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Abstract
Counter-Transference has been a very contested area that has grown in a multitude of ways since its inception. There have been seen to be many perspectives on the subject which have both positive and negative outcomes. This study investigated the background of the subject as well as it’s potential effects within the therapeutic relationship. Countertransference and its possible relationship with other possible negative therapeutic outcomes such as Secondary Traumatic Stress are also discussed. At risk groups are considered and further proposals have been made in order to simplify the subject and to increase the safety for both client and therapist within the therapeutic relationship.
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The purpose of this critical literature review is to evaluate the positive and negative effects of the role of countertransference on the counsellor and its possible implications within the therapeutic relationship. Due to the variety and possible overlap (which will be investigated within this piece of research) within this area Countertransference, Vicarious Trauma, Secondary Traumatic Stress and Compassion Fatigue will be generally described as Countertransference as to ensure that a universal understanding of the topic of discussion can be achieved before further analysis. This piece will subscribe to a Foucauldian based model of discourse analysis style of qualitative research, where the researcher must look at the relevant literature through defined principles as to ensure consistent quality of analysis. This form of analysis will enable this piece of research to discuss how the shared understanding of the topic area has been created and to identify what gaps in knowledge within this subject may still exist (Hook, 2001).
Even with the simplified term of Countertransference there are still three acknowledged types (Ensink et al., 2013) within the world of psychotherapy which again suggests the need for more amalgamation of terms and theories demonstrated in a more understandable and applicable way.
In order to get a good view of the existing literature and look at how the current understanding of the topic and variety of terms have been reached, the proposed methodology of this piece shall take place in two parts. 
Firstly, the data for this piece will be collated through the medium of a critical literature review. Saunders and Rojon (2011) suggest that a critical literature review is an effective way of sifting through existing knowledge in order to separate data into the realms of the known and the not known. By sifting through what is already out there this piece of research can help to identify similarities and common threads in order to identify prevalent knowledge in a more simplistic format. Because of the overlap within this topic area and the importance of the topic in terms of safety for all parties, this has the potential to be an effective way of amalgamating existing literature ready for analysis. For example, vicarious trauma and secondary traumatic stress both refer to traumatisation from a secondary source (such as being traumatised as a therapist through a client’s trauma), however they may both be used as separate terms to describe a similar phenomenon. This may create confusion and lost knowledge in terms of aiding practice through lack of clarity (Baird and Kracen, 2006). 
Furthermore, the analytical method for this piece will be based upon the critiqued method of Foucauldian discourse analysis offered by Hook (2001) and will be based on four methodological principles. 
These are firstly the principle of reversal (overturning of existing assumptions on a topic). Secondly the principle of specificity (that knowledge cannot be overgeneralised into one exact outcome). 
Thirdly the principle of exteriority (knowledge is more than the contents of discourse but rather its impacts on the exterior world or vice-versa). 
And lastly the principle of discontinuity (which seeks to remove oneself from any socio-political biases in order to analyse discourse completely on its own merit regardless of pre-existing knowledge or influence).
As previously suggested a critical literature review can help to separate areas of a topic into the realms of the known and the not known which is precisely one of the aspects that a Foucauldian discourse analysis seeks to do and as such this will lend itself to an effective form of analysis (Hook, 2001). Using this analytical method, this study will be able to look at the dominantly accepted perspective of Countertransference and through amalgamation and critique of relevant literature will allow this study to consolidate the effects of Countertransference within the counselling field and potentially redefine its role in practice. 
Furthermore, through implementation of this technique, this research can critically look at how the existing knowledge has been built and maintained, as well as identifying areas for future growth within the field. This study will also aim to add to the existing knowledge and meaning associated with the subject. More specifically, in terms of the existing literature as suggested by Canfield (2005), the dominant rhetoric of Countertransference and the other associated topics tend to be that of a negative discourse without particularly taking into account the potential positive factors put forward in other studies. This research will evaluate how such knowledge and rhetoric has come into effect as well as attempting to fill gaps within the dominant knowledge base.
This piece of research will be collected and presented via the form of a critical literature review by March 2020.
This Introductory chapter will highlight the sporadic nature in terms of the application and understanding of Countertransference as well as placing an emphasis on some groups that may be particularly at risk of some of the more damaging effects of either lack of awareness on the subject or mismanagement of its presence within the therapeutic relationship. This will seek to highlight the importance of amalgamating what is already out there in terms of research into a more understandable and easier to access format.
As previously mentioned, Countertransference is often a conflicted issue in terms of its place within the therapeutic relationship. For example, Hayes, Gelso and Hummel (2011) suggest that its presence may be beneficent to the development of the therapist through managed reflection, which is further supported by the work of Staples (2014) who proposed that it was particularly useful in terms of empathic understanding.
However, there have been many other sources such as Lecours, Bouchard and Normandin (1995) that put forward the notion that there is a possibility that some instances of Countertransference may actually inhibit the therapeutic alliance. This is because Countertransference can work from a place of existing schemas and thus not working with what is present and presented within the current therapeutic relationship.
Although, even when a traumatic element has taken place, it may not necessarily just be a negative outcome. Shoji et al. (2014) proposed that even in instances where the therapist may be traumatised, it is possible to use such instances in such a way as to create new meaning and later perceptions on their trauma and the world around them.
The reason for this piece of research is due to vast contrast within the topic area and the resulting uncertainty about its effects within the therapeutic alliance. It has been suggested that Countertransference may not always be a negative thing and that rather, it could even be a useful tool in supporting clients and allowing a deeper level of empathic understanding (Staples, 2014). Therefore, this study will outline potential risks and raise awareness of all aspects of the subject to possibly enable effective utilisation to benefit client work whilst aiming to keep the safety of both client and therapist of paramount importance.
Another important purpose of this piece of research is the informational element of it. Every year many counsellors are completing their training and working with a wide variety of clients. Pearlman and Mac Ian (1995, as cited in Canfield, 2005) conducted research using psychotherapists who were working with clients experiencing trauma which found that 62 percent were found to have PTSD like symptoms. Moreover, Neaumann and Gamble (1995) proposed that newly qualified counsellors were more at risk of reporting issues such as anxiety and depression than their more experienced counterparts. Therefore, this piece is intended as an accessible piece of research into the positives and negatives on the topic including emphasising the groups most at risk to possibly help to inform future practice within this area.
Saunders and Rojon (2011) suggest that a critical literature review enables the analysis of existing research into the realms of the known and the not known. Therefore, it is proposed that with such a vast, contested and complex topic area that this form of analysis will help to give context and clarity in terms of utilisation for further application and/or research. This is an essentially useful aspect of critical literature review as proposed by Pautasso (2013), who suggested this technique could be used to synthesise new meanings within a topic area which could be very much needed within such a contested and potentially harmful area.
From a personal perspective, having experienced work in a counselling setting as both a client and as a therapist, I myself have experienced the confusion that can be attributed to the subject. It was due to my own personal background of bereavements that I was turned towards wanting to support those who had experienced a similar issue. To me, I could understand how difficult it was to go through such a harrowing time and I knew how much having someone to talk to outside of the situation could be beneficial. Barnett (2007) conducted interviews with nine psychotherapists from different countries. They were asked questions about why they became therapists and found the answers generally came from two different categories. These were; Early Loss and Deprivation (where a loss in intimacy or the negative feelings associated with them can lead to a want to provide it for other people in a similar circumstance) and Narcissistic Needs (previous experience creating a sense of what isn’t enough and thus wanting to use that to improve clients’ situations as to support them to make sure they don’t follow a similar example).
Much like every other participant in the Barnett (2007) study, I too had a loss which led me to want to be there for other people. This would then mean that because of my personal background not only would I be at risk of counter-transference being present within my sessions of psychotherapy, but because of the traumatic nature of bereavements I would be more likely to present with symptoms consistent with PTSD (Pearlman and Mac Ian, 1995 as cited in Canfield, 2005) as well as being more at risk because of further complications due to my inexperience within the field (Neumann and Gamble, 1995).
Personally speaking, despite this personal experience motivating me towards this area I have been consistently warned of the dangers of my own experiences within the therapeutic relationship or Counter-Transference taking place. However I have found within my initial introduction to this topic that it had been generalised in nature, it was not even until I did more in depth research on the topic that I even realised that Countertransference could be used in a productive way within practice (Staples, 2014) or additionally what the exact risks were that I had been exposed to both as an inexperienced therapist (Neumann and Gamble, 1995) and as someone working in a traumatic area (Pearlman and Mac Ian, 1995 as cited in Canfield, 2005).
Again, much like every participant in the Barnett (2007) study, most people that I have been able to communicate with whilst working with bereavement have had a history of it which turned them towards supporting others through what could be described as a traumatic topic which could potentially mean they were at risk as well. 
As Baird and Kracen (2006) proposed, I believe that clarity is needed within this subject particularly in terms of safety and proper utilisation within the field and so that knowledge is readily available for therapists who may be at risk.
