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In 2015, the United Nations adopted the revised Standard Minimum Rules for the Treatment of 
Prisoners, known as the Mandela Rules, which include provisions related to health care professionals 
working in prisons.1  
 
The World Medical Association has called on medical groups to provide clear guidance for physicians 
working in prisons to protest violations of human rights. It calls on “individuals and organized medical 
groups worldwide to encourage doctors to resist torture or any pressure to act contrary to ethical 
principles. It calls upon individual doctors to speak out against maltreatment and urges national and 
international medical organizations to support doctors who resist such pressure.”2  
 
Prisoners’ Legal Services (PLS) makes the following recommendations to the BC Provincial Health 
Services Authority (PHSA), Correctional Health Services for the adoption of policies that incorporate the 
Mandela Rules that apply to health care providers.  

                                                           
1 United Nations Standard Minimum Rules for the Treatment of Prisoners (the Nelson Mandela Rules). Adopted 17 

December 2015. Online: https://undocs.org/A/RES/70/175. [Mandela Rules]. The Mandela Rules are substantially 

the same as the Standard Minimum Rules for the Treatment of Prisoners, Adopted by the First United Nations 

Congress on the Prevention of Crime and the Treatment of Offenders, held at Geneva in 1955, and approved by 

the Economic and Social Council by its resolution 663 C (XXIV) of 31 July 1957 and 2076 (LXII) of 13 May 1977. In 

1975, Canada endorsed the Standard Minimum Rules and committed itself to full compliance and implementation.  

 
2 Office of the United Nations High Commissioner for Human Rights. Geneva. Professional Training Series No. 
8/Rev. 1. Istanbul Protocol. Manual on the Effective Investigation and Documentation of Torture and Other Cruel, 
Inhuman or Degrading Treatment or Punishment (2004) [Istanbul Protocol] at 12.  
 
The United Nations has called for guidelines concerning the prohibition against torture or cruel treatment of 
prisoners as far back as 1975. Article 5 of the 1975 Declaration on the Protection of All Persons from Being 
Subjected to Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment prohibits torture and other 
cruel, inhuman or degrading treatment or punishment, and requires the prohibition to “be included in such 
general rules or instructions as are issued in regard to the duties and functions of anyone who may be involved in 
the custody or treatment of [persons deprived of their liberty].” 
 

https://undocs.org/A/RES/70/175
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PLS urges the PHSA Correctional Health Services to adopt these proposed Mandela Rules guidelines, as 
they inform the existing domestic ethical rules that apply to medical professionals, such as the Canadian 
Medical Association’s 2004 Code of Ethics. These guidelines are intended to empower medical 
professionals to be able to “consider first the well-being of the patient”3 while working in the security-
focused prison context, which can present conflicting pressures. They provide specific guidance on how 
to “treat the patient with dignity and as a person worthy of respect”, “resist any influence or 
interference that could undermine…professional integrity” and “refuse to participate in or support 
practices that violate basic human rights”4 in a context in which patients have almost no control over 
their living conditions, the food they eat, their access to the outdoors or their contact with other people.  
 
 
1. Prohibition against participating in torture or cruel, inhuman or degrading treatment or 

punishment 
 
Rule 32 of the Mandela Rules establishes for physicians and other health care professionals an “absolute 
prohibition on engaging, actively or passively, in acts that may constitute torture or other cruel, 
inhuman or degrading treatment or punishment…”  
 
Mandela Rule 32 is a restatement of Principle 2 of the UN Principles of Medical Ethics5, adopted in 1982, 
which states:  
 

It is a gross contravention of medical ethics, as well as an offence under applicable 
international instruments, for health personnel, particularly physicians, to engage, 
actively or passively, in acts which constitute participation in, complicity in, incitement 
to or attempts to commit torture or other cruel, inhuman or degrading treatment or 
punishment.  
 

Rule 43 of the Mandela Rules prohibits indefinite solitary confinement and prolonged solitary 
confinement, which are considered “torture or other cruel, inhuman or degrading treatment or 
punishment”. Solitary confinement is defined as “the confinement of prisoners for 22 hours or more a 
day without meaningful human contact”. Prolonged solitary confinement is defined as “solitary 
confinement for a time period in excess of 15 consecutive days” (Rule 44). 
 
