Good Medical Practice
Purpose of the guide.

This guidance is an interpretation of the General Medical Council’s (GMC) ‘Good Medical Practice’. It is intended to be useful to disabled people generally and to patients and employees in health services. It is particularly important for doctors on the register, whether they work in the NHS, the private sector or other healthcare professions to be aware of the important difference they can make to the way services are delivered to disabled people. A high proportion of service users and their families are disabled people so this document is key to aiding doctors to understand how they can improve service delivery to this group of people.

This guidance will help disabled people to understand the terminology in ‘Good Medical Practice’ and how it might apply to them.  It will also give doctors and other healthcare professionals’ practical guidance on how they can meet their obligations to disabled patients and colleagues under the Disability Discrimination Act 1995. 

Throughout this document we will use bullet point references from Good Medical Practice, followed by explanations of what the terminology might mean in practical terms for a disabled person.  It does not however cover every point from Good Medical Practice as many apply equally to both disabled and non disabled people.

The notes therefore follow the section headings of Good Medical Practice, followed by those bullet points from each section where an illustrative example is relevant.  

The Disability Discrimination Act 1995 (DDA):  A Brief Explanation.  

This explanation is not included in GMP, but it can help a reader to understand the legal context of the illustrations used in this guidance.  

Section 1 of the DDA defines disability and identifies those with rights under the Act as having ‘a physical or mental impairment which has a substantial and long term adverse effect on a person’s ability to carry out normal day to day activities. The term ‘Disabled people’ can include the following, though this list is not exhaustive:

· People who are blind or partially sighted

· People who are deaf or hard or hearing

· People who are deafblind or dual sensory impaired.

· People who have heart conditions

· People with epilepsy

· People who have problems with continence

· People who have insulin diabetes

· People with a learning disability (for example, people with Down syndrome)
· People with dyslexia

· People who have arthritis

· People who are wheelchair users

· People who experience or have experienced mental health problems

· People who have had a stroke

· People with HIV, Cancer or Multiple Sclerosis from the point of diagnosis

· People with other progressive conditions such as motor neurone disease or, parkinson’s disease
It is important to understand that many conditions that may not be traditionally considered as ‘disabilities’ are covered by the DDA.  The new guidance on determining the definition of disability can be found on the DRC’s website http://www.drc.org.uk/
When doctors are service providers or, when they work for another service provider they and their staff must avoid discriminating against disabled people because of their disability – for example, by assuming a person is being unnecessarily aggressive or difficult when in fact their behaviour is a result of their disability. Although it is not acceptable for healthcare staff to accept aggressive behaviour, if they are more disability aware, they may be in a better position to make adjustments to help manage the situation. 

The DDA also requires that service providers must not provide a lower quality of service to disabled people – for example, only relying upon the tannoy system to call the next patient would disadvantage hearing-impaired people. This could also seriously disadvantage deafblind people who may need reception staff to specifically indicate to them when it is their turn.
Under the DDA service providers must also provide reasonable adjustments for disabled people to enable them to access their services. There are four main types of adjustments:

1. Changing policies, practices and procedures

For example looking at policies and procedures regarding who can accompany patients into clinical areas. A disabled person who is visiting their GP may wish to be accompanied by a friend, family member or advocate, or appropriate communication support.

2. Providing auxiliary aids and services

For example, providing discreet assistance to people with reading and writing difficulties. Or the provision of human aids to communication, such as communicator guides or interpreters for BSL.
3. Providing an alternative service where the usual service 

location is not accessible

         For example, if a doctor’s clinic is located in an 

         inaccessible part of the hospital the doctor could hold the 

         appointment for a disabled person in a more accessible part 


of the hospital.

4. To remove, amend or avoid physical barriers to the surgery, hospital or clinic.

For example, by removing a set of steps and replacing these with a ‘level entrance’, or, by amending the entrance by installing a ramp and steps, or, by avoiding the barrier by using another accessible entrance.  

To ensure health professionals are meeting their duties under the DDA it is recommended that service providers use guidance available via the Department of Health (DH) web site and the Codes of Practice available from the Disability Rights Commission.
The above duties seek to prevent discrimination but newer duties seek to eliminate its source. 

Doctors working for or in the public sector have additional responsibilities after December 2006.  The Disability Equality Duty (DED) means that any public body will need to actively look at ways of ensuring that disabled people are treated equally.

This new law requires organisations across the public sector (including hospitals, local and central government, schools and colleges) to be proactive in ensuring that disabled people are treated fairly.

