More detailed guidance 
Equality analysis: Jan 2023 –Jan 2024
Background 

1. This is the fourth instalment of the Equality Analysis (‘EA’) which explains the actions we’ve taken since January 2023 to update twelve pieces of more detailed guidance.  These publications were previously known as ‘explanatory guidance’.
2. Updating the more detailed guidance is part of the review of Good medical practice which began in February 2021. The newly updated version of Good medical practice was published on 22 August 2023 and will come into effect on 30 January 2024.  
3. Good medical practice is the publication which sets out the professional standards applicable to all UK medical professionals.  In Good medical practice, the standards are expressed as high-level principles and duties, whereas there is more situation-specific detail to be found in the more detailed guidance. 
4. The EA details the equality, diversity and inclusion (‘EDI’) considerations that have arisen during the life of the project and sets out the steps we have taken to comply with the public sector equality duty. At each stage we have examined the issues which might have a differential impact on individuals who share protected, and other relevant characteristics. 

5. Due to scale of the project and the ongoing nature of the public sector equality duty, the EA has been drafted in instalments.  Part one  examined the initial research and intelligence gathering that formed the basis of the questions we posed in the public consultation. Part two described the outcomes from the public consultation and the commissioned patient research. It also examined the steps taken to ensure we involved and listened to diverse perspectives.  Part three  outlined the implementation plan for Good medical practice. 

6. This instalment will look at EDI considerations that have arisen during the review and redrafting of the more detailed guidance. 
Identifying EDI issues from scoping in 2021 and 2023

7. During the first 12 months, all staff working on the project had to log the EDI issues for every report they read or dataset they analysed.  The EDI issues were collated in accordance with the nine protected characteristics described in the Equality Act 2010, and in addition to this, we also logged any differential impacts we found which affected:

· people (patients or medical professionals) from different socio-economic backgrounds and 
· international medical graduates (‘IMGs') who obtained their primary medical qualification outside the UK.  

8. The initial research and intelligence gathering in 2021 involved scrutinising our databases and other sources for issues relating to Good medical practice and for issues relating to the pieces of more detailed guidance in scope for review. At the start these were: 
· Acting as a witness in legal proceedings 
· Consent to research 
· Good practice in research
· Delegation and referral
· Doctors use of social media
· Ending your professional relationship with a patient
· Financial and commercial arrangements and conflicts of interest
· Intimate examinations and chaperones
· Maintaining a professional boundary between you and your patient
· Sexual behaviour and your duty to report colleagues
· Personal beliefs and medical practice
· Writing references

9. The EDI issues were then considered by the team’s EDI working group. Issues relating to the more detailed guidance were isolated for separate consideration to assess whether they needed to be highlighted in the public consultation and/or the commissioned patient research. 

10. The criteria used to decide whether the EDI issue that related to the more detailed guidance should be included in the consultation were, whether the EDI issues were:

· standalone issues that had not been raised in the review of Good medical practice
· related to parts of the existing explanatory/more detailed guidance 
· issues we would seriously consider including in the new more detailed guidance drafts
· live issues, in that no workable and clear resolution had been suggested 
· the type of issues that could be benefit from inclusion in the consultation
· not requiring significant preparatory work before the consultation.

11. As a result of the discussions held by the EDI working group, questions about the following more detailed guidance issues were included in the main survey (aimed at stakeholders) and the healthcare (‘HCP’) survey for medical and other health or social care professionals:

· Conflicts of interest 
· Research
· Patients who pose risks (relevant to Ending professional relationships)
· Social media 
· Conscientious objection

12. In addition to the above, both the main and HCP surveys asked respondents specifically about the pieces of more detailed guidance and particularly which pieces should be prioritised for redrafting and why, whether more detail was required, and whether anything could be added/removed.
13. The following questions relating to the more detailed guidance were included in the patient survey:
· Access to care (connected to Ending professional relationships)
· Social media 
· Conflicts of interest
· Personal beliefs and conscientious objection 

14. [bookmark: _Hlk149091589]In the first phase  of the commissioned patient research, questions were asked relating to following pieces of more detailed guidance:
· Receiving care from multiple professionals (connected to Delegation and Referral)
· When patients pose a risk to medical professionals (connected to Ending professional relationships)
· Conflicts of interests
· Conscientious objection
· Public/private comments (connected to Doctors’ use of social media) 

15. In the second phase  of the commissioned patient research, questions were asked relating to following pieces of more detailed guidance:
· Maintaining professional boundaries
· Ending relationships with patients
· The use of chaperones

16. [bookmark: _Hlk151650733]When the more detailed guidance redrafting project commenced in January 2023, part of the team’s research and intelligence gathering exercise was to revisit the scoping reports prepared for the Good medical practice review and analyse the consultation responses and the reports from the commissioned patient research.  
17. As we obtained record numbers of responses to the consultation (over 4,600) together with the commissioned patient research, we had a rich source of information to help us develop and draft proposed new paragraphs across the suite of more detailed guidance.

