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T W ELVE

Assessment and challenges 
of therapeutic engagement

All of us have a perceived self and an ideal self; the perceived self 
is how we view ourselves and the ideal self is how we wish we 
were. When these overlap, congruence occurs. It is impossible 

for these selves to overlap fully—we all have something about ourselves 
that we wish were different—but for most of us, the overlap is sufficient. 
When the distance is too great, it is called incongruence, a humanis-
tic psychology concept developed by Carl Rogers (1951). This can lead 
to discomfort, anxiety, stress, and frustration. Indeed, it’s worth noting 
that gender dysphoria has now changed to gender incongruence in the 
International Classification of Diagnosis 11.

Gender incongruence between mind and body

When a person states they are trans or complains of gender dysphoria, 
it is important to listen and investigate what is occurring for the indi-
vidual. The presentation and message from a patient can be very fixed 
and one-dimensional. Rather than the patient presenting a distressing 
psychological symptom, they more usually talk of feelings of detach-
ment from the body they were born in that is felt to contain unwanted 
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aspects of the self. For instance, the patient might act almost as if they 
are a customer who has been sold the wrong suit and is outraged at the 
reluctance of the shop to give them a new one. In this way, a complex 
psychological configuration in the mind is treated as if it were a concrete 
problem located in the body.

The unaddressed problem is, however, that although medical inter-
ventions may interfere with the body and block its sexual development 
or functioning, they cannot completely eradicate the patient’s natal 
gender. This can lead to a sense of persecution, as the body is a con-
stant reminder of the continued existence of the unwanted aspects of 
the self. This persecution is often projected into others whose position 
of neutrality and/or curiosity is experienced as forcing doubt into them 
and thus undermining their belief in transition as the solution to their 
psychological problems. This is also apparent in extreme reactions to 
“mispronouning” or “deadnaming” or other external reminders of their 
natal body such as a member of the public incorrectly recognising their 
chosen gender.

Individuals need help and support in coming to terms with who they 
are, including their natal sex, as part of the maturational process. How-
ever, patients often put enormous pressure on family, schools, and clini-
cal services to join with them in the belief that to transition to the “ideal” 
body, which they hope will eradicate unwanted aspects of who they are, 
is the only solution to their problems. When the family or clinical ser-
vice accept, without sufficient question, the individual’s assessment of 
the problem as being their natal sex, they are supporting the belief that 
psychic problems can be dealt with by interfering with the body’s func-
tioning. The patient acts as if they are convinced that a problem of self-
representation in the mind can be cured by concretely treating the body. 
The cost is that the individual is dissociated from their own body, treat-
ing it like a mannequin rather than a part of the self with anxieties, feel-
ings, and confusions. Incongruence is the psychological challenge we 
all face—we cannot be ideally perfect and must come to terms with our 
faults and limitations. However, transition is often sold to the mind as 
the solution to the individual’s problems, a way of triumphing over faults 
and limitations.

Clinicians need considerable experience and clinical maturity to 
be able to carry out thorough assessments. One needs to be able to 
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empathise deeply with the individual’s confusion, distress, and mental 
pain, yet maintain adequate separation in order to be able to resist the 
pressure to join the patient in their view that an active, medical (rather 
than psychological) intervention is the only solution. Part of the develop-
mental struggle of adolescence is to come to terms with our personality 
and our strengths, weaknesses, and limitations, including our natal sex 
and the different roles demanded of us in reproduction.

There are all sorts of anxieties attached to these activities and func-
tions of the body. However, as described in the chapter on adolescence, 
these biological realities seem to be largely ignored in transgender ser-
vices. The majority of young people prescribed puberty blockers go on 
to take cross-sex hormones, which ultimately have serious consequences 
for their adult life. Young people need an independent clinical service 
that has the long-term interests of the patient at heart. To some extent, 
this requires a capacity to stand up to pressure coming from various 
sources: from the young person, their family, peer groups, from online/
social networking pressures, and of course from highly politicised 
pro-trans groups.

Comorbidity and complex problems in young people

A patient presenting with rapid-onset gender dysphoria in adoles-
cence may be masking other mental health issues. There is a growing 
body of research which connects the development of gender dyspho-
ria with psychological factors (Bonfatto & Crasnow, 2018; Chew et al., 
2018; Dhejne et al., 2011; Donym, 2018; Patterson, 2018; Rustin, 2018; 
Withers, 2015, 2018). A group of parents whose children were treated 
at the GIDS wrote to the Tavistock Foundation Trust Board (Doward, 
2018) to report that although their children had no long history of gen-
der dysphoria, they had been on the autistic spectrum or suffered from 
social anxiety adjustment disorders. Their concerns were that the GID 
service in the United Kingdom was taking a superficial approach which 
was in danger of colluding with these young people’s beliefs that all their 
problems would be solved if only they could change gender. Parents 
also expressed concern that their young people were being indoctri-
nated by online advice aimed to help them evade a proper psychological 
examination.
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Disturbed states of mind often rely on primitive defences of the 
paranoid–schizoid position. This state of mind is particularly prone to 
ideas of magical solutions that involve the idea that you can eradicate an 
unwanted part of yourself through action. Clinicians need to be aware 
that the personality is dynamic, with all aspects of the individual oper-
ating in a dynamic relation to one another. So, for example, something 
called sexuality or identity should not be viewed as something com-
pletely separate to mental structure involved in autistic states of mind, 
or depression, or an eating disorder. The role of the assessment is to 
develop a holistic picture of the individual with the aim of understand-
ing how different parts of the personality interact.

