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W elcome to 2024's last 
issue of The Registrar   
and congratulations on 

making it thus far in this challeng-
ing year for our world!

This year seems to have been 
marked by memorable devel-
opments for psychiatric trainees 
– such as the adoption of the new 
title ‘resident doctors’, the reso-
lution of the long-standing pay 
dispute, and discussions about 
PAs, to name a few. 

For some reason, perhaps 
simply because I can’t shake my 
child psychiatry perspective, these 
feel like part of our journey to 
rediscover our identity as future 
psychiatrists and our role in the 
profession that we are/will be 
tasked to shape. At the end of the 
day (and year), I believe the way 
the psychiatric trainees’ community 
manages these complexities, not 
only with determination, but also 
compassionate professionalism,  
has been nothing short of inspir-
ing, both for ourselves and for the 
stakeholders we engage with.

This current issue aims to high-
light even more of that inspiration 
from individual members of this 
community by recounting a range 
of experiences, from life-changing 
decisions to switch specialties and 
examples of how it’s never ‘too 
early’ to take the lead on imple-
menting change, to rethinking 
training to allow for more flexibil-
ity and taking part in academic 
research.

As trainees, junior doc-
tors, or residents, we bear the 
responsibility to advance the 
field of psychiatry by striving for 
excellence in clinical care, sci-
ence, education, leadership and 
advocacy. I hope the content 
featured in The Registrar can help 
demonstrate that it is indeed pos-
sible for trainees to play a crucial 
role in fulfilling this mission – all 
while enriching their own training 
journeys.

I wish you all a cosy festive 
season and a wonderful year 
ahead. Let’s keep in touch and 
move forward together.

Dr Asilay Seker, Editor of The Registrar

Best, 
Asilay
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H ello and welcome to 
the latest issue of The 
Registrar! We are thrilled 

to introduce ourselves as the new 
officers of the Psychiatric Trainees' 
Committee (PTC): I am Dr Claire-
Marie Hosein (Chair), joined by Dr 
Rebecca Long (Vice Chair), and 
Dr Jonathan May (Vice Chair). We 
take over from Dr Laura Thorn, 
Dr Chiara Cattra, and Dr Daniela 
Borges respectively, whose dedi-
cation over the past year has been 
truly inspiring and has made a last-
ing impact on psychiatric trainees.

This year, we are eager to con-
tinue the important work started 
by our predecessors and drive for-
ward the PTC Strategy for 2024–25, 
Empowering Trainees, Enhancing 
Psychiatry. Our focus is on nurturing 

trainee wellbeing, championing 
fairness, and enhancing the quality 
of psychiatric training. We believe 
these goals will not only support 
you during your training but also 
help create a more equitable and 
inclusive environment for all psy-
chiatric trainees.

A key part of our work is ensur-
ing that International Medical 
Graduates (IMGs) and Less Than 
Full Time (LTFT) trainees receive 
the support they need. Having per-
sonally experienced both full-time 
and LTFT pathways, I understand 
how important flexibility is in train-
ing. We will continue to support 
and advocate for both groups of 
trainees, with a PTC representative 
dedicated to each. We are excited 
to work with Dr Tugba Kavasoglu, 

our new LTFT representative, 
whose remit is dedicated to rep-
resenting LTFT trainees. And Dr 
Ivan Leong,our new IMG repre-
sentative, will work closely with the 
College to support this group of 
trainees and will keep up to date 
with their concerns and attend 
relevant events, such as 2025's 
IMG conference.

We also look forward to hosting 
our annual trainees' conference in 
Birmingham in Spring 2025, and 
it would be fantastic to see many 
of you there! This event will be a 
wonderful opportunity to connect, 
learn, and share ideas that will 
shape the future of psychiatry.

Ultimately, the work we do is all 
about representing you and ensur-
ing that your training experience 
is as enriching and supportive as 
possible. We encourage you to 
reach out, share your thoughts, 
and get involved with the PTC. 
Together, we can build a stronger, 
more inclusive future for psychiatry.

We’re excited to be on this 
journey with you and look forward 
to meeting many of you over the 
coming year.

Left to right: Dr Rebecca Long (PTC Vice Chair), Dr Claire-Marie Hosein (PTC Chair) and Dr Jonathan May (PTC Vice Chair)

PTC update  

Meet the new officers
PTC Chair Dr Claire-Marie Hosein introduces herself and 
the Committee's new vice chairs, and shares some of their 
plans for the year ahead.

