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Rhyannon Leah O’Heron
Pregnant Queer Clinicians:
An Exploratory Study of the
Countertransference
Experiences of Queer
Clinicians During Their First
Pregnancies

ABSTRACT

This study explores countertransference experiences of queer clinicians in work
with adult female clients in a myriad of settings during their first pregnancies. Twelve
clinicians with Master’s degrees or higher in the fields of social work, counseling, and
psychology participated. In addition, all participants self-identified as queer, lesbian,
and/or bisexual women in same-sex relationships. Participants, diverse in age, religion,
geographical locations, work settings, and number of years in the field, were fairly
homogeneous in ethnic identity, theoretical orientation, and methods used to become
pregnant. The qualitative study design, using a flexible, semi-structured interview guide,
allowed for an in-depth exploration into the participants’ experiences in a way which
empowered participants to help shape the interview through sharing their stories and
create knowledge in the field regarding this unexplored phenomenon.

Thematic analysis of the information gathered resulted in five major sections of
findings: demographic information, countertransference during first pregnancy,
experiences of countertransference with case vignette individuals, reflections on changes
post first pregnancy, and supervision. Two pervasive themes across the findings
indicated that (1) participants’ therapeutic relationships were each unique making it

difficult to compare and speak generally about their experiences; and (2) participants

were faced with managing client assumptions about their sexual orientation and



relationship status that emerged as a result of the inevitable disclosure of pregnancy. The
study implicated a need for supervision that is sensitive to issues of pregnancy and also to
sexual orientation. Increased education, training, and research in the field regarding the

countertransference experiences of queer clinicians are also implicated.
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CHAPTER

INTRODUCTION

Little is known of the experiences of queer therapists and the clinical and
countertransferential dilemmas they encounter in work with clients. Even less literature
and information is available to support the understanding of the experience of
countertransference during pregnancy for queer therapists. According to the National
Association of Social Workers 2006 study of licensed social workers in the United States,
81% of the profession is comprised of female clinicians. This is a larger proportion than
the percentage of women, 51%, who make up the population of the country at large.
While neither the NASW nor the United States government make any effort to collect
information regarding the percentage of the population who identify as queer; it is
estimated that roughly 10% of the population of the United States identify as gay/lesbian
(Boslaugh, 2006). Thus, it is also probable that a significant proportion of women in the
field do not identify as straight. Increasing numbers of queer women are choosing to have
children, given current social trends of improving gay rights, and more information is
needed to understand the experiences of these women. Further, in order to expand the
current “psychology of heterosexuality” which exists in the research and theoretical basis
of the field, acknowledgment of queer professionals in the field and exploration of the
issues they face is also necessary (McDermott, 2006). Much of the existing literature on

the disclosure of therapist pregnancy focuses on the reactions and experiences of clients



to this new knowledge, and little information exists regarding the countertransferential
experiences of the pregnant therapists. Understanding and preparing for possible
situations of inevitable disclosure of personal information, such as the

disclosure of pregnancy, and the possible countertransference that one might experience
as a result is necessary to support the use of this countertransference in the service of the
client and for the purpose of deepening the therapeutic relationship.

This study will explore the countertransference experiences of queer therapists
during their first pregnancies to further the development of knowledge in the field of
clinical social work. The purpose of this study is to explore queer clinicians’ experiences
of countertransference during their first pregnancies in their therapeutic work with adult
female clients. The research question asks, “What are the countertransference experiences
of queer clinicians in therapeutic work with adult females during their first pregnancies?”
While there are two articles exploring the experiences of countertransference of two
pregnant lesbian therapists (Silverman, 2001; Sachs, 1989), there has been no empirical
research conducted on this topic area. Thus, one goal of this study is to contribute to the
developing body of knowledge on countertransference and queer clinicians, and another
is to discuss implications for social work education, supervision, and training on this
phenomenon. Having more information about these experiences would not only benefit
queer clinicians planning for pregnancy, but could also be of value to supervisors
working in the field.

