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I hope you have all settled in well 
and adjusted to your most recent 
placements. 

I would like to take the opportu-
nity to welcome our new PRDC 
Vice Chair Dr Harry Waterman, 
who joined the PRDC officer team 
this month, and also extend our 
sincere thanks to the outgoing 
Vice Chair Dr Jonathan May for 
his dedication and thoughtful 
leadership in supporting the 
PRDC over the past year. 

Over recent months, the Psychiatric 
Resident Doctors’ Committee 
(PRDC) has continued its work to 
represent, support, and advocate 
for resident doctors across the UK. 
From shaping national discussions 
to addressing resident psychia-
trists’ concerns, our focus remains 
firmly on ensuring that training is 
fair, accessible, and reflective of 
the realities of modern psychiatric 
practice.

As part of this, we recently con-
ducted a survey exploring resident 

doctors’ experiences of the 
Non-medical Approved Clinician 
framework. This work helps 
improve our understanding of how 
evolving roles within multidiscipli-
nary teams are experienced by, 
and impact on, doctors in training. 
This sits within our wider work as 
part of the College’s MPAC Review 
Task and Finish Group, reflecting 
our commitment to ensuring that 
changes in workforce roles are 
carefully considered, and that 
resident doctors’ perspectives 
are at the heart of any decisions 
made. We look forward to sharing 
the findings with you soon.

We have also gathered resident 
doctors’ views on the current 
reforms to the core psychiatry 
training recruitment process. The 
findings highlight a clear prefer-
ence for a more holistic approach 
to recruitment – one that includes 
robust methods for assessing 
communication skills, alongside 
ensuring genuine commitment to 
psychiatry as a specialty. These 
insights reinforce the importance of 
selecting candidates who not only 
meet academic standards but are 
also aligned with the values and 
demands of the profession.

Alongside this, we have been 
working collaboratively with the 
Medical Psychotherapy Faculty and 
the Specialty Advisory Committee 
to address concerns that have been 
raised across the UK regarding 
medical psychotherapy compe-
tencies. We recognise that this 
has been an area of uncertainty 
for many, and we are pleased to 
confirm that a set of FAQs will be 
shared in the coming weeks. In 
the meantime, we would strongly 
encourage any resident doctors 
experiencing difficulties to reach 
out to the PRDC.

We are also mindful of the 
challenges many have faced 
recently in relation to the CASC 
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psychiatrists across the UK.
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S pring signals new begin-
nings. The days grow longer, 
clocks move forward, and 

new colours emerge. Inspired by 
this sense of renewal, we have 
chosen the theme ‘gripping the 
wheel’ for this issue.

Training is a long journey, and who 
we travel with matters. There are 
those who keep us focused, spot 
warning signs, and make the jour-
ney more manageable along the 
way. At the same time, gripping 
the wheel does not mean having 
full control. Progress depends on 
many moving parts, and learning 
when to steer, when to adjust, and 
when to rely on others is part of 
developing as a clinician.

In this issue, you will find a range 
of perspectives that explore what 

it means to take ownership of that 
journey. Joseph Kendall takes 
us beyond the UK, reflecting 
on the European Federation of 
Psychiatric Trainees. Claire Marie 
Hossein considers how special 
interest time can open doors 
to parliamentary engagement, 
while Rebecca Bennett reflects 
on building Sisters in Service 
to support women veterans in 
healthcare. Ewan Mahony and 
colleagues present their work on 
improving the recognition and 
management of catatonia.

Alongside these, Dominique 
Calilung offers a thoughtful reflec-
tion on second chances in forensic 
settings, and Tahir Jokinen and 
colleagues explore the evolving 
role of multiprofessional approved 
clinicians. I also reflect on the side 
effects of psychoanalytic training, 
and how it shapes the way we 
think, relate, and practise.

I hope you find this issue both 
useful and engaging — and 
that it leaves you with a firmer 
grip on your wheel. I would 
like to finish with thanks to all 
our authors and the rest of the 
editorial board for their work. 
As always, we welcome your 
feedback and contributions for 
future editions! 
 
With best wishes,  

Anıl

Dr Anıl Üstün, Editor of The Registrar
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examination, particularly with 
increased demand and capacity 
pressures. It was reassuring to see 
affected resident doctors able to 
sit the February diet. As part of 
our ongoing PRDC advocacy, we 
continue to represent your views 
within the College’s CASC Review 
Task and Finish Group examining 
the delivery and capacity of the 
exam, ensuring that fairness and 
accessibility remain key priorities. 

In response to changes in higher 
training applications, we have worked 
with the National Recruitment 
Board to develop an addendum 
to the self-assessment verification 
guidance, reflecting the increased 
weighting of this component in ST4 
applications. Our aim is to achieve 
greater clarity and consistency for 
applicants navigating this process.

Looking ahead, resident doctors 
will be aware of upcoming changes 
to formative assessments, due to 

be implemented with the rollout 
of the new e-portfolio in August 
2026. We will continue to engage 
with stakeholders to ensure these 
changes are clearly communicated 
and effectively embedded, with the 
experience of resident psychiatrists 
at the forefront. 

In the run-up to the rollout, training 
materials, guidance and other helpful 
materials will be shared with you. The 
first cohort transitioning to the new 
system will be contacted directly, 
ensuring they are kept fully informed 
and supported along the way.

Therefore, it’s essential to check 
your personal details are correct on 
Portfolio Online and with College 
membership services. Making sure 
the College has your current email 
address means you will receive the 
right information at the right time.

We would also like to highlight the 
College’s Helping Neurodivergent 

Doctors Thrive framework and 
strongly encourage resident doc-
tors to engage with this important 
initiative, which aims to better 
support neurodivergent doctors 
in training and help create a more 
inclusive working environment. 

It was fantastic to see strong 
engagement from resident doc-
tors, including those in training 
and locally employed roles, at 
the College’s recent International 
Medical Graduates conference, 
reflecting a growing sense of com-
munity and shared purpose across 
diverse career pathways.

Finally, we are delighted to wel-
come you to the National Resident 
Doctors Conference 2026. We 
hope you enjoy the rich and varied 
programme of speakers and topics, 
designed to reflect the breadth of 
interests and priorities within our 
community.

Background
The 2007 amendments to the 
Mental Health Act (MHA) in England 
and Wales included reforms that 
broadened the range of profes-
sionals able to carry out certain 
statutory functions under the Act. 
One change replaced the role of 
Approved Social Worker (ASW) 
with that of the Approved Mental 
Health Professional (AMHP), allow-
ing suitably trained professionals 
from specified disciplines beyond 
social work to also undertake this 
function.