18. We collected demographic data from the respondents who took part in the consultation. The participants of the commissioned patient research were selected to ensure representation of marginalised groups (including hard to reach groups).  Due to this, we were satisfied that we had (for all but one piece of more detailed guidance – see paragraph 19) sufficient responses in terms of numbers and diversity to begin to redraft the more detailed guidance without the need to run a further public consultation exercise.  We were satisfied that carefully targeted engagement would complement what we had already heard and be a suitable way to test any proposed new text. 

19. The exception to this was Personal beliefs and medical practice. When designing the process and timeframe for the more detailed guidance review, it was clear from an early stage that this piece was more complex than the others, would require significant stakeholder engagement and would not fit neatly into the process. We therefore decided to separate the review of Personal beliefs and we will review this piece separately in 2024.

20. In contrast, the content of Writing references was found to contain no extra detail once the new Good medical practice was finalised, so we decided to retire this piece of more detailed guidance. 

21. The work to update the more detailed guidance Consent to research and good practice in research has also been separated from the main timetable and will be published slightly later than the other pieces.

22. We also made decisions about the structure of other pieces of more detailed guidance following our review of the evidence. One example of this came when the contents of Maintaining a professional boundary between you and your patient and Sexual behaviour and your duty to report colleagues were examined closely. We found that it was possible to combine the contents of both into one piece of guidance.
Targeted engagement

23. When the new drafts of the more detailed guidance were ready, we started a targeted engagement process with stakeholders with specialist expertise. This lasted six weeks, starting in mid-July 2023. 
24. [bookmark: _Consultation,_analysis_and][bookmark: _Hlk128994842]We identified a group of stakeholders who were expert users of the guidance and who we knew would be able to engage with the changes in detail in the timeframe available during this particular phase of the project. We shared all the draft updated text with these stakeholders.  They included:
· Members of the GMC’s Strategic Equality Diversity and Inclusion Forum (‘SEDIAF’).
· The main UK medical defence organisations 
· The BMA
· [bookmark: _Hlk153296296]The Academy of Medical Royal Colleges 
· The Faculty of Physician Associates
· The Association of Anaesthesia Associates 
· NHS England (and four nation equivalents) 
· Central government level health departments across the four nations
· Members of the advisory forum for the Good medical practice review 
· Relevant internal teams and Marx Fellows at the GMC

25. The Academy of Medical Royal Colleges offered to share the draft more detailed guidance with the UK medical royal colleges, and this included to colleges of the same specialty in four countries of the UK.   

26. In terms of patient engagement, we already had the feedback from the consultation’s patient survey and the finding of the commissioned patient research. In addition to carefully reviewing these responses, we also shared the guidance with several organisations representing the views of patients, including the patient and lay committee of the Academy of Medical Royal Colleges and the Scottish Public Services Ombudsman as both organisations offer an 'expert' patient view and had the capacity to respond.   In addition to this, the non-clinical members of SEDIAF were able to give 'expert user' feedback on the potential impact of the draft updated text. 

27. Where it was relevant, we included special interest organisations in our targeted engagement.  For example, we sent the draft updated text for Maintaining boundaries and Intimate examinations to the Survivors Trust and Surviving in Scrubs to capture their views. 

28. For other key stakeholders, such as the Professional Standards Authority (‘the PSA’) and other healthcare regulators we shared selected pieces of redrafted more detailed guidance, in line with what we understood or anticipated their interests to be.

29. In most cases we asked stakeholders about EDI in the following way:
We are asking for your feedback on changes we’re making to these pieces of guidance, in particular: 
· Are they clear? 
· Is the updated content achievable in practice? 
· Can you foresee any unintended impacts, including adverse impacts on groups who share protected characteristics, or more general equality, diversity and inclusion issues that are important to flag?  
30. The lead drafter for each piece of more detailed guidance also identified individual organisations and individual professionals to engage with based on their analysis of the issues identified through scoping and consultation.  For example, the updated draft text of the Research guidance was shared with the National Institute for Health and Care Research which has a large community of patients, carers and members of the public who help to shape their research programme (as proposal and evidence reviewers and research Champions).  

