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Psycho-analytic research is perhaps always to some 

extent an attempt on the part of an analyst to carry 

the work of his own analysis further than the point to 

which his own analyst could get him 

D.W. Wlnnlcott, 1947. Hate 1 n the 

countertransference. In Through Paediatrics ~ 

Psychoanalysis, (pp.194-203). 

.. * D.W. W~nn~cott 
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ABSTRACT 

The aim of the study was to describe the therapist's lived experience of 

identify-ing, containing and processing the feelings, thoughts or 

fantasies evoked in him by the patient's projective identifications. A 

question which would elicit the experience of this phenomenon was 

-formulated by examining case histories, and modified through the use of 

individual pilot studies. Fifteen experienced, psychoanalytically 

oriented psychotherapists were interviewed. The eight psychologically» 

richest accounts were chosen for the study. Using the empirical 

phenomenological method, the four protocols that most clearly reflected 

the phenomenon were analysed in detail, while the remaining four were 

used to clarify areas of uncertainty. 

Projective identification is conceptualised as the process whereby the 

patient coerces the therapist to embody an un-appropriated aspect of his 

(patient's) world. The context of processing a patient's projective 

identification was discovered to be such that the therapist finds himself 

coerced to embody an incongruent, unfamiliar, confusing and inauthentic 

state of being which is consonant with the patient's perception of him. 

The discomfort of the experience leads the therapist to bring to awareness 

and thematise his feeling-state. He alternates between avoiding this 

state of being, wh i ch resu lts in conf 1 i ct wi th the pat i ent and the 

therapist's own values, and appropriating it, which feels inauthentic. 

The therapist moves from a position of trying to understand the experience 

in relation to his own world, to the realisation that it is co-determined 

by the patient. From a position of reflective distance he re-appropriates 
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aspects of his world that were closed to him while under the influence of 

the patient, in addition to appropriating previously unowned aspects. 

The therapist dialogues these appropriations with the invoked feelings, 

allowing him to differentiate those aspects of his feeling-state which are 

authentically his from those which are unowned aspects of the patient1s 

wor 1 d that he has been forced to embody. Through th i s process the 

therapist clarifies and gives meaning to his feel ings. The therapist 

fee 1 s re 1 i eved and li ghter, when in the serv i ce of the therapy, he 

temporarily gives himself over to the patient1s experience of him, 

without feel ing drawn to either disowning or appropriating it, while 

simultaneously remaining open to his own authentic reality. These 

findings were dialogued with the literature on projective identification. 
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1.1. Area of investigation 

CHAPTER ONE 

INTRODUCTION 

The term projective identification was coined by Melanie Klein in 1946, 

and like all concepts in psychoanalysis has subsequently undergone a 

progress ive development (Sandler r 1987b). The most important advance 

made has been the i ncreas i ng emphas is on the i nterpersona 1 d imens ion, 

first noted by Bion (1961). Th i s conceptua 1 expans i on has made the 

recipient, or target of the projection, an integral part of the system 

of understanding. The interactional emphasis is evident in Kernberg's 

(1986) definition, which sees projective identification as; 

IIA primitive defence mechanism consisting of a) 
projecting intolerable aspects of intrapsychic 
experience onto an object, b) maintaining empathy with 
what is projected, c) attempting to control the object 
as a continuation of the defensive efforts against the 
intolerable intrapsychic experience, and d) 
unconsciously inducing in the object what is projected 
in the actual interaction with the object" (p.148). 

Ogden (1979, 1982) describes projective identification as a bridging 

formulation, which helps understand the interplay between phenomena in the 

intrapsychic sphere and phenomena in the sphere of extern a 1 reality and 

interpersonal relations. Synthesising, and extend i ng prev i ous 

contributions Ogden (1979) defines projective identification as; 

II a set of fantasies and object-relations that can 
be schematically conceptualised as occurring in 3 
phases: first, the fantasy of ridding oneself of an 
unwanted part of oneself and of putting that part into 
another person ina contro 11 i ng way; then the 
induction of feelings in the recipient that are 



congruent with the projective fantasy by means of 
interpersonal interaction; and finally, the processing 
of the projection by the recipient (therapist) 
followed by the re-internalisation by the projector of 
the metabolised projection ti (p. 362). 

The area of study of the present research is the th ird phase of Ogden's 

conceptualisation, vis-a'-vis the process whereby the therapist contains 

(Bion 1962), processes (Ogden 1982) or metabolises (Langs 1982) the 

patient's projective identification. 

1.2. Need for the research 

The importance of projective identification as a theoretical construct and 

a practical clinical tool has developed concurrently with the rapid growth 

of psychoanalytic literature on countertransference within the past thirty 

years (Epstein and Feiner 1979a). Ogden (1982) speaks of the growing 

sense of importance and usefu 1 ness of the concept as a means of 

understanding the therapeutic process, while Bion (1961) views projective 

identification as the single most important form of interaction between the 

patient and therapist in individual therapy, as well as in groups of all 

types. Mirroring these views, Rosenfeld (1983) states that "In analytic 

work today the analysis of projective identification into the analyst and 

also into others in the patient's environment plays such an prominent part 

that we can no longer imagine how an analyst could work before 1946" 

(p.262). 