However, this duty is not necessarily about changes to buildings or adjustments for individuals. It’s all about including equality for disabled people, into the culture of public authorities in practical and demonstrated ways. This means including disabled people and disability equality into everything from the outset, rather than focusing on individualised responses to specific disabled people.
Good Medical Practice Guidance   

1. Good clinical care
This section explains the high quality of care that patients should expect to receive. 

Good clinical care must include:

2. a.

· Adequately assessing the patient’s conditions, taking account of the history (including the symptoms, and psychological and social factors), the patient’s views, and where necessary examining the patient.

	What this can mean in practice for a disabled person is that firstly the person’s ways of communicating should be established as soon as possible.

The doctor should ask the patient about their condition before examining them.  The doctor needs to take account of the disabled person’s impairment but not to the detriment of the patient. For example if a doctor is examining a person who is deafblind they should take account of the communication needs of the patient before they undertake the examination.
This has 2 practical implications which can appear to conflict:

1. Not perceiving them purely in terms of their impairment - what is sometimes referred to as ‘diagnostic-overshadowing’.

2. Recognising at the same time that the impairment might cause a health inequality which needs to be addressed by some additional action. 

For example, a person with a sight difficulty needs non-impairment related services such as cancer screening like anyone else, or they may actually need this more because they may be less likely to detect essential signs of tumours

(e.g. skin discolouration or blood in faeces).   

A person with a learning disability may need elective services such as family planning advice just like anyone else, but in addition they should receive annual health checks (in line with ‘Valuing People’ national guideline) because as a group they face very high health inequalities that can shorten their life expectancy. They also need more time and a more flexible approach to a thorough examination as many conditions may go unrecognised and undiagnosed due to lack of communication.  
It is also important not to make assumptions about a disabled person’s life. For example, women with a learning disability may have an active social life which includes sexual relationships. They should not therefore be omitted from cervical screening. This can also then be a factor in then obtaining their understanding and consent. (see illustration 2.b)
Likewise if the consultation relates to a long term condition which is a disability under the Disability Discrimination Act (DDA) the patient should be listened to with great care.  They are likely to be as much an expert on their condition as most front line medical staff.




     2. b.

· Providing or arranging advice, investigations or treatment where necessary.
	This can be as simple as considering how and where treatment is to be provided, and what this means for the disabled patient. 

For example, a disabled person who has a prosthetic limb attends their yearly appointment and is told they have to have a new leg fitted at a different hospital. Consideration must be given to how the disabled person will get to the appointment.  It may for example be easier for them to travel at times in the day when public transport may not be as busy so they are able to find a suitable seat.
There may be no problem at all, but the service provider should at least check this out.

Similarly, will the disabled patient be able to find the location they are being sent to, particularly if they have not been there before?  This may be impossible without assistance for some disabled patients.
If a doctor is aware of the access requirements of patients this can save time and reduce missed appointments.  For example, a note on a patient’s medical records that a patient with a history of mental health problems may find telephone consultations less stressful for routine follow up discussions can be mutually beneficial for patient and doctor.    

A simple note of the access requirements of patients will usually help anyone if they consent to this information being noted and shared. 

An illustration of this point is a GP quickly reads a patient’s access requirement note which is attached to the file.  She asks her receptionist to ensure that the clinic the person is referred to is aware that the deaf patient has particular access requirements. The clinic then needs to meet any access requirements.
It is also important not to make assumptions about a disabled person’s life. For example, women with a learning disability may have an active social life which includes sexual relationships. They should not therefore be omitted from cervical screening. They then may require more careful communication and support to consent and undergo such interventions.



     3. f.
· Keep clear, accurate, legible and contemporaneous 

records of every contact with patients, reporting the relevant clinical findings, the decisions made, the information given to patients and any drugs prescribed or other investigation or treatment provided   

	         As well as purely medical notes and records, it is valuable to 

         have a file note of the mobility and communication 
         requirements of patients.  This  can be quickly referred to as 
         patients book appointments, attend consultations or as 
         conditions, referrals or treatments   are noted.           

         This is not purely a disability issue but it is also vital for 

         disabled people.  Healthcare practitioners should be aware 

         that disabled people may have other complicating factors  in  

         their lives, such as English not being their first language, 

         having childcare and, or other caring commitments that 
         restrict  their access to out of hours services.

         Others may have difficulty in understanding jargon or written     

         text. For example someone who has had a head injury and 

         has a cognitive impairment may prefer to have information to 
         take away and look at rather than responding immediately to 
         information they  have just been given.
         Having a note of what steps overcome these barriers to the 

         use of services by patients is arguably as useful as their 

         other records.