John—a seven-year-old boy

John was referred to the clinical service for assessment. When the 
therapist went to pick up the family from the waiting room, she could 
hear a child running amok. Opening the waiting room door, she saw 
John running around in a manic state. The mother was asking John to 
calm down while the father sat motionless in his chair, uninvolved in 
what was happening around him.

The therapist introduced herself and said they would be meeting in 
a room upstairs. The boy immediately shot out of the waiting room and 
up the stairs as if he knew where he was going. The mother shouted after 
him to wait for everybody else. He ignored her. The boy started trying 
to open various therapy room doors, prompting the therapist to direct 
him to her room. John rushed into the room and started picking objects 
up from the desk, asking “What’s this?” and then rushing on to the next 
object without waiting for the answer.

The therapist gestured to the parents where to sit and the mother 
tried to get her son to sit next to her between her and her husband. John 
appeared to ignore his mother while continuing to move around the 
room. The therapist asked John if he could sit down and talk with them 
for a while. However, this seemed to have no discernible effect. All the 
while, he was continuously talking and saying things that were difficult 
to follow as he seemed to have a flight of ideas.

The therapist then directed her attention to the parents. The mother 
spoke at some length about John and the fact that he would never leave 
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her side and that he dressed up in her clothes and put on her make-up. 
Then he would quickly take it all off and repeat with another outfit. The 
mother said that most of the time John said he was a girl but every so 
often he would revert to being a boy. Meanwhile, John was travelling the 
room in a swivel chair, bashing into the furniture. John’s mother asked 
him in a resigned tone to stop but seemed unconcerned about the erratic 
behaviour of her son. John’s father hardly said a word or moved during 
the whole meeting and appeared to be depressed.

At one stage, John started to wheel himself on the therapist’s chair towards 
a partially open window and the therapist had to ask John quite forcibly to 
stay away from the window. The therapist was struck by the parents’ lack 
of control over their child. They seemed to accept his behaviour as normal.

The mother mentioned that she and John had slept in the same bed 
since his birth while the father slept in the spare room. The father made 
no indication of how he felt about this. The mother then told the thera-
pist that John had been school-refusing and social services were trying 
to help her get him to school. The therapist noted that the parents did 
not seem to be very concerned about John’s school refusal. The therapist 
concluded the meeting by saying she would be meeting with the clinical 
team and then she would come back to the family with a care plan.

Discussion of John’s presentation

We can see from this account that John is manic. He had a flight of 
ideas and cannot take anything in and is clearly in a disturbed state. 
It is important to assess the mental state of any young person as part of 
the assessment process. In the clinical team case discussion, the team 
decided that a child psychiatrist should see him as a next stage to try to 
assess, then treat his mania as a priority.

The next most striking aspect was the mother’s description of the 
problem of separating from John. She seemed to have no capacity to 
control his behaviour as he is everywhere and into everything: opening 
doors, looking into rooms, opening drawers, touching objects on the 
desk. It was as if he could not be excluded from anything and yet could 
not stay in one place for any length of time. The therapist observed a 
child who had to get into every space at every moment, but once John 
was in something, he immediately wanted to get out.
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Glasser (1979) described the “core complex” as a state where the child 
wants to be inside the mother because he finds the problems of separation 
difficult to manage, but once inside he feels their separate identity is threat-
ened. This is a restless state as the individual feels uncomfortable outside 
the object but then claustrophobic and trapped once inside the object.

John’s behaviour in the consultation seemed to fit this pattern, con-
tinually looking inside things, then continually moving on, as if he felt 
trapped. You could also argue that by getting dressed up in his mother’s 
clothes, he was getting right inside the mother but then quickly had to 
take them off again. It was as if he could not settle anywhere or with any-
thing. It was also evident that the mother seemed to encourage John’s 
dependence upon her. She did not seem to think that John sleeping in her 
bed was a problem, and she did not seem to show any concern about the 
father’s exclusion or John’s school refusal. It was clear that the authorities 
had raised this with the parents as a problem. Indeed, the mother seemed 
unconcerned about what her husband thought or his apparent low mood.

Was John avoiding separation anxiety by getting completely inside 
her identity? By becoming her, in phantasy, he could completely domi-
nate her. The fact that he still slept in her bed while the father slept in the 
spare bedroom showed the degree to which the mother was dominated 
by John. The father seemed wholly ostracised and appeared depressed. 
To this extent, he seemed unwilling or unable to intervene in helping 
John and his mother to separate. However, once John was inside his 
mother in fantasy, he would then feel trapped and declare that he was a 
boy as if to announce his separate identity from his mother.

The team took the view that in addition to John seeing the psychia-
trist they would also suggest that the family start in family therapy to 
address the issue of helping John and his mother separate so that he could 
develop a mind and life of his own. The therapy might also try to address 
the issue of the father’s absent profile as he seemed to accept his position 
of being pushed to the margin of the family, while John’s mania and sepa-
ration anxiety dominated the family environment in an unhelpful way. 
The mother’s inability to separate from her son could also be addressed. 
All of this would need to be done before any work on understanding the 
nature of John’s presentation as a “girl” if it persisted. The team thought 
John’s mother was involved in a folie à deux as she did nothing to encour-
age his ability to separate from her and at times seemed to enjoy aspects 
of his attachment to her when they were “girls together”.
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The wish to remove pain

Families and services may feel that they are being humane by trying to 
alleviate the individual’s distressing symptoms of gender dysphoria. But 
there is evidence that supporting the individual’s wishes to transition can 
exacerbate rather than alleviate psychic distress. Dagny (2019) wrote:

Ultimately, the opportunity to transition made my teenage dys-
phoria worse. This narrative told me that my hatred for my female 
body was justified—positive, even. It told me that the only way to 
feel better was to destroy my body—my female parts.

