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And as imagination bodies forth
The forms of things unknown, the poet’s pen
Turns them to shapes and gives to airy nothing
A local habitation and a name


—William Shakespeare, A Midsummer Night’s Dream
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Preamble to the foreword


Ron Britton was one of the foremost psychoanalytic thinkers of his generation. Trained at the Tavistock Clinic, he became a training analyst and later served as President of the British Psychoanalytical Society. His books, in particular Belief and Imagination and Sex, Death, and the Superego, along with a series of influential papers, helped to shape how analysts understand borderline states, psychotic anxieties, and the dynamics of belief. His international influence was significant, but what stood out in my own encounters with him was the combination of originality, curiosity, and presence with which he engaged others.


I asked Ron to endorse the book my wife, Susan, and I co-wrote, Gender Dysphoria: A Therapeutic Model for Working with Children, Adolescents, and Young Adults. The subject at that time was highly contentious, but he agreed without hesitation and even offered to organise a book launch. Later, when we asked him to write a preface, he agreed immediately. His response reflected his conviction that clinical work should confront difficult realities rather than avoid them.


A recurring theme in Ron’s work was the distinction between two uses of thought. One develops frameworks that enable painful dilemmas to be confronted and understood. The other employs belief systems to defend against reality by simplifying or denying it. He supported our



first book because he saw it as an effort to engage with and explore painful aspects of reality rather than deny them.


Ron generally viewed painful dilemmas as a natural part of being human. His starting point was always: Where is the patient, and what are they struggling with? His approach was grounded in the patient’s lived experience, seen through his own perspective but without imposing it. He remained attentive and curious, consistently interested in the other while recognising how his own experience shaped the encounter.


Regarding my new book, Identity and the Foundational Myth, it seemed fitting to ask him once more to write the preface. By that time, writing had become challenging for him, so we agreed that I would conduct interviews, record our meetings, and produce a transcript. These conversations were fascinating and covered his personal background, his time at the Tavistock, and his reflections on psychoanalysis, theology, philosophy, and neurology.


Ron was an original thinker. His paper “The missing link” remains, in my view, one of the most significant contributions to psychoanalysis, particularly in its account of borderline states. His ideas about triangular space and the internal parental couple changed the analytic frame, demonstrating how a third element is essential for creative thought and ego development.


In my clinical work, I have often observed the absence of this triangular space. Without it, the ability to imagine, symbolise, or think flexibly is greatly restricted. Instead of relying on fantasy or thought to navigate conflict, many individuals resort to concrete solutions, often focused on the body, to ease internal tension. Ron’s explanation of triangular space has been central to my understanding of these mental states and to the work described in this book.


His view that the child’s exclusion from the parental couple creates a space for imagination is also highly relevant. Many of the young people I see lack such a space. They struggle to think about themselves in an abstract way, to integrate different aspects of mind and body, or to tolerate different parts of themselves. The expansion of the two-person relationship into a triangular one often leaves them feeling persecuted by ideals they believe they cannot meet. They seek an imagined door out of the mind and body in which they feel trapped. Ron insisted that the analyst should not provide such a door but should try to understand



how the young person’s mind is working. If the analyst appears to claim greater knowledge of who they are, the patient is likely to feel invalidated and withdraw.


Many colleagues knew Ron better than I did, but I, too, saw what they described: his creativity, warmth, and generosity. He consistently demonstrated the ability to pay close attention to others, including their backgrounds, cultures, religions, and histories, which shaped their beliefs. I was left thinking afterwards that this kind of attention reflects a function and aim of the life instinct.


The following Foreword brings together the conversations between Ron and I recorded during the last weeks of his life. It showcases both his ideas and the disciplined focus that made him such a distinctive and important figure in psychoanalysis.















Preface


We all, as human beings, have some sense of who we are. We can represent ourselves to ourselves in the typical way humans can reflect on matters within and without. It would seem we are all born with an innate ability to sense our own existence. But the special characteristics of that unique being are acquired from the word “go”. The very earliest hints to who we are get woven together under the personal and cultural pressures of our context comprising our family and the society.


This book is a remarkable account of what can go wrong to impoverish our sense of being a person, of being an adequate person. It explores the tragic influence of the context that embraces us from the beginning. I have been privileged to see the progress of Marcus Evans’ thinking on these underlying strands of stress, and the ensuing search for a sense of identity and self thereafter. Solutions of some kind emerge at an early age, before maturity. And as the author points out, those solutions are reached, with the help or hindrance, of parents and others who can helpfully grasp a little of the developmental stresses or alternatively those who form a context that cannot support or empathise sufficiently well for the developing young.