Some use the term queer “as an inclusive, unifying sociopolitical umbrella term for
people who are gay, lesbian, bisexual, and also those who are transgender, transsexual,

intersexed, and queer” (“Queer”, 2006, paragraph 5 line 1). In this study, “queer” will be



used as an umbrella term to define those individuals who identify as lesbian, bisexual,
and/or queer. Countertransference will be defined using the broadest available frame of
reference to ensure any and all thoughts, feelings, wishes, fantasies, conflicts, anxieties,
and/or enactments which are aroused in the therapeutic relationship as a result of the
clinician’s pregnancy are open to discussion during data collection. Thus, a broad
definition of countertransference where all therapist reactions occurring in the
bidirectional relational matrix of the therapeutic relationship, as discussed by Fauth
(2006), Burke and Tansey (1991), and Marcus and Buffington-Vollum (2005), will be
used in this study. The terms clinician, therapist, participant, and social worker will be
used interchangeably and hold the same meaning throughout this study.

As there are only two articles specifically exploring the experiences of pregnant
lesbian therapists, and both of these articles explore the authors experiences and are not
empirical; literature exploring countertransference, therapist self-disclosure, and the
impact of pregnancy on the therapeutic relationship will also be reviewed and used to
guide the development and analysis of the study. The study is a qualitative study using in-
depth interviews with twelve queer senior level clinicians from across the country to

explore their countertransference experiences during first pregnancies.



CHAPTER II
LITERATURE REVIEW
Countertransference

Theoretical Literature on Countertransference

Theoretical articles by Fauth (2006), Burke and Tansey (1991), and Marcus and
Buffington-Vollum (2005) all reference three areas of historical literature and
understanding of the term countertransference. These three schools of interpretation are
1) the classical Freudian and ego psychological understanding of transference as an
experience limited to the analyst’s unconscious reactions; 2) the totalistic conceptions of
countertransference stemming from object relations theory, and the belief that
countertransference is all therapist reactions occurring in the bidirectional relational
matrix of the therapeutic relationship; and 3) the interpersonal or relational school of
thought which sees countertransference as the therapist’s ‘normal or role-responsive’
reactions to interpersonal patterns of the relational phenomenon of the therapeutic
relationship.

Burke and Tansey (1991) discuss the implications these differing theoretical
perspectives have on therapists’ decisions regarding self-disclosure of
countertransference. The perspectives on disclosure of countertransference stem from

entrance of this material into therapeutic space being seen as:



inevitable but incompatible (Freudian, drive-conflict model), to being narrowly accepted
(object-relations, developmental-arrest model), to being welcomed and useful
(interpersonal, relational-conflict model) (Burke & Tansey, 1991).

Fauth (2006) goes on to discuss the difficulty conducting research on
countertransference as a result of these multiple definitions and understandings of the
terms and its use, and advocates for the need to have a “moderate” definition which will
enable research in this area to grow. Fauth (2006) suggests defining countertransference
as the “idiosyncratic reactions (sensory, affective, cognitive, and behavioral) to clients
that are based primarily in the therapists’ own personal conflicts, biases, or difficulties
(cognitive biases, personal narratives, maladaptive interpersonal patterns)” (p. 17). Fauth
(2006) goes on to state his belief that “extratherapy factors” and resulting
personal/professional reactions would and should not be included or viewed as
countertransference. However, this suggestion seems to negate the reality that inevitable
disclosures, such as pregnancy, would have an impact on the transferencial experiences in
the therapeutic relationship; which seems impossible given the bidirectional, relational
nature of therapeutic dyads, which Marcus and Buffington-Vollum (2005) and Shahar
(2004) discuss. Fauth’s suggestion also conflicts with research that explores and
discusses the impact and importance of unconscious and non-verbal communication, such
as the research of Rapheal-Left (2004).

Marcus and Buffington-Vollum (2005) and Sharhar (2004) broaden the
understanding of countertransference by applying a social relations perspective and an
action theory perspective, respectively, to the term and utilizing these relational models to

deepen understanding of the interpersonal nature of countertransference. They assert that



there is a need to understand countertransference through this relational lens, which
asserts that the formation of a therapeutic relationship rests on the ability to have a
“shared, unique social reality” (Marcus & Buffington-Vollum, 2005, 257) or “mutually
orchestrated meaning system” (Shahar, 2004, 8) within the relationship. Thus the use of
transference and countertransference to address intersubjectivity and projective
identification, as well as to acknowledge the needs of both client and therapist become
critical to the deepening of therapeutic relationships.