         It will also help reduce non-attendances.


     6.
· If you have good reason to think that patient safety is or may be seriously compromised by inadequate premises, equipment or other resources, policies or systems, you should put the matter right, if that is possible. In all other cases you should draw the matter to the attention of your employing or contracting body. If they do not take adequate action, you should take independent advice on how to take the matter further. You must record your concerns and the steps you have taken to try to resolve them. 

	Patient safety and the access requirements of disabled people go hand in hand. One of the greatest dangers to disabled patients is probably cluttered or untidy waiting areas, corridors and wards. This can be attended to by any health providers instantly. It can also be a written policy that items are stored in areas that do not cause hazards or restrict access e.g. not storing cleaning materials in an accessible toilet.

          Doctors are not always in a position to change these   

          environmental issues. They can, however usually either see

          that clutter is removed, or, they have the authority to report 

          such matters.

Ensuring the safety of your disabled patients is essential to providing good access to services. For example, a wheelchair user is unable to move safely from the chair on their own. They may wish to be moved using a hoist. If a hoist is not available, this should be highlighted by medical staff and an alternative found in the meantime by for example, possibly sharing equipment with another department.

Staff should also be appropriately trained in order to use the equipment. For example hearing aid loops may be available at reception but if staff are unable to use them they are ineffectual.




    7.

· The investigations or treatment you provide or arrange must be based on the assessment you and the patient make of their needs, and priorities, and on your clinical judgement about the likely effectiveness of the treatment options. You must not refuse or delay treatment because you believe that a patient’s actions have contributed to their condition. You must treat your patients with respect whatever their life choices and beliefs. You must not unfairly discriminate against them by allowing your personal views to affect adversely your professional relationship with them or the treatment you provide or arrange. You should challenge colleagues if their behaviour does not comply with the guidance.
	For example, medical decisions must be taken on the basis of a patients’ clinical condition and should not be influenced by the fact that the patient is a disabled person. For example, a person who experiences mental health problems should not be treated as if they are ‘delusional’, or making up symptoms. These should always be clinically examined. When someone has a serious condition, their treatment should not be restricted by value judgements about their quality of life. This can be particularly prejudicial to disabled people. It is also important to not make assumptions about a person’s quality of life.
Patients always have the right to make their wishes clear. 

For example that they want to continue receiving life saving treatment where possible. Where a patient appears to lack capacity to make their wishes clear, every effort must be made to ascertain these e.g. sign language interpreters, communicator guides, advocates or checking that they have understood their choices. 
The Mental Capacity Act which covers England and Wales is a new framework which can help to determine a patient’s best interests. The Act creates a presumption of capacity and seeks to enable this if it is restricted. It means that the patient is not judged on their disability, even though the disability might affect capacity. It also makes sure that families and carers are consulted.
         


Maintaining good medical practice

This section explains how medical professionals maintain good standards.

Keeping up to date

    12.

· You must keep your knowledge and skills up to date throughout your working life. You should be familiar with relevant guidelines and developments that affect your work. You should regularly take part in educational activities that maintain and further develop your competence and performance.
	This would also include medical staff keeping up to date with knowledge and legislation which is indirectly linked to medical work. For example, learning about the social as well as the medical issues surrounding conditions.  A further practical example is attending disability equality and awareness training.  The proportion of your patients who are covered by the DDA is over 20%, and probably far higher. Involving disabled people in providing this training is very beneficial.
You may be a highly trained GP or consultant, with many years experience of the medical aspects of long term conditions, but, you may not have any detailed knowledge of disability equality issues. Many doctors could benefit from CPD or dedicated training in this area, to enable them to become more competent in disability equality.  One example of the result is that you will be able to give newly diagnosed patients with cancer, MS, sight loss or many more conditions some critical social or economic advice and also direct them to the relevant place for expert advice and support they need. You can also follow up whether patient’s have used such signposting during later appointments. 




14.
· You must work with colleagues, patients and the public to maintain and improve the quality of your work and promote patient safety.

	An example is to regularly use the Patient Advice and Liaison Service (PALS) in England, the Board of the Community Health Councils and Learning Disability Wales in Wales and the Boards Advocacy development plans in Scotland, to see how you are doing. This could involve looking at customer survey satisfaction forms to see if there are any gaps in the quality of service you are providing.