A warm welcome
Editor's introduction 

https://www.rcpsych.ac.uk/events/conferences/detail/2025/02/07/default-calendar/international-medical-graduates--conference-2025--empowering-you-through-training
https://www.rcpsych.ac.uk/events/conferences/detail/2025/04/24/default-calendar/national-trainees--conference-birmingham-2025
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Dr Rachel Ball interviews Lindsay Leece, Advanced Nurse Practitioner at 
the Scottish Mental Health Service for Deaf People, about the challenges 
facing deaf people accessing mental health services, and what can be done 
to improve the quality of care provided.

Equity, diversity and inclusion 

Better serving deaf individuals 
with mental healthcare needs

How did you get into this 
field?
I began working in the field of 
mental health and deafness in 2001, 
when I obtained a post at the John 
Denmark Unit at Prestwich Hospital 
in Manchester, which is an inpatient 
unit for deaf people with mental 
health difficulties. All the patients 
in the unit are deaf and many use 
British Sign Language (BSL) as their 
first language. I was therefore able 
to gain practical experience of 
using BSL while studying it at the 

same time at college. This was a 
great way to learn the language 
and immerse myself in deaf culture. 

I’ve had my current post at the 
Scottish Mental Health Service for 
Deaf People for around 10 years 
now, and have come to learn BSL 
with a Scottish accent – given that 
my initial training used Manchester 
signs. Many people are unaware 
that BSL has regional dialects like 
spoken language, so even when I 
work in Glasgow and Edinburgh the 
signs used are slightly different than 
those used in the North of Scotland. 

What is the role of the 
Scottish Mental Health 
Service for deaf people?
We are a national service commit-
ted to providing specialist support 
to deaf  people with mental health 
difficulties across Scotland. The 
team consists of one psychiatrist, 
two advanced nurse practitioners 
and an occupational therapist work-
ing clinically. We are based at the St 
John’s Hospital in Livingston.

We are predominantly a consul-
tancy and liaison service, providing 

mental health services across 
Scotland, as part of which we give 
advice on a range of issues to 
support the management of deaf 
people with mental health condi-
tions. We can also assess and treat 
patients on an ‘outreach’ basis at 
the request of local mental health 
services. We provide assessments 
and advice if a patient needs spe-
cialist inpatient treatment, which 
for patients coming from Scotland 
will usually take place at the John 
Denmark Unit in Manchester.  

What specific challenges 
do you feel the deaf com-
munity experiences when 
accessing mental health 
support? 
Deaf people face many challenges 
when accessing healthcare, which 
can begin at first point of contact 
with the GP practice. For instance, 
having to phone to make an 
appointment can immediately 
create a communication barrier. 

Some deaf people require a BSL 
interpreter to communicate during 
consultations, but unfortunately our 
patients advise us that healthcare 
providers are often unaware of the 
process for this, and interpreters 
are not booked – despite such 
provision being considered to be 
a reasonable adjustment under 
the Equality Act 2010. Not having 
it can result in patients being forced 
to communicate by writing notes 
during healthcare appointments.
During mental health assessments, 
clinical measures used are usually in 
English and rely on verbal instruc-
tions. For example, the MMSE has 
a verbal instruction for the patient 
to “close your eyes”, which for a BSL 
user is an inappropriate request.  

Do you have any advice for 
psychiatric trainees when 
they are assessing a deaf 
patient? 
Consider the points made above 
and how reasonable adjustments 
can be made within your clinical 
areas, such as offering SMS or 
online booking for appointments. 
Additionally, make sure you have 
a system that doesn’t rely on call-
ing out names of patients in the 
waiting room.

Ensure each patient’s communi-
cation preferences are noted and 
the system for booking interpreters 
is known to all staff. Never rely on 
family members to interpret. When 
an interpreter is being used, book 
double-length appointments to 
allow for interpretation.

Using a BSL interpreter for a 
mental health assessment is com-
plex, and the interpreter will be 
required to have experience in the 
field of mental health. Some deaf 
people have had poor access to 
language since childhood, which 
can lead to language deprivation. 
In addition to this, as with spoken 
languages, their communication 
can be further affected by mental 
disorders. 

Booking a BSL interpreter is 

often not the only adjustment 
required when carrying out a 
mental health assessment for a deaf 
person. Consider assessment tools 
and their suitability for patients 
who use BSL as a first language.

