
	
	
	


Equality analysis for the Good medical practice consultation 
Background
This equality analysis (‘EA’) sets out the steps we are taking to comply with the public sector equality duty under the Equality Act 2010 in reviewing our guidance Good medical practice (‘GMP’). This EA will be updated as our work develops.
From 2021-23 the GMP review team will be reviewing and updating our core guidance for doctors, GMP before its tenth anniversary to ensure our approach remains relevant and effective and keeps pace with the changes in delivering healthcare for the professionals we regulate.
Physician associates (‘PAs’) and anaesthesia associates (‘AAs’) will in future be regulated by us and will follow the updated GMP. In this EA we use the term medical professionals to collectively describe all three professional groups.
The updated GMP will set out the standards expected of doctors, PAs and AAs working in the UK, no matter which specialty, grade, role type or sector they work in. It also applies whether or not they routinely see patients. GMP is embedded in our functions such as education, registration, revalidation and fitness to practise (‘FTP’)  as well as external uses such as in curricula set by medical schools. 
We are aware of differential outcomes including in education and FTP procedures where medical professionals share protected characteristics. Within this review we will explore the extent to which how our standards are developed and applied in different contexts may contribute to these differences. We will also look at other ways in which we can better meet our duties under the equality and human rights acts in order to ensure that the revised GMP can more fairly serve all medical professionals and patients.
In our 2021-25 corporate strategy we committed to having ‘ethical standards and guidance [that] better align across professions, reflect diverse people’s needs and effectively promote the professional behaviours that patients expect’. The review of GMP will be an important part of meeting this commitment.
The review will include scoping, research, public consultation and engagement, and implementation. At each stage we will draw out issues which might have a differential impact on individuals who share protected characteristics. The findings will be used to develop recommendations for updates to GMP and its implementation.  This will include:
1.1 Centring equality, diversity and inclusion (‘ED&I’) in early scoping. This led to ED&I being adopted as one of the themes in the intelligence and evidence gathering stage.
1.2 Establishing a GMP advisory forum (‘GMPAF’) with ED&I at the centre through recruiting members with a diversity of perspective and understanding of ED&I.
1.3 Establishing an ED&I working group within the review to help us work collaboratively and achieve a joined-up, consistent approach to address these issues across all GMP review workstreams and other related projects.
1.4 Holding meetings and webinars with the Strategic ED&I Advisory forum (‘SEDIAF’) (made up of external representatives of the medical profession) to gain insight into our approach to ED&I.
1.5 Engaging with a range of stakeholders and patient groups in pre-engagement.
1.6 Targeting groups and individuals representing those with protected characteristics in the three public consultation surveys.
1. Commissioning an external organisation (ICE Creates) to complete patient research to understand how the proposed changes to GMP could affect patients from identified target groups.
Evidence
The equality impact assessment (‘EqIA’) is a dynamic process through which this document (the ‘EA’) will be updated throughout the review, including through scoping, engagement, public consultation, drafting and implementation, to take account of the evolving picture as the review progresses.
Intelligence, evidence gathering and scoping
In the initial stage of scoping all colleagues were responsible for highlighting any ED&I issues that came through the scoping.
In the intelligence and evidence gathering stage ED&I was identified as a specific workstream. All intelligence and data from stage one was considered to identify issues we will need to include within the review.
During scoping the following two areas were identified which we consider in addition to the statutory protected characteristics.
1.8 Socio economic status: There is evidence that, for both patients and medical professionals, socio economic status acts as a barrier. There is also a duty for public authorities in Scotland and Wales to consider socio-economic inequalities when carrying out certain functions. 
1.9 Country of primary medical qualification (‘PMQ’): In scoping it became apparent that medical professionals who received their PMQ outside the UK are viewed and treated differently, and less favourably, than their peers who qualified in the UK. 
For a list of intelligence and evidence referenced in scoping see annex A.
PAs and AAs will in future be regulated by us and will follow the updated GMP. To understand if there are any differences experienced by PAs or AAs who share protected characteristics, we analysed responses to 13 questions in the 2020 PA/AA survey. The results showed that there were no significant differences by protected characteristic reported by PAs and AAs in the survey.
The interim guidance for PAs and AAs is subject to a dedicated EA that has holistically assessed the ED&I considerations of commencing regulation for these groups of professionals. This EA will be published alongside the public consultation for regulatory reform.
Engagement
2 We attended a workshop hosted by the British Association of Physicians of Indian Origin (‘BAPIO’) on 3 March 2021 during which the paper ‘Does a Narrow Definition of Medical Professionalism lead to Systemic Bias and Differential Outcomes?’ was presented. This challenge was taken into the scoping work.
3 We presented at SEDIAF initially in April 2021 and the BME doctors forum in June 2021. At both of these forums we gave an overview of the review and signposted ways for members to get involved.
4 We delivered a webinar for members of SEDIAF in early May 2021 to seek views on how we ensure an ED&I perspective is appropriately represented in our approach to the review’s governance. This included seeking views on the composition of and model for an external stakeholder advisory function to provide independent advice and support across the life of the review. 
5 In July 2021 we invited 48 stakeholder organisations to respond to nine questions including a question relating to ED&I in a pre-consultation survey. We received 24 full and 16 partial responses which were analysed to understand the issues raised for different groups of medical professionals. The survey responses were fed into the scoping work.
6 The membership of GMPAF was designed with ED&I at the centre and part of the criteria for recruitment of members was their diversity of perspective and understanding of ED&I.