If this feedback is also specifically sought from diverse patient groups, it can illustrate what you may need to do to improve performance amongst black or ethnic minorities, amongst women/men, or, for disabled people etc.   
          It is also likely that the local PALS will help you to establish 

          contacts with groups of disabled people, including those that 

          are specialists in particular impairments. In Wales it would 

          be Disability Wales or Learning Disability Wales.

          If your service already asks if people have access  

          requirements and notes these, you will have started to 

          improve your service quality.




     14.g.
· Contribute to confidential inquiries and adverse event recognition and reporting, to help reduce risk to patients.

	An important way to ensure safety for any patient is to clear away clutter and dangerously stored obstacles.  Doctors are not always the responsible person but they can usually do much to get things put right. 

In addition, patient safety is improved when people clearly understand what will happen during a course of treatment, and the risks that this involves.

For example, when a patient is about to receive treatment have steps been taken to explain this properly? If someone is deaf or visually impaired can they follow the explanation? Similarly, if they have a learning disability or experience anxiety due to a mental health problem, has it been checked out that they can understand and recall the explanation? This may need to be done by breaking information down into small chunks and checking understanding at various times throughout the explanation.
It is also important to ensure both safety and dignity when physically treating or assisting disabled people. For example, manual lifting and handling policies should not cause unreasonable restrictions for disabled people. If a disabled person cannot move themselves without assistance, staff should ensure that lifting equipment such as hoists are available and that they are trained in how to use them to maximise mobility whilst minimising risk to the patient.




Teaching and training - appraising and assessing

This section explains doctors’ responsibilities in the teaching and training of future doctors. This is clearly an area where they can proactively promote opportunities for disabled people.

    16.

· If you are involved in teaching you must develop the skills, attitudes and practices of a competent teacher.
	          It is important that training includes such issues as disability 

          equality/awareness training. If this is not available 

          doctors who are doing the teaching should demonstrate their 

          awareness of disability equality issues and pass this on to 

          their students.

          It is good practice to ask questions which make students 

          think about disability equality issues particularly if their 

          patient is a disabled person. For example, when students 

         answer a question about what they would do in a particular

         situation, challenge them by asking or illustrating the 

         discussion with ‘what if’ questions, such as ‘what will you do 

         if your patient is blind, old and physically weak or has a 

         learning disability? Who would you ask to find this out?

         Doctors organising written and clinical examinations 
         should also ensure that questions and ‘live’ patient scenarios 

         include disabled people both for their disability and for non- 

         disability related questions to examine their susceptibility to 

         diagnostic over-shadowing.


    17.

· You must make sure that all staff for whom you are responsible, including locums and students, are properly supervised.

	        It is likely that the pressures experienced by junior staff will 

        affect their behaviour towards patients. For example a junior 

        doctor working under pressure and without proper disability 

        equality competence may be  more likely to mismanage an 

        encounter with a disabled patient.  For example, if they are 

        under pressure how can they be supervised to act  

        appropriately towards a very 

        distressed child with a learning disability requiring a 

        potentially frightening and invasive treatment such as taking a 

        blood sample? 
        Discussion with junior staff on the following issues would be 
        an example:
        Do they know how to differentiate between behaviours in 

        such circumstances?  Do they know how to communicate 

        with the child?

        Is sufficient weight given to their ability to remain calm   

        themselves?
        Senior doctors should also be prepared to give advice and 

        support to  junior doctors about how to prioritise or manage
        their workload. For example if a doctor is explaining a 

        diagnosis to someone with a learning disability they may need 

        to take longer to explain the diagnosis.

        They should receive sufficient support to learn about and 

        value diversity, and, the appropriate ways to give additional

        support to patients where this is necessary.


18.
· You must be honest and objective when appraising or assessing the performance of colleagues, including locums and students. Patients will be put at risk if you describe as competent someone who has not reached or maintained a satisfactory standard of practice.
	Every medical service is a learning resource that can provide numerous examples of how patients are able to receive high quality service or if not, what needs to be improved. 

For example, it is important where possible to facilitate disability equality training by involving disabled people as this will have more impact.  If disabled patients are encouraged to give feedback on what does or does not work, this makes improving service more practical and ensures that any improvement measures are well grounded in experience. Patients should be able to give feedback in a way which is accessible to them.

         Both clinical audit and peer review 

         should include those ‘what if’s’ that apply technical  

         medical knowledge to the very high proportion of patients 

         covered by the Disability Discrimination Act (e.g. probably 

         most older in-patients, or, those with long term conditions). 