Staff working with children who are suffering from gender dysphoria 
obviously want to protect them from unnecessary pain and anxiety. 
However, pain and anxiety often provide an indication of an underly-
ing problem that needs attention, and we believe this is the case with 
gender dysphoria. It’s important to help children to assess their level of 
distress or discomfort. Children need to develop a capacity to notice 
pain and be helped to understand and process the experience as part of 
their learning about themselves. Children also need help differentiating 
the type, degree, and cause of pain and to be given some confidence that 
psychic pain can be both tolerated and understood. Parents and profes-
sionals are key in assisting any child with this process. Long-term prob-
lems arise when clinical staff feel forced into providing a quick solution 
to the patient’s distress before the underlying causes of the presenting 
symptom have been examined. For example, the over-prescription of 
opioids for the treatment of pain is recognised to cause long-term harm 
to patients because they become addicted to medication leading to death 
by overdose, as the opioid epidemic in the USA over the last decade or so 
has revealed. The current transgender treatment has physical and men-
tal long-term costs in terms of loss of sexual functioning and a lifelong 
need for medical interventions. Therefore, a thorough assessment of the 
underlying issues is critical, particularly in relation to young people.

Medicine also gets into trouble when its motive and raison d’être 
shifts from treating illness into providing ideal solutions to the problems 
of life. These promised solutions often come with hidden, unseen costs 
based on a belief that the facts of life can be overcome or ignored when 
they need to be accepted and faced.
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James was a twenty-five-year-old detransitioner who referred himself 
for therapy describing himself as “autogynephilic”, meaning he had a 
propensity to be sexually aroused by the thought of himself as a female 
(Blanchard, 1989). He complained that he had failed to establish any life 
of his own. He was born James, but transitioned in his late teens, liv-
ing as a trans woman called Janet for six years. However, his dysphoria 
continued after gender reassignment surgery (GRS). He also felt that he 
never really passed as a woman and consequently he decided to detran-
sition and reclaim his original name. He diagnosed himself as suffering 
from autogynephilia after reading about the condition. (We believe that 
in some cases, this male-to-female identification may have its roots in 
the unconscious desire to enter and possess the mother’s body, in phan-
tasy taking control of the woman’s sexual organs.)

James was brought up by his mother, who was a single parent. He went 
on to say that he had never known his father and that he remembered 
resenting any male partner his mother introduced. James laughed as 
he said that he believes he frightened any male partner off and that his 
mother gave up dating men on account of his jealous reaction. He was 
seen by a CAMHS (child and adolescent mental health service in the 
NHS) when he was eight or nine on account of his separation anxiety 
and ongoing school refusal. He had failed to sustain any long-term rela-
tionships with men or women and still lived with his mother. He said 
that he realised he was autogynephilic when he noticed becoming sexu-
ally excited whenever he wore women’s clothes and occupied women’s 
spaces. James described his mother as an insecure woman who was 
rather over-involved with him.

We can see how James and his mother lived in a folie à deux 
whereby separation from one another was hard to bear. Any indi-
vidual who came between them threatened their interdependency. I 
think James believed that neither party could bear any form of sepa-
ration, fearing that it would lead to some sort of mental collapse or 
fragmentation. Autogynephilia is an attempt to solve the psychic prob-
lem he has in establishing a separate identity from his mother. James 
believes he is only safe, and his mother is only safe, when in fantasy he 
is right inside his mother. This ability to get inside his mother is con-
cretely represented by wearing women’s clothes and entering female 
spaces; in doing either, he feels he can access them whenever he needs. 
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The sexualisation of the enactment gives him a powerful feeling of 
triumphing over his separation anxiety. He is no longer a little boy that 
can’t survive without relying upon a powerful mother figure. Instead, 
he is a powerful man who can get inside women whenever he wants. 
This is perhaps a different manner of entering a woman, which his 
father with an erect, potent penis, would have done to impregnate his 
mother, perhaps a phallic symbol James feels he could never com-
pete with. Thus, the oedipal situation is avoided as James occupies his 
mother and vice versa. The cost is that neither party is allowed to be 
separate and live their own lives.

Technical problems when words are experienced as action

The “misuse” of pronouns can feel traumatising to some trans-identified 
people as can deadnaming (i.e. using a person’s birth name rather than 
their new chosen name) and can produce extreme responses in both the 
individual who has been deadnamed but also from their “supporters” 
who often then vilify the person responsible. Of course, sometimes the 
deadnaming has been intentionally hurtful, but often it is a genuine mis-
take or slip.

Simone

Simone (previously known as Simon) was a twenty-six-year-old trans- 
identified woman who was being seen in a psychotherapy service. She 
was referred to the service for treatment of her depression and was 
pushing the service to agree her request for further surgery on mental 
health grounds. Simone also had a history of arguments with people in 
positions of authority and threatening them with complaints when they 
failed to comply with her wishes. She had previously had surgical opera-
tions to improve her feminine looks as she was preoccupied with pass-
ing as a woman. The service called a special meeting to discuss Simone’s 
case on account of the fact that she had verbally abused the receptionist, 
who had subsequently complained to the management that she wanted 
action taken against the patient. Simone accused the receptionist of 
deadnaming her by calling her “Simon” and wanted to take out a formal 
complaint against the service for her treatment.
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The descriptions of events by the two participants were very different. 
The receptionist said:

I called Simone to the reception desk and she completely lost the 
plot, saying that she was transgender and that I had deadnamed 
her and wished death on all transgenders. She was in a blind rage. 
She looked at me in disgust saying that I was a worthless temp 
and she was going to get me sacked. She went on to say that I was 
a terrorist and that I should go back to the country I came from.