Within psychiatric practice, a 
change was made as to who 
could be responsible for the care 
of detained patients. Prior to 
the reforms, the clinician legally 
responsible for a detained patient’s 
care was the Responsible Medical 
Officer (RMO), who, by definition, 
was a medical doctor, and often the 
consultant psychiatrist responsible 
for the patient’s treatment. The 
amendments replaced this role with 
the Responsible Clinician (RC).

Under the revised framework, the 
RC must be an Approved Clinician 
(AC), a status that can be granted 
not only to doctors but other 
qualified professionals from other 
specified disciplines who have 
completed the required training 
and received approval. As a result, 

nurses, psychologists, social work-
ers, and occupational therapists 
who can satisfy the requirements 
of an approval panel and obtain AC 
status may assume overall respon-
sibility for detained patients.

While psychiatric practice, like 
all fields of medicine, is not with-
out valid criticism, the RMO role 
was culturally established within 
healthcare, and was underpinned 
by rigorous medical and postgrad-
uate training in both mental and 
physical health. Having a medically 
trained RMO in charge provided a 
recognised level of oversight and 
safeguarding of patient care.

Part of the rationale for making 
the change from RMO to RC was 
to promote more holistic and 
recovery-focused care through the 
inclusion of ACs from multidisci-
plinary backgrounds. It was also 
seen as a way to retain senior pro-
fessionals within clinical practice. 
However, questions remain as to 
whether this expansion enhances 
patient care or introduces risk, 
particularly where overall responsi-
bility may sit with clinicians without 
formal medical training.

For several years after the legisla-
tive change, uptake of the new role 
among non-medics was minimal. 
More recently, however, there 
appears to have been an increase 

in interest and uptake in some 
services, with a growing number 
of non-medical clinicians training 
and qualifying as ACs, under whose 
care patients may be detained. This 
development has occurred along-
side relatively limited research into 
the implications of the role, particu-
larly for vulnerable patients, and 
may have potential consequences 
for patient care, psychiatric training 
and the wider workforce.

Given the recent scrutiny of 
another non-medical clinical role in 
healthcare, the Physician Assistant, 
it seemed timely to also examine 
the Multi-Professional Approved 
Clinician (MPAC) role in greater 
detail. So, following concerns raised 
by the Psychiatric Resident Doctors’ 
Committee (PRDC), RCPsych estab-
lished a Task and Finish Group to 
review the role of MPACs.

This article reflects on some of 
the issues that have prompted this 
wider discussion and some of our 
concerns as resident psychiatrists.

Impact on patient care
The impact of the MPAC role on 
patient care remains an area of 
ongoing consideration. While 
MPACs are no doubt experts in 
their respective professions who 
have also trained in the legal and 
procedural aspects of the AC role, 
they may not have formal training 
in core medical sciences, unless 
they have separately obtained 
a non-medical prescribing qual-
ification or have prior medical 
education.

An examination of implications for patient care and safety, 
psychiatric training and workforce capacity of non-medical 
professionals acting as Responsible Clinicians under the 
Mental Health Act by Dr Tahir Jokinen, Dr Nafiz Imtiaz and 
Dr Nawal Benachar.

MHA responsibilities 

Exploring the rise of 
the Multi-Professional 
Approved Clinician

About the authors: 
Dr Jokinen and Dr Imtiaz Nafiz are 
higher trainees in general adult 
Psychiatry, and Dr Benachar is a core 
trainee. All currently work in London 
and have trained across a range of 
trusts.
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Patients with mental illness already 
face significant physical health 
inequalities, including higher rates 
of cardiovascular disease, diabe-
tes and premature mortality, with 
these risks being most pronounced 
among those with severe mental 
illness. Concerns have been raised 
that without formal medical train-
ing, MPACs  have less extensive 
grounding in the identification, 
assessment and treatment of 
physical health conditions, both 
in isolation and when they inter-
act with psychiatric symptoms or 
interventions or present in atypical 
ways, potentially increasing the risk 
that physical health problems are 
overlooked, misattributed to mental 
illness or not promptly identified 
and addressed.

From a diagnostic perspective, it is 
often difficult to disentangle psychi-
atric symptoms from those caused 
by underlying physical or organic 
disorder(s). An AC without medical 
training may therefore be at greater 
risk of overlooking these. This risk 
could become greater if, as some 
are proposing, eligibility for Section 
12 approval under the MHA is 
extended to MPACs. In many cases, 
patients will have received only a 
brief medical clearance – often in an 
emergency department – prior to 
the MPAC assuming responsibility. 
Such clearance may not be suffi-
cient to identify a potentially serious 
organic component or condition.

Even when a medical doctor is part 
of the multidisciplinary team (MDT) 
in which an MPAC operates, this 
arrangement may lead to fragmen-
tation of responsibility and loss of a 
holistic overview that a consultant 
psychiatrist acting as RC could 
otherwise provide. 

This may be particularly problematic 
if the MPAC is not a qualified inde-
pendent prescriber, as it increases 
the risk of inappropriate use of 

psychotropic medication if pre-
scribing responsibility becomes 
distributed across the team.

Vulnerable patients, particularly 
those detained under the MHA, 
should have the most robust 
safeguards possible for their care. 
Historically, prior to the 2007 
amendments, the consultant psy-
chiatrist was long regarded as the 
professional with ultimate responsi-
bility for a psychiatric patient’s care 
– something that became culturally 
embedded over decades. 

The role of the MPAC, however, 
may be confusing for patients and 
carers, especially during times of 
crisis, distress or impaired under-
standing. If there is uncertainty as 
to who is responsible for their care, 
patients may feel less confident or 
able to advocate for themselves 
and this may affect the psycholog-
ical containment that is essential in 
these settings.

Impact on psychiatric 
training
An increase in MPACs could present 
some challenges for postgraduate 
psychiatric training. While there is 
much for resident psychiatrists to 
learn from all members of the MDT, 
they often benefit the most through 
apprenticeship-style learning under 
consultant psychiatrists, as this is 
the role they are being trained for.

Trainee MPACs may compete 
for learning opportunities and 
divert the attention of already 
overstretched supervisors. Once 
qualified, MPACs in senior positions 
can potentially create confusion in 
chains of escalation and supervi-
sion. In situations where residents 
are expected to take senior direc-
tion or prescribe on the advice of 
an MPAC, it may be unclear where 
their liability begins or ends, should 
an adverse event occur.

