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impact of leaving the EU on health and social 

care in Scotland 

Executive summary 

1 The General Medical Council (GMC) is an independent organisation that helps to 

protect patients and improve medical education and practice across the UK.  

 We decide which doctors are qualified to work here and we oversee UK medical 

education and training 

 We set the standards that doctors need to follow, and make sure that they 

continue to meet these standards throughout their careers 

 We take action to prevent a doctor from putting the safety of patients, or the 

public’s confidence in doctors, at risk.  

2 While regulation of the medical profession is reserved to Westminster, the GMC 

operates within the legal and legislative structures of the different jurisdictions within 

the UK. As an example of this, our guidance for doctors reflects the laws of all 

Scotland, and when a law changes we seek senior counsel’s advice on whether we 

would need to update our guidance. 

3 Our registration processes and procedures currently accommodate the movement of 

doctors between the UK and countries inside and outside the European Economic 

area (EEA). GMC registration with a licence to practice allows doctors to practice in all 

four healthcare systems in the UK. 

4 Our statutory powers are set out in the Medical Act 1983. The way in which we 

regulate doctors from the EEA is determined by the recognition of professional 

qualifications Directive (2005/36/EC), which is transposed into UK law via the 1983 

Act.  
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5 Leaving the EU could have a significant impact on the regulation, movement and 

education of doctors throughout the UK. The full scale of this impact will depend on 

whether the principle of free movement is maintained and whether the Government 

decides to retain the European professional mobility framework (the Directive) once 

the UK finally withdraws from the EU. We also note that other factors, such as visas, 

will have an impact. 

6 Our long standing position is that we would like to be able to check that doctors 

coming to practise here from Europe meet the same standards as those who qualify 

in the UK and outside Europe. The current recognition of professional qualifications 

Directive prohibits this, which may negatively impact public confidence and patient 

safety. If consistency was to be possible under the UK’s new relationship with the EU, 

we would look to the UK Government to make amendments to our powers as set out 

in UK law via the Medical Act 1983. 

The EEA medical workforce 

7 As the regulator, the GMC holds a unique data set on the medical profession. Doctors 

from Europe make a vital contribution to the health services across the UK. There are 

currently over 30,000 doctors on the medical register who gained their primary 

medical qualification (PMQ) from another country in the EEA – about 11% of 280,000 

doctors currently on the register.  

8 The figure for Scotland is 1,177; representing 5.9% of the workforce registered with 

the GMC (doctors are allocated to a country primarily based on their workplace or 

employer’s address, but where that is not possible information such as their 

correspondence address can be used). Our data as at 30 June 2017 shows that this is 

broken down as follows: 

 Doctors on the GP register – 225 (3.8% of the GP register) 

 Doctors on the Specialist register – 573 (9.3% of the specialist register) 

 On neither register and not in training – 199 (8.4% of doctors on neither 

register and not in training) 

 On neither register and in training – 174 (3.2% of doctors on neither register 

and in training) 

9 The below table shows the number of EEA qualified graduates practising in Scotland 

by specialist qualification.  

    Scotland 
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Number 

of EEA 

doctors 

Proportion 

of that 

are EEA 

GP only 225 3.8% 

Specialist only 573 9.3% 

  Medicine 116 7.4% 

  Emergency medicine 12 5.4% 

  Anaesthetics and intensive care 81 9.4% 

  Obstetrics and gynaecology 18 5.8% 

  Occupational medicine 5 10.4% 

  Ophthalmology 13 8.7% 

  Paediatrics 37 9.8% 

  Pathology 35 12.7% 

  Psychiatry 48 6.6% 

  Public health 8 8.3% 

  Radiology 48 10.5% 

  Surgery 150 13.9% 

  Other/ multiple specialties 2 15.4% 

GP and specialist 6 4.9% 

Neither and not in training 199 8.4% 

Neither and in training 174 3.2% 

 

10 We have not observed a reduction in the number of EEA graduates on the medical 

register since the referendum itself, nor in the number of EEA graduates who have 

joined the medical profession – however it remains too early to be certain what 

impact any changes to the UK’s relationship with the EU might have on the data in 

the medium term.  

