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The review of Good medical practice 
Equality analysis April 2022-June 2023
[bookmark: _Hlk131525866]1.Background

1. This is part two of our Equality Analysis (EA) which explains the actions we’ve taken since April 2022 as part of the review of Good medical practice.
2. We’ve already published 'Part one'’ of the EA which covered the background to the pre-consultation phase of the review. In part one, we described how we gathered evidence about the equality, diversity and inclusion (EDI) issues which are fundamental to the review. 
3. Part one also described our pre-consultation engagement and how we created a new draft of Good medical practice to test out in the consultation. We also gave details about how we intended to run the consultation to address the EDI issues we’d identified.  
4. This document will explain how we:
drafted three surveys for the consultation
reached the target groups of medical professionals and members of the public who we had identified as most likely to be impacted by the review or underrepresented in some way
explained the consultation’s purpose to our target groups
analysed the consultation responses from an EDI perspective
used the consultation responses to inform the drafting of the final version of Good medical practice
created a new action plan to address the gaps/new issues we discovered in this phase of the project. 
5. In future parts of this EA we will describe how our approach to EDI will inform:
the work to review several pieces of more detailed guidance, which will come into effect alongside Good medical practice. 
the implementation plan, activities and evaluation plans.
2.Evidence 
[bookmark: _Consultation,_analysis_and][bookmark: _Ref100146657][bookmark: _Hlk131525876]Consultation, analysis and quality assurance 
[bookmark: _Hlk131542569]Consultation surveys 
6. Our public consultation on the revised guidance ran from 27 April – 20 July 2022.
7. As we set out in part one, the aims of the consultation were to encourage open dialogue with those who could be affected by our proposals, ensure our proposals were lawful and practical and that there were no unintended or negative impacts on groups who share protected characteristics. This includes how we sought input from EDI stakeholders at an early stage (including dedicated webinars) to ensure that our approach to embedding EDI in the governance of the project was sufficiently robust and also to seek input on our approach to engagement.
8. The consultation comprised a stakeholder (or ‘main survey’) survey intended for large organisations and for any individual healthcare professional who preferred to reply to this detailed survey, and anyone else who works closely with Good medical practice. 
9. To supplement the main survey, we also developed two shorter surveys:
The healthcare professional (HCP) survey: This survey was for doctors, physician associates (PAs) and anaesthesia associates (AAs) who, when they are regulated by us, will be expected to follow Good medical practice.  We called the survey the healthcare professional survey to attract responses from other professionals working in healthcare such nurses, social workers etc. 
The patient survey: For patients, carers, relatives, members of the public and community patient organisations/charities with an advocacy role. Our aim was for them to explore the issues raised, in an accessible and engaging way. This survey contained questions on proposed changes that would affect patients the most.
10. We recognised that most healthcare professionals are short of time so, although we kept the structure of the main survey, we reduced the length and made some of the questions optional for the healthcare professionals survey.  We tested a draft version with GMC Clinical Fellows and, following feedback about the shortage of time for all medical professionals, we shortened the survey even more. 
11. Although we widely promoted the public consultation, we recognised that some groups who share protected characteristics may be less likely to respond to written consultative exercises.  Therefore, we tried to reach these individuals and groups in other ways, which are detailed below.
[bookmark: _Hlk131542602]Other methods of capturing views
Commissioned patient research: external behavioural insight specialist ICE Creates engaged with 159[endnoteRef:1] diverse members of the public and patients from across all four UK countries to conduct research and engagement in a mix of virtual and face to face focus groups and interviews to gain views about eight key proposals for change in Good medical practice. [1:  Numbers of specific groups engaged in this research (not mutually exclusive some participants were representative of more than one group) Women only group 85 People who are deaf 3 People from a minority ethnic heritage 41 People with a learning disability 6 Ex-offenders 9 People with low levels of literacy 3 Parents and pregnant women 37 People for whom English is not their first language 3 LGBTQ+ people 27 Young carers 5 Transgender people 8 Adult carers 6 People with a disability/long-term health condition (LTC) 36 People with impaired mental capacity (including patients detained under the Mental Health Act) 12 Students 17 Asylum seekers and refugees 3 Care leavers 5 Roma and Irish Travellers 2 Older people 75+ 6 Homeless people 4 Domestic abuse survivors 6 People with different religious beliefs 6 [ Exploring patient and public views to inform the good Medical Practice Review  Research Findings Report by ICE Creates for the General Medical Council July 2022 page 10]


] 

In part one we had identified priority cohorts[endnoteRef:2] (those who were unlikely to participate in the written public consultation and would have found it difficult to reach out to us) and where we were unable to reach certain groups, they were added to our action plan.  [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).
] 

Targeted outreach sessions across the UK, run by our Outreach Service.  We identified priority groups of medical professionals[endnoteRef:3] to engage with.  [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.
] 

