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Loving, Hating and Indifference Towards the Patient

Ralph R. Greenson
During the course of psychoanalytic treatment, every psychoanalyst experiences many shades and 

degrees of love, hate and indifference towards each of his patients. This range of feeling is necessary for 
doing psychoanalytic therapy. Yet it is startling that, although Freud introduced the concept of 
countertransference in 1910, and a great deal has been written about it from the 1940s onwards, there is still 
much confusion and a remarkable diversity of opinion about its meaning and significance. (For a review of 
the literature, see Orr (1954), Kernberg (1965) and Sandler et al.(1970).) I believe that part of the 
perplexity and conflict about countertransference stems from the fact that it has never achieved the stamp of 
respectability accorded to transference. Despite or because of all the writings, countertransference has 
continued to have a predominant aura of wrongness or badness or dangerousness about it. In a brief 
presentation it is only possible to touch on some fundamentals and outline other areas for investigation. I 
hope this paper will clarify the nature, the dangers and the usefulness of the countertransference.

DEFINITIONS
I propose to use the term countertransference to refer to all the analyst's transference reactions to his 

patient. Countertransference, like all transference phenomena, is characteristically a distorted and 
inappropriate response derived from the unresolved unconscious conflicts in the analyst's past. As such it 
may not be suitable for analytic work unless it can be detected, controlled and modified. There are instances 
(I shall submit one below) when a countertransference reaction is therapeutically useful.

Some analysts affirm that all the analyst's emotional reactions to the patient are countertransference. This 
'totalistic' point of view negates the value of discriminating between countertransference reactions and those 
which are relatively free of countertransference. If there were no real relationship between analyst and 
patient, no sustained collaborative work would be done and analytic therapy would be ineffective. It would 
have been pointless to invent the terms transference and countertransference if they were not to be 
differentiated from the real relationship (Kernberg, 1965) ; (Greenson & Wexler, 1969).

There are analysts who limit the concept of countertransference to response evoked by the patient's 
transference. This has been designated by Kernberg as the 'classical' approach and he lists a number of 
adherents to it (1965). I believe this is an unnecessary limitation on the meaning of countertransference. I see 
no reason why the analyst's transference reactions to the patient, to any and all of his attributes, should not 
come under the heading of countertransference. I would also include all the analyst's transference reactions 
to all people who are significantly related to the patient during the analysis. Analysts do develop irrational 
reactions to the patient's spouse, children, lovers, parents and friends.

I suggest that the 'counter' in countertransference be understood as the duplicate of transference, like the 
'counter' in counterpart (Greenson, 1967) ; (Sandler et al., 1970). Some clinical examples may illustrate 
these points.

CLINICAL MATERIAL
A patient tells me how she tried to get a doctor to see her sick three-year-old child, who, during the night, 

was running a temperature of 104 and was racked by repeated chills. The doctor said something like, 'Give 
the boy some aspirin and fluids and I will see him in the morning.' The patient protested feebly that perhaps 
her child should be seen that night, he seemed so very
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sick. The physician said, 'I am the doctor and I shall see him in the morning.' The patient reluctantly
submitted. Before she could say anything more I intervened. I was so furious with the doctor that I blurted
out angrily, 'When that doctor said, "I am the doctor and I shall see him in the morning" you should have
answered, "Not if I see you first, you are no doctor in my book!"'

This is an obvious example of countertransference, in this instance a countertransference identification
with my patient. The intensity of my reaction and my behaviour were harmful to the analytic situation. Please
note that my reaction was stimulated primarily by my patient's passivity towards her physician rather than by
her transference to me. I was swept out of my analytic role by my intense protective feelings for the poor
mother and child and also by my hatred for neglectful doctors, both rooted in my own past. This led me to
identify with the patient in her predicament. I responded with the rage I would have felt in her situation and
which I wished she would have experienced. The point I wish to stress here is that my countertransference
was essentially to the patient's predicament and not to her transference feelings towards me.

Sometimes it is therapeutically useful to disclose to the patient one's non-countertransference, as I
propose to call them: real reactions. (Needless to say, this is not the case for most real reactions of an
analyst to his patient, the burden of proof is on communicating them.) Let me illustrate.