Marcus Evans has not debated general and hypothetical issues, such as the unevidenced biological surmise that physical and chemical influences in the body determine decisively the gender identity. Rather, he has, with patience, taken a detailed practical approach. To study the actual influences on each unique person takes time, practice, and ingenuity. The practice of unrushed psychotherapy with those who are willing provides the opportunity to come close to the implicit and unconscious struggles that beset us from our earliest stages. Generalisations come more slowly from this practice but have a greater certainty than hypothesising the unknown physiological causes.


It is adolescence when these beginner issues from infancy reopen again in a very different context of others, and we become exposed to group attitudes and pressures (including the vagaries of the social media). Nevertheless, it is explicitly demonstrated in this work that it is a reopening. It is not a new developmental struggle. The context of colleagues of the same generation provide new pressures on the old struggles to compose a self. It is at this stage that the work of psychotherapy applies its microscope, peering as if back in time into the early reaches of the universe. But this time into the early reaches of the existential becoming of the self.


Evans picks up on the foundational “myth” of the self in relation to its existential context. It is in this case not Oedipus exactly, though Oedipus too was caught in an existential context in which his parents struggled (and failed) to accept his existence. As we look at the cases presented, one can see how the foundational myth is about the willingness (or otherwise) of the family and maybe society to acknowledge the self of the new individual. As Evans puts it in his introduction, “Questions like, ‘Was I wanted?’ or ‘Was I a mistake?’ can form part of a foundational myth that influences self-perception and worldview.” The successful establishment of a sense of oneself can only occur if there are satisfactory answers felt by the infant. Such issues are almost certainly not known cognitively by a baby—and only when reopened in adolescence and therapy. For the infant they are communicated in nursing and handling, in the sounds and lullabies, and in the now-understood imitative conversations of babies with their intimate carers. It is of great importance that we should become familiar with these foundational issues in our own development, in that of our children and of all young people. It is an



issue that pervades life ever-after; that implicit existential awareness, “Am I wanted by my parents for the person I am, whatever that is; or is it for some distant and alien purpose of my parents; or even a mistake on their part.”


The slowness of accumulating evidence of these issues and struggles, as well as the uniqueness of individuals and the history of their experiences, contributes to the opportunity for debates in wider society, debates about binary normality and diversity. These more generalised social debates about gender that have to await corroborating evidence from the work of psychotherapists have already reached furnace-like intensity. Such often-vituperative intensity can only be an echo of the viciousness of the internal debates and jealousies, and the envy reflected from the early years. The sophisticated psychological and political debate is the echo of the violence of the internal struggles to confront and live with the generative parents, whatever gender they are seen to have. That internal wrangling will in those early days disorganise the sense of self and often lead to inconsistency in behaviour, emotions, and experiences. And in later life beyond adolescence, the deep and non-cognitive struggles we harbour from our early days emerge in these bitterly argued and cognitive disputes.


Remarkably, the approach demonstrated in this book, however, is one of calmness in the face of the troubled persons’ struggles and often self-harming (even mutilating) behaviour. The reflectiveness that calm brings allows a mental space to reconsider the desperateness of the non-mental bodily urges and the torturing uncertainties. Gender points directly to the need to connect in relations with other persons. A gender exists only in relation to others’ genders. They may be collegial relations with a similar or congruent gender or they may be a complementary relationship of a sexual nature. These intimacies with colleagues and with sexual partners preoccupy us all our lives. Meeting with the calm reflectiveness mirrored in this book, and in the debates I engaged in when Marcus showed me pieces of his chapters, showed the importance of the approach. It is the mental aspects of sexual needs that run parallel or may even underlie the hormonal and physiological grounding that need exposing and putting carefully into non-provocative words.


Unfortunately, the correlation between mind and body is often simplified mistakenly. And we have hardly even begun to understand



how the experiences and meanings of the mind can emerge from the deterministic causality of the physical brain. This is not the preoccupation of psychotherapists. It is merely a handicap we have had to pick up from the inadequacy of philosophers to deal convincingly with the mind–brain problem!


Perhaps we are left with the uncomfortable question of why there are so many more young people struggling with a dysphoria in recent years. Is it that our society (in the West, I presume) is less and less good at providing the advantageous context of a healthy family? Or, is it that current trends in society encourage this way of expressing the troubles of development? The newness of the confused, challenged, or “trans” gender identities may just be a sexualisation of familiar old identity problems which in the past were expressed as other symptoms such as depression, or hooliganism, or frank criminality. Or are we seeing both these factors—an increase in identity problems from inadequate care in infancy, and the newer sexualised expression of these problems—interacting together?