         Key additional skills include the disability equality 

         competence to be able to interpret and apply medical 

         explanations and treatments so that they are understood and 

         agreed to by disabled people. 

         As well as internal audit and review mechanisms, external  

         sources of feedback should be sought from disabled patients      

         or groups, and from patient surveys which cover such issues




19.
· You must provide only honest, justifiable and accurate comments when giving references for, or writing reports about colleagues. When providing references you must do so promptly and include all information that is relevant to your colleague’s competence, performance or conduct.
	It is important to note that increasing numbers of current medical staff (including perhaps yourself), trainees, and, medical students may be disabled.  The effects of these impairments can appear similar to educational difficulties. It is vital that the trainer or instructor avoids discriminatory assumptions, and that they start to consider adjustments that can overcome most barriers to learning.  Learners may require adjustments whilst in training sessions or in their job role. For example someone with dyslexia may require a specially adapted computer in order to read documents or complete assignments and type up medical notes of patients.

         


Relationships with patients
This section focuses on how medical staff build successful relationships with disabled patients. Successful relationships require respect, dignity, trust, good communication and an understanding of the individual needs of patients.

     21. b.

· Treat patients with dignity
	This is probably the most important area of concern for disabled people. Reports and surveys (including those for older people and patients generally) continue to stress the need for respect and dignity. These terms appear to be common sense but it is evident that providing respect and dignity to all is not yet common practice. 

Providing respect and dignity to anyone requires underpinning knowledge and skill about their needs and requirements. For example, assisting a Muslim patient is improved when staff are familiar with cultural requirements. Treating women or men is more effective when staff are familiar with gender issues and requirements. Services which assist disabled people likewise require disability equality competence in order to provide effective dignity and respect.  Disability equality competence is hardly a marginal skill.  




21. c.
· Treat each patient as an individual
	It is important to treat each disabled patient as an individual regardless of their impairment. For example, when treating a disabled patient in the presence of a non disabled partner, advocate, parent or child, talk face to face to the disabled patient unless there are very exceptional circumstances and the disabled patient asks you to communicate with the nominated person direct.

If a patient has difficulty in communicating do not assume that they do not understand what is being said to them. For example a deafblind person may need more time to have something explained to them but can often respond relatively quickly.  

Do not assume lack of capacity to consent if the patient does not appear at first to understand.  Firstly, determine how informed consent can be obtained by for example using BSL interpreters for Deaf people, deafblind interpreters or advocates for people with learning disabilities or even adapted communication aides such as voice activated soft ware.

Equally make every effort to translate an issue in simple terms but without reverting to a patronising tone of voice, or talking very loud.   

A further issue is that people often make assumptions and fail to check these out with the service user.  For example a wheelchair user who is going to be examined by a doctor may find it more comfortable if they are examined in their wheelchair rather than on the bed. Doctors should, wherever possible, respect the patient’s wishes and not insist on examining them on the bed just because the majority of patients are examined in this way. If they cannot stay in their wheelchair the doctor should give clear reasons as to why this cannot happen.




    21. d.

· Respect patient’s privacy and right to confidentiality

	A disabled patient’s right to privacy and confidentiality should be respected like every other patient regardless of impairment. For example, if a disabled person needs someone with them during treatment to explain things, such as an advocate, carer or sign language interpreter, this should be allowed. However if a disabled patient such as someone with a learning disability does not want to be accompanied this should also be respected. 

If information is likely to be sensitive ensure that the patient agrees with the process.  For example a person with a learning disability may or may not want an advocate or relative present.  A deaf person who relies upon a BSL Interpreter may wish to suggest the one with whom they feel confident to share such knowledge.    

         It is also important to note that disabled people may prefer to 

         use an infrequent advocate or interpreter if very sensitive 

         confidential information is to be communicated to them via 

         this third party. Being familiar with local disabled groups and 
         services will help you to be more aware of disability equality 
         issues and to provide a better service/standard of care to 
         your patients’. The patient should, within reason, be able to 

         choose the person they use for communication support.



Good communication 

Good communication is essential to effective care and is particularly important to disabled people as poor communication can often lead to disabled people missing essential appointments and therefore treatment. It is very important to establish and accommodate a patient’s preferred means of communication.
     22. a.

· Listen to patients, ask for and respect their views about their health, and respond to their concerns and preferences
	        For disabled people this often means respecting their 

        experience of their disability, and, not making assumptions 

        based around it. For example, a person with a newly 

        diagnosed condition which is also a disability will have many 

        non medical issues to deal with. Listening to their feelings and

        pointing them in the right direction for peer support and  

        advice may be just as important as prescribing treatments, 

        particularly if the impairment is a permanent condition. 

