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Introduction
35 years ago, Sir John Walton, who was President of the Royal Society of Medicine presented me with a Baron de Lancey medal and prize. The ceremony was followed by a nice dinner. Here I am now – I always knew I’d have to sing for that supper one day!
I’m now of an age when I can look back – well, the view looking forward is rather more limited – I can look back over my more than 5 decades of involvement in medical law and ethics and convince you of my view on the nature of the patient/clinician relationship. 
To do so, you’ll have to come back with me to the world of healthcare as it was when I was first dipping my toe into it all those years ago. It was a different world. It was particularly different for patients in what we can call ‘the clinical exchange’. They had their place, as did clinicians. The critical dynamic was one of power.
I remember talking to my younger son, Jack, who was studying law at the time at the other place, about this world. He found it odd. Talk of autonomy and the narrative that went with it was so ubiquitous to him and his classmates. It just seemed obvious and commonsensical to him. Mmmm…., as a father might say. It wasn’t always so obvious.
Let’s go back and refresh our memories.
In 1979, 10 years after my first public lecture was published[footnoteRef:1], I was invited to give the Reith Lectures. I chose to talk about the continuing reality of that ‘odd’ world. I dedicated one of the Lectures to the place of patients.  [1:  Kennedy, Alive or Dead. The Lawyer’s View. 22, Current Legal Problems. 1969] 

Let me tell you some stories.
A woman seeks an abortion. It’s the mid-70s. The legal requirements for an abortion were already over ten years old. But in the real world, as Lesley Doyal[footnoteRef:2] described it, women are divided into “the girl who made a mistake” and “the bad girl”. Women have to manage their doctor carefully.  A doctor is put off if “she comes prancing in”. One Scottish doctor offered the following, “You get the impression with a lot of these lassies that you could push them one way or the other.” Doctors, Doyal wrote, respond best to a concerned [image: movie::/Users/nataliekiilu/Movies/Doctors' Dilemma.mp4]approach and tears are never amiss. Bottom line - if the “good girl” is suitably contrite, she gets the abortion. The “bad girl” doesn’t.  [2:  Lesley Doyal, The Political Economy of Health. Pluto Press. 1979] 

Another example. Being informed is being empowered. Yet research in the late 70s showed that, while patients would prefer the truth about their diagnosis, doctors,
“…ordinarily choose not to tell, preferring silence, half-truths, or, even, occasionally, untruths.”
Staying with the idea of truth and information, the Times reported[footnoteRef:3] in 1982 the case of an 85-year-old woman who died having been involved in a trial for the treatment of cancer without her knowledge. The doctors and the BMA’s Central Ethics [sic] Committee had decided not to tell her. The reason? “There are reasons when seeking consent might prejudice the trial.” Her interests had to give way because they might be in the way (if asked, she could, of course, have said yes! But it wasn’t worth taking the risk).  [3:  Times. April 22. 1982] 

These stories, and many more like them, featured in the 4th of my Reith Lectures - “Unmasking Medicine”.[footnoteRef:4]  [4:  The Unmasking of Medicine. Allen and Unwin. 1981; Granada, 1983; Routledge, 2023.] 


[Video excerpt from Doctors’ Dilemmas: You Want Me to Be Dirty and Fat (1985) S2.E4]

What you’ve seen and heard can serve as an introduction to something that had long troubled me as I began to think and write about medical law and ethics - the dominance of paternalism in the patient/clinician relationship, the little weight given to the place of the patient, her autonomy, her ability to have the last word in the clinical exchange.
I was troubled because I was shaped by the 1960s, by the growing concern for rights, not least civil rights, by consumerism in the old-fashioned sense of being concerned for the interests of the consumer, by the push-back against the heavy hand of paternalism (which those stories you’ve heard recount). Studying and then doing research in Berkeley had reinforced the values I grew up with as someone from the back streets of the Black Country who had escaped but not forgotten those left behind.

