PSYCH

ROYAL COLLEGE OF

PSYCHIATRISTS

istrar

Magazine of the Psychiatric
Resident Doctors' Committee

Winter 2025-26

Psychiatrists of our times

Exploring the evolving nature of the
profession, quality improvement, clinician
safety and patient wellbeing



Contents

4-5:

PRDC update
Upcoming initiatives
and news

6-7:
Dr. Strangework

How a resident
psychiatrist learned to
appreciate the
reflection and insight
that comes with
psychotherapeutic
practice

8-9:
The rise of 'brain rot'
The increasing

phenomenon of
overconsuming 'brain
rot' video content, and

its impact on mental
health

10-11
When the boundaries
blur

An exploration of
clinician safety,
informed by the
author's lived
experience of being
stalked

12-13

If it doesn’t exist,
create it

How a training
programme for GPST
resident doctors on
trans and gender
diverse healthcare
came to be

New editor's welcome

Dr Anil Ustiin, Editor of The Registrar

Hello all!

It is a pleasure to welcome you to the Autumn-Winter issue of
The Registrar and to begin my tenure as its new editor. | am
very excited to carry the torch forward from my predecessors,
who have done an excellent job. | hope to bring The Registrar
to the next level: a place where conversations start and
continue, a bridge between members and the PRDC, and a
platform where the desire for change can find its voice. In this
issue, we wanted to explore what it is like to be a psychiatrist
in our times.

Being a psychiatrist has never been easy. It was hard before,
and it is still hard now; but the difficulty changes shape with
each era. Freud did not have it all “figured out” when trying
to make sense of hysteria without a conceptual map. We,
too, work in a world that often feels unfamiliar, shifting, and
uncertain. The challenges look different, but the feeling of
navigating fog has always been part of the job.

Psychiatrists have historically been overworked and
under-resourced, and this continues today. Before the NHS
was established after the second world war, care often took

Disclaimer: The opinions expressed in this magazine are those of individual authors
and do not officially represent the views of the Royal College of Psychiatrists.

place in overcrowded asylums that increasingly became custodial in nature,
rather than therapeutic, due to rising patients numbers and limited resources.
Psychiatrists inherited systems built around containment, not care, and lacked
the tools or political power to change them. Today, the context is different
but the pressures echo: chronic underfunding, overwhelming demand, and
structural constraints across fragmented services that can make even the
simplest task feel heavy. The scenery has changed, but the strain is familiar.

Historically, diagnosis essentially relied on narrative accounts that clinicians
tried to mould into meaning without shared frameworks. Today, people
self-diagnose through their own narratives on TikTok, Reddit, and Instagram.
The field has always been entwined with cultural norms, but the speed

of change has accelerated beyond anything our predecessors could have
imagined. Al, social media, and hyper-connected lives introduce new vocabu-
laries (‘brainrot,” ‘NPC’ (non-playable character), ‘dopamine detox’) at a pace
that reshapes how people understand themselves. Keeping up is a challenge
in itself, especially for a discipline rooted in careful listening.

Early psychiatrists defended their legitimacy to the rest of medicine; modern
psychiatrists still find themselves defending their place, now in the context of
role substitution, mental health legislation reform, and shifting responsibilities
across clinical groups. We balance biology, psychology, trauma, individuality,
and culture, none of which fully map onto one another. Holding this tension
demands an ability to bear uncertainty, to work in the in-between, and to
accept that psychiatry will always resist neat boundaries.

With all these pressures, it is easy to feel stuck — caught between require-
ments, expectations, and the wish to make meaningful change. Sometimes
the weight of it all leads to paralysis. In those moments, it becomes essential
to look for inspiration in the smallest sparks: the conversations that shift
something, the moments of connection, the tiny flames that remind us why
we do this work.

In this issue, you will find pieces on how to navigate the uncertainty at the
intersection of biology and psychoanalysis; and on the modern world, where
technology introduces new challenges. On a more serious note, we explore
how enhanced online accessibility can contribute to stalking and how to
recognise and respond to risk. And, even in the darker corners of our work,
there is space for hope: Dr Mariana Macedo Vieira writes beautifully about
how small sparks can grow into a flame that warms us all.

| hope you find this issue helpful and enjoyable and | would like to end by
thanking all our authors for their excellent contributions. | look forward to
working with many of you on future issues and hearing your feedback. Please
feel free to contact the PTC (email ptcsupport@rcpsych.ac.uk or tweet us at
@rcpsychTrainees) to share suggestions, volunteer articles, or offer feedback
— make yourselves at home!