        Perhaps one of the biggest fears is losing their job which 

        highlights the need for doctors and health services to link up 

        and be aware of employment support services for disabled 

        people.

       When a disabled person uses a service such as A&E ensure 

       that they are being listened to and consulted. For example, 

       someone with autism may display behaviours due to the pain 

       they are in and so need diagnosis. It is sometimes evident 

       that the behaviour is  simply attributed to their disability and 

       necessary treatment is not provided.  This is known as   

       ‘diagnostic overshadowing’ and  it may result in non-

       treatment of the real condition causing the pain.

      Sometimes patients are not listened to because they have a 

      mental health problem and it is assumed that they are seeking 

      attention or not being truthful.  Such assumptions are 

      potentially discriminatory and unlawful. Additionally some 

      impairments are incorrectly assumed, for example some  

      deafblind patients have been assessed to have a mental 

      health problem or learning disability because their 
      communication needs have not  been understood.
      Often the disabled patient is an expert in their condition.  They

      can be encouraged to explain how it affects them. They can be

      further encouraged to use this expertise, for example how they

      might participate in local support groups to assist others, 

      particularly those experiencing the issues for the first time.

      If disabled people join local ‘Expert Patient’ Programmes this is

      a further way to refine and channel their acquired knowledge.    


     22. b.

· Share with patients, in a way they can understand, the information they want or need to know about their condition,  its likely progression, and the treatment options available to them, including associated risks and uncertainties
	If information is being communicated face to face then care should be taken to ensure its sensitivity and accessibility.

Language should avoid terms like ‘handicap’ or deformity etc.  The term impairment should be used in place of disabilities.  If someone is newly disabled, they might not be ready to deal with this, but they should at least be informed that if they are covered by the DDA they have quite substantial rights at work, and in the provision of services.

The language should be clear and simple but not patronising. If a doctor is finding it difficult to understand, or to be understood it is best practice to be honest about this to disabled people.  This shows respect, and the disabled patient is usually the best guide for what is needed to overcome communication barriers.

Written communication should also be accessible.  It is now generally understood that any information provided to patients should be accessible and available in such formats as large print, Braille, email, audio tape and easy read. Many doctors/health services do not offer these formats as standard but doctors may be legally challenged to provide these. You should be able to get information or assistance in identifying sources of good accessible information from your local commissioning body.
It is also important to realise that some people communicate non verbally and may use story boards or technology such as Makaton to communicate.
At the time someone is first informed about either their own or a family member’s impairment the communication can inadvertently set up a negative cycle, which unintentionally further disables people. To illustrate this:

Firstly, the ‘news’ of an impairment is usually a negative and even traumatic event.  To the patient it often means life-changing limitations.  To doctors it is the point at which their ability to intervene medically often becomes limited.     


Secondly, the patient usually then requires a further stream of verifications of their limitations by the doctor.  Sickness notes, confirmations for benefits and statements to support home adaptations, disabled parking badges or even to supply concessions all stress the limitations now faced by the patient.     

The long term results of this can be to gradually stigmatize and even isolate the disabled patient.  In turn this segregates them, reduces their community participation, jeopardises or finishes their work, massively reduces their income and in time submits them to health inequalities  that go with the process of ‘being marginalised’. 

Disabled people frequently complain that doctors handle this process with lack of sensitivity, and with lack of ability to sign-post them in the right direction when it really matters; the time of diagnosis.  

The doctor who can advise and sign-post the newly disabled patient will ensure that they are less likely to become marginalised.  

The doctor who is knowledgeable in disability equality can help newly disabled people to secure their rights, and this is a starting point to them retaining the economic and social participation that avoids marginalisation. 



     22. d.

· Make sure that patients are informed about how information is shared within teams and among those who will be providing their care.
	        Surveys of disabled people regularly demonstrate that they 

        depend on the whole team to get it right. A disabled patient 

        will often need good cooperation between surgery staff, 

        transport providers, hospital staff and social workers in order 

        to ensure the success of their treatment. An example of this 

        would be the extent to which their access requirements were 

        being shared within and amongst teams.

        It is important that the disabled patient understands how the 

        information will be used and has given consent to it being 

        shared with others . Many access 

        requirements ensure safety, dignity and 

        comfort so they are as important as medical 

        information. For example someone with multiple sclerosis will

        have a range of access requirements at each stage of their  

        patient experience. They should not need to repeat these 

        requirements at every stage.