I also believe that by highlighting this topic in such a way it may be beneficial towards a healthy form of countertransference being a more widely available tool to support clients if needed. MacMillan (2018) suggest that the normalisation of a client’s feelings during bereavement is very important and as someone who has experienced various types of grief, I have been able to use my own experience in order to better empathise with their situation. In my own work especially when people have exhibited loneliness, I have been able to use my understanding of grief from my own background in order to help them understand that there isn’t something wrong with them and what they are experiencing is normal when subjected to bereavement. For example, a common symptom of grief is shock which can make the world around them seem surreal or not right. Using my experience, I have felt it as a fog where everything is still there but not quite the same and through my own experience have been able to empathise with how isolating that can be. This is not mutually exclusive to bereavement and I believe that by utilising self-awareness, it has helped me to better work with various issues such as anxiety and depression among others.
I genuinely believe that knowing more of the positive and negative affects within this subject has drastically improved my practical work and as such I believe that by making this area more accessible and understandable, that this will be an invaluable tool for others.
In terms of the need of clarification within this subject, Falchi and Nawal (2009) propose that during the 90 years of the existence of the term of counter-transference, it has had different and contested meanings across modalities as well as backgrounds which could suggest a need for clarity to avoid confusion and risk of harm. Baird and Kracen (2006) also suggested that further studies should be utilised to evaluate ways of protecting against Secondary Traumatic Stress and Vicarious Trauma in particular. They suggested it was very important to attempt to mitigate the risk that issues such as these posed within the therapeutic relationship. As previously suggested by Pearlman and Mac Ian (1995, as cited in Canfield, 2005) there is significant risk to those especially working with traumatic topics of developing harmful symptoms as a result of negative forms of Countertransference. Taking these findings into account it would imply that there is perhaps a gap in the knowledge base for this research in order to synthesise what is already out there into a more easy to understand and accessible format, in order to benefit those who may be at risk, as well as presenting recommendations on how to perhaps avoid such harmful situations.
In order to answer the subsequently proposed research question, four aims shall be utilised that shall then be drawn upon to consolidate what has been discussed within this piece of research. These are:
Firstly, to examine overlap within areas such as counter-transference, Secondary traumatic stress, vicarious trauma and compassion fatigue to create a more understandable and universal definition of the negative effects associated with their presence within the therapeutic alliance. 
Secondly, to critically evaluate the positive and negative factors associated with the presence of counter-transference within the therapeutic alliance.
Thirdly will be to highlight potential at risk groups that may be negatively affected by the subject. This will be done by utilising findings from existing research. 
And finally, will be to consider the application of the critiqued research. This will take the shape of recommendations in order to enhance the safety of all parties within the therapeutic alliance and to perhaps create comprehensive understanding of how this may be utilised beneficently within future practice.
These aims will be completed to meet the overall aim of answering the research question: ‘What are the positive and negative effects of the role of counter-transference on the counsellor and possible implications within the therapeutic relationship?’.
This introductory chapter has highlighted the sporadic nature in terms of the application and understanding of counter-transference within the Therapeutic relationship. It has also highlighted the potential dangers of the negative effects of its presence and highlighted areas for growth within the field. The next chapter will critically evaluate the existing literature, highlight potential overlaps and emphasise further recommendations from other authors in relation to promoting safety within the topic area. 















This chapter will evaluate the current information available on Countertransference, Vicarious Trauma, Secondary Traumatic Stress and Compassion Fatigue whilst identifying potential overlaps and areas for growth within the subject area. This chapter will also use recommendations from the collated literature to propose areas for growth in terms of increasing safety within the field.
To answer the research question ‘What are the positive and negative effects of the role of Counter-Transference on the counsellor and possible implications within the therapeutic relationship?’, this chapter will address the issues through meeting four different aims as proposed within the introduction. The first of which is to examine overlap within areas such as Countertransference, Secondary Traumatic Stress, Vicarious Trauma and Compassion Fatigue to create a more understandable and universal definition of the negative effects associated with their presence within the therapeutic alliance. This criterion will be met through an introduction of each subject followed by an analysis of the areas of overlap and following this a more universal definition will be introduced based on this piece of analysis and utilising recommendations obtained from relevant literature at the end of the chapter.
Building on the work of Neumann and Gamble (1995), Adams and Riggs (2008) put forward an exploratory study investigating the effects of vicarious trauma within recent counselling or clinical psychology graduates working with trauma. They proposed that there may be deeper contributing factors that may lead to potentially damaging instances of Countertransference impacting what could be perceived to be an at-risk group. It is important to point out within this study that a partial contributing factor was a lack of substantial training in terms of trauma and its potential effects with 37 percent reporting a lack of substantial training within the subject. Everall and Paulson (2004) note that whilst there is an acknowledgment of the threats posed to psychotherapists by issues such as Secondary Traumatic Stress, there is even a lack of clarity in how this should be addressed within the basic ethical framework. For example, one of the ethical frameworks used to promote positive and ethical practice is that of Justice (BACP, 2018) which includes fair and impartial treatment of the client as well as the implementation of adequate services but does not explicitly say how this criteria is to be met. It also does not propose what to do if these criteria have not been there in itself having ethical implications and posing risks towards all involved in the therapeutic relationship. They also put forward the notion that even common terms such as self-awareness are not thoroughly explained and very much open to interpretation which can be a pitfall in terms of minimising risk to psychotherapists. These points further illuminate the statement put forward by Baird and Kracen (2006) that a lack of accessible knowledge or clarity within the area could be potentially harmful, which is something this piece of literature shall aim to address by offering distinct definitions and ways to minimise risk posed to psychotherapists from Counter-Transference, Vicarious Trauma, Secondary traumatic Stress and Compassion Fatigue.
The growing importance of this subject could be further put into perspective through findings reported by Whyman (2018). It has been reported that there has been an increase of 65 percent on the demand for private counselling services within the U.K since 2016. This eludes to increased risk both through the threat of Burnout for existing therapists as well as a need for further trainee therapists and thus possible further risk through possible lack of adequate training (Adams and Riggs, 2008) or through the inherent risk already posed to recently qualified or trainee therapists. 
In terms of highlighting the current academic climate of those who may be at risk from these issues, this is additionally amplified by statistics published by Baker (2018). It was reported within England alone more than 10 percent of the population have been screened positive for PTSD. In terms of scope beyond just that of PTSD and inclusive of traumatic material, Lewis et al. (2019) conducted a longitudinal study on more than 2000 children born within England and Wales between 1994 and 1995. They reported that by 18 years of age 31.1% had experienced exposure to trauma with a further 7.8% reporting that they had experienced symptoms of PTSD as a result. 
Taking into account the increasing workload for existing therapists as well as such a high proportion of the population that may have been exposed to traumatic experiences, this perpetuates the importance of a purpose of this research in terms of creating an easy to understand guide to increase safety for both client and therapist in terms of the negative effects that may be posed by traumatic material within the therapeutic relationship. 
The literature has been collected using all means available such as use of libraries, online sources, the use various online journal databases has been utilised to gather the data used within this research. The online databases consist of Taylor & Francis, ResearchGate, APA PsychNet, JSTOR, ScienceDirect and Google Scholar. The topic areas will be formally discussed and then synthesised using a critiqued version of the Foucauldian four principles of discourse analysis as suggested by Hook (2004).
In order to give context on the role of Countertransference within the therapeutic relationship, it is important to understand exactly what it is and how it may transpire. According to Prasko et al. (2010) Transference and Countertransference within the therapeutic relationship can exist when current perceptions may evoke emotions from the past and thus invoke a similar response. This may not even be about what is currently happening within the relationship but rather a trigger to propel a learned response. They can exist both positively and negatively and can have a profound effect on the relationship.
Within Countertransference there is a lot of ambiguity in terms of the types of Countertransference and the terminology that exists. This can not only confuse what is happening within the therapeutic relationship but can make it harder to know how to address any issues which in turn poses further risk to both the client and the therapist. For example, Tishby and Wiseman (2014) proposed four different types of Countertransference which were contrived from the therapist’s relationship with their own parents. Prasko et al. (2010) put forward 11 different forms of transference and eight different forms of Countertransference. There seems to be sizeable variations just in identifying the phenomena, regardless of being able to address any potentially harmful issues that may arise or any possible beneficial effects that could be utilised through acknowledgement and working with its presence within the therapeutic relationship.
For the purpose of this piece of research the working definition of the types of Countertransference will be based on the work of Ensink et al. (2013). The reason this has been chosen is that although the work of Prasko et al. (2010) does include a number of characteristics to acknowledge in order to identify whether phenomena within the therapeutic relationship may be contrived from Transference/Countertransference, it unfortunately may be seen to broaden things out to a confusing level and bases it’s categorisation more on scenario based criteria rather than what may have been happening to possibly create such a scenario. An example of this could be the Aggressive type of Countertransference proposed by Prasko et al (2013). While it acknowledges the negative emotional perspective of the therapist towards the client and how they may behave in response to the phenomena, it does not necessarily offer insight as to where this may have originated within the therapist as a type of Countertransference. This could be due to many reasons, Prasko et al. (2010) refer to how Countertransference is under-utilised within CBT and as such have been very specialised within their analysis of the phenomena in terms of the cognitive behavioural elements of it. 