Respect for Autonomy in the Clinical Setting
I want to use this Lecture to reflect on a topic which I’m particularly closely associated with – respect for a patient’s autonomy. I want to bring together the lessons of that formative period in the 1960s, my early writing culminating in those Reith Lectures, and subsequent developments. 
I want to examine the place and role of a patient’s autonomy in what we can call the ‘clinical setting’ and, secondly, though I didn’t touch on it in the Reith Lectures, for the sake of symmetry, the claim of autonomy in the policy and politics of public health.
I need to ask the question - how far have we come since those stories of nearly 50 years ago? 
It means we have to look once more at what is an age-old conundrum – the tension between respect for autonomy and the claims of paternalism. In doing so, I’ll be offering a survey of ways of thinking, not a detailed exegesis of writings and cases – I’ll leave that to the clever people.
I want you to see how my views are often being misunderstood and misrepresented. When properly understood, however, I’d venture to say they reflect the experience of many of you here, such that, as I suggested at the outset, they tend to vindicate my view.
In those Reith Lectures, I drew attention to the centrality of power in the clinical setting – properly put, the disequilibrium of power between the clinician and the patient. Of course, such an imbalance in power is not limited to healthcare. It’s common to all relationships between professional and client. 
The reasons aren’t hard to find. They include the professional’s status, the supplicatory position of the patient/client, and the greater information, experience and expertise of the professional, and, of course, the importance of that quintessential English phenomenon - ‘class’. 
Given that imbalance in power, I was concerned to examine the consequences of enjoying power in a clinical setting. I did so in the face of some considerable degree of opposition – here’s the heroically intemperate JF Watkins, writing in the Times Literary Supplement: 
“Unfortunately, the public will assume that an invitation to deliver the Reith Lectures is a guarantee of respectability and importance – we may disagree with the lecturer’s views, but they deserve to be heard. Surely the BBC would not allow the Reith Lectures to be devoted to trivia? On the contrary. An institution which runs a television comedy series about the SS is capable of anything.”[footnoteRef:5] [5:  Times Literary Supplement. June 1981] 

(He was referring to ‘Allo, Allo’!)
And here’s the plaintive Professor Wilkes, in the Journal of Medical Ethics:
“I’m still proud to be a doctor, Mr Kennedy.” [footnoteRef:6] [6:  Journal of Medical Ethics. December 1981.] 

Unfashionably, I was arguing for the need to take proper account of patients and their interests. All things being equal, I suggested, they should have the last word in what happens to them, what is done and not done. The professional’s finger shouldn’t be on the scales. You won’t be surprised that “all things being equal” is a motif which will run through what follows.
After the initial clutching of pearls, how did this championing of respect for autonomy go down? Well, there was a gradual recognition that the world was moving on and that the days of patronising should give way to what I was suggesting might be more like a partnership. 
Each partner had a role and expertise. The patient is an expert in her hopes, and fears, and expectations, as well as in what it’s like to have to tell her story multiple times to different doctors and nurses, what it’s like to juggle children, job, and doctor’s appointments, what it’s like to be kept up all night on a noisy ward, to be on the receiving end of a tired nurse’s mood, to be offered inedible food, and so on. 
The clinician, as partner, knows how to diagnose what’s in front of him, to work out how to respond and then to explain this to the patient, to offer the information the patient wants and, (more challenging), needs. And, crucially, the clinician recognises his duty to heed/respect her response!! That’s his part of the partnership deal. You hope, also, that he knows how to respond sympathetically when the patient is barely able to understand, or is being a pain in the arse. That’s also part of the deal. That’s the sort of partnership I was arguing for.
The idea of the importance of autonomy, slowly gained traction. There was a growing, if grudging, recognition, at least on the surface, that it was the future, that respect for autonomy, in the form I was suggesting can, indeed should, serve as the template.

