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STATEMENT OF ISSUES 
 
 

I. Where a seventeen-year-old woman, knowingly and with full information, objects to 

receiving medical treatment, where her mother supports her objection, and where there has 

been no finding of mental incompetence or deficiency on the part of either the seventeen 

year-old or her mother, are the state and federal constitutional rights of mother and 

daughter violated when the Department of Children and Families forces the daughter, 

against her will, to receive medical treatment? 

 

II. Should Connecticut recognize the common law “mature minor” doctrine, requiring 

that, before a court may force a seventeen-year-old to receive medical treatment against 

her will, the court must determine whether or not the minor is sufficiently mature to be 

legally allowed to make medical decisions for herself? 

 

III. Do Connecticut’s common law and public policy prevent the Department of Children 

and Families from forcing a seventeen-year-old minor to receive medical treatment over her 

knowing and informed objection and the knowing and informed objection of her mother?  
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1 

INTRODUCTION 
 
 This case concerns the right of an individual to refuse forced medical treatment. 

More broadly, it concerns the right of bodily integrity, which is so fundamentally a part of the 

human experience that its recognition and protection stretch back long before any written 

constitution. Of all the constitutional and non-constitutional safeguards against government 

intrusion that our society has adopted, none reach the core of our understanding of the 

meaning and value of freedom and personal liberty more directly than those that prevent 

the government from physically restraining or controlling our bodies.   

 Cassandra C. is a bright, articulate, opinionated, seventeen-year-old woman. Prior to 

being removed from her mother’s care, she worked at a retail store, buying her own 

clothes, paying for her cell phone, and contributing to other household expenses. Since 

being diagnosed with cancer, she has had to make difficult choices concerning her 

treatment. She has never been evaluated by a mental heath professional to determine her 

competence to make the difficult choices she faces. Her mother, Respondent Jacqueline 

F., similarly has never been evaluated or found to be incompetent to make medical 

decisions on behalf of her daughter. Prior to the initiation of the case at bar, in September 

of 2014, Cassandra and her mother had never had any contact with the Department of 

Children and Families. Nevertheless, because Cassandra and her mother disagree with her 

doctor’s recommended course of treatment, she has been separated from her mother and 

is being forcibly restrained and subjected to medical treatment against her will.  

FACTS AND PROCEEDINGS 
 
 The relevant facts of this case are undisputed. Cassandra is currently seventeen 

years old and lives with her mother.1 In September of 2014, she was diagnosed with high-

risk Hodgkins lymphoma. After Cassandra and her mother missed a number of medical 

appointments, her physicians made a report of possible medical neglect to the Petitioner, 

                                                
 1Cassandra will turn 18 on September 30, 2015. 
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Department of Children and Families (“DCF”). After investigation, DCF filed a petition for an 

Order of Temporary Custody (“OTC”). 

          DCF’s ex parte OTC petition was granted and Cassandra was removed from her 

mother’s care and placed with a relative. A ten-day hearing on DCF’s OTC petition was 

held on 11/12/14. The uncontroverted testimony of several medical professionals indicated 

that Cassandra’s disease, if treated with chemotherapy, presented an 85% chance of 

survival, but if left untreated, presented a near certainty of death within two years. The court 

(Taylor, J.) heard testimony that Cassandra was a “very bright,” “very smart” girl, that she 

appeared to understand her medical situation and prognosis fully, and that she had initially 

refused chemotherapy. Cassandra testified that she would participate in chemotherapy if 

she could return to her mother’s home. The court sustained the OTC, but returned 

Cassandra to her mother’s care with orders that her mother make her available for all 

recommended medical treatment. 

         Cassandra participated in two days of medical treatment, on November 17 and 18, 

but then changed her mind. She ran away from her mother’s home and her whereabouts 

were unknown for a week, although she maintained contact with trial counsel. When 

Cassandra returned home on 11/24/14, she stated that she did not wish to participate 

further in chemotherapy. 

          DCF brought the matter back before the court (Quinn, J.) on a motion to reargue, 

which was heard on 12/9/14. At that hearing, the only medical evidence offered came from 

Cassandra’s treating oncologist, Dr. Michael Isakoff. Cassandra has never been evaluated 

by a psychologist or psychiatrist and the court did not receive any evidence from any 

mental health expert concerning her level of maturity or her capacity to make important 

medical decisions. Dr. Isakoff did indicate that he felt she was not competent to make 

decisions about her treatment, but his testimony essentially amounted to the statement 

that, since she disagreed with his suggested treatment plan, she must be incompetent.  

The court ruled that Cassandra should be removed from her home and placed in DCF’s 
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care, and that DCF should have authority to direct Cassandra’s medical care. The court did 

not make findings about Cassandra’s maturity or ability to make medical decisions for 

herself, other than to note that her running away and her refusal to undergo chemotherapy 

were contrary to sound medical advice. 

          From 12/10/14 to the present, Cassandra has been at the Connecticut Children’s 

Medical Center (“CCMC”) in Hartford. She is not permitted to leave her room, and a 

hospital staff member is posted at her door, and the door kept open, at all times. On or 

around 12/17/14, her cell phone was confiscated by DCF. On 12/17/14, after both the trial 

court (Taylor, J.) and this Court denied Cassandra’s and her mother’s motions for injunctive 

relief, treatment commenced with a surgery to install a port in Cassandra’s chest, through 

which the chemicals used in chemotherapy would be administered. Chemotherapy began 

the next day and has continued since. Cassandra maintains that she does not wish to 

undergo chemotherapy, notwithstanding the risks presented by her illness if left untreated. 

 On 12/18/14, Cassandra and her mother filed a joint appeal to the Appellate Court 

and an application for expedited review by this Court pursuant to General Statutes § 52-

265a. In their application to this Court, Cassandra and her mother alternatively requested a 

transfer of their direct appeal from the Appellate Court to this Court and an expedited 

briefing schedule. This Court transferred the joint appeal to its own docket the same day. 

On 12/19/14, this Court denied the 52-265a application and ordered an expedited briefing 

schedule for the transferred appeal.  

 On the afternoon of 12/23/14, three days before the filing deadline for Appellants’ 

brief, the Appellee filed a motion for expedited articulation. Over Appellants’ objection, the 

trial court issued an articulation of its decision on 12/24/14.2  In that articulation, the trial 

court changed its original decision, made findings on claims that had not been raised 

                                                
 2Appellants intend to file a motion for review of the articulation pursuant to and within 
the time allowed by Practice Book § 66-5, but have had insufficient time to do so prior to 
the filing of this brief.  
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before it, and drew conclusions not supported by any evidence. Further analysis of the trial 

court’s decision will be made in the context of the appropriate arguments below.    

ARGUMENT 
 

I. Cassandra’s Common Law Right To Bodily Integrity Is Entitled To The 
Utmost Respect, And DCF’s Disagreement With The Family’s 
Treatment Decisions Is Not A Sufficient Basis To Violate That Right3 

 
A. Standard of Review   

  
 The scope and application of the right to bodily integrity is a question of law that this 

Court reviews de novo. McCoy v. Comm'r of Pub. Safety, 300 Conn. 144, 150 (2011). 

B. Argument 
 
 Both this Court and the United States Supreme Court have recognized that the “right 

to refuse medical treatment is a right rooted in this nation's fundamental legal tradition of 

self-determination.” Stamford Hosp. v. Vega, 236 Conn. 646, 664-65 (1996), citing 

McConnell v. Beverly Enterprises–Connecticut, Inc., 209 Conn. 692, 701 (1989). The 

“notion of bodily integrity has been embodied in the requirement that informed consent is 

generally required for medical treatment.” Cruzan v. Director, Missouri Dept. of Health, 497 

U.S. 261, 269, 110 S.Ct. 2841, 2846, 111 L.Ed.2d 224 (1990). “Every human being of adult 

years and sound mind has a right to determine what shall be done with his own body; and a 

surgeon who performs an operation without his patient's consent commits an assault, for 

which he is liable in damages.” (Internal quotation marks omitted.) Vega, 236 Conn. at 664, 

quoting Schmeltz v. Tracy, 119 Conn. 492, 495 (1935).  

 Both the right to refuse treatment and the foundational concept of bodily integrity 
                                                
 3As is sometimes the case where issues are litigated on an emergency basis, the 
claims made in this appeal are largely unpreserved. This Court should nevertheless 
address them, because they involve the potential adoption of “judicial procedures . . . that 
are of utmost seriousness, not only for the integrity of a particular trial but also for the 
perceived fairness of the judicial system as a whole.”  (Internal quotation mark 
omitted.)  State v. Elson, 311 Conn. 726, 764-65 (2014); see also Practice Book §§ 60-2, 
60-2, 60-3, and 60-5. Moreover, the constitutional claims can be reviewed pursuant to State 
v. Golding, 213 Conn. 233, 239-40 (1989), as each of those requirements is satisfied. 
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have a “long and impressive” pedigree. “More than one century ago, the United States 

Supreme Court recognized that ‘[n]o right is held more sacred, or is more carefully 

guarded, by the common law, than the right of every individual to the possession and 

control of his own person, free from all restraint or interference of others, unless by clear 

and unquestioned authority of law.’ Union Pacific Railway Co. v. Botsford, 141 U.S. 250, 

251, 11 S.Ct. 1000, 1001, 35 L.Ed. 734 (1891).”  Vega, 236 Conn. at 664. And before that, 

Chief Justice Zephania Swift, analyzing the common law of Connecticut before the state 

had any written constitution, recognized that “[n]ot only is a man protected against loss of 

limb, but the body and the limbs, are protected against all menaces, assaults, beating, and 

wounding. … This security of our body and our limbs, from all corporal injuries, is an 

inestimable right.”  1 Z. Swift, A System of the Laws of the State of Connecticut, p. 179 

(1796). 

 From time to time, courts have recognized instances when compelling state 

interests, coming into conflict with the right to bodily integrity, must prevail. The state’s 

interest in preserving public health and safety can trump the individual’s right to bodily 

integrity, as where the government compels a vaccination. See Jacobson v. 

Massachusetts, 197 U.S. 11 (1905). The state’s interest in the orderly and safe 

administration of its prisons can prevail over a prisoner’s right to refuse psychiatric 

medication. See Washington v. Harper, 494 U.S. 210 (1990). And the state’s general 

interest in preserving life and its particular parens patriae interest in protecting children can 

overcome a parent’s right to refuse treatment on behalf of her infant child where that child 

is in imminent risk of serious harm. See Muelle v. Auker, 700 F.3d 1180 (9th Cir. 2012).  

 In his concurrence in Vega, Justice Palmer also recognized that the state can have 

valid interests in cases involving unwanted medical treatment. He cited Justice Healey’s 

concurrence in McConnell for the proposition that “[f]our compelling state interests appear 

to have been commonly identified by courts and commentators in such decisions: (1) the 

preservation of life; (2) the prevention of suicide; (3) the protection of innocent third parties; 
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and (4) the maintenance of the ethical integrity of the medical profession.” Vega, 236 Conn. 

at 669 (Palmer, J., concurring), citing McConnell, 209 Conn. at 716 (Healey, J., concurring).  