If the patient requests lip reading 
to communicate, be mindful of how 
energy-consuming it can be to pro-
vide this effectively,  especially in a 
medical setting, and ensure breaks 
are taken during the assessment. 
Also ensure you seek clarification 
throughout the process to ensure 
you are understanding correctly.

Be aware that BSL is a visual 
language and distinct from English.  
Written materials are often inacces-
sible. Use plain English and, when 
available, direct patients to self-
help information in a BSL format.

Are there any opportunities 
for psychiatric trainees who 
are looking to expand their 
knowledge in this area?
Psychiatric trainees are welcome to 
contact us using the email address 
on our website below. You may 
be able to discuss further training 
and other opportunities available in 
this field: services.nhslothian.scot/
mhdeafservice/

Further reading
•	 The Sign Health website 
•	 Deaf people: what every  

clinician needs to know. British 
Journal of Psychiatry Advances, 
23, 89–94 (du Feu, M, 2018). 

About the authors: 
•	 Lindsay Leece is an Advanced Nurse 

Practitioner with the Scottish Mental 
Health Service for Deaf People. She has 
worked in this role in the specialised 
field of mental health and deafness 
for over 10 years and has also worked 
in inpatient services for The National 
Centre for Mental Health and Deafness 
in Manchester.

•	 Dr Rachel Ball is a CT3 psychiatric 
trainee, based in Royal Cornhill 
Hospital, NHS Grampian, Aberdeen. 
She is also a regional representative for 
the PTC.

Lindsay Leece Dr Rachel Ball

services.nhslothian.scot/mhdeafservice/
services.nhslothian.scot/mhdeafservice/
https://signhealth.org.uk/
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reason, may not wish to disclose 
the reason for their absences and 
their potentially altered demean-
our at work. Those working in 
the most overstretched services 
may feel additional guilt about 
their absence and the impact 
that it has on their colleagues 
and patients. 

These difficulties and chal-
lenges are not unique to those 
experiencing HG. Individuals 
suffering with any of the other 
symptoms that come along with 
pregnancy, as well any other 
women's health issues – such 
as pregnancy loss, infertility 
treatment, endometriosis and 
menopause – may, similarly, not 
wish to share details of their 

situation and may feel uncom-
fortable managing questions 
(however well meaning) from 
colleagues. 

Of course, these issues extend 
beyond women’s health. Many 
trainees face similar challenges 
when dealing with physical or 
mental health problems that they 
may not wish to disclose.

As psychiatrists, we spend many 
hours trying to help patients find 
ways of coping with their personal 
challenges yet, as trainees going 
through our own difficulties, it can 
sometimes feel challenging to 
access a similar level of support, 
particularly if one prefers to keep 
their difficulties confidential. 

My hope is that, as there becomes 
a greater awareness of women’s 
health issues, it will become 
easier to have open and frank 
discussions on the topic and for 
those experiencing difficulties 
to be aware that they are not 
alone and that it is fine to ask for 
help. Specifically, for psychiatry 
trainees, we are fortunate that the 
training pathway offers flexibility 
and from my personal experi-
ence, a supportive approach to 
trainees’ needs. 

A s part of pregnancy, the 
more commonly experi-
enced levels of nausea 

and vomiting can, in their own 
right, be debilitating. Therefore, 
hyperemesis gravidarum (HG), an 
extreme and severe form of this 
which can often need hospital 
treatment, cannot be underesti-
mated in terms of its impact on 
daily life and work.

Having experienced HG twice 
in the past, I am acutely aware 
of the physical and emotional 
effects it has and the result-
ing difficulties in balancing a 
training post while suffering 
with it. Over the past few dec-
ades, there has been a gradual 
increase in awareness of the rel-
ative neglect of women’s health 
issues, one of these being a lack 
of understanding of, and effec-
tive treatment for, HG. 

From my own experience and 
from speaking to other trainees, 
I know that HG can pose signif-
icant difficulties for training, not 
only because of the actual time 
spent out of training, but also the 
impact on a trainee’s professional 
confidence on their return to 
work. 

Given that HG affects around 
1–3% of pregnancies and the fact 
that we have a predominantly 
female workforce in psychiatry, 
the number of trainees expe-
riencing the condition at any 
point is likely to be significant. 
The debilitating nature of the 
condition can leave sufferers 
feeling isolated and alone – I 
spent several weeks in a state 
where I was physically unable to 
get out of bed without vomiting. 
Even trying to access help online 
was challenging as looking at a 
computer screen became too 
nauseating. 