R. D. Hinshelwood
Professor Emeritus of Psychoanalytic Studies at the University of Essex













Foreword


The third position: Identity, reflection, and the challenge of thinking


A conversation between Ron Britton and Marcus Evans


Marcus: When Susan Evans and I meet some of these children and young people, one of the first things that strikes one is how fixed they are in their view of themselves in relation to the rest of the world, and that it is sometimes difficult to support them to consider there might be alternative ways of thinking about themselves. This aligns closely with your ideas about the lack of symbolic thinking, the inability to free-associate, and how, in a certain way, they have adopted a certainty about themselves as a protective structure. Could you explain how this clinical experience relates to your ideas about the lack of internal triangulation?


Ron: The model I have of the development of the ego begins with the sense of mind and brain. The brain gives rise to the mind, but what emerges is more than a neurological process—it is a psychological self that exists within a world of relationships. If we add to that our idea of the self as always experienced from the beginning in relation to that which is not the self—what we might call the “other”—then we begin to see identity as inherently relational. In natural development, the self is not constructed in isolation, but in relationship with another. From the



outset, the self reaches towards the other and towards a sense of how it is perceived in the eye of the other.


In “The prelude”, Wordsworth describes an ideal early object relationship in a passage on infancy in which the baby, at the breast, “doth gather passion from her Mother’s eye”. This poetic image captures something fundamental: the infant experiences themselves as being brought into being through the mother’s gaze. In this remarkable vision of early psychic development, Wordsworth anticipates much of what Melanie Klein (Klein, 1975) would later propose, particularly the idea that the disparate parts of the infant’s internal world begin to cohere as they are reflected, held, and brought together by the mother’s gaze.


Even in a less-than-ideal initial object relationship, there may be a sufficient approximation of this mirroring to give the infant a workable sense of self. That is, there may still be enough alignment, whether real or imagined, between how the infant perceives themselves and how they imagine they are perceived by the other, to allow for a relatively integrated ego to form.


Marcus: One of the other things we encounter, related to what you’re saying, is this sensitivity to the way the therapist views them. They feel quite assaulted if there isn’t an immediate alignment between their self-perception and how others see them. They also often appear to be detached from the experience you describe as emanating from the body.


Ron: We take it, as I think we must, that the brain makes the mind. But once the mind has come into being—once it forms a view of the self within a world of others—this mental representation of self may or may not remain in harmony with the embodied experience of the self generated by the brain. When it does, there is coherence. But when it does not—when the imagined self is persistently contradicted by the responses of others or by the body’s own felt experience—the individual may come to feel a deep disjunction. What results is a divided self: a sense of identity that is no longer unified, but split between internal conviction and external contradiction.


This early dyadic relationship—between infant and primary caregiver—is often shaped by opposing experiences of good and bad, satisfaction and frustration. In development, this split can become internalised, with parts



of the self experienced as idealised or persecutory. If unresolved, these contradictory elements may then be imposed on a later, more complex relational structure: the developing triangular situation, where a third figure—traditionally a paternal one—is introduced.


In fortunate development, however, this triangulation opens up a new psychological opportunity: what I have referred to as the “triangular spectrum”. Within this structure, the infant begins to see not only themselves in relation to the primary object (often the mother), but also the relationship between that object and the third figure (such as the father). This triangulated view introduces what I’ve called the third position—a reflective vantage point from which the individual can observe themselves in relation to others. It allows for the capacity to think about oneself objectively while continuing to experience oneself subjectively. In other words, one can both feel and think oneself at the same time. However, as you described, there are some children (and indeed, some patients) for whom this development is compromised.


Marcus: Another clinical experience we often have with the kids is that everything is all right as long as you, as the therapist, completely align with their view of themselves. The modern expression is to “affirm” their perspective, which leaves no room for any alternative views.


Ron: For these individuals, all may appear well, as long as the therapist fully mirrors and aligns with their self-image. But when the therapist offers a different perspective, the patient may feel not merely misunderstood but actively threatened. They experience this difference not as a challenge to think with, but as a prosecution, a rupture of their sense of safety.


For some patients, it’s as if there’s only one exit—one door. The introduction of symbolic thought or therapeutic reflection feels like someone might close that door. So they act quickly or defensively—not to resist help, but to preserve what feels like their only escape route.


Marcus: So, for these patients, even symbolic reflection isn’t liberating—it can feel like a kind of psychological enclosure, a threat to the fragile escape route they’ve constructed?




Ron: Well, this reaction arises because, for such patients, the introduction of a third position—an observing perspective—can feel as though it threatens or even destroys their idealised relationship with the desired object. The very suggestion of seeing themselves from another point of view is experienced not as a path to integration, but as a danger to their psychological survival.


This presents a technical difficulty in analytic work: how to speak to such patients without triggering defensive collapse. I believe the way forward lies in articulating the patient’s point of view, rather than offering interpretations from one’s own. This includes acknowledging how the patient perceives one, not disputing it, but holding it reflectively. In doing so, we offer the patient sufficient time and space to begin thinking about themselves—and eventually for themselves—without feeling that an alien viewpoint has been imposed.