In her meeting with the manager, Simone insisted that the reception-
ist had called her by her previous name and had done so because “This 
woman hates transgenders and wishes me dead.” Simone went on to tell 
the manager that the receptionist always looked down on her when-
ever she visited the clinical service. “That receptionist hates me and she 
deserved what she got.” When the manager mentioned that they had an 
anti-bullying policy, Simone became extremely angry and said she was 
going to write to the manager’s superior and complain about him too.

Case discussion

Simone is working very hard to maintain a picture of herself as being a 
female, evidenced in part through the many feminising surgeries. The 
team have no way of knowing what went on between the receptionist 
and Simone as there were no witnesses, and no way of knowing whether 
this is an accurate assessment of the way the receptionist looks at her or 
to what extent it is influenced by Simone’s sensitivity which has a para-
noid quality with her fear that people “see through” her appearance to 
the biological male. What is evident is that she believes the receptionist 
called her “Simon”, and on hearing that, she felt immediately assaulted 
and accused the receptionist of “hating all transgender people and want-
ing them dead”. This issue of deadnaming or mispronouncing touches 
on the fundamental issue of identity. Most of us construct our view of 
ourselves from a combination of how we experience ourselves to be, 
with how we are seen by others. “I always think of myself in this way, 
but my partner always tells me I’m like that.” In other words, identity is a 
dynamic construct which describes us in relation to others. This sort of 
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reflection demonstrates a capacity to tolerate the fact that we acknowl-
edge we have a certain view, but that others may see things somewhat 
differently. We don’t control the way we are seen; others come to their 
own conclusions. We may not always like the way we are seen or agree 
with it, but in a reflective state of mind it’s just a difference of opinion. 
In this account, Simone feels concretely threatened by the reception-
ist’s view of her, as if deadnaming literally threatens her existence. She 
then retaliates by attacking the receptionist’s identity: “You are a terror-
ist.” The other issue that comes across is the hierarchical structure of the 
relationship. Simone feels she is being demeaned and looked down on. 
In retaliation, she claims she could get the receptionist sacked and refers 
to the receptionist at one point as a “useless temp” as if Simone is the one 
with all the authority and power.

The belief that you can change sex and control the way you are 
seen is possibly related to powerful defences of denial and control. The 
unwanted self is viewed as the lowly temp who has no value, while at the 
same time Simone occupies the powerful position of someone who can 
get the lowly receptionist sacked. In this way Simone tries to evacuate 
unwanted and humiliating parts of herself into the receptionist, while 
creating a view of herself as being powerful and able to control people. 
Simone is dealing with the threat of the return of these unwanted pro-
jected parts of herself. We might understand how she wishes to project 
and triumph over these vulnerable feelings, but also that she is living in a 
world where she continually tries to convince herself and others that she 
is a natal woman. This is a persecuted state of mind that is always threat-
ening to break down as you can’t control the way you are seen. Simone 
may go into a paranoid state where she experiences the attacks through 
doubts in her own mind as coming from the outside world, hence her 
feeling that the receptionist is a terrorist threatening her life.

When words/names become an issue in the clinical setting it is help-
ful to explore and understand this with each individual, rather than 
unquestioningly affirming in order to avoid any disturbance of thought. 
Psychotherapeutic exploration provides an opportunity for the individ-
ual to understand what drives and motivates them. This can be difficult 
when words are no longer differentiated from actions as the patient can 
feel physically attacked by the therapist’s thinking and words. Due to the 
importance of their mental defences, the patient may also put intense 
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pressure on the therapist to accede to concrete solutions and requests. 
The therapist needs to anticipate the way their words will be heard and 
to demonstrate an empathetic understanding of the patient’s subjective 
experience, before offering another view of the patient’s unconscious 
communication at a symbolic level.

A psychotherapist presented the case of an eighteen-year-old girl 
called Denise, who was transitioning and wanted to be known as Greg. 
She started the session by angrily stating that her mother had dead-
named her by calling her Denise. “She knows what she is doing, and it 
just makes me furious.”

At this point, only a few seconds into the appointment, the clini-
cian has a dilemma which needs to be attended to. When names and 
words become concrete, it makes the process of exploration in consulta-
tions difficult, as words can be experienced as dangerous actions that 
threaten the individual, rather than an exchange of ideas. This is evident 
in some of the terms used to describe things in the trans community. For 
example, deadnaming may be experienced as an aggressive act. In the 
example above, Greg (formerly known as Denise) believes that her 
mother is deliberately assaulting her identity by using her given name. 
The therapist is now in a position of taking sides—the patient or her 
mother, Greg or Denise?

In many settings the professional may be faced with a forceful demand 
to call the transitioning young person by their new name, in place of 
their given/birth name. The patient may become extremely upset if the 
therapist refuses to comply or accidently uses the birth name, although 
alternatively, any immediate agreement to use the preferred name may 
mean the therapist has colluded with an attack on an aspect of the indi-
vidual’s personality. While we would not advocate getting into an upset-
ting conflict with the patient, we also do not believe that it is helpful 
for the person to eradicate their natal self or unwanted aspects of their 
personality. It is important in the clinical example above that the thera-
pist is able to “keep alive” the little girl Denise and learn more about 
her life and feelings as well as how “Greg” feels now and views things 
differently. We believe it is a mistake to go along with the idea that you 
can eradicate a hated part of the self. We believe the therapist’s stance is 
neither to agree nor to disagree if possible, but rather to investigate what 
the patient believes is wrong with “Denise”, and why becoming “Greg” 
will solve their problem.
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Managing the countertransference