31. Although most of the responses were received in written format, we did offer in all our communications to meet with stakeholders and professionals to discuss their thoughts on the draft more detailed guidance.  Most were happy to respond in writing, but some were keen to talk to us. One of example of this was a telephone meeting that took place with Healthcare Improvement Scotland in August to obtain their feedback. 

32. We also used scheduled meetings to gather feedback, answer questions and listen to views. For example, the team used two scheduled meetings in August 2023 with Responsible Officers from across the UK to present the proposed changes to three pieces of more detailed guidance, Social media, Conflicts of interest and Maintaining boundaries. Another example of this was the GMC’s regular catch up with the PSA. 

33.  In view of the decision to use targeted engagement with expert users of the guidance, we wanted to make sure that within this group we would hear from diverse voices. A key strategy was our engagement with SEDIAF members who we strongly encouraged to take part.  We received responses from the Christian Medical Federation, GLADD, the Jewish Medical Association UK and the Medical Women’s Foundation.  We also presented at a meeting with SEDIAF members on 6 September which related to both the review of Good medical practice and more detailed guidance. 

34. In some cases, we received acknowledgments from stakeholders who had no specific feedback on the drafting but wanted to register their thanks and appreciation to us for sending relevant pieces of more detailed guidance to them.

35. For certain pieces of more detailed guidance, we took action after the targeted engagement period had finished as we hadn’t heard from some significant stakeholders.  This was the case with Delegation and referral.  During the engagement period, we didn’t hear from the body representing Physician Associates (‘PA’s’) or the separate organisation representing Anaesthesia Associates (‘AAs’) but we were aware from previous engagements that the issues covered by the guidance are highly relevant to these groups.  We had also received comprehensive responses to the consultation on Good medical practice from both organisations in 2022, so we knew they wanted to be consulted. The lack of response to the targeted engagement was more than likely to do with time constraints. 

36. To address this gap, we contacted the PA and AA members of the Good medical practice Advisory Forum.  With their help we arranged a bespoke workshop, and we were pleased that eight PAs across different specialties and from primary and secondary care were in attendance along with four AAs.  All the participants had varied levels of experience and worked across the UK. They all contributed to discussion about the draft updated text and provided valuable insights.
Analysis of EDI issues
Prior to the targeted engagement

37. [bookmark: _Hlk149170874]Prior to the targeted engagement (in approximately June-July 2023) we created a table containing all potential EDI issues that could be envisaged at that time.  The references to paragraphs within the drafts of more detailed guidance relate to the versions at that time July 2023.
Following the targeted engagement 

38. When the targeted engagement was closed at the end of August 2023, the team then reviewed the feedback received and added any new EDI issues to the table from both the emailed responses received and from relevant points made during meetings.

39. The lead drafter then went back to review the potential EDI issues for their more detailed guidance. They checked to see if any evidence had emerged during the targeted engagement to support or strengthen the possibility that this change could lead to differential outcomes for groups who share protected characteristics.   

40. Where there was evidence to support a potential EDI issue and for any new issues that had emerged, steps to mitigate the impact were discussed and logged.  One such example is the action to ensure that the new content about accepting delegated tasks in the more detail guidance Delegation and Referral is emphasised in our Welcome to UK practice (‘WTUKP’) workshops which are available for new IMGs.

41. In many cases, no evidence emerged to support a potential issue and although the issue remains logged on the table, it wasn’t necessary to plan any mitigating steps. 
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Equality analysis
Specific impacts on people with protected characteristics and actions taken 

42. The table below shows the key issues raised and how we have responded to them when redrafting the pieces of more detailed guidance. 

	More detailed guidance 
	Paragraph reference or general concern
	What is the issue? 
	Which protected characteristic is affected?
	Post engagement action 

	Social media
	General concern
	Differences in the ways in which different generations engage with social media may lead to differential risks for medical professionals in relation to the professional standards in this area. For example, younger generations of medical professionals who use social media more frequently, or older generations who lack familiarity.
	Age
	We discussed this issue at the RO network meetings and heard various perspectives based on their experiences of dealing with cases at local level. Following this, we held a dedicated session with GMC clinical fellows to gain views of younger medical professionals specifically. There are no new or different standards in the social media guidance that could impact differentially per se, but it could be that we need to develop targeted communications/learning materials as part of our wider implementation strategy to make sure that different groups receive accessible messages about what this guidance means for them.   