11 The Withdrawal Agreement reached between the UK and the EU on 15 December 

2017 confirms that decisions on the recognition of professional qualifications (RPQ) 

made before EU exit will be respected - this means that the registration status of 

doctors with an EEA qualification who are currently on the medical register will not be 

impacted. It was also agreed that any applications for registration, or compensation 

measures, that are underway as of Brexit day will benefit from legacy RPQ rights until 

those application processes have been completed. 

12 It is unclear what impact the UK’s withdrawal from the EU is likely to have on the 

future number of European qualified doctors on the register and whether we are 

likely to see a future reduction in the numbers applying from the rest of Europe. The 

latter will depend on how, after the UK has left the EU, EEA qualified doctors who are 

not currently on our register will gain access to it. This issue is explored further in 

paragraphs 25-31, including why we are seeking legislative reform. 

13 The outcome of Brexit is hard to predict. It is possible that once we leave the EU we’ll 

have to assess doctors who qualified in those countries the same way as international 
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medical graduates (IMGs) - by requiring them to take our PLAB test (which in due 

course will become our Medical Licensing Assessment – MLA). This could have a huge 

impact on our registration operations but more importantly on the speed with which 

the NHS in Scotland can get overseas doctors onto the front line.  

14 We are planning for any changes that Brexit may bring. This covers the eventuality of 

assessing doctors from the EEA in the same way as IMGs. We are currently working 

with the UK Government and with the devolved administrations to explain the 

changes we need to our legislation, to ensure that we are able to streamline how we 

assess doctors from other countries for the purposes of GMC registration. 

15 In the meantime, we will continue to publish data about EEA doctors practising in the 

UK* to provide up-to-date information and assurance for employers. For the first time 

we’ll also publish country-level workforce reports to aid the four governments of the 

UK and their agencies with national planning. In spring 2018, we will launch a new 

tool on our website that will give open access to our registration. 

Brexit and medical regulation 

16 Under European law, doctors who are nationals of the EEA (and those who are 

entitled to count as such) and hold medical qualifications from another country in the 

EEA† are entitled to have their qualifications recognised and to pursue the medical 

profession in the UK with the same rights as doctors who qualified in the UK.  

17 The advantage of the European framework is that those EEA applicants benefiting 

from automatic recognition can gain speedy entry onto the medical register. The 

significant disadvantage is that (unlike doctors who graduated outside of the EEA) the 

GMC cannot test their competence. Instead we must rely on the robustness of the 

medical education and regulation system in the doctor’s home country for that 

assurance.  

18 Whether there are changes to how we register EEA qualified doctors in the future will 

depend on whether the recognition of professional qualifications framework is 

continued under the future trade agreement between the UK and EU.  

19 While we do not have a position on what the UK’s relationship with the EU should be, 

we are keen for the UK Government to consider the following opportunities to 

enhance patient safety and make the necessary amendments to our legal powers, as 

set out in UK law via the Medical Act 1983 (and we have welcomed the support of the 

 

* https://www.gmc-uk.org/publications/30409.asp 
† Where those qualifications are compliant with the recognition of professional qualifications Directive (2005/36/EC) 
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Cabinet Secretary for Health and Sport in advocating for such changes). We also 

highlight other areas that will require careful consideration to ensure patient 

safeguards and workforce flows are maintained. 

Opportunity of Brexit for health and social care in Scotland: Competence of 

European doctors 

20 We have always argued that the GMC should have the right to test the competence 

of European doctors, like we do for other doctors who qualified overseas, with 

rigorous assessments of their knowledge and clinical skills. We believe that the 

current European law which restricts us from doing so has created a weakness in the 

system.  

21 We are working on proposals for a Medical Licensing Assessment (MLA) that could 

provide a cost-effective way to demonstrate that all those applying for a licence to 

practise medicine meet a common standard for safe practice. In time we intend that 

the MLA will cover EEA doctors as well but that is subject to the outcome of the 

negotiations for the UK to leave the European Union. The MLA will help to raise 

standards and provide greater assurance to the public about the competence of every 

doctor we register regardless of where they are from. 