With best wishes,
Anil


ptcsupport@rcpysch.ac.uk
https://x.com/rcpsychTrainees?ref_src=twsrc%5Egoogle%7Ctwcamp%5Eserp%7Ctwgr%5Eauthor
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News from your chair

Updates on work by the PRDC to support residents on their training
journey through fostering inclusivity, championing international
opportunities, addressing key challenges, or keeping you informed
about important updates.

Dr Ne\fméen Ahmed
(PRDC Chair)

Hello and welcome to this issue of The Registrar. I'm delighted to introduce myself as
the new Chair of the Psychiatric Resident Doctors’ Committee. | am a less-than-full-time
general adult psychiatry registrar based in the North West Deanery. and I'm very much
looking forward to advocate for our resident doctor community in this role. | am joined
on the PRDC executive team by my Vice Chairs Dr Poh Wang and Dr Jonathan May.
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| would also like to extend our warm welcome to Dr Anil Ustun, our new editor of The
Registrar. | am excited to see the new direction he and the editorial team will take
and look forward to reading the upcoming issues.

Before we begin our new chapter, we, the PRDC executive team would like to express
our heartfelt thanks to the outgoing executives, Dr Claire-Marie Hosein (Chair) and
Dr Rebecca Long (Vice Chair). Their dedication, hard work, and unwavering advocacy
for resident doctors have made a meaningful impact on the quality of psychiatric
training across the UK. And as we step into the year ahead, we are excited to continue
building on their achievements and to take forward the PRDC Strategy for 2025-26
with energy, collaboration and a strong commitment to supporting you.

Building an inclusive training environment

We want to foster a more inclusive environment that supports your development,
enriches your training experience, and helps you thrive in psychiatry. A key part of
this commitment is ensuring that International Medical Graduates (IMGs) and Less
Than Full Time (LTFT) residents continue to receive the support they need. Having
personally trained both full time and LTFT, | understand how essential flexibility is
in navigating your training journey. We will continue to champion and advocate for
both groups of residents.

Expanding international opportunities

We are also keen to champion more international opportunities for you through the
European Federation of Psychiatric Trainees (EFPT). Engaging with the EFPT offers
residents the chance to connect with colleagues across Europe, share learning, and
gain exposure to diverse training environments and perspectives. We hope to encour-
age more of you to get involved in these opportunities, whether through attending
events, participating in exchanges, or contributing to EFPT working groups.

Addressing key issues in training

We have been recently in touch with updates on some of the issues that matters to
you around national recruitment, geographical disparities in achieving psychother-
apy training requirements and our essential role as psychiatrists. We've been active
members in many Task and Finish working groups addressing these areas within the
College and we will continue to keep you updated.

Delay to portfolio platform rollout

For our last update, we wanted to share the initial rollout of the new portfolio plat-
form has been delayed and is now confirmed to begin in August 2026. This follows
challenges in the development process, as the College works to ensure that the
transition to the new platform is a smooth and supportive experience for residents.

Conference

Finally, we are also excited to host our annual Resident Doctors' Conference in
Newcastle in spring of 2026. This is a fantastic opportunity to network, learn, and for
you to share your ideas with us.

| look forward to meeting as many of you as possible over the coming year.
Please keep in touch with us via your local representatives or via our email:
prdcsupport@rcpsych.ac.uk.

Winter 2025-26 | The Registrar
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Reflective practice

Dr. Strangework

Or: How I learned to stop worrying and

love psychoanalysis

Dr Jason Ng reflects on how his training
experiences have transformed his approach to
psychiatry — from a purely biological, problem-
solving focus to one that values curiosity, reflection

and psychotherapeutic insight.

he piece | have written
and would like to share
with you is a personal
one. | think there is value in the
experience of a resident psy-
chiatrist — someone who isn't
fully-fledged, but still is in the
pupa stage, mid-transition, with
an actively evolving perspective.