Stakeholder meetings: we facilitated discussions of the issues and encouraged responses from key stakeholders across the UK. 
Online promotion: we promoted the public consultation using a wide range of communication channels. We also worked with organisations to help us share information with those who might not normally engage with us. We published blogs, videos and ran interviews with members of the Good medical practice advisory forum. 
[bookmark: _Hlk131541390]Protected characteristics and the consultation 
12. In the main survey and the HCP survey we asked for views about the potential impact of our proposals on people with protected characteristics. The patient survey and the work carried out by ICE Creates didn’t ask this question as neither piece of work required any pre-reading or knowledge about Good medical practice. 
13. We asked a range of questions about changes we’ve made to strengthen medical professionals’ duties around:
tackling bias and discrimination
taking account of health inequalities
helping to create a supportive and respectful culture for staff and patients within healthcare settings
being aware of patients’ rights
taking steps to meet patients’ needs (e.g., in terms of accessible information and communication support).  
14. Following our usual process, we gave individual respondents to the surveys the opportunity to tell us about themselves by including industry standard demographic questions on areas such as religion and ethnicity. This data was used in our analysis exercise, to understand how the issues we asked about may impact people with a protected characteristic.
15. We also asked a standing question about the consultation documentation and the process of completing the surveys so we can make future consultations more accessible for different users and easier to understand and complete.
[bookmark: _Hlk131541410]Accessibility of the consultation process
16. Like most organisations with a UK wide remit, we use online surveys to reach our UK audience as they have the capacity to process a high volume of responses more quickly and efficiently than paper-based surveys. Online survey tools are also quick and efficient in sorting and analysing large volumes of data, identifying themes by different categories of respondent, and numbers of respondent for example by protected characteristics, geographical area. 
17. [bookmark: _Hlk128741512]The surveys were available to download in a Word document version.  We also provided the survey in easy read format. We made it clear how to request a translated copy of the survey and we had requests for translations into Arabic and Urdu. We received no responses to the survey in community languages.
18. Responses received by email and post were integrated with the digital data so they could be analysed in the same way.  
19. We were advised that some patients in rural areas (Wales, in the example given to us), would not access the consultation online and the best way to reach such patients would be print off paper copies of the patient survey and leave copies in the waiting rooms of various GP surgeries, along with stamped addressed envelopes to return the survey to us. We also created slides for use on monitors in patient waiting rooms and encouraged doctors to print copies of the survey for local use to boost numbers of responses, although we have no assessment of the impact of this.
20. In future consultations of this scale, we may need to carry out research in advance to better understand any potential unmet needs, such as the fact we did not automatically provide:
printed copies of the surveys in English
copies of the survey in the main community languages. 
21. Such research could help us decide whether to continue to offer an ‘on request’ service or if we need to do more. 
22. We should also consider how we could work more effectively with national patient organisations to distribute surveys or incorporate questions into surveys they are already running. And we should consider how we could work more effectively with local patient groups to deliver engagement sessions in community languages.
23. Such research could help us decide whether to continue to offer an ‘on request’ service or if we need to do more. 
[bookmark: _Hlk131525905]Engagement 
Engagement with healthcare professionals
24. Our communication and engagement strategy targeted cohorts of medical professionals who share protected characteristics. This was in recognition of the concerns identified via scoping and engagement about the potential for our guidance to be interpreted and applied in ways that disadvantage some groups of professionals in the workplace and within FTP processes. This included international medical graduates (IMGs), ethnic minority medical professionals, women, doctors with a disability or long-term health condition, and doctors who identify as lesbian, gay, bi, trans, queer/questioning and more (LGBTQ+).
25. In the lead-up to the public consultation exercise, we were mindful that most medical professionals do not engage in public consultation exercises because of the pressures on their time, and respondents to surveys are therefore self-selecting. To balance this, we designed face to face and online sessions to be delivered by our Outreach team (the Outreach sessions) with the aim of reaching a large number of diverse healthcare professionals. 
26. The Outreach sessions served the dual purpose of imparting information about the main changes and obtaining real time quantitative and qualitative feedback which we collected using Menti software. We also used the opportunity to spread the word about the consultation as the slides used for every Outreach session had a QR code which attendees could scan to link directly to the HCP survey.
27. During the 12 weeks of the consultation, the GMC’s Outreach team held 194 sessions across the UK which were attended by 4,500 people of which 3,700 were medical professionals.  Through this activity, we are confident that we reached members of the medical profession in significant numbers. This matters because the data we gathered in the Outreach sessions was used as means of checking that the views we were hearing from the healthcare professionals who made a conscious choice to reply to the surveys were not out of step with other medical professionals.
[bookmark: _Hlk131525992]Engagement with stakeholders and specialist groups
28. We were mindful of reaching stakeholders in all four countries of the UK, so we held key events in each.  This allowed us to capture issues specific to the countries.  