Workforce implications
In some services, we have seen 
posts involving RC responsibil-
ities being advertised as open 
to either consultant psychiatrists 
or multi-professional Approved 
Clinicians (MPACs). If this model 
were to expand significantly, it 
could potentially influence how 
RC responsibilities are distributed 
within mental health services and 
may, over time, affect the configura-
tion of some consultant psychiatrist 
roles. 

There is therefore concern that, 
over time, this could displace the 
psychiatric workforce. Careful work-
force planning would be essential 
to ensure that any further develop-
ment of MPAC roles complements 
rather than displaces psychiatrists.

At the same time, expanding 
Approved Clinician (AC) status 
among allied health professionals 
may create additional workforce 
pressures. In general, the main 

[Continued:] Exploring the rise of the MPAC

constraints on care delivery do not 
primarily arise from a lack of clini-
cians able to act as RCs. Rather, 
they reflect broader systemic 
challenges, including shortages of 
skilled allied health professionals 
who provide essential functions 
within multidisciplinary teams.

There is already a well-recognised 
shortage of senior nurses, social 
workers, occupational therapists 
and psychologists, and in some 
services waiting lists for specialist 
psychological therapies can extend 
for years. 

Where senior clinicians from 
these professions take on MPAC 
responsibilities, particularly where 
these form a substantial compo-
nent of their role, this may further 
exacerbate workforce pressures 
by reducing the time they are 
able to devote to their core roles, 
and therefore potentially impact-
ing capacity within their teams, 
depending on local workforce 
arrangements.

 

Looking ahead
The role of MPACs raises a number 
of important questions for psychi-
atric practice. As discussed, these 
relate not only to patient care and 
diagnostic responsibility, but also to 
postgraduate training, supervision 
structures and the wider workforce.

Across England and Wales, some 
trusts and health boards may 
already employ a number of 
MPACs, while others may have 
far fewer. However, we believe 
it’s important for the role and its 
impact to be evaluated sooner 
rather than later, as it will only be 
more difficult to address potential 
issues as more time elapses.

As mentioned, following concerns 
formally raised by the PRDC, 
RCPsych established a Task and 
Finish Group last year to review 
the implications of MPACs. 
Several PRDC members are part 
of this group and involved in 
its work, and the issues under 
consideration include training 

standards and governance, the 
impact on consultant psychiatrist 
roles and medical accountability, 
implications for resident doctor 
supervision, and broader patient 
safety considerations.

The PRDC also recently conducted 
a survey which gave residents 
the chance to feed back on their 
experiences related to MPACs. The 
results are being summarised for 
consideration as part of the review 
to be considered when developing 
final recommendations. 

This review is a welcome first 
step. Wider engagement across 
the profession, alongside service 
evaluation and further research, 
may likely also be important in 
informing future policy and prac-
tice. We hope that resident doctors 
and other clinicians will continue to 
engage with this discussion and 
contribute their perspectives.
(If you would like to feed into this 
work further,  you can contact the 
College at MPAC@rcpsych.ac.uk)

mailto:MPAC%40rcpsych.ac.uk?subject=
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I t was a late afternoon tribu-
nal. Although I expected the 
outcome I was about to hear, 

having skimmed through years’ 
worth of electronic documenta-
tion relating to my patient’s case, 
I was still not quite prepared for 
the weight of the judge’s words:

“Conditional discharge is granted.”

This statement lingered in the air 
for a moment in the room’s off-
white walls and fluorescent lighting 
before members of the multidis-
ciplinary team reacted in various 
subtle ways: shoulders dropping, 
pensive expressions easing into 
restrained smiles and a collective 
intake of breath. 

Sat in the middle of the table was 
the patient – a man in his mid-fifties 
detained under the Mental Health 
Act for thirty consecutive years 
following his index offence. 

He looked up for the first time as 
the words reached him. He had 
been listening for the last hour 
with his head lowered, not asking 
any questions but clearly still 
engaged, nodding at the relevant 
moments throughout. With his 
voice soft and firm, he thanked 
the panel, then the team. I felt 
the tightness in my own chest 
easing.

Participating in tribunals is a nec-
essary part of higher psychiatric 

training, yet it is something that I 
still struggle to get used to. 

A hearing, particularly in the foren-
sic setting, compresses decades 
of complex history into a few 
measured questions, followed by 
a life-changing decision. It was the 
notion of uncertainty that I could 
not quite sit comfortably with. 
What deeply resonated with me 
that day, however, was seeing the 
emergence of hope. 

The patient’s detention had 
spanned nearly an entire adult-
hood. For many, this life stage is 
marked by a range of meaningful 
experiences, including stepping 
into employment, starting a family, 
celebrating anniversaries with loved 

ones, or even just witnessing 
first-hand the developments of an 
ever-changing world. But for those 
living in a secure hospital setting, 
such milestones can be missed.

At the same time, however, patients 
will still experience powerful 
moments of both joy and grief. 
Living with the burden of deprived 
liberty, there is a lot that the forensic 
psychiatric inpatient must endure, 
sometimes for significant parts of 
their life, including regular ward 
rounds, medication reviews, and 
legal reports circling back to the 
same diagnoses. This process is 
challenging, and progress is often 
unavailing. But over time, if the work 
is put in, the possibility of a second 
chance does begin to emerge.

The pronouncement of discharge 
comes and goes in a brief moment, 
but it marks the beginning of a much 
longer endeavour within secure 
services. The anatomy of a second 
chance can be viewed both mac-
roscopically and microscopically. 
At the macro level, it appears to be 
granted on the day of the tribunal 
by the judge. At the micro level, it 
is a more complicated pathway. It 
branches into years of containment 
and graded placements, observed 
through a careful restoration of the 
patient’s liberty – from seclusion 
to ward, to hospital grounds, 
to community – punctuated by 
mental state examinations and risk 
assessments. The dedication of the 
patient is equally important as that 
of the professionals supporting 

them, and can be demonstrated by 
small yet consistent actions: taking 
medication with less prompting, 
managing negative emotions with-
out triggering alarms, recognising 
early warning signs and seeking 
help, and showing up to psycho-
therapeutic sessions. 

These accumulate into evidence 
that is meaningful in our work. 
Stepping back to take the wider 
view, what appears as a single 
ruling is actually a convergence 
of the legal framework, the med-
ical recovery, and, notably, the 
patient’s engagement with incre-
mental change.

Conditional discharge is not an 
ending, but a threshold present-
ing its own demands. From mental 
health services comes the commit-
ment to monitor risk and respond 
early to relapse indicators; from 
supported accommodation, the 
capacity to manage the patient’s 
vulnerabilities; and from society, 
the willingness to see the reha-
bilitated person beyond their 
criminal convictions. I believe that 
the hard-earned progress can only 
be protected through this shared 
responsibility.