 These interests, however, are exceptions to the general rule that an individual may 

control what happens to her body, free of government interference. This is so even, or 

perhaps especially, where the result of refusing treatment is greater health complications, 

or death: “If the common law right to refuse medical treatment, based on the doctrine of 

informed consent, is entitled to respect, that respect must be accorded when the 

consequences are likely to be the most serious--in matters of life and death.” Vega, 236 

Conn. at 666.4 Thus even a recognized and compelling interest, such as the preservation of 

life, will not ordinarily overcome the individual right to bodily integrity. In Vega, for instance, 

this Court recognized the hospital’s interest in preserving life, but held that, 

[t]he hospital, however, had no common law right or obligation to thrust unwanted 
medical care on a patient who, having been sufficiently informed of the 
consequences, competently and clearly declined that care. As long as Vega was 
sufficiently informed of the consequences of her decision, was competent to make 
such a decision, and freely chose to refuse the transfusion—none of which is 
disputed in this record—both the hospital and the trial court were required to 
respect her choice. The hospital's interests were sufficiently protected by Vega's 
informed choice, and neither it nor the trial court was entitled to override that 
choice. 
 

Vega, 236 Conn. at 666. There is nothing to suggest that the state has a greater interest in 

preserving life than do doctors, who have sworn an oath to do so.  

1. The Right To Refuse Treatment Can Extend To Minors 
 
 Although the matter has never been squarely presented before a Connecticut court, 

a number of other states’ courts have considered how to determine whether a patient may, 

in spite of technical incompetence, refuse treatment. See, generally, Cruzan, 497 U.S. at 

270-277 (reviewing state case law). The bulk of these cases have involved not merely legal 

                                                
 4Moreover, it cannot be dispositive that harm may ensue if treatment does not 
proceed, or that no harm will result from the treatment. At common law, in the absence of 
consent, unwanted treatment constitutes a trespass and thus an assault. Schmeltz, 119 
Conn. at 495. 
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incompetence, but the patient’s actual inability to communicate in any substantive way, 

usually owing to the injury or condition that gives rise to the possibility of refusing treatment. 

Id. In approaching these cases, courts have attempted to ascertain whether the patient 

expressed, when competent, an opinion as to how she would prefer to be treated in the 

relevant circumstances, and barring that, whether the court or another individual could 

adequately make a substitute judgment. Id. (This is in line with Connecticut’s own statute 

concerning the removal of life support from incapacitated patients, General Statutes § 19a-

570 et seq., which directs treating physicians to determine a patient’s wishes from a variety 

of sources, including prior conversations with the patient, the patient’s writings, and 

consultation with the patient’s next of kin.)  

 Some states require, either by case law or statute, that any relative or guardian 

seeking to refuse care on behalf of an incompetent patient prove before a court that the 

patient had, while competent, communicated her wishes. See In re Westchester Co. 

Medical Center ex rel. O’Connor, 72 N.Y.2d 517, 531 N.E.2d 607 (1988) (removal of life 

support allowed for formerly competent person upon showing of person’s prior statements, 

but disallowed for a person who was severely mentally retarded and thus, never 

competent); see, e.g. La. Rev.Stat. 40:1299.58.5. Other states have settled on a 

substituted judgment standard, allowing relatives of the incompetent patient to determine 

what the patient would have done in the circumstances. See In re Quinlan, 70 N.J. 10, 355 

A.2d 647 (1976). Some states authorize the substituted judgment of a guardian only in 

cases of emergency or when the incompetent patient is institutionalized. See In re 

Guardianship of Roe, 383 Mass. 415, 421 N.E.2d 40 (1980). What all of these examples 

demonstrate is that, in a large number of circumstances, the wishes of the patient, if they 

can be known, carry great weight and the right to refuse care survives incompetency.  

2. Connecticut Should Adopt The “Mature Minor” Doctrine 
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 The case of minority presents different challenges.5 Unlike an adult who has always 

been incompetent owing to intellectual disability, a teenager, especially one within months 

of majority, may well be able to comprehend treatment options, weigh possible outcomes, 

and, most importantly, articulate a choice every bit as thoughtfully as might an adult a few 

months or years older. Recognizing this fact, appellate courts in at least five states have 

considered the applicability of the “mature minor” doctrine - whether a sixteen- or 

seventeen-year-old may, under some circumstances, make the independent decision to 

refuse medical treatment.  

 Courts in three states, Tennessee,6 Maine7 and Illinois,8 have explicitly held that 

minors can be mature and capable of making informed decisions about their care (the 

Maine and Illinois cases involved minors’ refusing care; the Tennessee case involved a 

minor obtaining care). In Massachusetts, the court rejected the appeal as moot, since the 

child had turned 18, but suggested in dicta that the trial court judge should have taken 

testimony from the child and made a determination as to her maturity, which determination 

would have affected the trial court’s ruling on her best interests.9 In Texas, a court declined 

to make such a finding, principally because of a lack of evidence as to the subject minor’s 

maturity.10 Appellants urge this Court to follow the reasoning of Tennessee, Illinois and 

                                                
 5Although the common law has generally drawn the line of majority at eighteen and 
deemed people younger effectively incompetent, a variety of exceptions exist in the civil 
laws of various states. See Hartman, Coming of Age: Devising Legislation for Adolescent 
Medical Decision-Making, 28 Am. J. L. and Med. 409, 416-22 (2002) (reviewing state 
statutes on adolescent medical decision-making). Every state’s criminal laws likewise 
provide for minors to be tried as adults in certain circumstances. Ahrens, Schools, 
Cyberbullies, and the Surveillance State, 49 Am. Crim. L. Rev. 1669, 1677 n.30 (2012). 
 6Cardwell v. Bechtol, 724 S.W.2d 739, 749 (Tenn.1987). 
 7In re Swan, 569 A.2d 1202 (1990).  
 8In re E.G., 133 Ill. 2d 98, 549 N.E.2d 322 (1990). 
 9In the Matter of Rena, 46 Mass. App. Ct. 335, 337-38, 705 N.E. 2d 1155 (1999). 
Although dicta, the appellate court’s suggestion that the trial court should have taken 
testimony from the minor and evaluated her maturity suggests approval of the “mature 
minor” rule in refusal of care cases. 
 10O.G. v. Baum, 790 S.W.2d 839 (1990). Although the Texas court rejected the 
reasoning of In re E.G., saying that no “mature minor” rule could be found in Texas 
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Maine, and the dicta of the Massachusetts court. 

 In In re E.G., 133 Ill. 2d 98, 549 N.E.2d 322 (1989), the Supreme Court of Illinois 

considered that state’s common law history and statutory scheme, and found that a 

seventeen-year-old could be mature enough to refuse life-saving medical care. The 

circumstances surrounding Cassandra’s case and the relevant laws of Connecticut closely 

mirror those in the Illinois case: 

 E.G., six months shy of her 18th birthday and diagnosed with leukemia, refused to be 

treated with blood transfusions, asserting that they violated her religious beliefs as a 

Jehovah’s Witness. In re E.G., 133 Ill. 2d at 102.11 E.G.’s mother, also a Jehovah’s 

Witness, supported her daughter’s refusal. As a result, Illinois’s child protective agency filed 

a petition to remove E.G. from her mother’s care. Id. at 102-103. Several witnesses 

attested to E.G.’s maturity and competence, and she ultimately took the stand to explain to 

the court her understanding of her disease, the proposed treatment, and its consequences. 

Id. at 102-103. 

 The Illinois Supreme Court, taking into account statutes in that state that allow 

minors to submit to certain medical procedures without parental consent, and those that 

provide for the emancipation of minors in certain circumstances, held that “[a]lthough the 

age of majority in Illinois is 18, that age is not an impenetrable barrier that magically 

precludes a minor from possessing and exercising certain rights normally associated with 

adulthood. Numerous exceptions are found in this jurisdiction and others which treat minors 

as adults under specific circumstances.” Id. at 106. 
                                                                                                                                                             
common law, it nevertheless explicitly ruled that there was insufficient evidence of the 
subject child’s maturity because he did not testify, implying that on a different record, the 
matter might have been decided differently. Id. at 842. (Notably, Illinois case law prior to 
E.G. was also devoid of any explicit mention of the “mature minor” doctrine, although 
Illinois’s emancipation statute does use the phrase “mature minor” to describe a child 
eligible for emancipation.)  
 11Although E.G. based her challenge in both her common law right to bodily integrity 
and her right to religious freedom under the First Amendment to the United States 
Constitution, the Illinois Supreme Court found that the common law right was adequate to 
allow her to refuse care and declined to reach the constitutional question. Id. at 112. 



 

 
 
 

10 

 The Illinois court also took note of the fact that minors in that state can, in certain 

circumstances, be prosecuted as adults: 

[T]o be convicted of many of the offenses in the Criminal Code, a trier of fact would 
have to find that a minor had a certain mental state at the time the alleged crime 
was committed. Implied in finding this mental state would be an acknowledgment 
that a minor was mature enough to have formulated this mens rea. Consequently, 
the Juvenile Court Act presupposes a "sliding scale of maturity" in which young 
minors can be deemed mature enough to possess certain mental states and be 
tried and convicted as adults. This act reflects the common law, which allowed 
infancy to be a defense to criminal acts. The infancy defense at common law was 
"based upon an unwillingness to punish those thought to be incapable of forming 
criminal intent and not of an age where the threat of punishment could serve as a 
deterrent." (Emphasis added.) (W. LaFave & A. Scott, Criminal Law § 46 (1972).) 
When a minor is mature enough to have the capacity to formulate criminal intent, 
both the common law and our Juvenile Court Act treat the minor as an adult. 
 

Id. at 107. 

 The Illinois court also relied heavily on the fact that minors often are treated as 

adults with respect to constitutional law. It noted that the United States Supreme Court has 

adopted a mature minor doctrine, allowing women under the age of majority to obtain 

abortions without parental consent. In re E.G., 133 Ill. 2d at 108, citing City of Akron v. 

Akron Center for Reproductive Health, Inc. (1983), 462 U.S. 416, 103 S.Ct. 2481, 76 

L.Ed.2d 687; Bellotti v. Baird (1979), 443 U.S. 622, 99 S.Ct. 3035, 61 L.Ed.2d 797. “In the 

abortion rights context, the Court has noted: ‘Constitutional rights do not mature and come 

into being magically only when one attains the state-defined age of majority. Minors, as well 

as adults, are protected by the Constitution and possess constitutional rights.’ In re E.G., 

133 Ill. 2d at 108, citing Planned Parenthood of Central Missouri v. Danforth (1976), 428 

U.S. 52, 74, 96 S.Ct. 2831, 2843, 49 L.Ed.2d 788, 808.  

Moreover, children enjoy the protection of other constitutional rights, including the 
right of privacy (Carey v. Population Services International (1977), 431 U.S. 678, 
97 S.Ct. 2010, 52 L.Ed.2d 675), freedom of expression (Tinker v. Des Moines 
Independent Community School District (1969), 393 U.S. 503, 89 S.Ct. 733, 21 
L.Ed.2d 731), freedom from unreasonable searches and seizures (New Jersey v. 
T.L.O. (1985), 469 U.S. 325, 105 S.Ct. 733, 83 L.Ed.2d 720); and procedural due 
process (In re Application of Gault (1967), 387 U.S. 1, 87 S.Ct. 1428, 18 L.Ed.2d 
527).  
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In re E.G., 133 Ill. 2d at 108. 