Reaction
But the resistance did not go away, nor did the misunderstanding and misrepresenting. They took a variety of different forms.
For instance, there were, and are, those who protest that calls for respect for autonomy have gone too far. The relationship between professional and patient in any clinical context is too nuanced to be reduced to some simple template. The individual patient, they argue, is not alone. These commentators would prefer to talk of “autonomy by negotiation”, to recognise that professionals also have rights and duties. They call for a balance between autonomy and collaboration. But, if there is to be a balance, who decides where the balance should be struck? Which weighs heavier on the scales - the patient’s autonomy, or the professional’s concerns and choices? I’m afraid it really is binary, but binary within the framework of the kind of partnership I spelled out, with the clinician heeding the patient’s response. Someone has to have the last word.
Another reaction took on a political dimension - that my position was actually part of a wider political agenda of the 80s that put the individual above everything and everyone else. I was being attacked as being a cheerleader for the ‘cult of the individual’. How ironic! Mr 1960s Berkeley seeing his views hijacked to advocate the excesses of the politics of the 1980s. 
There was also a different political reaction. Was this ‘respect for autonomy’ stuff serious? Might there be a shift in popular sentiment? So, just in case, sensing a possible bandwagon, it was co-opted by government. It was heralded in the initiative, “A Patient-led NHS” in 2010, followed by the Government’s rallying cry in 2012 of, “No decision about me, without me”. 
Was this embrace just naïve, or cynical? Certainly, it was not what I had in mind! 
Patients can’t lead when it comes to whether and in what way they are treated, nor can they determine whether the treatment was properly delivered. These are matters of clinical expertise. Patients are experts in how well they are treated from a humane perspective – respectfully, kindly, considerately, whether where they were cared for was appropriate, whether they had to wait too long, and so on. In terms of measuring performance, however, which was what government was really interested in, it was the output and (to a lesser extent) the outcome of care and treatment that the NHS was really seeking to measure. 
The contradiction between the patient “leading”, whereby autonomy trumps everything, and the fact that it was the professional’s and institution’s activity that were really important, was laid bare. Moreover, as an exercise in populism, it was at least challenged by the emergence of ‘austerity’ which meant that any hope for something better in the form of patients coming first was made to yield to relentless reductions in support for the NHS. 
So, you’ve heard some of the reactions and challenges levelled against my position. What’s my answer?
Respect for a patient’s autonomy is very important, but critics misunderstand my position, wilfully or carelessly. They do so because, my position was and is that, while I urge that respect for autonomy be seen as a core belief of medical law and ethics, I recognise that, even in the context of a normal clinical setting, it’s a fragile principle. It rests on power. It is prey to judgements, on who makes them, on who decides.
It’s fragile because it’s a presumption.
Respect for autonomy is a presumption and only a presumption
and, being a presumption, so far from being an iron rule, I understood that it can be displaced or rebutted, that the patient may not have the last word.