29. We tried to make sure that attendees (both medical and non-medical) were able to bring a diverse range of experience and issues in healthcare to the events. For example, we had representatives of trainee doctors (from the BMA’s junior doctors’ committee), representatives who sit on the BMA’s Equality and Equity forums, members of national groups such as the Welsh branch of the British Association of Physicians of Indian Origin (‘BAPIO’) in addition to representatives involved in healthcare from the national governments. 
30. In Belfast we held a key stakeholder event where a mix of people from different perspectives were involved in discussions, with health leaders participating alongside representatives from patient organisations. This included representatives from groups representing older people in Northern Ireland and representatives from action groups for people with disabilities. 
31. At the Northern Ireland roundtable, specific scenarios were discussed to bring the proposed changes to Good medical practice to life. These included a scenario concerned patients expressing racist/sexist views.
32. In the patient round table event held in Scotland, there were discussions about the usefulness of the term unconscious bias and organisational culture. 
33. At the Welsh event, the roles of PAs and AAs was discussed and patients’ understanding of these roles was debated. One of the stakeholder events in Wales was also conducted in the Welsh language.
34. By taking these debates ‘on the road’ we generated rich feedback which again fed into our overall analysis.  We recognised that the experience of those with protected characteristics may differ throughout the UK and the roundtable events displayed our commitment to ensure their voices were heard. 
35. We also ran specialist workshops with experts, academics and leaders in the subjects of patients’ rights, research, environmental sustainability and digital technology and artificial intelligence. The purpose of these workshops was to identify potential gaps, risks and ethical challenges in these areas and understand how they might affect the practice of medical professionals in the future. 
[bookmark: _Hlk131526002]Engagement with patients
36. We promoted our short patient survey via national patient organisations in the UK including the Patients Association, Healthwatch England, Wales Council for Voluntary Action, Board of Community Health Councils in Wales, Health and Social Care Alliance in Scotland and Patient Client Council (PCC) in Northern Ireland. 
37. Prior to and during the consultation we engaged with patient leaders across the UK through our bi-annual patient roundtable. As we wanted to hear diverse voices from patient groups, we also reached out to local community networks to support promotion of the survey. In particular we targeted patient organisations with a focus on ethnic minority patients and men in recognition of the lower response rates to the survey from these groups. We also delivered two consultation sessions for individual patients via the Patient Client Council user involvement network in Northern Ireland. 
38. In addition, as explained above we commissioned ICE Creates to carry out a mix of face to face focus groups and telephone interviews with patients from 22 groups who are less likely to engage in online consultations. This includes ex-offenders, travellers, people undergoing gender reassignment, children and young people, young carers, parents of young children and babies, domestic abuse survivors, people with physical, mental and sensory disabilities, refugees and asylum seekers, homeless people, people with additional communication needs, people with low literacy and other groups.
39.  A total of 159 members of the public participated in the first phase of this research and included good representation from all four UK countries and all regions within England.  The participants were a mix of genders, ages, ethnic and religious groups, and there was representation of people living in low-income communities, LGBTQ+ people and people with disabilities and long-term conditions.
40. The face-to-face focus groups were held for patients with lived experience of the healthcare system resident in the four nations.  Patients were recruited to broadly reflect population demographics including protected characteristics and socio-economic status. This is the report from ICE Creates dated July 2022.
41. At the end of the consultation further focus groups were held to explore in more detail some of the principles and issues identified in the consultation. The aim was to explore and test five key aspects of Good medical practice, including an exploration of what is important to patients to support the implementation of the guidance. We also used these sessions to explore the issues raised by healthcare professionals about time and resources and asked participating patients to consider what was most important to them during a time-limited appointment. 
42. These focus groups were conducted with 44 demographically mixed members of the public from England, Scotland, Northern Ireland, and Wales. There was a men-only group (in recognition of the need to hear more male voices as these were underrepresented in the patient survey responses) and a group of people who had accessed independent healthcare in the last 12 months. This is the report from ICE Creates dated November 2022.
[bookmark: _Hlk131531606]Diversity of respondents replying to the consultation 
43. Consultation does not need to achieve – in terms of response - a statistically valid sample of the population. It must demonstrate (within the timeframe and resources available) that those running the consultation have:
provided a range of opportunities for people potentially affected by a new policy/service to give feedback – if they wish
made participation as accessible as possible
made reasonable efforts to reach and hear from groups who are often under-represented in consultation processes.
44. From the outset of the consultation, we anticipated the importance of partnership work through trusted organisations with an existing relationship to ensure diversity of responses. We therefore co-hosted consultation events and cascaded information about the consultation via external partner networks such as the Disabled Doctors Network, the Medical Women’s Federation, groups representing different ethnic minority doctors, and the Association of LGBTQ+ Doctors and Dentists (GLADD). 
45. During the 12-week period of this consultation, we used census data[footnoteRef:1] and data from the List of Registered Medical Practitioners (the medical register) as useful indicators of whether we were hearing from groups with protected characteristics in proportion to their representation in patient and professional populations.  [1:  We used 2011 census data as the 2021 census data was not published until mid-June 2022.  It would have been disruptive and disproportionate to change the benchmark half-way through the consultation.