 While the E.G. court acknowledged that the United States Supreme Court has not 

yet declared a constitutional right to refuse medical treatment (though it has said that one 

may be inferred), it found that the constitutional cases cited above “show, however, that no 

‘bright line’ age restriction of 18 is tenable in restricting the rights of mature minors, whether 

the rights be based on constitutional or other grounds.” Id. at 108-9. Based on this principle, 

it held that “mature minors may possess and exercise rights regarding medical care that 

are rooted in this State’s common law.” Id. at 109. Importantly, while the court 

acknowledged the state’s interest in the sanctity of life and in protecting the interests of 

children, it did not believe that those interests could trump the informed decision of a 

mature minor to refuse medical treatment. Rather, the court found that those interests 

warranted the involvement of a judge in determining that a minor actually was sufficiently 

mature to make the medical decision in question (rather than simply accepting a patient’s 

wishes, as would be the case with an adult). Id. at 110-11.  

 If the minor is sufficiently mature, then her interests are balanced against the same 

state interests that the decision of an adult would be balanced against (the interests that 

Justice Palmer identified in his concurrence in Vega). In re E.G., 133 Ill. 2d at 111. Notably, 

of the four state interests that might overcome an individual’s choice to refuse medical 

treatment, the E.G. court believed that protecting the interests of third parties was “clearly” 

the most significant. Id. It identified the significant third parties as the parents, and held that, 

if a minor made a decision to refuse treatment against the wishes of a parent, then the 

court should give “serious consideration” to the parent’s wishes. Id. at 111-12. But the 

mother in E.G., like Cassandra’s mother here, agreed with her child’s decision, a point that 

weighs significantly in favor of respecting the minor’s decision.  

 The reasoning of the Illinois court is instructive because the state statutes on which it 

relies are similar to Connecticut statutes. The Illinois emancipation statute provides, in 
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relevant part, for legal adulthood for children between the ages of 16 and 18 who have 

“demonstrated the ability and capacity to manage [their] own affairs and to live wholly or 

partially independent of [their] parents or guardians.” 750 I.L.C.S. Stat. 30-1 et seq. The 

Connecticut emancipation statute requires, in relevant part, a finding that a child petitioning 

for emancipation “willingly lives separate and apart from his parents or guardian, with or 

without the consent of the parents or guardian, and that the minor is managing his own 

financial affairs, regardless of the source of any lawful income.” General Statutes § 46b-

150b.  

 The two states’ statutes concerning the provision of medical care to minors are also 

similar in many respects. Illinois law provides that minors at least 12 years old can consent 

to diagnosis and care for sexually transmitted diseases and drug and alcohol addiction 

without their parents’ being notified. 410 I.L.C.S. 210/1 et seq. Connecticut law makes 

similar provisions. General Statutes §§ 17a-688(d); 19a-216 et seq. While some particulars 

of how consent is to be given vary,12 both states’ laws make various provisions for 

circumstances under which children who are neither emancipated nor married may 

nevertheless seek confidential medical care without their parents’ consent.  

 Illinois law provides for certain minors who are at least 13 years old to be tried as 

adults when accused of certain offenses. 705 I.L.C.S. 405/5 et seq. Connecticut law 

provides for the trial of certain minors who are at least 14 years old as adults for certain 

offenses. General Statutes §§ 46b-127, 54-76c.  

 Beyond the similarities between Illinois’ and Connecticut’s statutory schemes 

concerning minors, our state’s laws, taken as a whole, evince a recognition of the variation 

in cognitive abilities and potential maturity of people in the stage of life and development 

where Cassandra finds herself. Our juvenile transfer statute, for example, requires that a 

                                                
 12Illinois allows minors between 14 and 18 to seek primary care services without a 
guardian present if they present the healthcare provider with written consent from a parent, 
guardian, or representative of a homeless or social services agency providing services to 
the minor. 410 I.L.C.S. 210/1.5. Connecticut law is silent on such written consent. 
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court considering transferring a minor to adult court consider, among other factors, the 

seriousness of the minor’s prior offenses, if any; the possibility that the minor suffers from 

mental illness or intellectual disability; and the availability within the juvenile system of 

services that can meet the minor’s needs. General Statutes § 46b-127(b)(1). Our sexual 

assault statutes make sixteen the age of consent for sexual activity, but make sexual 

contact between sixteen- or seventeen-year-olds and adults in positions of trust (e.g. 

teachers, coaches, counselors) illegal, recognizing that certain adolescents can be both 

mature enough to consent to sexual activity and vulnerable enough for their wills to be 

overborne in certain circumstances. General Statutes § 53a-71. The same statutes also 

recognize that younger adolescents can consent to sexual contact with other adolescents 

whose age does not exceed their own by more than three years, suggesting an even more 

nuanced legislative understanding of the maturity and development of teenagers. 

Connecticut also has expressed a public policy that mature minors may legally make 

certain other important medical decisions without the involvement of a parent. These 

include the right to have an abortion (General Statutes §19a-601), the right to make an 

anatomical gift (General Statutes §19a-289c), the right to donate blood (General Statutes 

§19a-285a), and the right to validly consent to the medical treatment of their own children 

(General Statutes §19a-285). 

 What this Court should distill from all of Connecticut’s statutes concerning minors’ 

rights, and from our case law concerning the rights of incompetent people generally, was 

explained by the Maine Supreme Court in In re Swan, 569 A.2d 1202 (1990). There, the 

court found that a seventeen-year-old’s wishes, clearly and seriously expressed prior to 

becoming incapacitated by an automobile accident, were sufficient as an invocation of his 

right to refuse treatment: 

It is well recognized that in all facets of life, "[a] minor acquires capacity to consent 
to different kinds of invasions and conduct at different stages of his development. 
Capacity exists when the minor has the ability of the average person to understand 
and weigh the risks and benefits." Prosser and Keaton on Torts § 18, at 115 (5th 
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ed. 1984). 
 

Id. at 1205.  

 The Maine court went on to outline the procedure that Cassandra urges this Court to 

adopt to protect her common law right to refuse treatment: 

Once the Superior Court determined by clear and convincing evidence that Chad 
made a pre-accident decision with regard to his medical treatment in his present 
condition, the court had no other course than to respect that personal decision and 
to authorize its effectuation. The court determined that Chad's parents, who are his 
natural and legal guardians and who wish to respect Chad's desires, as found by 
the court, are the proper persons to determine whether additional hydration and 
nutrition ought to be provided to Chad. 

 

Id. at 1206 (internal quotation marks and citations omitted).  

 This substantially mirrors the procedure that this Court has approved to determine 

whether a conserved person is capable of consenting to sexual contact. In Kortner v. 

Martise, 312 Conn. 1, 30-34 (2014), the jury heard testimony from the conserved person, 

the defendant in the tort suit, the police officer who had initially interviewed the conserved 

person when the sexual relationship was reported, and two experts, a psychologist and a 

psychiatrist. Notably, this Court likened a court’s duty to protect a conserved person to its 

duty to protect minors: “This court has previously recognized that there is no difference in 

the court's duty to safeguard the interests of a minor and the interests of a conserved 

person and that the purpose of statutes relating to guardianship is to safeguard the rights 

and interests of minors and adult incapable persons, and it is the responsibility of the courts 

to be vigilant in seeing that the rights of such persons are properly protected.” Id. at 52-53 

(internal citations and quotation marks omitted). 

3. The trial court did not make adequate findings concerning Cassandra’s 
maturity 

 
 DCF contends that Judge Quinn found, in her original decision, that Cassandra did 

not have the maturity to make adequate medical decisions. Opposition to Request for 

Interlocutory Review Pursuant to Conn. Gen. Stat. § 52-265a, December 19, 2014, at 3. 
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This is simply not the case. Judge Quinn originally found, correctly, that the recommended 

treatment was necessary for Cassandra’s survival. That is not disputed. The contested 

blood transfusions in In re E.G. were equally necessary to sustain life. 

 In her December 24 articulation, Judge Quinn specifically found that Cassandra was 

not a “mature minor” and that she was not competent to make medical decisions in her own 

behalf. First, there was no basis for Judge Quinn to make any “mature minor” finding, as 

that issue was not presented to her and the doctrine has yet to be accepted or defined 

under Connecticut law by this Court. Second, Judge Quinn relies in large part on the 

testimony of Dr. Isakoff, who was qualified as an expert only in hematology and oncology. 

(Tr., 11/12/14, at 102). His testimony evinces no analysis of Cassandra’s mental or 

emotional development or capacity but instead only a disagreement over her decision to 

refuse live-saving care: “She did ask me specifically, you know, if I was eighteen, I wouldn’t 

have this going on. And I acknowledged that if she was eighteen there might be a different 

scenario going on. But I also told her that, in my opinion, if she was eighteen and making 

the decision not to get treated for a curable cancer, that that to me would put into question 

her competency even as a legal adult.” Tr., (12/9/14, at 15-17). In other words, Dr Isakoff 

would have thought that anyone who disagreed with his treatment plan was incompetent. 

 If an individual’s competence to exercise her right to refuse care were determined 

simply by whether she actually did refuse care, the right would be meaningless. See United 

States v. Freeman, 479 F.3d 743, 749 (10th Cir. 2007) (“Refusal to consent to a search -- 

even agitated refusal -- is not grounds for reasonable suspicion”). See, also, Schmeltz, 119 

Conn. at 495 (right to bodily integrity is violated by unconsented-to surgery, regardless of 

whether surgery was harmful or helpful).  

 Here, the trial court should have made a full consideration of Cassandra’s level of 

maturity, based on competent psychological evidence. It should have given great respect 

and deference to Cassandra’s stated wishes and, in the absence of a finding that both 

Cassandra and her mother are not competent to make medical decisions on Cassandra’s 
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behalf, it should have held that Cassandra’s fully informed decision to decline treatment is 

controlling. 

II.  The Court Violated The Appellants’ Federal Substantive Due 
 Process Rights By Forcing Cassandra To Undergo Unwanted 
 Medical Treatment Against Her Will 

 
A. Standard of Review 

 
 Plenary:  See, e.g., In re Lukas K., 300 Conn. 463, 469 (2011) (questions of due 

process afforded plenary review); Kerrigan v. Comm'r of Pub. Health, 289 Conn. 135, 155 

(2008). Moreover, in determining whether the state impermissibly has infringed a 

fundamental liberty interest, this Court strictly scrutinizes the alleged infringement to 

ascertain whether the state has a compelling interest and has utilized the least restrictive 

means possible to secure that interest. See Fish v. Fish, 285 Conn. 24, 41 (2008). In the 

context of state interference with personal medical decisions, such as a woman’s right to 

have an abortion, the Supreme Court has couched this inquiry in terms of whether the state 

has unduly burdened the fundamental liberty interest. See Planned Parenthood of Se. 