My journey to becoming a
dual resident in general adult

DrJason Ng

psychiatry and medical psycho-
therapy has been an interesting
one, particularly because my
experience of psychotherapy,
during my limited exposure to
therapy cases in core training, felt
unintuitive. It always felt to me
that the medical training experi-
ence focused on the importance
of knowing and of finding the
most efficient and effective solu-
tions. Single-best-answers (SBA)
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About the author:

Dr Jason Ng is a dual ST5 psychiatrist
in medical psychotherapy and gen-
eral adult psychiatry working at the
Tavistock and Portman NHS Trust. He
is particularly interested in psychoan-
alytical thinking and in his free time is
involved in public health education.

were the name of the game, and
|, and the rest of the budding
medical students, learnt to play
it well.

While I think that psychiatry should
ultimately be ‘SBA-focused' in the
sense that it benefits from clear,
evidence-based decision-making,
it also needs to value the subtle-
ties of therapeutic and reflective
insight. In my experience applying
for core training, the selection
process seemed to heavily
rely on the MSRA score, which

often appeared to be the most
influential component, while the
interview or portfolio elements
seemed to have less or sometimes
no influence. Currently, the MSRA
is the sole selection criterion, and
this is at a time when there are
very high competition ratios for
psychiatric training.

Emphasisis on the objective
appears to dominate over the sub-
jective — and this way of working
in psychiatry used to suit me well.
| remember being obsessed with
neurotransmitters, their receptors
and how psychotropic drugs would
affect their levels. Looking back, |
realise that | was driven by a strong
desire to know things definitively,
to know that every part has its
place - like when cogs fit together
to form a precise, functioning clock.
| was confident that the field of
psychiatry, too, could be ‘SBA-ed’,
and that | could cure all patients
if | was just a good enough neu-
rotransmitter DJ — increasing and
decreasing their levels through the
turntables and mixers that were
psychiatric medications.

It is no surprise, then, that, by
contrast, my mandatory Balint
group and psychotherapy cases,
both long and short, baffled me.
My efforts to tease out what my
supervisors wanted me to say, and
my contributions of linking therapy
theories and buzzwords from the
books | had read to the patient
cases did not work. Everything
kept coming back to me being
ask the same question: “How did
you feel?” This referred to my
feelings about both the situation
and the patients, and it made me
extremely uncomfortable.

| remember looking up this big
‘emotion and feeling colour
wheel” and picking out terms
that | felt were relevant to the

cases discussed - but, yet again,
it was a swing and a miss. | realise
now that it was less about what |
said, and more how | said it. The
facilitators and supervisors were
listening to me. But, at the time,
everything | presented was a
hologram — it looked like the real
thing but was empty and devoid
of substance.

| think it was this unconscious feel-
ing of frustration that | couldn’t
get this aspect of psychiatry down
that led me to apply for dual train-
ing — almost like | was a petulant
child with something to prove.

Through a mix of effort and good
fortune, | managed to secure a
place, and | can honestly say it
is the best decision | have made
for my psychiatry career. One
of the most important things |
have learnt was actually how to
unlearn. | needed to let go of the
shackles of feeling | needed to
know everything and be in the
driver’s seat all the time

The acceptance of the significant
role that the unconscious plays in
our lives is crucial to appreciat-
ing psychoanalytic approaches,
and is something that has been
increasingly recognised and
understood in the psychiatric
community, thanks to the efforts
of neuropsychoanalysts such as
Mark Solms.!" This is both scary
and freeing — the idea that a lot of
our actions, feelings, and thoughts
are not within the remit of con-
scious thought. Building on this,
we can also learn to accept the
state of not-knowing, of both our
patients’ minds and our own.

By tolerating this feeling of uncer-
tainty, we shift the cornerstone of
our work from a place of knowing
and solutions to one of curiosity
and uncertainty — the subjective

becomes as important as the
objective. Having this in mind will
allow us to better use our under-
standing to aid the patient, rather
than trying to fit them into boxes
and categories so that we can
protect ourselves from having to
accept our lack of omnipotence.
I've learnt that communication
goes beyond the verbal, and that
the emotions you have towards
the patient (countertransference)
can serve as an affective radar
for better understanding their
underlying issues and personality
structure.

