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	Which legal challenge will your resource address? [Tip, keep this narrow]
	Gillick Competency & Parental Responsibility 

	Who is your intended audience?
	Parents or legal guardians with parental responsibility of children who may be Gillick Competent 

	What is your primary message?
	Children are in some circumstances able to make medical decisions without the consent of the parent, that this can create some ethic issues for the parent, and how these ethical dilemmas may be solved 

	What is your secondary message (if any)?
	In cases that are not included under Gillick, Parental responsibility takes priority 

	Will you include a call to action? (optional)
	Yes, Parents should consider if their child is Competent, and if making decisions on their behalf would be harmful to them 

	Which communications platform will you use?
	Physical Media in public spaces, such as lobbies, surgeries, etc. 

	What asset(s) will you produce?
	Poster

	Do you require any visual assets?
	Yes, royalty free Stock Images will likely be used to increase the visual appeal of the legal communication 











Children’s Ability to Consent to Treatment
As a general rule, children cannot be provided with medical treatment without the consent of both parties with parental responsibility (An NHS Trust v SR (2013)), the court or where it is necessary to do so. In all of these cases, it must be in the best interests of the child to provide medical treatment. Failure to meet these criteria can result in the treatment being considered a battery (Re W (A Minor) (1993)). 
Under Gillick v West Norfolk and Wisbech Area Health Authority (1986), it is legal in England and Wales for a child under the age of 16 to consent to medical treatment without the consent of their parents in exceptional circumstances laid out in the “Fraser Guidelines” derived from this case, thus creating the concept of a “Gillick competent” child, which could access these rights in just the same way that a child over the age of 16, but under the age of 18 can under the Family Law Reform Act (1969) s.8(1). Gillick has been upheld for many years such as in Re L (Medical Treatment) (1998)  established not only could a Gillick competent child consent to medical treatment without the knowledge or intervention of a parent but equally had the power to refuse such treatment in the same manner, given it did not endanger their life. Bell v Tavistock and Portman NHS Foundation Trust (2022) made clear that parental responsibility does not come before a Gillick competent child’s ability to consent, thus disallowing parents from making decisions on the behalf of their child in cases where they are competent and do consent. These cases opened many more avenues for medical advice and treatment to be given to a minor without imposing liability on medical practitioners however, it did unintentionally impose a moral and ethical duty onto parents to consider not only the best interests of their child in each case, but also if they were competent enough to make such decisions alone, if their decision to refuse may harm the child, as well as exposing parents who refuse treatment against the best interests of their child to being overruled by the medical practitioner in question, by the court, or both. 

How are lay people affected by their children’s ability to consent?
Parents caring for children who require medical treatment are posed with a number of difficult questions; Is it right to impose treatment onto the child? Can or should the child choose for themselves? How important or necessary is the treatment? Will medical professionals disagree? 
The wishes of a child who has gained competence under Gillick (1986) may interfere with the wishes of the parents of the child as seen in cases such as Bell and Another v Tavistock and Portman NHS Foundation Trust (2020). This allows children to actively defy the wishes of their parents. The argument that is clearly outlined in this case is that despite a child’s understanding of medical treatment, it may not be enough to ensure lifelong satisfaction with the results of the medical treatment or avoid regret later in life. This suggests that despite a child being competent under the guidelines set out in Gillick (1986), they may not be fully aware of the consequences of medical treatments regardless. 
It equally may be difficult for the lay person to fully grasp what Gillick competence is, and how it is assessed. This issue is highlighted from the point of view of the medical professional by Avraham, Hall and Gillam (2023). In the article it discusses how Gillick does not itself provide guidelines on how competency should be assessed, creating confusion for the professional. This would equally cause confusion for the lay person, who likely has a lesser understanding of the procedure. This issue is only worsened by the lack of information provided by health authorities as to what Gillick competence is, and how it is applied. While an overview of the concept of Gillick competence is provided by the NHS website (National Health Service), it is brief and lacks any significant detail, leaving those seeking answers in the dark. This shows a lack of ability from public bodies to properly communicate Gillick competency to the public in an easy-to-understand way, which may cause misunderstanding and open opportunities for misinformation as to the rights of both the child and those with parental responsibility. 
Analysis of legal communication 
The resource that has been made is a legal communication intended to be an easily consumable source of information on Gillick Competency. One key strength of the resource I have created is its small size, intended to be shared as small posters or pamphlets, allowing it to be easily shared with the public through public spaces or through sharing of the pamphlets or posters. The resource also condenses difficult to understand concepts that are presented by Gillick into a single digestible format, including a more descriptive outline of the case law created by Gillick as well as the ethical considerations and dilemmas that those with parental responsibility may find themselves in cases where Gillick competency is relevant. 
This resource was particularly difficult to create due to the need to condense complex information so drastically. Gillick is an often referenced case, and is one of the leading precedents is family law. This means that it can quickly become very complex and nuanced while still leaving large gaps in its application and judgements in which it is applied for further variation, iteration and interpretation both by the courts and the medical professionals that must apply the rules within this case. Due to the overwhelming wealth of information available on the case of Gillick and its subsequent applications, it can be difficult to parse what relevant is and isn’t necessary for the lay person to understand 
Further revisions of this work may be improved by making the product more visually appealing, both through its graphic design and its text formatting. This would further improve the ability of the legal communication to provide information to the public on complex legal concepts through increasing appeal and likelihood of engagement with the material. More materials could also be produced to provide more specific information around the concepts laid out in Gillick and the Fraser Guidelines. 
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