7 [bookmark: _Hlk97129349]Our approach to ED&I was first set out to GMPAF at an introductory call in August 2021. Four full GMPAF meetings were held between September and December 2021. Our approach to ED&I was discussed in detail in the October meeting, and other meetings included points raised through scoping, engagement and the EqIA where we wanted to test our thinking on ED&I topics. Notes of the meetings are published on our website pages about the Good medical practice review.
8 In September 2021, we also set up a community of interest (COI) for the review. So far, over 1,700 individuals have signed up. The majority are doctors, PAs, or AAs from various career stages and across the four countries of the UK. The group also includes patients, Responsible Officers (ROs) and those who support implementation of GMP. Our regular newsletter for the COI has strong engagement rates, which suggests we’re building an engaged and interested group who will participate in and champion the public consultation. 
9 We hosted two webinars on the subject ‘How can Good medical practice more directly engage with the needs and interests of our diverse patient population and healthcare workforce?’ in early November 2021. Invitations to attend this webinar included SEDIAF members, the BME Doctors forum members and the internal central ED&I contacts list members. External stakeholders attending this meeting represented ethnic minority doctors, disabled doctors, doctors from faith groups and the BMA.
10 Topics covered in webinars 
10.1 Strengthening support in our ethical guidance for disabled patients and colleagues.
10.2 Should we expect medical professionals to demonstrate competency in cultural awareness? What would be the benefits of this? How can medical professionals meet this expectation? 
10.3 Should GMP set expectations around medical professionals’ responsibilities to understand the wider determinants of poor health and to tackle health inequalities? 
10.4 Do we provide enough advice to support medical professionals experiencing discrimination or unfair treatment in the workplace?
10.5 Should we include specific duties in relation to fairness in providing training/mentoring opportunities?
10.6 Balance between personal beliefs and professional duties.
10.7 Speaking up/raising concerns.
10.8 Do we need to make any other changes to our guidance in relation to protected characteristics, ED&I including socio-economic disadvantage?
11 Following the webinars, we did a gap analysis and reached out separately to Gay and Lesbian Association of Doctors and Dentists (GLADD) and Women’s doctors’ groups, to facilitate joint working around public consultation events. 
12 Where there are gaps in patient and medical professionals’ research, our Outreach team will look at providing additional sessions within the public consultation. See Consultation, analysis and quality assurance for further details.
Guidance development/drafting
We set up an internal drafting steering group which included: 
12.1 Members of the GMP review team from policy/implementation and experienced drafters who worked on previous reviews of GMP. 
12.2 Users of the guidance: two case examiners with a medical background and two clinical fellows.
12.3 Two education team members (to help explore links with Medical Licensing Assessment (‘MLA’) and education outcomes documents)
The group met weekly for two hours throughout November/early December 2021 to discuss points and recommendations from scoping, engagement and ED&I – with a particular focus on the advice received from GMPAF. The purpose of the drafting steering group was to help formulate potential new or updated duties which will be tested in the public consultation.
[bookmark: _Consultation,_analysis_and][bookmark: _Ref100146657]Consultation, analysis and quality assurance
We will hold a public consultation on the revised guidance running 27 April – 20 July 2022. During this time, we’ll aim to facilitate an open dialogue with those who could be affected by our proposals and check that our proposals are lawful, practical and that there are no unintended or negative impacts, particularly on those in groups that share protected characteristics. 
Using a range of complementary methods, we hope to gather views, insight, and evidence on the revised version of GMP, the issues it deals with and how we can best implement the final guidance. 
We will gather views on the revised guidance using a detailed main survey aimed at stakeholder organisations and individuals that work most closely with GMP. 
To supplement the main survey, we will also develop two shorter surveys for:
12.4 Healthcare professionals (including PAs and AAs who will, when they are regulated by us, be expected to follow GMP) and other professionals working in healthcare such nurses, social workers etc.
12.5 Patients, carers, relatives, members of the public and community patient organisations/charities with an advocacy role which will explore the issues raised, in an accessible and engaging way. 
We will widely promote the public consultation, but respondents will always be largely self‑selecting. And we recognise that some groups who share protected characteristics may be less likely to respond to written consultative exercises. So we will aim to reach these individuals and groups in other ways. 
12.6 Patient research. We have commissioned an external behavioural insight specialist (ICE Creates) to conduct research and engagement with over 200 patients with lived experience of the healthcare system. During the public consultation they will run dedicated online focus groups for people living in English regions, Northern Ireland, Scotland and Wales to act as a sounding board for policy ideas. ICE Creates will also run over 20 focus groups and one to one interviews as appropriate with priority cohorts[footnoteRef:2] of patients who are unlikely to participate in the written public consultation on GMP and who we think we would find it difficult to reach ourselves. [2:  Children (under 15) and young people (aged 15 to 17) including care leavers; older people aged 75+ especially those living in residential care; women; expectant parents and parents of babies and young children; people who identify as lesbian, gay, bisexual, trans, intersex or non-binary; people who are proposing to undergo, are undergoing or who have undergone a process, or part of a process of gender reassignment; carers and patient’s families; black and minority and ethnic groups; people living with a disability; homeless people; asylum seekers and refugees; survivors of domestic abuse (including both women and men); people accessing healthcare while detained by the state under the Mental Health Act; people with communication needs (such as people who communicate using British Sign Language, people with a learning disability, people with low levels of literacy, people for whom English is not their first language).] 