For the purpose of this research, the subject will be looked at on a more generalised level across modalities, offering opportunity for increasingly specialist inquiry on the subject in future research. Prasko et al. (2010) refer to the differences in perspective on Countertransference between modalities and as such it is important to bear in mind such a limitation in terms of being able to generalise the outcomes of this research.
Ensink et al. (2013) offered a study using modes of Countertransference. They utilised this in a system called the CRS rating system of Countertransference. This was developed as a way of empirically mapping a theoretical subject. They demonstrated Countertransference as three distinctly different modes. The first mode is the Rational/Objective mode in which the therapist may hide within the theoretical perspective of the therapeutic relationship, often ignoring what may be currently happening within the relationship in regards to themselves or the client but rather almost actively looking to match what is happening to what is already known to the therapist. This can be potentially harmful to the client as it may not consider what may be phenomenologically happening for the client and thus certain issues may be missed as a result.
Secondly is proposed to be the Reactive mode in which the therapist partially formulates their perception of the client through their own emotional reactions. This could again be potentially damaging as it could lead to a one-sided dynamic within the therapeutic relationship in the long term and the potential to not actually deal with what is happening for the client on a more short-term basis.
Finally, is the Reflective mode, which is where the therapist tries to use their own perspective and empathic ability in order to try and gain an insight into the client and what they may be experiencing. It is proposed that through using such a way of Countertransference that they may be able to understand elements about the client that may have been seen as reprehensible before and gain a better insight into their world therefore enabling them to better understand and to enable the client themselves to perhaps be able to move past stigmatised thoughts of behaviours that may have presented an impasse for them previously. 

However as put forward by Ensink et al. (2013), there are limitations within this approach. For example it is very difficult to measure these theoretical modes empirically and as such it is hard to tell whether adaptations made to the presence and use of Countertransference are merely training a different behaviour or encouraging a different way of thinking and application of the therapist’s own experience. To coincide with this limitation their study was primarily aimed at psychotherapists working with people with BPD which could inhibit generalisation in terms of its theoretical application. 
To further amplify this limitation, there is an argument that naturally practitioners may gravitate towards one type of Countertransference more than others. Lecours, Bouchard and Normandin (1995) conducted research into the differences in Countertransference types between genders and across levels of experience. They found that there were indeed differences between not just the genders (in that females were observed to be more Reflective while males were more Objective/Rational) but also across levels of experience (novices were more Reflective with more experienced psychotherapists being more Reactive). Though they acknowledge that it is impossible to fully record instances of Countertransference and that more empirical work is needed within this area of discussion, this does make the subject of Countertransference within the therapeutic relationship and minimising its negative effects whilst promoting positive effects very much more complicated.
The next issue under discussion is Secondary Traumatic Stress. Baird and Kracen (2006) described Secondary Traumatic Stress as symptoms much like those associated with PTSD that may occur when supporting someone who themselves has been traumatised. They noted that whilst the symptoms may be more short term than those associated with PTSD, they can however pose risk to people such as those working within a helping profession. 
According to ACF (2019) this can have a multitude of effects which can be characterised across four areas of affect. The first of which is cognitively which can include symptoms such as experiencing apathy, lowered concentration, perfectionism, rigid thinking and preoccupation with trauma. Secondly are the potential emotional effects which can be characterised through symptoms such as feeling sadness, anger, guilt, numbness or helplessness. Thirdly are the behavioural effects which can include issues such as having an elevated stress response, sleep disturbance, withdrawal, appetite change or hyper-vigilance. Finally, there are physical symptoms that may manifest through the presence of Secondary Traumatic Stress which include things such as having an increased heart rate, difficulty breathing, muscle and joint pain, increased severity of medical concerns or an impaired immune system. Baird and Kracen (2006) noted that this definition is less to do with the cognitive phenomenon as such and was more related to the symptoms experienced as a result of exposure to traumatic stimuli.
The next subject to be introduced within this piece of research is Vicarious Trauma. Vicarious trauma is a fairly recent term and refers to a traumatic reaction to client presented information (Trippany, Kress and Wilcoxon, 2004). This can be a sudden traumatisation based on working with a traumatic subject and there has been overlap with terms such as burnout and Counter-transference throughout its integration into psychotherapeutic terminology. Trippany, Kress and Wilcoxon (2004) propose that the reason this happens is that due to the exposure of trauma to the therapist, that their basic needs within the world are no longer met and as such hyper-vigilance and other defence mechanisms may be implemented as a way to increase perceived safety. 
These needs as noted by Trippany, Kress and Wilcoxon (2004) are:
· Safety needs: They may feel that the world is no longer safe and as such may become overly protective or fearful as a result.
· Trust needs: All people need to have a trusting foundation used to inform their own reality from both themselves and others. If the therapist becomes traumatised by an exposure to a traumatic stimulus from a client, then they themselves may become distrusting of the safety of the subject that may have caused the initial traumatisation. For example, a client may have been stabbed by someone from a different ethnic background which could lead to the traumatised therapist generalising that schema and thus becoming suspicious of the entire population.
· Esteem needs: Therapists experiencing vicarious trauma may begin to question their own abilities and if they are suitable to help clients.
· Intimacy needs: Traumatisation may lead to an uncharacteristic demand in change to the support networks available to the therapist. For example, it can lead to the therapist becoming more dependent on the people in their life or perhaps even pushing them away.
· Control needs: This is basic need to have healthy management within one’s life. When a therapist may become traumatised it may lead to feeling overwhelmed or helpless or perhaps even lead to a desire to become overtly controlling over other aspects of their lives.
To further emphasise this subject, according to Lerias and Byrne (2003) the symptoms of Vicarious Trauma can mirror that of PTSD and include:
· Re-experiencing the event: This can be emotionally, through dreams or even distress caused at things that may be reminiscent of the event.
· Persistent avoidance: Avoidance of anything to do with the subject that may have brought about traumatisation. This can be avoidance of related stimuli or even avoidance in general in terms of activity.
· Increased Anxiety and Arousal: This can include sleep disturbance, emotional imbalance or problems with concentrating.
· Impairment: The above points can have a negative effect on many aspects of the person’s life socially occupationally or in terms of functionality.
The next subject that shall be discussed within this research is that of Compassion Fatigue. Turgoose and Maddox (2017) conducted a review of 32 different studies in order to try and determine predictors and contributing factors of Compassion Fatigue. They propose that Compassion Fatigue takes place through the use of empathy. Specifically, they argue that empathy is core to effective use of psychotherapy, however by using it to experience the client’s world and perspective, that they might also be exposing themselves to the client’s trauma which can have potentially negative effects over time. 
There are multiple effects that compassion fatigue can have on a therapist as described by Babbel (2012). According to Babbel (2012) compassion fatigue can take place through heightened use of empathy and is often unconscious in nature. Carter (2014) suggested that symptoms of compassion fatigue can be:
· Feeling burdened by others’ suffering.
· Blaming of others for their suffering.
· Isolation of self.
· Loss of pleasure.
· Loss of focus.
· Insomnia.
· Fatigue (both physical and mental).
· Hopelessness.
· Substance abuse.
· Denial
· Poor self-care.
During the course of assembling literature another term which has been used within this context has come to light and taking into account the purpose of this piece of research, must be included as to give as wide a scope on the topic as possible. The term that has been referenced here is Burnout. 
BACP (2017) put forward the notion that Burnout refers to a syndrome that may encompass depersonalisation, a lack of achievement or an emotional exhaustion particularly prevalent in work that may be people oriented, although symptoms may differ between individuals. They propose that it can stem from seven factors which are work overload, organisational conflict, lack of control, insufficient rewards, absence of fairness, breakdown of workplace community and value conflict.
They note in this instance of Compassion Fatigue being a symptom of Burnout and describe it as a loss of care towards others or self. This is also accompanied by a sense of hopelessness in the effectiveness of one’s own work or in the purpose of further participation. It is worth noting that the BACP (2017) included Compassion Fatigue as part of their definition of the symptoms of Burnout.
Within their study, Baird and Kracen (2006) discuss the history of Secondary Traumatic Stress and describe how the historical term for the symptoms experienced by therapists who were working with people with PTSD used to be referred to as Compassion Fatigue. Trippany, Kress and Wilcoxon (2004) also refer to the notion that before Vicarious Trauma was coined as a term that Counter-Transference and Burnout were used to describe many of the traumas now attributed with Vicarious Trauma. 
As has been suggested there has been a history of overlap between these subject areas and the first objective of this research in order to answer the research question within this piece of literature is to identify the similarities and differences between these topics. One of the principles put forward by Hook (2001) as part of the method of discourse analysis is the principle of discontinuity which is to separate from what is already known and to take the discourse upon its own merit. To aid in attempting to address this, a list of similarities and differences have been noted and compared which can be accessed in Appendix A.
In order to critically evaluate the literature, the four principles of critique as suggested by Hook (2001) will be applied. 