	Social media
	General concern
	Younger patients much more likely to get health information online via social media and therefore more at risk of medical misinformation or information about health/healthcare framed in a misleading way. The new standards in Good medical practice in relation to public communication via social media, and the more detailed guidance may have a positive impact in mitigating the risks of this coming from medical professionals registered with us.
[see Journal Article 1 September 2022 
and Full Report WHO  2022]
	Age
	In the final version, there is new emphasis on accuracy and truthfulness of communications and making sure that communications do not exploit people’s vulnerability or lack of medical knowledge, in line with new content in Good medical practice. We’ve also included a clearer statement about the importance of medical professionals upholding professional standards when using social media given that patients and the public are likely to take what is said about health and healthcare on trust, and they may adapt their attitudes or behaviour towards their health, other medical professionals, or healthcare services as a result. 


	Social media
	New duty in Good medical practice 2024 para 56 to not abuse/discriminate/bully/exploit or harass anyone…

	We know that bullying and unprofessional behaviour is a particular problem on social media and that medical professionals can engage in this. 
In the Good medical practice consultation draft, the bullying duty included references to social media, but following feedback in the consultation, we removed reference in Good medical practice to ‘this includes all interactions, including on social media’ (because it was seen to go too wide in the context of the duty as stated). There was also difficulty with the interpretation of ‘condone’ in the context of social media.
 In the draft social media guidance however, we have reworked para 15 & 16 from the 2013 version and broadened out to say ‘people’ not just colleagues (recognising the cases where doctors have been referred to FTP for harassing members of the public on Twitter for holding certain views/beliefs/lifestyles). This is in line with para 56 in new Good medical practice. This will hopefully have a positive effect in reducing instances of bullying online from medical professionals. 
The PSA queried whether we would have a bystander duty in relation to bullying/discriminatory behaviour online and we tested a high-level version of this in the draft for engagement: "If you have concerns that a colleague may not be fit to practise and may be putting patients at risk as a result of their activities online you should follow the guidance in para 75C of Good medical practice "
	All but in particular gender reassignment, sex, religion/belief
	[bookmark: _Hlk146288377][bookmark: _Hlk146288824]The duty in the final version of the MDG guidance reads: “You must not use social media to abuse, discriminate against, bully, harass or deliberately target any individual or group.”
With respect to a ‘bystander duty’, we sought feedback on the inclusion of a duty to raise concerns during the period of summer engagement and considered the duty again during a redrafting workshop. The RO reference group also discussed this duty in detail and members were concerned about how this duty was presented and the prospect of encouraging high volumes of vexatious referrals. Also, it was agreed that to include this duty in the social media guidance we’d have to give further guidance around how the duty should work in different online environments and the very real difficulties in doing that. We agreed that the duty to raise concerns already exists and that given that our message is that the standards of medical professionals do not change when using social media, it was unnecessary duplication to include it here, and could potentially cause adverse consequences. We also have content about raising concerns and ways of doing this on our social media advice hub pages.

	Social media
	Good medical practice para 83, If a patient, colleague, or anyone else you have contact with in your professional role asks for your registered name and/or GMC reference number, you must give this information to them.  

	The social media guidance requires individuals to identify themselves by name when posting as a medical professional. This is an existing duty in the current 2013 guidance, but suggestion is to bring it up top of the new redraft of this guidance- own it- and link it to honesty about skills and experience more generally.  Risk that this could lead to increased levels of bullying/harassment or vexatious complaints and referrals (which could align strongly with protected characteristics) where others decide they don’t agree with their views/lifestyle.
In any other area of professional interaction, we would expect transparency, so we should be upfront about it in the new redraft of this guidance but keep it as a ‘should’ duty, recognising there are some limited cases where there is a reason for not identifying oneself (for example the medical professional who was a political refugee or whistle-blowers). 
However, arguably social media is not a safe space and so we need to be mindful that some medical professionals will be more at risk. This has to be balanced against the consideration that misinformation is a serious issue online and in response we are emphasising the need for medical professionals to post accurate information and not be false or misleading. The duty aims to help others interacting with the medical professional online to judge their interventions in context and is a reminder to speak as a professional from the basis of professional knowledge and experience (thus helping to avoid misinformation whether intentional or not).  
	All
	After careful consideration throughout the project and discussion at drafting meetings, RO reference groups, clinical fellows’ session and SMT, we settled on the following: “It is important that your content includes appropriate context, so that people who access what you say about health and healthcare have information that supports their understanding and helps them to verify your claims and expertise. If you’re commenting on health or healthcare issues you should usually say who you are.”