Forensic psychiatry asks us to 
accept two realities at once: that 
someone has caused harm, and 
that someone can change; that the 
past has consequences, and that 
the future need not be foreclosed. 
It is not uncommon, however, for 
the system to pull us towards 

the side of cynicism. In training 
we may have clerked the revolv-
ing-door patient. In supervision, 
we have likely discussed the deeply 
entrenched perpetuating factors of 
violence. In our personal lives, we 
encounter the narratives portrayed 
by media of human beings reduced 
to their worst behaviour. 

Our task as psychiatrists is to keep 
digging beneath the surface, to be 
mindful of and address our own 
biases, and to embody the role 
of the doctor who does not only 
treat mental illness but applies 
relapse prevention as part of 
rehabilitation.

After the tribunal, I returned to my 
desk with a renewed appreciation 
of the specialty and its nuanced 
ability to balance what is clinically 
necessary whilst still making room 
for a step forward. Looking back 
at that afternoon, I can see how 
the outcome made space for an 
empowered patient to rebuild their 
life outside of an institution.

Second chances are not singular 
events. They are built from many 
first chances: the first time a patient 
trusts their Responsible Clinician, 
the first time they reflect rather than 
react, the first time they imagine a 
future without harm. And perhaps 
that is the reward; not the certainty 
of safety, which can never be abso-
lute, but the practice of instilling 
hope that is grounded, conditional, 
and brave.

Dr Dominique Calilung shares her experiences contributing to Mental Health 
Tribunals and reflects on the life-changing potential of a conditional discharge 
and how it marks the beginning of a much longer journey for the patient.

Forensic psychiatry 

The anatomy of a second chance

Dr Dominique Calilung
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An unhelpful divide
Catatonia can be a challenging syn-
drome for clinicians to deal with as 
it can present in many ways and be 
driven by both mental and physical 
health concerns. 

If catatonia is psychiatry’s ‘mys-
tery shopper’, it is because it 
quietly tests how well our ser-
vices bring together mental and 
physical healthcare. Yet catatonia 
isn’t new, it isn’t rare, and it isn’t 
something to be passed on to 
another team. 

As psychiatrists, we are trained 
to approach patients holistically, 
informed by the biopsychosocial 
model, which is needed to provide 
the best care and get the best out-
comes for these patients. Catatonia 
is one example of many conditions 
or clinical presentations that illus-
trate how artificial and unhelpful the 
old division between ‘functional’ 
and ‘organic’ can be. 

At its worst, this divide appears when 
the resident doctor is expected 
to manage physical health issues, 
while the rest of the MDT focuses 
only on psychiatric illness. Situations 
like this particularly emphasise how 

artificial these divisions can prove 
to be, and risk harm to the patient. 

It is also important to acknowl-
edge how pressures on services, 
resources and beds impact care. 
Patients with catatonia may be seen 
as too complex or, alternatively, as 
‘low profile’, and might receive less 
clinical attention as a result.

Even among psychiatrists alone, I 
have seen substantial differences 
in the approach to assessment, 
diagnosis, and treatment. In psy-
chiatric settings, there is a risk that 
patients’ physical health needs may 
be overlooked. Beyond food and 
fluid intake, which understandably 
tends to become the aspect of 
the patient’s physical health most 
focused on in these settings, there 
is a long list of potential physical 
complications that can arise during 
a period of catatonia

Lorazepam: Not the only 
challenge
Establishing a diagnosis of cata-
tonia can prove difficult. Clinicians 
must consider a range of ‘medical 
mimics’ of the condition and dif-
ferentials, while also needing to 
identify and treat the underlying 
driver(s) of illness.

The Bush–Francis Catatonia Rating 
Scale (BFCRS) helps by scoring 
the severity of the catatonia and 
reflects much of the ICD-11 criteria. 
Additional vital information can 
also be obtained from a ‘lorazepam 
challenge’, which involves adminis-
tering lorazepam and observing the 
degree of improvement in catatonic 
signs. A ‘positive challenge’ (a reduc-
tion in catatonic signs around 50%) 
both provides further support for a 
diagnosis of catatonia and suggests 
regular lorazepam may be an effec-
tive form of treatment (potentially 
avoiding the need for ECT). 

Complicating factors in recog-
nising catatonia include both the 
infrequent use of the lorazepam 
challenge and the ‘muddying of the 
waters’ from lorazepam often being 
prescribed as first-line ‘as required’ 
medication. In fact, we, the authors 
of this piece, have seen several 
patients only present as clearly 
catatonic after they incidentally 
stopped receiving their usual fre-
quency of ‘as required’ lorazepam.

Without adequate (and visible) 
assessment and a clear diagnosis, 
there may be greater disagreement 
within the team as to whether a pres-
entation is catatonia or not. In such 

situations, the highly non-specific and 
often unhelpful term ‘behavioural’ is 
frequently used to suggest a patient 
is acting volitionally rather than 
experiencing a syndrome. This may 
sometimes lead to catatonia being 
missed or delayed recognition.

Team talk: Making sure 
everyone has a seat at 
the table
With the goal of raising the standard 
of catatonia care, we collaborated 
with consultant psychiatrists Dr 
Kevin Brown and Dr Andrew Watson 
to produce a set of digitally available 
resources (informed by the compre-
hensive 2023 BAP Guideline on the 
management of catatonia). These 
were designed to bring together 
the full multidisciplinary team (MDT), 
and to empower each member of it 
to understand and engage with the 
care being provided.
Developing these materials took 
many months to gather stakeholder 
input, which involved consultation 
with members from multiple psy-
chiatric subspecialties and as many 
MDT members as possible. Given 
the risk of care becoming seen as 

solely ‘biological’, it was gratifying 
that each allied health professional 
group responded to us identifying 
valuable and thoughtful ways they 
could contribute.

Patients with catatonia benefit 
hugely from having the whole 
MDT’s input, and we are keen to 
raise awareness of this. From die-
tetic input for those with low oral 
intake, to Speech and Language 
Therapy advice on choking risk, to 
physiotherapy providing a dynamic 
assessment of mobility needs for 
those who fluctuate in presentation 
– it is clear that everyone has a role 
in providing effective care.

