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scheme currently adopted in Britain. Larger scale studies are
needed to provide a clearer understanding of the organisational
and technical problems that might be encountered in advocating a
policy of the kind proposed.

We thank the head teachers, staff, and pupils of the two schools; Mrs E
Abraham for technical help; and Mrs A Smith and Mrs M McLeod for
typing the manuscript.
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Medicolegal

Treatment without consent: intervention by the court

BY OUR LEGAL CORRESPONDENT

Discussion of the practical effects of the decision of the Court of
Appeal in Gillick v West Norfolk Area Health Authority and
another has so far largely ignored the possibility of the intervention
of the court in decisions about treatment.' 2 It is perhaps opportune
to remember two decisions of high court judges (both women)
concerning medical intervention in the sex lives of young girls. In
the one case an abortion and insertion of a contraceptive device was
authorised against the wishes of the parents. In the other a
sterilisation operation was refused, though a widowed mother
wished her handicapped child to be sterilised.
The function of the court was mentioned by Lord Justice Parker

when he summarised his view of the law in Gillick: "Any doctor who
advised a girl under 16 as to contraceptive steps to be taken or
affords contraceptive or abortion treatment to such a girl without
the knowledge and consent of the parent, save in an emergency
which would render consent in any event unnecessary, infringes the
legal rights of the parent or guardian. Save in emergency, his proper
course is to seek parental consent or apply to the court."3 The court
in question will usually be either the juvenile court or the high
court.

Children and care

A child may be committed to the care of a local authority after a
finding of guilt in criminal proceedings. But more generally a local
authority has a duty to receive into its care a child apparently under
the age of 17 within its area if it appears that he or she is without
parent or guardian or is abandoned or lost or that his parents or
guardian are prevented by mental or bodily disease or infirmity or
other incapacity or circumstances from providing for his proper
accommodation, maintenance, and upbringing; and additionally

that the intervention of the local authority is necessary in the
interests of the child.4 Moreover, if it sees fit the local authority may
go further and remove a child against the wishes of the parents if a
parent is unfit to have care of the child either because of mental
disorder, or because of his habits and mode of life, or because he has
consistently failed without reasonable cause to discharge the
obligations of a parent.5 If the intervention of the local authority is
disputed the question is resolved by the juvenile court. Pending
resolution of the question the child is protected by remaining in care
of the local authority. The statutory powers relating to children are
complex, but these examples give some idea of the powers involved.
The highest power relating to children is vested in the high court,

exercised now through the family division. To protect a child
application may be made for the child to be made a ward of court.
Application is sometimes even made by a local authority which
already exercises parental powers in respect of the child. Applica-
tion ofsuch sort by a local authority will normally be for the purpose
of obtaining guidance and directions from the court in difficult or
controversial cases.

Request for abortion

In 1981 the London Borough Council of Lewisham made an
application for a girl in their care to be made a ward of court.6 The
girl had been conumitted to their care in July 1979 at the age of 13 by
a juvenile court after a finding of guilt of theft. In November 1980
she had a child whom she looked after well having regard to her age
and personal difficulties. In August 1981 she became pregnant
again. She, her general practitioner, and a consultant gynaecologist
and obstetrician all favoured an abortion. Her parents and grand-
parents objected strongly on religious grounds (they were Seventh
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Day Adventists). As the local authority possessed all the rights and
duties of parents the authority could have given consent to the
abortion without further ado. But understandably the authority
sought a ruling from the court. The judge ruled on the application
10 days after the originating summons was issued. Having heard
from all parties concerned, including the grandparents, parents, the
child herself, and her general practitioner and consultant, she ruled
that the circumstances were such that an abortion would be lawful
under section 1(a) of the Abortion Act 1967 on the grounds of the
risks of injury to the mental health of the girl and of her first child.
The girl was then aged 15 years and 2 months and was in the 11th
week of her second pregnancy. The judge also held that in the
circumstances the girl should be made a ward of court and that the
court should direct an abortion and contraceptive precautions for
the future. She said: "I propose to direct that there shall be a
termination of this pregnancy this week according to the arrange-
ments that have been made by [the consultant] and that as a
consequence of that operation a suitable internal contraceptive
device shall be inserted, again, with the approval and at the request
of the [ward], and with the hope that she may be more successful
than with the former methods of contraception she has used. I
assume that it is impossible for this local authority to monitor her
sexual activities and therefore contraception appears to be the only
alternative. "

Confidentiality

Questions of confidence would not have inhibited the doctors
from communicating with the local authority in that case much less
from giving evidence to the court. Since the local authority already
had parental rights and duties it was also owed the duty of
confidence. If a girl had gone to her doctor while still under the
jurisdiction of her natural parents presenting a history showing that
an abortion was necessary for her health and making it clear that her
parents would object to an abortion there could be no objection in
law if the doctor were to report the matter to the local authority. The
law cannot require a doctor to withhold from the local authority the
information on which the local authority may wish to act in
opposition to the wishes of the natural parents. Of course, the
doctor would be in a very difficult position. If the girl were to
require her doctor to say nothing to anyone, either to her parents or
to the local authority, it is inconceivable that in those circumstances
he would comply with her wishes, and the law would not require
him to do so, "There is no law of confidentiality which would
command silence when the welfare of the child is concerned." So
said Lord Justice Eveleigh in the case of Gillick. In such extreme
cases the doctor's options are not limited to a choice between
performing the abortion without informing the parents or insisting
on informing the parents first. But the option of calling in the local
authority may be less appropriate where the parents are not known
to have religious or conscientious objections.