Rule 45 of the Mandela Rules prohibits the use of solitary confinement for prisoners who have mental or 
physical disabilities when their conditions would be exacerbated by its use. The UN Special Rapporteur 
on torture and other cruel, inhuman or degrading treatment or punishment considers the imposition of 
solitary confinement on people with mental disabilities for any amount of time to constitute cruel, 

                                                           
3 Canadian Medical Association, Code of Ethics, Fundamental Responsibilities, ¶ 1 (2004).  
 
4 Ibid. at ¶ 2, 7 and 9.  
 
5 The United Nations Principles of Medical Ethics relevant to the Role of Health Personnel, particularly Physicians, in 
the Protection of Prisoners and Detainees against Torture and Other Cruel, Inhuman or Degrading Treatment or 
Punishment, Adopted by the General Assembly resolution 37/194 on December 18, 1982 [UN Principles of Medical 
Ethics].  
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inhuman or degrading treatment in violation of Article 7 of the International Covenant on Civil and 
Political Rights and Article 16 of the Convention Against Torture.6  
 
Viewed together, these provisions prohibit health care providers from participating, actively or 
passively, in the solitary confinement of prisoners if they have disabilities that would be exacerbated by 
its use, or in any case for more than 15 days.  
 
Rule 46(1) of the Mandela Rules further clarifies that “Health-care personnel shall not have any role in 
the imposition of disciplinary sanctions or other restrictive measures.” 
 
In Bacon v Surrey Pretrial Services Centre, 2010 BCSC 805, Mr. Justice McEwan of the BC Supreme Court 
found that conditions in segregation or separate confinement at Surrey Pretrial constituted cruel and 
unusual treatment under s. 12 of the Charter, and an unlawful deprivation of the right to security of the 
person under s. 7 of the Charter. Mr. Justice McEwan found that torture existed at Surrey Pretrial. 
Psychologist Crain Haney gave expert evidence that the conditions in segregation were “very harsh and 
truly severe” being “equivalent in most respects” to the “most severe solitary or ‘supermax’-type 
facilities…in the United States”. Justice McEwan found that:  

 
The petitioner is kept in physical circumstances that have been condemned internationally. He is 
locked down 23 hours per day and kept in the conditions Professor Haney described as 
“horrendous”. These conditions would be deplorable in any civilized society, and are certainly 
unworthy of ours. They reflect a distressing level of neglect.  
…  
The deplorable physical conditions described by Prof. Haney, the unlawful deprivations, and the 
institutional lack of concern for the physical and psychological harm occasioned by those 
deprivations, suggest an institution operated in a manner at serious odds with its purposes…  
(¶ 293 and 344.) 
 

Research demonstrates that the negative health effects of solitary confinement occur after only a few 
days.7 The psychological effects of solitary confinement can include anxiety, depression, anger, cognitive 
disturbances, perceptual distortions, paranoia, psychosis and self-harm. Some of the negative health 
effects are long term, leading to a decline in brain activity that may not be reversible if the person was 
isolated for more than seven days.8 Other long term effects may include sleep disturbances, depression, 
anxiety, phobias, emotional dependence, confusion, and impaired memory and concentration. People 
who have experienced solitary confinement may also experience lasting personality changes, such as 
withdrawal, anger and fearfulness in social interactions which can prevent them from successfully 
reintegrating into regular prison units and into society after release from prison.9 
 
Research also shows that “solitary confinement often results in severe exacerbation of a previously 
existing mental condition” and increases the risk of self-harm and suicide.10 

                                                           
6 Report of the Special Rapporteur on torture and other cruel, inhuman or degrading treatment or punishment, Juan 
E. Méndez, UNGAOR, 66th Sess, UN Doc A/66/268 (5 August 2011) [Méndez Report] at ¶ 78.  
 
7 Ibid at ¶ 62.  
 
8 Supra note 6, Méndez Report, at ¶ 64.  
 
9 Supra note 6, Méndez Report, ¶ 65.  
 
10 Supra note 6, Méndez Report, at ¶ 67. 
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Solitary confinement can also cause physical health problems, including heart palpitations, sudden 
excessive sweating, insomnia, back and joint pains, deteriorating eyesight, poor appetite, weight loss, 
lethargy, weakness, shaking, feeling cold and aggravation of pre-existing medical problems.11 
 
The Essex Group12 notes that Rule 46 of the Mandela Rules, prohibiting medical staff from playing any 
role in imposing disciplinary sanctions or other restrictive measures, is “in line with the UN Principles of 
Medical Ethics relevant to the Role of Health Personnel, particularly Physicians, in the Protection of 
Prisoners and Detainees against Torture and Other Cruel, Inhuman or Degrading Treatment or 
Punishment. Similar provisions are included in the World Medical Association Statement on Body 
Searches of Prisoners, the International Council of Nurses Position Statement, and the Dual Loyalty 
Guidelines.”13  
 
The Essex Group clarifies that Rule 46 “means that [health care providers] must not assess whether a 
prisoner is medically ‘fit’ for the imposition of a sanction such as isolation”.  
 