Rebutting the presumption
On what basis can the presumption of respect for a patient’s autonomy, her choice, be rebutted? 
To expect the clinician to respect a patient’s autonomous choice, the patient must be competent to exercise that choice, to be able to consent. 
Both of these concepts, competence and consent, are verbal concoctions, devices, ritualised ways of appearing to lay the ground for engagement, to enshrine respect for a patient’s autonomy.  They operate as systematised ways of appearing to shift power from the clinician. But, once you look at how the concepts have been understood and applied, you can see how, in reality, they leave him with the power. 
Take, for example, how a patient’s consent currently is routinely sought by clinicians up and down the land. The process is called ‘consenting’ the patient. A central ethical principle, the seeking of a patient’s permission, becomes reduced to an administrative chore, with the patient, not in charge but on the receiving end, having the last word, yes, but following someone else’s script. 
As regards competence, if, as I said, it is the key to respect for autonomy, what tells us if a patient is competent? We need criteria.
Ideally, we’d have an objective criterion, a statute, for example. We do have the Family Law Reform Act, 1969, s.8, but that’s about it. The act settled on the objective criterion of age. Children aged 16 and over are deemed to be competent, can consent to medical treatment. But even this apparent objectivity is illusory in practice – a child under 16 may consent to treatment if she is competent to do so, a child, though over 16, may be judged to lack competence, while a young person’s refusal of treatment may be overridden until she is an adult at 18.  
So far, so not very far. Without objective criteria, whether a patient is competent, such that her decision should be respected, depends on someone else judging her to be so. 
In the large majority of exchanges between clinician and patient, the issue of competence does not, of course, arise. The clinician proposes, the patient disposes, at least on the surface. But it’s in those less common but by no means uncommon situations where the question of the patient’s competence does arise, that the question of judgement and, therefore, of criteria, becomes critical. It exposes how much respect for autonomy may be honoured in practice or, instead, receive only lip-service. 
With no objective criteria to appeal to, the criteria are necessarily subjective. Being so, they are also elusive, since language can only do so much. So, we hear that a patient is competent to choose if she is sufficiently “mature”, or if she has “sufficient understanding” This was Lord Scarman’s view in 1985 in the case of Gillick[footnoteRef:7] but it wasn’t long before, in the same speech, he changed “sufficient” to “full understanding”, a significantly more demanding criterion, loading the clinician’s dice. [7:  Gillick v West Norfolk and Wisbech AHA {1985] 3 All ER 402] 

A later case[footnoteRef:8] added further layers. For any child patient to be judged competent, besides being “decision-specific” and “child-specific”, the judge said she must have “sufficient understanding” of the “salient facts”, as well as a “full understanding” of “the essential implications” of treatment.  [8:  Re S [2017] EWHC 2729 (Fam)] 

And, if these terms are not elusive enough, there’s always the question of whether the patient was confused, or whether the patient’s choice was unacceptably irrational. Some irrationality is fine, of course, for instance, a belief in what may be described as ‘mainstream’ religion, but when it comes to following what Tik Tok suggests, it’s a bit iffy, while belief in the need to do what your local fairies have ordained will be seen as evidence of lack of competence. Subjectivity reigns!
We come back to power. If a patient’s competence to make her own decisions, to have the last word, and have that choice respected, is a judgement, and if the criteria available to decide are subjective, respect for a patient’s autonomy dissolves into the question of who has the power to decide and on what basis. 

Who decides? On what basis?
Who are the candidates, if the patient herself is not to decide on her own competence? They are, in some sort of order based on the immediate responsibility for the patient: the clinician, a member of the family, the Court.
Ordinarily, in the majority of cases, the clinician decides and nothing more is heard. Power, in other words, passes to him. But he exercises that power in the context of a system which suggests there are rules to be followed, albeit opaque. That being so, his judgement may be challenged, in which case any disagreement will ultimately result in the court being engaged. And it is the knowledge that the final arbiter is the court, and that the court sets the rules, that ultimately establishes what each of the other possible decision-makers decides.
So, what does the court do? There are two stages. 
The court first asks - is the patient competent? The court will look to the clinician, since. competence, whether understanding or maturity, is assumed to sit comfortably within the expertise of the clinician. 
Then there is the second stage. The patient is judged to lack competence. The question then is how to proceed, on what basis? The court turns to its well-worn test or standard. – the ‘best interests’ test. It asks itself what is in the patient’s best interests? 
A moment’s reflection will tell you that the ‘best interests’ test is no such thing. It’s not a test, it’s a conclusion, a conclusion arrived at without articulating what prompted it. But it’s how the court proceeds. And how does it answer its question? Again, the court resiles from holding itself out as qualified to weigh all the factors, medical and social, which together add up to the patient’s best interests. Instead, it turns to the clinician. He is seen as the expert. His view prevails. The power to decide belongs to the clinician He has the last word. Doctor knows best.
Does the law, do the cases, bear out this view? They do. A straight line runs from Gillick in 1985 to Bell[footnoteRef:9], the gender dysphoria case in 2021. It shows the court deferring to clinicians.  [9:  Bell v Tavistock [2021] EWCA Civ 1363 [2021]] 