Goldstein and Horowitz (2003) discuss the potential difficulties that arise when
there is a clash between the self-object needs of the client and therapist (e.g. client seeks
idealized parent imago, therapist seeks twinship); thus highlighting the importance of
managing the therapist’s needs through supervision. Similarly, Shahar (2004) discusses
the implications of understanding and utilizing a relational lens to explore issues of
transference and countertransference in the therapeutic relationship stating that: 1) there
is a need for a better understanding of this phenomenon in order to ensure successful use
of the material in therapy and 2) there is a need to recognize the social backgrounds of
both client and therapist in order to fully understand and appreciate the transferencial
experiences and their multiple potential sources.

Fauth (2006) suggests useful ways in which to conceptualize the measurement of
countertransference that could be generalized to a myriad of studies exploring
countertransference. His measurement categories include exploring countertransference
origins (unresolved personal conflicts of clinician), triggers (therapeutic events eliciting
countertransference origins), countertransference management (strategies for coping),

and countertransference effects (influence on outcomes of therapy (Fauth, 2006).



Countertransference of lesbian therapists in work with lesbian clients

Reichek (1993) and Goldstein and Horowitz (2003) both explore the
countertransference experiences of lesbian therapists working with lesbian clients.
Goldstein and Horowitz (2003), theoretically discuss how lesbian therapists often fall into
two camps in regards to self-disclosure and use of countertransference in the therapeutic
relationship based on their theoretical orientation: traditional analytic models or relational
theoretical models. Traditional analytic models see the therapist’s role as that of a blank
slate, where therapeutic value is placed on the client’s ability to project his/her thoughts,
feelings, and beliefs onto the therapist; thus the use of therapist self-disclosure is
dissuaded. Relational theoretical models argue against this value system, choosing
instead to believe that therapeutic value is found in the ability for client and therapist to
share “dyadic reciprocity”’(Marcus & Buffington-Vollum, 2005, 257) formed largely
through both parties use of self and the transferencial material that develops in the
therapeutic relationship.

Seibold (2005) as well as Burke and Tansey (1991) also discuss the role of
theoretical stances, such as those mentioned by Goldstein and Horowitz (2003), in
directing disclosures of therapist countertransference and other personal material, such as
pregnancy. In the traditional analytic model discussed by Goldstein and Horowitz (2003)
little to no self-disclosure is made; it is noted that potential therapeutic issues arise when
clients inadvertently discover their therapist sexual orientation. The relational model is
that of therapists who choose to disclose up front or at appropriate therapeutic moments.
Goldstein and Horowitz (2003) present a somewhat biased view of these two therapeutic

stances in which they offer more support to therapists in the relational camp and state a



feeling that therapists in the traditional analytic camp who hold a traditional view of
disclosure do so because they may be uncomfortable with their sexual orientation. While
current trends are moving in the direction of more relational forms of therapy, this does
not render traditional psychoanalysis invalid.

Reichek (1993) approaches the phenomenon of countertransference experienced in
lesbian client-lesbian therapist dyads through an empirical study exploring the
experiences of 10 self-identified lesbian therapists. The research design is a strength of
Reichek’s (1993) study. Reichek conducts interviews using an interview guide asking
open-ended questions that focus on countertransference as well as specific case examples.
Her data is analyzed through categorizing the information and range of responses and,
where feasible, correlations with demographic variables are performed. Lortie (2005)
and Silverman (2001) reach conclusions similar to those of Reichek (1993), they find that
the countertransferential and self-disclosure experiences of the lesbian therapists with
their lesbian clients were different from those experiences with other clients.
Interestingly, Reichek (1993) also finds that all participants discussed having thought
about, discussed, and studied at length the subject of countertransference despite the lack
of empirical literature on the topic. A limitation of the study, which Reichek (1993)
acknowledges, is that the sample is very homogeneous with participants sharing the same
geographical location, therapeutic style, education level, race, and socioeconomic status.