The Essex Group notes that because solitary confinement is “inherently harmful to a person’s health”, 
making a fitness assessment would also violate Mandela Rules 43 and 2514. It stresses, however, that 
medical staff “should pay particularly close attention to the health of prisoners” in segregation once it is 
imposed. Medical staff should visit segregated prisoners daily and provide prompt medical assistance 
upon request.  
 
The UN Principles of Medical Ethics further prohibit any professional relationship with prisoners “the 
purpose of which is not solely to evaluate, protect or improve their physical and mental health.”15 These 
principles also establish that it is a contravention of medical ethics for health care professionals to 
provide fitness assessments for any treatment that “may adversely affect their physical or mental 
health”.16 

                                                           
 
11  Sharon A. Shalev, A sourcebook on solitary confinement (London: Mannheim Centre for Criminology, London 
School of Economics and Political Science, 2008) at 15-16. Online: 
http://solitaryconfinement.org/uploads/sourcebook_web.pdf. 
 
12 The Essex Group is a group of experts who met on April 7-8, 2016 at the University of Essex in Colchester, UK, 
organized by Penal Reform International and the Human Rights Centre at the University of Essex.  
 
13 Essex Paper 3: Initial guidance on the interpretation and implementation of the UN Nelson Mandela Rules. Based 
on deliberations at an expert meeting organized by Penal Reform International and Essex Human Rights Centre at 
the University of Essex, April 2016. Online: https://s16889.pcdn.co/wp-content/uploads/2016/10/Essex-3-
paper.pdf [Essex Paper 3].  
 
14 Mandela Rule 25:  1. Every prison shall have in place a health-care service tasked with evaluating, promoting, 

protecting and improving the physical and mental health of prisoners, paying particular attention to prisoners with 

special health-care needs or with health issues that hamper their rehabilitation. 2. The health-care service shall 

consist of an interdisciplinary team with sufficient qualified personnel acting in full clinical independence and shall 

encompass sufficient expertise in psychology and psychiatry. The services of a qualified dentist shall be available to 

every prisoner. 

 
15 Supra note 5, UN Principles of Medical Ethics, Principle 3.  
 
16 Supra note 5, UN Principles of Medical Ethics, Principle 4.  
 

http://solitaryconfinement.org/uploads/sourcebook_web.pdf
https://s16889.pcdn.co/wp-content/uploads/2016/10/Essex-3-paper.pdf
https://s16889.pcdn.co/wp-content/uploads/2016/10/Essex-3-paper.pdf
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Principle 5 of the UN Principles of Medical Ethics prohibits health care staff from participating in “any 
procedure for restraining a prisoner” unless it is based on “purely medical criteria” and does not present 
a risk to physical or mental health.  
 
The UN Principles of Medical Ethics apply at all times, even during emergencies (principle 6).  
 
The UN Istanbul Protocol points to the ethical codes that are so fundamental that they are universal – to 
alleviate suffering and avoid harm despite other pressures, to provide compassionate care, to do no 
harm and to respect patients’ rights.17 
 
The Istanbul Protocol states that doctors must refuse to comply with any procedures that may harm 
patients or leave them vulnerable to harm. They state that assessment of prisoners’ health to facilitate 
punishment or torture is “clearly unethical”.18  
 
The World Medical Association Declaration of Tokyo states: “The physician shall not be present during 
any procedure during which torture or any other forms of cruel, inhuman or degrading treatment is 
used or threatened.”19 The Declaration of Tokyo also prohibits physicians from condoning or 
participating in cruel, inhuman or degrading procedures.  
 