Such patients often experience themselves as misperceived, as seen wrongly or reductively by others. In this context, the worst possible scenario, from their point of view, is one in which the analyst appears to claim to know them better than they know themselves. That is not experienced as understanding but as an intrusion or even a violation of their psychic autonomy.


It is therefore a crucial starting point in the therapeutic encounter to respect and reflect their subjective position. If, instead of asserting your own view, you begin by articulating their point of view, you are doing more than just empathising—you are implicitly recognising that they can imagine you as a person who can observe the relationship between the two of you, rather than simply imposing a role or position within it.


Marcus: This aligns with our experience of starting by understanding how the patient perceives things.


Ron: In this way, the patient is not reduced to being the object of the therapist’s perception; they are invited into a shared, relational space where thinking can occur. This preserves their sense of agency and gradually allows for the development of reflective distance—the very third position that felt threatening before.


Time begins with life—it is the price all life forms pay. Two developments in mammals—one, the brain, and, in our case, the development



of speech—have brought with them a qualitatively different experience of time. In humans, a significant amount of new brain growth occurs, particularly in the frontal lobe, which appears to be the source of foresight, anticipation, and planning. This, in turn, gives rise to imagination—imagination informed by memory.


Marcus: So, the cost of a developed frontal lobe and the capacity for strategic thinking is that we then have to live with the very uncertainty that this foresight introduces? We’re required to tolerate the anxiety of possibilities—not just what is, but what might be?


Ron: Time, as it is necessarily experienced, has three components: past, present, and future—all condensed into the experience of “now”. The frontal lobe continues to enlarge significantly during adolescence. Much of what we call a basic belief system—and a style of thinking that is intrinsic to the brain’s function—is analogical in nature.


Marcus: Are you saying there is a level of functioning that is like an innate but not fully formed one until it is met with an experience?


Ron: Beyond the notion of preconception, I think there is a useful idea: that of an innate, imageless expectation, which only acquires form through our encounters with the outside world. The evolution of the mind is how we describe the development of consciousness through the brain in the species. In parallel with this, we can consider the development of the mind in the individual from infancy onwards.


Marcus: Many of these developments stem from an increased awareness of the body’s experiences.


Ron: There is potentially a cooperation between the brain’s experience of the self and the mind’s version of the self. But historically—and in many individuals—there has been a distinction between the mental self and the body self, and this divide may persist. If we add to this the way we are perceived by others from birth—initially by the mother, and then by family and society—there can be a conflict between an imaginative view of the self and one rooted in bodily sensation.




Marcus: Could this be where the beginnings of identity conflict lie—between the self we feel ourselves to be, and the self reflected to us by others?


Ron: Yes, and some people feel they have not been given the body they would have liked, as if the external perception has overwritten or denied their internal sense of self. I’m not sure we are all given just one body—think, for example, of the difference between the left and right sides.


Marcus: That’s a fascinating idea—that even within our own body, we might feel internally plural or asymmetrical. Do you think this inner dissonance can fuel identity instability?


Ron: There is a difference in how individuals tolerate these inner differences and how much latitude they give themselves to integrate them. I suspect this is linked to the ability to accept probability rather than certainty—a kind of tolerance for internal contradiction.


Marcus: Temperamentally, the capacity to tolerate the difference between what we ideally would like to be and what we perceive ourselves as being seems so important.


Ron: When psychoanalysts describe a narcissistic claim to omnipotence and omniscience, they are describing a mental position in which the mind claims to create both the self and the natural world. I have called this epistemic narcissism, and it was exemplified in the thinking of William Blake (Blake, 1802), who wrote: “I must invent a system or I will be prey to someone else’s.” He also said:


This Life’s dim Windows of the Soul


Distorts the Heavens from Pole to Pole


And leads to Believe a Lie


When you see with, not thro’ the Eye.


The questioners, or as Blake called them, the enemies of the mind—the professional and natural philosophers—were, in his view, agents of Satan. Bacon, Locke, and Newton were singled out in particular. “Science is a tree of death,” wrote Blake (Britton, 1998).




David Hume (Hume, 1748), the seventeenth-century Scottish philosopher often described as an empiricist or natural philosopher, appears to be the one whose ideas most easily accommodated modern scientific thinking, including the work of Darwin, Newton, and later twentieth-century developments. He thought it necessary to steer a path between ideological absolutism and ultimate scepticism, which brought him back to the idea of probability as the best principle by which we can live.


The experiences you describe in this work speak to the future of psychoanalytic engagement with young people whose identities are organised around what might be called a “NOT” belief system, where meaning is structured through negation. In such systems, the nature of something is defined not by what it is, but by what it is not: left is not right, large is not small, good is not bad, other is not self. This binary logic reflects a defensive structure that protects against ambiguity, complexity, and emotional ambivalence. From a psychoanalytic perspective, it can be understood as a manifestation of splitting—a primitive defence that keeps opposites apart to avoid the painful task of integration. While splitting is a normal developmental process, when it becomes rigid or dominant, it forecloses the possibility of symbolic thinking and emotional growth.