] 

46. We supplemented this with the data from the ICE Creates focus groups, the Outreach sessions and stakeholder events.
47. The Good medical practice review’s EDI Steering group met frequently during the consultation period to review the responses coming in to check whether there were groups that appeared not to be engaging.  When we identified potential under-representation of groups, working alongside our colleagues from communications and the corporate EDI team, we planned specific promotional actions to encourage the under-represented groups to respond to the consultation. These activities included: 
Publishing blogs, videos, and opinion pieces from a variety of external voices such as members of the Good medical practice advisory forum including Neil Tester, Professor Geeta Menon, Professor Pali Hungin OBE, Josie Cheetham, Mikaela Carey, John Randall and Emma Cave. 
Using social media polls to spotlight on themes we knew were important to audiences where we wanted to seek more responses. 
Running a Linked-in advertising campaign to help us reach medical professionals who don’t already follow our corporate account.
Publishing a special edition of GMC news targeting specialty and associate specialist doctors (‘SAS’ doctors) and locally employed doctors. This was effective in boosting response rates from doctors working in these roles, as well as IMGs and doctors from ethnic minority backgrounds. 
[bookmark: _Hlk131531631]Response from medical professionals
48. We were successful in reaching our target cohorts for medical professionals sharing protected characteristics, with response rates consistent with or exceeding the proportion on the register for most groups. For example, response rates from individuals with a disability and those who identify as lesbian, gay, or bisexual in numbers that exceeded the proportion of doctors sharing these characteristics on the medical register. 
49. In part one we identified from our scoping activities that the status of being married, single or in a civil partnership did not emerge as a relevant protected characteristic for patients or medical professionals.  All the other protected characteristics were relevant.  
50. In addition to the characteristics protected under the Equality Act 2010, we also committed to looking at 
the socio-economic status of medical professionals and 
IMGs
as we know that these characteristics can also result in unequal treatment. 
51. We prioritised IMGs as a target group for the Outreach sessions, but we were unable to collect socio-economic data as this is not routinely collected. 
52. The figures we cite below compare the characteristics of those medical professionals who responded to our surveys with information we obtained from the medical register. We could not include figures for doctors whose gender is not the same as that assigned at birth because, although we collected this data, we had no initial benchmark to compare. However, LGBTQ+ doctors (which includes trans doctors) were a target cohort for the Outreach sessions. 
53. We did not collect data on medical professionals who are/were pregnant.  
54. Twenty-nine per cent of respondents to the HCP survey qualified outside UK and Europe (compared to 30% of doctors on our register). 
55. Ethnic minority doctors comprise 41% of the medical register.  For the main survey, where we received individual responses, 65% of those respondents identified themselves as an ethnic minority. For the HCP survey, the figure was 44%.  
56. Among ethnic minority healthcare professionals who participated in the main and HCP surveys, Asian and Asian British doctors are under-represented (21.7%) compared to the proportion on the medical register (29.7%) based on the data we hold where ethnicity is known. To counterbalance this, we provided BAPIO with bespoke information for their newsletters and ran events in partnership with them. Professor Geeta Menon, BAPIO Vice Chair and a member of the Good medical practice advisory forum, recorded a video for this, encouraging doctors to respond to the consultation. 
57. [bookmark: _Hlk131534946]Healthcare professionals who said they identify as lesbian, gay or bisexual were 7.4% of respondents to the HCP survey and 6.1 % of respondents to the main survey. These figures exceed the proportion on our register which is 2.1 %.
58. In terms of healthcare professionals who have a disability, 7% responded to the HCP survey and 6% to the main survey. These figures exceed the proportion of doctors who declare a disability on our medical register which is 4%.
59. We did not hear from as many female medical professionals as we’d hoped. Female healthcare professionals made up 41% of responses to the HCP and the same number for main stakeholder survey (compared to 47% on the medical register). As we monitored statistical tends during the consultation period, we recognised that female responses were lower. To mitigate this, we arranged for some of the Outreach sessions to be co-hosted with the Medical Women’s Federation (MWF).  The MWF also publicised the consultation on their Twitter platform.   
60. Another category of under representation occurred in relation to where doctors obtained their primary medical qualification.  Only 6.8% of respondents to the HCP survey said they qualified in Europe (compared to 10% on our medical register). We did not ask this question in the main survey.
61. Medical professionals who are older responded to our surveys in greater numbers than younger medical professionals in proportion to the population on our register. This may reflect increased likelihood to engage with the review based on seniority (for example consultants) who are likely to be at a later stage of their career. To some extent this is counterbalanced by attendance at the Outreach sessions where we know over 770 attendees were students. 
62. We have not been able to assess the number of survey responses from those whose gender is not the same as it was at birth. This was part of the industry standard demographic questions but benchmarking against doctors on the register is not possible as this information is not currently collected.  
63. An analysis of the demographics of respondents to HCP and main stakeholder surveys indicate we reached medical professionals from a wide variety of faiths broadly in proportion to doctors holding those beliefs on our register. Healthcare professionals identifying as Christian are slightly under-represented and people with no religion are slightly over-represented. 
64. We did not prioritise our engagement activity with healthcare professionals based on religious affiliation. However, we did promote the consultation at the GMC’s Strategic Equality, Diversity and Inclusion forum and through the GMC EDI contact lists, which includes organisations who represent doctors in faith groups. We were also approached by groups interested in spirituality who wished to discuss their views on Good medical practice and personal beliefs and held a meeting with them during the consultation period.
65. [bookmark: _Hlk131541492]Overall we are confident that the responses we received represent a reasonable spread of views on the questions raised in consultation.  However, as with all large projects we can use this experience as a valuable learning exercise for future reviews of our professional standards.
