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Abstract

Introduction: Countertransference, the emotional reaction of a 
psychotherapist toward a patient, is an important technical ele-
ment of psychotherapy. The purpose of this systematic review 
was to identify and describe the main findings of studies that 
evaluated countertransference in adult psychotherapy.
Methods: A search was conducted of the databases Embase, 
PubMed, PsycINFO and Web of Knowledge to retrieve data publi-
shed in any language at any time.
Results: Of the 1,081 studies found in the databases, 25 were 
selected. Most were about psychodynamic psychotherapy, and 
results indicated that positive countertransference, that is, fe-
elings of closeness to the patient, are associated with positive 
outcomes, such as symptom improvement and good therapeutic 
alliance.
Conclusions: Although few studies were found in the litera-
ture, countertransference seems to be an important source of 
knowledge about several aspects, such as treatment outcomes, 
attachment style, therapeutic alliance, patient symptoms and 
diagnoses.
Keywords: Psychotherapy, countertransference, review. 

Resumo

Introdução: Contratransferência, definida como a reação emo-
cional do psicoterapeuta em relação ao paciente, é um elemen-
to técnico importante da psicoterapia. Esta revisão sistemática 
procura identificar e descrever os principais achados de estudos 
que avaliaram a contratransferência na psicoterapia de adultos.
Métodos: Realizou-se uma busca sem restrição de língua ou 
data de publicação nas bases de dados Embase, PubMed, Psy-
cINFO e Web of Knowledge.
Resultados: Dos 1.081 estudos encontrados nas bases de da-
dos, 25 foram selecionados. A maioria trata de psicoterapia psi-
codinâmica e os resultados indicam que a contratransferência 
positiva, isto é, os sentimentos de proximidade com o paciente, 
está associada a resultados positivos, tais como a melhora dos 
sintomas e o desenvolvimento de uma boa aliança terapêutica.
Conclusões: Apesar de poucos estudos terem sido encontrados 
na literatura, a contratransferência parece ser uma fonte impor-
tante para o conhecimento do resultado do tratamento, estilo 
de apego, aliança terapêutica, sintomas e diagnóstico, dentre 
outros aspectos.
Descritores: Psicoterapia, contratransferência, revisão.
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Introduction

Countertransference (CT), defined as the set of 
emotional responses elicited in the therapist by specific 
qualities of his/her patient,1 has been extensively 
associated with other constructs found in the 
psychoanalytic literature, such as projective identification, 
role-responsiveness and enactment, and in the literature 
about constructivist/relational theory.2 A construct widely 
linked to psychodynamic psychotherapy (PP), but also 
used in cognitive-behavioral therapy (CBT), CT is a 
valuable source of information about the patient’s internal 
world.3 Other theoretical models, such as systemic and 
feminist therapy,4 have also used CT.

CT was first discussed by Freud in 1910, who described 
it as the result of the patient’s influence on the therapist’s 
unconscious conflicts.5 In 1912, he warned against the 
dangers of CT, as the therapist might get carried away 
by tender feelings for a patient, and advised that CT 
should be kept under control.6 This construct originated 
from transference, which, in turn, had been extensively 
studied since the beginning of psychoanalysis. In a search 
of a digital edition of the complete works of Freud, the 
term countertransference was found in only two texts,5,6 
whereas transference was used in several papers, which 
confirms the difference in the attention given to these 
concepts. According to Tyson, Freud refrained from further 
exploring CT because of the sex scandals that involved 
psychoanalysts and that might expose psychoanalysis to 
criticism. In letters, Freud suggested that this issue should 
be addressed among psychoanalysts through discussions 
and private correspondence.7 After these initial discussions, 
CT seldom appeared in the literature for forty years. 
Historically, during that time, there was a predominance of 
a so-called “classical” theoretical model of CT, seen as an 
obstacle that might contaminate treatments.8

The discussion was resumed in 1949 with a model 
called totalistic, in which CT was defined as a source of 
communication created by the minds of the patient and 
the therapist.8 In that year, Winicott9 presented a paper 
that discussed the feelings of anger aroused in the analyst 
during the treatment of psychotic patients. In the following 
year, Heimann10 described CT as an important therapeutic 
tool. A third author, also involved in the same discussions, 
was Racker,11,12 who has made a vast original contribution 
since 1953. He described the countertransference 
neurosis and classified it as concordant or complementary. 
Concordant CT is the result of ego identification between 
patient and therapist, which produces a sense of harmony, 
and complementary CT develops when the therapist 
identifies with some internal object in the patient, which 
usually results in unpleasant feelings.