Marcus: Many of the young people we see describe themselves by saying, “This body is not mine,” and many express a lot of disappointment with the body they have.


Ron: I can vouch for this based on my own analytic experience with several patients. One in particular stands out—a man who once dreamt he had only half a body. On further enquiry, I discovered he had been phobic about odd numbers in childhood. This “NOT” logic permeated his analysis. If I offered an interpretation, he would readily agree, saying, “Yes, that’s right”—but I came to realise that the agreement stemmed not from a recognition of the interpretation itself, but from the fact that it was not something else.


Marcus: So for him, identity was defined more by what he wasn’t than by what he was?




Ron: For him, the value of an interpretation lay in what it excluded. Left was not right, right was not left—but nothing was ever defined positively. His internal world was structured through negation: meaning was established through opposition rather than essence; through absence rather than presence. In this way, the self could only be stabilised by the rejection of alternatives—never through the affirmation of its own content.


Marcus: Thank you, Ron. This provides us with a deeper foundation for thinking about identity difficulties in the clinic and how we communicate with the young people who present them.
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Part I


Overview and background















CHAPTER 1


Introduction


Psychoanalysis is interested in throwing light on the human struggles that lie behind an individual’s presenting difficulties. Indeed, the psyche functions like a Russian doll in some ways, with one level of psychic functioning often containing others. Beneath intrapsychic conflicts is a layer (or layers) of internalised primitive interpersonal relationships between the individual and his or her primary objects. The psychoanalytic setting allows the patient’s intrapsychic and interpersonal structures and dynamics to play out relationally with the analyst.


There are increasing numbers of young adults presenting with symptoms of gender dysphoria and saying they want to transition. “Dysphoria” is the psychiatric term used to describe a generalised unease or dissatisfaction. “Gender” is the term used to describe male or female characteristics with specific reference to social and cultural norms rather than biological sex. In this book, I will argue, based on my experience of treating individuals experiencing “gender dysphoria”, that their focus on gender is often found to be a way of locating the nature of their distress in a narrow area of mental life. This label covers more global problems of feeling at odds with some aspect of themselves and struggling to establish an identity and mind of their own. There is a growing body of knowledge connecting the development of gender dysphoria with psychological



factors (Bonfatto & Crasnow, 2018; Patterson, 2018; Rustin, 2018). One purpose of this book is to contribute to existing psychoanalytic discussions on gender dysphoria and trans identity through a focus on and elaboration of developmental interpretations and corresponding psychotherapeutic approaches for groups which I have observed and for whom not much yet appears in the literature. It builds on the work done by Susan Evans’ and my first book, Gender Dysphoria: A Therapeutic Model for Working with Children, Adolescents and Young Adults (2021). Like that first book, this is based on continuous learning gained through clinical work with different patient groups. Although each patient is unique, some categories can be given form under the broad umbrella of “trans”. In this book, I have tried to identify different groups of patients who exhibit certain shared characteristics. In each group of trans-identifying (or “gender-dysphoric”) individuals, represented by anonymised composite cases, I describe many similar features, how these features confront clinicians with similar technical challenges, and how I have seen these conflicts re-enacted with the analyst in the transference.


Understanding gender dysphoria


This book explores gender dysphoria through the lens of early childhood development, emphasising how early relationships shape personality and influence the way individuals relate to themselves and others. A key aspect of this development lies in the complex interplay between nature and nurture—a dynamic that remains only partially understood. Every individual is born with a unique genetic make-up that interacts with their environment, influencing perceptions and shaping personality. A central task of the family is to help the child and adolescent develop a distinct sense of self—a foundation for experiencing and expressing their individuality. This process involves fostering a mind capable of self-awareness, connected to the world through the body’s sentient experiences, and integrated with the capacity for reflection and critical thought about oneself.


This developmental journey is often linked to the desire to become one’s “authentic self”. However, what does it mean to be authentic? Authenticity requires liberating the individual from the unrealistic expectation of achieving an idealised version of the self—a “perfect”



body or personality. Instead, it involves accepting that human imperfections are inherent and that ideals should be viewed more as guiding measures for growth than as attainable goals. These idealised versions of the self often arise from unconscious fantasies about what parents may have wished for in a child. It is crucial to distinguish between what parents consciously desire for their children and the fantasies the child internalises about these desires.