Pennsylvania v. Casey, 505 U.S. 833, 877 (1992). Whether viewed through the lens of 

least restrictive means or of undue burden, the result is the same:  the state may not 

employ broad legislation or employ bright-line rules that substantially burden fundamental 

liberty interests when less intrusive avenues exist to vindicate the state’s interests. See, 

e.g., Bellotti v. Baird, 443 U.S. 622, 643 (1979) (requiring all minors to obtain parental 

consent for abortion impermissible absent opportunity for minor to have a hearing to show 

“she is mature enough and well enough informed to make her abortion decision, in 

consultation with her physician, independently of her parents' wishes”).  

B. Cassandra Enjoys A Fundamental Liberty Interest In Bodily Integrity 
And Self-Determination 

 
 As the authority supporting the appellant’s prior arguments demonstrates, “[e]very 

human being of adult years and sound mind has a right to determine what shall be done 

with his own body.”  Comm'r of Correction v. Coleman, 303 Conn. 800, 811 (2012). In light 
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of the close nexus that our common law shares with substantive due process imperatives, it 

is not surprising that this common law right has secured constitutional protection in 

numerous contexts.13 See, e.g., Washington v. Harper, 494 U.S. 210, 221-22 and 229 

(1990) (“[R]espondent possesses a significant liberty interest in avoiding the unwanted 

administration of antipsychotic drugs under the . . . Fourteenth Amendment. * * * The 

forcible injection of medication into a nonconsenting person's body represents a substantial 

interference with that person's liberty.”); Roe v. Wade, 410 U.S. 113, 153 (1973)  (“right of 

privacy . . . is broad enough to encompass a woman's decision whether or not to terminate 

her pregnancy”).14 Consequently, “[i]t cannot be disputed that the Due Process Clause 

protects an interest in life as well as an interest in refusing life-sustaining medical 

treatment.”  Cruzan, 497 U.S. at 281; accord Bouvia v. Superior Court, 179 Cal. App. 3d 

1127, 1137 (Ct. App. 1986) (“The right to refuse medical treatment is basic and 

fundamental. It is recognized as a part of the right of privacy protected by both the state 

and federal constitutions.”); Supt. of Belchertown State Sch. v. Saikewicz, 373 Mass. 728, 

739 (1977) (bill of rights “encompasses the right of a patient to preserve his or her right to 

privacy against unwanted infringements of bodily integrity in appropriate circumstances”). 

 Moreover, the liberty interests enshrined in the federal constitution safeguard minors 

against impermissible state incursion. “A child, merely on account of his minority, is not 

beyond the protection of the Constitution. . . . [W]hatever may be their precise impact, 

neither the Fourteenth Amendment nor the Bill of Rights is for adults alone.”  (Citation 

                                                
 13Indeed, this Court has made a similar observation. See Coleman, 303 Conn. at  
812 n.5.  
 14See also Winston v. Lee, 470 U.S. 753, 759 (1985) (“A compelled surgical 
intrusion into an individual's body for evidence ... implicates expectations of privacy and 
security of such magnitude that the intrusion may be ‘unreasonable’ even if likely to 
produce evidence of a crime”); Vitek v. Jones, 445 U.S. 480, 494 (1980) (transfer to mental 
hospital coupled with mandatory behavior modification treatment implicated liberty 
interests); Rochin v. California, 342 U.S. 165, 172 (1952) (“[i]llegally breaking into the 
privacy of the petitioner, the struggle to open his mouth and remove what was there, the 
forcible extraction of his stomach's contents ... is bound to offend even hardened 
sensibilities”). 
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omitted; internal quotation marks omitted.)  Bellotti, 443 U.S. at 633; see also Parham v. J. 

R., 442 U.S. 584, 600 (1979)  (“[i]t is not disputed that a child, in common with adults, has a 

substantial liberty interest in not being confined unnecessarily for medical treatment”); In re 

Juvenile Appeal (83-CD), 189 Conn. 276, 284 (1983) (“the right to family integrity is not a 

right of the parents alone, but encompasses the reciprocal rights of both parents and 

children” [internal quotation marks omitted]).15 Consequently, despite Cassandra’s current 

status as a minor, she is imbued with the same panoply of constitutional rights now as she 

will be in nine months, when she turns 18, which liberties include the right to competently 

refuse medical treatment.16 

C. The Petitioner Lacks A Compelling Interest To Force Cassandra To 
Undergo Unwanted Medical Treatment Absent A Finding Of 
Incompetence After A Proper Hearing 

  
 The state’s interests here include the preservation of life, the protection of third 

parties, the prevention of suicide, maintaining the ethical integrity of the medical profession, 

and its parens patriae interest in protecting the well-being of minors from negligent or 

abusive acts by parents. Cf. Coleman, 303 Conn. at 813 (noting various state interests); In 

re Juvenile Appeal (83-DE), 190 Conn. 310, 318 (1983) (noting general parens patriae 

interest); accord Cruzan, 497 U.S. at 271 (noting consideration of same interests with 

approval). Of these five interests, only the petitioner’s parens patriae interests and its 

interest in preserving life are truly implicated in this case.17 

                                                
 15See also Breed v. Jones, 421 U.S. 519, 541 (1975) (double Jeopardy Clause 
prohibits prosecuting juvenile as an adult after an adjudicatory finding in juvenile court that 
he had violated a criminal statute); Goss v. Lopez, 419 U.S. 565, 581 (1975) (children may 
not be deprived of certain property interests without due process). 
 16The Appellants do not argue that a child of tender years (i.e., pre-adolescence) has 
a constitutional right to decline life-saving care on his or her own behalf or that parents of 
such children may do so in circumstances where a full recovery is entirely likely with 
treatment. Cf. Planned Parenthood of Cent. Missouri v. Danforth, 428 U.S. 52, 75 (1976) 
(“[w]e emphasize that our holding . . . does not suggest that every minor, regardless of age 
or maturity, may give effective consent for termination of her pregnancy”). 
 17This case does not implicate third-party interests both because Cassandra does 
not have children of her own and because her mother consents to her decision to forego 
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 With respect to the state’s interest in preserving life, courts have noted it to be at its 

zenith when one is healthy, his or her prognosis good, and treatment neither intrusive nor 

painful.  In Coleman, for example, this Court found this interest to weigh in the state’s favor 

because the defendant was a healthy individual with no life-threatening conditions or “any 

chronic, debilitating afflictions” and the use of a feeding tube would “restore the defendant 

to a naturally healthy condition.” Coleman, 303 Conn. at 820. Likewise, this Court observed 

that “[a] nasogastric tube does not require puncturing the defendant's skin or blood vessels, 

and it utilizes the defendant's normal digestive system to process the nutrients 

administered.”  Id. at 822. See also Saikewicz, 373 Mass. at 742 (noting “a substantial 

distinction in the State's insistence that human life be saved where the affliction is curable, 

as opposed to the State interest where, as here, the issue is not whether but when, for how 

long, and at what cost to the individual that life may be briefly extended”); cf. Roe, 410 U.S. 

at 163 (“State's important and legitimate interest in potential life [becomes] ‘compelling’ . . . 

at viability”). Significantly too, this Court emphasized the fact that the subject medical 

treatment was the least invasive means of restoring the patient to salubriousness. See 

Coleman, 303 Conn. at 822. The Supreme Court, however, has recognized that a state’s 

interest in protecting life alone is rarely sufficient to overcome the individual’s clearly 

expressed liberty interest in bodily integrity: 

Roe, however, may be seen not only as an exemplar of Griswold [v. Connecticut, 
381 U.S. 479 (1965)] liberty but as a rule (whether or not mistaken) of personal 
autonomy and bodily integrity, with doctrinal affinity to cases recognizing limits on 
governmental power to mandate medical treatment or to bar its rejection. If so, our 

                                                                                                                                                             
chemotherapy. Cf. In re E.G., 133 Ill. 2d at 111-12. Similarly, because Cassandra, at worst, 
seeks only to allow her cancer to run its natural course, the state’s interest in preventing 
suicide is not implicated. See, e.g., McConnell v. Beverly Enterprises-Connecticut, 209 
Conn. 692, 710 (1989) (“Mrs. McConnell merely seeks to be free of extraordinary 
mechanical devices and to allow nature to take its course. Thus, death will be by natural 
causes underlying the disease, not by self-inflicted injury.”). Finally, this Court previously 
held that a hospital’s interests in protecting the ethical integrity of the medical profession is 
insufficient to overcome even a patient’s common law interest in bodily integrity, which was 
adequately protected by the requirement that withholding medical treatment be done only 
on the basis of informed consent. See Vega, 236 Conn. at  665-66. 
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cases since Roe accord with Roe's view that a State's interest in the protection of 
life falls short of justifying any plenary override of individual liberty claims. 
 

Casey, 505 U.S. at 857, citing Cruzan, 497 U.S. at 278. 

 The petitioner’s parens patriae interest in advancing the welfare of minors is 

articulated by General Statutes §§ 17a-90(a)18 and 17a-101(a).19  As the medical neglect of 

a child patently implicates this interest, DCF has a clear interest in protecting children from 

not receiving needed medical attention—particularly where a child’s life is at stake. 

Notwithstanding that interest, however, the state’s interest in ensuring minors receive 

medical care attenuates as the child matures. As the Illinois Supreme Court explained:  

“The State's parens patriae power pertaining to minors is strongest when the minor is 

immature and thus incompetent (lacking in capacity) to make these decisions on her own. 

The parens patriae authority fades, however, as the minor gets older and disappears upon 

her reaching adulthood.”  In re E.G., 133 Ill. 2d at 111. This point is fully in accord with the 

teaching of the Supreme Court. See, e.g., Bellotti, 443 U.S. at 635  (explaining that state’s 

interest in protecting children is “grounded in the recognition that, during the formative 

years of childhood and adolescence, minors often lack the experience, perspective, and 

judgment to recognize and avoid choices that could be detrimental to them”).20  The critical 

question, therefore, becomes whether substantive due process imperatives are offended 

when the state imposes its will on a minor who may be mature enough to make 

                                                
 18Section 17a-90(a) states:  “The Commissioner of Children and Families shall have 
general supervision over the welfare of children who require the care and protection of the 
state.” 
 19Section 17a-101(a) states in relevant part: “The public policy of this state is: To 
protect children whose health and welfare may be adversely affected through injury and 
neglect . . . to provide a temporary or permanent nurturing and safe environment for 
children when necessary.” 
 20This rational underlies the majority of Supreme Court decisions acknowledging that 
children, while possessing the same constitutional liberties as adults, are nevertheless 
unable to vindicate those rights with the same vigor as adults. See Bellotti v. Baird, 443 
U.S. at 635 (“our cases show that although children generally are protected by the same 
constitutional guarantees against governmental deprivations as are adults, the State is 
entitled to adjust its legal system to account for children's vulnerability”).  
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independent medical decisions without first ensuring the minor’s immaturity. 

 Bellotti brings this point into sharper focus. There, the Supreme Court held that a 

Massachusetts statute requiring a pregnant minor seeking an abortion to obtain the 

consent of her parents was constitutionally infirm because “it permit[ed] judicial 

authorization for an abortion to be withheld from a minor who is found by the superior court 

to be mature and fully competent to make this decision independently.”  Bellotti, 443 U.S. at 

651. In so holding, the court required that a pregnant minor must, at a minimium, be 

afforded a hearing to show “she is mature enough and well enough informed to make her 

abortion decision, in consultation with her physician, independently of her parents' wishes.”  