Response from patients and the public 
66. In the interest of a transparent listening approach, our patient survey was open to anyone who wished to contribute to the development of standards for medical professionals. It is different to the independent research we commissioned for patients as there was no screening of participants who were self-selecting and no one responding to the patient survey received any remuneration for their time. As is a common experience with public surveys of this nature, we heard from more older people and women than young people and men.
67. Women and over 60s constituted 67% and 41.8% of respondents to the patient survey respectively, compared to 51% and 22% of population based on 2011 census data for England and Wales. We anticipated over-representation of older people in the survey and to mitigate the impact of this, independent researchers holding focus groups in the four nations screened participants to ensure demographics were broadly representative of the age profile of the population. We also commissioned focus groups with men, school children, young carers and parents of young children and babies, as set out in paragraph 37 above. 
68. 72% of respondents to the patient survey identified as white British compared to 80.5% of the population. 13.5% respondents reported an ethnic minority background. 13.2% of respondents preferred not to say. Based on the lack of confidence in sharing this data with us, it’s difficult for us to know the extent to which we received responses from different ethnicities in proportion to the wider population. Patients with no religion are over-represented among survey respondents (42.5% compared to 25.1% of census data). In anticipation of this, we commissioned focus groups for patients with lived experience of the healthcare system from ethnic minority backgrounds and a focus group and telephone interviews with people from different religions. 
69. The voice of patients with a disability and patients who identify as gay, lesbian, or bisexual were strongly heard in response to the patient survey. 28.4% of respondents to the patient survey identify as disabled compared to 18% of census data. 9.7% of respondents to the patient survey identify as a gay man, gay women or lesbian, or bisexual compared to 2.7% of the UK population according to the Office of National Statistics. ICE Creates also undertook focus groups for people with a disability or long-term health condition, and people of different sexual orientation.
70. The voice of trans people and pregnant people were picked up in the work carried out by ICE Creates. In the patient survey we asked the industry standard demographic question about whether the respondent’s gender was the same as it was at birth. It isn’t possible to benchmark the numbers here. We are also treating the data collected with caution due to the high number of comments related to gender politics which may have influenced how respondents responded to this question. 
71. We didn’t specify socio economic status as a factor when recruiting participants for the ICE Creates work. However, from the diversity of people recruited we can say with some confidence there was a good spread of people from differing socio-economic circumstances. We asked specifically about socio-economic factors in the patient survey.
72. With the work we commissioned from ICE Creates in addition to the patient survey, we are confident that we reached a wide range of views from all groups of patients and the public on the questions raised in consultation.  In fact, the only group we identified as important that we were subsequently unable to hear from, were members of the community who are intersex. The research company made extensive efforts to find participants by making contact with appropriate gatekeeper organisations but found no willing participants. 
73. Overall, across all three surveys we achieved a good outcome, even though in a few areas respondent numbers were a little below the census or register percentages, our overall results compared well with our last review of Good medical practice which took place between 2010-2013. 
[bookmark: _Hlk128994842]Analysis of consultation responses
74. After the consultation closed on 20 July 2022, we allowed time to capture any late responses and add the data received offline (e.g., postal responses) or in other non-standard formats, to ensure we didn’t disadvantage people who may have struggled to complete the surveys. All demographic data was removed before responses were analysed.
75. As we had committed to a thorough review of all the data gathered, we put together a team of 12 analysts from the across the GMC and one from another healthcare regulator whose task was to review the data.  We divided the data thematically and each analysts received a data set for their theme which cut across all three surveys. 
76. In addition to the consultation data, the analysts also considered:
the Menti data generated from the 194 Outreach sessions
the intelligence gathered from the engagement events and specialist workshops  
any relevant thematic findings from the reports written by ICE Creates.
77. All analysts received in-house training in consultation analysis, and were given instructions and a template report to help them analyse their data sets. The template report used by all analysts had a mandatory section to discuss EDI impacts that emerged in relation to the proposed changes for their theme. Every individual report therefore contained a section capturing the implications for groups sharing protected characteristics.  
78. Where concerns were raised about a proposed new duty, particularly where the responses suggested there might be unintended and potentially unfair impacts from proposed new duties on registrants/patients who share protected characteristics, or who are less empowered for other reasons, these duties were listed for discussion at three further meetings of the Good medical practice advisory forum in October 2022, November 2022, and January 2023. For some of the duties, members of Good medical practice advisory forum were able to provide a steer to suggest the direction the Good medical practice review team might want to consider taking when re-drafting a duty.  
79. A similar exercise was repeated when our internal drafting steering group was reconvened to discuss what we heard in the consultation, and the steers given by the members of the Good medical practice advisory forum. 
80. During this process we were concerned about possible adverse impact across the nine protected characteristics under the Equality Act 2010 (and our review also included socio- economic circumstances and IMGs).  However, we were also particularly mindful of the specific challenge received from BAPIO[footnoteRef:2] in 2021 relating to race and gender which suggested that defined standards of professionalism were designed without consideration of race and gender equality and amplify established white stereotypes.  [2:  Does a Narrow Definition of Medical Professionalism lead to Systemic Bias and Differential Outcomes? (2021) Sushruta J Health Policy & Opin Vol 14; Issue 1: 1-11 ePub 22.02.2021 DOI:https://doi.org/10.38192/14.1.13] 