A critical developmental task for the child is to find their own voice, separate from these internalised, fantasised parental expectations. Simultaneously, the child must navigate their place in relation to the parental couple—both consciously and unconsciously—a relationship that forms a foundational internal structure. This structure persists even if the parents are no longer physically present. Children often develop unconscious fantasies about their parents, including speculations about the circumstances of their own creation. Questions like, “Was I wanted?” or “Was I a mistake?” can form part of a foundational myth that influences self-perception and worldview. These fantasies emerge regardless of whether the child is raised by both parents, a single parent, or adoptive parents, contributing to the bedrock of the individual’s ego and sense of self.


In his paper, “The missing link”, Britton (1989) describes the internalisation of the parental couple as providing a critical framework for the child’s internal world. He notes that, regardless of whether a couple is present externally, a parental couple always exists in the child’s internal world.


The acknowledgment by the child of the parents’ relationship with each other unites the psychic world, limiting it to one world shared with the two parents in which different object relationships can exist. The closure of the oedipal triangle by recognising the link between the parents provides a limiting boundary for the internal world. (p. 86)


Britton emphasised that this internal couple provides more than a structural limit; it becomes the imaginative space where psychic life is played out. The internalisation of the parental couple enables the mind to symbolically represent relational dynamics, rather than merely enacting them concretely in external reality. One of therapy’s



unspoken goals is to help patients reclaim the imaginative space that may never have fully developed. Re-establishing the internal couple—tolerated, thought about, and not split off—restores the capacity for symbolic life. When this imaginative capacity is absent, beliefs harden into certainties, identity becomes a fixed solution rather than an evolving story, and the body is burdened with solving emotional pain that cannot yet be thought.


Britton’s psychoanalytic theories provide a profound perspective for understanding the psychic struggles faced by individuals with gender dysphoria, particularly in individual clinical settings. His concepts regarding the capacity to believe, pathological beliefs, the role of doubt, the third position, and the tyrannical superego illuminate the internal dynamics observed in my patients and highlight the therapeutic challenges they present. These ideas are especially significant for examining how beliefs about identity—often rigid or fragile—interact with dependency, guilt, and loss, ultimately influencing both the desire to transition and the ability to reflect on that desire. Britton differentiates belief as a mental function distinct from knowledge or fantasy—an emotional conviction that shapes psychic reality (Britton, 2004). The capacity to believe is not innate but develops through relational experiences, particularly within the triangular dynamics of the oedipal situation, where the child internalises a third perspective that encourages reflection (Britton, 1989). For many trans-identifying individuals, this capacity is undermined by early relational failures, such as an overwhelming primary caregiver or an absent third object, resulting in a fragile foundation for identity. In clinical practice, I have observed this manifest as a struggle to establish and maintain a belief about the self, with patients oscillating between rigid certainty and crippling doubt. For instance, the belief that “If I change my body, I will finally be who I am meant to be,” often serves as a solid anchor for an otherwise vague sense of unease, bypassing deeper conflicts.


I hypothesise (with further elaboration in Chapters 2 and 3) that difficulties in the relationship with the parental couple may contribute to gender dysphoria. When the primary caregiver is perceived as overwhelming, unavailable, or overbearing, and the third object—the other parent—is absent or insufficiently internalised, the child’s separation process may be hindered. However, it’s crucial to consider the



child’s subjective perceptions, as projection plays a significant role in these dynamics.


When individuals fail to internalise a supportive “good internal object”, structural difficulties arise in their identity. Problems in transitioning from two-person to three-person relationships, as well as unresolved mourning during separation, can lead the individual to feel they have experienced early trauma. For some, the failure of the primary object to create space for a life outside the mother–infant dyad results in problems internalising the parental couple. This lack of internalised parental support leaves the individual unmoored during critical stages of separation and individuation, leading to difficulty perceiving themselves or the primary object as stable or reliable.


Without this internalised foundation, individuals often describe a profound, aching void where their sense of identity should reside. They feel untethered, as though floating without an anchor. This yearning for clarity—about who they are and who they are not—is often intertwined with feelings of resentment, loss, and a longing to belong to themselves or within relationships.


An individual’s relationship with their parents and siblings forms a foundational structure for their identity and shapes how they perceive themselves in relation to others. This often-unconscious attitude is frequently reflected in repeated patterns of behaviour and ways of relating. For instance, individuals may consciously identify as the eldest child who feels they can do no wrong, the overlooked middle child, or the youngest child perceived as being spoilt. These roles often contribute to the foundational myth of identity—the imagined narrative through which individuals understand themselves and their place in their family and the wider world.


However, what often remains outside conscious awareness is the way individuals contribute to these patterns or perceive dynamics that reinforce these repetitive behaviours. Resentment towards parental figures for perceived failures can interfere with the processes of identification and disidentification, both of which are crucial to identity formation. These deep-seated grievances—often unconscious—complicate the individual’s ability to internalise objects upon which a cohesive sense of self is built.