Id. at 643. The rationale behind providing an “opportunity for case-by-case evaluations of 

the maturity of pregnant minors” at a judicial hearing was, at least in part, the court’s 

acknowledgment “that a minor may be very much an adult in some respects.”  Id. at n.23. 

In other words, the precise type of hearing courts have determined to be required at 

common law in the context of the mature minor doctrine and have approved in tort cases 

involving the consent of a conservatee has been found to be required by substantive due 

process in the context of parental notification statues of abortion decisions. Compare 

Bellotti, 443 U.S. at 643 with In re E.G., 133 Ill. 2d at 110.21 

 Distilled to its essence, the foregoing confirms that Cassandra’s substantive due 

                                                
 21Whether considered as a matter of substantive or procedural due process, 
hearings to determine competency and the state’s authority to compel medical treatment 
are ubiquitous. See, e.g., Sell v. United States, 539 U.S. 166, 179 (2003) (constitution 
permits “the Government involuntarily to administer antipsychotic drugs to a mentally ill 
defendant facing serious criminal charges in order to render that defendant competent to 
stand trial, but only if the treatment is medically appropriate, is substantially unlikely to have 
side effects that may undermine the fairness of the trial, and, taking account of less 
intrusive alternatives, is necessary significantly to further important governmental trial-
related interests”); Parham v. J. R., 442 U.S. at 608 (decision to commit minor to mental 
hospital “should represent an independent judgment of what the child requires and that all 
sources of information that are traditionally relied on by physicians and behavioral 
specialists should be consulted”); In re Alexander V., 223 Conn. 557, 566 (1992) (in some 
circumstances, “due process requires that a hearing be held to determine the legal 
competency of a parent in a termination case”). 
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process rights were violated when the juvenile court failed to consider the strength of DCF’s 

interest in forcing her to undergo chemotherapy against her will. To determine whether 

DCF’s interest was sufficiently compelling, the court was required to assess both (1) 

whether it was seeking an order to utilize the least invasive treatment possible and (2) 

whether Cassandra was mature enough to decline medical treatment of any type on her 

own behalf. That did not happen here. 

 Here, there has been no hearing at which Cassandra’s capacity to make informed 

medical decisions has been properly explored. To the contrary, the Petitioner appears to 

have proceeded from position that the very term “mature minor” is an oxymoron. For 

example, the petitioner’s consistent position has been that Connecticut does not recognize 

the mature minor doctrine, and the petitioner has yet to produce any competent psychiatric 

or psychological evidence regarding Cassandra’s capacity to make complex medical 

decisions. See, e.g., T. 11/12/14 at 139 (Connecticut does not accept mature minor 

doctrine); T. 12/9/14 at 20 (noting psychology and psychiatric teams should evaluate 

Cassandra prior to forced medical treatment). Indeed, neither a psychologist nor a 

psychiatrist has proffered expert testimony regarding Cassandra’s maturity level or her 

cognitive capacity to make complex medical decisions. Similarly, despite the availability of 

court-ordered psychological evaluations (see General Statutes § 46b-129a), neither DCF 

nor the court ever ordered a psychological evaluation of Cassandra for the purpose of 

determining whether she had the capacity to decline chemotherapy. Especially in 

comparison to the type of evaluation that the medical community believes necessary to 

invoke the mature minor doctrine (see § III B, infra), the proceedings in this case failed to 

provide the necessary foundation for the trial court to make any informed conclusions 

regarding Cassandra’s capacity to decline treatment. 

 Consequently, absent the type of mature minor hearing found to be wanting in 

Bellotti, and In re E.G., the court impermissibly authorized DCF to force Cassandra to 

undergo medical treatment against her will. 
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III. The Court Violated The Appellants’ Procedural Due Process Rights 
By Forcing Cassandra To Undergo Unwanted Medical Treatment And 
By Separating Her From Her Mother Without First Holding A 
Competency Hearing 

 
A. Standard of review 

 
 Plenary:  See, e.g., In re Lukas K., 300 Conn. 463, 469 (2011) (questions of due 

process afforded plenary review). In considering whether the procedures employed by the 

state to impugn an individual’s fundamental liberty interest were fundamentally fair, this 

Court considers the three guideposts set forth in Mathews v. Eldridge, 424 U.S. 319, 335 

(1976). See, e.g., In re Alexander V., 223 Conn. at 560; In Re Shaquanna M., 61 Conn. 

App. 592, 606 (2001). Those three criteria include: 

[F]irst, the private interest that will be affected by the official action; second, the 
risk of an erroneous deprivation of such interest through the procedures used, 
and the probable value, if any, of additional or substitute procedural safeguards; 
and finally, the Government's interest, including the function involved and the 
fiscal and administrative burdens that the additional or substitute procedural 
requirement would entail. 
 

Mathews, 424 U.S. at 335. In this case, the state’s actions have resulted in Cassandra 

being separated from her mother and being forced to undergo invasive medical procedures 

against her will. In addition, Cassandra’s mother has been deprived of the custody of her 

daughter and the legal right to make medical decisions on her behalf. Accordingly, the 

procedures utilized by the state to infringe the fundamental rights to bodily integrity, family 

integrity, and the right to the care, custody and concern of one’s child are properly reviewed 

for constitutional compliance under the Mathews rubric.  

B. The affected private interests are substantial 
 
 Because the state action here implicates three of the fundamental liberties secured 

to Cassandra and her mother by Fourteenth Amendment to the United States Constitution, 

they share a paramount interest under Mathews’ first prong. First, Cassandra possesses a 

commanding interest in bodily integrity and self-determination. See § I.B., supra. Second, 

Cassandra and her mother also share the “right to the preservation of family integrity 
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[which] encompasses the reciprocal rights of both parent and children. It is the interest of 

the parent in the companionship, care, custody and management of his or her children . . . 

and of the children in not being dislocated from the emotional attachments that derive from 

the intimacy of daily association with the parent.” (Citation omitted, internal quotation marks 

omitted.) Duchesne v. Sugarman, 566 F.2d 817, 825 (2d Cir. 1977). “This right to family 

integrity includes the most essential and basic aspect of familial privacy—the right of the 

family to remain together without the coercive interference of the awesome power of the 

state.” (Internal quotation marks omitted.) In re Juvenile Appeal (83-CD), 189 Conn. at 284. 

Third, Jacqueline F.’s interest in the care, custody and concern of Cassandra is 

fundamental and entitled to elevated procedural protections. See Lassiter v. Dep't of Soc. 

Servs., 452 U.S. 18, 27 (1981); accord Roth v. Weston, 259 Conn. 202, 218 (2002) 

(“parent's interest in the care, custody and control over his or her children is perhaps one of 

the oldest of the fundamental liberty interests recognized by [the] Court” [internal quotation 

marks omitted]).  

 Each of these independent liberty interests have been violated by the Petitioner. 

Despite the record being barren of any indication that the Appellants were not making 

conscientious treatment decisions or were incapable of making informed medical decisions, 

the Petitioner sought and received a court order allowing it to remove Cassandra from her 

mother’s custody and to substitute its judgment for theirs by forcing Cassandra to undergo 

medical treatment that she explicitly declined with her mother’s consent. Thus, Cassandra 

was forced to undergo highly invasive medical procedures against her will, and her mother 

has been deprived of Cassandra’s custody and the right to make medical decisions on her 

behalf. Unnecessarily placing these paramount liberty interests in jeopardy tilts the first 

prong of Mathews in the appellants’ favor. 
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C. The risk of violating the appellants’ fundamental rights without first 
requiring a competency hearing to determine whether the family can 
make the needed medical decisions competently is impermissibly 
high 

 
 Recent advances in our understanding of pediatric neurology, psychiatry and 

psychology that confirm adolescents are capable of making complex medical decisions, 

combined with the absence of any requirement that a trial court conduct a proper 

competency hearing to determine whether an adolescent is mature enough to refuse life-

saving medical treatment, creates an unacceptably high risk for error in cases like this.  

1. The term “mature minor” is not an oxymoron 
 
 Modern medicine has now confirmed what William Blake knew to be true in 1799:  

“Neither youth nor childhood is folly or incapacity. Some Children are fools, and so are 

some old men.”  D. Hopkins, The Routledge Anthology of Poets on Poets: Poetic 

Responses to English Poetry from Chaucer to Yeats, (Routledge 1994 Ed.) p. 207. Indeed, 

the past thirty years has witnessed a sea change in our understanding of the adolescent 

brain, as advances in pediatric neurology, psychiatry and psychology have fundamentally 

changed how medical professionals, and increasingly the courts, treat adolescents. See, 

e.g., R. Hartman, “Adolescent Decisional Autonomy for Medical Care: Physician 

Perceptions and Practices,” 8 U. Chi. L. Sch. Roundtable 87, 96 (2001) (“several studies 

reveal that adolescents decide on their medical care with an intentionality and 

thoughtfulness not usually attributed to them. . . . ”  In fact, there is “little evidence that 

minors of age 15 and above as a group are any less competent to provide consent than are 

adults.” [Citations omitted; internal quotations omitted.]); see also Graham v. Florida, 560 

U.S. 48, 68 (2010) (noting that “developments in psychology and brain science continue to 

show fundamental differences between juvenile and adult minds”). Because these 

developments emphasize that different portions of the adolescent brain mature at different 

rates, explaining why “adolescents demonstrate varying decision making capacities 

depending on the context of the situation,” and because an understanding of this science 
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serves as an important foundation to each of the following arguments, a brief review of 

these developments follows. S. Schad, “Adolescent Decision Making: Reduced Culpability 

in the Criminal Justice System and Recognition of Capability in Other Legal Contexts,” 14 

J. Health Care L. & Pol'y 375, 376 (2011).22 

 At first blush, any parent’s personal experience with teenagers and recent 

developments in criminal law appear to undermine a suggestion that adolescents posses 

either the maturity or cognitive horsepower needed to make informed decisions regarding 

life and death. For that reason, our legal system has adopted a “paternalistic approach to 

adolescence” premised on the assumption “that juveniles lack decisional capability and 

hence responsibility and accountability attendant for their acts, and that the state as parens 

patriae should show solicitude toward youth through rehabilitation and reformation.”  R. 

Hartman, 8 U. Chi. L. Sch. Roundtable at 91.23  “In the last twenty years, however, studies 

have indicated that “adolescents, with some exceptions, are capable of making major 

health decisions and giving informed consent. . . . In light of this knowledge, it has become 

increasingly difficult for physicians, lawyers and judges to sustain the position that a minor's 

actual decision making capacity is legally irrelevant, simply because her consent is not 

legally effective.”  (Footnote omitted.)  M. Derish and K. Heuvel, “Mature Minors Should 

Have the Right to Refuse Life-Sustaining Medical Treatment,” 28 J.L. Med. & Ethics 109, 

113 (2000). Indeed,  

                                                
 22The following research is germane to this Court’s consideration of the broader 
policy implications associated with the appellants’ arguments below, and is properly 
considered by this Court. See Moore v. Moore, 173 Conn. 120, 122 (1977) (appellate court 
may judicially notice legislative facts); See, e.g., Wisconsin v. Yoder, 406 U.S. 205, 246 
(1972) (Douglas, J., dissenting) (“there is substantial agreement among child psychologists 
and sociologists that the moral and intellectual maturity of the 14-year-old approaches that 
of the adult”). 
 23To be sure, “[t]he lack of compelling research in support of the limited autonomy 
provided to adolescents stems not from any scientific determination, but rather from the 
outdated notion that the state should act through care and concern to protect adolescents 
from themselves.”  A. Compton-Brown, “Examining Patient Integrity and Autonomy: Is 
Assisted Death A Viable Option for Adolescents in the United States?,” 23 Annals Health L. 
Advance Directive 86, 97 (2014). 
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[M]inors aged 14 . . . demonstrate a level of competency equivalent to that of 
adults, according to four standards of competency (evidence of choice, reasonable 
outcome, rational reasons, and understanding), and for four hypothetical dilemmas 
(diabetes, epilepsy, depression, and enuresis).  
 