	Social media
	General concern 

	During drafting, we tested out translating a duty from the Personal beliefs and medical practice into the social media context: "You must not use social media to express your personal beliefs (including political, religious and moral beliefs) to people in ways that exploit their vulnerability or could reasonably cause them distress. You must follow our more detailed guidance on Personal beliefs and medical practice."
However, this could be seen as going too far to restrict freedom of expression (i.e., beyond the immediate therapeutic relationship) and impact disproportionately on medical professionals who hold protected beliefs.
	All
	For the reasons in the left-hand box, we removed this duty from the draft.
All medical professionals must make sure that they show respect for, and sensitivity towards, others’ life experience, cultures, and beliefs. (Para 55 of new Good medical practice) and that their conduct justifies patients’ trust in them and the public’s trust in their profession (para 81 of new Good medical practice).


	Acting as a witness
	Paragraph 3 of the engagement draft (albeit not a new principle) says: 'You must understand your role as a witness and cooperate with case management'. 
	Might this be more difficult for certain individuals or groups due to culture (i.e., those who have less familiarity with these systems (bearing in mind that some of the legal processes themselves vary widely in Scotland and Northern Ireland from those in England and Wales). 
	Race
	This has been amended to “you must take steps to understand”, which shifts the emphasis from what the medical professional may already know, to the actions they must take to make sure that they meet the requirements of the legal process. This is a necessary requirement for anyone acting as a witness in view of the potentially serious consequences if witnesses do not maintain high standards. Stakeholders have also emphasised the personal responsibility of any person asked to act as a witness to consider their suitability to do so.
We have published a supporting leaflet that lists the key learning resources and relevant legal frameworks with links to websites where people who are interested can find out more about the competencies, and available training, to become expert witnesses.
In the final published text, we point out that in most cases patient safety reviews and investigations do not have legal powers to compel people to give evidence (except the Health Services Safety Investigations Body ‘HSSIB’), so they are not ‘legal proceedings’ for the purpose of the guidance. However, we emphasise that their aim is to support a learning and safety culture within organisations, and we signpost to sources of information and support for anyone who is asked to take part in a patient safety review or investigation. Including this content may be helpful to medical professionals who are unfamiliar with patient safety incidents, investigations, and reviews.  This also applies to those unfamiliar with duty of candour requirements and those who may not understand the difference between these processes and the legal requirements in e.g., clinical negligence claims. This may include IMGs and newly qualified medical professionals.


	Acting as a witness
	In the existing guidance and the engagement draft, we also say medical professionals 'must make sure [they] meet the timescales for producing reports and attending meetings, conferences or court hearings'. 
	Could this be more difficult for those working less than full time? In which case it may disproportionately affect women as they are more likely to work part-time due to caring responsibilities.
	Sex 
	While this has been redrafted post-engagement the underlying expectation remains the same. Any differential impact arises from the required timescales in legal proceedings rather than from the professional expectation that those timescales would be met.  It now says that medical professionals should take all practical steps to meet agreed timescales. 
This recognises that health issues and other matters may affect how possible it is to meet timelines, while stressing the need to respect agreed deadlines as delays can impede access to justice in some legal cases.


	Delegation and referral
	General concern
	Power dynamics are inherent to the process of delegation, in that it often involves more senior medical professionals delegating to more junior colleagues. We must therefore be mindful that delegation creates the conditions for potential unfair treatment.
	All
	Whilst this is a credible concern, it is arguable that the final version of the new draft actually gives more power to the delagatee (usually junior member of staff and less powerful) as they can and must prioritise patient safety and either refuse a task, they do not believe they are capable of doing, or seek supervision. Also, it is hoped that new paragraph 11 which says: You must respond constructively to any concerns colleagues have and make sure they know where they can find support or access supervision places a duty on those delegating tasks to do so fairly (linked to new Good medical practice duty 64: If part of your role is helping staff access training, development and employment opportunities, you should do this fairly .

The link here is that a training opportunity (to undertake a new procedure) should never be more important than patient safety and training opportunities should be distributed fairly, so no one should see an opportunity as more important than patient safety. 

	Delegation and referral
	New wording says: 'You must assess the competence of a colleague before delegating to them'. 
	Might this be more difficult for certain individuals or groups due them having less familiarity with (a) the competencies covered in UK education and training and what different qualifications indicate, (b) the scope of roles within different healthcare settings, and c) different expectations of staff working within multi-disciplinary teams 

	Race, age
	The duty in the engagement draft and the final version is less onerous than what is written here.  The final version now says at paragraph 4: you must be confident that the colleague you delegate to has the necessary knowledge, skills, and training to carry out the task ….” And paragraph 5 also gives advice on how to get assurance about competence (e.g., are individuals on statutory or managed voluntary registers?) and, now that delegation is defined as shared responsibility (between delegator and delagatee para 3) so, providing the delegator gives clear and correct instructions, the delagatee is responsible for how the task is carried out. 