Opportunity of Brexit for health and social care in Scotland: Education and 

training 

22 The definitions of a primary medical qualification, as well as some specialist medical 

training, are enshrined in EU law by the recognition professional qualifications 

Directive. This assumes comparability of medical education and training across the 

EEA. It is on the basis of medical qualifications that are deemed to have met certain 

minimum standards, that doctors can exercise their right of free movement within the 

EEA.  

23 In most cases the minimum training requirements were agreed over 30 years ago 

and are defined in inputs (time spent in basic medical training as set out in Article 

24*; and minimum training periods for certain medical specialties as set out in Annex 

V) rather than outputs (outcome-based training). We have highlighted in the past 

that this is an outdated framework and called for reform. 

 

* Article 24:“Basic medical training shall comprise a total of at least five years of study, which may in addition be expressed with the 

equivalent ECTS credits, and shall consist of at least 5500 hours of theoretical and practical training provided by, or under the 

supervision of, a university…” 
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24 Brexit would provide the UK with an opportunity to review and agree minimum 

training requirements for both undergraduate and postgraduate medicine that most 

suit UK healthcare needs while continuing to meet GMC standards. This would enable 

greater flexibility in training, which should be of benefit to the Scottish workforce by 

allowing more opportunity for doctors in training to move between specialties. In 

particular, greater flexibility in determining minimum training times for undergraduate 

education would provide protection for graduate entry schemes, such as the Scottish 

Graduate Entry Medical Programme (ScotGEM), should the Point of Registration be 

moved to the point of graduation in the future.  

Challenge of Brexit for health and social care in Scotland: Potential delays to 

getting senior doctors onto the register 

25 Doctors who have not gone through a conventional training programme leading to 

the award of a certificate of completion of training (CCT), but who wish to 

demonstrate that they have equivalent knowledge, skills and experience so they can 

get onto the Specialist or GP registers, must apply to the GMC via the ‘equivalence’ 

route. This is necessary if they are to be eligible to take up NHS consultant or GP 

posts. We receive around 850 applications a year through this route across both 

general practice and specialty practice. About 60% of these are successful. 

26 The way these applications are dealt with is governed by secondary legislation. That 

legislation is highly prescriptive both about what is required of applicants and how we 

must assess them. To comply with it, applicants usually need to share over 1,000 

pages of authenticated evidence with us. This process can take a number of months 

and costs around £2,000 per applicant to complete.  

27 The consequence is a system that is slow, bureaucratic in the extreme and 

inordinately burdensome. But it is one which we are unable to change without 

legislative reform.  

28 However, it is not simply the bureaucratic burden that is the problem, significant 

though that is. More importantly, there are implications for workforce recruitment 

which risk being exacerbated following the UK’s exit from the EU. At the moment we 

have around 1,300 doctors a year (1,377 in 2016) from the EEA coming to the UK 

going straight on to the specialist or GP register via automatic recognition. If 

automatic recognition of EEA doctor’s training were to cease following exit from the 

EU, all these doctors would need to apply to us for GP or specialist registration 

through equivalence routes. It is not difficult to see why this would add to the 

problems of NHS recruitment. To provide some context, in 2016 11 doctors with a 

European primary medical qualification automatically joined the GP register in 

Scotland, whilst there were just two applications by international medical graduates 

through the Certificate of Eligibility for GP Registration process (the equivalence route 
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for GPs), one of which was granted and one of which was withdrawn. Any delay to 

the registration of 11 specialist doctors in Scotland could potentially have a significant 

impact on patient care and doctor training. 

29 Alternatively, Brexit could create an opportunity for amending legislation that would 

help to address some of the UK’s workforce supply issues, including giving us the 

flexibility to recognise training from countries where were we can be assured of 

doctors’ training and fitness to practise in a more proportionate way. 