L. Weithorn and S. Campbell, “The Competency of Children and Adolescents to Make 

Informed Treatment Decisions,” 53 Child Dev. 1589, 1595-96 (1982); L. Steinberg, “Does 

Recent Research on Adolescent Brain Development Inform the Mature Minor Doctrine?” 38 

J. Med. and Phil. 256, 259-62 (2013); see also K. Mutcherson, “Whose Body Is It Anyway? 

An Updated Model of Healthcare Decision-Making Rights for Adolescents,” 14 Cornell J.L. 

& Pub. Pol'y 251, 283-91 (2005) (surveying relevant studies regarding adolescent capacity 

to make informed medical decisions). 

 At the same time, however, it is also true that our increased understanding of 

adolescent neurological development has confirmed that “[a] lack of maturity and an 

underdeveloped sense of responsibility are found in youth more often than in adults and 

are more understandable among the young. These qualities often result in impetuous and 

ill-considered actions and decisions.” (Internal quotation marks omitted.)  Roper v. 

Simmons, 543 U.S. 551, 569 (2005); accord Graham v. Florida, 560 U.S. at 68 (juveniles 

“are more vulnerable or susceptible to negative influences and outside pressures, including 

peer pressure” [internal quotation marks omitted]). The apparent tension between the 

research confirming that adolescents are capable of making complex medical decisions 

and the research concluding that juvenile brains are too immature to possess the 

necessary mens rea to receive the harshest punishments is reconciled by understanding 

how the brain develops. 

 Essentially, “an adolescent's cognitive skills are fairly mature by age sixteen, 

however, because adolescents are more prone to psychosocial immaturity, they tend to be 

less mature than adults when it comes to their judgment and decision making capacity.”  S. 

Schad, 14 J. Health Care L. & Pol'y at 381; see generally L. Steinberg, 38 J. Med. and Phil. 

at 259-62. In part, this is because the adolescent brain is particularly sensitive to the 
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dopamine increases that accompany puberty, which “influences reward seeking, strongly 

motivating individuals to seek rewards or engage in rewarding behavior.”  Id. at 378. This 

increase in dopamine is further exacerbated by the fact that the part of the brain that 

controls the socioemotional system—responsible for the processing of emotions and 

balancing of reward versus punishment—develops after the part of the brain that houses 

the cognitive control system. See generally id. at 377-83.  

 For those reasons, “[a]n adolescent's decision making capacity is decision and 

context specific.”  Id. at 398; see generally L. Steinberg, 38 J. Med. and Phil. At 264-65. 

Environments that are characterized by spontaneous, impulsive, spit-second decision-

making under the influence of peer-pressure, such as those in which most criminal activity 

occurs, place the adolescent brain at a significant disadvantage as compared to that of an 

adult brain in making a good decision. By contrast, situations where decisions are 

deliberated over lengthy time periods on the basis of consultation with medical experts, 

first-hand experience with the medical testing needed to make the diagnosis, and personal 

experience or knowledge of other adolescents that have undergone similar treatments 

allow the adolescent brain to render an informed decision as well as an adult. Id. at 387-

402. 

 Against this background, it is not inconsistent for a group like the American 

Psychological Association, in its amicus brief to the Supreme Court in Roper v. Simmons, 

to have questioned the deterrent value of harsh punishments in light of a juvenile’s 

impulsivity, while groups like the American Academy of Pediatrics Committee on Bioethics 

and the American Medical Association take the position that chronically ill children have the 

capacity to make decisions about their medical treatment. See M. Derish and K. Heuvel, 28 

J.L. Med. & Ethics at 113; see also L. Steinberg, et al., “Are Adolescents Less Mature Than 

Adults? Minors’ Access to Abortion, the Juvenile Death Penalty, and the Alleged APA ‘Flip-

Flop,’” 64 American Psychologist, No. 7, October, 2009, pp. 592-93; AMA Code of Ethics, 
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Opinion 5.055.24  This body of research turns prior societal presumptions regarding 

adolescent incapacity on its head, and supports a conclusion that a large number of 

adolescents between the ages of fifteen and seventeen are competent to make complex 

medical decisions. It is therefore necessary to afford them a proper hearing to confirm their 

capacity to make life-saving medical decisions before courts allow the state to substitute its 

judgment for that of the minor and his or her parents. 

2. Connecticut does not presently afford adequate safeguards to vindicate the 
liberty interests of mature minors or their parents 

 
 Although Connecticut has enacted numerous statutes that implicitly recognize the 

maturity of some adolescents to make decisions requiring the maturity of an adult; see § 

I.D.; it has not adopted the mature minor doctrine at common law or adopted any provision 

to safeguard the constitutional rights of such minors. For example, although the trial court is 

empowered to require the child and parents in a juvenile proceeding to be examined “by 

one or more competent physicians, psychiatrists or psychologists,” our rules only permit, 

rather than require, the court to utilize such examinations. General Statutes § 46b-129a.25  

Similarly, this Court has recognized that due process may require the court to order a 

competency evaluation of a parent in a proceeding to terminate their parental rights. See In 

re Alexander V., 223 Conn. 565-66. This Court has not yet had occasion, however, to 

decide whether a similar evaluation may be required under the circumstances presented by 

this case.  Even the petitioner, who is charged with the general supervision of Connecticut’s 

children, does not appear to have a policy recognizing the potential for mature minors to 

make life-and-death medical decisions, let alone promulgating a procedure to vindicate the 

rights of such adolescents. Cf. DCF Policy Manual, § 34-12-3 (outlining investigation 

                                                
 24Available at http://www.ama-assn.org/ama/pub/physician-resources/medical-
ethics/code-medical-ethics/opinion5055. Last accessed on December 15, 2014. 
 25Section 46b-129a states, in relevant part: “The court may order the child, the 
parents, the guardian, or other persons accused by a competent witness of abusing the 
child, to be examined by one or more competent physicians, psychiatrists or psychologists 
appointed by the court.” 
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protocols for infants (i.e., child less than one year of age) with life threatening conditions); 

id. at § 34-12-7 (outlining investigation of children not receiving medical care due to 

religious beliefs of their parents). 

 Even more troubling, Connecticut’s existing procedures appear to allow the 

petitioner both to seek an order of temporary custody on the basis of medical neglect and 

to obtain court authority to make medical decisions against wishes of an adolescent and his 

or her family under the preponderance of the evidence standard. Indeed, Practice Book § 

32a-3(a) makes clear that the “standard of proof applied in a neglect, uncared for or 

dependency proceeding is a fair preponderance of the evidence,”26 and neither Practice 

Book § 33a-8 (emergency, life-threatening medical situations) nor Practice Book 33a-6 

(order of temporary custody) require otherwise.27  This is even true when the court order 

being sought is not a temporary infringement of parental rights; contra In re Juvenile Appeal 

(83-CD), 189 Conn. at 299-300; but the irreparable harm occasioned by an order 

authorizing invasive medical procedures against the will of a mature adolescent—including 

where restraints and sedatives are needed to effectuate such an order.  But see In re E.G., 

133 Ill. 2d at 110 (trial judge must find proof of adolescent maturity by clear and convincing 

evidence); cf. Cruzan by Cruzan v. Dir., Missouri Dept. of Health, 497 U.S. at 284 

(approving state’s use of “clear and convincing evidence standard in proceedings where a 

guardian seeks to discontinue nutrition and hydration of a person diagnosed to be in a 

persistent vegetative state”).  

3. Components of a proper adolescent capacity hearing 
 
 Decisions regarding whether a minor is mature enough to make informed medical 
                                                
 26Only parental termination proceedings require the clear and convincing burden of 
proof to be utilized. See § 32a-3(a). 
 27Although § 33a-8 does require that two physicians attest to the need for medical 
intervention, there is no requirement that the age, maturity and stated wishes of the child be 
taken into account. This is true even though § 33a-8 requires that, in the context of an 
immediate hearing, the child be appointed counsel and the two physicians provide oral 
testimony. In other words, even where there is time to appoint counsel and hold a hearing, 
the court is not required to inquire as to the adolescent’s wishes or decisional capacity. 
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decisions should be made by a court, after consideration of expert testimony regarding the 

adolescent’s decision-making capacity. The formulation of overall capacity embraced by 

the American Academy of Pediatricians (AAP) involves three essential elements: “(1) the 

ability to understand and communicate information relevant to a decision; (2) the ability to 

reason and deliberate concerning the decision; and (3) the ability to apply a set of values to 

a decision that may involve conflicting elements.”  Comm. on Bioethics, Am. Acad. of 

Pediatrics, “Guidelines on Forgoing Life-Sustaining Medical Treatment,” 93 PEDIATRICS 

532, 532 (1994). Although the adolescent’s primary physician should make such 

assessments initially, the AAP encourages formal consultation with developmental and 

psychiatric specialists. Id. at 535. This reliance on psychiatric or psychological expertise in 

making competency decisions is in accord with Connecticut’s practice in analogous 

contexts. Indeed, psychiatric and/or psychological evaluations are already commonplace 

when a person’s competency is in question. See, e.g., General Statutes 54-56d (d) 

(competency evaluation to be conducted by psychiatrist); cf. Parham v. J. R., 442 U.S. at 

607 (child’s liberty interests protected against unwanted commitment at mental hospital 

where child evaluated by doctor because “neither judges nor administrative hearing officers 

are better qualified than psychiatrists to render psychiatric judgments” [internal quotation 

marks omitted]).  

 Additionally, the adolescent must be able retain his or her own medical expert to aid 

in preparing his or her capacity claim to the juvenile court. Cf. State of N.M. ex rel. CYFD v. 

Kathleen D.C., 141 N.M. 535, 540 (2007) (due process requires, in some cases, “the 

appointment of an expert witness at the State's expense to an indigent parent in a neglect 

and abuse proceeding”); Ake v. Oklahoma, 470 U.S. 68, 82 (1985) “(without the assistance 

of a psychiatrist to conduct a professional examination on issues relevant to the defense, to 

help determine whether the insanity defense is viable, to present testimony, and to assist in 

preparing the cross-examination of a State's psychiatric witnesses, the risk of an inaccurate 

resolution of sanity issues is extremely high”). Similarly, adolescent children seeking to 
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vindicate their right to bodily integrity in the face of opposition from their doctor, the 

petitioner, and the Attorney General, without the assistance of a medical professional would 

be fundamentally unfair. Such assistance is needed to help the adolescent and his or her 

attorney to present a compelling case to the court and to rebut the state’s case. Thus, any 

adolescent capacity hearing should involve expert psychological or psychiatric testimony as 

to each of the three elements that comprise overall capacity and should ensure the minor 

has access to the medical experts needed to present their case to the court. 

