
Adolescent Confidentiality: Balancing 
Provider Responsibilities and Patient 

Rights

Presentation for CT-AAP by:

Sheryl Ryan, MD

Jennifer Cox, JD

Tuesday, April 21, 2009



© Cox & Osowiecki, LLC
2

Overview

ÂThe program covers the basic outline of legal 
considerations for providers who treat 
children and adolescents

ÂCase studies will be used to explore how to 
implement these considerations in practice

ÂQ&A will follow
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Consent for Care

ÂPersons with legal capacity for decision 
making control are permitted to make their 
own healthcare decisions

ÂGeneral rule is that minors do not have 
capacity to make legal decisions, so parents 
control healthcare decisions for their children 
but there are many exceptions that return 
control to the minor.
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Minors

Â In Connecticut a minor is defined as someone under 
the age of 18, unless a law gives a different age to 
apply for limited circumstances.

Â Usually a natural or adopted parent has decision-
making powers, but courts can reassign that to DCF, 
guardian, other appointees

Â Step-parents do not have independent authority

Â Non-custodial parents still have rights, unless court 
has restricted these rights

Â Foster parents rarely have decision-making authority 
over foster children
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Mandatory Child Abuse and 
Neglect Reporting
Â Each healthcare must report, as soon as practicable (no later than 12 

hours) to DCF (or the police) if, in the ordinary course of employment or 
profession the provider has reasonable cause to suspect or believe any 
child under 18 years old has been:

ï abused or neglected (includes maltreatment, malnutrition, sexual molestation 
or exploitation, deprivation of necessities, emotional maltreatment or cruel 
punishment)

ï has a non-accidental injury at variance with history given

ï is placed at imminent risk of serious harm 

ï Oral report followed by written report.  DCF has authority to follow up and 
obtain any information it deems necessary for the child and his/her siblings.

Â Age of consent for sexual activity is 16, but decision to report 13, 14 and 
15 year old as abused or neglected due to sexual molestation or 
exploitation is NOT tied directly to statutory rape laws (but 12 or younger 
should be reported)
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Statutory Exceptions

Â But ïsometimes the minor controls instead of the parent.  
Connecticut law expressly allows minor to control decisions 
for:

ïVenereal disease/STDs

Â No notice to parents, bill must go only to minor

Â 12 y.o. or under = mandatory DCF abuse & neglect report

ïSubstance abuse treatment

Â State and federal laws allow minor to consent

ïHIV testing and care

Â For testing, minor controls

Â For treatment, minor controls only if physician documents why parent is 
not being involved (e.g., to avoid patient elopement from care)

Â For their own children
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Abortion Counseling and 
Decision -making
Â Generally, the choice to have an abortion prior to viability of the fetus is 

solely controlled by the pregnant woman in consultation with and her 
physician (per federal case law), but states are permitted to add 
requirements on minors making a choice about abortion.  

Â Connecticut DOES NOT require parental consent, but instead for a minor 
may consent without a parent, but several counseling steps must be met:
ï For abortion minor is specially defined: person less than 16 years of age

ï Requires counseling before minor can consent. Counseling includes a laundry list if items, including:

Â Letting minor know it is her choice, and she can change her mind if she wishes, and give 
opportunity for her to ask questions

Â Explaining alternative choices and services available

Â Must discuss possibility of involving minorôs parents or other family members

Â Minor signs form that counseling elements were met

Â Provider signs off on form 

Â In emergency, counseling and form not required