After the totalistic model, CT became an important 

concept in psychotherapy. Other models have been 
described: moderate,13 in which therapist reaction 
results from both his/her own reality and the influences 
received from the patient; relational,14 which takes 
into consideration the mutual creation by patient and 
therapist; and specific, in which therapist reaction results 
from a specific patient feature.8

The visions of CT over the past 50 years have 
developed upon the perception that the psychoanalyst is a 
person that has feelings and a personal and professional 
identity, and who is a valuable technical element in clinical 
psychotherapy.15 The importance of CT in practice has been 
described in psychoanalytic theory and the analytic field: 
CT has a decisive influence on the selection of patients, as 
the choices made tend to gratify the neurotic needs of the 
therapist; when properly perceived, CT may be an important 
resource to understand a primitive means of nonverbal 
communication, may help visualize blind spots and may be 
a stimulus for self-analysis.; Moreover, patients often bind 
specifically to the emotional tone of the therapist.16 In CBT, 
the study of therapist emotions has the potential to help 
solve a series of current aspects of psychotherapy, such as 
identifying the effectiveness of therapists, use of manualized 
therapies, ability to learn and respond to training, reduction 
of burnout and other issues that affect clinical practice.17

Two narrative reviews and a meta-analysis of studies 
about CT assessment were found in the literature. 
The first review was conducted in 1977 and included 
empirical and theoretical studies. It summarized main 
findings and concluded that theoretical studies are useful 
to describe CT, whereas empirical studies contribute to 
the analysis of how CT functions.18 The second review, 
conducted in 2002, focused on studies published after the 
first review and discussed findings of analogous studies 
conducted in CT laboratories and in field work within 
the psychotherapeutic setting. Examples of analogous 
studies are those that involve the assessment of therapist 
reactions to a single interview of students that were not 
undergoing treatment or the assessment of reactions 
to videos with accounts by patients. These studies are 
important because CT is an abstract phenomenon, 
difficult to be operationalized and measured. Field 
research, in contrast, is more difficult to control, but has 
greater applicability. The studies reviewed showed that 
CT affects therapist cognition, affection and behavior.13

A meta-analysis published in 2011 assessed the 
relation between CT and psychotherapy outcomes and 
found that CT was inversely related to the outcomes under 
assessment.14 The outcomes were separated into proximal 
and distal, but were not described in detail, which reduced 
the significance of the findings reported. The search 
strategy shifted toward the concept of countertransference 
management (CTM) and similar studies and field studies 
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and the reference lists of selected studies. The authors 
read the studies critically according to a reading sheet 
developed for the evaluation of psychotherapy studies, 
and discussed the studies after that.

Results

The flowchart in Figure 1 shows the steps followed to 
select studies, from database search to the final selection 
of 25 studies. Table 2 shows how studies were evaluated 
according to the issues defined for this systematic review, 
as well as other issues that might be useful to readers.

Where and when were the studies 
conducted?

Most studies were conducted in the United States 
(10), followed by Norway (5), Brazil (4), Germany and 
Sweden (2 each) and Canada and the Netherlands (1 
each). The first study was published in 1958,21 and the 
second, in 1960.19 No studies were published in the 1970s 
and 1980s, and 16 have been published since 2000.

What is the theoretical framework of the 
concept of CT in these studies?