12.7 Targeted outreach: deliberative sessions across the UK, run by our Outreach Service with medical professionals’ groups we’ve identified as priority groups,[footnoteRef:3] on the issues in the guidance that are most relevant to them. They will also have an opportunity to respond to the healthcare professionals survey.  [3:  Female medical professionals (Note PAs are predominantly a young female profession), International Medical Graduates, ethnic minority medical professionals, LGBTQ+ medical professionals, Medical professionals who are disabled or have a long-term health condition, Staff grade and Associate Specialist (‘SAS’) doctors, Legal and HR teams, Doctors with training responsibilities, Doctors with leadership responsibilities, Doctors in training and medical students, Locum doctors, Doctors working in immigration and detention centres, ROs and those involved in FTP decision making and local investigations.] 

12.8 Stakeholder meetings: to facilitate discussion of the issues and encourage responses from key stakeholders across the UK. 
12.9 Online promotion: to promote the public consultation to those who might not normally engage with us and/or on these issues, using our social media channels/website and encourage them to share their views in a light touch way such as online polls, blogs and community specific discussions. 
We will also engage with our staff networks through consultation engagement activities.
Our analysis exercise – which will be externally audited to confirm it has been run fairly and transparently – will review all the data gathered, considering the source of each response, and reflecting the fact that different respondent types bring different levels and types of expertise and experience. 
Highlighting equality, diversity and inclusion
Following our usual process, we will ask for views in the surveys about the potential impact of our proposals on those in groups that share protected characteristics. In addition, tackling bias and discrimination is a key theme of the review and we will ask questions about changes we’ve made to GMP to strengthen the duty for all medical professionals to support them when dealing with bias and discrimination.
With all our public consultations, we give individual respondents the opportunity to tell us about themselves by including industry standard demographic questions on areas such as religion and ethnicity. This data will be used in our analysis exercise, to understand more about respondents’ responses and how the issues may impact people with a protected characteristic.
Accessibility of the consultation process
We encourage respondents to use our online consultation portal/surveys to share their responses as this makes it easier to collect and analyse the data. The surveys will be made available electronically, in print and on request in other formats such as large print.  
We also ask standing questions about the consultation documentation and process to understand how we can improve the process. We’ve reviewed responses to the last public consultation to makes sure we’ve fixed any issues that were raised with us about the process. 
Finalised guidance
Narrative on further changes will be added post-consultation.
Publication, launch and implementation
Evaluation of implementation interventions will include and be mapped against ED&I to measure if the interventions have positively/negatively impacted medical professionals or patients with protected characteristics.
Project governance
The monthly GMP review ED&I working group will be used to shape discussions and direction of travel.
Claire Light, our Head of Equality, Diversity and Inclusion, will attend project board meetings within our governance structure. Issues raised or discussed, and advice given at those meetings will be included in this EA.
We have used the SEDIAF (made up of external representatives of the profession) to gain insight into our approach to ED&I through meetings and webinars. Advice gained from SEDIAF members has been factored into the governance of the review.
We have presented at the internal cross-GMC ED&I Steering group and insights from this group have fed into this EA and our thinking around ED&I.
Equality analysis
The research, scoping and public consultation exercises identified a number of recommendations to update GMP and our implementation approach. 
We have completed scoping in order to update GMP to reflect the current healthcare landscape, regulatory framework and legislation.
The full list of sources reviewed is at Annex A.
Overview by protected characteristic
Age
13 The doctor population is changing, with more doctors retiring and returning to practice, more doctors over the age of 70 working as locums, and older doctors choosing to work less than full time or in job shares.
14 PAs and AAs are younger groups, with 75% of AAs aged between 30 and 49 and 60% of PAs under 30.
15 [bookmark: _Hlk79758398]Age is highlighted as a factor in the over referral to our FTP procedures of older doctors, with a perception that older doctors have a less reflective attitude while working to standards of practice that have changed and may not keep up with these changes to make practice safer.
16 [bookmark: _Hlk77335559]A growing and aging population means that the health service will need to adapt for patients with multi-morbidity and long-term conditions.
Disability
17 Patients’ poor healthcare literacy, assumptions around patients’ understanding and lack of support around/following bad news were all identified as barriers to access for patients.
18 Medical professionals with a disability are more likely to feel unsupported by their colleagues. They are also the group most likely to have taken a leave of absence.
19 Medical professionals with a disability may be more likely to train or work less than full time, have a job share or be out of work for periods of time.
20 Artificial blocks which can prevent doctors with disabilities from progressing through training have been identified and steps have been taken to address them through our Welcomed and valued guidance.
21 Some doctors had experienced medical schools conflating welfare and professional issues. Some trainees with underlying health conditions have been advised to change career path due to the complexities of having an underlying condition and working in high risk specialities. These experiences have led some doctors to be concerned about sharing information about their wellbeing for fear it will be used against them.
Gender reassignment
22 Scoping raised misunderstandings about the purpose of chaperones, the relevance of their gender/gender history, and what a patient needs to be told to provide informed consent.
23 There are specific issues for trans patients in relation to screening and diagnosis of ovarian and cervical cancer for male trans patients and for prostate cancer for female trans patients.
24 Medical professionals are able to conscientiously object to procedures but not patients. Scoping revealed that our personal beliefs guidance may be being applied incorrectly in relation to providing care to trans patients. 
Marriage and civil partnership
25 No issues found in scoping. Following a long and in-depth period of scoping we believe that this is due to there being no specific issues for this group in GMP.