The goods: Our catatonia 
bundle and guideline
This work culminated in us 
developing the first NHS Lothian 
Catatonia Guideline – an 18-page 
document incorporating stake-
holder input and local learning 
into comprehensive guidance on 
approaching catatonia.
From this, we distilled the core 
steps in assessing and managing 
catatonia into the 4-page NHS 

Lothian Catatonia Bundle, a useful 
toolkit which takes you through:
1.	 assessing for catatonia using 

ICD-11 criteria, the BFCRS 
and undertaking a lorazepam 
challenge.

2.	 investigating the causes/drivers 
of catatonia and navigating 
physical health complications.

3.	 the contributions each member 
of the MDT can bring to care 
and treatment.

4.	 promoting patient dignity and 
quality of life, signposting to lay 
information about catatonia and 
prompting legal considerations.

Reference
Rogers JP, Oldham MA, Fricchione G, 

Northoff G, Ellen Wilson J, Mann SC 
et al (2023) Evidence-based consensus 
guidelines for the management of cata-
tonia: Recommendations from the British 
Association for Psychopharmacology. 
Journal of Psychopharmacology, 37(4):327–
69 doi: 10.1177/02698811231158232.

Often overlooked and frequently misunderstood, catatonia 
tests how well healthcare teams integrate mental and physical 
care. Dr Ewan Mahony and Dr Cormac Maguire discuss the 

Practice feature  

Catatonia: Psychiatry’s 
mystery shopper About the authors: 

Dr Ewan Mahony is an ST5 in South 
East Scotland working in General Adult 
and Rehabilitation Psychiatry. He is a 
PRDC representative for his area and 
sits on the RCPsych Public Engagement 
Editorial Board.

Dr Cormac Maguire is an ST5 in general 
adult psychiatry in Southeast Scotland 
currently completing his endorsement 
year in rehabilitation psychiatry in NHS 
Fife. Before starting psychiatry training, 
he obtained a CCT in general practice.Dr Mahony Dr Maguire

Read the resources:
www.rightdecisions.scot.
nhs.uk/catatonia-bundle-
and-guideline 

challenges of recognising the syndrome 
and the resources they helped develop 
for NHS Lothian– a guideline and the 
‘Catatonia Bundle’ toolkit – to support 
clinical teams.

https://www.rightdecisions.scot.nhs.uk/catatonia-bundle-and-guideline
https://www.rightdecisions.scot.nhs.uk/catatonia-bundle-and-guideline
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M aking the transition 
from the Armed Forces 
to medical practice can 

be both a rewarding and unex-
pectedly challenging experience. 
Before studying medicine, I served 
as a British Army officer in the 
Royal Electrical and Mechanical 
Engineers and was deployed to 
both Iraq and Afghanistan. After 
almost a decade in uniform, I left 
to undertake the Graduate Entry 
Medicine course at the University 
of Nottingham.

I am now an ST5 resident in forensic 
psychiatry, working across prisons 
and secure hospitals in the East 
Midlands and have a special interest 
in veterans’ mental health, particu-
larly the needs of women who have 
served in the armed forces.

From military service to 
medicine
As a woman in the army, I stood 
out. Serving my last years with the 
Royal Tank Regiment, I was highly 

visible. Yet, when I left the military, 
I suddenly felt invisible. 

The traditional transition support 
available did not fully address or 
recognise the challenges associ-
ated with my move into medicine. 
I spoke to many women who, on 
leaving the military, found it chal-
lenging to have their wide-ranging 
skills recognised by NHS trusts or 
health boards. Women veterans 
already in healthcare roles were 
often taking on additional roles, 
their capabilities and resilience 
frequently relied upon to prop up 
a failing system. I started to notice 
a broader gap: women veterans in 
healthcare needed greater support 
and recognition. 

It is from that realisation that 
Sisters in Service was born. The 
organisation supports women 
veterans at every stage of their 

healthcare careers, from university 
students navigating applications 
and interviews, to those prepar-
ing to leave the military, to senior 
clinicians exploring leadership 
roles. We offer peer mentorship, 
career guidance and, perhaps 
most importantly, connection 
and support from a community 
of like-minded women.

Founding Sisters in Service
I was fortunate enough to co-found 
Sisters in Service with an NHS-
trained occupational therapist with 
extensive experience supporting 
veterans at Headley Court, and 
later at Stanford Hall, home to the 
Defence and National Rehabilitation 
Centre (DNRC). She is also a psy-
chotherapist focusing on veterans 
and now works as a clinical lead for 
the Veterans Covenant Healthcare 
Alliance, delivering training to NHS 
trusts to improve understanding of 

the Armed Forces community.
Having a co-founder with comple-
mentary expertise and a different 
professional perspective has been 
invaluable. Working in partnership 
promotes shared responsibility 
and brings together diverse ideas 
and perspectives that strengthen 
decision-making.

Sisters in Service is a not-for-profit 
Community Interest Company (CIC), 
and all funds raised are reinvested 
directly into supporting our mem-
bers. Setting up an organisation 
of this nature required developing 
new knowledge and approaches. 
I found myself learning about 
website design, branding and social 
media – areas far removed from my 
clinical training.  

We were fortunate to receive sup-
port from small companies that 
offered both financial assistance 
and technical expertise. We also 
received donations to support 
us with the inevitable costs of 
running activities and funding 
coaching sessions, as well as less 
visible expenses such as domain 
hosting, Google account fees and 
registration. 

Collaboration proved key. We met 
with charities and organisations 
supporting women veterans to 
ensure we were not duplicating 
efforts but strengthening a broader 
system of support. Those conver-
sations shaped our mission and 
embedded our organisation within 
an existing network of expertise.

The biggest challenge has been 
getting our message out there. 
This has involved social media 
campaigns, attending events and 
medical conferences, collaborating 
with universities and Armed Forces 
networks, and sharing information 

through communications teams at 
trusts. It has also meant developing 
skills in managing social media, an 
area my geriatric millennial brain 
finds particularly challenging.

Balancing my professional life as a 
forensic psychiatrist and my per-
sonal life, both of which I typically 
keep private, with the need to pub-
licise this work has required careful 
thought. I have given interviews to 
regional news outlets and national 
radio while deliberately keeping 
details of my work location and 
personal life vague. Public visibil-
ity can increase personal safety 
risks when working with forensic 
populations, and it also opens the 
door to online harassment or repu-
tational harm through social media 
scrutiny. These are important con-
siderations when undertaking work 
of this nature.

Balancing leadership and 
training
Founding this network has been 
deeply rewarding. It has strength-
ened my leadership capability, 
strategic thinking, governance, nego-
tiation and partnership working, 
while allowing me to remain closely 
aligned with my values and  work in 
an area I am passionate about.

