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Psychological phenomena of the doctor-patient relationship influence the therapeutic

process. Among these phenomena are the transference (the emotions of the patient towards the
doctor), and the countertransference (the emotional reactions of the doctor towards the patient).
Doctor and patient are within an interactive relationship in a conscious and unconscious way:
the patient is influenced by the doctor, and vice versa. Doctor is solely responsible for the control

Keywords: Communication; Physician patient
relations; Psychotherapeutic processes;
Transference (Psychology); Countertransference
(Psychology); Placebo effect; Nocebo effect

of transference and countertransference, since patients do not have a conscious perception of

these phenomena. In general medicine the transference/countertransference have connotations
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of placebo effect and nocebo. The challenge of the doctor-patient relationship for the doctor is to

realize the transference and countertransference phenomena and use them to achieve placebo
effects and minimize the nocebo, and also respecting the needs of both parties, so that to improve
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the quality of clinical practice. Under these conditions, transference and countertransference are

auxiliary resources of unparalleled value.

Introduction

The doctor-patient relationship is a complex phenomenon
conformed by several aspects, among which we can point out
the doctor-patient communication, the patient participation
in decision-making and the patient satisfaction [1]. The
transcendence of psychological factors of the doctor-patient
relationship is given by the fact of its influence on results
and quality of medical care, improvement in compliance,
satisfaction and recall of physician information, and plays a
fundamental role in the medical care process [2].

The doctor-patient relationships influence the therapeutic
process. Good relationships favour the process: it is what is
called a therapeutic relationship; in the opposite case, the
relationship that harms the therapeutic process is iatrogenic.
For the doctor-patient relationship to become therapeutic it is
necessary to know the psychological phenomena that occur in
that relationship. Although a good doctor-patient relationship
cannot be expressed in numbers or reflected in health
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statistics, there is overwhelming evidence that it continues to
largely determine the effectiveness of individual medical care
[3,4].

Among the psychological phenomena that occur in the
consultation, based on the doctor-patient relationship, we can
mention:

1. Transference are the emotions of the patient towards
the doctor (positive or negative feelings).

2. Countertransference are the emotional reactions of the
doctor towards the patient, such as feelings (frustration) and
behaviors (rudeness).

The understanding of these psychological phenomena
is essential for an adequate professional relationship with
patients. Consequently, when the doctor does not recognize
this kind of response, they greatly affect his relationship with
patients [5].
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Despite the predominant biologic approach in medicine,
many experts agree that there is currently an oversight in the
care of symptoms and signs that are not in the first instance
of “biological” lineage [6]. In consequence, factors may not
be taken into account that are related to the biopsychosocial
knowledge of the patient and the establishment of a peculiar
relationship with him, such as the doctor-patient relationship.
In this way, there is an insufficiency in strict biomedical
models to conceptualize and manage the problems of medical
care. C. Jung used the comparison between chemistry and
alchemy (objective and subjective or symbolic and emotional)
to refer to internal change or transformation in relation to
the phenomenon of transference and treatment of patients.
He highlighted the fact that “Everyone who has had practical
experience of psychotherapy knows that the process which
Freud called “transference” often presents a difficult problem.
It is probably no exaggeration to say that almost all cases
requiring lengthy treatment gravitate round the phenomenon
of transference, and that the success or failure of the treatment
appears to be bound up with it in a very fundamental way [7].

Onthe other hand, itis established that psychosocial factors
give rise to biological changes. The extent that we respond
emotionally to someone, we respond physiologically to that
person. Consequently, people in an emotionally significant
relationship share physiological responses associated with
those emotions. The emotions of fear and pain thataccompany
patients’ symptoms so often are driving them to seek relief
through medical care, an important ingredient of which is
the doctor’s affective care. People in an empathic relationship
exhibit a correlation with indicators of autonomic activity.
This occurs between speakers and responsive listeners,
members of a coherent group, and bonded pairs of higher
social animals. Furthermore, the experience of feel cared about
in a relationship reduces the secretion of stress hormones
and shifts the neuroendocrine system toward homeostasis.
Because the social engagement of emotions is simultaneously
the social engagement of the physiologic substrate of those
emotions, the process has been labelled sociophysiology. This
process can influence the health of both parties in the doctor-
patient relationship, and may be relevant to third parties [8].