In Gillick, Lord Fraser wrote that:
“… the medical profession have … come to be entrusted with very wide discretionary powers going beyond the strict limits of clinical judgement [!] and there is nothing strange about entrusting them with this further responsibility which they alone are in a position to discharge satisfactorily”.
35 years later, in Bell, Lord Burnett in the Court of Appeal placed the court firmly behind Lords Scarman and Fraser in Gillick. Lady Justice Sharp in the High Court had decided that there were cases, and Bell was one, in which it was proper for the court to limit the discretion of clinicians. She even set out guidance that they should follow. In such cases, the last word would rest with the court.
Lord Burnett was having none of it. Citing Lord Scarman, he reiterated that it was: 
“… for doctors, not judges, to decide on the capacity of a person under 16 [and anyone else lacking competence] to consent to medical treatment.”
It was, he held, “…inappropriate to give the guidance” that Lady Justice Sharp proposed. He referred approvingly to Lord Phillips’ criticism, in R (Burke v GMC)[footnoteRef:10], of declarations which  [10:  [2005] EWCA Civ 1003] 

“… did not purport to resolve any issues between the parties but appeared to be intended to lay down propositions of law binding on the world.”
Of course, it depends! There are times when the court chooses not to ‘stay in its lane’, but this was not to be one of them.
What does this tell us? When it comes to respecting a patient’s autonomy, power remains critical. When doubts emerge, where there’s controversy, particularly, but not limited to children, it shifts to the clinician. The clinician determines competence. If he says it’s lacking, he has the last word.
Autonomy versus paternalism. Principle versus practice. Is it destined always to end in that sentence so beloved of lawyers, and hated by everyone else, “it all depends”?
So, what’s my response to my son’s comment which I mentioned earlier? Are the stories I began with consigned to history? 
Can we be confident that the presumption will hold, that the last word does rest with the patient, that her autonomy will be respected? Or does the mantra ‘all things being equal’ signal that there is continued force in the competing presumption, that when the clinician or the court decides that all things aren’t equal, the clinician has the last word, that ‘doctor knows best’?
We need a way forward, a way of evening up the imbalance of power – power-sharing if you will. Courts could have a role, as a safe custodian of the various competing interests. But we’ve seen that courts don’t fancy the job, preferring not to tinker with what they recognise to be the complexities of the exchanges between clinician and patient, even if it means that, by standing aside, they side with the clinician. Parliament could legislate, but they won’t for all sorts of reasons. Government could act, but who of you here is familiar with the NHS Constitution for England, published in 2012, with its declaration that “the patient will be at the heart of everything”, enumerating various rights which must be “taken account of”? As I argued, as one of the groups advising the Department of Health, ‘fine words butter no parsnips’.
You will have read of the Government’s 10-year Plan for Health announced last June. It includes a call for “Patient-Centred Care”, a more plausible goal than the Patient-Led approach we met earlier. The NHS is committed, I quote, to “making the patient King”. Will this shift the dial in favour of patients?
Perhaps it may, if words can ever do so. 
Otherwise, it’s down to clinicians and patients. The challenge is to reduce the gap in power between them
For clinicians, it comes back to what we recommended in the Bristol Report[footnoteRef:11] - that education in ethics and other what are called “soft skills”, such as how best to empower patients, is taken seriously. The GMC agreed, but the horror of “consenting” suggests there’s much more to do on the bit about respecting patients and their wishes.  [11:  Learning from Bristol. CM5207 (1). 2001] 