Langs (1978b) points to the therapeutic importance of projective 

identification when he states that "interactionally, one of the analyst's 

basic functions is to receive, contain, metabolise and interpret the 
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patient's projective identifications U (1981, p.222). A variety of authors 

(Adler and Rhine, 1988; Grotstein, 1981; Langs, 1976b; Malin and 

Grotstein, 1966; Ogden, 1982; Searles, 1963) suggest that the essential 

therapeutic factor is that of the therapist receiving the patient's 

projections, processing them and then making them available for re­

internalisation through the therapeutic interaction. 

According to Langs (1981) most studies of pathological projective 

ident ificat ion simply assume that the therapist adaptive ly contains and 

metabolises the projective identifications leading to interpretive 

"insight. Some notable exceptions to this trend (Grinberg, 1962; Bion, 

1962, Langs; 1976c) have shown that the process is not a simple one that 

occurs automatically, but that countertransference influences greatly 

effect the therapist's management of projective identifications and his 

containing functions. Gold (1983, p.280) states that the problem for the 

therapist is how to recognise, withstand and metabolise the patient's 

pathological projections without recourse to omnipotent pseudoanalytic 

interpretations. 

Ogden (1986) writes that the major foci in the literature have been on the 

unconscious projective fantasy and on the interpersonal pressure involved 

in projective identification, while not enough has been written on the 

phenomenology of the processing of projective identifications. The present 

study may be seen as a direct response to Ogden's appeal to fill this gap 

in the literature. 

1. 3. A im and method 

3 



The aim of the research is to accurately describe the therapist1s lived 

experience of successfully identifying, containing and processing the 

feelings, thoughts or fantasies evoked in him by the patient1s projective 

identifications. By providing thoroughgoing, experientially oriented 

research it is hoped to develop the beginnings of an empirical foundation 

for the understanding of what constitutes the therapist I s experience of 

this phenomenon. The necessity for such a foundation is underscored by 

Meissner (1987) who states that II ••• we are struggling with very complex 

phenomena with a very limited vocabulary with which to express and 

interpret our experiences" (p.196). 

In order to obtain a deeply reflective understanding of the phenomenon, 

while mainta"ining fidelity to the lived world, the method of choice is 

the empirical phenomenological method as described by Giorgi (1975, 1985), 

Kruger (1986, 1988) and Wertz (1983). Using carefully constructed 

questions, the researcher will interview long-term, psychoanalytically 

oriented therapists to gather eight suitable protocols. Four of the 

transcribed interviews will be explicated in full. The remaining four 

protocols will be used to clarify areas of uncertainty, in addition to 

providing any information that may not have been evident in the fully 

analysed protocols. 

The findings of the study will be dialogued with the existing literature 

on processing projective identifications. It is hoped that such a 

dialogue will lead to useful insights and developments, thereby adding to 

this rapidly emerging field of knowledge. Such information, which speaks 
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to the therapist's actual lived experience, 

considerable practical value to clinicians. 

1.4. Use of the term projective identification 

could prove to be of 

Grotstein (1981) states that the term projective identification is an 

amalgam of complicated concepts that can be confusing and difficult to 

comprehend. Kernberg (1987) shows how it has suffered the fate of other 

psychoanalytic concepts in that " •• its meaning has become blurred because 

it has been said to mean too many things to too many different people" 

(p.795), a point also noted by Moses (1987). Although essentially a 

psychoanalytic concept with Kleinian roots, projective identification is 

not unilaterally accepted within the psychoanalytic community, and has been 

the focus of many polemical debates. 

In order to improve the precision of the term a variety of alternatives 

have been suggested. Meissner (1987) states that the term projective 

i dent if i cat i on obscures more than it revea 1 s. He prefers to see the 

phenomenon as complex patterns of interaction, externalisation and 

internalisation. Similarly Sandler (1976) advocates the use of the term 

role responsiveness so as to emphasise the mult"iple cues given and 

received by both the therapist and patient during their exchanges with each 

other. Langs (1978a) suggests the term interactiona I projection to 

descri be the the effort by one person to place contents, processes and 

defences into another. Meltzer et.al. (1986) argue for the term intrusive 

identification so as to capture the essential motive of invasion of an 

alien personality as originally described by Klein, while Grotstein (1981) 
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suggests the a lternat ive projective dis identification, to capture the aim 

of the mechanism, 

with the self. 

which he sees as projection and severance of contact 

Sandler and Perlow (1987) and Joseph (1987) state that the one thing that 

stands out above the many polemical debates on projective identification is 

the considerable clinical value of the term. Similarly Langs (1978a) 

states that despite its drawbacks he continues II ••• to find the present 

delineation eminently useful for clinical conception, prediction and 

interpretat ion ll (p. 569). Sandler (1987b), however, stresses that one 

must remain aware that the projective identification and related concepts 

are metaphors and not concrete entities. 