I was eventually prescribed medi-
cations that brought the condition 
under control but, at times, the 
thought of returning to work, 
even with only residual symptoms 
remaining felt somewhat over-
whelming, especially considering 
that HG can be exacerbated by 
both the physical working envi-
ronment common in mental health 
services, as well as the nature of 
the work. 

Overheated, windowless rooms 
can worsen nausea, and this is 
not helped by a lack of adequate 
rest and kitchen facilities. The 

emotionally challenging nature 
of the profession can itself be 
a trigger for nausea and lead to 
further difficulties in ensuring that 
each patient receives the time 
and attention they deserve.  

I was very fortunate that, when I 
was suffering with HG, I worked 
in a supportive team and felt 
comfortable sharing my diag-
nosis with them. My supervisors 
ensured that I was able to make 
a phased return to work in a 
placement with a manageable 
workload without a requirement 
to undertake on-call work. 

Reflecting on my experiences, 
however, has made me think 
about trainees who, for whatever 

Dr Eleanor Fawcett shares her experience of hyperemesis 
gravidarum to raise awareness of both the condition itself and 
the additional challenges it creates for psychiatric trainees 
suffering with it.

Hyperemesis gravidarum awareness  
 

Let's talk about HG

About the author: 
Dr Eleanor Fawcett is an ST5 training 
in East London and working in the 
Home Treatment Team in Hackney.
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forensic psychiatry. A minimum 
of two of the years must be spent 
in inpatient psychiatric care. 

There is no set order to the 
rotations and they do not need to 
be pre-determined. The hospital 
may be changed multiple times 
during training, although the min-
imum time one must remain at a 
hospital is three months.

The content of the training is 
catalogued into a list of different 
items for the trainee which cover 
theoretical and practical training. 
In Germany, the specialty is called 
psychiatry  and  psychotherapy and 
this is reflected in the syllabus, in 
which there is a strong emphasis on 
psychotherapy.

Theoretical teaching includes 
different seminars about psychiat-
ric illnesses and their treatments, as 
well as psychotherapeutic theories 
of the trainee’s choosing (either 
psychodynamic, behavioural or 
systemic psychotherapy). 

For the practical training, the 
trainee needs to have completed, 
among other tasks, a certain 

number of admissions, psycho-
therapy cases (which are divided 
into different lengths as well as 
types – such as single and group 
sessions) with regular supervision, 
liaison visits and neuropsychological 
tests. Additionally, trainees are 
required to attend a Balint group, 
as well as take part in sessions 
called ‘Selbsterfahrung’ (which 
literally translates as ‘self-ex-
perience’) in which the trainee 
receives therapy themselves. 
Once the trainee fulfils the nec-
essary requirements, they can 
apply to take their specialist exam  
(but they don’t have to, as it is 
possible to stay a trainee until 
retirement!)

Why some trainees do not 
complete the programme 
(in the minimum time) 
While there are certain benefits to 
finishing training – more money 
and further career opportunities 
– it is not uncommon for trainees 
not to finish in the minimum time. 
Some trainees who are initially 
unsure of their desired speciali-
sation will opt to start in a field 
which has knowledge beneficial 
to other subjects. Others who 
initially thought they were sure 
of their desired path might find a 
new passion along the way. While 
the German system allows for a 
relatively stress-free transfer into 
another speciality, and even gives 
some amount of credit for time 
spent in related fields, training can 
be prolonged by a later change of 
heart. Additionally, some trainees 
may have personal reasons for 
delaying their final exam. 

Quality control
As already mentioned, training 
concludes with an exam – and 
there are no exams between the 
stages of training. The specialist 

exam is an oral assessment and 
the trainee is assessed by three 
specialists who do not work at the 
same hospital that the trainee did 
during their training. Given the 
individual nature of the exam, it 
can be taken at any point during 
the year. 

Prior to this, steps are taken 
to ensure the trainee has the 
opportunity to teach in a hospital 
environment. In order to be able 
to offer this, the heads of each 
hospital department can apply 
for a partial or full teaching licence 
in their speciality. To acquire this, 
they have to prove that they 
teach and supervise the required 
contents. Hospitals without the 
necessary licence can’t accept 
trainees. A senior doctor of an out-
patient medical practice might be 
granted a partial training licence 
for one year of training. 