And what about patients? The internet was seen as one way to empower patients. But the power dynamics of the clinical setting aren’t really threatened. The clinician is still in charge, explaining this, answering that, and reassuring the patient that, despite what Dr Google says, they aren’t going to drop dead tomorrow. 
And now, as the next step on autonomy’s journey, enter AI. Will AI shift the dial? What happens when the patient has Dr Chat GPT or Claude sitting by her side, an intelligent system that has read all the journals overnight while our clinician was getting some much-needed rest? Who can offer a diagnosis based on a paper that has been published just hours ago by a team at Johns Hopkins. Who can explain a proposed course of treatment or diagnosis not through the opaque and at times condescending language of the expert, but by reference to the patient’s favourite TV show. 
Will the advent of AI enhance respect for a patient’s autonomy? Where does it leave the patient and the doctor, and indeed the whole notion of autonomy? 

Public Health
May I take you now to the second area of healthcare that I referred to earlier – what is called Public Health but should properly be called ‘The Health of the Public’.
Our theme remains the consideration of the claim of respect for autonomy, in this case in the context of public health. We’re asking the same question: who has the last word. But there’s a different answer, or rather, there should be. In the case of the health of the public, the last word should rest with the collective, not the individual – from, your right, to, everyone’s right and your duty. The self gives way to the interests of all, whatever, any individual’s particular view.
The Social Contract
This is what we mean by the social contract – the pact that we each make with the community as part of society’s rules of engagement. 
Abortion – your right: vaccination – your right and duty.
I need now to introduce you to Dr. Kirk Milhoan, a paediatric cardiologist and recently- appointed Chair of the US Advisory Committee on Immunization Practices. In an interesting foray into medical ethics in late January, he opined that 
“…shots against polio and measles – and perhaps all diseases – should be optional, offered only in consultation with a clinician.”[footnoteRef:12] [12:  Reported in Guardian, Feb.1, 2026] 

His principal argument was that there was no need to insist on vaccination against polio or measles because they were relatively uncommon. Why might that be? Perhaps vaccination is the clue! 
He did, he conceded, to have 
“concerns” [that] “some children might die … but a person’s right to reject a vaccine supersedes those risks….” 
He supported, 
“… individuals over the collective public”. [debates over vaccination were] “autonomy versus public health” [and] “personal autonomy was paramount”.[footnoteRef:13] [13:  ibid] 

This needs some unpacking. Isn’t there a false dichotomy here? Public health measures don’t just benefit the public. They also benefit the individual. 
And, while it’s true that vaccines may not be administered without the consent of the patient or, in the case of a child, the parent or guardian, the problem lies in the social environment being fostered by such observations by someone in such a position. It’s an environment in which patients and parents are encouraged to be suspicious of vaccination, and to see their autonomy as manifested in the assertion of the ‘right’ to opt out. Currently, all 50 states in the US require children to be vaccinated before being allowed to attend public school. Pressure is growing from government and from parents, encouraged by those appointed by the White House (and some parents already need no encouragement), to remove this requirement. Then what?
This is dangerous territory. 

A different social contract?
Currently, the social contract in the case of public health works in practice in two ways: through the use of the law – for example, in the case of seat belts, certain sexual behaviour, smoking, or the safety of food, or, secondly, through the use of pressure, by attaching negative consequences for non-compliance, such as a child’s not being able to attend school. 
But we saw in the case of quarantine and lock-down during the COVID pandemic that restrictive public health measures are increasingly contested. An appeal to respect for an autonomy of a different kind from the one I’m concerned with appears to be emerging, one that asserts what might be called a radical form of individualism; one addressed to caring for oneself while not caring for anyone else.
In short, the social contract as hitherto perceived, as it relates to public health, is under pressure. Concern for or about others is under great strain. 
There is a variety of reasons.
The first is political. Public Health measures are derided by some political figures as patronising, products of the ‘nanny state’. Advocates are described as ‘do-gooders’ (it escapes me why doing good is a reason for abuse!). The politics of small state and anti-‘experts’ add to the mix.
The second is what I’ve previously called the ‘cult of the individual’. ‘My body, my choice’ has a stirring ring to it, but when it comes to the choice between sharing your COVID with a busload of people or staying at home, the ring becomes hollow. Appeals to autonomy become appeals against the prevailing social contract, against the idea of there being a collective.
A third reason is the appeal to religion, or to some particular moral code from which rights are derived which entitle you to stand against the collective. Such claims have always been made and respected, for example, in opting out of participating in abortion. But, if you use the example of abortion, it is one thing not to participate, it is another forcibly to deny a woman access, or to abandon a woman in need on the grounds of your particular beliefs.
A fourth reason may be described as populism and the flight from reason. Concern for public health, and for the collective, struggles in the face of the outpourings of today’s social media, of anti-science, irrationality, and conspiracy theories.