The therapist has the task of trying to understand the young person’s 
psychic structure, accepting that many of the doubts, confusion, and 
anxieties may be projected into them with considerable effort put into 
ensuring that they stay there. A therapist can look for ways to comment 
on the absence of the person’s own doubts, anxieties, or conflicts. Also, 
it can be helpful, if the patient is felt ready for it, to sensitively com-
ment on the way projections seem to be residing in others. It is also 
important to understand the drives that keep the young person’s psy-
chic equilibrium in place and the huge anxieties that they are defending 
against. The therapist must understand that the individual may often 
think and experience interpretations in concrete ways. It is essential to 
try to understand the way the young person sees the therapist in the first 
instance, because this sort of “analyst-focused interpretation” might help 
support the young person’s view which in turn might slowly increase 
their capacity to reflect on their mental state. This is painstaking work, 
and the therapist is looking to contact the parts of the young person’s 
mind that are outside the psychic retreat. Perhaps there are parts of the 
young person that may be concerned about the direction of travel or 
remember something from their pre-solution state of mind.

Concrete solutions to psychic problems

An assessment should include a full discussion about the losses and risks 
involved in any active intervention that could interfere with biological 
functioning. The question of how in touch the individual is with the 
implications of this medical intervention should be a crucial dimension 
of the assessment. For example, if the individual has no concern at all 
about the prospect and outcomes of medical intervention, this lack of 
concern should be thought of as a symptom that needs to be investigated, 
rather than simply a positive indication of the patient’s motivation.

The concrete nature of communications is evident in the young per-
son who wishes to cure their mental distress through medical treatment 
of the body. The young person’s psychological problem has been con-
cretely projected into the body. Then there is a demand for the body 
to be medically altered, as if the change to the body can miraculously 
resolve a problem that exists in the mind.
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A fourteen-year-old girl called Samantha is referred to the gender 
identity service. The family doctor explains in the referral letter that she 
wants to start socially transitioning. Samantha arrives at the consultation 
with a short haircut, dressed in jeans and wearing Doc Martin boots. She 
also appears clinically obese.

At the start of the consultation, Samantha says that she wants to 
change her name to Justin and move from her girls’ school to a boys’ 
school. After several consultations, it becomes apparent that Samantha 
associates her sensitivity with being female and sees objectivity with 
being male. The therapist’s dynamic formulation is that Samantha’s 
“ideal” self is a hard, masculine figure that always seemed to be objective 
and that she despises emotional “sensitivity” and female figures.

The family therapist reported that in response to Samantha’s request 
to transition, her father appeared to be calm and rational, but her 
mother was extremely upset. It also became clear that Samantha rather 
admired her father but seemed to despise her mother. Indeed, the 
family therapist commented on the way Samantha would pull away 
from her mother whenever she tried to make emotional contact with 
her daughter. Samantha’s mother had become upset when talking about 
how Samantha used to play with dolls and seemed to be happy being a 
girl. She said that she felt as if she had lost her daughter. At this point in 
the session, Samantha looked daggers at her mother as if she hated to be 
reminded of the way her mother saw her as a little girl.

Over time in the individual therapy, it became evident that Saman-
tha associated her given name with a weak little girl who became upset 
when she was teased by other girls for being overweight. She saw Justin 
as a strong, powerful man who was unaffected by feelings.

Social stereotypes of the oversensitive, emotional woman and the 
calm, rational man are reflected in Samantha’s psychic structure. She 
idealises her father’s “rational” objective thinking while despising and 
pushing away her mother’s “emotionality”. Thus, a rigid stereotype of 
masculine objectivity is something she powerfully wishes to identify 
with, while distancing herself from any unwanted emotions which she 
identifies with femininity. The wish to change her name is a way of add-
ing external support to the existing internal split.

In the case of Samantha, we can see that she distances herself from her 
feelings of sensitivity at being teased or being overweight. She cannot bear 
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her feelings of upset associated with the idea that she is overweight, as they 
threaten to overwhelm her ego with depressive feelings associated with 
the loss of the ideal view of herself. To defend the ego, she detaches herself 
from her body which she blames for “letting her down” and locates all her 
unwanted feelings of hurt in her “weak” feminine body. At the same time, 
she retreats into a “masculine” objective mind. In this way, she retreats from 
the depressive position where psychological suffering involves facing the 
pain of the loss of the ideal, into a split between an idealised logical mind 
and a hated emotional body. This split is evidence of paranoid–schizoid 
functioning. (N.B. Paranoid–schizoid thinking is a transient state of mind 
which is primitive but normal and not to be confused with a psychiatric 
diagnosis of paranoid schizophrenia.) You could postulate that the physi-
cal frame of a hard man represents a body armour that is seen as protect-
ing a fragile internal state.

The role of the defensive structure

The therapist needs to understand the role that the defensive structures 
play in supporting the ego and managing anxiety, before pointing out 
the cost of the defences. The fact is that human beings are complicated, 
and our problems are usually multidimensional. The solutions to our 
problems usually involve separating things and looking at an issue from 
different points of view, encouraging an open mind, displaying curiosity 
and a desire to explore things. However, this exploratory stance can be 
experienced as very disturbing or offensive to gender dysphoric patients. 
This is because it threatens to undermine their internal defences and 
belief system, which they rely upon to protect them from overwhelming 
feelings of anxiety and guilt.