Many individuals with fragile ego structures struggle to integrate and own their aggressive and loving feelings, leaving them unable to



tolerate guilt. This defensive structure often accompanies an absence of a reflective space in the internal world, which Britton (1992) described as the internal parental couple. Without this psychic couple, the mind cannot stage imaginative scenes in which conflicting desires or internal conflicts are thought about symbolically. Instead, thinking becomes literal and brittle, and the individual’s inner life may feel impoverished or barren. The transference in such cases often reveals the analyst being forced into one parent’s position, with the other expelled or disavowed, echoing the patient’s inability to hold the internal couple together in their imagination. Without such internal imaginative space, fantasies about identity are often acted out concretely on the body. As a result, they remain reliant on primitive defences such as splitting, projection, idealisation, and denial. This reliance perpetuates their inability to mourn the loss of the ideal self and ideal object, hindering the development of self-reflection and emotionally integrated thought.


From my clinical experience, some individuals with gender dysphoria split off or deny internal conflicts and comorbid conditions within their personalities. These unresolved issues interfere with the fundamental building blocks of ego and personality structure, affecting how they relate to themselves and others. Such individuals may imagine themselves being measured against phantasies of the ideal child they believe their parents wished for. This idealised child often becomes central to the foundational myth of their identity—a vision of a perfect self who would feel unreservedly loved and wanted.


Consequently, the blame for their relative discomfort with themselves is often projected onto their body and natal sex, which is perceived as trapping them in a persecutory state of mind they desperately wish to escape. These patterns of relating to the self and others frequently emerge within the transference relationship in therapy, where they can be experienced, explored, and understood.


Developmental perspectives on identity


For some, the body becomes a battlefield—a place to exile the unwanted or difficult parts of the self. These individuals often feel disconnected, as if their physical form no longer belongs to them but instead carries



the weight of everything they wish to suppress. This detachment, while protective in the short term, can leave them feeling alienated from themselves and their ability to find solace within their own skin. For many, the body feels like an unwelcome canvas upon which their deepest fears and unresolved conflicts are painted. Patients describe a sense of betrayal—by their own flesh—which seems to hold everything they wish to escape. This struggle often leaves them feeling alienated, as if they are at war with themselves, unable to reconcile the body’s reality with the self they long to express.


Although many of these difficulties can remain latent in childhood, these problems in early relationships re-emerge in adolescence during the process of separation from the family and the journey from infantile to adult sexuality. For many adolescents, the emergence of secondary sex characteristics at puberty can feel like an unwanted betrayal by their own bodies. This period often brings an overwhelming mix of fear and confusion as their changing physicality seems to pull them further away from the self they imagine or wish to be. The struggle to reconcile their internal identity with external realities leaves them feeling trapped, anxious, and desperate for clarity.


This group of patients struggles to reconcile their physical form with their sense of self. Ron Britton’s psychoanalytic framework offers a powerful tool for understanding the psychic dynamics observed across the clinical examples in this book. His concepts illuminate the struggles of trans-identifying individuals as they navigate identity, dependency, and loss, themes that recur throughout the cases about to be presented. Britton’s notion of the capacity to believe (Britton, 2004) highlights a core difficulty in these patients: establishing a coherent belief about the self. Across the cases, individuals often grapple with a fragile sense of identity, disrupted by early relational failures. For some, the conviction that altering their body will resolve their distress becomes a concrete anchor, bypassing deeper conflicts about who they are. Their focus on physical change suggests a concrete approach to psychic pain. The third position, or triangular space (Britton, 1989), is critical to therapeutic progress and relates directly to difficulties in owning the body. This profound disconnection often reflects a psychic strategy in which the self is stabilised not through affirmation but through negation. Rather than being constructed from an internalised,



coherent sense of identity, the self is organised around the rejection of intolerable alternatives—namely, who one is not rather than who one is. Meaning and stability emerge from contrast, not substance. This form of identity, rooted in disavowal, lacks internal completeness and thus relies on the exclusion of parts of the self or the imposition of imagined expectations by others. As Britton notes in the Foreword, such structures of mind often take shape around negation, where the individual defines themselves through repudiation rather than internal conviction. It may offer temporary relief, but it leaves the individual vulnerable to fragmentation under pressure, underscoring the importance of our responsibility in understanding and addressing this vulnerability in psychoanalysis. In cases where patients reject their physical form, the absence of this reflective space—stemming from an unavailable third object (see Chapters 2 and 3)—leads to concrete thinking, treating the body as a “problem to be fixed” rather than a site of psychic meaning.