4. The 12/9/14 hearing did not constitute a proper adolescent capacity hearing 
 
 Contrary to the type of considerations recommended by the AAP, the putative 

competency hearing in this case did not consist of the type of evidence needed to make an 

informed competency assessment. Indeed, there was not a psychological evaluation or any 

expert testimony from a psychiatrist or psychologist proffered, and the three elements of 

capacity were not even discussed. Moreover, because Connecticut has not yet adopted the 

mature minor doctrine, Cassandra did not know that she was entitled to her own experts to 

help her convince the court of her maturity, and she was unable to present the type of 

evidence needed to rebut the petitioner’s evidence. The insufficiency of the 12/9/14 hearing 

likewise resulted in questionable findings of fact. 

  In its articulation, the trial court (Quinn, J.) found that Cassandra did not have the 

maturity to make adequate medical decisions. Expedited Articulation, December 24, 2014, 

at 3. This finding is a significant departure from the trial court’s first ruling, in which it held, 

simply, that Cassandra would suffer imminent harm if she were not to receive treatment, 

and made no pronouncement at all concerning her maturity. In its articulation, the trial court 

focuses heavily on the psychological opinion of an oncologist and on the hearsay 

statements of unnamed doctors, while ignoring significant first-hand testimony concerning 

Cassandra’s maturity.  

 The articulation relies principally on the testimony of Dr. Michael Isakoff, who was 

qualified as an expert in hematology and oncology (see Transcript, November 12, 2014, at 
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102), and based his conclusion about Cassandra’s competence on having met her, at 

most, twice. Even the testimony upon which the court relies evinces no analysis of 

Cassandra’s mental or emotional development or capacity and instead a disagreement 

over her decision to refuse live-saving care: “She did ask me specifically, you know, if I was 

eighteen, I wouldn’t have this going on. And I acknowledged that if she was eighteen there 

might be a different scenario going on. But I also told her that, in my opinion, if she was 

eighteen and making the decision not to get treated for a curable cancer, that that to me 

would put into question her competency even as a legal adult.” Transcript, December 9, 

2014, at 15-17.28  

 The trial court further avers that respondent mother’s testimony concerning 

Cassandra’s maturity is “problematic ... and without adequate support in the testimony and 

facts of this case.” Expedited Articulation, December 24, 2014, at 4. In making this 

conclusion, the court seems to ignore entirely the testimony presented at the hearing on 

DCF’s Order of Temporary Custody on November 12, 2004. At that hearing, Kim Kanaitis, 

a nurse employed by the Department of Children and Families, testified that at a meeting 

with Dr. Isakoff, Ms. Kanaitis, and Cassandra, Cassandra “asked some really good 

questions. She had a lot of insight, a lot of good questions.” Transcript, November 12, 

2014, at 38-39. Kanaitis went on to observe that Cassandra was able to articulate specific 

concerns about different parts of the proposed treatment. Id. The Guardian Ad Litem, 

despite supporting Cassandra’s receiving medical treatment over her objections, testified 

that Cassandra struck him as “a very bright girl, very smart,” with a clear understanding of 

her medical situation. Id. at 153-54. Crucially, the G.A.L. also testified that he did not 

believe Cassandra’s decisions surrounding her medical care were being influenced by her 

mother. Id. The trial court ignored this first-hand testimony but chose to credit the DCF’s 

worker’s testimony that unnamed doctors had reported that Cassandra seemed withdrawn 

                                                
 28Notably, Isakoff’s opinion that an adult who refused care would be incompetent 
runs counter to Connecticut law. See Stamford Hospital v. Vega, 236 Conn. at 674. 
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at medical appointments on unspecified dates and allowed her mother to do all the talking. 

Expedited Articulation at 4. 

 The trial court also concluded that Cassandra had been “homeschooled since the 

ninth grade and [was] totally dependent on her mother.” Expedited Articulation at 4. In 

making this conclusion, the trial court ignored Cassandra’s extensive testimony at an earlier 

hearing, during which she stated, without contradiction, that she has a job, pays for her own 

phone and clothes, and contributes to household expenses. Transcript, November 12, 

2014, at 170-71. Cassandra also testified without contradiction that she had attended 

Windsor Locks High School for her entire freshman year. Id. at 179. Thus, the trial court’s 

assertion in its Expedited Articulation that Cassandra was “homeschooled since the ninth 

grade” is demonstrably erroneous.  

 While the trial court’s mistake in describing Cassandra’s education history may not 

be central to its determination, it cannot be ignored. The implication in the Expedited 

Articulation is that Cassandra was deeply under the sway of her mother, owing at least in 

part to her lack of outside contacts and relationships. Expedited Articulation at 4. The trial 

court relied for this conclusion on a misstatement of Cassandra’s educational history and 

didn’t simply discredit significant contrary testimony adduced at an earlier hearing but failed 

to mention that testimony at all. This suggests that Judge Quinn, who did not preside over 

the November 12, 2014, hearing, may not have considered all of the evidence from that 

hearing. This was error. See Schiavo v. Cozzolino, 134 Conn. 388, 391, 57 A.2d 723 

(1948) (“Although a trial court is given wide latitude in this jurisdiction in its discussion of the 

evidence in the charge, it is nevertheless error to make incorrect statements of the 

evidence to such an extent that the jury will be misled on important and controlling 

questions of fact.”).  

 Nor can it be said that Judge Quinn found the testimony of the nurse, Ms. Katsainis, 

and the Guardian Ad Litem incredible, for Judge Taylor, who presided over the hearing at 

which they testified, made no finding concerning their credibility. In fact, Judge Taylor 
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specifically stated during that hearing that he was not seeking to determine the intent or will 

of Cassandra, but of her mother. Transcript, November 12, 2014, at 140. Sustaining an 

objection to Cassandra’s attorney’s question as to how Dr. Isakoff would proceed if 

Cassandra refused treatment, Judge Taylor stated, “[T]he issue is not the child. The issue 

is the mother.” Id. 

 By relying principally on the competency determination of Cassandra’s oncologist, 

the trial court’s reasoning substantially equates refusal to obtain life-saving medical care 

with incompetence to make medical decisions:  

In view of all the information which had been provided to Cassandra, her apparent 
willingness to undergo treatment while secretly knowing she would not, the 
consequences of such behavior on the efficacy of future treatment, and the totality 
of all the facts she knew, Dr. Isakoff concluded that she did not have such capacity. 
And the court agrees and so finds.  
 

Expedited Articulation at 3. 

 While this line of reasoning is understandable when expressed by an oncologist, it 

misunderstands the legal questions presented by this case. There is no dispute that 

Cassandra’s refusal of treatment, if permitted, would be deleterious to her health. But the 

trial court takes the impossible position that an individual is proved incompetent to refuse 

medical care simply by the fact that she refuses medical care. This reasoning renders the 

right at issue meaningless. See, e.g., United States v. Freeman, 479 F.3d 743, 749 (10th 

Cir. 2007) (“Refusal to consent to a search -- even agitated refusal -- is not grounds for 

reasonable suspicion”). See also Schmeltz v. Tracy, 119 Conn. 492, 495, 177 A. 520 

(1935) (right to bodily integrity is violated by unconsented-to surgery, regardless of whether 

surgery was harmful or helpful).  

 In light of the foregoing, the risk associated with failing to require the court to hold a 

adolescent capacity hearing prior to authorizing the petitioner to remove a fifteen to 

seventeen year-old adolescent from her parent’s home and force them to undergo 

unwanted medical treatment is unacceptably high, and the second prong of Mathews 
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likewise favors the appellants. 

D. The state’s interest in not providing a proper adolescent capacity 
hearing in cases like this is insufficient to overcome the interests of 
the appellants 

 
 The third prong of Mathews v. Eldridge, requires consideration of the government’s 

interest in not providing for psychological evaluations in certain circumstances, “including 

the function involved and the fiscal and administrative burdens that the additional or 

substitute procedural requirement would entail.”  Mathews v. Eldridge, 424 U.S. at 335. The 

petitioner in this case does not have a sufficient interest to overcome the factors reviewed 

in the first two prongs, both of which counsel in favor of requiring adolescent capacity 

hearings in certain cases. 

 The petitioner has two interests that are implicated by due process requiring trial 

courts to holding hearings in cases like this one. The first is its “fiscal and administrative 

interest in lessening the cost involved in termination proceedings”; the second is its parens 

patriae interest “in the accurate and speedy resolution of termination litigation in order to 

promote the welfare of the affected child.”  In re Alexander V., 223 Conn. at 565. With 

respect to the administrative interest, the cost of the hearings, including the costs 

associated with psychological evaluations and expert testimony, would not be prohibitive. 

Indeed, Connecticut already requires similar hearings in a variety of contexts, including 

competency hearings in the criminal, juvenile and probate courts, and where people are 

committed or forced to undergo psychotropic medical treatment.  

 Regarding the petitioner’s parens patriae interest, any interest that the petitioner has 

in minimizing procedures that might delay proper treatment for a child is tempered by 

ensuring a fair and accurate resolution of the child’s fundamental liberty interests. Cf. 

Santosky v. Kramer, 455 U.S. 745, 767 (1982) (“[T]he State registers no gain towards its 

declared goals when it separates children from the custody of fit parents”); Ake v. 

Oklahoma, 470 U.S. 68, 79 (1985) (due process requires state to appoint a psychiatrist to 
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assist criminal defendant prepare defense, in part, because “a State may not legitimately 

assert an interest in maintenance of a strategic advantage over the defense, if the result of 

that advantage is to cast a pall on the accuracy of the verdict obtained”). Indeed, without 

such a hearing it is impossible to assess the strength of the petitioner’s interests because 

those interests attenuate as the adolescent matures, where a competent parent 

conscientiously supports their child’s decision not to treat, and where less restrictive 

treatments may be available. See, e.g., In re E.G., 133 Ill. 2d at 111-12; Bellotti v. Baird, 

443 U.S. at 635  (state’s parens patriae interest tied to children’s’ inability to make informed 

decisions for themselves). Consequently, Mathews’ third prong likewise militates in favor of 

requiring adolescent capacity hearings in cases such as this one. 

 In view of the foregoing, all three prongs of the Mathews analysis support this Court 

requiring the juvenile court to hold a proper adolescent capacity hearing in cases where it is 

being asked by the state to force adolescents, ages fifteen through seventeen, to undergo 

medical treatment against their will. 

IV. State Constitutional Claims 
 

A. Standard of Review  
 
Plenary; strict scrutiny. See section II.A., above. 
 

B. Argument 
 
 If this Court concludes that the trial court’s decision passes muster under the federal 

constitution, Appellants assert that the substantive due process provisions contained in 

Article First, §§ 8, 9 and 10 of the Connecticut Constitution required the trial court to find 

that our state constitution provides Cassandra with a fundamental right to bodily integrity 

and that she and her mother share a fundamental right to family integrity, and that the 

Petitioner has not demonstrated that any compelling state interest should trump those 

rights.  