Fixed states of mind

Two of the current diagnostic criteria for gender dysphoria are the dem-
onstration of persistence and consistence in the patient’s gender identity, 
but we strongly question the value of these diagnostic symptoms when 
forming a care plan for a young person. Many young people who pres-
ent at gender clinics appear to be frozen in their current preoccupations, 
with any natural doubts and anxieties about their wishes for transition 
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absent and projected into those around them. This conviction is often 
used as part of the diagnostic criteria for proceeding with concrete medi-
cal interventions, rather simplistically accepting that the absence of anx-
iety or doubt in the young person’s mind is clear evidence of the need to 
transition. Anxiety and doubt about decisions which have far-reaching 
consequences would be very appropriate emotional responses as part of 
a decision-making process, especially when it could set someone on a 
path to permanently altering their physical body and adversely affecting 
their sexual life, their potential fertility, and their general medical health.

After unconsciously projecting their doubts and confusions into the 
“grown-ups” or professionals, the young person often watches to see what 
impact their presentation has upon those around them. This is in order 
to ensure that the concealed confusion, doubt, or anxiety has been iden-
tified in the listener and that the projection has successfully got through. 
When the therapist prematurely projects back into the young person, it 
can produce an explosive reaction, as the young person feels that what 
they projected into the therapist for safekeeping is re-projected, in a 
way that seriously disturbs the young person’s psychic equilibrium. The 
therapist needs to be supported in thinking about this mode of commu-
nication better to understand their reactions. It is not that the therapist 
should be a model of calm and tranquillity, for example when the patient 
is demanding a mastectomy or penectomy, but more about understand-
ing that reacting to a concerning psychic provocation with equal force 
and re-projecting this is unlikely to produce the required therapeutic 
results. This is because everyone needs to have their defensive structures 
respected. The therapist needs to check their own impatience for change 
and wait for the appropriate moment to test the patient’s readiness for an 
attempt to pierce their psychic defences.

Splitting off sexuality

Children and adolescents have all sorts of phantasies and anxieties about 
the mechanics of sex and sexual roles. These desires and conflicts touch 
on infantile fears of being invaded or invading, being overpowered or 
being powerful. We have heard from staff, ex-patients, and parents who 
have been recently involved with gender specialist services that the 
assessment process with gender dysphoric young people does not pay 
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much attention to the importance of sex and reproduction. Transitioning 
involves placing a block on the development of sexuality. It is odd, then, 
to think that sexual phantasies and preoccupations are not discussed as 
part of the assessment process. Of course, when working with younger 
age groups, this has to be carefully managed and age-appropriate, but 
it is essential to explore the person’s fears and phantasies about sex and 
sexual orientation. Understanding the areas of difficulty might avoid 
altogether the need for medical treatments such as hormone blockers, 
which are designed to prevent the development of sexual characteristics. 
It is easy to understand why a young person who is in tremendous con-
flict regarding their sexual development might report “improvement” in 
their feelings of distress or dysphoria, because any sexual development 
literally gets blocked. But people need to come to terms with their sex-
ual selves and therefore, rather than joining the anxious adolescent in a 
belief that the whole area should be avoided or stopped, using hormone 
blockers, it helps if a therapist can support the person to begin to think 
about their fears and anxieties.

In our experience it is not possible to assess a young person’s capacity 
to make an informed consent to medical treatments that will seriously 
affect their future adult lives. A young person cannot be expected fully 
to understand or consider the way their current thinking may be affected 
by family dynamics, their developmental anxieties, and experiences and 
traumas from the past, as well as other complexities around mental health 
and cognitive functioning. This work can certainly not be achieved in a 
few assessment meetings and requires the professional to work sensitively 
with the young person over a long period of time. (Furthermore, at the 
time of writing, it is true to say that the field of gender identity medicine 
has insufficient gold standard research or evidence base of outcomes to 
afford any clinician to request or expect the child to give an informed 
consent to medical interventions. The professionals are inadequately 
informed themselves and cannot provide the patients and their parents 
with sufficient prediction of risk—but that is for another book.)

Split states of mind

Double bookkeeping is another important issue when trying to under-
stand the psychic organisation. Although the young person may maintain 
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a belief that they need to transition, this may not have been thought 
about in relation to the losses or cost of transitioning. The therapist is 
attempting to bring in different aspects of the patient’s personality. This 
can often be represented through the patient’s wish to change names or 
change schools. While conflicts with the young person over what they 
are called may be unproductive, the therapist must keep in mind the 
natal sex and identity of the individual. For example, if the young person 
wants to change their name from Joanne to John, the therapist should 
try to keep in mind what Joanne represents and why she is felt to be so 
unwanted or disliked. The little girl Joanne has existed thus far and is 
important, so her body and identity need to be considered and kept in 
mind. Attempts to eradicate unwanted aspects of the self are universally 
employed by all humans, but it is not really possible as discarded parts of 
the self tend to re-emerge, particularly when the ego is under pressure.

Mental health is based on an ability to integrate various aspects of the 
self, while differentiating between psychotic and non-psychotic forms of 
thought. We may not be able entirely to eradicate our omnipotent phan-
tasies, but it is helpful if one can recognise the difference between reality-
based thought and wishful thinking. Many detransitioners report that at 
some (more hidden) level of their mind, they knew they had doubts that 
might contradict their beliefs and ideas about transition, but they reflect 
that they needed an adult to address this split-off aspect of their mind 
and to point out their double bookkeeping in order to allow that part of 
themselves to be given permission to emerge. This is the therapeutic task 
as the therapist identifies and supports silent and hidden aspects of the 
self that are anxious about the implications of transition.

