the clients and create the deeper understanding of their inner reality. 

If the feelings that arise during countertransference with terminally ill clients are recognised 

and accepted by the therapist, this creates a foundation for meeting the resolution in the 

therapeutic process. Furthermore, the research showed that through countertransference, a 

therapist can meet the emotional needs of the client either by partially absorbing the client’s 

death anxiety, the belief in the client’s immortality, by allowing the client to stay in touch with 

their fantasies and providing the right amount of libidinal accretion.  

 

The next chapter will bring together the above findings and attempt to answer the question 

posed in the introduction on how countertransference influences a psychotherapeutic process 

with terminally ill clients.  
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Chapter Five 

Conclusions 

 

Countertransference that arises in psychotherapeutic process with terminally ill clients can 

pose risks to the process or enhance it and lead to resolution.  

 

Death anxiety is a strong element of this countertransference and it can have several different 

manifestations. It can be experienced as intensified identification with the patient (Schaverien, 

1999), unreasonable fear for the client’s life or feelings related to dependency and finiteness 

(Terry, 2018, pp.8-9). The therapist may feel and enact an inability to handle the intensity of 

the countertransference (Terry, 2018, p.3). S/he may enter a state of denial in relation to the 

approaching death of their client (Schaverien, 1999). Countertransference may also trigger 

the therapists’ childhood death wishes and act as a reminder of their own mortality (Norton, 

1963, p. 559). The therapist may begin perceiving their patient as someone with a special 

status, wise and powerful (Schaverien, 1999). On the other hand, therapists may experience 

a temptation to avoid closeness with their client or to reduce their appointments (Hägglund, 

2006, p.138). They may experience reappearance of their own grief related to unresolved 

wounds (O'Brien, 2011), and self-doubt in relation to being a good enough therapist (O’Brien, 

2011), (Schaverien, 1999).  

  

The intensity of this countertransference can be further impacted by the therapist’s own death 

anxiety, and factors such as if the client lived unfulfilling life, if a client is young or if s/he does 

not have a partner (Schaverien, 1999). The therapist’s omnipotence and rescue fantasies can 

also trigger or impact the intensity of countertransference (Postone, 1998, p.420). 

 

This can create several obstacles in the psychotherapeutic process. It may affect the 

therapist’s ability to think clearly leading to acting out in response to their client (Schaverien, 

1999). Under the influence of death anxiety-related countertransference, therapists might 
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reach towards therapeutic methods that they do not usually use. It can impact the therapist’s 

decisions in relation to choosing the appropriate interventions (Terry, 2018, p.3), as the 

therapist may become too passive or too intrusive (Postone, 1998, p.421). It may also evoke 

difficulty when it comes to setting the date for the end of the therapeutic process (Terry, 2018, 

p.9). The therapist might become unable to meet the client’s needs or remain present with 

their client’s emotions. All these might impede the therapeutic process. If the therapist is not 

aware of their countertransference or has not worked through their death anxiety, the 

therapeutic process could become non-beneficial, and even harmful to these clients. 

 

On the other hand, countertransference can enhance the therapist’s compassion and ability 

to empathise with the client as it is a source of information about the patient (Katz & Johnson, 

2006, p. 4). Through countertransference, a therapist can meet the emotional needs of the 

patient either by partially absorbing the client’s death anxiety (Redding, 2005, p.72), by 

unconscious belief in their immortality, or by allowing the client to stay in touch with their 

fantasies (Hagglund, 2006 p.135) and providing the right amount of libidinal accretion (Joseph, 

1962).  

 

It can be concluded that while countertransference in work with dying clients can hinder the 

psychotherapeutic process or bring it to a premature end, the therapist’s awareness of 

countertransference helps to reduce the risks of the countertransference having a negative 

impact. The awareness of countertransference allows the therapist to use it to communicate 

with the patient in a way that will allow to meet the client’s needs and reach the resolution in 

the psychotherapeutic process. 

 

This study was limited to exploring existing theoretical work and research based on case 

studies, many of which were not devoted specifically to the topic of countertransference. For 

this reason, a recommendation for future research is suggested: to interview psychotherapists 
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who worked with dying clients to explore and assess countertransference as they experienced 

it throughout the psychotherapeutic process.  
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