Pregnancy and maternity
26 [bookmark: _Hlk90554999]We have studied the Ockenden report into maternity services at the Shrewsbury and Telford hospital NHS Trust to identify learning for us and wider learning for the health system, as highlighted by this report. We know that the best care happens when all healthcare professionals feel supported and work within positive workplace cultures. It is on all of us to drive forward changes which will lead to better cultures, where professionals listen to women and are supported to deliver the best possible care.
27 In scoping there was a report of conflicting advice being given within a maternity service by different multi-disciplinary team (‘MDT’) members. Where there is bullying and conflict between doctors and midwifes on the labour ward there is data to show that this impacts patients.
28 Concerns about the disparity between child protection visits for mother and baby at 28 weeks and the updated NI abortion legislation were raised, as were concerns about how the updated legislation affects medical professionals’ right to conscientious objection.
29 Due to the age and gender profile of PAs and AAs many are likely to be experiencing pregnancy, maternity, or to have young families.
30 Following maternity leave medical professionals may return to work or train less than full time (‘LTFT’) or have a job share (eg one of the top reasons for choosing LTFT training was childcare). Some female doctors identified experiences of discrimination surrounding maternity leave, and some female GP trainees also reported pressure to have families while in training.
Race
31 There is extensive evidence to indicate the overwhelming extent of health inequalities experienced by patients from different groups. A recent rapid evidence review concluded that ‘ethnic inequalities in access to, experiences of, and outcomes of healthcare are longstanding problems in the NHS, and are rooted in experiences of structural, institutional and interpersonal racism’.
32 A more ethnically diverse population means that the health service will need to adapt for patients with different health needs.
33 On the whole, doctors are confident in the way we discharge our duties. The majority of ethnic minority doctors and non-UK qualified doctors (both white and ethnic minorities) think that some groups of doctors may be more likely than others to be treated unfairly across registration, revalidation and FTP processes. Where doctors felt that some groups may be at risk of receiving unfair treatment, three groups were most commonly reported by doctors. In order these were non-UK qualified doctors, ethnic minority doctors and older doctors.
34 There was criticism from a peer in the house of lords that our guidance isn’t clear for doctors from other cultures. We also received a challenge from BAPIO that GMP is a codification of white cultural norms and therefore disadvantages doctors from non-white backgrounds.
35 Medical professionals from ethnic minority backgrounds face different pressures, for example during the pandemic twice as many ethnic monitority doctors felt under pressure to see patients without adequate PPE compared to their white colleagues and were twice as likely to report bullying.
36 A significant proportion of staff grade and associate specialist (SAS) and locally employed (LE) doctors are from ethnic minorities. Many SAS/LE doctors reported unsupportive working environments, feeling unsupported, bullied or harassed. They reported feeling less able to raise concerns. SAS and LE doctors who disagreed that their working environment was supportive reported higher levels of burnout.
37 Ethnic minority consultants were twice as likely to experience discrimination as white consultants. Ethnic minority doctors also experienced assumptions of incompetence, increased scrutiny, lack of support and mentorship, being passed over for leadership opportunities and unfair treatment from colleagues and patients.
38 [bookmark: _Hlk77334609]There were several reports of racism from colleagues, patients and organisational racism. This includes examples of being ‘instructed to be more British’. Some ethnic minority medical professionals felt they had to work harder and face more questions about their performance than their white counterparts. Conversely there was one mention of bullying behaviour going unaddressed for years because colleagues were unsure how much was due to cultural factors.
39 There is no consistency in expected actions/behaviours when patients request a ‘white’ medical professional or makes racist statements/behaviours. Some white medical professionals reported being unsure what to do to support their ethnic minority colleagues in these situations.
Religion or belief
40 Questions were raised about the balance between respecting cultural/religious norms and patient safety in the context of beards and Covid-19 personal protective equipment.
41 Intelligence gathered in scoping on religion or belief was limited. We are targeting these groups in the patient and the healthcare professionals surveys and consultation engagement activities.
Sex
42 While sexual harassment can be perpetrated by both men and women, the majority of perpetrators are male, and the majority of victims are female. Patients were the dominant group targeted by perpetrators of sexual harassment and 49% of cases involve vulnerable patients, ie someone who is younger, infirm, or with mental health needs. Less senior colleagues were also a more common target and sexual harassment is linked to power imbalances. ‘Banter’ and the defence of ‘can’t you take a joke?’ are shown to be barriers to challenging and addressing sexual harassment in the workplace.
43 Some patients request female medical professionals. The sex of chaperones was also raised, with some junior doctors reporting pushback from consultants when they requested a chaperone if they were of the same sex as the patient.
44 The numbers of male and female doctors on the register are similar. However female consultants are more likely than their male colleagues to work LTFT (42% v’s 11%). The vast majority of doctors training LTFT are also female. This means that in terms of presence in the medical environment male doctors are still in the majority, especially in some specialties.
45 As a younger generation of doctors look to attain a better work-life balance there were reports of this clashing with systems and older generations who didn’t have this flexibility. Both male and female doctors are trying to find a better work-life balance, however it is female doctors who more often expect to work flexibly once they have young children.
46 There is a significantly higher number of female PAs than male PAs. There is a slightly higher proportion of female AAs than male AAs.
47 [bookmark: _Hlk90555025]Female doctors report greater pressures in their working lives than male doctors, but male doctors are more likely to say they are dissatisfied in their role, and to be pessimistic about the future. One potential linkage could be that male doctors are more likely to say they put their role as a doctor ahead of personal commitments. 