A schizophrenic young woman I had been treating for many years said to me in one of her more lucid,
neurotic intervals, 'I hate you, Dr Greenson, I hate you very much. I have to repeat this ten times, is that all
right?' I nodded my head in approval and the young woman proceeded to say loudly but quickly, 'I hate you,
Dr Greenson' ten times. I listened with my usual expression, accepting and interested, with a trace of a
smile, I believe. Then she paused and with a look both mischievous and anxious, asked me: 'Do you hate me,
Dr Greenson?' I replied seriously, neither sombrely nor jokingly, 'Yes, Dorothy, at times I do hate you.' She
smiled and then said, looking squarely at me, 'I hate you, I loathe you and I despise you, but I do like you
very much.' I answered her questioning look with, 'Yes, I know; you hate me, loathe me and despise me, but
you also do like me very much. All of it is true.' The patient sighed, as if relieved and said, 'Shall we talk
about something else now?' I shrugged in compliance.

I submit that my answer to the patient's question whether I hated her or not, 'Yes, Dorothy, at times I do'
was an example of a real reaction. The tone was not defensive nor hostile not lacking in affect. It was, I feel,
useful for the therapeutic situation. Her response, 'I hate you, I loathe you, I despise you, but I do like you
very much' seems to indicate that my genuine and forthright reply enabled her to amplify on her hatred and to
add the loving phrase, 'but I do like you very much'.

Many reactions of analysts are mixtures of countertransference and real reactions just as many reactions
of patients to their analyst. All countertransference distorts some small, real, element in the patient, and all
real relationships have some degree of transference. This occurs outside of analysis as well. All
relationships consist of different admixtures, blendings and transitions between transference and
non-transference components (Greenson & Wexler, 1969). Nevertheless, it is helpful to draw clear-cut
distinctions between them as the following clinical example may demonstrate.

A youngish middle-aged, unmarried woman has been in analysis for some four years with the major
complaint of being unable to sustain a loving relationship to a man. After an initial phase of loving and
sexual feelings to me, she embarked upon a long period of complaining, fault-finding, thinly disguised
contempt for my work, and the lack of progress. Many interpretations of her hostility to me, her unconscious
envy, the defence against her loving feelings, her wish to provoke sadistic or angry reactions in me, were to
no avail. In one hour, after much complaining and fault-finding, she paused and unexpectedly said, 'I guess I
am no pleasure to work with.' She became silent. I felt a sudden urge to blast her with some sarcastic remark
like, 'You ain't just awhistlin' Dixie', but restrained myself by forcibly bringing into focus that she was a
patient, not a friend, not a relative. I eventually replied: 'Yes, these hours of nagging
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and complaining and nagging and complaining are a pain.' I should add, this was said with some intensity,
but controlled. The patient was startled. She gasped, 'My God, you are not supposed to say things like that.
You are just supposed to analyse. You are supposed to be neutral. You called me a nag and a pain. That is
not analytic, that's an insult.' She paused and I replied, now in a more carefully modulated tone, 'I did not
intend to insult you. I only confirmed your statement that the many hours of nagging and complaining are
painful to me. This is a piece of reality which I believe you have not faced squarely and neither had I.' The
patient responded tearfully, 'My God, I never let myself think of your feelings and I never realized that I
made you into some impervious person who has infinite patience and little feeling. Yet I know better. I have
hurt you, or tried to, and I suppose I finally resorted to what you call nagging to wear you down. How awful
of me. How could anyone like me? [Tears, pause.] No wonder no one does. A nag—that word kills me—a
nag! Well, I want to thank you, God damn you, for opening my eyes. I'd rather hate you or detest you, but not
be a nag. [Pause.] I guess that was my way of keeping you away from me.' I answered, 'And also keeping
yourself away from me. Hating one another brings people much closer.' The hour ended on this note. I want
to add that we had few more prolonged nagging sessions, but plenty of hateful ones.

If we return to my emotional responses in that segment of the hour, I believe it is quite clear that my
impulsive but unspoken reaction, 'You ain't just awhistlin' Dixie' is a hostile countertransference response, a
retaliation for all the repetitive, frustrating, annoying hours. I had not been conscious until then of any
feelings other than mild irritation and impatience with the patient until that flash of 'awhistlin' Dixie' surged
up in me. Such a verbal response would have been a harsh and sadistic intervention and does not befit an
analyst treating a patient, but it is quite typical of my reactions in similar life situations, past and present. It
would have been a countertransference response in the analytic situation and a transference reaction in a
social situation.

I did recognize this state of affairs in the analytic hour and did restrain myself. I was able to tame my
anger sufficiently to be able to say in a controlled manner, 'Yes, these hours of nagging and complaining and
nagging and complaining are a pain.' My resentment did still come through in my choice of the word nagging,
in my repeating the phrase, and in changing her, 'no pleasure' to 'the hours are a pain'. I believe this
intervention has a countertransference aspect, but also, I submit, a therapeutic one. In my style of working,
not answering the patient's question would have been wrong and due either to my fear of my
countertransference or to indifference.