Being optimistic builds rapport. It is the degree of affective
contact between patient and therapist. The rapport includes
the state of mutual trust and respect between the doctor and
the patient. Rapport is related to the “therapeutic alliance”
construct. Optimistic people convey confidence and a sense of
power and make us want to be close to them [9].

For Balint, the most commonly used drug in general
practice is the doctor himself. In his writings on “the doctor
as a drug” he establishes the fact that he himself can dose,
prescribe, and can poison as any drug. With relative frequency
the relationship between the doctor and the patient is poor or
tense; in these cases the “drug” does not achieve the expected
results. This medicine called “doctor” is potent and can have

https://doi.org/10.29328/journal.apmh.1001010

@

many side effects. In the doctor-patient relationship there
will be periods in which the patient prefers not to maintain
contact, while there will be times when patient needs to have
someone -the doctor- for complain about some problems in
consultation; these lapses can alternate quickly or slowly, but
we know little about the forces that govern them [10-12].

There are recovery mechanisms of the disease that are
more complex than homeostasis. Among these is the placebo
effect. They are true social, cultural and psychobiological
responses that can significantly modify the overall outcome
of the treatment. The effects of placebo and nocebo occur
frequently and are clinically significant, but are not recognized
despite the theoretical comprehensive framework of general
medicine [13].

Consequently, it is necessary to give as much attention to
the psychology of the patient as to the diagnosis in any disease
if recovery is to be achieved. But, in addition, doctors have
feelings, and these have a role in the consultation [14,15].

In this scenario, this article which is a personal view or
opinion paper, aims to reflect, synthesize and conceptualize,
based on a selected narrative review and the author’s
experience, the psychological phenomena of transference and
countertransference and its relation to placebo and nocebo
effects in doctor-patient relationship, in general medicine
level, and its practical implications.

Discussion

Doctor-patient relationship

Inthe doctor-patientrelationship thereis a duality: observe
and be observed. The doctor is not aware of the curiosity that
arouses in patients; however, it is subject to observation and
an “almost microscopic” analysis. The real information that
the patient does not obtain is elaborated through fantasies
according to the role that the doctor plays in the transference.
The activity of the general practitioner (GP) is similar to that of
the psychoanalyst, because it constructively applies cognitive
abilities to understand the patient’s unconscious throughout
the clinical history [16-18].

GPs also experience emotions in consultation, although
most occasions do not perceive or identify different forms
of verbal and body communication. Psychodynamically, the
doctor and the patient interact consciously and unconsciously,
they are two different personalities, with different stories, in a
dynamic interaction. The sick go to the doctor, who represents
an authority that they structure according to their needs and
fantasies; they seek health, be treated, heard, recognized and
be reciprocated in the trust they give to the doctor. Both the
patient and the doctor are in an interactive relationship, so the
patient is influenced by the doctor and vice versa (16). In the
old preanalytic psychotherapy, the transference was already
defined as “relationship.” This relationship forms the basis of
therapeutic influence once the initial projections of the patient
are broken [7].
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Transference and countertransference

Freud, who was the first to recognize and describe this
phenomenon, coined the term “transference neurosis.” This
link is often of such intensity that we could almost speak of
a “combination.” When two chemicals combine, both are
altered. This is precisely what happens in the transference.
Freud rightly acknowledged that this link is of the greatest
therapeutic importance, since it results in a mixed mix of the
doctor’s own mental health and the patient’s mismatch. In the
Freudian technique, the doctor tries to avoid the transference
as much as possible, which is sufficiently understandable
from the human point of view, although in certain cases it can
significantly affect the therapeutic effect. It is inevitable that
the doctor will be influenced to some extent and even that
his nervous health suffers. In fact, in any human relationship
certain transference phenomena will almost always function
as useful or disturbing factors [7].

Transference is a concept described by Freud as a
“phenomenon characterized by unconscious redirection of
feelings from one person to another” or “a whole series of
psychological experiences revived, not as belonging in the
past, but as applying to the person ... at the present moment.”
The transference implies experiences and relationships of the
past that affect those of the present. The feelings, attitudes
and desires, originally linked to the important figures of their
first years of life, are projected on other people, in this case at
the doctor. For example, the transference of feelings towards
someone: one’s parents, couple or children, or the repetition
of patterns of feelings and behaviors with someone new. This
transference is due to unconscious inferences drawn from
previous experiences with similar individuals. The contents
that enter the transference are, as a rule, originally projected
on the parents or other family members, and may have
symbolic contents of sexuality, will to power, etc. [19,20].