	Delegation and referral
	Paragraphs 12 and 14 say medical professionals must speak up if they feel they are being asked to work outside their competence. 
	Asking questions of or speaking up to a senior colleague or indeed saying “no I don’t feel able to carry out this task – I don’t have the right level of competence” might not be commonplace or happen at all in certain other health systems across the world.
As a result, this could mean these duties disproportionately impact IMG professionals. 
As this duty requires speaking up – this might be more difficult for certain groups who have learnt behaviour not to admit to gaps in their knowledge (e.g., IMGs, young (possibly female) medical professionals, other medical professionals who have any characteristics that already impacts their confidence/standing/power e.g., disability, being pregnant etc


	Race, age, sex, disability, pregnancy and possibly others if they affect the Medical Professional’s standing/ability to speak up.
	This is a genuine concern and was expressed in the targeted engagement by one organisational respondent and it was expressed in one of the meetings leading up to targeted engagement. Discussed this with our Outreach team who work regularly with medical professionals across the UK. They acknowledge this concern and agree there is a sound evidence base that minoritised ethnic medical professionals and IMGs in particular, find it difficult to ask for help.
The experience of working within a different professional 2009 
Mitigating Action: When we are implementing this guidance, we should ensure that awareness is raised regarding para 12 from this guidance (which comes from the new duty in para 67 of new Good medical practice).  We can do this via the Welcome to UK Practice (WTUKP) workshops. These are workshops held by the GMC for IMGs.  It has been agreed that WTUKP will share follow up materials with all attendees and link the duty specifically for emphasis. In the future WTUKP could potentially include a specific ‘delegation’ scenario.



	Conflicts of interest
	New COI guidance 20&21
	Are patient groups more vulnerable to exploitation by unscrupulous medical professionals promoting their private practice? i.e., older patients, patients with complex health needs who are more likely to go private?

	Patients - Age/disability
	Paragraph in final updated guidance Identifying and managing conflicts of interest that says ‘You should tell patients if you’re aware that the investigation or treatment you are offering privately would be available to them for free, and you have reason to believe they don’t know.’(para 21)  Also there is a new paragraph saying don’t mislead patients about waiting times (para 20)

	Conflicts of interest
	General concern
	Are cultural differences likely to have an impact on perceptions of when/what gift-giving practices are acceptable? (Either medical professional-patient relationship, or medical professional - medical professional relationship) in relation to revalidation)
	Race/Religion/Age
	We’ve simplified the new Identifying and managing conflicts of interest guidance on gifts to say medical professionals should explain they can’t accept them. Unless an unsolicited gift is presented that is of minimal value (reference in footnote three to two pieces of external guidance one of which mentions “conventional” gifts (which we’ve put in quotation marks”) like flowers, fruit, sweets or cakes. 

	Conflicts of interest
	General concern
	Minoritised ethnic medical professionals and medical professionals from lower socio-economic backgrounds have been under-represented when it comes to accessing training opportunities.
	Race/socio-economic background
	We don’t explicitly reference training opportunities in the new Identifying and managing conflicts of interest guidance, except to list them as an example of a non-financial conflict of interest. However, we have a new paragraph 64 in Good medical practice which states: “If part of your role is helping staff access training, development and employment opportunities, you should do this fairly.” 

	Conflicts of interest
	General concern
	Are there some patients who might need additional information to understand complex conflict of interest relationships? (Also, in relation to conflicts of interest linked to research interests)
	Patients -age/disability/race
	Paragraph 17 of the updated Identifying and managing conflicts of interest guidance says to be open with patients about interests, and paragraph 22 sets out the information to give them – about the interest, about alternative options, and making sure that they know it’s their decision which option to select. This guidance, together with paragraph 27 of the Decision making and consent guidance about supporting patients to make decisions, should be enough to make sure that patients who need additional support to understand the information are given that and helped to make an informed decision about how to proceed.

	Maintaining personal and professional boundaries 
	General concern
	This more detailed guidance is necessarily directed at medical professionals and their behaviour to patients/colleagues, but potentially does not acknowledge/say enough about the prevalence of inappropriate patient behaviour or the vulnerable position medical professionals are sometimes in.
	All/sex
	We have redrafted and included a new section in this guidance to address this issue and all we have heard/seen in research papers and media coverage. Clearly this guidance is not directed at patients but does suggest courses of action medical professionals could take if they experience inappropriate behaviours from patients.