81. We shall continue to report on ’what we heard’ from consultation respondents and the actions we have taken in response, as part of our completing and publishing our EA. We will continue to use blogs and other channels to tell the story of how we have responded to the issues we’ve identified and how we will work to support medical professionals, employers and educators to implement the updated standards in practice.
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3. Equality analysis
Specific impacts on people with protected characteristics and actions taken 

82. The table below shows the key issues raised and how we have responded to them when redrafting Good medical practice. 

	Key
Issue
No.
	Paragraph number in the Consultation draft of Good medical practice 
	Relevant wording from the paragraph
	Which PC is affected by the Wording?
	What is the issue?

	
	Response

	1.
	5 and 
Domain 1 
Intro

	[bookmark: _Hlk130988362]….. You should contribute to a positive teaching, training and working environment by role modelling supportive, inclusive and compassionate behaviour.

Dom 1
[bookmark: _Hlk130988397]Good medical professionals work effectively with colleagues in ways that best serve patients’ interests. This includes developing and maintaining respectful and effective relationships and contributing to a positive working culture.
	Theoretically All PCs, but we heard mainly about:
Race 
Disability esp.
Mental health
Neurodiversity
Age 
	General comment Culture is set by management and cannot be changed by individuals alone, and the impact of duty (even a should duty) asking individuals to contribute to culture change in environments where there exists a racist/discriminatory culture will affect those professionals who share those protected characteristics even more. 
Race - Positive environment/culture could be a subjective concept. E.g., Different communities may hold differing perceptions of what constitutes a positive culture
Disability - Contributing to a positive environment might be more of a challenge for medical professionals with disability. E.g., What about professionals with anxiety/depression who …are not able to also 'contribute to a positive environment.  

	We have removed the reference to medical professionals sharing the ‘responsibility’ for culture and this is now framed in terms of ‘helping to create’ culture. We have also differentiated between the roles of all medical professionals, and those of people in leadership/ management positions. 



	2.
	6 

	[bookmark: _Hlk130988597]You must not abuse, discriminate against, bully, exploit, or harass anyone, or condone such behaviour by others. This applies to all interactions, including on social media and networking sites.
	Theoretically All PCs, but we heard mainly about:
Age 
Race 
Sex
	Condone such behaviour difficult to interpret the limits here e.g., is taking no action condoning something?
Power dynamics play a part.
Age - junior staff more affected  
Race – ethnic minority staff more affected
Sex - women more affected

	We have removed the reference to ‘condoning’ such behaviour, and separated out the guidance on online interactions.

	3.
	7


	[bookmark: _Hlk130988628]You should take action, or support others to take action, if you witness or are made aware of bullying, harassment, or unfair discrimination.

	Theoretically All PCs, but we heard mainly about:
Age 
Race 
Sex
Disability 
	Why does the most disempowered party have to be the one to take the action? 
Some are genuinely too afraid to speak up, fear of negative impact on their career/their own mental health/previous bullying experience 
Inadequate whistleblowing protection a factor
Not just an issue for those with protected characteristics – but impacts them more e.g. The default action appears to be within NHS employment that the employer should be defended against all accusations of discrimination in any form even if they are clearly true
Genuine fear of staff being reported to the GMC for not taking action


	
There was widespread support in consultation responses for a duty of this kind, but we have recognised in the revised guidance that this is harder for some people than others. We have also given examples of the sorts of steps that can be taken.

	4.
	72





	[bookmark: _Hlk130827977]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.

	Sex 
Age
Race
Disability
Sexuality 
Gender re-assignment

	Definition too subjective -e.g.:
· offends 
· what is reasonably interpreted as sexual 
· banter 
Based on what we know about sexual harassment this new duty is likely to impact on older males as the evidence points to it being an issues where older men are involved as perpetrators. 
But all groups should be protected from sexual harassment, and this includes harassment of those who are LGBTQ+ and non-binary/trans individuals.  
Cultural differences [and disabilities] may be relevant here There could be misunderstandings as different cultures [and disabilities] might have different perceptions of what is acceptable or even what counts as humorous
Disability (neurodiversity) 
Would describing the behaviour as ‘repeated’ or ‘persistent’ help it to be recognised?  
Should there need to be an addition to be aware of changing societal norms?
Concern about going further than the current law 
The balance to be struck here is that if we take no/inadequate action on sexual harassment, we know that those who share these protected characteristics (age: young and sex: women) will continue to suffer.


	 

Most respondents welcomed Good medical practice addressing sexual harassment, but expressed concerns about how we had drafted the new duty
We reviewed guidance provided by expert bodies (such as the Equality and Human Rights Commission, and other regulators both in the UK and internationally), engaged with internal experts (including colleagues who specialise in this area within our FtP directorate, EDI forum and Council members) and external groups such as the Good medical practice advisory forum and Surviving in Scrubs to help us come up with a duty that could more effectively address inappropriate colleague to colleague behaviour.



	5.
	56

	…You should consider how your attitudes, values, beliefs, perceptions, and personal biases (which may be unconscious) may influence your interactions with others, which could in turn affect outcomes for patients and colleagues.
 ….
	Theoretically, 
all PC (including 
social class), but we heard mainly about Race
From patient 
survey we heard 
about:
sex 
sexuality
religion
disabilities
socio-economic-
status
	Reference to unconscious bias can do the opposite of what’s intended e.g.
· a rebound effect where [people] overcompensate to negate their personal biases and this may mean that they don't give balanced advice

· unconscious bias ... tends to make people more reluctant to treat all people equally and to call out poor behaviours in people belonging to minority groups 

· Concern that the term unconscious bias is: 
· Unhelpful
· political 



	We have removed the reference to ‘unconscious bias’ and now include consideration of ‘life experience, culture and beliefs’ as part of reflective practice. We also say medical professionals must show respect for, and sensitivity towards others’ life experience, cultures and beliefs.

	6.
	57

	You must seek feedback and respond constructively to it, using it to improve your practice and performance.