Goldstein and Horowitz (2003) also discuss the possible outcomes of
unacknowledged and unmanaged countertransference, including collusion with client’s
homophobia and avoidance. Despite current progressive social trends, Goldstein and

Horowitz (2003) discuss how instances of prejudice and discrimination that lesbian



clinician’s may face and have faced in the field, including job loss, having colleagues and
supervisors doubt their ability to treat heterosexual clients, and clients not wanting to be
seen by an out lesbian therapist among many others leave therapists feeling silenced,
scared, and feeling increased anxiety, anger, vulnerability. When therapists are
unsupported in the work place and unable to manage and express these feelings they
result in a parallel process in their therapeutic relationship where clients ability to explore
sexual orientation and process strong feelings is avoided. While the authors spend time
exploring the undisclosed therapist sexual orientation and resulting countertransference,
the authors neglect to include a discussion of how the disclosure of therapist sexual
orientation may also be a result of unmanaged countertransferential feelings and
needs/wishes/fears of the therapist as opposed to being purely for the clients benefit. For
instance, Statterly (2006) discusses therapists internal struggle with wanting to self-
disclose sexual orientation as a way of having their true-selves known. Goldstein and
Horowitz (2003) discuss possible clashes that may occur when a therapist need for
twinship in the transferential relationship is unmanaged, while a client seeks idealization.
Goldstein and Horowitz (2003) stress the importance of utilizing supervision to
“scrutinize therapist’s own attitudes and feelings” (p. 119) and to “manage the boundary
between therapist’s personal and professional identity” (p178) in order to support the
effective use of countertransference and self-disclosure. Maroda (2003) warns that for
supervision to be useful and beneficial a therapist must feel able and willing to self

disclose countertransferencial reactions not only to clients but also to supervisors in the



supervisory relationship. “Supervision can provide a more objective view that can
enlighten the therapist to possible distractions and misdirections. However, supervisors
also contribute heavily to therapeutic impasses and are not omnipotent” (Maroda, 2003,
46-47). This may be a challenge for lesbian therapists who find themselves to be working
in prejudice and/or discriminatory systems.

Therapist Self-Disclosure of Sexual Orientation

Another area of the literature which contributes to building a knowledge base with
which to approach the subject of countertransference for queer pregnant clinicians is
research on queer therapists and issues related to self-disclosure of sexual orientation.
Using grounded theory analysis Statterly (2006) explores self-disclosure and
countertransference of gay clinicians in work with both gay and straight clients; while
Lortie (2005) uses content analysis of interviews with lesbian therapists and heterosexual
female therapists to compare use of self-disclosure and countertransference.

In the study Statterly (2006) conducts four focus groups are held with a total of 16
self-identified gay therapists while Lortie (2005) collects data utilizing semi-structured
interviews with 6 self-identified lesbian, queer, or gay female therapists and 6
heterosexual female therapists. Statterly (2006) provides no other demographic
information about his participants and Lortie (2005) states that all of her participants are
white. Statterly (2006) defines three core categories with which to understand the
decision making process of gay clinicians regarding disclosure of sexual orientation.
These categories are “identity creation, pre-client contact identity management, and client
contact identity management” (p.244). Identity creation refers to the impact of the

therapist’s experiences of him/herself as a professional, and of the rules of organizational
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context on the therapist’s use of self-disclosure. While pre-client contact identity
management refers to the ways in which therapists consider theoretical orientation as well
as their therapeutic understanding of self, client, and the therapeutic relationship to
inform their self-disclosure decision-making process. Client contact identity management
refers to the therapist’s process of struggling internally with a desire to self-disclose
sexual orientation in order to be authentic to his/her true self while having to remain
thoughtful about the purpose in terms of the bettering the client and/or furthering
authenticity, connectivity, and/or role modeling in the therapeutic relationship (Statterly,
2006, 244-245). Through content analysis of interview data Lortie (2005) finds that the
self-disclosure practices of queer therapists were influenced by: theoretical orientation,
personal experiences in therapy where therapist used self disclosure, personal choice, and
positive client responses to use of self disclosure. Thus, both Lortie and Statterly find that
some factors impacting the use of therapist self-disclosure resulted from aspects of the
therapist-client relationship. Lortie (2005) also finds differences (e.g. frequency, type of
client disclosure is made to, directness of disclosure) between the ways in which queer
and heterosexual therapists disclosed information about their sexual identity, and
attributes this difference to issue related to homophobia/heterosexism.

Through grounded theory analysis Statterly (2006) ascertains that there is not a
static model with which to explain therapist self-disclosure, and the researcher concludes
that a theory needs to be developed which acknowledges the dynamic nature of the self-
disclosure process for queer clinicians. Lortie (2005) concurs with Statterly that there is a
need for more research in the area of queer therapist self-disclosure practices.