	Maintaining personal and professional boundaries 
	General concern
	At present this guidance might be read as applying only to particular power imbalances e.g., older more senior male and younger more junior female colleagues. Feedback from colleagues that this guidance would benefit from a statement that power imbalances and inappropriate behaviours are not predicated on heteronormative stereotypes. 'This will demonstrate positive and affirmative support for ALL victims captured by the spirit of this guidance'. 
	Sex/age/sexuality/gender reassignment 
	We have considered this feedback carefully and thought through how and where it would be phrased in this guidance. On reflection, we have decided to keep this guidance very high level and applicable to all, so that we do not run the risk of appearing to single out or differentiate between different groups. 

	[bookmark: _Hlk151641339]Maintaining personal and professional boundaries 
	General concern
	Potential risk that the examples of sexual harassment provided in the new guidance (at para 23) looks like we're summarising sexual harassment as defined by the Equality Act. The list was taken from Ethical hub, but we needed to double check how (a) this list was developed/sources it drew from, and (b) the impacts of new wording that has been added to speak to specific issues from scoping. E.g., Concerns about possible EDI impacts of some aspects of the list (e.g., the use of the word ‘staring’ - potential impacts on individuals with autism) were highlighted.

	Race, disability
	Discussion about the wording on our ethical hub and the sources it was drawn from was discussed between lead drafter and team responsible for the hub. It was agreed that the hub wording would take its lead from the eventual wording in the updated guidance, so additions to the list could be accommodated. 
Draft wording (including content added in response to scoping work) was tested through external engagement and several discussions, including the RO reference group and subsequently adapted (such as the example in the ‘issue’ column about staring) as were aspects of the list that were considered too subjective. 



	Intimate examinations and chaperones 
	Para 8 now paragraph 21
	Question of whether to address the issue of patients who request a chaperone of a particular gender (by birth)- currently a placeholder in the updated guidance
	Gender reassignment 
	The previous/existing paragraph 8 of this guidance has been updated, and the phrase ‘This applies whether or not you are the same gender as the patient’ has been removed. This is because this sentence was intended to remind registrants that they should not assume the patient did not want a chaperone because they were of the same gender. We have therefore broadened the paragraph to focus on the importance of not making assumptions:
21	You should not assume that the patient doesn’t want a chaperone. If no suitable chaperone is available, or if either of you is uncomfortable with the choice of chaperone, you may offer to delay the examination to a later date when a suitable chaperone will be available, as long as the delay would not adversely affect the patient’s health.’

	Intimate examinations and chaperones 
	Paragraphs 14-15 in this guidance that deals with prior written consent for intimate examinations of anaesthetised patients. 
	Suggestion to add a caveat regarding patients who may find it difficult or cannot write due to literacy issues or a disability.
	Patients with disability/ race (language barrier)
	This paragraph has been adapted in the second redraft, so that the emphasis is on the patient being fully informed about all possible aspects of the examination, and them having consented to this. A couple of suggestions are provided for how this consent might be recorded.

	Intimate examinations and chaperones 
	Para 8b
	Suggestion for the medical professional to have a responsibility to ensure the chaperone is aware of any specific needs the patient may have e.g., if they have a learning disability.
	Patients with disability/race (language barrier)
	Paragraph 8b (the medical professional’s role before the examination) now reads: 
‘Consider and address any communication barriers that could impact on the patient’s experience or understanding of an intimate examination’  
This gives the patient an opportunity to volunteer the amount of information they are comfortable sharing with the medical professional and chaperone, without putting a duty on the medical professional to make a judgement on what they should share re communication barriers/disabilities.

	Intimate examinations and chaperones 
	General concern
	Need to ensure this guidance adequately addresses the challenges trans patients may experience with intimate examinations.
	Patients – gender reassignment
	The updated version of this guidance places a greater emphasis on the medical professional being sensitive to what the patient may think of as intimate, as well as any discomfort or embarrassment they may feel as a result of having an intimate examination. There is also greater emphasis on the patient being able to ask questions. 
We have also reached out for the views of various relevant charities and organisations. Although not all of them responded, no concerns were raised that this guidance as drafted would differentially impact on trans patients.

	Ending Professional Relationships
	Interaction of these paragraphs from the Engagement draft (paragraphs 5-8 and 9 and 6c) which suggests that a medical professional should explore alternatives (such as shared care for an abusive patient) rather than ending the relationship.