The first principle that shall be applied based on Hook’s critique of discourse analysis (Hook, 2001) is that of Reversal. This is whereby the creation of a subject is stripped aside to be looked at from a wider perspective. Origins can often lead to assumptions based on the notion that the original theory can be treated as an alibi of sorts in that all else is an adaptation of an original thought. For instance, Countertransference is described by Stefana (2015) as having originated within Sigmund Freud’s psychoanalytic theory. Fascinatingly, at its origin this was suggested to have originally been noticed as a form of erotic Countertransference originating from male therapists and directed toward female clients. According to Stefana (2015), Freud himself believed the wider concept could be positive or negative, however put it forward as something that is to be overcome. On aim of this research is to establish what positive effects it may have within the therapeutic relationship and how they may be utilised beneficently.
Another assumption that has been overturned upon analysis of the topics of research is that despite having very different names with no explicably defined relationships, it appears that there are in fact many similarities between these subject matters. These can be in ways such as how they may affect the therapist as is the 
The characteristic that these subject matters seem to have in common is that they seem to originate from how the therapist may relate with a certain stimulus related to the client within the therapeutic relationship. This could be in the way that working with a client’s own traumatic material may lead to the therapist becoming traumatised themselves (Babbel, 2012) such as with Reflective Countertransference (Ensink et al. 2013) and with Secondary Traumatic Stress (Baird and Kracen, 2006). This in turn takes away from their available resources left to cope and handle what is happening within the therapeutic relationship efficiently and effectively. 

However, as previously noted, there were indeed differences in how each of these may try to explain how detrimental effects may take place for a therapist working with someone who may have been exposed to traumatic stimuli. For example, Jenkins and Baird (2005) attempted to study Vicarious Trauma and Secondary Traumatic Stress to determine any similarities that may lie within the subjects. They found that whilst both were difficult to empirically demonstrate, that there were differences to be found between the two subjects. To further elaborate the difference, they noted was that psychotherapists who possessed pre-existing interpersonal trauma histories were more likely to score highly on tests designed to measure symptoms of Secondary Traumatic Stress. It is also important to note that within this study, Secondary Traumatic Stress and Compassion Fatigue are put forward as one phenomenon which again emphasises the overlap within this subject.

There are many factors to take into account which could be external issues away from the individual therapeutic relationship such as organisational tensions and workload as may be seen with Burnout (BACP, 2017). Others may be as a result of how the therapist personally relates to the traumatic stimuli or even the client themselves from their own historical perspective such as with Counter-Transference (Dass-Brailsford, 2007). Whilst others may be onset due to being unable to effectively relate to what is being offered by the amount of resources available to the client being overwhelmed by the traumatic nature of the topics being discussed such as with Secondary Traumatic Stress, Vicarious Trauma and Compassion Fatigue. 
It is important to point out within the Second Principle of Specifity that knowledge cannot be generalised into one exact outcome (Hook, 2001) and such it is important to point out that there are other differences between the aforementioned subject areas. 
One major difference is within the length of time it takes to experience on-set within these topics. Some of these notions can take place very instantaneously like Vicarious Trauma (Trippany, Kress and Wilcoxon, 2004), Secondary Traumatic Stress (Baird and Kracen, 2006) and Counter-Transference ((Berzoff and Kita, 2010). Others may apply when there is a build-up of stimuli and thus have a longer on-set such as Burnout (ACA,2017) or Compassion Fatigue (Babbel, 2012).
As suggested by Ensink et al. (2013), Counter-Transference seems to be more theoretical in principle than the other subjects and therefore more difficult to quantify than the other methods of explanation.
The third principle of Hook’s method that could be seen as being of great relevance here is the principle of Exteriority, that knowledge is more than the contents of its discourse and rather it’s impacts on the exterior world (Hook, 2001). As previously suggested within this piece, there is increasing demand on people working within the world of psychotherapy (Whyman, 2018) and due to increasing strain may mean more people could be included within the at-risk groups of people who may not have adequate training within the field of trauma or those with inexperience in this area already put forward by Adams and Riggs (2008). With rising pressures within the field there could be cause for more clarity within the effects of such issues within the therapeutic relationship to help to mitigate this risk to therapists and clients and therefore promote safe practice within the field (Baird and Kracen, 2006).
The final principle of Foucauldian discourse analysis as critiqued by Hook (2001), is that of discontinuity. Within this it is argued that knowledge is either rooted in the history of the past or the history of the present. By this it is meant that whilst knowledge is rooted in the history of it’s past it can become linear in nature as its origin is never challenged and the existing knowledge is rather built upon, the past knowledge can become alienated rather than challenged and expansion of knowledge can become limited as a result. An approach that is rooted within the history of the present however, can challenge past knowledge based on new knowledge which can open up avenues for discord and growth away from the origin of the primary knowledge.
Within this piece of research there have been various avenues of growth within Countertransference away since Freud first conceptualised the notion (Stefana, 2015). Whilst it has grown in ways that can see it have positive or negative effects within the therapeutic relationship via different forms of Countertransference (Ensink et al. 2013), there are still many different ways to explain the effects of these negative therapeutic mechanisms. 
Whilst these subject matters have been shown to have distinct differences, there has also been seen to be overlap in terms of their relationship with counter-transference. For example, Countertransference can lead to negative effects on the therapeutic relationship if the therapist is unable to cope with traumatic material that they have been exposed to (Ensink et al. 2013) whilst in a similar way Secondary Traumatic Stress can occur when a therapist begins to become overwhelmed and unable to cope and begins to become traumatised by the material as a result which in turn shares history with Burnout (Potter et al. 2010). Whilst a lot of them can be quite symptom based, Countertransference is a more theoretical model (Ensink et al., 2013) and has been suggested to be applicable in a more complex way both negatively and positively.
Inherently, much like the topic of Countertransference itself it is important to highlight limitations that are inherent within any type of research. Whilst being as impartial as possible and ignoring the history of these topics as proposed by Hook (2001) in the collation and analysis of the literature, a limitation of this research is that it is an interpretation of the similarities and differences from the perspective of the researcher and as such could be interpreted differently by others.
The second aim that will be met to answer the research question ‘What are the positive and negative effects of the role of counter-transference on the counsellor and possible implications within the therapeutic relationship?’ will be to critically evaluate the positive and negative factors associated with the presence of Counter-Transference within the therapeutic relationship (Ensink et al. 2013). 
To give scope to the potential importance of evaluating the role that Countertransference may hold, it could be suggested to have an effect on more of the therapist population than the potential at-risk group put forward by Adams and Riggs (2008). Hayes et al. (1998) conducted research in the form of observation and a follow up semi-structured interview on 8 psychotherapists who were nominated as experienced in their field by peers. Though noting that they could not pass judgement over unconscious instances of Countertransference as a limitation of the study, they did however report finding Countertransference related phenomena in 80 percent of the studied sessions. They go on to suggest that because someone may have more experience, it does not make them less susceptible to the presence of Countertransference but rather that they may be more aware of it and thus adapt accordingly.
However, this does not necessarily mean it is negative. Since it’s conception, A lot has been made of the potential risks of Countertransference within the therapeutic relationship, Hayes, Gelso and Hummel (2001) argue that through managed reflection it can indeed be beneficial to the development of the therapist and therefore to the therapeutic relationship itself. This may suggest a complex phenomenon which is further emphasised through the work of Hayes et al. (1998) who report that they had to monitor Countertransference from a more simplistic perspective in order to help to make it more identifiable within their study.
In keeping with the view that this piece of research is dealing with a complex and contested phenomenon, this study shall keep with the definitions of Counter-Transference defined by Ensink et al. (2013) which consist of the Rational/Objective mode, the Reactive mode and the Reflective mode. This was done to keep consistency within this piece of literature and ensure meaningful measure and evaluation can take place.
In order to investigate the three modes of Countertransference this research shall explore the potential positive and negative effects of each mode within the therapeutic relationship. 
The first mode to be discussed will be the Objective/Rational mode of Countertransference.  Ensink et al. (2013) defined this as hiding within the therapeutic framework and as such means the therapist is looking to adapt what is being presented by the client to what is already known by the therapist. This is taking an observational stance and seeks to generalise what is happening within the therapeutic relationship rather than participating in the client’s unique lived experience (Dubé and Normandin (2007). In this mode there is an emotional distance whilst the therapist uses their own observations and theories to assemble what they think may be happening from the client’s viewpoint (Lecours and Normandin, 1995). 
This can be positive in that it could potentially ensure that the therapist does not get too emotionally invested within the therapeutic relationship and helps to distance away from emotionally charged language which can be detrimental to the therapeutic relationship (Lecours and Normandin, 1995). 
However objectively speaking this could mean that there is the potential for characteristics that exist within the present moment of that therapeutic relationship to be lost as a result of that distance. In this way the therapist is noting what is happening in front of themselves rather than with them as part of the dynamic and instead utilises generalisation and diagnosis (Dubé and Normandin, 2007). When this approach is compared to Hook (2001) and his noting that knowledge cannot be generalised, such impartiality and inactivity could potentially point to a detrimental effect to the client or therapeutic relationship.
The second mode of Countertransference to be explored is Reactional Countertransference.