Similar to the ways that we help
facilitate true change in patients’
lives, these aforementioned prin-
ciples need to be experiential.
Otherwise, it is like learning to
swim on dry land. | hope that my
experience will spur you on to
accept a different way of working
with patients, and to explore that
curiosity through short introduc-
tory courses on psychodynamic or
analytic practice.

At the same time, | am also not
saying that talking therapies
should take precedence over the
use of medications and an empir-
ical approach.

There is room for both — after all, |
truly believe that the goal of psy-
choanalytic work boils down to two
things: firstly, that we allow patients
to better see reality for what it is,
and secondly, that we leave them
with a good enough experience of
care and trust in order to face it.
In that sense, there are many roads
that lead to Rome, and, likewise, to
good clinical practice.

Reference

Johnson B, Flores Mosri D. The
Neuropsychoanalytic Approach: Using
Neuroscience as the Basic Science of
Psychoanalysis. Front Psychol. 2016 Oct
13,7:1459. doi: 10.3389/fpsyg.2016.01459.
PMID: 27790160; PMCID: PMC5063004.
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Technology use

The rise of ‘brain rot’

Dr Ray Tse discusses how excessive viewing of ‘brain
rot’ content can have a detrimental impact on patients,
and how psychiatrists can help encourage a healthier

relationship with technology.

young people during my

CAMHS placement who were
struggling with chronic sleep
deprivation — and unsurprisingly,
this was often linked to their late-
night use of smartphones.

Isaw many children and

As | am someone who keeps up
to date with online culture, includ-
ing the latest memes and trends,
| often asked my patients during
consultations about the content
they were watching.

My suspicions were soon con-
firmed: many were regular
watchers ‘brain rot’ content,
which is difficult to disengage
from to sleep.

Dr Ray Tse

What is brain rot content?

Brain rot content refers to
low-quality online video content
specifically designed to keep view-
ers hooked, usually with bright and
stimulating colours, loud noises
and often completely random or
nonsensical plots, all packed into
a relatively short clip. Engaging
with such content stimulates short-
term dopamine release, which
naturally encourages users to seek
repeated dopamine hits. This has
been associated with mood dis-
turbances, reduced concentration
and insomnia.l"?!

For example, | once saw a 14-year-
old girl whose sleep had not
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About the author:

Dr Ray Tse is a CT3 in liaison psychiatry
working at Swansea Bay University
Health Board in Wales.

improved despite regular modi-
fied-release melatonin. It turned
out that she spent at least four
to five hours every night in bed
watching Al fruit-slicing videos
and ‘ltalian brain rot’ (Al-generated
images and videos of creatures
given pseudo-Italian names that
were fused with different objects)
on social media.

Further exploration revealed that
the time she spent scrolling on
social media had unconsciously
increased over time. It was clear
to me that melatonin could not
override the effects of her brain
rot consumption on her sleep, so
instead of increasing the dosage,
| provided advice and information
on sleep hygiene.

Potential long-term effects of
brain rot are brain fog, reduction

of overall attention span, memory
impairment, and compulsive
social media use and viewing of
brain rot content.

What is the impact of
excessive viewing?

People who have consumed a
lot of this content are sometimes
described in popular culture as
having entered a state of ‘brain
rot’, a colloquial term describing
a "perceived loss of intelligence or
critical thinking skills.”®! Academic
reviews have similarly noted associ-
ations with cognitive overload and
reduced executive functioning.?

A major concern arising from
this is the impact on children,
particularly if such habits become
ingrained from early childhood.
While evidence is still emerging,
there are concerns that exposure
to brain rot content — along with
its distinctive use of language and
slang — may affect the develop-
ing brain, potentially leading to
cognitive, intellectual and devel-
opmental delays.

Research into short-form video
use shows associations with
poorer attention, inhibitory con-
trol and executive functioning.?
Theoretically, this could lead to
lower motivation for learning (and
also, perhaps, for doing anything
else apart from consuming brain
rot!), reduced engagement in
literacy-related tasks and weaker
academic performance." If these
patterns persisted, children might
grow up with limited problem-solv-
ing skills and capabilities required
for daily life, which could eventually
lead to difficulties in integrating
and functioning in society.