	Does adding in these steps (to consider paragraphs 5-8)  mean that a patient could be violent or abusive (this can include the patient using discriminatory language across almost all of the protected characteristics )  or the patient could have made a sexual advance and on a strict reading of the this, there is no automatic way to end the relationship (i.e. there are some situations that are so severe a medical professional should be able to remove him/herself from any further involvement.  In short - Are we doing enough to protect the medical professionals who (rarely but increasingly) suffer extreme violence/sexual assault etc?  This issue relates to patients who are not impaired due to a medical condition. This isn't a huge change in wording, but the impact could be significant. 
Also, could it apply to PAs - they could be targeted for verbal abuse - (“I demand to see "a proper doctor" etc type of abuse? 
	Across all PCs (but particularly those of sex, religion and belief, and race) 
and all medical professionals 
	Following engagement, we have added a new paragraph 6 which reads ‘it may be reasonable to end a relationship immediately in certain circumstances. For example, primary care regulations and contracts allow for the immediate removal of patients from practice lists if a patient has been violent or behaved a way that has caused other people to fear for their safety. You must follow local or national guidance and regulations’.
How to respond to patients who exhibit sexual behaviour is covered in the Maintaining professional and personal boundaries guidance 
References to shared care arrangements were removed after stakeholders fed back they were impractical. 

	Ending Professional Relationships
	Paragraph 7 of the engagement draft contained a duty to consider children and vulnerable adults who are cared for by a patient with whom a relationship might be terminated
	The 2013 guidance doesn’t include specific references to safeguarding, so we have added in these considerations in line with Good medical practice 2024, paragraphs 41 and 42.
However, similar to the above, does the new 'must' duty at paragraph 7 mean that medical professionals have to continue to care for the children of patients who have been violent etc?
	Across all PCs for medical professionals involved.
If we don’t include this – consider impacts on children (age) and vulnerable adults (disability) 
	We have retained the expectation that medical professionals should consider safeguarding issues and take appropriate advice, but this is not a barrier to ending a relationship with a patient. We also say at paragraph 12 ‘If it is necessary to end the relationship with other patients (for example, because of risks to staff arising from ongoing contact with the former patient), you must make sure that arrangements are made for the continuing care of children and young people or any dependent adults who are unable to make arrangements for themselves.’

	Ending Professional Relationships
	Paragraph that describes patient behaviour – (e.g., acting unreasonably?)
	Could patients who demand to see a medical professional who is (for example) female by birth find themselves on the wrong side of this policy? Could that amount to acting unreasonably?  This seems unlikely but there are reports that patients who have tried to make these requests have been classed as transphobic. The medical workplace has to balance a patient's right to same sex care (sometimes requested for religious reasons) and the rights of a trans medical professionals to have their gender reassignment status protected and confidential. 
	1.Patients on the grounds of religion/belief. 
2. medical practitioners who have had/are undergoing gender reassignment or who identify as a sex different to that assigned at birth.
	We have not defined what ‘acting persistently unreasonably’ means in this guidance, but the threshold is where the patient’s behaviour has led to a breakdown in trust.  We have made clear that merely making a complaint is not sufficient reason for ending a relationship and have added (at paragraph 5) that complaints or concerns raised by the patient must be responded to promptly, fully and honestly.

	Ending Professional Relationships
	Paragraph that describes patient behaviour (e.g., violence/sexual behaviour/acting unreasonably etc)

	Concern about patients with disabilities (esp. neurodegenerative conditions/ head injuries/addictions etc*) being possibly discriminated against if they show aggression/rudeness/inappropriate sexual behaviour because of their condition. 
If they are then asked to leave the practice etc this could be disability discrimination? Has this been satisfactorily addressed by the anti-discrimination paragraph and the reminder about reasonable adjustments?
* What about conditions like neurodiversity which may be undiagnosed? 
Patients with (for example) dementia who cannot communicate but act inappropriately towards medical professionals.
	Patients – disability 
	We have addressed this by increasing the emphasis in this guidance on the importance of taking steps to restore the relationship (para 7b); making sure complaints and concerns are considered appropriately (para 5a); adding a requirement to consider safeguarding issues (para 8 ); making the paragraph on acting fairly and not discriminating freestanding rather than a sub-paragraph (para 9); and  by saying medical professionals must make sure arrangements are in place for the continuing care of the patient if they are unable to make arrangements for themselves (10c).

	Ending Professional Relationships
	Paragraph about not ending relationships due to 'resource implications of the patient's care or treatment’.
	Does this guidance offer enough protection to those patients who suffer have severe disability/multiple morbidities/addiction and/or patients whose care is costly both in terms of money and manpower? It is only a 'should' duty.
To what extent does this type of thing exist?  E.g. - do GPs for example, end professional relationships with patients because their care is too draining on resources? 
	Patients - disability
	We tested in engagement whether the word ‘solely’ is effective in making clear that resource reasons should not (on their own) be sufficient for ending a relationship and the general view was that it was, as long as the care or treatment is within the contract for services (this is covered at paragraph 4).
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