What to learn from Germany
The flexible system of training 
in Germany allows trainees to 
adapt their training more easily 
to their current life situation. 
With no pre-determined finishing 
deadline or set rotations, breaks 
can be taken at any point. At the 
same time, having the option to 
change departments at any point 
encourages the trainee to gain 
experience in other fields which, in 
the long run, can help to broaden 
their perspective  and encourage 
a holistic medical approach. 

Trainees Jördis Rausch and Dr Nina Schubotz describe the flexible 
approach offered by the German psychiatric training programme and 
curriculum, and discuss what can be learned.

Curricula and training 

Flexible, diverse and robust

The road to training
As is the case elsewhere, the start-
ing point of specialty training in 
Germany comes after finishing 
medical school, which includes a 
final year of rotations. Completing 
a  doctoral dissertation involving 
either clinical or experimental sci-
entific research is not obligatory, 
however, around 60% of medical 
students finish their studies with a 
doctorate of medicine. 

Getting started
German trainees, unlike trainees 
in most other European countries, 
do not register as trainees of a cer-
tain speciality. Instead, they apply  

directly to the head of department 
at a hospital of their choice. 

Often, the chosen department’s 
specialty matches what the trainee 
wants to specialise in. But, some-
times, people choose placements 
based on their geographical 
location or because they want 
to gain complementary learning 
experiences in other specialties. 
There is no set starting time for 
training –  the contract can start at 
any point in the year.

How to finish
For each medical specialty in 
Germany, trainees need to meet 
specific requirements before 
they can apply for their specialist 

exam to ensure they have gained 
comprehensive experience and 
knowledge in their chosen field.
These requirements involve meeting 
the duration and speciality-specific 
criteria regarding rotations and prac-
tical experience. Most specialties will 
allow part of the training time to be 
spent in other related specialties, 
and some even mandate this. 

In psychiatry, for example, in 
addition to the requirement to 
spend a significant portion of 
the five years of training time in 
psychiatry, one of these years 
needs to be spent in neurology 
and one can be spent in a related 
field, such as internal medicine, 
CAP, psychosomatic medicine or 

About the authors: 
•	 Jördis Rausch is a trainee working at 

the department of psychiatry and 
psychotherapy within the University of 
Freiburg's Medical Centre. She currently 
specialises in ASD and liaison psychiatry.

•	 Dr Nina Schubotz is a trainee working 
in a large psychiatry and psycho-
therapy clinic in Berlin. Her focus 
is on psychotherapy, especially 
psychodynamic psychotherapy and 
psychoanalysis.

Jördis Rausch Dr Nina Schubotz
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Dr Lara Jayatilaka and Dr Jen Dunn, both former trauma and 
orthopaedic surgical trainees, share their stories of finding their true 
home in psychiatry.

Career change 

From surgeon to  
psychiatrist

W ords are powerful things, 
and we often forget how 
much of an effect they 

can have; they can trigger a feel-
ing of being lost, but also one of 
finding your tribe.

The latter is what I felt when I 
received the following message: 
‘Welcome home’. These heart-warm-
ing words came from someone I had 
never met in person, but who mes-
saged me via a Facebook group after 
I received my new National Training 
Number. These words made me feel 
included in a specialty I hadn’t even 
started yet – and one that I would 
come to know as a broad church, as 
diverse as the people who join it.

As doctors, we grow throughout 
our careers, and our ways of serving 
patients evolve as well. I hope this 
article helps those who are, like I once 
was, at a junction in their lives and won-
dering which road might lead home. 

It was always my goal to be a 
surgeon, specifically an orthopaedic 
surgeon. I was drawn to the prac-
ticality of the specialty, and I have 
always had a love of anatomy. 

I wanted to excel within the spe-
ciality, and to be the best that I could 
be. So, I worked hard, published 
papers, presented at conferences, 
won prizes, and ran courses – all 
to the best of my ability. However, 
despite my passion for surgery, I 
often felt that the culture that comes 
with it didn’t love me back.

So, how did I end up in psychia-
try? Ironically, it all started with my 
efforts to become a better surgeon. 

I trained at the Master Practitioner 

level in Coaching, NLP, and 
Hypnotherapy during my maternity 
leave. I wanted to improve my perfor-
mance, leadership skills, and work–life 
balance, especially while dealing with 
multiple rounds of IVF and finally 
having my rainbow baby. I didn’t want 
my personal life to spill over into my 
professional life. I sought resilience to 
cope with being a part-time surgeon 
in a demanding specialty. Through 
this journey, I discovered a love for 
coaching and a deep interest in psy-
chology and psychotherapy.