48 91% of female doctors reported in a BMA survey experiencing sexism in the workplace in the previous 2 years. Female consultants were twice as likely to experience discrimination as male consultants. More female doctors reported being bullied than male doctors. 
Sexual orientation
49 70% of LGBT+ patients report homophobic, biphobic and transphobic discrimination whilst in receipt of care and UK GOV research shows that LGBT+ patients have a disproportionately high dissatisfaction with the NHS.
50 LGBTQ+ people fear inadequate and hostile care and as such are less likely to be open about their sexuality or (trans) gender identity or, indeed, resist using primary care until problems are advanced and more difficult to treat. 
51 LGBTQ+ patients report being treated with a lack of respect, subjected to damaging judgements and assumptions, and an unwillingness to accept same sex partners or relationships that do not accord with heterosexual norms and mores. This is marked in maternity and end of life care. 
Socio-economic
52 The unequal distribution of the social determinants of health, such as education, housing and employment, drives inequalities in physical and mental health, reduces an individual’s ability to prevent sickness, or to take action and access treatment when ill health occurs. These inequalities are complex and embedded in society, but they are also preventable. Medical professionals can play an important role in addressing and preventing this. The COVID-19 pandemic has exposed this large and widening deprivation gap, with patients/the public in lower paid jobs more likely to die from COVID-19. 
53 There was criticism that GMP does not mandate medical professionals to try harder to provide access to care to more vulnerable people e.g. homeless people.
54 A shift towards more use of private healthcare carries significant risk of deepening existing levels of health inequality for patients.
55 In some high-profile cases doctors who worked across NHS and private healthcare recruited NHS patients into their private practice where it was more financially beneficial for the doctor.
Country of primary medical qualification (PMQ)
56 Doctors who received their PMQ outside the UK spoke about receiving inadequate or basic inductions and feeling pressurised to not speak up. Those who completed their PMQ outside the UK are more likely to report pressure in terms of their roles but are not more likely than those with a UK PMQ to report lower levels of satisfaction or be considering changing role.
57 There is an insider/outsider dynamic in many trusts and health boards, with doctors who gained their PMQ outside the UK in the outsider group. 
58 [bookmark: _Hlk79763974][bookmark: _Hlk79764000]Proportionately more international medical graduate (‘IMG’) doctors work as locums than doctors with an EEA or UK PMQ. Proportionately locum doctors are referred to FTP procedures more than non-locum doctors. We are also more likely to investigate complaints about locums than non-locums in all groups except in training.
Multiple characteristics
59 [bookmark: _Hlk90555037]Our work on PAs and AAs revealed that the professional relationships between PAs, AAs and the doctors who supervise and work alongside them were often not straightforward. As the new regulator for PAs and AAs, we will inherit a very mixed picture when it comes to the acceptance and understanding of these roles. Many PAs and AAs have had poor experiences in the workplace because of the impact of hostility from doctors or other healthcare colleagues about their role. 
60 Some medical professionals who don’t directly experience discrimination don’t believe it exists. 
61 Recommendations for how to move from a ‘blame culture’ to a ‘just culture’ include feedback, clarity of the expectations of medical professionals when something goes wrong, induction, including enhanced induction for medical professionals who are new to the UK, new to the NHS or at risk of isolation in their roles (including overseas qualified doctors, locums and SAS doctors), and equivalent opportunities to learning and development for SAS doctors.
62 Some groups of doctors are referred and investigated at a disproportionate rate. Conversely some groups of doctors who are underrepresented in FTP referrals are from the ‘in’ group where concerns are addressed informally, and wider factors are more likely to be considered. It was also recognised that some professionals in powerful positions, such as ‘substantive consultant posts’ were perhaps ‘too big to fail’ (and too costly to replace) and others were instead expected to work around them.
63 [bookmark: _Hlk77674606]The increase in use of technology will be beneficial to many, however digital poverty is an issue that can especially impact people with a disability, people from lower socio-economic backgrounds and people who do not go online for cultural (eg religious or age) reasons. Changes to systems, for example an increase in use of remote consultations during the pandemic, have been introduced without consultation and have had a negative impact on some groups of patients.
Summary of actions taken in scoping 
In scoping we have considered economic status and country of PMQ in addition to the statutory protected characteristics. This is due to evidence that medical professionals and/or patients who share these characteristics have different experiences of healthcare.
The needs of doctors under different contracts (locums, SAS, LE and LTFT) were considered in scoping and drafting, and they will be targeted in the public consultation.
We looked at other literature to further our understanding of the issues raised by BAPIO’s paper ‘Does a Narrow Definition of Medical Professionalism lead to Systemic Bias and Differential Outcomes?’.
We tested the current version of GMP against challenges brought by discussions around conversion therapy, virginity testing, hymenoplasties and complimentary medicines. No gaps were identified.
Summary of actions taken in drafting
Set up GMPAF with a diverse group. An understanding of ED&I issues was set out in person specification and in terms of reference for the group.
Cultural competency
Cultural competency was discussed at the second GMPAF meeting, the ED&I webinar, and the drafting steering group. Cultural competency and a reflection on own values, beliefs and biases was broadly accepted and drafting group discussed similar paragraphs in child protection guidance. However, concerns about the practicalities of medical professionals fully understanding the needs of patient populations without falling back on stereotypes, and the risk of non-UK medical cultural practices being penalised was raised at webinar.