30 We are aware of the challenge and frustration that the current process can pose to 

recruiting international doctors to Scotland, particularly in primary care. We are 

sensitive towards this, and have supported the Scottish Government’s task and finish 

group to examine the CEGPR process in collaboration NHS Education for Scotland and 

The Royal College of General Practitioners Scotland to ensure the current process is 

as responsive as it needs to be whilst not compromising on quality. The GMC and 

Scottish Government are also contributing to a Royal College of General Practitioners-

led task and finish group aiming to provide an electronic ‘one-stop’ guide for doctors 

who are currently overseas and wish to move to the UK and work as GPs. 

31 We have long argued for fundamental reform of the legislative framework within 

which we work. What we need is a future-proofed model which gives us flexibility and 

autonomy so that we are not just patching over today’s problems in a piecemeal 

fashion, but able to meet the changing needs of the system in years to come. The UK 

Government’s consultation ‘Promoting professionalism, reforming regulation *provides 

an opportunity for this to be progressed, and we have set out our views in our 

submission to the consultation†. 

Challenge of Brexit for health and social care in Scotland: Fitness to practise 

information sharing 

32 It will be important to consider how health regulators ensure professionals practising 

in the UK are fit to practise medicine should the UK withdraw from the recognition 

Directive. It would therefore be helpful for the GMC to retain access to the Internal 

Market Information (IMI) system, which we use to communicate with other medical 

regulatory authorities within the EEA.  

 

* https://www.gov.uk/government/consultations/promoting-professionalism-reforming-regulation 
† https://www.gmc-

uk.org/GMC_response_to_Department_of_Health__England__consultation_Supporting_professionalism_refor

ming_regulation.pdf_73271108.pdf 
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33 IMI is a secure communications tool introduced by the Directive that we use to 

transmit and respond to queries about a doctor’s registration documents. We also use 

it to send and receive alerts about doctors’ fitness to practise. This warns us when a 

doctor has their practice restricted in one of the other 27 EU member states. We have 

raised this potential risk to patient safety with officials and Ministers of the UK’s 

Department of Health  

Impact on health and social care in Scotland of future trade agreements 

34 Historically, the GMC had reciprocity agreements in place with a number of old 

commonwealth countries including Australia, New Zealand, South Africa, Hong Kong, 

Singapore, Malaysia and the West Indies to grant more easy access to the UK medical 

register. The ‘old section 19’ route ended on 17 December 2002 when it was 

abolished by the Medical Act 1983 (Amendment) Order 2002.  

35 The GMC supported the abolition of this route to registration, largely on the grounds 

of fairness - we had never reviewed the curriculum or training in any of the ‘old 

section 19’ countries. Registration on this basis was also largely at odds with our long 

standing policy that we should be able to assess a doctor’s capability for practice at 

the point of registration, rather than relying entirely on where someone had qualified. 

36 It would be imperative that regulators such as the GMC were consulted on the 

equivalence (or not) of medical training in a particular country, should the UK’s 

Department of International Trade be keen to include the recognition of professional 

qualifications in the healthcare sector in any  trade agreements with third countries. 

There would also need to be some sort of mechanism to ensure an ongoing 

assessment of the training to ensure it remained equivalent over the years and that 

the assumption of equivalence was not simply ‘fossilised’ into a trade agreement, like 

it currently is for many specialties in the RPQ Directive.  

Other implications 

37 Doctors working in the UK are also impacted by a wider range of EU derived 

legislation, including the working time Directive, employment law, EU research 

funding and data protection provisions. Whilst outside our remit, the Committee may 

want to consider the implications of these with relevant parties as part of its inquiry. 

 Conclusion 

38 As detailed in this submission, the decision to leave the EU may have a significant 

impact on the regulation, movement and education of doctors. The extent of this will 

depend on the UK Government’s preferred outcome for Brexit and the outcome of EU 

withdrawal negotiations. 
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39 We would be willing to provide more information if needed as the Brexit negotiations 

progress and would be happy to discuss how we plan to make sure that we can 

continue to provide robust protection and assurance to UK patients while supporting 

the flow of much needed doctors who are safe and fit to practise. 

 

 
General Medical Council 
January 2018 

 