Ensink et al. (2013) propose that Reactional Countertransference is where the therapist forms part of their perception of the client through their own emotional reactions to the client. Dubé and Normandin (2007) propose this is more similar to the classical definition of Countertransference and can actually mean that the therapist becomes defensive in their treatment of the client. They note that this can actually hinder the therapist developing a clear and objective perspective of the client which could be detrimental in terms of forming an effective therapeutic relationship and thus increasing risk of negative permutations to the wellbeing of one or both parties.
Lecours and Normandin (1995) make note that this more emotional response can be harder to quantify as it can exist unconsciously, however can still be deemed a possible risk as it could potentially lead to the presence of unwitting conflict within the therapeutic relationship. 
Again, due to this coming from the therapist’s own emotional response and formulation of the client’s background and situation it could potentially lead to things being missed that may be of importance in terms of supporting the client (Ensink et al., 2013). 
Dubé and Normandin (2007) propose that the presence of Reactional Countertransference may not be as simplistic as the classical Countertransference of which it is associated. They put forward the notion that it may take place in two forms. The first of which is an activation within the therapist of mature defensive processes and impulses which can take place through regression or intellectualising. This may not be ideal within the therapeutic relationship, however it could mean that the therapist is aware of its presence and able to adapt and reflect accordingly. The second of which is the notion of a more regressive and primitive impulse. This may take place in ways such as acting out against the client, denial or even omnipotence. As this may suggest it can be potentially damaging both in terms of the therapeutic relationship and in terms of the perceived safety of the client and therapist from possible harm within the therapeutic setting.
It could be proposed that whilst this has positive aspects such as the potential of being in tune with the emotions that may be taking place in the moment in the therapeutic relationship, it also has the potential to be possibly damaging and unsafe for all parties. This is supported by the work of Ensink et al. (2013), who describe this as a high-risk and potentially high-gain form of Countertransference.
The final form of Countertransference to be discussed is that of Reflective Countertransference. Ensink et al. (2013) attribute this as being a form of Countertransference in which the therapist attempts to use their own perceptions, experience, knowledge and empathic ability in order to gain an insight into the inner workings of the client’s world. Dubé and Normandin (2007) propose that the therapist is able to subjectively participate in the interpretation and observation of their own internal reactions and use that to better identify with the client’s affects and internal world.
Dubé and Normandin (2007) argue that effective implementation of this form of Counter-Transference takes place in three steps, the first of which is the Emergence stage. This is viewed as the most crucial stage and is imperative to effective implementation of this form of Countertransference in a beneficial manner. It is where the therapist must acknowledge and tolerate all that surfaces within themselves which could take the form of raw emotions or thoughts, previously unconscious triggers or emotional affects. It is only through the successful absorption and containment of this intense process that the next stage can take place. The second of which is the Immersion stage. This is where the therapist is able to identify subtleties within these surfacing themes both within their present selves and more historically as new meaning may begin to emerge. This has been referred to by Dubé and Normandin (2007) as the foundation of empathy. The final stage is the Elaboration stage. This is where deeper understanding of one’s own emotional affects and experiences may lead to a fuller, more complex understanding of the client’s perceptions, motivations and inner world.
As Dubé and Normandin (2007) suggest this type of Countertransference can be positive in that it allows richer understanding of the client’s inner world if the therapist is able to adapt to the stimuli and adapt accordingly. However they also note that there is a possibility if the therapist’s own raw thoughts or emotions cannot be suitably contained that this may manifest in maladaptive behaviours within the therapeutic relationship in ways such as lashing out which again could be negative in terms of supporting the client and ensuring safety of both client and therapist.
Lecours and Normandin (1995) propose that effective use of this form of Countertransference enables the therapist to be subjectively invested whilst being able to control and elaborate their own emotional responses whilst not deviating into potentially damaging, impulsive mental activity.
Much in the way that the Reactive form of Countertransference can be high-risk and high-reward so can this the Reflective form. Ensink et al. (2013) put forward the notion that whilst its insight into a therapist’s past experiences may prove invaluable, the speed at which it is attained may also see the chances of an error occurring increase as a result and therefore this may be detrimental to the parties involved and/or the therapeutic relationship itself.
As can be seen, the role of Countertransference within the therapeutic relationship can be very complex, with nuances that can be inhibitory or suggested by some to be essential in terms of promoting professional growth (Dubé and Normandin, 2007).
Since it’s conception, the dominant rhetoric in terms of Countertransference has been that of a negative nature (Hayes et al., 1998). This has changed with more of a totalitarian perspective on the subject being that which encapsulates any feelings that may originate within the therapist towards the client. 
As such it can be seen to be a very complex topic of intrigue. Staples (2014) proposed that the effective use of Countertransference could be beneficent within the therapeutic relationship particularly when used in conjunction with empathy in order to gain a better understanding of a client’s world when dealing with issues such as bereavement.
In regard to the types of Countertransference that have been put forward, though for example Reactive Countertransference can be negative in terms of its effects on the client, therapist and therapeutic relationship, there is also the possibility of it being beneficial (Ensink et al., 2013). In this sense it may be impossible to form assumptions on such a complex subject. This is further supported through the work of Hook (2001) in that knowledge is not linear and as such assumptions inherently lack the opportunity for growth of knowledge.
Through analysis of the different types of Countertransference there seems to be an apparent distinction to be made that there is no single type of Countertransference that does not potentially offer both risk and reward (Ensink et al. 2013). 
Objective/Rational Countertransference offers the benefit of distance and the potential of diagnosis in terms of potential issues (Lecours and Normandin, 1995). This could also mean that the therapist does not become too emotionally invested in the client. 
However, there is the danger within this type of Countertransference of not being in the moment with what is happening with the client and becoming over reliant on diagnosis and generalisation rather than the client’s unique perspective (Dubé and Normandin, 2007).
Reactional Countertransference can be positive in that it can be managed in such a mature way that it allows the therapist to be aware and reflect upon issues brought to the surface while allowing themselves to emotionally open up with the client (Dubé and Normandin, 2007). However, this can also be detrimental if the therapist is unable to respond in such a way and could potentially lead to conflict risking safety for both client and therapist.
Due to this being quite an instinctual form of Countertransference it could also lead to things being missed within the therapeutic relationship as well as mistakes being made (Ensink, 2013).
The same criticism can be used of Reflective Countertransference. It has been suggested that the instinctual nature of this form of Countertransference can again lead to increased error which can be detrimental towards client, therapist and the therapeutic relationship. 
However, if used effectively the Reflective form of Countertransference can be used as the foundation of empathic function (Dubé and Normandin, 2007). It can be used to not just generate a deeper understanding of a therapist’s own self, but to also enable them to use that to help gain a deeper, richer insight into the inner workings of their client’s perspectives as well as their inner world.
All of these potential outcomes can have an impact in terms of their effects. For instance, Countertransference has been shown to offer beneficent outcomes such as the enhanced understanding and insight that may be gained into the client’s perspective (Dubé and Normandin, 2007). One thing that stands out in terms of the negative effects of Countertransference as a common thread seems to be that of management. According to Hayes, Gelso and Hummel (2011) whilst conducting meta-analyses regarding the impact of Counter-Transference as well as management and client outcomes. Although their sample size only consisted of 27 studies, they did however report a significant finding that poor management of Countertransference on behalf of the therapist does appear to lead to negative utilisation of Countertransference within the therapeutic relationship which then in turn appears to result in poor client outcomes. 
Just upon its own merit it does appear as though Countertransference can be a powerful tool in order to deepen empathic understanding within the therapeutic relationship, however whilst useful, also needs to be utilised carefully in order to ensure safety for both client and therapist.
As previously discussed, there has been shown to be a risk posed with the negative presence of Counter-Transference within the therapeutic relationship, but to who? This piece of literature shall seek to identify potential at-risk groups in terms of the negative impacts of Counter-Transference.
The third objective that shall be met in order to answer the research question ‘What are the positive and negative effects of the role of Countertransference on the counsellor and possible implications within the therapeutic relationship?’ will be to highlight potential at risk groups that may be negatively affected by the subject. This will be done through collation of relevant sources and interpretation of potential at-risk groups.
This is a complex issue in terms of the effects of Countertransference and the far-reaching effects of it. For example, in the study conducted by Hayes et al. (1998), despite the limited sample size, recorded instances of Countertransference were seen in 80 percent of sessions that were observed and that does not take into account the unconscious instances of it which were seen as being more difficult to quantify empirically.
On top of this Pearlman and Mac Ian (1995, as cited in Canfield, 2005) reported that 62 percent of therapists in their study that were working with trauma displayed PTSD-like symptoms. 
The work of Baird and Kracen (2006) suggested that without more accessible information on the subject that more therapists were at risk whilst Neumann and Gamble (1995) reported that newly qualified therapists were more likely to report symptoms such as anxiety and depression than their more experienced counterparts.