The World Health Organization provides guidance to doctors not to “collude in moves to segregation or 
restrict the movement of prisoners except on purely medical grounds, and they should not certify a 
prisoner as being fit for solitary confinement or any other form of punishment.” The World Health 
Organization also states that “doctors must follow the prisoner being punished with extreme vigilance”, 
visiting them daily “to assess their physical and mental state and determine any deterioration in their 
well-being”, noting that solitary confinement increases the risk for suicide.20  
 
The World Health Organization further states that “a decision to use restraints in situations of violence is 
not a medical act” and “the doctor must have no role in the process” and “medical staff should never 
carry out medical acts on prisoners who are under restraint (including handcuff[s]) unless they are 
suffering from acute mental illness with potential for immediate serious risk. If restraints must be used 
for medical purposes to prevent harm, the decision must be based on purely clinical criteria. 21  
 
BC Corrections policy is not in line with these international standards. The BC Corrections Adult Custody 
Policy provides that “[a] mental health professional reviews the impact of separate confinement” every 
30 days. Similarly, the Adult Custody Policy requires health care personnel to conduct physical 

                                                           
17 Supra note 2, Istanbul Protocol, at 13.  
 
18 Ibid. at 12 and 14.  
 
19 World Medical Association. Declaration of Tokyo – Guidelines for Physicians Concerning Torture and Other Cruel, 
Inhuman or degrading treatment or punishment in relation to detention and imprisonment,  Adopted by the 29th 
World Medical Assembly, Tokyo, Japan, October 1975, Revised by the 67th WMA General Assembly, Taipei, Taiwan, 
October 2016, [Declaration of Tokyo], ¶ 1, 4 and 6.  
 
20 World Health Organization. Prisons and Health. Edited by: Stefan Enggist, Lars Møller, Gauden Galea and 
Caroline Udesen (2014) [Prisons and Health] at 13. 
 
21 Ibid at 13.   
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assessments of prisoners in segregation for medical observation.22 But without a requirement that the 
mental health professional recommend removal from separate confinement if the prisoner’s mental 
health is negatively impacted, this amounts to a fitness assessment.23  
 
The Adult Custody Policy also provides for a fitness assessment by a health care professional of 
prisoners’ “medical status to identify medical concerns related to the restraint, prior to placement in a 
special restraint apparatus.” Policy requires a medical review within two hours of a prisoner being 
placed in “a special restraint apparatus”, or if no medical professional is on site, as soon possible after 
the professional starts their duties.24 This policy applies to restraints being used for security purposes. 
The medical assessment is purely a fitness assessment, which is prohibited by international law.   
 
PLS has viewed videos of uses of force on prisoners in the custody of BC Corrections in which nurses 
perform assessments of prisoners after a use of force, often involving the use of chemical agents, which 
in some cases last only a matter of seconds. These assessments are carried out in hallways and through 
the doors of segregation cells, in front of the officers who have just restrained, pepper sprayed or 
otherwise used force on the prisoner.  
 
Before the PHSA began providing health care for provincial prisoners, we viewed a video in which a 
nurse performed a check on a prisoner who was held in “the wrap” restraint (similar to a full body 
straitjacket) and a spit mask. This assessment took place part way through the seven hours during which 
time he was restrained this way. After the assessment, an officer loosened the wrap around his ankles 
because his feet had turned purple. In this video, the use of the wrap does not appear necessary for 
security reasons. The prisoner in this video repeatedly cried out in anguish for help. Following this 
incident, the prisoner was kept in isolation on suicide watch for a month with no pillow or clothing. He 
was only provided a suicide smock. He reported to PLS that he was not suicidal and felt that he was 
being punished for protesting the denial of his phone calls. 
 
We have heard many reports from prisoners of health care staff briefly checking on them through the 
cell door in segregation after they have been in isolation for well more than 15 days, sometimes for 
several months, often with pre-existing mental disabilities, and sometime when they have been actively 
engaging in self-harm.  
 
In these cases, there should be clear guidance in PHSA policy on when it is appropriate to refuse to 
assess someone as able to withstand further use of solitary confinement or the use of force, chemical 
agents or restraints. 
 

 
Recommended policy:  
 
Health care professions must not participate, actively or passively, in acts that may be considered 
torture or cruel, inhuman or degrading treatment or punishment. This includes playing any role in 
recommending or approving prisoners for segregation/separate confinement or the use of 
restraints, or by determining their medical fitness to continue these measures.  
 