63.1 We have added a new domain heading in GMP about working in partnership with patients, that has a new suite of duties. There is a duty in the new guidance (paragraph 21) to treat all patients as individuals.
63.2 New duty added (paragraph 56) to ‘consider how your attitudes, values, beliefs, perceptions, and personal biases (which may be unconscious) may influence your interactions with others’.
Patients’ rights/patient-centred care
At the ED&I webinar we discussed the balance between medical professionals’ rights to be themselves and patients’ rights not to feel pressurised. Attendees were happy with the current wording and thought the right balance was achieved.
63.3 We’ve brought existing guidance on patient centred care together in domain two to give more prominence to patients’ fundamental legal rights, such as rights to dignity and privacy, and to be treated fairly and with respect. The opening sentences to domain two say ‘Good medical professionals treat patients fairly and support them to make decisions about their care by providing tailored information and help to understand it. They act on safeguarding concerns; provide help in emergency situations; and are open and honest with patients if things go wrong.’ 
63.4 Reworked duty (paragraph 33) includes the wording: ‘All patients have a right to be involved in decisions about their treatment and care’
GMP was mapped against Decision making and Consent (‘DMC’) guidance for the second GMPAF meeting. Whether GMP focusses sufficiently on patients’ rights was discussed at this GMPAF meeting. Rights-based language, shared/supported decision making and how health inequalities impact different groups were also discussed. It was proposed that GMP paragraph 27 could be updated to more closely link to DMC guidance paragraph 72 (DMC paragraph 72 references safeguarding).
Given this feedback and data, we’ve incorporated several principles from our DMC guidance into GMP to give them more prominence:
63.5 New duty at paragraph 28, which says that medical professionals ‘must try to find out what matters to patients’. This helps medical professionals ‘share relevant information about the benefits and harms of proposed options and reasonable alternatives, including the option to take no action’. It also gives patients the opportunity to address non-medical issues such as preferred pronouns.
63.6 The amended previous paragraph 32 (now paragraph 34) says that medical professionals should check the patient’s ‘understanding of the information they have been given, and make sure they have the time and support to make informed decisions if they are able’.
63.7 New duty at paragraph 32, which says medical professionals must be aware of their duties under relevant legislation (for example, the Mental Capacity Act and mental health law) and must have regard to the relevant codes of practice and our DMC guidance. This was identified in engagement as a gap in current GMP.
63.8 Added new subparagraph b to existing paragraph 49 (now paragraph 33) to say that information patients need to make decisions about their care includes ‘clear, accurate and up-to-date information, based on the best available evidence, about the potential benefits and risks of harm of available options, including the option to take no action.’
Technology
The mode of care duty has been reworked to align with recently updated prescribing guidance (paragraph 38), and safety and efficacy of care is prioritised. ‘Whether you provide clinical care in a face-to-face setting, or through remote consultations via telephone, video-link, or online services, you must provide safe and effective care. Where possible, you should agree with the patient which mode of consultation is most suitable to their individual needs and circumstances. If you can’t provide safe care through the mode of consultation you are using, you should offer an alternative if possible or signpost to other services’.
Mental capacity
Inclusion of mental capacity in GMP was discussed at the second GMPAF meeting. It was acknowledged that due to legislative differences across the UK it would be difficult to cover capacity in any depth in GMP. Following suggestions from GMPAF we looked across the whole of GMP for opportunities to make appropriate and relevant references to children and to people who lack capacity.
63.9 In the revised GMP, mental capacity is referenced in paragraph 32 ‘You must start from the presumption that all adult patients have capacity to make decisions about their treatment and care.’
Disabled patients and patients who require translation/interpretation
We have tested paragraph 60 of the current version of GMP  (which concerns reasonable adjustments) at ED&I webinars.
Where we mention patient rights and needs in the new draft (Domain 3, paragraphs 27-29) we are explicit. New wording is about listening and responding openly to patients, trying to ‘find out what matters to patients so you can share relevant information’ and taking ‘all reasonable steps to meet patients’ language and communication needs’. 
Supporting ill or disabled colleagues
In our pre-consultation engagement we gathered information about the application of paragraph 28 in the current version of GMP for doctors who disclose a disability or health condition with stakeholders who represent disabled doctors.
This was also discussed at ED&I webinars where concerns around training were raised. It was suggested that outcome based evaluation may support medical professionals who work differently due to a disability. Following suggestions at the webinar we compared GMP to the positions in Welcomed and Valued.
We met with colleagues who worked on Welcomed and valued to understand if we could further support the progress made in this workstream. There are no changes to medical curricula or quality assurance of education that need to be reflected in GMP.
Changes have been made to the new draft of GMP to support ill or disabled medical professionals:
63.10 Paragraph 62 talks about demonstrating leadership ‘to make healthcare environments more supportive, inclusive and fair.’ 
63.11 Paragraph 64 is about supporting colleagues who have issues with their health and offering support and help. 
63.12 The introduction to domain one frames the new duties in terms of prioritising patient safety alongside the wellbeing of medical professionals, and the recognition of wellbeing of individuals and teams underpins many of the new duties here.
Challenging discrimination
Discrimination by patients was discussed at the second GMPAF meeting, where cultural norms for different patients was raised. We discussed whether this is separate from, or a part of, acceptable behaviour and challenging poor behaviour by patients and colleagues. 