Additionally, both Lortie (2005) and Statterly (2006) discuss ways in which societal

11



heterosexism influences the ways clinicians practice self-disclosure of sexual identity.
These findings and conclusions highlight the need for more detailed information
regarding the self-disclosure practices of queer clinicians, and the potential
countertransferential factors that influence or result from these personal disclosures.
Pregnancy and Countertransference

Pregnancy inevitably brings issues of sexuality and the physical reality of the
therapist as a sexual being into the room, potentially adding another dimension to the
experiences of self-disclosure and countertransference in the therapeutic interaction;
experiences which warrant empirical exploration. There is no empirical literature
exploring the countertransference experiences of pregnant lesbian therapists, and a
limited scope is taken in the exploration of heterosexual therapists’ experiences with
pregnancy and the resulting countertransference.

One limitation of the literature regarding the countertransference experiences of
pregnant clinicians is that both articles (Ulkman, 2001; Raphael-Leff, 2004) use case
study analysis as the research method. The studies by Ulkman (2001) and Raphael-Leff
(2004) both omit demographic information of the cases explored in their samples, thus
rendering the non-dominant view invisible. Raphael-Leff (2004) goes on to make the
false assumption that his findings are generalizable to all cultures despite the unidentified
sample.

Raphael-Leff (2004) highlights the role non-verbal communication, or
“unconscious communication,” plays in the therapeutic exchange, and the potential
positive and negative impacts this type of communication may have on the therapeutic

relationship. Hjalmarsson (2005) also comments on the use of non-verbal communication
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and intuition in her clinical work during her pregnancy in experiences where her clients
discover her pregnancy as well as her clients’ experiences of the fetus being a third
person in the therapeutic space.

The findings of both Raphael-Leff’s (2004) and Ulkman’s (2001) studies indicate
that being prepared for the exploration of countertransference during pregnancy is critical
to supporting a beneficial outcome of the therapeutic relationship. Ulkman (2001)
suggests that this finding has important implications for training both students and
supervisors as it may stimulate thought about the possible inevitable personal disclosures
that may arise in their therapeutic work. While the samples of the research studies
discussed above are limited as all of the therapists were using psychodynamic theory to
inform their work, Marcus & Buffington-Vollum (2005) discuss the ways in which
countertransference has evolved from being a purely psychoanalytic tradition to being
widely used, understood, and explored by therapists utilizing a myriad of theoretical
perspectives. This discussion supports an understanding that the findings of Ulkman
(2001) and Raphael-Leff’s (2004) studies are beneficial for a wide variety of clinician’s
in the field, as therapist from varied theoretical backgrounds rely on the understanding of
interpersonal dynamics in their therapeutic relationships.

Understanding and using client transference during therapist pregnancy

In order to support the management and effective use of the resulting
countertransferential reactions, an understanding of the ways in which clients may
respond and react to the therapist’s pregnancy enables therapists’ to attempt to think and

plan ahead in ways.
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McWilliams (1980) writes about three therapeutic issues which impact the
researcher’s countertransference during her pregnancy. Hjalmarsson (2005) also explores
her experiences working through three of her clients’ transferencial issues that arise as a
result of her pregnancy.

Both McWilliams (1980) and Hjalmarsson (2005) discuss clients experiencing
transferencial feelings of neglect/abandonment, envy/anger, and excitement. McWilliams
(1980) concludes that clients’ protectiveness of these transferencial feelings, coupled
with therapist difficulties managing client regression while pregnant, may lead to the
potentially damaging result of mutual collusion of these transferencial issues. Client
feelings of neglect/abandonment, envy/anger triggered by therapist pregnancy, often
place the client in a vulnerable state in which he/she is in need of greater attention and
attunement from the therapist but avoids and is protective of verbalizing these feelings.
When this client experience occurs in a time when the therapist is experiencing hormonal
changes and often turned inward and focused on her pregnancy instead of the client, the
time and energy needed to address these transferencial issues isn’t present, leaving the
therapeutic relationship in a precarious position.

A related issue McWilliams (1980) and Hjalmarsson (2005) discuss is the challenge
that arises with changes in schedules, expectations, and therapist availability, all of which
may impact the transferencial experiences of clinician and clients both during pregnancy
and after child-birth.