For the purposes of the design of this study the existence of the 

phenomenon of projective identification wi 11 be taken as a given and the 

use of the term will be retained. However, having formulated the 

research questions a vigorous attempt will be made to remain as faithful to 

the data as possible, hence the use of the empirical phenomenological 

method. Although it is not within the scope of this study to consider 

issues such as accuracy or validity of the term projective identification, 

these issues will not be prematurely closed. It is hoped to present the 

data in such a manner that it is easily accessible for re-interpretation 

and re-conceptualisation from other theoretical perspectives. 

1.4.1. Projective identification, projection and countertransference 

Sandler (1987b) shows how the concept of projective identification is set 
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against 1I ••• a rather confused and confusing background of literature on 

various forms of internalisation and externalisation-imitation, 

identification, fantasies of incorporation, and many varieties of 

projection II (p.13). In an effort to avoid excessive terminological 

confusion this section briefly attempts to clarify the relationship between 

projective identification and two concepts with which it overlaps, i.e. 

projection and countertransference. 

Projection 

Klein (1946, 1952) conceptualised projective identification as a schizoid 

mechanism, which along with splitting, omnipotent denial, idealisation 

and introjection, is employed in the paranoid-schizoid position to defend 

against persecutory anxiety. Some theorists (Jaffe, 1968; Kernberg, 

1987; Thorner, 1955) suggest that in contrast, projection is a more 

mature form of defense, in which the intolerable experience is first 

repressed (neurotic defence) and then projected into the object. The 

projector then distances himself from the object to fortify the defensive 

effort. 

Another group of aufhors (Langs, 1978b; Ogden, 1979, 1982; Meissner, 

1980, 1981, 1987) distinguish between projection and projective 

identification, by relegating the former to an intrapsychic mechanism and 

conceiving of the latter as a transactional or interpersonal mechanism. 

They put forward the view that in pure projection, unl ike projective 

identification, there is little interpersonal pressure applied on the 

recipient to actualise the unconscious fantasy. 
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At the other end of the spectrum some authors (Malin and Grotstein, 1966; 

Grotstein, 1981) argue that attempts to distinguish between projection and 

projective identification are artificial. Grotstein (1981) puts forward 

the view that Klein's introduction of the term projective identification 

merely highlights Freud's (1920) earlier understanding that projection does 

not occur in a vacuum. 

One of the most comprehensive views, and the one that is adhered to in this 

study, comes from Ogden (1979) who says that; 

IIProjection and projective identification are viewed 
as representing two poles of a continuum of types of 
f antas i es of expu 1 s i on of aspects of the se 1 f wi th 
the former being seen as predominantly a one-person 
phenomenon involving a shift in self- and object­
representations; in contrast, the latter requires 
that one's projective fantasies impinge upon real 
external objects in a sequence of externalisation and 
interna 1 i sat ion" (p. 371) [emphases added]. 

Following Ogden (1982), unless specifically indicated, the term projection 

will be used in this study to refer to the fantasy of expelling a part of 

the self that is involved in the first phase of projective identification 

even though it is understood that this is not the same as a projection that 

occurs outside of the context of a projective identification. 

Countertransference 

Since its inception, the term countertransference has acquired a plethora 

of meanings and uses. Lap 1 anche and Ponta 1; s (1973) state that it is 

extremely difficult to propose a definition of countertransference because 
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for many authors the notion has taken on a very broad extension, at times 

even coming to connote all the phenomena which constitute the therapist's 

relationship with the patient. When countertransference is considered in 

relation to the act of processing projective identifications, problems 

encountered with terminological precision are compounded. Depending on 

orientation, authors may use the one term and exclude the other, however, 

there appears to be an increasing tendency to use the terms 

interchangeably. 

A review of the literature indicates that a useful distinction, albeit in 

slightly different forms, does appear consistently across numerous 

theoretical orientations. This distinction is evidenced in Winnicott's 

(1947) two terms subjective countertransference and objective 

countertransference. Subjective countertransference is seen as the 

therapist's own conflict-laden response, while objective 

countertransference is the therapist's feeling " ..• in reaction to the 

actual personality of the patient ..• " (p.70). Along similar lines Racker 

(1968) distinguishes between neurotic or complementary countertransference 

which originates autonomously in the therapist's psyche, and concordant 

countertransference which originates in response to the patient's psyche. 

The former is similar to Fordham's (1957) illusory and Diekmann's (1976) 

project ive countertransference, while the latter concurs with Fordham's 

;;;ynton ic and Diekmann's object ive countertransference. Gr i nberg (1979) 

makes a similar distinction between complementary countertransference, 

which he sees as corresponding to the therapist's own conflicts, and 

projective counteridentification, the process whereby the therapist "takes 

onto himself a reaction or a feeling which comes from the patient ll (p.234). 
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