The transference is [21]:

- "When my patient is sad, [ also begin to feel sad”

- "When my patient gets angry, me too”

- "If I start feeling X, Y or Z, my patient may also feel X, Y or Z”

Literally the doctor “takes care” of his patient’s sufferings
and shares them with him. For this reason, it runs a risk, since
certain health problems “can be extremely contagious” if the
doctor himself has a latent predisposition in that direction
[7]. Only the order of the symbolic allows elucidating
the transference, since the symbol is a transformer of
psychic energy. The almost logical conclusion drawn from
the transference projection is that it links us more to an
archetypal idea, as if it were that of a divinity, than that which
could support that of the royal father. A priori, there is no
reason that prevents unconscious tendencies from having an
objective beyond the human person, that is, at symbolic levels
such as those already mentioned [7,22].

https://doi.org/10.29328/journal.apmh.1001010

@

Transference is an instinctive process and in part it is
very difficult to interpret and classify. The instincts and
their specific fantasy content are partly concrete, but partly
symbolic (that is, “unreal”). The transference is far from being
a simple phenomenon with only one meaning, and we can
never understand in advance what it is. An unconscious link
of the patient’s fantasies is established in the doctor. It is not
too easy for the doctor to realize this fact. Naturally, one is
reluctant to admit that any patient could affect him in the most
personal way. But the more unconsciously this happens, this
lack of knowledge will be a bad counsellor, since “unconscious
contagion” (the transference) brings with it the therapeutic
possibility that should not be underestimated [7].

Freud distinguished two types of transference, one
positive, when feelings of tenderness appear, and another
negative, when feelings of hostility emerge. Both the
transference positive and negative (although classically it is
said that doctors must recognize these forms of relationship
but not get involved in them) in the hands of the doctor they
become the most powerful of the therapeutic instruments
and play an important role in healing process [16]. As the
doctor has the expert power (‘authority’), the patient reacts
in different ways when he or she cannot release the control
over the diagnostic situation. Patient regressive power can
be exercised in three forms of transference relationships: the
power of dependency, the power of dominance and the power
of disorganization [23,24].

Transference to medication can provide important
information about specific ego dysfunction in sicker patients
who often need medication. Whether positive or negative or
both in content, the organization of the experience provides
data of the illness ‘effect on the patients’ ego and can
therefore be a specific diagnostic assessment strategy. Early
resistances to medication may reveal the nature of resistances
to the therapeutic alliance and to higher-level ego function.
Understanding this can guide verbal and pharmacological
interventions to strengthen ego function. Countertransference
can similarly be helpful because it, too, can be a highly specific
diagnostic indicator [25].

So, a related concept to transference, countertransference
is the “redirection of a therapist’s feelings towards a patient.”
Freud described countertransference asanactthatarisesinthe
doctor because of the influence that the patient exerts on his
unconscious feeling. For some authors, countertransference
it includes the capacity for empathy, dislike, sympathy and
other affections, the mental functioning of the doctor, his
failures, conflicts and problems. Freud considered it negative
and as a process to be completely mastered by doctor, to later
understand it as a necessary therapeutic tool for understands
the transference processes of the patient. Countertransference
is the spontaneous reaction of the doctor to the patient’s
personality; this process is resolved in unconscious
formations, which reach expression in the doctor’s attitude,
an attitude that in turn produces changes in the transference
of the patient [16,26].
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It is important to remember that in any doctor-
patient  relationship an  unconscious transference-
countertransferential process is established that influences
the management that the doctor gives to his patients. If the
doctor does not find an organic cause to the symptomatology
ofhis patient, he can react,among other things with disinterest,
discomfort or insecurity, feelings that are likely to generate
unconscious attitudes of rejection with the consequent
difficulty to engage in a dialogue that clarifies the problem
psychological of the person who consults it [27].