It is important to take into account that all therapists are not the same and things such as gender and experience may have a role to play when taking into account factors of risk when working with the presence of Countertransference. This may make a generalisation in terms of preparing a group that may be more at-risk more difficult to obtain. For example, in the study conducted by Lecours and Normandin (1995) using 40 psychologists in an effort to report the types of Counter-transference that may be used by different groups. As previously discussed through the work of Dubé and Normandin (2007), they each have their own inherent risks and rewards. They found that newly qualified therapists were more likely to adopt Reflective Countertransference than their more experienced colleagues. As discussed by Dubé and Normandin (2007), the Reflective mode of Countertransference can be a very effective tool in allowing a deeper level of understanding and empathy with the client, however it does have inherent risks if the therapist is unable to successfully tolerate and immerse themselves in whatever raw thoughts or emotions that may arise. There is not enough data to make any generalisations, but this could perhaps offer some form of explanation as to a factor towards what may contribute towards newly qualified therapists being more at risk of negative effects of the presence of Counter-Transference.
Even within genders Lecours, Bouchard and Normandin (1995) suggested subtle difference. They reported that male therapists were more likely to display Objective/Rational Countertransference than their female counterparts. It was suggested that females may approach Countertransference in a more empathic way which could mean inherent risks for all groups, however it could leave the female sub-group more open to issues such as Compassion Fatigue (BACP, 2017) or in more acute instances issues such as Vicarious Trauma as a result of the heightened use of empathy (Trippany, Kress and Wilcoxon, 2004).
Lecours, Bouchard and Normandin (1995) do however acknowledge that these findings can be open to interpretation. As previously reported by Ensink et al. (2013), Countertransference does come from a theoretical perspective and as such can be difficult to quantify which in that sense can make it difficult to know how far reaching or potentially damaging it could be.
Despite these findings reporting some sub-groups that may be more at risk than others, it is important to make information on a potentially hazardous subject matter as understandable and easily available as possible (Baird and Kracen, 2006), as this could be something that affects all practitioners in one way or another. Gordon et al. (2016) conducted research into Countertransference across different modalities on the perspectives of Countertransference and the effects it can have on varying therapists. They proposed that there was not enough training within their studied population on the effects of Countertransference or how to manage the appearance of such and underlined the importance of further education on the subject and better preparation in terms of helping to prepare for ethical dilemmas that may be thrown up as a result.
So, having acknowledged there is a suggestion for further support, what could be proposed to be done if the presence of Counter-transference should arise in the therapeutic relationship?
The final objective that will be met in order to assist in answering the research question ‘what are the positive and negative effects of the role of counter-transference on the counsellor and possible implications within the therapeutic relationship?’ is to consider the application of the critiqued research. This will take the shape of recommendations in order to enhance the safety of all parties within the therapeutic alliance and to perhaps create comprehensive understanding of how this may be utilised beneficently within future practice. This will be taken into consideration and amalgamated into further recommendations in terms of theory and practice based on the literature to attempt to increase both awareness and safety for all parties involved within the therapeutic relationship.
Hayes et al. (2018) conducted research into the effects that Counter-transference may have within the therapeutic relationship. They concluded that whilst merely reacting to instances of Counter-Transference may be potentially harmful within the therapeutic relationship, that management of these emotions could actually lead to more positive client outcomes.
They proposed a number of guidelines in order to help therapists to minimise the impact of Counter-Transference which have been adapted for use within this piece of literature. These are:
· The therapist must attempt to work at not acting on internal CT reactions.
· Managing factors of Countertransference is important in understanding and utilising Countertransference effectively. Selfinsight seems particularly important to emphasise.
·  Practice being honest, impartial, and self-observational. Self-awareness helps in understanding others, and blind spots can interfere to empathy and insight into others. 
· Therapists should work on their own psychological health, including healthy boundaries with Clients. Self-integration and self-insight allow the therapist to pay attention to how the client is having an effect on the therapist and why. This is seen as the first step in utilising Countertransference within the work.
· Self-integration emphasises the importance of the therapist resolving conflicts which in turn places an emphasis on the therapist’s own therapy. 
· Clinical supervision, for all therapists, is a key factor in understanding and managing Countertransference and in using it to benefit clients. 
· When dealing with Countertransference that has already transpired, it is important to understand where such conflict has arisen from. In this way it can be used to improve further practice. 
·  Therapists are encouraged to benefit from engaging in a regular meditation. 
· Finally, therapists should practice self-care, including getting enough sleep, placing boundaries, spending time with friends and looking after themselves physically.
As previously suggested by Baird and Kracen (2006), the potentially confusing nature in terms of the overlap between subjects such as Countertransference, Vicarious Trauma, Secondary Traumatic Stress, Compassion fatigue and Burnout could be potentially detrimental in terms of enabling therapists or in particular therapists who may be seen as more at risk from potentially gaining insight or direction to protect them from issues that may arise from instances such as these taking place within the therapeutic relationship.
To help to make it easier to understand and more accessible, this piece of literature shall seek to amalgamate this information whilst being careful to protect against generalisation as much as possible. 
As previously discussed in terms of how subjects such as Countertransference, Vicarious Trauma, Secondary Traumatic Stress, Burnout and Compassion fatigue take place, it seems to stem from how the therapist may react to their relation towards something that may affect the therapeutic relationship versus their resources and ability to cope. The previous recommendations may help to increase resources available to other therapists as well as ways of mitigating against the potential of damaging instances of these arising and increasing the likelihood of more beneficial forms taking place instead.
Based on the literature and to meet the first aim introduced within this research, there are further recommendations to put forward in order to make the topic area more understandable for those who may be seen to be at risk.
Normandin and Bouchard (1993, as cited in Lecours, Bouchard and Normandin, 1995) the CRS system has shown that it can be utilised as a way of mapping out different elements whilst also providing some degree of quantitative visibility. However, though it discusses theoretically what may happen as a result of the negative implications coming to fruition, there is very little in terms of real-world effects or symptomology.
As alluded to previously, the more symptomatic issues such as Compassion Fatigue, Vicarious Trauma and Burnout are very good at identification once negative symptomology has occurred despite their overlaps with the subject of Countertransference (Trippany, Kress and Wilcoxon, 2004).
What is proposed is the following to amalgamate what has been discussed. In an attempt to address clarity to issues regarding contributing factors that may elicit a reaction based on a therapist’s relationship with a presented stimulus, this phenomenon will be referred to as Relational Reactivity.
This can take place in a number of ways and have numerously different outcomes. Exterior Relational Reactivity refers to the outside influences that may take away from a therapist’s own existing resources. This can be things such as tension in one’s personal life, workplace tension of conflicts that may occupy the therapist’s mind to the point symptoms such as anxiety, frustration, restlessness, hopelessness or a feeling of being overwhelmed may occur. Within the therapeutic setting this may manifest as lashing out, being unable to offer empathy, or being disinterested or distracted. The purpose for the introduction of this is as a noticeable precursor which can link Counter-transference like symptoms with Burnout which can take place as a result of numerous external pressures exceeding capacity to cope. The hope is that by identifying a process before Burnout takes place, that it may enable deterrent from further potential harm.
Therapist-Originated Relational Reactivity shares its counter-part with classical Counter-Transference. What is meant by this is that this is where topics may arise within the therapeutic relationship or the client’s own presence may present feelings or thoughts that may inhibit the therapeutic relationship on behalf of the therapist.
These can trigger defence mechanisms similar to those seen with Vicarious Trauma such as Persistent Avoidance (which could take place in the therapeutic relationship through avoidance of emotions and over-reliance on theoretical methodology), Uncomfortable Re-experiencing of the event, Increased Anxiety or Impairment of the therapist’s normal function either inside or outside of the therapeutic relationship. If the source of this Therapist-Originated Relational Reactivity is based in trauma, then it can lead to a re-traumatising of the event. 
The final form of Relational Reactivity is Client-Originated Relational Reactivity. This takes place when the content of what the client/clients bring within the therapeutic relationship exceed the capacity of the therapist to cope. This can be in two different categories which are Acute and Chronic. 
Acute Client-Originated Relational Reactivity refers to instances when the content of a session may be too much for the therapist to cope with and they may be negatively impacted as a result. They may start to exhibit one of the previously mentioned defence mechanisms (Persistent Avoidance, Impairment, Uncomfortable Re-Experiencing of the event and increased Anxiety). If this is not dealt with through the aforementioned recommendations, then Acute Client-Originated Relational Reactivity has the potential to very quickly become Vicarious Trauma or Secondary Traumatic Stress.
Chronic Client-Originated Relational Reactivity refers to a therapist’s resources being overwhelmed slowly, from numerous sources, over time. This can take the form of apathy, disinterest, difficulty to empathise, feeling helpless and feeling overwhelmed. If left unattended to, this can develop into Compassion Fatigue, in which one’s ability to empathise has been to an extent fully saturated. 
That is not to say that these cannot be used in a positive way. Much like with the work proposed by Dubé and Normandin (2007), if the therapist notices these emotions and thoughts developing then with self-insight and support from things such as their own therapy and supervision, then they can be used to allow a deeper level of depth within their empathic understanding. 