Most studies are linked to psychoanalysis and 
include a brief review of the concept. CT is defined 
as a tool to expand the knowledge about the internal 
world of the patient through the feelings and fantasies 
elicited in the therapist. These feelings aid in diagnosis 
and management,24,26,28,29,32,38,39 even in the case of 
pharmacological treatments.23

CT, often defined as the therapist’s transference,21 is 
part of the field that is created by the interaction of the 
dyad.25,40 CT is associated with the patient’s commitment to 
the treatment,42 should be examined during supervision,23 
is affected by the therapist’s personal characteristics36 and is 
more difficult for beginning therapists.43 When not properly 
identified, it may become an obstacle to treatment, as the 
therapist may adopt an attitude of avoidance, especially 
when confronted with unpleasant feelings.19

were pooled. Most studies adopted a specific model of care, 
called psychological counseling, which is used in outpatient 
clinics for students and focuses on day-to-day problems, 
relationships, and social and academic issues.

As a contribution to a critical view of CT, this systematic 
review briefly describes studies that evaluated CT in adult 
psychotherapy and reports on the general characteristics 
and results found in the literature. The following questions 
were prepared to guide data analyses: Where and when 
was the study conducted? What was the theoretical 
framework of the concept of CT in these studies? What 
instruments were used and how did they measure CT? 
What were the settings, patients, therapists and type of 
therapy? What were the main objectives and results?

Methods

The search was conducted in Embase, PubMed, Web 
of Knowledge and PsycINFO in January 2013, with no 
language or publication date restrictions. The search terms 
were “countertransference” and “psychotherapy”, after 
their spellings were confirmed in each database. Table 1 
shows the strategy used in each database. The studies 
were collected using the Endnote™ reference manager. 
Two reviewers selected the studies individually; they 
assessed titles and abstracts to check whether the studies 
met inclusion and exclusion criteria and, if necessary, read 
the full text for confirmation. The spreadsheets of the two 
authors were compared, and the differences discussed 
until a consensus was reached. In case no consensus was 
reached, a third author made the decision.

Four inclusion criteria were defined: 1) studies 
evaluated CT using some method or instrument; 2) 
patients should be older than 18 years; 3) studies should 
have been conducted in the psychotherapy setting; 4) 
full-length studies published in peer-reviewed journals.   
The exclusion criteria were: 1) theoretical studies; 2) case 
reports; 3) CT in laboratory setting; 4) scale validation; 
and 5) studies about the therapist’s mental functioning in 
general rather than emotional reactions toward a patient.

The list of studies selected for reading was 
complemented by studies listed in other review studies 

Data base Options selected

Embase Explosion of terms; MEDLINE; humans; article; neurology and psychiatry; age 18 or older; human, 
clinical study, controlled study, normal human, major clinical study, questionnaire, outcomes research, 
human experience, qualitative research, clinical trial, control group, correlational study.

PubMed Humans; 18 years old or more; clinical trial, comparative study, controlled clinical trial, meta-analysis, 
randomized controlled study and systematic reviews.

Web of knowledge Psychology, psychiatry, neuroscience neurology; articles.

PsycINFO Human; journal; age 18 or older.

Table 1 - Search strategy used in each database
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Some studies focused on theories other than 
psychoanalysis, such as interpersonal theory28 and 
attachment theory.35 One study used the Core Conflictual 
Relationship Theme system to identify the patterns of 
interpersonal patient feelings, related to the concept of 
transference.33 In a study that focused on interpersonal 
therapy, CT was called impact message,28 and in two 
studies in which CBT theory was predominant, it was 
called emotional reactions of the therapist.36,42 In addition, 
two other concepts were identified. In the first, CTB, both 
positive reactions, such as agreeableness, and negative 
reactions, such as punitive attitudes, are seen as harmful to 
the proper development of therapy.34,35 The other concept 
is CTM,27,30,43 a technical and theoretical construct useful 
in psychotherapy supervision and formation. Based on the 
hypothesis that the level of resolution of therapist intra-

psychic conflicts is positively related to their capacity to 
use CT therapeutically, CTM has five dimensions: origins, 
triggers, manifestations, management and effects.

What instruments are used and how do 
they measure CT?