In an earlier case the court refused to sanction sterilisation of an
11 year old girl, though her mother wanted it, a consultant
paediatrician recommended it, and a consultant obstetrician had
agreed to perform the operation.8 The child suffered from Sotos'
syndrome. She suffered from epilepsy, her physical development
had advanced at an exceptional rate, and at the age of 11 she was said
to have an intelligence quotient of about 80 and an understanding of
a child of about 9 to 91/2 years of age. Her earlier clumsiness had
lessened and she was able to ride a bicycle, swim, and dress herself.
Her widowed mother was deeply concerned at the prospect of the
girl having children, and when the girl reached puberty at the age of
10 the mother said to her paediatrician (not for the first time) that
when her daughter reached the age of 18 she would like her to be
sterilised. The paediatrician replied, "We can do it now." He felt
that there was a real risk of her producing an abnormal child. But
the headmaster of her school and others objected, and in the final
result brought the matter before the court. After hearing evidence
from doctors who disagreed with the paediatrician, the court
ordered that the proposed hysterectomy should not be performed.
The judge said: "A review of the whole of the evidence leads me to

the conclusion that in a case of a child of 11 years of age, where the
evidence shows that her mental and physical condition and attain-
ments have already improved, and where her future prospects are as
yet unpredictable, where the evidence also shows that she is unable
as yet to understand and appreciate the implications of this
operation and could not give a valid or informed consent, but the
likelihood is that in later years she will be able to make her own
choice, where, I believe, the frustration and resentment of realising
(as she would one day) what had happened could be devastating, an
operation of this nature is, in my view, contraindicated.

For these, and for the other reasons to which I have adverted, I
have come to the conclusion that this operation is neither medically
indicated nor necessary, and that it would not be in D's best interest
for it to be performed."
These two cases have been discussed at length to illustrate one of

the exceptions which ameliorates the rule laid down by the Court of
Appeal in Gillick. The other exception, "emergency," will be
discussed in a later article. In the context of these two exceptions
and the legal powers and duties of local authorities it is difficult to
see how or why (as has been alleged) a girl should commit suicide
after her doctor cut off supplies of pills given to prevent conception
from incestuous intercourse with her father. It seems unlikely that
in such circumstances a general practitioner would have failed to
consult the social services department of the local authority, and it
seems unlikely that, once brought in, the local authority would
allow such an incestuous relationship to continue with no inter-
vention of support other than contraceptive treatment. Indeed, it is
arguable that a doctor's duty to his patient would prevent him
leaving her with no help other than the pills. But the information
available is inadequate for further comment.
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A problem in the treatment ofchronic and severe pain, as in arthritis, is how long to
continue without harm the permutations or combinations ofsimple analgesics such
as aspirin and paracetamol and the anti-inflammatory agents, excluding steroids
-especially when the patient states that they do not work satisfactorily. Should
they be monitored, and ifso by what tests and how often? What stronger, yet non-
habitforming, drugs could be safely prescribed?

Simple analgesics and non-steroid anti-inflammatory drugs may be needed
to control pain for several years in arthritis and are usually not attended by
problems. In rheumatoid disease dosage is adjusted according to disease
activity, which may be assessed simply by morning stiffness, strength of
grip, and tender spots. Generally, these drugs do not need monitoring
special tests unless side effects are prominent or anaemia suspected. If first
line drugs fail to control disease activity other drugs such as gold,
penicillamine, or azathioprine may be needed but these require close
supervision. Joint replacement, synovectomy, and joint fusion are other
options for joints painful from rheumatoid arthritis or osteoarthritis.
Although many patients will respond to these measures, there will still be a
hard core with intractable pain. They should not take opiate analgesics.
Continued patience and support are required from the physician; non-
steroidal anti-inflammatory drugs should continue to be the backbone of
pharmacological treatment. The wide variety available is helpful as patients
may respond better to one rather than another.

Nevertheless, this is not an invitation to go "drug hopping." Knowledge
of four or five such drugs is all that is required. Attention to social
and psychiatric aspects is important as depression is common in many
chronically disabled patients and adds to the difficulty in controlling pain.
Physiotherapy and occupational therapy should not be forgotten and local
heat treatment is invaluable.-C G CLOUGH, senior neurological registrar,
Birmingham.
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