In terms of the proposed definitions, Therapist-Originated Relational Reactivity can be used in such a way that the therapist may be able to use their own experience to better understand what is going on inside themselves and develop these insights as a tool to supporting clients. Client-Originated Relational Reactivity can be used to empathise what a client may be experiencing without becoming overwhelmed by the trauma themselves.  External Relational Reactivity can also be used to understand when, how and why a limit may be approaching for the therapist and that changes need to be made before things such as Burnout can occur. 
As the name suggests the reason for the introduction of this terminology is that a lot of problems can arise from how the therapist relates to potential stressors, however, with these recommendations and clearer effects as the result of its presence, the aim is to create the potential to give the therapist adequate resources and guidance in order to adjust how they react to such stimuli.
This Chapter has evaluated the current information available on counter-transference, vicarious trauma, Secondary Traumatic Stress and Compassion Fatigue whilst identifying potential overlaps and areas for growth within the subject area. This chapter has also sought to use recommendations from the collated literature to propose areas for growth in terms of increasing safety within the field. The next chapter will collate and evaluate what has been critically discussed within this piece of research and answer the research question ‘What are the positive and negative effects of the role of counter-transference on the counsellor and possible implications within the therapeutic relationship?’.


This chapter will collate and evaluate what has been critically discussed within this piece of research and answer the research question ‘What are the positive and negative effects of the role of Countertransference on the counsellor and possible implications within the therapeutic relationship?’.
In order to answer this question, four objectives were set in terms of investigation into the phenomena. 
Firstly, was to examine overlap within areas such as Countertransference, Secondary Traumatic Stress, Vicarious Trauma, Burnout and Compassion Fatigue to create a more understandable and universal definition of the negative effects associated with their presence within the therapeutic alliance. What was found was that there were many areas of overlap between Vicarious Trauma, Compassion Fatigue, Secondary Traumatic Stress, Burnout and Counter-Transference. Utilising a critiqued version of the four principles of Foucauldian discourse analysis as put forward by Hook (2001), the initial finding was that despite having very different names with no explicably defined relationships, it appears that there were in fact many similarities between these subject matters. The predominant characteristic found upon examination of these phenomenon was that they seemed to originate from how the therapist may relate with a certain stimuli that takes away from their available resources left to cope and handle what is happening within the therapeutic relationship efficiently and effectively. This effectively meant that they were left unable to manage with what was happening within the therapeutic relationship which left it very open for potentially negative issues such as Countertransference, Vicarious Trauma, Secondary Traumatic Stress, Compassion Fatigue and Burnout to occur. 
A major difference was suggested to be how these issues arose. For example, Compassion Fatigue is very accumulative in nature (Babbel, 2012) whereas Vicarious Trauma can be an instantaneous event (Trippany, Kress and Wilcoxon, 2004). Others may be described as being a theoretical phenomenon such as Countertransference (Ensink et al. 2013) whereas others may be based more within their physical or mental symptomology such as Burnout (ACA, 2017). 
[bookmark: _GoBack]There were found to be many overlaps between the aforementioned subjects with some even sharing history such as Secondary Traumatic Stress being a more specified term emanating from clients that used to be described with having suffered Burnout (Baird and Kracen, 2006). However, all of these subjects were found to stem from an instant or prolonged exposure to taxing stimuli (predominantly from within the therapeutic setting) and Countertransference seemed to offer the most theoretical notion as to why or how. Countertransference was also found to be the only subject that offered both positive and negative outcomes based on management (Hayes, Gelso and Hummel, 2010) despite the areas of overlap between subjects.
The second objective put forward to help to answer the research question was to critically evaluate the positive and negative factors associated with the presence of Countertransference within the therapeutic alliance. It is important to point out that this is a contested area in terms of the various explanations of the phenomena of Countertransference and as such a decision was made to choose one that seemed more explanatory of the various impacts this can have in the therapeutic relationship. 
Hayes, Gelso and Hummel (2001) argue that through managed reflection, Countertransference can be beneficial to the development of the therapist and therefore to the therapeutic relationship itself. Whilst noting that Countertransference can be positive, there were also found to be different types with different characteristics. 
Within Rational/Objective Countertransference a proposed positive is that focusing on the framework rather than becoming too emotionally involved in the activity within the therapeutic relationship can mean that the therapist is helped to distance away from emotionally charged language which can be detrimental to the therapeutic relationship (Lecours and Normandin, 1995). However, it was also suggested that in this way the therapist is noting what is happening in front of themselves rather than taking part as part of the dynamic and instead may utilise things such as generalisation or diagnosis (Dubé and Normandin, 2007).
Dubé and Normandin (2007) propose that Reactional Countertransference can be dyadic merely in its nature. They argue that an activation within the therapist of mature defensive processes and impulses can take place through regression or intellectualising. This may not be ideal within the therapeutic relationship; however, it could mean that the therapist is aware of its presence and able to adapt and reflect accordingly and therefore may have a positive impact on the therapeutic relationship. However, if this does not take place then there could be the presentation of a more regressive and primitive impulse. This may take place in ways such as acting out against the client, denial or even omnipotence which can lead to conflict within the therapeutic relationship or potential harm being experienced on behalf of client or therapist. Ensink et al. (2013) describe this as a high-risk and potentially high-gain form of Countertransference.
Dubé and Normandin (2007) suggest reflective Counter-Transference can be positive in that it allows richer understanding of the client’s inner world if the therapist is able to adapt to the stimuli and adapt accordingly. Lecours and Normandin (1995) support this notion by proposing that effective use of this form of Countertransference enables the therapist to be subjectively invested whilst being able to control and elaborate their own emotional responses. However, with the use of reflection consuming the therapist’s available resources there is also the chance of a negative consequence through possibly something vital happening within the therapeutic relationship at that time being missed (Ensink et al. 2013).
It was found that the role of Countertransference within the therapeutic relationship can be that can be both inhibitory or in some cases a very valuable tool in terms of promoting professional growth (Dubé and Normandin, 2007). 
The third objective was to highlight potential at risk groups that may be negatively affected by the subject. Therapists were found to be at varying degrees of risk but particularly when working with empathically intense subjects such as trauma. Pearlman and Mac Ian (1995, as cited in Canfield, 2005) reported that 62 percent of therapists in their study that were working with trauma displayed PTSD-like symptoms. 
The work of Baird and Kracen (2006) suggested that without more accessible information on the subject that more therapists were at risk whilst Neumann and Gamble (1995) reported that newly qualified therapists could be a potential at-risk group as they were more likely to report symptoms such as anxiety and depression than their more experienced counterparts.
These issues were found to be more complex than initially theorised and thus it is difficult to make generalisations as although every type of Countertransference recorded has its own positive and negative effects, the type of Countertransference presented could have increased likelihoods even depending on variables such as gender and experience (Lecours, Bouchard and Normandin, 1995).
Gordon et al. (2016) conducted research into Countertransference across different modalities on the perspectives of Countertransference and the effects it can have on varying therapists. They proposed that there was not enough training within their studied population on the effects of Countertransference or how to manage the appearance of such. They proposed that more needed to be done in terms of further training to raise awareness on the issue of Countertransference as well as increasing knowledge around management of the phenomena if it arose. 
The final objective was to consider the application of the critiqued research. This took place through recommendations in order to enhance the safety of all parties within the therapeutic alliance whilst aiming to create a comprehensive understanding of how this may be utilised beneficently within future practice.
Hayes et al. (2018) suggested that whilst merely reacting to instances of Countertransference may be potentially harmful within the therapeutic relationship, that management of these emotions could actually lead to more positive client outcomes.
In the interest of promoting safety within the therapeutic relationship for both therapist and client, Hayes et al. (2018) proposed guidelines which have been adapted to incorporate the overlapping issues within the field of psychotherapy that have been discussed within this piece of research. These are:
· Ensuring that therapists work towards minimising acting out on feelings that may stem from instances of Countertransference particularly in partnership with self-reflection and awareness of the potential workings of the type Countertransference that it may be (as proposed by Ensink et al. 2013).
· Taking steps to ensure that they try and discover all aspects of themselves as possible through self-insight, as it is often the unknown that can have a negative effect on the therapeutic relationship. This can take place through the continuation of self-reflection and possibly even counselling taking particular attention to the ethical framework of self-respect (BACP, 2017). This must be done with as little bias as possible and be with a view to growth. As suggested by Hook (2001), it is only through critique of previously knowledge that new knowledge may emerge, and such is the proposed with knowledge of self.
· The therapist should adopt set boundaries with their clients. Supported by the work of Lecours and Normandin (1998), professional distance is often an important part of maintaining the therapeutic relationship and can help to deter the therapist from becoming too emotionally involved within the world of the client.
· Therapists should place emphasis on maintaining their own mental well-being including effective use of one’s own therapy either continually as a maintenance tool or at very minimum when any symptom of any of the aforementioned topics such as Counter-Transference, Compassion Fatigue, Secondary Traumatic Stress, Burnout, or Vicarious Trauma should present itself. This is supported by the work of the BACP (2017) who state a minimum requirement of supervision hours as well as an emphasis on self-respect within their ethical framework.