 

                                                           
22 BC Corrections Adult Custody Policy Manual [Adult Custody Policy] at 1.21.4 (4) (Revised March 2013). 
 
23 Ibid. at 1.22.9 (8) and (10) (Revised December 2015). 
 
24 Supra note 21, Adult Custody Policy, at 1.3.7 (1)-(3) (Revised September 2016). 
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2. Duty to document and report ill-treatment  
 
Rule 33 of the Mandela Rules provides:  

 
The physician shall report to the prison director whenever he or she considers that a prisoner’s 
physical or mental health has been or will be injuriously affected by continued imprisonment or 
by any condition of imprisonment.25 

 
Rule 34 of the Mandela Rules provides:  

 
If, in the course of examining a prisoner upon admission or providing medical care to the 
prisoner thereafter, health-care professionals become aware of any signs of torture or other 
cruel, inhuman or degrading treatment or punishment, they shall document and report such 
cases to the competent medical, administrative or judicial authority. Proper procedural 
safeguards shall be followed in order not to expose the prisoner or associated persons to 
foreseeable risk of harm.  

 
Rule 46(3) of the Mandela Rules provides:  

 
Health-care personnel shall have the authority to review and recommend changes to the 
involuntary separation of a prisoner in order to ensure that such separation does not exacerbate 
the medical condition or mental or physical disability of the prisoner. 
 

As discussed above, the solitary confinement of prisoners for more than 15 days, or for any amount of 
time for those with mental disabilities that would be exacerbated by its use, is considered torture or 
cruel treatment. Therefore, medical staff have a duty to report the use of solitary confinement in these 
circumstances to the warden and to the “competent medical, administrative or judicial authority”, and 
to recommend that it be discontinued.  
 
The World Medical Association Declaration of Tokyo states that physicians have an ethical obligation to 
report abuses.26  
 
Guidance on the application of the Mandela Rules by Penal Reform International and the OSCE Office for 
Democratic Institutions and Human Rights states that health care providers have an “ethical and 
professional obligation to document and report any instance of torture and other ill-treatment that they 
become aware of,” noting that obligations to third parties cannot override that duty.27  
 
This Guidance Document provides that documentation of any physical injuries should be timely because 
they may be visible only for a short period of time. It provides guidance on what to record in the event 

                                                           
25 Rule 33 of the Mandela Rules is identical to Rule 25(2) of the 1955 UN Standard Minimum Rules for the 
Treatment of Prisoners, endorsed by Canada in 1975.   
 
26 Supra note 19, Declaration of Tokyo, ¶ 4.   
 
27 Penal Reform International and OSCE Office for Democratic Institutions and Human Rights (ODIHR), Guidance 
Document on the Nelson Mandela Rules, (Warsaw and London: 2018) [Guidance Document] at page 158. Citing 
WMA Declaration of Tokyo Guidelines for physicians concerning torture and other cruel, inhuman, or degrading 
treatment or punishment in relation to detention and imprisonment, 29th WMA October 1975, Article 1. 
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of a health professional witnessing ill-treatment or an allegation of ill-treatment by a patient, and 
recommends that the patient be provided with immediate psychological support and counselling, as 
well as follow-up care to address therapeutic and other needs.28  
 
The Guidance Document recommends that the health provider keep a trauma register to record all 
types of injuries so that the health care service can compile periodic statistics of injuries observed in 
prison for prison management and the relevant ministries.29  
 
Similarly, the Essex Group notes that health care providers must record all signs of ill-treatment in the 
prisoner’s medical file and to compile periodic statistics on the types of injuries observed for submission 
to the prison administration and ministry of justice.30  
 
The Essex Group interprets Mandela Rule 46(3) as providing health care staff with the authority to 
recommend discontinuation of solitary confinement to ensure that physical or mental disabilities are 
not exacerbated, noting that it “provides a route for the health care staff to advise the prison 
administration on a harmful practice for so long as it persists and until it is phased out”.31 
 
The UN Istanbul Protocol provides further guidance on the investigation of torture and cruel treatment 
in prison, noting that effective documentation is one of the most fundamental ways to protect 
individuals from torture and cruel treatment.32  
 
The Istanbul Protocol lists the following among torture methods (all of which have been reported to PLS 
by prisoners in BC Corrections’ custody): 
 

 solitary confinement;  

 prolonged constraint of movement;   

 forced positioning;  

 unhygienic conditions;  

 irregular or contaminated food;  

 denial of privacy and forced nakedness; and   

 manipulation of brightness of the cell.33  
 
The Istanbul Protocol provides guidance on the duty of individual health care professionals to speak out 
against mistreatment and for their bodies to provide clear guidance to protest human rights violations: 
 