I am of the opinion that the situation called for an intervention that would make some impact on this
chronic stalemated situation. I believe that just answering the patient with 'Yes, it is not a pleasure to work
with you' would not have been an adequate and effective intervention. My remark had a countertransference
edge to it, but I believe it was more effective because I had made her acutely aware not just of being a
complainer but of being a nag, and the concept of nagging made an impact that was ego-dystonic to her. Her
response indicated I had changed an attitude in her into a symptomatic action. The nag, she now wanted to
get rid of. Perhaps the optimal response would have been 'Yes, it is no pleasure to work with someone who
complains to the point of nagging'. But that formulation I only came to several hours later as we worked
through her reactions to my remarks.

I want to close the discussion of this clinical example by pointing out that the three reactions show the
transition from acting on countertransference to therapeutic disclosure of a real reaction and also
demonstrates the difference between full and moderated countertransference responses. (1) 'Awhistlin'
Dixie' is pure countertransference. (2) 'Nagging and complaining is a pain' is controlled countertransference
and partly realistic. (3) The hypothetical 'Yes, it is no pleasure to work with someone who complains to the
point of nagging' is controlled and realistic.

Thus far I have only described countertransference reactions, the sporadic, transistory responses akin to
those 'floating' transference reactions Glover described in neurotic patients (1955). Analysts also develop
countertransference neuroses, long-lasting transference involvements
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with their patients, in which the patient becomes persistently and inappropriately of central importance to 
the analyst. Such reactions can be intense as for example, the analyst who falls in love with his patient or 
desires sexual relationships. If hatred prevails, the analyst may have frequent temper outbursts, or he may 
approach every hour with the patient with a sense of dread, a feeling of 'Oi Vay', a type of internal groaning, 
or an attitude of pugnacity, as if he were meeting an opponent, an adversary, not a patient. This latter attitude 
is very frequent and leads analysts unknowingly to engage in constant one-upmanship in their interventions. 
In such cases, the analysis is a contest and the patient is never allowed to end up being in the right.

The more subtle forms of countertransference neuroses are more dangerous because they are more 
difficult to detect. Persistent and undue protectiveness, rescue fantasies, chronic and unyielding 
goodnaturedness and benevolence are indications of a motherly countertransference neurosis and is more 
frequent in female analysts (Greenacre, 1954). Constant boredom, forgetfulness, coldness, aloofness or 
indifference are often indications of a warded-off hostile countertransference neurosis.

Fenichel (1941) and Greenacre (1966) have pointed out that it is not only the analyst's instinctual needs 
and the defences against them which may lead him into countertransference reactions, but also his 
narcissistic needs. For example, pathological therapeutic ambition may lead him to idealize his patients, 
exaggerate their capacities, and become repeatedly disappointed in their slow progress.

Just as the psychoanalytic situation is tilted, facilitating the patient's development of transference 
reactions and a transference neurosis, it is also tilted for the analyst, but by other elements contained in it. 
The analyst encourages full expression and then is exposed to the patient's loving and hateful feelings. The 
analyst usually delays his responses so he can think, introspect, empathize, understand and eventually 
formulate his intervention in a relatively low key. These activities are a strain because of the instinctual 
stimulations and frustrations. In addition, he has to bear the narcissistic blows or gratifications from the 
patient's material and behaviour. Furthermore, extraordinary experiences in the analyst's life may make him 
temporarily excessively susceptible to countertransference reactions as, for example, personal miseries, 
illness or a death in his family, a pregnancy, the loss or suicide of a patient, etc. If the patient's material 
coincides with these extraordinary events in the analyst's life, the analyst is more likely to react with 
countertransference. Self-observation and control may make these reactions very useful, however.

Before I turn to more clinical material, let me discuss briefly the relationship of countertransference to 
the working alliance and to empathy. Reactions appropriate to the working alliance in the analyst are 
analogous to those in the patient: his real relationship to the patient, his concern for his welfare and his 
devotion to the analytic situation. Positive countertransference in small amounts may be a temporary help, 
but like transference in general, it is an unreliable ally. Strong countertransference, both positive and 
negative and unrecognized, subtle, chronic countertransference, interferes with the working alliance and 
leads to adverse developments in the progress of the analysis.

An indispensable vehicle for understanding the patient's unconscious is the analyst's capacity for 
empathy (Greenson, 1960). Empathic contact with the patient is most reliable when it is motivated by the 
working alliance. This is the optimal condition. Countertransference may be stirred up by empathic contact 
with the patient but leads to inappropriate conduct, not always in the service of the working alliance. The 
case of Mrs N. illustrates this point. Sometimes countertransference reactions, if not recognized, can lead to 
a loss of empathy and will result in errors in the dosage, timing or tact of interpretations or to acting out by 
the analyst.