The studies used 12 different tools. Some included 
qualitative methods to assess CT.23,24,31,33,41,43 All instruments 
assessed some aspect of CT elicited after one session, most 
often a feeling. Most were scored using Likert-like scales of 
4 to 6 points. They were essentially lists of feelings checked 
by the therapist after a session, but some were forms filled 
in by the supervisor or an observer that evaluated an audio 
recording of the session. Some characteristics of these 
instruments are described below.

Figure 1 - Study selection. CT = countertransference.

Embase: 74 PubMed: 15 PsycINFO: 542 Web of Knowledge: 450

Total number of studies: 1,081

Duplicates excluded: 124

Title and abstract analysis and full text reading 
if necessary by two reviewers: 957

      Studies excluded: 934
● 707 theoretical studies, manuals and opinion articles;
● 140 case reports; 
● 3 scale validation studies; 
● 3 systematic reviews or meta-analysis about CT;
● 5 assorted reviews and meta-analysis;
● 34 CT studies including children and adolescents, in other 
settings (e.g., hospital), general psychiatric care, 
therapeutical community; CT studies based on 
vignettes or conducted in CT laboratory;
● 5 studies about effects of therapy on therapist 
without defining CT or patient’s perception about therapist;
●36 empirical studies about other variables and concepts 
of psychotherapy;
●1 study without internal validity.

Selected from reviews, meta-analysis 
and other studies: 2

Studies selected: 23

Total: 25
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Countertransference Index (CTI)27,34

Supervisor assesses CTB using the CTI, which 
indicates the degree at which the therapist’s behavior 
reflects areas of unresolved conflicts. It is made up of a 
single item to assess how much the therapist behavior 
during the session affected CT. 

Inventory of Countertransference Behaviors 
(ICB)34

Filled out by the therapist and an external evaluator 
that may be the supervisor that assesses CTB, this 
inventory has 32 items distributed into positive and 
negative factors. There is also a 10-item version called 
countertransference behavior measure (CBM).35

Rating of Emotional Attitudes to Client by Ther-
apists (REACT)36,42

Self-questionnaire with 40 items divided into four 
factors: positive connection with the patient; conflict of 
the therapist with himself/herself; the therapist’s own 
needs and conflicts; and conflicts of the therapist with 
the patient. The difference from other questionnaires 
is that it addresses issues that are observed out of 
the sessions; for example, it assesses the presence of 
thoughts about the patient out of the session.

Circle21

In the study analyzed in this review, the therapist 
filled out the instrument, which has 16 items and a 
10-point Likert-like scale. After that, an external observer 
listened to the audio recordings of the sessions. Points 
of divergence between the information provided by the 
therapist and by the observer were assessed. 

What were the settings, patients, 
therapists and type of therapy?

Almost all studies clearly described their setting. 
Most were conducted in outpatient clinics of universities 
involved in therapist training,21,23,26,29,31,36,42 followed by 
outpatient clinics for psychology students27,30,34,35,43 or 
centers for the treatment of victims of violence.24,25,40 
The other settings were children’s hospitals (parents),19 
private offices,20 veteran’s hospital,21 hospital for victims 
of the Second World War,28 psychotherapy unit of a 
general psychiatric clinic32,33 and day-hospital.37-39 

In general, the studies did not provide detailed 
descriptions of therapists and did not provide information 
about, for example, their professional category, age or 
experience. However, the therapists were students,19,27,30,35 
psychiatry residents23,24,25,40 and professionals from other 
areas, such as nurses and art therapists, in addition to 
psychologists and psychiatrists.28,37-39

Hostility Inhibition Scale (HIS)19

Observers use session recordings to assess the 
inhibition of different hostile expressions of the therapist 
when interacting with the patient. The scale has five 
different codes that mean, for example, easily irritated 
or having great difficulty in allowing the emergence of 
anger or irritation.

Feeling Word Checklist-58 (FWC-58)22,37-39,41 

A list with 58 feelings checked by the therapist. It 
is divided into three, four or seven factors, according 
to study. In the last case, the factors are: importance, 
rejection, confidence, boredom, on guard, overload and 
inadequacy.37-39

Checklist of feelings32,33

Self-questionnaire with 48 feelings.