        It is good practice for doctors to consult with patients 

        regarding copying clinical letters to them. However doctors 

        need to provide this information in alternative formats such as 

        Braille, email, audio tape and large print. 


     23.

· You must make sure, wherever practical ,that arrangements are made to meet patients’ language and communication needs.
	        Communication is a vital issue for all disabled patients even 
        when they have  a support worker/advocate with them. 
       The ability to communicate with many disabled people is often  

       affected by their impairment.  It might be as simple as asking 

       how they wish to be communicated with.  In some cases it 

       may require the doctor to admit their difficulty and to seek the 

       preference or advice from the patient or the patient’s nominee 

        as to how two way communication can best be supported.

        If a disabled  patient does have a support worker with them it 
        is very important to communicate directly with the patient 
        unless otherwise informed. For example if a sign language 

        interpreter is present still look at the deaf patient and allow 

        time for translation.

        If a patient is using an interpreter doctors should take time 

        asking questions or describing things in order for the 

        interpreter to relay the often complicated information 

        accurately. Deaf patients may need a sign language 

        interpreter if the issues are sensitive or complicated in order

        for them to understand what is happening even when they

        normally lip read in everyday situations. However do not 
        assume that all deaf people know BSL or that all blind people 

        can read Braille.


Consent
36.
· You must be satisfied that you have consent or other valid authority before you undertake any examination or investigation, provide treatment or involve patients in teaching or research. Usually this will involve providing information to patients in a way they can understand, before asking for their consent. You must follow the guidance in Seeking patients’ consent: The ethical considerations, which includes advice on children and patients who are not able to give consent..

	It is particularly important for disabled people to be able to understand how any treatment may affect them.  To obtain informed consent or otherwise the doctor needs to have overcome any barriers that prevent the disabled patient from understanding their choices. When doctors are informing patients about their condition, prognosis and treatment options it is important they do this in a clear concise manner, avoiding jargon and complicated terminology. For example if a person has a learning disability they may find it hard to understand medical terminology so the doctor needs to be aware that they may have to spend longer with the patient.

         If leaflets are used to describe issues, then these need to be 

         either available in different formats or communicated to the 

         patient in an alternative manner e.g. by being read out. Also, 

          more time should be allowed for the discussion so that the 

          patient does not feel rushed and is able to ask any 

          questions.
         Ideally, the patients understanding should be politely         

         assessed. As previously mentioned the Mental Capacity Act 

         starts from the presumption of capacity and tries to enable 

         capacity where possible. 



Working with colleagues

This section explains how changing working practices such as changes in the range of skills and competencies of other health care practitioners present a number of opportunities and challenges in providing safe, effective care.

    41. b.

· Communicate effectively with colleagues within and outside the team.
	        This is particularly important if you have a disabled colleague

         on your team. For example if a colleague has dyslexia and at

         team meetings updates are given on written bulletins then this may mean the disabled colleague is being excluded from 

         information. They may prefer information being distributed 

         via email so they could use adapted software to read this.

         The steps needed to fulfil the access or communication 

         requirements of disabled patients or employees are known 

         as ‘reasonable adjustments’.  For employees these 

         adjustments should be part of a range specifically designed 

         to assist that one employee.  They should be regularly 

         reviewed, and, where appropriate ( and with the agreement 

         of the disabled employee), they should be communicated to 

         other staff who need to know. 


42. c.
· Make sure that your patients and colleagues understand your role and responsibilities in the team, and who is responsible for each aspect of patient care 
	If a disabled person has specific mobility and communication requirements, this should have been ascertained before arrival whenever possible, particularly if adjustments need to be made in advance and passed to treatment staff (with the patient’s consent). 

For example if a person has a hearing impairment and lip reads, this information should be passed on to other medical staff to enable the person to access other medical services. This must be done with the patient’s consent. The disabled person should not have to keep repeating this requirement when being seen by different people.

Some people with a learning disability have prepared their own ‘Passport’ for healthcare. This contains relevant information about the person, their particular requirements, current and past illnesses and treatment. This can be used when they find it difficult to explain their requirements.  It can also tell someone about other relevant issues.




    42. d.

· Participate in regular reviews and audit of the standards and performance of the team, taking steps to remedy any deficiencies

	        Where surgeries or departments have performance measures

        these should include reference to equality and diversity, 

        particularly where they relate to patient care.