Although the concept of being in
a state of brain rot is emergent
and not officially recognised by
clinical classification and diagnos-
tic systems, such as the ICD and
DSM, the phenomenon is attract-
ing increasing academic research
interest.” Anecdotal experiences

and shared concerns about its
impact are also commonly dis-
cussed in daily life.

Why is it becoming more
common?

We are living in a digital age
with easy access to technology,
streaming services, and social
media literally at our fingertips.
Algorithms on video hosting
sites and apps are programmed
to deliver engaging personalised
short-form clips (i.e., reels) to users.
As a result, we are conditioned to
expect instant gratification in the
form of dopamine bursts. Hence,
it is very easy to slip into the habit
of mindlessly scrolling through
endless online entertainment.

Simultaneously, content creators
can take advantage of this by
producing brain rot content to
increase viewership, fame and
revenue. With these two parallel
positive feedback loops — users
seeking increasingly stimulating
content and creators supplying it
— it seems likely that brain rot will
become even more widespread.
In fact, Oxford University Press
named ‘brain rot’ its Oxford
Word of the Year in 2024,
reflecting rising awareness of the
phenomenon.

What are the implications
for psychiatric practice?
Some of the attention, concentra-
tion and motivational difficulties
associated with consuming brain
rot content can resemble symp-
toms seen in common psychiatric
conditions seen in everyday prac-
tice, such as anxiety and depressive
disorders. Children and young
people who habitually watch brain
rot content may have challenges
with concentration and academic
performance.

These behaviours could appear
to superficially mimic symptoms
seen in neurodevelopmental dis-
orders such as autism, ADHD and

dyslexia. This might complicate
assessment and increase the risk
of misdiagnosis.

Patients presenting with
attentional or motivational
difficulties might be prescribed anti-
depressants, stimulants or hypnotics
for symptomatic relief, however
remission and recovery outcomes
might be more limited and relapse
risk might be higher if the poten-
tially predisposing and perpetuating
factor of brain rot video content
consumption is not tackled.

What can psychiatrists do?

It is well known among psychia-
trists that taking a full psychiatric
history is paramount and serves
as the foundation for diagnosis.
Accordingly, | recommend that
questions about technology
and internet use — including the
frequency and exact nature of
content consumed — be routinely
incorporated in assessments,
especially in CAMHS. Moreover,
it is beneficial for psychiatrists to
educate themselves about the
brain rot phenomenon, provide
psychoeducation to patients and
families, and incorporate strategies
to reduce screen time and technol-
ogy use into management plans.

| am hopeful that with increased
awareness and recognition of brain
rot, and by directly addressing it,
people being affected will see
an improvement in their overall
mental wellbeing and will learn to
use the internet in a healthier way.
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Workplace safety

When the boundaries blur

Dr Sophie Nocton discusses clinician safety,
drawing on her own experience of being
stalked during core training, and offers practi-
cal guidance for recognising and responding

to risk.

A line quietly crossed

It began, unexpectedly, with a
Christmas card. Among the usual
festive post at my workplace was
an envelope in unfamiliar hand-
writing. Inside was a shop-bought
card covered with handwritten
words — “Hope", “Peace”, “Faith”
and “Love”. Tucked inside was a
note saying | “seemed cool”, that
this former patient remembered me
fondly, and wanted to take me out
for dinner.

At first, | wasn't sure what to
make of it. The gesture was unusual
and the tone intrusive, but | tried
to brush it off as eccentric rather
than sinister. Still, | remember the
unease — that subtle awareness that

Dr Sophie Nocton

a professional boundary had been
crossed.

Months later, that discomfort
became something else entirely.
The same individual began posting
public messages on social media,
tagging me in the content. Some
were rambling; others were alarm-
ing, containing threats of self-harm
and one implying that | might end

up “dead or in prison”.

Reading those words was shock-
ing. How could | ensure this man
received the help he needed with-
out putting myself at further risk? |
felt exposed and frightened — emo-
tions that lingered even after doing
what | knew was right: informing his
community team, speaking with
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my Trust, taking screenshots, and
reporting all incidents to the police.
The events were later recorded as
stalking.

As psychiatrists, we are trained
to assess risk and remain com-
posed. Yet it is very different when
that risk becomes personal — when
you are no longer the observer but
the target of fixation and threat.