Hjalmarsson (2005) concludes that the therapist’s pregnancy has the potential to
positively impact the therapeutic relationship through creating a less intrusive and safer

space to discuss transferencial feelings. In order for this positive impact to occur
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Hjalmarsson (2005) suggests that 1) therapists must allow the client greater involvement
in the therapist’s life as a result of the change in the analytic space that has occurred, and
2) therapists should take an “interactive (reciprocal/relational) approach . . . to effectively
work through client’s complex feelings” (p.1). While these findings are interesting they
cannot be generalized to queer pregnant therapists given the limited scope of the case
studies. Seibold (2005) offers a meaningful commentary of Hjalmarsson’s (2005) article
pointing out that Hjalmarsson never includes a discussion of the impact of her own
thoughts, feelings, fantasies, and/or wishes about the disclosure and/or the meaning her
pregnancy has on herself, clients, or therapeutic relationships. Seibold (2005) goes on to
state the importance of having awareness and insight of these countertransferencial
feelings as pregnancy can be a time when the “therapist’s ability to separate her own
perceptions from her client’s is increasingly blurry” (p. 14).
Pregnant Lesbian Clinicians and Countertransference

There are two articles (Silverman, 2001; Sachs, 1989) that explore disclosure of
pregnancy and the resulting countertransference dilemmas for the pregnant lesbian
therapists. Silverman (2001) and Sachs (1989) share very different experiences in regards
to their self-disclosure and countertransference during their pregnancies. Some of this
difference is partially due to societal changes in regards to homosexuality and women’s
issues between the 1980’s and 2000’s.

Sachs (1989) describes herself as being one of the first pregnant lesbian therapists at
the time of her pregnancy and states her countertransference experiences stemmed from a
position of having little to support her through the experience; being that she was

breaking new ground and had no peer colleagues or literature to turn to for support in
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planning for working through her pregnancy. It is also interesting that while Sachs (1989)
describes her theoretical stance as a feminist one, which is more relational in nature, she
decides to shift away from this theory to a more traditional analytic stance during her
pregnancy. In doing so, she refrained from disclosing her pregnancy until clients asked or
commented and did not disclose her sexual orientation. Sachs (1989) neglects to include a
reflection or an exploration of the role her countertransference or sexual orientation
played in her decision to refrain from use of self-disclosure. Marode (2003) discusses the
possible harm that may come from misuse of theoretical concepts to provide a rational for
treatment decisions, and the danger of unmanaged countertransference leading to the
therapist re-creation of his/her past in the therapeutic relationship. In discussing her 6
cases, Sachs (1989) notes that 2 of the 6 clients terminated prematurely and she attributes
these early terminations to the client’s transference and impasses that arose, again
neglecting to consider the role she may have played in these therapeutic interactions.
Marode (2003) comments on client termination of therapy stating, “therapists
significantly underestimate the role of dissatisfaction with treatment and the role of the
therapist as central factors in termination.” (p. 47). Marode (2003) further discusses the
use of self-disclosure of countertransference both in supervisory and therapeutic
relationships, as a key tool for working through “treatment grid-locks” (p.44). Sachs’
(1989) experiences point to the difficulties that can arise without adequate supervision
which would help a clinician acknowledge, manage, and effectively use
countertransference in the service of maintaining working therapeutic relationships.
Considering the social and political climate and extent of societal homophobia at the

time, Sachs’ (1989) experience also sheds light on the impacts of

16



homophobia/internalized homophobia on the decision-making processes in therapy.
Silverman (2001) discusses her experiences of countertransference directly. More
specifically, she addresses the issues of having the therapist’s sexual life enter the
therapeutic relationship while pregnant, and the increased feelings of vulnerability and
anxiety she experienced as a result of her concerns about the social acceptance of her
pregnancy. While Silverman (2001) also describes feeling a desire to avoid her awareness
of the countertransference issues she experienced, she decides instead to face them head
on, as she is aware of the dangers avoidance may cause. From her own experience,
Silverman (2001) concludes that these countertransferential feelings, such as fear and
shame, may lead to inhibited affect of the therapist if she feels she must hide parts of
herself due to avoidance of exploration of these issues rather than coming to a place of
being able to make a clinically appropriate choice to disclose or conceal her sexual
orientation. The researcher also discusses the importance of acknowledging feelings of
countertransference in relational work with clients because “both members are
continuously affecting each other in the subtlest of ways” (Silverman, 2001, 5). Maroda
(2003) concurs with Silverman’s thoughts on the importance of acknowledging and
utilizing countertransference to deepen therapeutic relationships. Maroda (2003) believes
that the respect shown to clients through therapists willingness to become vulnerable and
discuss countertransferential reactions in therapy can not only provide opportunities for
new experiences and growth, but can also be a supportive intervention in moments when
therapists feel stuck with clients.