Shortly after returning from mater-
nity leave, I fell ill and learned that I 
might never be able to operate again. 
I was devastated that my choice of 
career was being taken out of my 
hands and that the decision had been 
forced upon me. I was left feeling lost 
and unsure of how to navigate my 
training. I felt that orthopaedics had 
abandoned me at my lowest point. 
I was devastated, grieving what I 
thought was my life’s purpose. But 
as one door closes another opens.

Luckily, as I had returned from 
maternity leave, I had access to 
coaching, which helped me explore 
my new-found passion for psy-
chology and psychotherapy. This 
sparked an interest in psychiatry. It 
was during one of these sessions 
that I was asked a question that 
recalibrated my thinking: What’s 
stopping you? I realised the only 
barrier was myself. So, I decided 
to apply and resigned from trauma 
and orthopaedics as an ST6.

Psychiatry is a specialty that 
people discover at different stages 

in their careers – some earlier, some 
later. My decision to join it was made 
with care and consideration, and my 
transition from one specialty to the 
other was supported by kind col-
leagues who took the time to speak 
with me. Among them are friends 
of friends, other medical trainees 
(including peers from psychiatric 
trainee groups on Facebook), and 
even other psychiatrists who had 
made the same switch from surgery. 

Consultants, who generously 
gave their time to talk to me also 
played a crucial role. I spoke with 
professors of psychiatry and aca-
demic clinical fellows, and I even 
got involved in a meta-analysis 
with an academic trainee outside 
my deanery. My ideas have been 
heard at my workplace, and I 
have been given opportunities 
to contribute to changes that will 
improve patient care.

The path has been winding, but 
I am home now, and I am grateful 
to be here.

I stared at the small, black words 
in front of me. It was the end 
of the day and I was sitting at 

a dark kitchen table in a flat I was 
renting in a town 100 miles away 
from my husband and four-year-old 
son. Work that day had been busy 
and satisfying, so I could almost 
convince myself I was surprised by 
the words I had just written:

I don’t think I want to do my job 
anymore.

At the end of ST4 of my trauma and 
orthopaedics job I had to admit that 
something just didn’t feel right. I 
had always wanted to be a surgeon 
– I loved the patients, felt privileged 
to be a part of the theatre team, and 
enjoyed the operating. But still…

I had always felt a little out of 
place in surgery. I wrote poetry, 
loved philosophy and felt my 
emotions strongly (and even talked 
about them). Chatting to colleagues 
about their lives between cases, or 
to patients in clinic, was as excit-
ing to me as a tricky, comminuted 
fracture fixation. My ARCPs would 
be full of comments about needing 
‘pointier elbows’ as I became more 

senior. A consultant I respected 
very much once said “you must 
be aggressive – but not like a man, 
people won’t allow you that as a 
woman”. Much has been written 
recently about sexism in surgery, 
and I will not expand on that here, 
but I was disappointed to discover 
my gender added complexity to 
the dynamics I was navigating. 

Passing exams had become 
a bit of a hurdle for me as an 
ST2, likely due to my dyslexia, 
which was picked up at that time. 
Undoubtedly, the ‘single best 
answer’ format of postgraduate 
exams does not lend itself to being 
easily worked through by dyslexic 
trainees. However, as I poured over 
surgical texts, a doubt crept in: ‘Am 
I really enjoying this learning?’

To remedy my lack of ‘pointy 
elbows’, keen as always to ‘fix 
the problem’, as I perceived it, I 
entered psychotherapy. My aim 
was to become less sensitive and 
more ‘surgical’. After a year, unfor-
tunately, this had backfired: I was 
more comfortable with who I was, 
embraced my fascination with the 
inner lives of my patients (and my 

own), and found – to my great 
surprise – I was devouring texts on 
psychoanalysis and psychiatry in the 
evenings rather than The Journal of 
Bone and Joint Surgery.

I resigned from surgery at the 
start of ST5. Leaving a specialty I 
had thought I loved was a bereave-
ment. Even now, I am particularly 
sad that I still find it difficult to 
disentangle my struggles with 
sexism, dyslexia and a sometimes 
toxic surgical culture from my jour-
ney to develop an authentic sense 
of professional self. However, in 
psychiatry I finally feel at home in 
a way I never did in surgery. 