What is stalkin ng and how
does it develop?

Stalking is defined by the Crown
Prosecution Service as “a pattern
of unwanted, fixated and obsessive
behaviour which causes fear of vio-
lence or serious alarm or distress”."
It often begins with small intrusions
— a message, a gift, a visit — and
can escalate over time.
Importantly, stalking sits on
a broader spectrum of bound-
ary-crossing behaviours. Many

early signs do not appear extreme
or overtly threatening; they may
feel merely “odd”, overly familiar,
or inappropriately personal. Not all
inappropriate behaviour becomes
stalking - but stalking often can begin
with behaviour that is initially easy
to minimise or dismiss. Recognising
these early shifts in boundaries can
help prevent escalation.

Stalking in the
healthcare context

Research suggests stalking of
healthcare professionals is far from
rare. Studies indicate that between
6% and 50% of clinicians experience
stalking during their careers. The
College estimates a 5-10% annual
risk for psychiatrists and about one
in five over the course of a career?
For mental health staff, where emo-
tional intensity is inherent in the
work, the risk is particularly salient.
Yet, stalking remains under-
recognised. Many clinicians dis-
miss their experiences as 'odd' or
'inappropriate’ rather than acknow!-
edge they might be encountering
behaviours that might become
something more serious, like
stalking. Early recognition is vital:
such behaviours rarely stop with-
out intervention and can escalate
quickly, with serious emotional and
professional consequences.

The personal impact

For me, the experience eroded
the sense of safety | had always
taken for granted. | became more
cautious — checking what informa-
tion about me was online, pausing
before opening unfamiliar emails,
feeling a flicker of anxiety when the
post arrived.

| knew | had done nothing wrong,
yet felt a misplaced sense of shame
and self-doubt. Fear and self-blame
often coexist, particularly for clini-
cians used to understanding others'’
distress rather than acknowledging
our own.

Talking about the emotional
impact was difficult. We are con-
ditioned to be resilient, to carry
on. Yet stalking is not a test of

professionalism; it is a form of
victimisation that demands both
organisational response and per-
sonal support.

Learmnq points and
practical steps

Reflecting on the experience,
several lessons stand out — for
individuals and organisations alike:

1. Recognise and name it early:
If contact persists, breaches
boundaries or provokes fear, it
may constitute stalking.

2. Document everything:
keep dated records of incidents
— emails, letters, messages,
sightings. Patterns matter.

3. State boundaries once,
clearly: If it is safe to do so,
inform the individual once - in
calm, unambiguous language
—that their contact is unwanted
and causing distress. Avoid
further personal communication
thereafter.®

4. Report promptly: Inform
your line manager, security or
the police. Stalking is a criminal
offence under the Protection
from Harassment Act 1997.

5. Reduce personal exposure:
Review your digital footprint
(e.g. social media): tlgEten
privacy settings and remove
identifying details.

6. Seek support: Talk to col-
leagues, supervisors or your
Medical Defence Organisation.
RCPsych's Psychiatrists’ Support
Service, Suzy Lamplugh Trust®
and Victim Support offer confi-
dential guidance.

7. Use reflective groups:
Participation in Balint groups
or similar reflective spaces can
provide containment and peer
understanding, helping clinicians
process fear and uncertainty
while maintaining perspective.

8. Acknowledge the impact:
Psychological distress is common
and valid. Occupational health
or psychological input should be
routine, not exceptional.

Institutions also have a duty to
provide clear reporting routes,
joined-up responses between
HR and security, and training that
explicitly covers stalking. Knowing
that the organisation will act is pro-
tective in itself.?

Reclaiming safety and
compassion

What helped me most was not
policy but people: colleagues
who listened, a supervisor who
recognised the seriousness of
the situation, and friends who
turned fear into practical action.
These moments reminded me
that clinician wellbeing is not
peripheral — it is central to safe,
compassionate care.

We often speak about trau-
ma-informed practice for patients;
perhaps it is time to apply the
same principles to ourselves.
Recognising vulnerability does
not diminish professionalism — it
humanises it.