The movement between fluid and rigid states of mind

In our clinical experience, the young person goes through often long 
phases of maintaining their fixed belief (that they need to transition) 
while occasionally opening up and exploring their feelings in the therapy, 
but this is usually followed by a retreat into a fixed state of mind. At these 
times, the therapist must try to respect the defences and wait for the 
patient to re-emerge. The grievances in relation to parental figures will 
emerge in the transference relationship, and the therapist will be asked 
to tolerate quite a bit of provocation, as their work with the individual 
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is continually attacked and undermined by parts of the patient’s mind 
determined to keep a grip on the current defensive solutions. It is help-
ful if the therapist can see the hatred or anger involved in these attacks 
as a developmental step. We need to appreciate them as evidence of the 
young person’s desperate wish to keep their defensive psychic structure.

Many young people develop gender dysphoria as a symptom, in 
response to an emotional crisis or breakdown. This crisis usually occurs, 
as we have suggested, on the cusp of the depressive position, as the 
young person starts to integrate their experience, and fears of depressive 
guilt or collapse confront them. In many of the clinical cases presented 
in this book, there is an inability to fully attack the parents for their fail-
ings due to perceived fragilities in the parents, or due to the extent of the 
rage in the young person. The idea of transitioning may take the place of 
other sorts of psychological transition as a young person moves from the 
paranoid–schizoid into the depressive position, or from childhood to 
adulthood, or from pre-oedipal stages into the oedipal conflict. The role 
these developmental challenges pose to the person need to be explored 
and understood.

It should be remembered that any movement or interest in develop-
ment in the therapy can provoke a negative therapeutic reaction as the 
patient believes their development threatens their need for support and 
treatment (Riviere, 1936). A negative therapeutic reaction can some-
times lead to a disruption or even a premature end of the therapy. How-
ever, accounts from detransitioners sometimes evidence that it can be 
that in these dramatic or angry episodes “a seed is sown” and this allows 
an ongoing positive therapeutic effect, where the person takes up the 
thinking they have started with the therapist, even after the therapy has 
ended apparently badly. This can actually be an after-effect of any psy-
chological therapy where change continues after the ending.

Grievances towards parents

Most of us harbour grievances towards our parents for failing to provide 
us with the ideal mind, body, and/or environment. These grievances are 
often based on the belief that we would have been in a much better posi-
tion to deal with life if only our parents had not, for example, favoured 
our younger sibling or given us large ears. Grievances towards parents 
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who bequeathed their genetic inheritance and so failed to provide their 
child with the ideal self that could master painful psychic states need 
to be explored and understood. John Steiner, in a paper entitled “Time 
and the Garden of Eden Illusion” (2018), describes a phantasy of the 
individual returning to an illusory ideal relationship with the mother. 
This is often connected with an ideal time, place, or relationship in the 
patient’s life before things went wrong. The grievance with trans patients 
is often expressed through the demand to change their given name as 
well as their given gender. Indeed, there are often conflicts over the use 
of names and extreme sensitivities to deadnaming and mispronouning. 
Changing the name chosen by the parents represents an unconscious 
complaint against them. They not only gave their child the “wrong 
body” but also gave them the wrong name. This represents a wish to 
kill off the individual created by the parents, creating instead someone 
who has chosen their own name and their own gender. This might be an 
expression of an underlying grievance against the parents for failing to 
give them the ideal self they believed they are entitled to.

This issue often becomes a sensitive one during the assessment as 
the young person insists on being called by their new name while the 
parents, or just one of the parents, may desist from this. The therapist is 
immediately under pressure to endorse the new identity. If they choose 
to resist, they are believed to be difficult and antagonistic; if they go 
along with the demand, they are thought to be endorsing the idea that 
the young person can change their identity and succeed in getting rid of 
their old self which is imbued with all their faultiness and damage.

In many ways, the therapist must find a means of relating that avoids 
unhelpful confrontations without colluding in an unhelpful manner. 
Indeed, we take the view that people can change their name, but they 
cannot get rid of the person they were. You can do surgery on the body, 
but it is mistaken to try to surgically remove a part of the personality. 
Psychological maturity and mental health are based on an ability to tol-
erate different aspects of the personality and intolerance does not help 
psychic integration. As part of the assessment consultation, it is help-
ful to try to understand what problems the patient had with their given 
name and what aspects of their personality they were wanting to try to 
get rid of by transitioning and what ideas they have of whom they are 
going to become. For example, what do they associate with their natal 
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name and sex, and what do they hope will be achieved by acquiring the 
new name and gender?

We suspect that in many cases, thoughts of transitioning relate to 
these powerful phantasies of returning to an ideal state where the indi-
vidual believes they will be protected from unmanageable feelings such 
as humiliation and shame. When the medical intervention fails to pro-
vide the ideal state the individual is seeking, it will inevitably bring dis-
illusionment, self-hatred, and despair. The transition is viewed as an 
antidepressant, whereas detransitioners say in hindsight that they were 
using the idea of transitioning in order to get away from something in 
themselves or in their lives.

The importance of supervision

The power of the projective process is likely to have a noticeable impact 
on the professionals working with gender dysphoric people, since they 
can expect to have confusion and doubts projected into them which 
will then be dismissed by the patient as being irrelevant. Psychoanalytic 
supervision is an essential support for any clinical work, as the resistances 
are likely to provoke unhelpful, and at times, toxic reactions between 
the patient and the therapist. Supervision can turn a dyadic situation of 
projective gridlock into a triadic one where the supervisor offers a third 
perspective, thus throwing light on the misunderstandings and inevi-
table enactments taking place between therapist and patient. This can be 
particularly important when the therapist’s thinking is captured by the 
patient’s narrative and there is a collusion between the patient’s wish to 
deny their own doubts and anxieties and the therapist’s fear of disrupt-
ing a positive therapeutic relationship.