	Theoretically, all PC (including social class), but we heard mainly about:
Sex  
Race
Age   
Disability 
Also:
LTFT staff
SAS doctors
locum
	Sex- [Women] women more self-critical Feedback can worsen imposter syndrome
Race – ethnic minority doctors receive poor feedback (esp. IMG doctors) or where English is their second language.  These doctors more 
likely to get negative feedback on communication 
their skills. 

Age – trainees reported struggling to give feedback to seniors in case it proves detrimental to their career

LTFT/SAS – likely to be called ‘uncommitted’
“…We know that both patient and colleague feedback is worse for women and for people of colour, and expectations are different. By placing too much emphasis on feedback, there is a risk of disadvantaging doctors from vulnerable groups (IMGs, people of colour, women).”
“Feedback is misused to discriminate against minority groups”
“It can be used as a way of bullying others, and particularly for those groups who hold less power or may be vulnerable. For example, individuals from a minority ethnic background, women, more junior colleagues, those who are burning out and may be at greater risk of mental health issues”.

	We have removed the reference to ‘seeking’ feedback and modified the duty to say that medical professional should reflect on any ‘constructive’ feedback available to them.


	7.
	8 

	You must contribute to continuity and coordination of patient care. This is particularly important when patient care is shared between teams, or when patients are transferred between care providers. You must:    
(a)  ………
(b) ………
	Affects patients with these Protected Characteristics:
Disability (esp.:
· Co-morbidities
· Neuro illness
· Learning disability
 Age

	System inadequacies placed on doctors impacts care of vulnerable patients. Patients needing to repeat their story to multiple clinicians
Patients falling between the gaps.
Healthcare is not holistic 
Healthcare should not be separated into different body parts (see the person as a whole being).
Stakeholders suggested that patients on complex care pathways should be specifically referenced in paragraph 8b, and when care is transferred to another medical professional, para 8b should include a reminder to tell the patient (and their carer) about the change.

	We have removed the sub-heading which read ‘take responsibility’ for continuity of care; added a reference to patients to whom this is most important; and framed actions in terms of what is within the control of individual professionals, not systems.

	8.
	44 


	You must not unreasonably deny a patient access to treatment or care that meets their needs. If a patient poses a risk to your own health and safety, or that of other patients or staff, you should take all available steps to minimise the risk before providing treatment or making alternative arrangements for treatment.

	re patients with these Protected Characteristics:
Disability (esp.:
· Co-morbidities
· Neuro illness
· Learning disability
 Age
Also 
Sex and 
Gender-
 re-assignment 

re doctors 
Theoretically all Protected characteristics 
We heard about:
· Race
· Religion
· Sex
· sexuality
· gender re-assignment 
· disability
· age 

	Disability Patients with conditions affecting mental capacity (dementia, learning disability/ neurological conditions/injury/ neurodiversity or mental illness) could mistakenly present as dangerous due to their condition/s.  Unreasonable and unfair to deny treatment in those circumstances.
Age/disability - older patients/poor-hearing and/or with disabilities above may be more likely to make comments interpreted as racist or discriminatory when that is not the intention; important they still receive treatment and care they need.  
Sex - Patients saying in strong terms they want the right to see a cis-gendered doctor of a particular sex on demand without it being classed as discrimination 
Lots of evidence of doctors currently encountering racist/sexist patients. Do the proposed changes go far enough to 
address the problems? The adverse impact here is not that a new/amended duty in Good medical practice will cause inequality, rather it needs to address an existing problem.  

Racism was the example given in the consultation, but patients could equally be ageist/ableist/ sexist/homophobic etc.  towards doctors.

UK health and safety law imposes duties on employers, one view is that it is not for the regulator to pass duties on to individual 
doctors where the duty relates to Health 
and Safety
	We have reverted to the approach taken in Good medical practice 2013, which is to focus on patients’ medical conditions (rather than behaviour) posing a risk to others. The paragraph now starts with the statement of principle that patients must not be denied care because their condition puts others at risk, instead of the ‘you must not deny’ statement in 2013 Good medical practice, which was interpreted by some as placing unreasonable demands on individual professionals to put themselves at risk of harm. 



	9.
	3.

	[bookmark: _Hlk131022269]You must communicate clearly, effectively and courteously with colleagues.
	Race
Disability

	Duties around communication which include subjective words which are open to interpretation could impact unfairly on the following groups:

IMGs
Ethnic minority doctors 
Doctors with English is a second language 
Disability (esp. neurodiversity)
Cultural /socio-economic status relevant e.g.  what is courteous behaviour in one culture may not be the same in another culture (e.g., maintaining eye contact) 



	It is accepted that adjectives of this type will have a degree of subjectivity in their interpretation, but we have tested the language in the final draft in focus groups participants of which have been selected to be diverse in terms of protected characteristics, areas of practice, and representation from across the four countries of the UK. The terms were well understood and accepted by these groups.

	10.
	22
 
	You must treat patients with kindness, courtesy and respect.

	Race
Disability
Sex 




	Race: 
Kindness is culturally subjective therefore possibly making this a difficult concept for IMGs and how kindness is understood by the patient will depend on their own cultural norms.
Sex: 
It is subjective gendered language which will result in women being judged more harshly than male equivalents in relation to this duty. 
Disabilities:
Those who are neurodiverse may struggle to demonstrate what is neurotypically understood to be kindness.