Countertransference Questionnaire (CTQ)20

Self-questionnaire made up of 79 items that address 
thoughts, feelings and behavior of the therapist in 
relation to the patient. The items are distributed into 
eight factors: overload, desperation, positivism, super-
involvement, sexuality, disinterest, protection and 
criticism. 

Gegenübertragungs-Rating (GR)26

Self-questionnaire with 31 feelings, grouped into 
four factors: difficulty, friendliness, helpfulness and 
despair.

Countertransference Assessment Scale (CTAS)25,40

Self-questionnaire made up of 23 items distributed 
into three domains: closeness, distance and indifference. 
The feelings elicited in the beginning, middle and end 
of the sessions are evaluated. The list of feelings was 
adapted in a qualitative study.23

Countertransference Factor Inventory (CFI)27,43

An inventory of 50 items divided into 5 subscales that 
measure CTM attributes. It also has a revised version 
with 26 items.30

Impact Message Inventory (IMI)29

Self-questionnaire based on the premise that the 
patient’s inter-personal problems may elicit some 
emotional responses from the therapist, called impact 
messages. IMI is made up of 90 items divided into 
eight domains: hostility/domain, hostility, hostility/
submission, submission, friendship/hostility, hostility/
submission, submission, friendship/submission, 
friendship and friendship/domain. It also has a 
circumplex version with 56 items.28
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Countertransference in adult psychotherapy - Machado et al.
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The therapeutic alliance (TA) was evaluated in 
three studies with controversial results. The first study, 
which used different diagnoses and manualized PP, 
found a positive correlation with positive CT.22 The 
second study found a negative correlation between TA 
and both positive and negative CT.34 The third found a 
moderately high positive correlation between CT and TA 
in the therapist version, but a weak correlation in the 
patient version.36

Resistance and therapist attachment style were 
assessed. A study that included patients with generalized 
anxiety disorder found that a greater emotional reaction 
of the therapist (CT) was associated with lower resistance 
to treatment.42 It also found that insecure attachment of 
the therapist was associated with distancing CTB when 
treating psychology students.35

Three studies included patients with personality 
disorders. They found that patients with clusters A 
and B personality disorders elicited more negative and 
less positive CT than those with cluster C. Moreover, in 
the beginning of the treatment, there was a negative 
correlation of feeling rejection and on guard with some 
patient characteristics, such as social avoidance and 
intrusiveness.37 In the end of the treatment, a strong 
negative correlation was found between vindictive and 
cold patient behaviors and positive CT.38,39

Three studies assessed CT elicited by sexual and 
urban violence victims. In the first, there was a general 
predominance of closeness to sexual violence victims, 
although male therapists felt more distant from urban 
violence victims than from victims of sexual violence in 
childhood.24 A study that assessed the initial reaction 
toward patients found a positive and moderate correlation 
between patient symptoms and indifference. When 
trauma occurred less than three months before, more 
intense closeness was found.25 The third study evaluated 
CT features and treatment dropout. No associations were 
found between outcome and specific types of CT, but 
rejection scores were higher in the group of therapists 
younger than 27 years. Moreover, childhood trauma 
seemed to be a protective factor against dropping out.40

Two studies evaluated therapist conflicts and CT. In a 
sample of parents of children hospitalized in a pediatric 
hospital, a high need of approval was associated with 
avoiding anger among therapists, which was, in turn, 
associated with inhibition of patient accounts.19 In 
patients recruited at war veteran hospitals and university 
clinics, conflictive therapist behaviors were associated 
with limitations to maximum efficiency.21

The analysis of CT and type of psychotherapy revealed 
that intense CT was strongly associated with PP, whereas 
CT responses of little sympathy were not. Group therapy 
was weakly associated with any type of CT.26

Some studies included patients with specific diagnoses or 
conditions, such as victims of urban and sexual violence,24,25,40 
psychology students,27,30,34,35,43 and patients with 
depression,41 generalized anxiety,42 cocaine dependence,36 
personality disorders,28,37-39 axis I diagnoses,32,33 self-esteem 
problems,31 and other disorders.26,29 Some studies did not 
describe patient characteristics. 