Balancing the initiative with train-
ing has demanded structure and 
clear boundaries to prevent it 
encroaching on all of my personal 
time. I am thankful I was able to 
shape my special interest sessions 
around veterans’ work and to map 
the network’s development to 
curriculum domains, particularly 
leadership, communication, quality 
improvement and mentorship. This 
ensured the work supported, rather 
than competed with, my training.

Dr Bex Bennett discusses the difficulties 
faced by women veterans in healthcare 
roles, how residents can get involved with 
veterans’ mental health, and her experi-
ence of co-founding Sisters in Service, a 
UK-wide organisation that provides tailored 
support to women health professionals 
with a background in the armed forces.

Veterans' mental health 

Sisters in Service

Dr Bex Bennett

Members of Sisters in Service
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Developing a special 
interest in veterans’ 
mental health
For resident psychiatrists con-
sidering a special interest day in 
veterans’ mental health, my advice 
is to start locally. 

Many trusts and health boards 
have an Armed Forces network, 
particularly in England, and you 
can contact your lead to explore 
current initiatives. 

Op COURAGE  is an NHS service  
offering specialist veterans’ mental 
health services across England, and 
is an excellent organisation to go 
to for taster days or clinical attach-
ments. Combat Stress is the UK's 
leading veterans' mental health 
charity, conducting research and 
offering specialist treatment and 
support focusing on  PTSD, com-
plex-PTSD and moral injury. For 
substance misuse rehabilitation, 
Tom Harrison House provides 
a UK-wide specialist residential 
service. If you are interested in 

veterans within the justice system, 
Care after Combat and Op Nova 
provides support for this group 
across England, while NOVA 
Scotland and NOVA Wales provide 
equivalent support across Scotland 
and Wales respectively.

Keep an eye out for veterans-fo-
cused conferences and training 
opportunities. I used study leave 
to attend key conferences, 
including those held by Veterans’ 
Mental Health, the Forces in Mind 
Trust (FiMT) and the Centre for 
Military Women's Research. I also 
completed training such as the 
ENHANCE+ courses for those 
working with women veterans 
and Service Champion training 
offered by Sussex Partnership NHS 
Foundation Trust. 

If time is limited, a structured liter-
ature review or service evaluation 
can be manageable and impact-
ful. Your work can be presented 
in various settings. For example, 
I have presented on the work of 
Sisters in Service at regional study 

days, local journal clubs and occu-
pational psychiatry conferences, 
and I am soon to be the keynote 
speaker at the NHS Employers 
Armed Forces Conference.

Ultimately, you can mould your 
special interest into almost 
anything: quality improvement, 
research, service development 
or network building. For me, it 
became an opportunity to bridge 
my two interests – the military and 
medicine – and to feel that I was 
making a meaningful difference to 
an under-represented community.

Looking ahead: The future 
of Sisters in Service
We have bold plans for 2026. At 
the end of April, I will be running 
the London Marathon wearing a 
weighted vest to symbolise the 
additional burdens many women 
veterans carry, raising both funds 
for Sisters in Service and increasing 
awareness of the specific needs of 
women veterans. 

We are also exploring the possibil-
ity of widening the network’s reach 
to include women veterans who 
continue to serve in other public 
service roles, including the police, 
fire service and His Majesty’s Prison 
and Probation Service. 

Our vision is to ensure that wher-
ever women veterans choose to 
serve, they do so with appropriate 
support and recognition of their 
continued sacrifice.

More information
•	 www.sistersinservice.org.uk
•	 Sisters in Service: JustGiving
•	 Instagram: @sistersinserviceuk

A s a resident psychiatrist, 
your brain is likely 60% 
acronyms and initialisms 

by volume. You spend your days 
navigating TTOs, puzzling over 
the MSE, dreading the CASC, 
and meeting the requirements 
of the ever-watchful GMC. It can 
all seem like a soup of capital 
letters designed to confuse the 
uninitiated.

However, I would like to introduce 
you to what is, in my opinion, a 
much more interesting and sig-
nificantly more fun initialism:  
the EFPT, short for the European 
Federation of Psychiatric Trainees. 

The name sounds official. It sounds 
grand. It sounds like something 
you need a special diplomatic 

passport for. But if you would like 
to be a member, the good news 
is that, if you are reading this via 
your Royal College membership 
and you are based in the UK, you 
likely already are. In which case, 
you are an inadvertent interna-
tional delegate.

The EFPT is an umbrella organisa-
tion made up of 40 national training 
associations across Europe, with 
the Royal College of Psychiatrists 
being a key player. But what does 
this actually mean for you, the 
resident psychiatrist?

If I have learnt anything from wres-
tling with Paper B statistics, it is that 
single points of anecdotal data are 
the most reliable, valid and accu-
rate form of evidence available 

(please do not quote me on this 
in your MRCPsych exams). So, in 
the spirit of high-quality evidence, 
here is my personal “N=1” case 
study of venturing into Europe. 

The "N=1" case study
The EFPT operates through var-
ious working groups designed 
to link up resident psychiatrists 
from across the continent. These 
groups tackle everything from 
psychotherapy to leadership, from 
child and adolescent psychiatry to 
research.

Naturally, as a specialty trainee in 
forensic psychiatry, I looked at this 
range of diverse, horizon-broaden-
ing options. Deciding to step out 
of my comfort zone, I joined... the 
Forensic Working Group. 

...But in my defence, it has been 
fascinating. 

We have regular webinars led by 
professors from different European 
countries, discussing how forensic 

Dr Joseph Kendall discusses the benefits 
of the European Federation of Psychiatric 
Trainees (EFPT), highlighting opportunities 
to connect with like-minded colleagues 
across Europe and gain perspectives 
beyond the NHS.

European networking 

Exploring what the  
EFPT has to offer

EFPT members at the 2025 Winter Event in Strasbourg 

[Continued:] Sisters in Service

Dr Joseph Kendall

http://www.sistersinservice.org.uk
https://www.justgiving.com/crowdfunding/sisters-in-service-2026
https://www.instagram.com/sistersinserviceuk/
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psychiatry operates across bor-
ders. It turns out that the challenge 
of balancing risk and recovery is 
a universal language, even if the 
legal frameworks differ.

However, you don’t have to join 
a group based on your day job. If 
you are a general adult psychiatry 
specialty trainee with a secret 
passion for child and adolescent 
psychiatry, or an old age psychia-
try specialty trainee interested in 
neuropsychopharmacology, there 
will be a group for you. 

It’s a low-stakes, high-reward way 
to network with people who are 
just as nerdy about specific niches 
of psychiatry as you are.