DETECTION OF COUNTERTRANSFERENCE REACTIONS
I hope I have illustrated how uncontrolled countertransference reactions can be damaging to the analytic 

process. On the other hand, countertransference reactions, if detected and more or less controlled can make 
a positive contribution to the therapeutic process, as in the case of Mrs N. The consciousness of 
countertransference feelings may be the analyst's first indications of goings on in the patient of which he, the 
analyst, had been oblivious. The case of
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Mrs N. demonstrated this. This point was first stressed by Heimann (1950) and Little (1951). This occurs
particularly frequently in the analyst's responses to the primitive impulses and fantasies so often found in the
borderline and psychotic patient. The use of our usual neutral position at such times may become an
unconscious defence against our more spontaneous responses to these primitive stimuli, both loving and
hateful, a defence which sometimes, but not always, coincides with what is therapeutically indicated
(Winnicott, 1949) ; (Searles, 1963).

The first step in establishing control is to recognize that we are experiencing a countertransference
reaction. This means that the analyst, as he listens, must be aware of his thoughts, feelings and impulses as
well as their absence. Then he must confront himself with the question: is what I am thinking or feeling in
keeping with the patient's material or behaviour, and is my intended intervention potentially helpful for the
patient or being undertaken for my own needs? This sounds like a lengthy process but in reality it happens in
a flash, unless your answers to yourself are inconclusive. Then you may have to introspect, empathize and
think for a longer period of time (Kohut, 1959) ; (Greenson, 1967).

Let us assume you ask yourself the questions above, what are the findings in you, the analyst, that will
alert you to the probability of a countertransference situation? (I say probability because all responses can
be real or countertransference under certain conditions.) All intense emotional reactions are suspect,
whether they are loving or hateful. Amorous feelings, sexual desires, sadistic impulses, disgust, fear,
sadness and idealization are some of the most frequent transference reactions in the analyst.

There are other typical indicators. Frequent dreams of the patient (Whitman et al., 1969), forgetting of
appointments and unusual difficulty in remembering or forgetting the patient's material (Schlesinger, 1970),
frequent blind spots or periods of stalemate, boredom, sleepiness and falling asleep, slips of the tongue,
especially calling the patient by the wrong name, fit in this category. Recurrent problems about the fee, the
patient pays too little or too much or you forget to notify him at the end of the month, etc. (Allen, 1971) and
rigid feelings or attitudes, all smack of countertransference. One would expect that there would be some
amount of variation and fluctuation in the analyst's feelings and attitudes during the course of a treatment
which goes on for many years.

The absence of feelings, indifference, is a sign of countertransference. You cannot work well with a
patient unless you like him and are interested in him (Greenacre, 1959) ; (Greenson, 1967). The liking
should not be intense: that would indicate a strong countertransference. On the other hand, one cannot work
effectively unless one is willing and able to become emotionally involved. It is not possible to empathize
with a patient unless one feels a goodly amount of liking. If the quantities are moderate, the analyst can then
attempt to take a neutral position in attending to the patient, i.e. he can become an interested observer of the
patient's conflicts, without being impelled to take the side of one contending aspect. Neutrality stems from
the loving aspect, the concerned attitude of the analyst. Indifference indicates either an emotional frigidity in
the analyst or a defence against his feelings or impulses. The only time indifference may be a therapeutic
response is in regard to intense and prolonged emotional outbursts in borderline and psychotic patients.
They may need your indifference to reassure themselves that their hostile or sexual assaults are not deadly or
overwhelming to you. They may need you to act as though inanimate (Searles, 1963). Also, you may need
the withdrawal into temporary indifference to sustain your capacity for working with such patients through
time.

It is well known that analysts may act out their unconscious emotional needs with their patients by
becoming seductive or punitive or combinations of the two. It is less well known, but quite frequent, that
analysts will act out their indifference, especially if it is a defence, by over-interpreting, as though the
patient possessed a built-in mechanical comprehending apparatus. In this way the patient is never able to
build up any emotional intensity towards the analyst. Over-interpretation then serves as a counterphobic
activity or reaction formation, no matter how well rationalized it may be by any school of psychoanalytic
thought.
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TECHNIQUE OF DEALING WITH COUNTERTRANSFERENCE
Let us assume you have detected the presence of countertransference in yourself. What do you do next?

Sometimes detection is all you can do in a given instance and that insight is sufficient to restrain you from
intervening or it may enable you to modify your response. The example of the nagging lady illustrates this. I
could not keep myself from responding but I believe my relatively controlled response was helpful, even if
it was painful for her.