Stalking is frightening, isolat-
ing, and unsettling, but it is not
rare. By speaking about it openly,
we can erode the silence that
leaves many doctors to navigate it
alone. My hope is that we foster
a culture where clinicians feel safe
enough to seek help, organisations
respond with compassion, and
safety is understood as a shared
responsibility.

For me, the experience began
as fear and uncertainty, but it left
something stronger: the reminder
that compassion must extend to
ourselves as much as to those we
treat.
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Quality improvement

If it doesn’t exist, create it

Dr Mariana Macedo Vieira speaks about building
a quality improvement training programme aimed
at increasing the knowledge and confidence of
GPST resident doctors in trans and gender diverse

healthcare.

conversation with a friend

during the online-only times
of lockdown. A reflection on their
thesis documenting the experi-
ences of trans people accessing
healthcare. Soon afterwards, it all
became too obvious to ignore.
Trans and gender-diverse people
were indeed treated unfairly in
healthcare settings. Not with
cruelty per se, but with a certain
clumsy curiosity that betrayed our
lack of preparation.

I t began with a casual online

Doctors meant well, but mean-
ing well isn't the same as doing
good. And in psychiatry, where the
weight of misunderstanding can
become unbearable, this gap felt
dangerous. Suicide rates in trans
populations are heartbreakingly
high. If our healthcare systems feel
unsafe to them, we have failed.

The spark

The question came quietly one
day: What if we tried to change
this? Not the whole system, just
one small corner of it.

We looked to the beginning of
most patients’ journeys: general

D e,

Dr Mariana
Macedo Vieira

practice. GPs are often the first to
listen, the first to refer, sometimes
the first to truly see someone. So,
we decided to send out a short
survey to resident doctors in GP
specialty training, asking about
their confidence regarding trans
healthcare. The replies were
sobering. They wanted to help
but didn't know how. They had
never been taught.

Building something from
nothing

We gathered a small group — a
patchwork of allies and believ-
ers made up of training leads,
people with lived experience
and third-sector organisations
such as Pride in Practice, which
supports primary healthcare
services to provide inclusive
care for LGBTQ+ patients in the
UK, and Associacdo Anémona,
a Portuguese trans healthcare
rights association. We met in
borrowed rooms and over video
calls after long shifts.

We built the sessions together.
The first teaching session felt
like a quiet revolution. People
leaned in, asked questions and
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even stayed after the session
ended to ask other, more diffi-
cult questions. Some reflected
that they had never realised how
much fear held them back from
simply asking “What name and
pronouns do you use?”

More and more training pro-
grammes wanted our teaching.
We didn’'t have the time to
deliver it everywhere, so we did
the next best thing — we taught
the teachers. That made the work
sustainable, and in its own small
way, it began to travel.

The work behind the work

There were challenges, of course.
Not having funding meant eve-
nings were spent sorting logistics
and chasing emails, often with
hands our back at the keyboard
after a long day in clinic.

But we also found generosity in
unlikely places. Supervisors offer-
ing time away from clinical work,
colleagues stepping forward,
people saying "yes" before we
had finished asking.

Sometimes progress looks like a
grand policy shift. But sometimes

it is just the slow weaving together
of people who care into some-
thing that starts to hold.

Lessons | learned along
the way

| learned that you don't need a title
to start a project. You need con-
viction and the humility to ask for
help. I learned that co-production
isn't a buzzword, it's the heartbeat
of real change.

And | learned that when you give
people space to learn without
judgement, they will rise to meet
the challenge.

Education, at its best, is an act of
faith and trust. Faith that people
can change, and that change can
ripple outward in ways you'll never
fully see. Trust that others care too.

A message to my colleagues

If you've noticed something missing,
a silence, a gap, a blind spot, maybe
that noticing is your invitation.

You don't need to already be
an expert. You just need to care
enough to start. The rest you can
learn, and you will. Find a few
kindred spirits, borrow a room,
ask too many questions, and see
what happens.

We are all temporary stewards
of this profession, holding it for a
moment before passing it on. We
can choose to build something,
however small, that becomes
part of that inheritance.

Even the smallest projects can
leave a trace of hope behind.
If it doesn’t exist, create it.

Further reading
Learn more about this initiative
by reading the full report:

Trans and non-binary healthcare
QIP: Improving GPST knowl-
edge and confidence'
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