My patient, kind husband and 
my Christian faith were indispen-
sable sources of support when I 
was making the switch, and I am 
so thankful to have finally found the 
right fit for me. Like an operation, 
sometimes what looks like wound-
ing is the first incision on a path 
towards healing.

The journey home: Lara's story

Incisions and decisions: Jen's story
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A s a medical student, I became 
involved in volunteering with 
a global health charity called 

Students for Kids International 
Projects (SKIP). My life and career 
have progressed a lot since then 
and I am now a core trainee and 
academic clinical fellow in psy-
chiatry. I did not anticipate that I 
would still be volunteering with the 
same charity over 8 years later or 
that it would have contributed so 
greatly to my personal and pro-
fessional development over this 
time. Through volunteering, I have 
gained significant experience in 
project development, leadership, 
delivering training and research, 

that have also impacted on the way 
that I approach my clinical work. In 
addition, I have seen the impact 
that this charity has had on a range 
of communities internationally, 
which highlights the influence that 
motivated early-career doctors 
and medical students can have.

History of my work with 
the charity
When I started with SKIP in 2015, it 
was primarily student-led. Student 
societies formed relationships with 
non-governmental organisations 
(NGOs) working in countries across 
Asia and Africa. The students would 

work collaboratively with NGOs to 
assess needs within local communi-
ties and develop health education 
interventions. This provided fan-
tastic experience for students to 
gain skills in communication, prob-
lem-solving and teamwork. 

In 2018, I personally delivered 
some of this work in Tanzania, and 
it was an incredible opportunity to 
observe how to monitor and eval-
uate interventions in a real-world 
setting. These skills are highly 
applicable to medicine, where we 
need to form treatment plans in col-
laboration with patients and reflect 
on their effectiveness. In Tanzania, 
we worked with schools to deliver 

projects focused on topics such as 
menstrual hygiene, relationships 
and consent, disability awareness, 
and hand-washing. The data we 
collected was a mixture of qualita-
tive and quantitative information, 
which was then used to shape the 
way that these interventions were 
conducted in the future. 

Generating change
Reflection is an important part 
of any organisation. This became 
more apparent with the onset of 
the (Covid-19) pandemic. There 
were several aspects of how the 
charity operated that were felt to 
be unsustainable in the long term. 
For example, international travel has 
huge environmental and financial 
costs, and we wondered whether 
the use of technology could enable 
us to have similar impact without 
travelling to our partner countries. 
In addition, ‘voluntourism’ and 
white saviourism were becoming 
more widely spoken about, which 

gave us cause to reflect on our 
branding and recruitment model. 
It was an empowering experience 
to be part of a team where it felt like 
my opinion mattered. Even as a new 
doctor, my experience in the charity 
sector had been steadily growing, 
and the absence of hierarchy ena-
bled me to contribute productively 
to discussions around change.

Focus on global mental 
health
I have now progressed to become 
Chair of the Board of Trustees for 
this charity, and we are implement-
ing an evidence-led approach to 
designing interventions. In my 
current role, I have the privilege of 
overseeing all aspects of charity 
strategy. We are piloting a model 
of centralised projects with more 
specialist support. To pilot the 
change, the charity is starting to 
explore global mental health needs, 
as this was felt to be an area where 
we could have a significant impact.

At the beginning of 2024, 
the charity recruited a group of 
psychology students and recent 
graduates through social media, 
who conducted a series of literature 
reviews and analysed the compe-
tition of other charities working in 
mental health. We needed to con-
sider where there may be gaps in 
the literature due to differences in 
diagnosis between countries, such 
as in hot topics like neurodiver-
gence. We also needed to consider 
how the language and culture of 
communities might impact project 
delivery and ensure that commu-
nity-based partners shared our 
values. This presented an intellec-
tual challenge and was discussed 
openly between more and less 
experienced charity members.

Currently, the charity is focusing 
on the development of emotional 
wellbeing skills in children and is in 
discussion with a potential partner in 
The Gambia. The lesson plans for this 
were based on the earlier work of Dr 
Natalie Cook1. If successful, the team 
will collaboratively form a selection 

of interventions which local teach-
ers can deliver, supported remotely 
by our charity. Evidence will be 
collected to assess the impact of 
these lessons, which will be used 
to inform future practice. 