Today’s world
The traditional social contract struggles. Public health struggles.
We are not short of examples of the challenges faced.
Mental health professionals, concerned about the generation addicted to screens and social media, are rebuffed by the cabal of tech bros, interested only in profit but flying under the flag of autonomy and personal freedom, the ‘freedom’ to be addicted and make them ever more money.
Purveyors of so-called ‘cosmetic’ procedures (a £3+ billion industry) resist regulation, invoking the rights of the individual, even while that individual is ignorant of the risks being taken and there’s no explicit duty to advise them, ignorant of the consequences of things going wrong, and ignorant of the fact that the practitioner is a salesperson with a couple of days of training.
Anti-vaxxers swamp social media, inviting in the horrors of polio, measles and the like.
Air pollution, climate-change, food safety etc, etc, are constantly reviled as ‘woke’ conspiracies, while the conspiracies and conspirators lie elsewhere.
It would be easy to see all of these developments as political and cultural, requiring political and cultural responses. That’s true: yes, we do need a more robust articulation and defence of collective values in the face of the pernicious appeal to a false form of autonomy. 
But law has a place here too.
One of the proud traditions of the English common law has been to allow individuals to make their own choices, even bad ones – autonomy 101.
But that tradition begins to look fragile when we consider environments deliberately designed to exploit human weakness.
Take the world of online gambling. Platforms deploy sophisticated algorithms to identify vulnerable users, to encourage continued betting, to keep people playing. The rhetoric remains one of personal choice — it was you who decided to place the bet. But the reality is rather different.
The systems are designed to capture attention, reinforce behaviour, and cultivate dependency. In the memorable words of one US Congressman, they are a form of “digital fentanyl”.
And just like the drug, the consequences of this digital fentanyl are not merely individual. Debt, family breakdown, mental illness: the harms spill outwards into the wider community. We are all harmed.
In such circumstances the law shouldn’t simply stand by – continuing to endorse a 19th century notion of autonomy in a 21st century world. 
Legislators, on behalf of the collective, all of us, have a role, not because the state knows best in some heavy-handed paternalistic sense, but because the conditions under which choices are made are themselves being engineered.
Courts may also have a role. The familiar common law instinct — individuals must be free to make their own mistakes — is a foolish error, when those “mistakes” are being systematically manufactured.
Autonomy presupposes a reasonably fair environment for choice. When that environment is distorted, law — whether through legislation or judicial reasoning — can become one of the ways in which respect for the collective is enhanced and the individual is protected from the pastiche that masquerades as freedom.
Conclusion
My conclusion at the end of this brief survey is disappointing. In the clinical setting, respect for a patient’s autonomy exists but regrettably it remains fragile. Unprotected when it needs protection. Protected when it should not be. The last word often lies elsewhere. How far have we really come in the years since the stories I began with?
In the case of the health of the public, respect for the collective is increasingly being weakened, as the arc of togetherness bends towards the self. Who has the last word is, increasingly, the individual. 
The irony is perfect. The boot is on the wrong foot. 
The autonomy I urged be respected in the clinical setting struggles. Meanwhile, in the context of public health, it seems that the joke’s on me. The respect I urge for the collective struggles, by invoking, yes, autonomy. 
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