63.13 We have added a new duty into Domain two (paragraph 44) about instances where the patient poses a risk to medical professionals. Medical professionals ‘should take all available steps to minimise the risk before providing treatment or making suitable alternative arrangements for treatment.’ The old version of this paragraph specifically talked about not denying ‘treatment to patients because their medical condition may put you at risk’, but the revised wording is clearer and includes non-medical risks to safety.
The duty to challenge discrimination was also discussed at the second GMPAF meeting. There was support for the following proposals: strengthening the language of existing duties, being more explicit about the behaviours – such as bullying and harassment – that are not acceptable, articulating clearer expectations in terms of medical professionals challenging discrimination, and requiring medical professionals to take an active stance to promote ED&I.
The duty to tackle discrimination and actively advance equality was discussed at the drafting steering group. The question of when or if failure to challenge or report discrimination would meet the threshold for FTP referral was discussed, as was the concern about medical professionals new to the UK being forced into disciplinary processes for behaviour that would be better dealt with through a supportive process. 
63.14 Duty added (paragraph 7) to take action ‘if you witness or are made aware of bullying, harassment, or unfair discrimination’. This is a ‘should’ duty that prompts medical professionals to take action without being prescriptive about what taking action might look like in individual circumstances. 
63.15 Duty added (paragraph 6) not to ‘abuse, discriminate against, bully, exploit, or harass anyone, or condone such behaviour by others.’
Leadership
Power dynamics in teams have been considered throughout the drafting and have driven many of new duties addressed at effective teamworking and civility.
GMPAF discussion about leadership raised concerns that strongly hierarchical leadership works against patient-focussed practice.
New principles in GMP focus on team working, respecting teamwork/views and role modelling leadership.
63.16 New duty (paragraph 62) drafted to ‘develop leadership skills appropriate to your role’.
63.17 New duty (paragraph 48) drafted to be competent in ‘formal leadership roles’, where applicable.
Specific duties in relation to fairness in providing training/mentoring opportunities were discussed at the second GMPAF meeting. Paragraph 42 in the current version of GMP was discussed in relation to PAs, who lack formal progression post qualification, and there was some support for adding wording to paragraph 42 to the effect that medical professionals need to be aware of explicit and implicit bias around the availability of training opportunities. This was raised in ED&I webinars where there was general agreement that access to training and mentoring opportunities is not currently fair.
63.18 The duty at paragraph 5 to ‘contribute to a positive teaching, training and working environment by role modelling supportive, inclusive and compassionate behaviour’ includes medical professionals proactively seeking out opportunities to feed back.
63.19 Paragraph 58, the requirement to support colleagues to ‘take part in structured support opportunities’, touches on feedback. 
63.20 Paragraph 59 focuses on what we might see as ‘out’ groups – ‘be prepared to contribute to mentoring, teaching, training and professional support of students and other colleagues. This is especially important for individuals new to practice in the UK, returning from a period away from practice, or who do not have easy access to sources of support.’ This new duty takes previous paragraphs 39 and 42 together and broadens them out to reflect discussion at steering group to cover continuous learning and development wherever a need arises.
63.21 New duty (paragraph 60) added about responsibilities for facilitating access to training and development opportunities. New duty to embed fairness of opportunity.
Conscientious objection
Discussed in ED&I webinar where it was raised by members. One member believed that guidance should be updated to show that medical professionals can refuse cross-sex medication for trans patients – they specifically said that footnote 5 of the Personal beliefs and medical practice guidance should be updated. This Personal beliefs and medical practice guidance will be reviewed later in this review.
Conflicts of interest
In response to intelligence about conflicts of interest and the risk identified of patients being exploited by doctors who work across NHS and private care, conflicts of interest references in GMP have been enhanced.
63.22 Paragraph 81 in new GMP says ‘Conflicts of interest may arise in a range of situations. They are not confined to financial interests and may also include other personal or professional interests. You must not allow any interests you have to affect, or be seen to affect, the way you propose, provide or prescribe treatments, refer patients, or commission services.’
Candour
We have added a line to new paragraph 45 that apologising to a patient does not mean you are admitting legal liability for what has happened. This will support medical professionals who face internal and external enquiries to understand the duty of candour as well as facilitating better support for patients and their families.
Duties of a doctor
We considered if, within definitions of 'professionalism' (ie ‘Professionalism in action’, and ‘duties of a doctor’), we should acknowledge that medical professionals are under system pressures and that pressures (system and other) are unequal. Discussion at the introductory GMPAF meeting highlighted a range of views about acknowledging system pressures within how we describe the interaction of GMP and FTP, while not watering down standards because of medical professionals working in difficult systems. At the ED&I webinar it was raised that a medical professional’s background can present barriers to speaking up and feeling that they will be heard.
63.23 The new first section of GMP ('I' statements, formally ‘duties of a doctor’) has been updated in response to these professionalism/pressure issues.
63.24 The section now called ‘The purpose of Good medical practice’ recognises that ‘medical professionals work in complex, rapidly changing systems with high demand, where responsibility for outcomes is shared and medical professionals need support to be able to meet professional standards.’
We have considered whether it would benefit medical professionals if we gave an explanation of why guidance points are important within GMP. This was raised at the second GMPAF meeting where there was some support for GMP not just stating high level principles, but going further to translate what the principle means in the context of different areas of practice.
63.25 The four domain introduction sections have been drafted to include an explanation of why guidance points are important.
Sexual harassment of colleagues
In scoping sexual harassment of colleagues was identified as a gap in existing guidance.