	This word attracted significant debate during the consultation period, with many bodies representing medical professionals opposing its inclusion in the professional standards, and divided views among patient respondents. The publication of the Reading the Signals report on maternity and neonatal services led by Dr Bill Kirkup, with its emphasis on the importance of kindness and compassion, has helped shaped our thinking on the issue. 
We have kept the term kindness in the guidance but have sought to reduce the subjectivity in its interpretation, by including a clear explanation about what we mean by it and what we don’t mean.  We then tested this out using focus groups.

	11.
	65

	[bookmark: _Hlk130986507]You must provide the best service possible within the resources available, taking account of your responsibilities to patients, the wider population and global health.
	Age/
Disability of 
patients 
	Vulnerable patients fear their care/needs could be de-prioritised if they are regarded as a drain on resources.  
Some fear the drafting of this para (reminding doctors of their responsibilities to patients (plural) and the wider population) could allow it to be misused in ways that could adversely impact patients with limited/no capacity etc (e.g.to justify decisions to refuse/withdraw costly care to some groups in favour of spending resources elsewhere (on patients/causes deemed more valuable by society). 


	We have separated out the issues of resource management and sustainability and made clear that medical professionals should not compromise care standards when choosing sustainable solutions 

	12.
	29


	You must take all reasonable steps to meet patients’ language and communication needs.

	Disability 
and 
Race 
	Balancing the cost and time implications of this duty which seeks to meet the needs (legal rights?) of patients with the following protected characteristics:

· disability - reasonable adjustments for patients with hearing loss/dementia etc

· race – language [translation] needs
against the rights of other patients without such specific requirements.

	In recognition of patients’ legal rights as well as limits on what is in control of individual medical practitioners, we have redrafted this to say medical professionals “must take steps to meet patients’ language and communication needs”  but also recognised that the steps taken should be proportionate to the circumstances, including the patient’s needs and the seriousness of their condition(s), the urgency of the situation and the availability of resources

	13.
	36

	You must provide a good standard of practice and care. If you assess, diagnose, or treat patients, you must work in partnership with patients to: 
a.	assess their condition(s) adequately, taking account of their history including: 
i.	symptoms
ii. psychological, spiritual, social, economic and cultural factors
	Theoretically all Protected characteristics 
We heard about:
· Race
	Introducing socio-economic status as somethings doctors should consider:
Race: mistrust from some cultures to these types of questions
Other factors:
· Fear of being judged
· lack of understanding about why doctors would ask patients about their financial y circumstances
· overstepping the role of doctors


	Including the consideration of economic factors in patient assessment was generally supported by respondents, including a number of stakeholder organisations. It was also supported by the commissioned patient research. We have therefore retained it in the guidance. 



New issues emerging from the consultation 
Same sex healthcare 
83. One issue that emerged strongly in the consultation responses across all three surveys (and particularly in the patient survey) which was not identified in part one was the debate about gender identity. This has been ongoing for some time on social media and in the media. There is a conflict between the rights afforded by the Equality Act 2010 to protect trans people from discrimination against the rights of those who wish to access same-sex care (often women). 
84. Respondents who believe patients should have the right to request healthcare from a doctor of the same sex were often explicit in stating that the term same sex for them means sex assigned at birth (not a medical professional who has undergone gender re-assignment). 
85. The voice of trans medical professionals or trans members of the public was not heard in comparable numbers across the surveys.  However, it is only key issue 8 on Access to care that is slightly relevant to this review and the proposed change is completely incidental and does not adversely impact on either group (trans people or women).  Therefore, there are no actions arising.  However, in the interests of transparency, the underrepresentation of the trans voice across the three surveys should be recognised. 
Disability (Neurodiversity)
86. The impact of new or altered standards in Good medical practice (especially those relating to communication or seeking feedback) on neurodiverse medical professionals is an issue that has emerged from the consultation that was not identified in part one. We have taken this evidence into account during the redrafting of the guidance.
Age and disability 
87. The proposal to give medical professionals greater protection from patients who may pose a risk to medical professionals due to their behaviour (e.g., racist patients) caused concern that some older patients or patients with cognitive impairment or other disabilities could be adversely affected by this change. 
88. The fear was that a patient with dementia, or undiagnosed brain injury, or experiencing side effects from medication, may express racist words without intention or an older patient (or a patient with impaired hearing) could appear to be racist if they couldn’t understand accented speech.  Both groups feared they could be denied treatment incorrectly. This risk has been mitigated by re-drafting to focus on patients’ medical conditions (rather than behaviours) which pose a risk to others.
Conclusion 
89. We have received approximately 35,000 individual comments in response to the consultation and all have been analysed and grouped by theme into a series of analysis reports. 
90. We have in turn summarised the findings and recommendations from each report that relate to EDI issues. 
91. We have assessed what actions need to be carried forward into the implementation plan and you can read this EA on our website. 	Comment by Laura Tivey: Add hyperlink 
Reviewing and monitoring
92. The EA will be updated with any actions we identify during this review.
93. We will consider and review actions arising from this analysis at critical project milestones. 
94. We will continue to review and monitor any literature which addresses inequalities in healthcare and any actions that arise in response to the revised Good medical practice ahead of the next full review.
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