· Frequent and fully honest use of Supervision should be utilised. Honesty should be used on behalf of both therapist and Supervisor as both a maintenance tool and to potentially understand any instances of Counter-Transference should they arise as they can be a valuable tool in effective psychotherapy (Hayes, Gelso and Hummel, 2001).
· Away from the Supervisory relationship inner reflection must be utilised should any instances of Counter-Transference appear. Through self-reflection on where the Counter-Transference may have come from or how it has arisen, it can lead to a deeper understanding of the self as well as greater empathic understanding of what may be happening in the client’s own inner world (Dubé and Normandin, 2007).
· The therapist should pay particular attention to their own self-care of which poor self-care can limit resources and one’s own ability to cope with what may be happening within the therapeutic relationship. This may inhibit the therapist’s ability to contain what may be happening for them which may lead to things such as Reactive Counter-Transference Dubé and Normandin (2007). This could also have a negative impact in the event of an external stimuli in which case the therapist may become overwhelmed by material that they may hear which in turn could progress into issues such as Vicarious Trauma (Babbel, 2012) or Compassion fatigue (BACP, 2017).
The aim of promoting these guidelines is to help to inform others of areas that could be utilised in order to create clarity and dispel confusion when areas of Countertransference may arise within the therapeutic relationship.
To answer the research question of ‘What are the positive and negative effects of the role of Counter-Transference on the counsellor and possible implications within the therapeutic relationship?’. The answer to the question is there a multitude of effects that the effects of Counter-Transference can have within the therapeutic relationship.
They can be negative and acute in onset such as with the development of issues such as Vicarious Trauma (Trippany, Kress and Wilcoxon, 2004). They can also be negative and have a more accumulative, chronic onset such as in the instance of Compassion Fatigue (Babbel, 2012). These negative effects can have damaging implications on client outcome and the therapeutic relationship (Dubé and Normandin, 2007)
However, they can also be positive regardless how they may initially manifest (Ensink et al. 2013). It is about how these issues are managed and the resources and support that are in place which can lead to positive effects on the therapeutic relationship (Staples, 2014) and positive client outcomes (Hayes et al. 2018).
There are however limitations to this piece of research to be mindful of. As Hook (2001) suggests it is important to be mindful that the role of perception is key. The sources used when researching may be viewed differently by others. Another limitation is that the concept of Countertransference is unquantifiable. It is a theoretical and at times unconscious phenomenon and as such difficult to both generalise (Ensink et al. 2013) and to actively gauge (Lecours, Bouchard and Normandin, 1995).
Baird and Kracen (2006) proposed that there was much confusion surrounding the topic of Countertransference which could potentially put therapists at risk. This was further supported by Gordon et al. (2016) who suggested that further training and awareness was needed within this area of the field. It is suggested that through the guidelines proposed within this research and with the underpinning of the information within this research of the phenomena put forward within this study, that this may serve to be an area of information in regards not just to what these issues are but how they happen and how they may potentially be explained to interconnect. The aim in terms of advancing the current knowledge within the field is that this serves to simplify a very saturated area of literature in order to support therapists and help to ensure that clients can receive better outcomes whilst keeping the client and therapist safe from the potentially negative and damaging issues raised within this research.
Areas for future research will be suggested to be to investigate how this new terminology might be utilised within the therapeutic field if at all. It will also to be to encourage further clarification and an increase in terms of awareness of safety issues across this contested and potentially dangerous issue to ensure the best likelihood of positive outcomes and safety for all parties, particularly across the aforementioned at-risk groups.
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Appendix A:
Similarities:
Counter-transference:
· Secondary Traumatic stress: A result of becoming traumatised by working with someone who has experienced trauma (Baird and Kracen, 2006), which could be argued to be reactive transference or allowing such traumatic exposure to negatively impact emotional reaction (Ensink et al. (2013).
· Vicarious Trauma: This can be traumatic reaction to client presented information which (Trippany, Kress and Wilcoxon, 2004), which again could be argued to be a result of Reactive Transference.
· Compassion fatigue: This is where through use of empathy the therapist is exposing themselves to the trauma which can whittle down resources over time (Babbel, 2012) which could be argued to stem from an unhealthy use of Reflective Counter-Transference. Both take time to onset.
· Burnout: Both take time to onset.
Secondary Traumatic Stress:
· Vicarious Trauma: They both involve becoming traumatised through a client that has experienced trauma (Trippany, Kress and Wilcoxon, 2004; Baird and Kracen, 2006). Both can have an almost instantaneous onset. Both exhibit symptoms similar to that of PTSD (Baird and Kracen, 2006; Lerias and Byrne 2013). 
· Compassion fatigue: Exposure to traumatic material detrimentally affects therapist (Babbel, 2012; Baird and Kracen, 2006). Symptoms very similar in terms of sleep disruption, avoidance of activities, feeling helpless, withdrawal and fatigue (Carter, 2014; ACF, 2006). 
· Burnout: The symptoms would appear to be similar with depersonalisation and lack of achievement that could be described as being quite apathetic with emotional exhaustion already well documented in this literature as a symptom of Secondary Traumatic Stress (BACP, 2017; ACF, 2006).
Vicarious Trauma:
· Compassion Fatigue: Exposure to traumatic material detrimentally affects therapist (Babbel, 2012; Trippany, Kress and Wilcoxon, 2004). Symptoms such as avoidance both emotionally and in terms of activities and increased anxiety and arousal which includes sleep deprivation and lack of focus (Lerias and Byrne, 2003; Carter, 2014).
· Burnout: The symptoms could be described as sharing similar characteristics. In this case depersonalisation can be a way of avoiding stimuli that may trigger the reliving of a specific trauma, very similar to what may occur to someone who has PTSD (BACP, 2017; Lerias and Byrne, 2003). Lack of achievement and the depersonalisation may also be impairing towards a therapist’s everyday functioning which again would fall under a similarity in terms of the two terms symptomology (BACP, 2017; Lerias and Byrne, 2003). Both could be argued to have similar predictors such as loss of control, trust needs (through organisational conflict) and esteem needs which could stem from a lack of suitable reward or reassurance.
Compassion Fatigue
· Burnout: Both are accumulative in nature in terms of exposure exceeding the therapist’s resources to cope (BACP, 2017; Babbel, 2012). In terms of symptomology there are similarities in terms of mental and physical exhaustion, hopelessness (which could come from a perception of having a lack of achievement) and depersonalisation which could take the form of unhealthy perceptions of the client from the perspective of the therapist (Lerias and Byrne, 2003; BACP, 2017).
Differences
Counter-Transference:
· Secondary Traumatic Stress: Counter-Transference is more theoretical in nature and thus difficult to quantify empirically (Ensink et al., 2013). Counter-Transference can have the potential to be used effectively within the therapeutic relationship. Secondary Traumatic Stress is more identifiable through symptomology (Baird and Kracen, 2006). Counter-Transference can be seen as a process rather than a result. Counter-Transference can take place as a result of unresolved issues whereas traumatisation can be just an exposure to traumatic stimuli (Dass-Brailsford, 2007).
· Vicarious trauma: Again Counter-Transference if more theoretical in nature and difficult to quantify empirically (Ensink et al., 2013). Counter-Transference can be used effectively within the therapeutic relationship. Vicarious trauma has a more identifiable symptomology (Trippany, Kress and Wilcoxon, 2004). Counter-Transference can be seen as a process rather than a result.
· Compassion Fatigue: Counter-Transference more theoretical in nature with empirical issues (Ensink et al., 2013). Counter-Transference can theoretically be used positively within the therapeutic relationship (Berzoff and Kita, 2010). Compassion fatigue is more symptom oriented. Counter-Transference can be seen as a psychological process (Ensink et al., 2013) rather than a resulting condition. 
· Burnout: Counter-Transference is theoretical in nature (Ensink et al., 2013). Counter-Transference can be applied positively theoretically. Burnout again is more symptom based. Counter-Transference again is more of a process than Burnout may be considered to be which focuses more on the symptoms that develop as a result of lowered resources due to varying factors (BACP, 2017). 
Secondary Traumatic Stress:
· Vicarious Trauma: Vicarious trauma is more cognitive in nature (Baird and Kracen, 2006). 
· Compassion Fatigue: Compassion fatigue can take place over time (Babbel 2012) whereas Secondary Traumatic Stress can be instantaneous (Baird and Kracen, 2006).
· Burnout: Burnout takes place over time (BACP, 2017) whereas Secondary Traumatic Stress can be instantaneous (Baird and Kracen, 2006).
Vicarious Trauma:
· Compassion fatigue: Compassion fatigue can take place over time (Babbel 2012), whereas Vicarious Trauma can be a sudden traumatisation (Trippany, Kress and Wilcoxon, 2004).
· Burnout: Vicarious Trauma can be instantaneous and be caused by a state of preoccupation and tension whereas Burnout is a build up over time (ACA, 2019).
Compassion fatigue:
· Burnout: Compassion Fatigue can be suggested to arise from long term exposure to emotionally difficult stimuli or whereas Burnout can arise from a state of exhaustion culminating in an inability to cope within one’s own environment (Potter et al., 2010).