Health professionals also have a duty to support colleagues who speak out against human rights 
violations. Failure to do so risks not only an infringement of patient rights and a contravention of 
the declarations listed above but also brings the health professions into disrepute. Tarnishing 

                                                           
28 Ibid at page 161.  
 
29 Supra note 5, UN Principles of Medical Ethics, at page 161.  
 
30 Supra note 13, Essex Paper 3, at page 273-274.  
 
31 Supra note 13, Essex Paper 3, at 74-75.  
 
32 Supra note 2, Istanbul Protocol, at 1. 
 
33 Supra note 2, Istanbul Protocol, at 29.  
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the honour of the profession is considered to be serious professional misconduct. The World 
Medical Association’s resolution on human rights calls on all national medical associations to 
review the human rights situation in their own countries and ensure that doctors do not conceal 
evidence of abuse even where they fear reprisal. It requires national bodies to provide clear 
guidance, especially for doctors working in the prison system, to protest alleged violations of 
human rights and provide effective machinery for investigating doctors’ unethical activities in 
the human rights sphere. It also requires that they support individual doctors who call attention 
to human rights abuses. The World Medical Association’s subsequent Declaration of Hamburg 
reaffirms the responsibility of individuals and organized medical groups worldwide to encourage 
doctors to resist torture or any pressure to act contrary to ethical principles. It calls upon 
individual doctors to speak out against maltreatment and urges national and international 
medical organizations to support doctors who resist such pressure.34 
 

The Istanbul Protocol further provides that: 
 

Doctors have a duty to monitor and speak out when services in which they are involved are 
unethical, abusive, inadequate or pose a potential threat to patients’ health. In such cases, they 
have an ethical duty to take prompt action as failure to take an immediate stand makes protest 
at a later stage more difficult. They should report the matter to appropriate authorities or 
international agencies who can investigate, but without exposing patients, their families or 
themselves to foreseeable serious risk of harm. Doctors and professional associations should 
support colleagues who take action on the basis of reasonable evidence.35  

 
The World Medical Association Resolution on the Responsibility of Physicians in the Documentation and 
Denunciation of Acts of Torture or Cruel or Inhuman or Degrading Treatment provides further guidance 
for medical professionals working in prisons. This resolution recognizes “[t]hat careful and consistent 
documentation and denunciation by physicians of cases of torture and of those responsible contributes 
to the protection of the physical and mental integrity of victims and in a general way to the struggle 
against a major affront to human dignity”.36 The resolution further recognizes that physicians are 
“privileged witnesses” of violations of human rights and that victims are often unable to bring 
complaints on their own behalves.37 
 
The resolution recommends that national medical associations attempt to ensure that physicians assess 
and document symptoms of torture or ill-treatment in the patient’s medical records, promote 

                                                           
34 Supra note 2, Istanbul Protocol, at 12.  
 
35 Supra note 2, Istanbul Protocol, at 15. The Istanbul Protocol provides the following direction concerning 

confidentiality of the patient’s information: “[Prison] doctors must bear in mind the best interests of the patient 

and their duties of confidentiality to that person, but the moral arguments for the doctor to denounce evident 

maltreatment are strong, since prisoners themselves are often unable to do so effectively. Where prisoners agree 

to disclosure, no conflict arises and the moral obligation is clear. If a prisoner refuses to allow disclosure, doctors 

must weigh the risk and potential danger to that individual patient against the benefits to the general prison 

population and the interests of society in preventing the perpetration of abuse.”  

  
36 World Medical Association. Resolution on the Responsibility of Physicians in the Documentation and 
Denunciation of Acts of Torture or Cruel or Inhuman or Degrading Treatment. Adopted by the 54th WMA General 
Assembly, Helsinki (September 2003) and amended by the 58th WMA General Assembly, Copenhagen (October 
2007) at ¶ 16.  
 
37 Ibid. at ¶ 17 and 18.  
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awareness of the Istanbul Protocol, promote training for doctors on identifying symptoms of specific 
forms of torture and in using the documentation techniques set out in the Istanbul Protocol, promote 
awareness of the correlation between examination findings, understanding torture methods and the 
patient’s reporting of abuse, and facilitate production of medical reports for submission to judicial and 
administrative bodies.  
 