The main psychotherapy models were long-term 
PP,22,32,33,41 short-term PP23,25,32,40 and psychological 
counseling.27,30,35,43 Some studies included interpersonal 
group therapy,28 group therapy using CBT and PP,38,39,40 short-
term psychotherapy,31 and CBT.42 Other studies combined 
different types of psychotherapy,20,26,34,36 and some did not 
provide any description of type of therapy.19,21,24

What were the main objectives and 
results?

The main objective of all studies was to evaluate the 
relation of different aspects of CT to patient diagnosis 
and evolution. Although studies that evaluated only 
psychometric properties of scales were excluded, two 
studies that assessed the association between CT and 
patient characteristics were kept.20,22

Essentially, CT was described as positive when it 
represented feelings of closeness, respect and well-
being toward the patient, whereas negative feelings 
were unpleasant and related to distancing, such as 
anger and overload. Two studies found a predominance 
of positive feelings, such as interest, respect32 and 
feeling of being loved and understood.33 A study that 
assessed the reactions that patients elicited in different 
group therapists found an important relation between 
some CT dimensions, such as dominance, hostility and 
submission, and different therapists.28 The development 
of CT during the course of therapy was analyzed in a study 
using short-term PP that evaluated therapist responses 
in the first, second and tenth sessions and found that 
the therapists seemed to have a better understanding 
of their own reactions from the tenth session onward.23

A study that included only one patient and therapist 
dyad found that positive CT increases over the course 
of therapy.41 A different result was found in a study 
with drug addicts, in which CT became negative with 
the passing of time, except when the therapist was a 
drug addiction counselor.36 Another study found that 
the positive correlation between CT and interpersonal 
patient problems increased over time.29

Some studies about CTM found that CTM was 
associated with treatment results,27,30,31,43 and one found 
that therapists that performed adequate CTM became 
less anxious and, according to the assessment of their 
supervisors, more efficient.43
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Some further explanations about the results seem to 
be necessary. Isolated results may, in some cases, seem 
relevant. However, the studies reviewed had quality 
problems identified after they were evaluated using a 
reading sheet. The quality of the studies selected would 
be best evaluated if we had used assessment tools for 
observational studies, such as STROBE45 and CONSORT46 
for the two randomized control trials. In any case, we 
found that the studies had some common problems, 
such as small sample sizes, no control for confounding 
bias and, especially, no controls for alpha error due to 
repeated analysis. The use of these assessment tools 
may improve the quality and relevance of future studies.

CT responses of closeness to the patient were 
generally predominant. CT quality was compared 
between different types of therapists. A study that 
included patients with drug addictions and therapists 
found that drug addiction counselors maintained positive 
feelings, such as tolerance, during the twelve-week 
treatment, whereas the other therapists, who worked 
with expressive-supportive PP or CBT, tended to develop 
negative feelings, such as anger, toward the patient.36 
This result may confirm the importance of the work 
conducted by drug addiction counselors with this type 
of patient.

A study that included patients with different axis I 
diagnoses found an association between confidence CT 
and good TA.22 Another study, in which the patients were 
psychology students, found an association between low 
positive and negative CTB and good TA. This result may 
also be associated with treatment efficiency, because 
CTB, in the form of either positive or negative feelings, 
is considered detrimental to treatment.34 Therefore, CT 
may be a relevant source of information about TA quality.

Only two studies included patients with personality 
disorders. One of the results reported was the association 
of symptom severity and poor CT quality,28 which may 
further demonstrate the usefulness of the CT concept. 