Conclusion

A thorough general assessment should aim to establish a picture of the 
young person’s personality, family dynamics, cognitive deficits, and 
possible psychiatric disorders. Then an extended psychotherapeutic 
approach should assess and attempt to understand the meaning of the 
patient’s presentation. Importantly, this includes an understanding of the 
family and social context in which the gender incongruence has emerged. 
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It involves an appreciation for the less conscious factors that underlie 
gender identity. This difficult psychological work can feel threatening, as 
it challenges the individual’s often strongly held conviction that only a 
change in sexual identity can bring them the relief they need. Much later, 
the assessment should examine the issue of informed consent.

The fantasy that the body can be changed and sculpted as a way of 
being rid of profound psychological problems needs to come under 
much closer scrutiny. There is a great reluctance even to consider that 
the difficulties can be understood, at least sometimes, through the lens 
of body dysmorphia, where the individual becomes obsessed with a 
perceived physical flaw. Many children who are drawn to the idea of 
transition have a fragile ego structure that threatens to fragment if 
overwhelmed by psychic pain. And, like other individuals, they can 
experience daydreams in the vein of “If only I were …” to help manage 
the emotional struggles of day-to-day life. A trans-identifying child can 
become more fixated and invested in the daydream idea, and it becomes 
a belief that if only they could transition, all their problems would be 
resolved. Plastic surgeons are very familiar with patients who seek sur-
geries in order to erase or manage a psychological difficulty, and the 
ethical among them refer these patients to psychiatrists. Rapid medi-
cal and surgical interventions in those with gender dysphoria will leave 
any underlying problems completely unaddressed. Surgical interven-
tions cannot remove all evidence of natal sex—which remains as a con-
stant, and often persecutory, reminder of the continued existence of any 
unwanted aspect of the self.

Young people need help and support in coming to terms with who 
they are, as part of the maturational process. However, gender dysphoric 
patients often put enormous pressure on family, schools, and clinical 
services to join with them in the belief that to transition to the “ideal” 
body is the only solution to their problems. When the family or clini-
cal service accepts this, often without sufficient exploration, the patient 
receives confirmation that their mind’s problem of self-representation 
can be cured by concretely treating the body. The cost is that the indi-
vidual is dissociated from their own body, treating it like a mannequin 
rather than a part of the whole self. Arguments made about encourag-
ing the young person to discover their “authentic self ” and demanding 
“the human rights of the young person” deny the dynamic and  changing 
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nature of human development. Children and young people’s identity 
and their sexual attractions have the potential to change as they mature.

Whatever decisions are made regarding medical treatment, a thor-
ough psychotherapeutic and psychiatric assessment is essential to be 
able to help vulnerable young people, their families, and their clinical 
teams make informed decisions. It is a process of opening a dialogue 
with the individual about their motive, beliefs, the issues they are 
struggling with—and, crucially, trying to understand the complex role 
of gender identity in their more global functioning. A clinician has a 
duty to protect, and this cannot be honoured without a thorough under-
standing of who the young person is and how they arrived at the place 
where they are.

Young people who present with gender dysphoria are looking for a 
powerful intervention because they have encountered a developmental 
hurdle or trauma that threatens to cause a psychic catastrophe. They want 
to be free from this and become convinced that transition will provide a 
solution to the problems associated with life. We all struggle to manage 
loss, jealousy, feelings of sadness, anger, depression, feeling inadequate, 
anxiety about aggression, and envy. We all need psychic defences that 
protect us from these feelings when they threaten to overwhelm us. In 
the end, all of us make compromises in terms of the way we try to deal 
with the facts of life and the problems they bring. However, these psy-
chic compromises have unseen, long-term costs when individuals pres-
ent with very fixed ideas about the “problem” and the “solution”.

Therapists also need to support the part of the patients that may be 
denied or projected into others who voice concerns and doubts about 
the wish to transition. They need to see behind fixed states of mind 
to underlying conflicts, doubts, and anxieties. The therapeutic pro-
cess involves bringing these concerns into the picture so that they can 
be thought about and the different aspects of the patient’s personality 
understood.

Throughout our careers in mental health care we have been familiar 
with this type of clinical presentation; depressed patients feel worthless 
and suicidal; anorexics feel too fat and starve themselves; obsessional 
patients perform their rituals repetitively before other interactions. 
We need to show both empathy and understanding of the men-
tal defences while also making objective assessments of the patient’s 
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difficulties. In our opinion this must also apply to patients seeking gen-
der transition.

Patients with gender dysphoria need services that are protected 
from political activism; the professionals involved need to be able to 
work in an environment that is protected from political intrusion. 
A rigid “one size fits all” affirmative approach is unhelpful and poten-
tially harmful. The rapidly expanding and poorly understood area 
of gender dysphoria in young people requires new approaches and a 
model to ensure a more clinically rigorous, balanced, and ethical treat-
ment for this complex area. The enquiry also needs to be widened to 
include societal and political factors and this should be holistic and 
multidimensional.

We have not attempted to address all of this here and we hope that 
more expertise will develop in these other areas.

We are not saying our model is the only one to consider and we are 
sure we have not covered everything. What we reiterate is that treat-
ments for people experiencing gender dysphoria need to be evidence-
based on long-term, high-standard research studies and provide an 
independent and thorough examination of all treatment outcomes. The 
ordinary ethical standards of good practice need to be restored to this 
clinical area because our duty is first and foremost to “do no harm”. We 
hope that, in time, some aspects of this book, connected with the current 
trends of the unquestioning affirmation model and the push towards 
medicalised treatments, will become outdated. We sincerely hope the 
ideas that we have offered might continue to be a helpful addition as a 
model for thoughtfulness and understanding for a person who expresses 
gender incongruence.
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