        Standards and targets in patient treatment and care should 

        be enhanced by reference to issues such as how 

        race, gender, disability age or sexuality are applied when

        considered. For example, when cancer patient care is being 

        assessed, patients should be asked about the quality of all 

        their care including any adjustments they requested (such as 

        when or how they needed to use a wheelchair).


     42. e.

· Support colleagues who have problems with performance, conduct or health.

	         After 4 December 2006 all services provided as public 

         services now need to demonstrate that they are taking steps 

         to eliminate victimisation and harassment of disabled 

         employees or service users.  In employment the behaviour of 

         all staff towards disabled colleagues has become everyone’s 

         responsibility; and lack of team or leader support can be the 

         most devastating form of victimisation for a disabled 

         employee.

If a colleague is off sick for a long period of time it is important that they feel supported by their manager and colleagues. Their return to work agreement may involve them doing a reduced number of hours for a certain period of time. Their colleagues should support them in this, and managers should ensure that such adjustments are properly resourced, for example by providing additional cover to make up the hours of that person. This reasonable adjustment should not be viewed as a negative factor when assessing that person’s performance at work.

  


46.

· You must treat your colleagues fairly and with respect. You must not bully or harass them, or unfairly discriminate against them by allowing your personal views to affect adversely your professional relationship with them. You should challenge colleagues if their behaviour does not comply with this guideline.
	          After 4 December 2006 employers in the public sector now  

          have to actively look at ways of ensuring that disabled 

          people are treated equally. The law now requires 

          organisations across the public sector (including hospitals,

          local and central government, schools and colleges) to be

          proactive in ensuring that disabled people are treated fairly.

         This might include steps to increase the level and quality of 

          employment of disabled people and this can include positive 

          action.

          For example when team meetings are held if a colleague 

          has a visual impairment the materials should be 
          available in an  accessible format.

           For example if a colleague has a speech 

           impediment, which means that it may take them longer to 
           finish a  sentence this should not be the subject of comment 
           or  ridicule by colleagues.




    47.

· You must not make malicious and unfounded criticisms of colleagues that may undermine patients’ trust in the care or treatment they receive, or in the judgement of those treating them.

	           For example if a colleague is disabled, avoid inappropriate 

           criticism, comment or even humour around their 

           impairment. 

           For example if a colleague has dyslexia and has difficulty 

           with their medical notes this should not be the subject of 

          comment, particularly in front of others.

 


Arranging cover

    48.

· You must be satisfied that, when you are off duty, suitable arrangements have been made for your patients’ medical care. These arrangements should include effective hand-over procedures, involving clear communication with healthcare colleagues. If you are concerned that the arrangements are not suitable, you should take steps to safeguard patient care and you must follow the guidance in paragraph 6. 
	          This means that if a disabled person has a specific access 

           requirement this should have been ascertained before 

          arrival whenever possible, particularly if adjustments need to 

           be made in advance and passed to other treatment staff.

          For example if a person has a hearing impairment and uses 

          Lip reading as a form of communication this information 

          should be passed on by receptionists to other medical staff,

          the disabled person should not have to keep repeating their

          requirements when being seen by different people.


Health

This section focuses on the health of medical practitioners.

79.
· If you know that you have, or think that you might have, a serious condition that you could pass on to patients, or if your judgement or performance could be affected by a condition or its treatment, you must consult a suitably qualified colleague. You must ask for and follow their advice about investigations and treatment and changes to practice if necessary. You must not rely on your own assessment of the risk you pose to patients. 

	          It is essential to disclose those issues that can affect the 

          safety of patients.  This has traditionally led to many doctors 

          feeling obliged to relinquish their medical careers.

         Doctors are legally entitled to those adjustments that 

         overcome the barriers they face when working with an 

         impairment.

        They also should be free from harassment or victimisation 

        from colleagues when they work with an impairment.

        If no adjustment can be made to reduce the risk change, then 
        they should still   be given an opportunity to modify or change 
         their duties. 

        A study undertaken in 2003/2004 by Roberts, Boursicot & 

        Butler assessed the  views of different sectors of society

        and how they felt about disabled people studying medicine. 

        The study found that most patients had no real problems with 

        ‘disabled doctors’.  The patients surveyed felt that this 

        actually would make them better able to empathise with most

        patients.

        Most professions are now overcoming traditional attitudes to 

        work with people with impairments.  So, disclosure should be 

        less of a stigma for a doctor. 

        It is likely that patients will encounter more disabled doctors in    

        the future, and this can be a positive issue, particularly as 
        such doctors will be well placed to advise and sign post them 
         on disability issues.
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