These developments throw up physiological and psychological confusions and sociological challenges about identity, and these adolescents and young adults often find it a problem to claim their bodies or minds. They face questions of how they are going to find their place in the adult world, with all its demands of relationships, work, and sexual relations. The confusion and challenges can threaten to overwhelm their ego. This fragile internal situation leaves them vulnerable to groups in the external world that employ and encourage primitive defences against anxiety, like denial, splitting, and projection. These support the individual’s wish to eliminate challenging aspects of the self, particularly their plan to cure the unwanted identifications projected into their bodies through the concrete medical transition.


Parents frequently recall their child as obedient, avoiding conflict, and quietly adhering to expectations. Beneath this compliance, however, lies a complex emotional landscape—one shaped by the pressure to meet unspoken standards. These individuals often carry a silent grief, feeling unable to claim their own identities without risking the fragile harmony they have maintained with their parents. This hidden tension can erupt as confusion or desperation when they finally attempt to break free. As described above, in my experience, the underlying struggle is often to establish an identity and mind of their own.




Treatment options


Currently, there is professional disagreement and considerable uncertainty regarding how gender dysphoria arises, why it develops, and how those who experience it, especially young people, are best treated (Block, 2023a; Cass Review, 2022, 2024; Kaltiala-Heino et al., 2018; Levine, Abbruzzese, & Mason, 2022; Levine & Abbruzzese, 2023). Gender dysphoria appears to be a multi-determined condition with no single optimal treatment pathway (see, e.g. the figure on page 57 of the Cass Review Interim Report, 2022), and distinguishing which pathway is best for any given individual is also not agreed upon. In contrast to those who consider gender dysphoria a fluid and temporally dynamic response to a range of developmental, social, and psychological factors, some claim that it is an inherent and immutable personal characteristic. For example, instead of the developmental interpretation and psychotherapeutic approach described here, Suchet (2011) argues for physical intervention. Claims are made that psychic conflicts cannot be resolved in the psychic realm. Transition becomes a concrete solution to some patients’ deep, emotional struggles. They view their body not as a complex site of identity but as a problem to be fixed—one that requires cutting away pieces to reveal a “true” self. In these moments, the body becomes a mere object to be reshaped, and the emotional pain projected onto these physical changes is seen as something that can be erased through surgery or hormones. They often think, “If I change this part of my body, I will finally be who I am meant to be,” without considering the full emotional and psychological landscape that underlies their desire for transition. Some clinicians also state that allowing a gender-dysphoric child to go through puberty (or a young adult to mature further) without medical interventions causes unnecessary suffering and increases the difficulty of medically transitioning post-puberty in the former case (Saketopoulou, 2020). These arguments for medical intervention appear to presume a particular trajectory of the person’s wish to transition throughout adolescence and into mature adulthood and a beneficial outcome if medical intervention occurs.


However, the evidence from clinical work with gender dysphoria is insufficient to predict likely outcomes. It is unknown how to predict the outcome of medical gender-related interventions for any given



individual (Cass Review, 2024; Kaltiala-Heino et al., 2018; Levine, Abbruzzese, & Mason, 2022). The likelihood or even frequency of a given long-term trajectory or outcome of medical intervention is also unknown due to insufficient outcome studies (Cass Review, 2024; Levine & Abbruzzese, 2023).


In particular, it is not possible to confirm that long-term satisfactory results are likely after starting medical intervention (Cass Review, 2024; Levine & Abbruzzese, 2023). The limitations of medical transition may be obscured or denied even when intentions are good. Long term, a good transition involves being able to pass as a member of the opposite sex and live a comfortable life. Advocates of medical intervention state that patients who undertake medical intervention for gender dysphoria report improved body satisfaction and improved psychological symptoms (Costa et al., 2015; van de Grift et al., 2017), but rigorous systematic evidence reviews have not established benefit (e.g. Baker et al., 2021; Brignardello-Peterson & Wiercioch, 2022; Cass Review, 2024). There are currently no sufficiently complete long-term outcome studies of individuals to support the benefit of medical intervention. For instance, once re-examined a large, long-term study of post-transition adults in Sweden (Bränström & Pachankis, 2020a, 2020b) found no psychological benefit from surgery or hormones. One of the few long-term outcome studies of adults indicates that significant mental health support is still needed after transition. This study, also completed in Sweden, found substantially higher rates of overall mortality, death from cardiovascular disease and suicide, suicide attempts, and psychiatric hospitalisations among sex-reassigned transsexual individuals compared to a random population control (Dhejne et al., 2011). This indicates that post-surgical transsexuals are an at-risk group that needs long-term psychiatric and medical follow-up. (Note that patients followed up by Dhejne et al. (2011) had undergone a rigorous two-year evaluation and treatment preparation process (Dhejne et al., 2014), beginning with sterilisation, a much more stringent screening process than currently recommended by the Endocrine Society (Hembree et al., 2017), or the World Professional Association for Transgender Health (WPATH) (Coleman et al., 2022).)
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