63.26 New duty (paragraph 7) to ‘take action […] if you witness or are made aware of bullying, harassment, or unfair discrimination.’
63.27 New duty (paragraph 6) ‘You must not abuse, discriminate against, bully, exploit, or harass anyone, or condone such behaviour by others.’
63.28 New duty (paragraph 72) ‘You must not demonstrate uninvited or unwelcome behaviour that can be reasonably interpreted as sexual and that offends, embarrasses, humiliates, intimidates, or otherwise harms an individual or group’. This has been added in order to address inappropriate sexual behaviour between colleagues.
Indemnity
Duty around indemnity has been updated to be clearer. The amended duty (paragraph 88) now states ‘You must ensure that you have insurance and indemnity that covers the full scope of your practice.  You should keep your level of cover under regular review.’ 
The amended duty removes the word ‘adequate’ which we have questioned about and we can’t provide advice given that it’s individual to each medical professional registered with us. ‘Full scope of practice’ is intended to cover all activities wherever these take place (including care across borders). That indemnity should be regularly kept under review has been included because cover can sometimes be left to go out of date.
Summary of actions taken in consultation and patient research
To fill gaps identified in scoping we will take the following actions
63.29 We will include children and young people in patient research.
63.30 Stakeholder, medical professional and patient surveys will ask about faith/religion. This will enable us to break down at responses by different faith groups.
63.31 Patient panel and independent facilitated workshops are being commissioned by ICE Creates as part of public consultation engagement work. In the patient organisation recruitment for the study the researchers will include the LGBTQ+ network, which includes intersex patients.
To support MDTs including PAs and AAs, we have considered what levers we have to support patient/public understanding of how MDTs work. This fed into the development of the ICE Creates study and the patient survey to understand how we can gain more intelligence on MDT working within the focus groups and survey. 
The following topics have been included in the patient survey
63.32 Patient expectations when medical professionals and their colleagues are abused by patients.
63.33 Patients’ views on whether medical professionals should consider their own beliefs and biases.
63.34 How medical professionals should take into account patients’ economic circumstances in addition to psychological, spiritual, social and cultural factors and views and values. 
63.35 Communication and reasonable adjustments for patients.
63.36 Whether the new standards are patient-centred enough.
The following ED&I themes are being explored in patient focus groups/workshops
63.37 Conscientious objection 
Teamworking questions are in the main and healthcare professionals’ surveys.
The following ED&I themes are being explored in stakeholder focus groups
63.38 Technology – we will explore fairness and digital poverty.
63.39 Meeting/exceeding legal duties around disabled patients – should GMP go further than our legal obligations (which we meet) and what would this look like?
The following ED&I theme is being explored in medical professionals’ focus groups
63.40 Conscientious objection – we will ask about experience of using the personal beliefs guidance.
Reviewing and monitoring
The EA will be updated with any actions we identify in the course of this review.
64 We will consider and review actions arising from this analysis at critical project milestones. 
65 We will continue to review and monitor any literature which addresses inequalities in healthcare and any actions that arise in response to the revised GMP ahead of the next full review.
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1. GMC Caring for doctors caring for patients 2018
2. Fair to refer?
3. Understanding employer’s referrals of doctors to the General Medical Council
4. Medical council of New Zealand statement on cultural safety
5. GMC-What it means to be a doctor
6. Fairness and the GMC: Doctors’ views
7. Alliance for Equality in Healthcare Professions, chaired by BAPIO Bridging the Gap workstream and Does a Narrow Definition of Medical Professionalism lead to Systemic Bias and Differential Outcomes? report
8. Scoping Report on Nuffield Council on bioethics Workshop - The role of technology in the future of mental healthcare: challenges, opportunities, and ethical issues
9. GMC key facts and figures 2020
10. Specialty, associate specialist and locally employed doctors workplace experiences survey and report What do we know about SAS and LA doctors?
11. What our data tells us about locum doctors
12. Welcomed and Valued
13. LGBTQ+ patients and healthcare – 13 sources
14. EDI and building back better after COVID-19 – 33 sources
15. Scoping report on Boundaries – 16 sources
16. Scoping report on horizon scanning – 19 sources
17. Scoping report on trends in medical education – 20 sources
18. Scoping report on public inquiries and reviews – 4 sources
19. GMC’s Data and Research Insight Team (DRIH) horizon scans – 55 sources
20. Fitness to practice allegation trends
21. Intelligence module report
22. Contact centre report
23. Engage report
24. Three stage review of ethical enquiries
25. Reactive log
26. Social media doctor report
27. MAPS equality assessment
28. Everyday leadership
29. Promoting excellence
30. GMC GMP review pre-consultation stakeholder survey
31. NHS Race & Health Observatory Terminology Consultation Report
32. Prescription for fairness: Remedying health inequalities in a post-COVID era
33. Professor Chris Whitty gives inaugural O'Donoghue lecture on health disparities
34. NHS confederation. Building back inclusively: Radical approaches to tackling the elective backlog
35. Supporting named leads for health inequalities on NHS boards
36. How the digital healthcare revolution leaves the most vulnerable behind
37. The evidence which shows poorer and ethnic minority patients wait longer for NHS care
38. NHSE delivery plan for tackling the backlog of elective care
39. Ethnic Inequalities in Healthcare: A Rapid Evidence Review - NHS - Race and Health Observatory (nhsrho.org)
40. NHS HEE Enhance programme handbook 