In the article Silverman (2001) discusses two of her cases, one exploring work with

a straight client and the other exploring work with a lesbian client. She finds that she is
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able to be more emotionally available and involved in the working relationship with the
lesbian client. Silverman (2001) describes this difference as being a result of feeling she
“was not being emotionally honest or available to” (p.47) her straight client in the way
that she was able to with her lesbian client due to the assumptions clients made about her
personal life. In addition, Silverman’s personal “concerns about the social acceptance of
her pregnancy” (p.49) as a lesbian woman also impacted the “anxiety and
vulnerability”(p.49) she experienced with her straight client. The strength of Sachs’s
(1989) and Silverman’s (2001) articles is that they begin to shed light on the complex
experiences of queer pregnant clinicians navigating decisions regarding self-disclosure
and use/management of countertransference. While they are not research studies, Sachs
(1989) and Silverman (2001) explore their valuable experiences as lesbian pregnant
clinicians. Implications for practice arising from these studies (Sachs, 1989; & Silverman,
2001) support the need for more research exploring the countertransference experiences
of queer clinicians. Silverman (2001) also states her belief in the need for more research,
education, and discussion in the profession to explore this issue in a variety of settings.
The omission of space for the exploration of issues facing queer clinicians and clients
contributes to the perpetuation of the dominant social narrative which states that queer
identities are unworthy of exploration and devalued; and the formation of a “psychology

of heterosexuality” (McDermott, 2006, 195).
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CHAPTER III
METHODOLOGY
Research in the counseling professional fields, such as social work and
psychology, have historically been and are still, largely based on the experiences of
heterosexual people, leaving the voices and experiences of roughly 10% of the population
unheard and unacknowledged. Furthermore, as noted in the literature review, research
exploring the experiences of queer clinicians’ comments on the lack of empirical data
available to support the understanding of this population and their experiences of
countertransference in work with clients. Thus, one goal of the questions posed to
participants of this study was to not only gather information to further the understanding
of the experiences of queer clinicians’ during their first pregnancies, but also to gather
information about their thoughts regarding supervision in relation to this phenomenon in
order to support the development of knowledge with which to educate supervisors in the
field. Therapy, based on a myriad of theoretical models of practice, places great emphasis
on the roles and uses of transference and countertransference in the therapeutic
relationship, as they are tools used to effect the deepening of understanding, growth, and
change in clients as well as in the therapeutic relationship itself. There is currently no
empirical research on the countertransference experiences of pregnant queer clinicians.
Thus, the second goal of this study was to pose questions directed at shedding light on
these unique and unexplored countertransferential experiences. For the purpose of this

study transference and countertransference were defined using the broadest available
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frame of reference to ensure any and all thoughts, feelings, wishes, fantasies, conflicts,
anxieties, and/or enactments which were aroused in the therapeutic relationship as a
result of the clinician’s first pregnancy were open to discussion during data collection.
In order to elucidate any confusion regarding the myriad of ways in which the term
countertransference may be defined and understood, all participants were given a
definition of this word. Participants were also asked to self-define the term
countertransference to ensure the existence of mutual understanding of this term among
participants and researcher alike. All participants provided responses that fit within the
definition provided.

Based on existing literature, it was hypothesized that pregnancy poses an added
layer to the countertransference experiences of queer women as they are often faced with
assumed heterosexuality and placed in a position to decide to disclose or conceal
information related to their sexual orientation. Inevitably, with the entrance of pregnancy
into the therapeutic space, so too come issues and questions regarding sexuality.
Furthermore, first pregnancy experiences were explored as it was hypothesized that these
initial clinical encounters during pregnancy would provide the richest descriptions of
these first-time countertransferential dynamics. This chapter will explore the sampling,
data collection, and data analysis procedures chosen to study this phenomenon.

Sample

Participation in the study sample was limited to twelve individuals who met the
following sampling criteria: adults who had 1) experienced a pregnancy while engaging
in therapeutic w