If I had had more control and more time, I would have done a little more introspecting and some free
associating. I would have gone from the sarcastic 'awhistlin' Dixie' to the perception of the patient as a nag. I
would then have become aware that I had kept myself from recognizing her as a nag, in order to protect her
from my anger. I would then have asked myself, who does the word nag and nagging remind me of? My
associations, when I did that later in the hour, were that this patient reminded me of a relative and also an
unsuccessfully treated patient of the past. Once I realized that, I felt almost no trace of anger toward Mrs N.
but I did feel some guilt. I was then able to work effectively with her in that and succeeding hours.

I shall use Mrs N. to illustrate some further technical steps. Realizing that I had really hurt Mrs N., and to
some extent unnecessarily, I waited for the first opportunity to acknowledge this. It is, I believe, correct
psychoanalytic technique to admit one's behavioural lapses to the patient (Greenson, 1972). In the hour of
the occurrence there was not sufficient time because I did not want to admit the error without the opportunity
of analysing her reactions to my tactlessness and to an admission of tactlessness. Mrs N. began the next
session by saying, 'That was some hour yesterday.' She had never realized she had actually been nagging me
and she felt angry with herself for her blindness, but was now determined to work this out. At this point I
interjected that I was glad the nagging had become something to analyse and I added, 'I do feel I was a bit
rough in making the point and I am sorry about that.' This is in keeping with what I consider correct analytic
technique, namely one should admit a behavioural lapse before attempting any interpretations, because
analysing before such an acknowledgement may be correctly perceived by the patient as an attempt to
minimize the analyst's error.

Mrs N. responded to my remark by saying that although she felt I had been a bit rough, it was justifiable,
she herself could not bear a constant nag. She then proceeded to talk about how her nagging and complaining
was like a buffer zone, keeping a distance between us. Actually she often felt a sense of rejection by me
from the way I had analysed her sexual and romantic feelings earlier in the analysis. She now realized she
hated me for this, envied my composure and 'half-consciously' decided to keep me at a distance, disparage
me and tease me by her constant complaining with the expectation, she would break down my 'Goddamned
indifference'. My harsh intervention made her aware she was not merely a complainer, but a nag, a reminder
of her miserable mother, a person she had vowed never to resemble. My harshness, however, also made her
aware I was not just a cold-blooded, paid interpreter of her unconscious goings on. This pleased her but
also worried her.

During and after several similar hours I did do some more self-analysis in an attempt to ascertain whether
my earlier reaction was therapeutic or whether it was a defence against a repressed antagonism to naggers,
or both. My insights into my reactions to past and present nags alerted me to a readiness to react with rage to
such people. This piece of self-analysis and the insight Mrs N. afforded me led to a mellowing of my
reactions to such people, especially in the analytic situation. (See Ticho, 1967, for a more systematic
discussion of self-analysis.)

I would like to review the steps in dealing with countertransference reactions. (1) Any response to the
patient, even if reasonable, may be the bearer of a countertransference reaction. There must be a vigilance to
look for countertransference responses. (2) One ought to determine whether a reaction or attitude is
predominantly countertransference or therapeutic; if it was unnecessarily hurtful or unexpectedly helpful to
the analysand. (3) It is often helpful to find out what it was in the patient's material that triggered our
reaction. (4) Then we have to analyse in ourselves, by introspection and free association the unconscious
source of the countertransference
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reaction and our unconscious motives for hurting or helping the patient. (5) Our unnecessary hurtfulness 
has to be acknowledged to the patient but not its unconscious sources in us. In this I am in disagreement 
with Little (1951) and Searles (1963), among others, who work predominantly with borderline and 
psychotic patients. (6) We have to continue to work through our countertransference reactions if it is more 
than isolated and minor experiences, thus indicating a countertransference neurosis. (7) It may be useful to 
have an analyst colleague audit our self-analysis if we cannot make sufficient headway on our own.

CONCLUSION
I have tried in this paper to clarify the meaning and importance of the countertransference and also to 

outline some technical procedures. My aim is to overcome the confusions and the prejudice against 
acknowledging the constructive potential of the countertransference. I was startled, for example, to learn 
from Kohrman and his co-workers (1971) that countertransference in child analysts was discussed openly 
for the first time only as recently as 1964. I suspect this delay may be due to Freud's neglect in spelling out 
that the countertransference in the analyst has a similar dual role as the patient's transference. It can be the 
source of the most serious obstacles to the treatment as well as being of inestimable value for the analyst's 
understanding the patient's neurosis. I hope this presentation and this panel will accord the 
countertransference its rightful and inevitable place in the psychoanalytic process.
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