My main reflections
	• Volunteering for a charity organ-

isation has helped me to build 
adaptability and resourcefulness 
in a way that has benefitted my 
clinical work. This has included 
an understanding of how to 
approach problem-solving at 
both an organisational and indi-
vidual project level.

	• Working in global settings had 
deepened my understanding of 
how mental health challenges can 
present across communities, and 
has helped me develop a more 
holistic view of the numerous 
factors that can impact mental 
health, such as poverty, climate 
change and natural disaster, nutri-
tion and physical illness.

	• Volunteering in global health has 
enhanced my leadership, team-
working and communication skills 
beyond anything I had learnt in 
medical school. This has included 
learning how to work with stake-
holders of different levels of 
interest and investment, and how 
to utilise project management 
tools, such as Gantt charts and 
stakeholder maps.

	• Even as a student or early-career 
doctor, it is possible to develop 
non-clinical skills and significantly 
contribute to the voluntary sector.

Reference
[ 1 ]	 Cook, N (2020) SKIP: Emotional 

well-being intervention. BJPsych 
International doi: 10.1192/bji.2020.7

Dr Eleanor Morris shares her experiences volunteering with a student-led global health 
charity for children and reflects on the skills  –  both clinical and non-clinical  – she 
has gained, along with a more holistic understanding of the determinants of health.

International perspective 

The benefits of volunteering
Dr Eleanor Morris
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E very doctor is a scientist 
and scholar, and every 
psychiatrist is an academic 

psychiatrist. Academic psychiatry 
is a process. Namely, it is the crit-
ical evaluation of evidence and 
of the biological, psychological 
and social factors contributing to 
mental illness. It aims to improve 
the quality of mental healthcare 
and reduce the inequalities experi-
enced by people living with mental 
illness by improving understanding 
and building evidence. It incor-
porates teaching and education, 
management, and the formulation 
and testing of research questions.

RCPsych's Faculty of Academic 
Psychiatry aims to champion the 
value and importance of research 
and education throughout a 
psychiatrist’s career. Research is 
exciting, valuable and rewarding. 
Your clinical experience means 
you are an invaluable addition to 
any research team. Similarly, any 
piece of research you take part in 
will improve patient care through 
a critical approach to evaluating 
evidence. 

The UK has a long history of 
excellence in psychiatric research, 
spanning the translational divide 
from bench to bedside. Psychiatrists 
are involved in preclinical research, 
translational research, epidemio-
logical research, clinical trials, and 
qualitative research to name but a 
few areas. 

The Faculty can connect trainees 
with experienced academic psychi-
atrists who provide mentorship and 
support in navigating a clinical–aca-
demic career across these areas. For 
example, the Incubator for Mental 
Health Research publishes a map of 
research locations in collaboration 
with psychiatrists from the Faculty. 
Regardless of whether you are on an 
Integrated Academic Training scheme 
or not, the Faculty aims to support 
you to be involved in research. 

To this end, the Faculty has 
several research opportunities. The 
Margaret Slack travelling fellowship 
offers £2,300 to encourage doc-
tors to broaden their knowledge 
in a centre of excellence, either 
in the UK or abroad. Up to two 
are awarded each year, and past 

recipients have used it to gain 
experience of different psychiatric 
settings abroad. RCPsych Academic 
Trainee Small Grants can be offered 
up to the amount of £5,000 per 
application, primarily to support 
doctors in completing pilot research 
projects with a view to obtaining 
larger funding awards in the future. 
Four of these grants were awarded 
in 2023, and three in 2024. 

The Faculty also runs an annual 
conference, at which doctors are 
encouraged to submit abstracts, 
present posters, and deliver oral 
presentations. The conference 
provides a platform for showcasing 
research, networking, and learning 
from academic leaders in the field 
of psychiatry and associated fields. 
A best poster prize is also awarded, 
together with two runners-up prizes.

For more information about the 
Faculty of Academic Psychiatry, 
including more detail on the 
role of an academic psychiatrist, 
please visit our faculty’s webpage. 
Doctors at any stage of their career 
can contact the Faculty by email-
ing academic@rcpsych.ac.uk – the 
Faculty is keen to help and sup-
port doctors of any stage who are 
eager to get involved in research.

Dr Laith Alexander explains the role of academic 
psychiatry in advancing mental healthcare, and how the 
Faculty of Academic Psychiatry supports psychiatrists 
with mentorship, research opportunities and funding to 
foster careers in research and improve clinical practice.

Academic psychiatry  

Research opportunities
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