The doctor-patient relationship is a “combination.” When
two bodies “combine”, a metaphor related to the therapeutic
field, notonly the patientisinvolved, butalso the therapist. This
last aspect should be understood as a kind of transformation
that is taking place between both protagonists. In other words,
the therapeuticfield mustbe fluid and notatall rigid, the doctor
being someone who tries to listen and say something on the
same level as his patient, that of existence. A healthy and logical
derivation of an approach like the one we have been pointing
out is the appearance of the so-called countertransference.
For Freud, the appearance of countertransference was an
obstacle, a kind of resistance coming from the same analyst,
so he considered it negatively; However, the opposite is true
from the perspective of analytical psychology and in general
medicine level of care. When there is necessarily a reciprocal
influence between the doctor and his patient, both are facing
a dynamic and permanent process. It is not uncommon then,
the appearance of ideas or thoughts in the GP that are directly
related to your listening. Moreover, doctor should not rule
out without being previously investigated, the appearance of
some intuitive phenomenology in him, since can be signaling
paths to reach a better clinical understanding [17,18,22].

The role of expectations

Medical treatments typically occur in the context of a
social interaction between healthcare providers and patients.
Decades of research have demonstrated that patients
‘expectations can dramatically affect treatment outcomes. And
also, patients 'subjective experiences (for example, of pain)
are directly modulated by healthcare providers’ expectations
of treatment success [27].

The expectations we have about a patient modify their
results and finally confirm our expectations. If we expect
that a patient to be a difficult patient will be more likely he
to be: our own behavior, attitudes, and verbal and non-verbal
communication, consciously and unconsciously, will favour
him. When we begin to think more positively about a patient,
things are going better. Of course we are not obliged to like all
patients, but if we control our assumptions and expectations
we may be able to use them advantageously on ourselves and
our patients [6,28].

The placebo and nocebo effects are linked to the
transference and countertransference phenomena (Figure 1).
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COUNTERTRANSFERENCE

PSYCHOLOGICAL AND
NEUROBIOLOGICAL
CHANGES

PLACEBO / NOCEBO EFFECTS

Figure 1: The placebo and nocebo effects are linked to the transference and

countertransference phenomena.

Basically, the placebo effect occurs when a person thinks
that a certain intervention has generated effects when in
fact the effects have not changed. In reality they remain the
same, but what has changed is their perception. This effect
has been studied especially in medicine, with medications and
subjective pain. Placebo and nocebo effects occur in clinical
or laboratory medical contexts after administration of an
inert treatment or as part of active treatments and are due
to psychobiological mechanisms such as expectations of the
patient. There is consensus that maximizing placebo effects
and minimizing nocebo effects should lead to better treatment
outcomes with fewer side effects [6].

Placebos are “any therapeutic procedure (or a component
of the therapeutic procedure) that is deliberately given to
have an effect, or that unknowingly has an effect on the
patient’s symptoms or illness, but that objectively does not
have a specific activity for the treated condition.” The placebo
effect is real and in some cases very substantial, and this effect
is generally mediated by expectation [29].

Even when there is a true pharmacological effect of the
prescribed active drug, it should be expected that its effect
will be modified considerably by the optimism or confidence
expressed by the doctor before the treatment. The results of
the treatments are more dependent on the personality of the
therapist than on the pharmacological effect or the technique
used. There is evidence that health professionals can influence
patients about the way they think and feel about their illnesses
or their treatment. Therefore, the “how” of prescribing is than
important as what it is prescribed [30].

So, not surprisingly, a pharmacological prescription whose
decision is expressed by the doctor with great security,
generally has a placebo effect; On the other hand, if the decision
is considered to have a dubious effect, it will often give rise,
depending on the general context of the consultation and the
personality characteristics of the patient, to a nocebo effect,
with deficient therapeutic results or adverse pharmacological.
And we must remember that these effects are not mediated
by the drug, but psychosocially. It has also been shown that
the nocebo effect plays a role in introducing a new drug or in
changing an established medicine, for example, by switching
patients from a reference biological product to a biosimilar,
which has repercussions on both the medical- patient
relationship and in the healthcare costs [13,28].
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The relationship of trust may be sufficient to improve
symptoms of stress or anxiety, so that the effect attributed to
any prescribed medication may be due to that relationship.
It is about “the effect of the doctor himself as a drug”. The
medicine most frequently used by GPs is the doctor himself.
Consequently, the doctor himself should be considered as
a drug, that is, that the concepts of pharmacology, such as
overdoses, allergic reactions, side effects, etc., can be applied
to the interaction between doctor and patient. Both, doctor
and patient, are modified: one towards the other and vice
versa [10-12,31].