The Strasbourg winter 
event: Gamifying the crisis
My involvement in the EFPT 
Forensic Working Group culminated 
in a trip to the EFPT Winter Event 
in Strasbourg.

Strasbourg is beautiful: all tim-
ber-framed houses, cobblestoned 
streets and the imposing glass of 
European political buildings. But I 
wasn't there for sightseeing; I was 
there for a conference focused on 
simulation in psychiatry.

When I hear ‘simulation,’ I usually 
picture a dusty mannequin in a 
hospital basement or a very polite 
actor pretending to hear voices. The 
event was packed with lectures from 
prominent European psychiatrists, 

in-person working group sessions, 
and some truly fantastic workshops 
that were so lively they sometimes 
bordered on the chaotic.

One highlight was a board game 
designed to simulate an emergency 
mental health crisis. It was a clever, 
fun play on a resource-manage-
ment game. As players, we had 
to manage diminishing resources, 
bed pressures, and staffing crises. 
It was fast-paced, fun, and wildly 
entertaining.

Then, we moved from the analogue 
to the digital. There was a fascinat-
ing interactive session involving 
a virtual patient projected onto a 
large screen. It was essentially a 
high-tech ‘choose-your-own-adven-
ture’ game for clinical management. 
We used a touchscreen to select 

options, gather patient history and 
click through different management 
pathways to see how the scenario 
would evolve.

But the highlight came when we 
tried to electronically ‘refer’ the 
digital patient. We clicked the 
option, confident in our decision. 
The system paused, processed, 
and then, with algorithmic obsti-
nance, refused to accept the 
patient without ‘further history 
being taken’.

Despite being in a different country 
hundreds of miles from home and 
using a cutting-edge piece of soft-
ware, a universal truth remained: 
trying to get a patient accepted by 
a different team is a nightmare in 
any language (or code). It was so 
unrealistic, yet so real.

The social side
It is easy to get tunnel vision in 
training. We become obsessed 
with our own specific hurdles¬ – 
the ePortfolio competencies, the 
local rota gaps, or the specific 
quirks of the NHS. We start to think 
that our struggles are unique to us.

Meeting residents from across 
Europe, ranging from Malta to 
Sweden and Turkey to France, was 
a real eye-opener. We compared 
notes on the heavy responsibility of 
detaining patients (while the exact 
details of detention could differ, the 
high stakes were always the same). 
We bonded over the universal 
trauma of professional exams and 
the unique sleep deprivation of the 
on-call shift. We swapped stories 
about ‘that’ difficult consultant, 
but also talked about the inspiring 
supervisors who got us into this 
mess in the first place. It turns out 
that the resident psychiatrist expe-
rience is remarkably consistent. 

There is something incredibly vali-
dating about realising that you are 
part of a continent-wide cohort of 
doctors all trying to do their best for 
their patients. It made me reflect on 
my own training, not as a checklist 
of tick-boxes on an online platform, 
but as a training journey that I can 
share with thousands of others.

The experience also highlighted 
that while the NHS has its faults, it 
also has massive strengths that we 
often take for granted. Conversely, 
seeing how other nations handle 
training (often with more flexibility 
or different levels of emphasis on 
psychotherapy) gave me ideas to 
bring back home.

How to join
If you have read this far, hopefully 
you are thinking: “this sounds 
better than doing another audit.”

We are in a unique position. Despite 
the complex political landscape, 
science and medicine remain col-
laborative, borderless endeavours. 
The EFPT is a reminder that we are 
part of a European community of 
practice.

Getting involved is easier than 
getting your study leave approved:

1.	 Join a working group: You don’t 
need to be an expert; you just 
need to be interested. You can 
find the list of groups on the 
EFPT website and simply email 
the chair.

2.	 Attend an event: Keep an 
eye out for the Winter Event, 
leadership courses and regular 
interactive webinars. They are 
fantastic opportunities to learn 
and meet fellow psychiatrists.

3.	 Apply for the exchange 
programme: Did you know the 
EFPT facilitates exchanges? 
You can spend a few weeks 
observing psychiatry in another 
country. (A great way to use 
your study leave.)

So, the next time you are on your 
computer looking for a distraction 
from your mounting paperwork, 
maybe look up what the EFPT is 
doing. It turns out that peeking out-
side the NHS bubble is surprisingly 
good for morale. And if nothing 
else, it’s a highly official-sounding 
new initialism to casually drop at 
your next ARCP.

[Continued:] Exploring what the EFPT has to offer

Flags outside of the  City and Eurometropole Strasbourg building in Strasbourg, France, the city where the EFPT's 2025 Winter Event was held
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food meant to them, and collabo-
rated with them to come up with 
a plan. 

When my patient said: “It’s my 
POTS affecting me,” I gently put 
the medical terminology to one 
side and asked, “But what does 
it mean to you?” – just like my 
tutors had suggested. I felt I had 
finally mastered the art of the 
psychiatric interview by fitting 
the ‘psychological’ piece into the 
biopsychosocial puzzle. 

Entering my supervision session 
that followed, I was confident in 
myself and keen to demonstrate 
these skills for my portfolio. 

As I began to summarise the case, 
my supervisor noticed something 
I hadn’t: my approach had shifted 
in ways I hadn’t fully appreciated. 
That’s when she stopped me to 
give me feedback and to ask that 
question: “Could this be a side 

effect of your psychoanalytic 
training?” 

Undeniably, my psychoanalytic 
training had been valuable – it 
had improved my ability to build 
rapport, contain and metabolise 
the difficult emotions aired in 
the room, work with ambiva-
lence, and read transference and 
countertransference to guide 
relational aspects. 

But becoming increasingly 
focused on these skills had led 
me to slip into an unstructured 
style of interviewing, where I 
began to lose the thread of the 
narrative and compromise con-
ciseness and time management. 

Interviewing, I realised, is a skill 
that requires continuous fine-tun-
ing and experimentation with 
different techniques and styles. 
So, I kept practising, and gradu-
ally I learned to find the perfect 

balance: keeping the structure 
and directing the flow, while 
blending in different lines of 
questioning. I learned to offer an 
interpretation only when it could 
land with the patient, while using 
countertransference to guide the 
interaction. 

Integrating both ways of thinking 
has been the real work. It is not 
about choosing one approach 
over the other, but knowing when 
each is needed.

Analytic thinking taught me 
to listen beneath the surface. 
Supervision reminded me not 
to lose the surface altogether. 
Psychiatry allows interpretation 
but it still demands clarity.