 This Court has noted “the important role of substantive due process in securing our 



 

 
 
 

38 

fundamental liberties”; ATC Partnership v. Windham, 251 Conn. 597,606 (1999), cert. 

denied, 530 U.S. 1214 (2000), and has recognized “that our state constitution may, in 

certain instances, afford greater substantive due process rights than the federal 

constitution.”  Ramos v. Vernon, 254 Conn. 799, 836 (2000). Indeed, because the 

“Connecticut constitution is an instrument of progress, it  . . . should not be interpreted too 

narrowly or too literally so that it fails to have contemporary effectiveness for all of our 

citizens.”  Kerrigan v. Comm'r of Pub. Health, supra, 289 Conn. at 156-57. In interpreting 

our state constitution, this Court’s analysis is informed by the six, familiar tools that were 

set forth in State v. Geisler, supra, 222 Conn. at 684-85; however, not all of these 

guideposts are relevant for every state constitutional claim. Kerrigan v. Comm'r of Pub. 

Health, supra, 289 Conn. at 157.  

1. The text and history of the Connecticut constitution 
 
 Our state constitution contains three expressions of due process that are relevant to 

Appellants’ claims. Article First, § 8 provides, in relevant part, that “[n]o person shall … be 

deprived of life, liberty or property without due process of law, …”  Article First, § 9, 

provides that “[n]o person shall be arrested, detained, or punished, except in cases clearly 

warranted by law.” Article First, § 10 provides in relevant part that “every person, for an 

injury done to him in his person, …, shall have remedy by due course of law, …”  That 

there are three separate expressions of protection against infringement upon personal 

liberty strongly suggests that our constitution may provide stronger safeguards than does 

the federal constitution. Moreover, while the text of our constitution does not explicitly 

provide heightened safeguards for parental rights, Connecticut’s treatment of both the 

concept of bodily integrity and the concept of parental rights prior to the constitution’s 

adoption in 1818 counsels in favor of affording greater protection under our state 

constitution. 
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 Both parental rights and the right to bodily integrity found explicit legal protection in 

Connecticut’s laws from as early as 1650, when Robert Ludlow penned his code. For 

example, the declaration of rights, which was appended to our Fundamental Orders, states: 

[N]o man’s life shall be taken away; no man’s honor or good name shall be stained; 
no man’s person shall be arrested, restrained, banished, dismembered, nor any way 
punished; no man shall be deprived of his wife or children; no man’s goods or estate 
shall be taken away from him nor any way indamaged, under the color of law, or 
continuance of authority; unless it be [according to due process of law]. 
 

(Emphasis added.)  The Code of 1650 of the General Court of Connecticut (S. Andrus pub. 

1830) p. 19. Similarly, as noted above, Chief Justice Zephaniah Swift stated that the right to 

bodily security was “inestimable.”  He also explained that “[t]he parent is the natural 

guardian of the child” and  “the nature of the connection between parent and child . . . is 

enforced by the strongest principles.”  2 Z. Swift, A System of the Laws of the State of 

Connecticut (1795) p. 205; see also Burk v. Phips, 1 Root 487 (Conn. Super. Ct. 1793) 

(parent “is the natural guardian of his minor children, and entitled to their services”). 

Because of this, our early law left “the duty of parents to furnish their children with proper 

education . . . very much to their own consciences.”  2 Z. Swift, p. 205.  

 Undoubtedly then, Connecticut’s early common law recognized both a natural right 

to bodily integrity and a right for parents to care for and direct the upbringing of their 

children. Although that right was not absolute, and included mutual duties that parents and 

children owed one another, our early case law suggests that any abrogation of that right 

was subject to strict scrutiny.  

2. Holdings and dicta of the this Court and Appellate Court 
 
 Both the Appellate Court and this Court have routinely acknowledged that a parent’s 

right to the care, custody and control of his or her children is a fundamental liberty interest, 

which includes “the most essential and basic aspect of familial privacy—the right of the 
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family to remain together without the coercive interference of the awesome power of the 

state.”  In re Alexander V., 223 Conn. at 561; In re Tremaine C., 117 Conn. App. 521, 529 

(2009). Moreover, this Court has cited the United States Supreme Court for the proposition 

that “no right is held more sacred, or is more carefully guarded, than the right of every 

individual to the possession and control of his own person, free from all restraint or 

interference of others, unless by clear and unquestioned authority of law.” Vega, 236 Conn. 

at 664, citing Botsford, 141 U.S. at 251. In addition to recognizing the fundamental nature 

of parental rights, this Court has been aggressive in safeguarding them. For example, this 

Court has held that strict scrutiny applies in reviewing legislation that infringes on parental 

rights, even though the United States Supreme Court has not yet explicitly stated it would 

afford a commensurate level of protection. Roth v. Weston, 259 Conn. 202, 217-18 (2002). 

 Thus, the sacred right of bodily integrity and the fundamental right of a parent to 

raise his or her children, in combination, merit the highest level of protection this Court can 

afford. In appropriate circumstances, that protection will go beyond the steps taken by the 

United States Supreme Court to safeguard those rights (as that court has suggested but 

not confirmed a fundamental constitutional right to refuse medical treatment).  

3. Persuasive and relevant federal precedent 
 
 As explained above, the Supreme Court has held that a fundamental right to decline 

medical treatment may reasonably be inferred from its prior decisions, and that it “cannot 

be disputed that the Due Process Clause protects and interest in life as well as an interest 

in refusing life-sustaining medical treatment.”  Cruzan, 497 U.S. at 281. That court also has 

adopted a mature minor rule with respect to the right of minors to obtain abortions, and 

several federal appellate courts have followed suit. (See cases cited in section I.B.2, 

above). On the question of family integrity, the Supreme Court has issued a series of 
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decisions from Meyer v. Nebraska, supra, 262 U.S. 390, to Troxel v. Granville, 530 U.S. 57, 

66 (2000), recognizing a fundamental liberty interest in a parent’s right to the care, custody 

and control of his or her children.  

4. Persuasive sister state decisions 
 
 As explained in detail in section I.B.2, above, of the five states to consider the 

question, three – Tennessee, Illinois and Maine - have adopted the rule that a mature minor 

should be allowed to make medical decisions for herself and that those decisions should be 

afforded great deference. Massachusetts has suggested in dicta that it could adopt such a 

rule, and Texas has declined to adopt the rule, although it did so in a case where the 

evidence was insufficient for it to make an appropriate determination. Thus, of the courts 

considering the question, a clear majority have decided that the mature minor doctrine is 

appropriate in cases like this one.  

5. Public Policy Considerations 
 
 In the context of discussing the reasons for adopting a mature minor rule in 

Connecticut (see generally section I.B. above), Appellants identified a number of state 

statues either allowing minors to make medical decisions without parental permission or 

treating minors as adults in other circumstances where the maturity of the minor was an 

important consideration. In section III.C.4, above, Appellants noted several studies 

indicating that minors are particularly able to make mature decisions where they have time 

to deliberate, as is the case with medical decisions.  These statutes and studies reflect a 

recognition that the age of majority is not a magic switch through which maturity is suddenly 

turned on. Connecticut public policy acknowledges that minors mature at different rates and 

that there are any number of situations where minors may possess the capacity to make 

reasoned decisions on their own.  



 

 
 
 

42 

 These factors, considered together suggest that this Court should find that our state 

constitution provides a greater due process right than does the federal constitution when it 

comes to the issues of bodily and family integrity. Protecting those rights under the state 

constitution thus requires that any imposition be subject to strict scrutiny and allowed only 

where it represents the least invasive alternative.  

CONCLUSION 
 
 For all of the foregoing reasons, the Appellants urge this Court to reverse the 

decision of the trial court and enter judgment for Appellants. Alternatively, if this Court 

determines that judgment cannot enter without additional fact finding, Appellants urge the 

Court to remand the matter to the trial court for an appropriate hearing. 

 

 

  
RESPONDENT, Jaqueline F.,    MINOR CHILD, Cassandra C., 
         
 
By__________ _______________     By_______________________ 
Michael S. Taylor      Joshua Michtom 
James P. Sexton      Office of the Chief Public Defender 
Assigned Counsel      Child Protection Unit 
TAYLOR & SEXTON, LLC    Juris Number: 433826 
PO Box 270139      330 Main Street 
West Hartford, CT 06127     Hartford, CT  06106 
Juris No. 436427      (860) 566-1341 
Phone:  860/325-0073     Fax (860) 566-1349 
Fax:       860/838-6801     Joshua.Michtom@jud.ct.gov 
mtaylor@taylorsexton.com 
jsexton@taylorsexton.com 

 



 

 

 
CERTIFICATION 

  
 
Pursuant to Practice Book § 67-2, I hereby certify the following: 
 

1. This brief and appendix comply with all provisions of this rule;   
 

2. This brief and appendix have been redacted or do not contain any names or other 
personal identifying information that is prohibited from disclosure by rule, statute, 
court order or case law; 

 
3. This brief and appendix are true copies of the brief and appendix that were 

submitted electronically pursuant to subsection (g) of this section; 
 

4. A true electronic copy of this brief and appendix were delivered via e-mail to the 
counsel of record listed below on December 26, 2014, and said electronic copies 
redacted any personal identifying information where necessary to comply with the 
provisions of this rule; 

 
 

5. In accord with Practice Book § 62-7, a copy of this brief and appendix was sent to 
each counsel of record, those trial judges who rendered a decision that is the subject 
of this appeal, and my client, on December 26, 2014, as further detailed below. 

 
 
VIA FIRST CLASS MAIL 
Attorney Andreas Spoerk  
Juris No. 425714 
PO Box 219 
Avon, CT 06001 
(860) 966-0074 
aspoerk@sbcglobal.net 
Trial Counsel for the Minor Child 
 
VIA FIRST CLASS MAIL 
Attorney Jon Reducha 
Juris No. 424342 
Rosenzweig, Fagan, Sheehan & Watson 
35 Pearl Street, Ste. 302 
New Britain, CT 06051 
(860) 225-8447 
Guardian Ad Litem for the Minor Child 
 
 
VIA FIRST CLASS MAIL 
Attorney Edward Joy 
Juris No. 424977 
128 East Center Street 
Manchester, CT 06040 
860-432-4065 
ejoylaw@gmail.com 
Trial Counsel for the Respondent Mother 
 
 



 

 

VIA FIRST CLASS MAIL 
AAG John Tucker 
Juris No. 414085 
AAG Rosemarie Weber 
Juris No. 434269 
Office of the Attorney General 
110 Sherman Street 
Hartford, CT 06105 
(860) 808-5480 
Counsel for the Petitioner Department of Children and Families 
 
 
VIA FIRST CLASS MAIL 
Attorney Daniel J. Krisch 
Halloran & Sage LLP 
One Goodwin Square 
225 Asylum Street 
Hartford, CT  06103 
Tel. (860) 297-4630 
Fax (860) 548-0006 
krisch@halloransage.com 
Counsel for Amicus, American Civil Liberties Union of CT Foundation 
 

 
 
 

  __________________________________   
            James P. Sexton, Esq. 
 
 
 
  
 