Neurobiological explanations for the placebo effect have
been uncovered in recent years, and there is a growing
interest in understanding and harnessing it within the
consultation - where the placebo effect is known as the
context-mediated effect [32]. Placebo effects rely on
complex neurobiologic mechanisms involving, among other
pathways, neurotransmitters (eg, endorphins, cannabinoids,
and dopamine) and activation of specific, quantifiable, and
relevant areas of the brain (eg, prefrontal cortex, anterior
insula, anterior rostral cingulate cortex, and amygdala in
placebo analgesia) [13,33].

So, placebo does not act purely by suggestion. The placebo
effect is not only a psychological effect or something that
depends solely on our attitude or our perception. Placebo and
nocebo effects are psychobiological events imputable to the
therapeutic context. Their major mechanisms are expectancy
and classical conditioning. Placebo and nocebo represent
complex and distinct psycho neurobiological phenomena in
which behavioral and neurophysiologic modifications occur
together with the application of a treatment [34,35].

Patients treated at general medicine have emotional
characteristics and personality traits, whose knowledge
may allow identifying which of them, will have a placebo
response and which of them a nocebo response in relation
to prescription drugs. Furthermore, the presence of
multidrug adverse reactions in the patient is an indicator
that suggests the existence of emotional characteristics
(anxiety and depression), negative personality traits, or
contextual psychosocial problems. The GP should know the
characteristics of their patients to maximize the placebo
effect and minimize the nocebo, and investigate the emotional
and contextual problematic in cases of patients with nocebo
effects [36,37].

Limitations

Projections (transference and countertransference) can
also obscure the doctor’s judgment, even only to a small extent,
of course, since otherwise all therapy would be impossible.
Although, we can justifiably expect that doctor knows, at least,
the effects of the unconscious on his own person. The only
way in practice is to try to achieve a conscious attitude that
allows the unconscious to cooperate instead of being led to
opposition [7].
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On the other hand, most references to the phenomena
of transference and countertransference refer to the scope
of psychoanalyst practice. Consequently, it is necessary to
review these concepts, which define the field of the analyst
relationship, but whose application to the field of general
medicine and the doctor-patient relationship cannot be done
linearly. We must take into account contextual and social
aspects that are broader than the individual psychological
vision. The transference must be taken not only as a link
addressed to an individual, but also to a healthcare institution,
that is, that the user has a representation of the doctors,
the team, and the institution to which he demands. In turn,
the countertransference is loaded with elements of the
professional’s involvement in the institution, such as the
characteristics of its insertion or certain tensions or conflicts
that may exist at that time in institutional dynamics [22].

Conclusion

Doctor and patient are in a relationship founded, initially,
on mutual unconsciousness. The GP is solely responsible
for the control of transference and countertransference,
as patients do not have a conscious perception of these
phenomena. The GP must learn to know and manage this
“relational dimension”, where subjective experiences are.
The effects of placebo and nocebo occur frequently and
are clinically significant, but are not recognized in clinical
practice. Patient expectations are important determinants of
the success of a treatment or, conversely, of unwanted adverse
effects. In general medicine the transference has connotations
of placebo effect and nocebo. The psychodynamic concepts
of transference and countertransference can be used to help
understand and manage the placebo and nocebo effects that
arise within the doctor-patient relationship. The GP has to
identify and use their emotions during the consultation for
the benefit of the patient. The challenge of the doctor-patient
relationship for the doctor is to realize the transference
and countertransference phenomena and use them to
achieve placebo effects and minimize the nocebo, and also
respecting the needs of both parties, so that to improve the
quality of clinical practice (Figure 2). Under these conditions,
transference and countertransference are auxiliary resources
of unparalleled value. It is important teaching and training
doctors about placebo and nocebo effects in patient-doctor

TRANSFERENCE: what the patient feels towards the doctor

Authority, “God”, father,
mother, dependence,
anger, inability, sexuality,
will to power...

Sympathy, sadness, difficulty,
anger, frustration, disinterest
annoyance, insecurity, fear...

COUNTERTRANSFERENCE: what the doctor feels towards the patient

Figure 2: Doctor must be aware of the transference and countertransference
phenomena and use them to achieve placebo effects and minimize nocebo effects.
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metacommunication to be trained to maximize placebo and
minimize nocebo effects. Consequently, GPs must combine
active medication with a specific context and an adequate
level of therapeutic contact, to improve non-specific effects of
treatment and obtain a greater response to treatment.
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