A fter assessing a patient, I 
sat down with my supervi-
sor to discuss the case as 

part of an Assessment of Clinical 
Expertise (ACE). 
I had only just begun summarising 
and reflecting on the case when she 
stopped me to offer some feed-
back: my interpersonal skills were 
excellent and my cross-sectional 
coverage was satisfactory, but the 
conversation had drifted and my 
time management left much to be 
desired. 
“Could this be a side effect of 
your psychoanalytic training?” she 
asked. 

I had been introduced to the 
psychoanalytic school of thought 
through the ‘long case’ – struc-
tured, in-depth and extended 
psychoanalytic psychotherapy, 
often spanning months or years, 
exploring complex and unconscious 
aspects of a patient’s psychology. 
This way of working with a patient 
was something that quickly grew 
on me. 

I found that having the space to 
think about and understand a 
patient’s inner world to better 
guide the treatment was the part 

of the job that made me feel most 
like a psychiatrist. Consequently, 
even as the curriculum require-
ments shifted towards greater 
flexibility, I decided to pursue 
courses with the Institute of 
Psychoanalysis. 

In my pre-admission interview, 
the tutor told me: “It is impor-
tant to remove your biological 
hat.” Adopting an analytic lens 
enriched by weekly readings of 
theory and discussions of clinical 
material definitely expanded 
my horizons when it came to 
approaching new cases. 

There were times when my reflexes 
kicked in to think about risks and 
pharmacology. These were gently 
‘parked’ by the tutor; we were 
instead encouraged to focus 
on emotions, map them onto 
unconscious processes, and build 
a picture of the patient’s internal 
world. 

However, in everyday clinical 
practice, where you have back-
to-back 30-minute outpatient 
appointments and barely enough 
room to read the notes, the psy-
choanalytic lens can feel opaque. 
There is barely room for patients 

to vent, silences are often viewed 
as a waste of time, and interpreta-
tion is usually reserved solely for 
predicting risk. 

Spending a rotation in an eating dis-
orders service, however, presented 
an opportunity for me to better 
practise my psychoanalytic skills. 
In such services, care provision is 
more heavily based on building an 
alliance, with much greater focus on 
psychological treatment. 

The need for high-intensity input 
and a lower caseload meant clinic 
appointments lasted an hour. This 
created room to blend analytic 
thinking into everyday psychiatry, 
and I took the opportunity. 

I asked open-ended questions, 
gave the patient space to share their 
story, and summarised using a for-
mulation of their case. I introduced 
the frame, dwelled on narratives to 
see how their identity was formed 
around body image, explored what 

Dr Anil Üstün reflects on learning to find an 
effective balance between analytic insight and 
the structure required in everyday psychiatry 
after discovering that his psychoanalytic  
training had inadvertently pushed his interview-
ing style slightly too far in one direction.

Psychoanalysis:  

An unintended side effect 
of psychoanalytic training 

Dr Anıl Üstün

About the author: 
Dr Üstün is an ST7 in General Adult and 
Old Age Psychiatry in North East London. 
He also writes, performs comedy, and 
edits this publication, The Registrar.
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T he Parliamentary Scholar 
Scheme, run by RCPsych 
with the support of former 

College President Professor the 
Baroness Hollins, allows resident 
psychiatrists in higher training 
and early career SAS psychia-
trists to spend one day a week in 
Parliament, with opportunities to 
work in the House of Lords when 
Parliament is sitting

Scholars work with Peers in the 
House of Lords who have an inter-
est in mental health and learning 
disability, contributing to policy 
briefings, legislative scrutiny and 
parliamentary debates. In practice, 
this might involve researching leg-
islation ahead of debates, drafting 
briefing notes or speeches, attend-
ing ministerial meetings, or liaising 
with charities and policy teams on 
topics concerning mental health.

For me, the experience was sig-
nificant in that it extended my 
psychiatry training far beyond the 
clinical microsystem. 

In routine clinical practice, our focus 
is on individual patients and teams. 
Sitting in Parliament helped me to 

widen my perspective, and I was 
able to see how legislation, public 
policy and political process shape 
those clinical realities. Debates 
around mental health and end-of-
life legislation brought into sharp 
focus how autonomy, capacity, 
safeguarding and risk are inter-
preted at national level, and how 
vital psychiatric expertise is in those 
conversations.

The scheme has also redefined 
multidisciplinary working for me. 
Clinically, we are accustomed to 
multi-disciplinary teams (MDTs) 
within wards and community 
teams. But at national level, the 
‘team’ includes lawyers, civil serv-
ants, advocacy groups, carers 
and cross-party parliamentarians. 
Contributing psychiatric perspec-
tives in that space has strengthened 
my ability to communicate clearly, 
negotiate complexity and under-
stand competing priorities – all of 
which are core leadership skills.

Engaging with Parliament has 
deepened my commitment to 
holistic, biopsychosocial care. 
Seeing how social determinants, 

service inequalities and legis-
lative frameworks intersect has 
reinforced that mental illness 
cannot be separated from hous-
ing, deprivation, stigma or access 
to services. This is public mental 
health in action. It demands sys-
tems thinking – understanding 
how policy decisions reverberate 
through services and into patients’ 
lives.

Importantly, this work is not 
peripheral to training. It is a 
natural extension of the Higher 
Learning Outcomes. Leadership, 
multidisciplinary collaboration, 
holistic care, and the application of 
advanced knowledge of UK legis-
lative frameworks are not abstract 
competencies; they are lived 
experiences within this scheme. 
Grappling with statutory language 
and ethical debate has strength-
ened my clinical reasoning and risk 
management at the bedside.

If we want future consultants who 
are resilient, adaptable and capa-
ble of shaping services, not simply 
delivering them, we must look 
beyond the clinic.

This can be accomplished by inten-
tionally using protected ‘special 
interest’ or ‘professional develop-
ment session’ time. Opportunities 
like the Parliamentary Scholar 
Scheme require application and 
selection, but dedicating time 
to such a scheme doesn’t take 
you away from training. Rather, it 
enriches it, allowing you to build 
skills that complement clinical work. 

Dr Claire-Marie Hosein reflects on her 
experience of the Parliamentary Scholar 
Scheme, and how special interest time can 
be used to transform psychiatric training 
into national leadership development.

Parliamentary Scholar Scheme 

Training beyond clinics

About the author: 
Dr Hosein is an ST6 old age psychiatry 
resident doctor in the North West and 
Immediate Past Chair of the PRDC. She is 
a current Parliamentary Scholar and has 
served as IMG Representative (PRDC) 
and EDI Representative (NW), with 
interests in leadership, medical educa-
tion, public mental health and reducing 
inequalities.
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