Some findings seem to be useful for the treatment 
of female victims of sexual and urban violence, as male 
therapists felt more distant than female therapists.24 
Male therapists may be less efficient or may require some 
specific preparation during supervision and theoretical 
training, which may not be necessary for female 
therapists. In contrast with clinical expectations and 
possibly due to chance, one study found that childhood 
abuse is a protective factor against dropping out.25

The studies reviewed provided a description of some 
important factors in CT research and practice. CTM 
suggests that this construct, closely associated with the 
therapist, may be a tool to perform psychotherapeutic 
interventions. Some of the studies and the meta-
analysis conducted focused on CTM. In contrast, CTB is 

Discussion

Most studies were conducted in the field of 
psychoanalytic theory, which should be expected 
because the concept of CT was first defined by Freud 
and later developed by other psychoanalysts and 
has not been a fundamental technical element in 
other treatment modalities, such as CBT. However, 
studies using CBT made important contributions to 
our discussion. A study that included cocaine addicts 
found that personal therapist characteristics explained 
differences in therapist performance.36 Another study, 
which included patients with generalized anxiety 
disorder, found that the emotional tone of the therapist 
was associated with patient engagement.42 This review 
suggests that CT is a valuable element in CBT, as 
suggested by other authors.3,36

One of the studies evaluated group therapy 
and subjective CT,44 defined as emotional reactions 
determined by therapist characteristics and not patient 
characteristics. This study compared different therapists 
when treating the same group of patients.28

In general, the tools used to evaluate CT were very 
similar, as they were essentially lists of feelings and 
scales that rated CT from absent to very intense. The 
most frequent tool was the FWC-58,22,37-39,41 an option 
for future studies. Although there were some differences 
in study design, the way CT was evaluated was similar 
in most studies: feelings elicited in the therapist were 
scored after the end of the session. The assessment tools 
used in most studies measured the emotional responses 
elicited by the patient, but were limited in that they 
did not take into account the reactions and emotions 
that are part of the therapist’s unresolved conflicts.44 
In contrast, REACT36,42 assessed more complex feelings 
and expectations in relation to the patient, such as the 
therapist’s needs. Different from all other tools was 
the measurement CTB in which an external observer 
evaluated therapist behavior using HIS, CTI and ICB. No 
study evaluated unconscious factors associated with CT, 
such as fantasies or enactments.

Most studies were conducted in university outpatient 
clinics and included therapists in training. The types 
of patient and their diagnoses were heterogeneous, 
but studies that included psychology students and 
psychic trauma victims were predominant. Both 
short- and long-term PP were the most frequent type 
of therapy, followed by psychological counseling. 
Despite the predominance of psychoanalytical theory 
in the construction of the studies, none was conducted 
in traditional psychoanalytic settings. One possible 
explanation for that may be the distance that still exists 
between psychoanalysis and research.
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associated with a classical view of CT. According to this 
modality, CT behaviors are detrimental to treatment, in 
agreement with Freud’s5,6 original description, in which 
CT should be avoided.

This review has focused only on studies that evaluated 
CT within psychotherapeutic settings, but some studies 
have also evaluated CT in general psychiatric outpatient 
care or psychiatric hospitalizations, for example. It 
remains unclear how CT functions in other treatment. 
Other studies that were not assessed because they 
escape the scope of this review may be relevant, such 
as those that include children and adolescents and those 
conducted in CT laboratories. No studies were found 
that evaluated aspects of psychotherapeutic practices 
associated with CT as projective identification, enactment 
or analytic field, which may be important elements to the 
understanding of patient and therapist interactions and 
should, therefore, be studied in future.

One of the limitations of this review was that it did 
not search databases of theses and dissertations or 
of psychotherapy teaching institutions. Moreover, the 
reference lists of studies not included were not reviewed.

The main contribution of this review was to briefly 
describe all studies retrieved and, therefore, to provide 
an overview of current knowledge about CT. Few studies 
evaluated CT in psychotherapy, which indicates that this 
is a research field to be further explored. Psychotherapy 
research remains a minor interest when compared with 
the investigation of biological treatments. Some of the 
studies reviewed were not very relevant, had important 
limitations or were predominantly exploratory, which 
may explain why results tended to be positive. At the 
same time, some of the results of different studies 
suggested similar directions and were compatible 
with what is expected in clinical practice. Therefore, 
as research methods continue evolving, specific and 
relevant questions about CT in psychotherapy and in 
overall care may be formulated in future studies.
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