The resolution also recommends that national medical associations support the adoption of rules and 
legislation that affirms the ethical obligations of doctors to report or denounce acts of torture or cruel 
treatment to medical, legal, national or international authorities, or to non-governmental organizations.  
 
In the context of prisoners held in BC Corrections custody in separate confinement or segregation, 
medical professionals have a duty to record the effects of isolation on the patient in their PAC log and 
recommend to the warden that the isolation end if health deteriorates or if the isolation lasts for more 
than 15 days. If the isolation is continued, medical professionals have an ethical duty to report the 
treatment to outside authorities, including the Investigation and Standards Office, the BC Office of the 
Ombudsperson, the BC Human Rights Commission (when it is established), PLS and the Ministries of 
Public Safety and Health.  
 
Medical professionals also have a duty to perform complete medical assessments of prisoners who have 
been subject to uses of force or other incidents that cause harm. These assessments should occur in 
private, should be thorough, and should attend to both the physical and psychological needs of the 
patient. 
 

Recommended policy:  
 
All staff must record all observations of signs of ill-treatment of patients by correctional staff in 
the PAC. This may include any injuries or psychological trauma suffered from uses of force or 
restraints, or any physical or psychological effects of isolation including observation, Enhanced 
Supervision Placement (ESP), segregation or separate confinement.  
 
The record of signs of ill-treatment should include:  

 

 A statement by the patient after interviewing them, including their description of their 
state of health and any allegations of ill-treatment;  

 A full account of objective medical findings based on a thorough medical examination 
and psychological interview, including a record of traumatic injuries on a form for this 
purpose (with body charts for marking injuries); 

 Photographs of any visible injuries (taken as soon as possible and within 24 hours);   

 The health care professional’s observations in light of the above, indicating the 
consistency between any allegations made and the objective medical or psychological 
findings;  

 The results of additional examinations, detailed conclusions of specialists consulted; and  

 A description of the treatment given and any procedures performed.  
 

In all cases of ill-treatment the patient should be immediately provided with appropriate, 
professional and confidential psychological support and counselling. A follow up care plan 
should be developed to evaluate the patient’s therapeutic and other needs and to monitor the 
patient for signs of post-traumatic stress disorder.  
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The Correctional Health Services will compile periodic statistics of injuries observed in prison, for 
the attention of prison management and the Investigation and Standards Office, the BC Office of 
the Ombudsperson, the BC Human Rights Commission (when it is established), PLS, a Legislative 
Officer, and the Ministries of Public Safety and Health. 
 
In every case in which a health care provider observes mental or physical health deterioration as 
a result of treatment or a condition of confinement, including the use of isolation, segregation, 
ESP or separate confinement, the health care provider must recommend to the warden that the 
treatment or condition of confinement be terminated. Health care providers must also report 
any use of isolation on prisoners who suffer from a mental or physical disability that would be 
exacerbated by isolation for any amount of time, or the use of isolation on any prisoner for 
more than 15 days. If the treatment or condition of confinement is not terminated, the health 
care provider must report the treatment to the Executive Director of Correctional Health 
Services, who must report the treatment to the Investigation and Standards Office, the BC Office 
of the Ombudsperson, the BC Human Rights Commission (when it is established), PLS, a 
Legislative Officer, and the Ministries of Public Safety and Health.  

  
 
3. Duty to Inspect and advise on conditions of confinement  

 
Mandela Rule 35 provides: 
 
1. The physician or competent public health body shall regularly inspect and advise the prison 

director on:  
 
(a) The quantity, quality, preparation and service of food;  
(b) The hygiene and cleanliness of the institution and the prisoners;  
(c) The sanitation, temperature, lighting and ventilation of the prison;  
(d) The suitability and cleanliness of the prisoners’ clothing and bedding;  
(e) The observance of the rules concerning physical education and sports, in cases where there 

is no technical personnel in charge of these activities.38  
 

2. The prison director shall take into consideration the advice and reports provided in accordance 
with paragraph 1 of this rule and rule 33 and shall take immediate steps to give effect to the 
advice and the recommendation in the reports. If the advice and the recommendations do not 
fall within the prison director’s competence or if he or she does not concur with them, the 
director shall immediately submit to a higher authority his or her own report and the advice or 
recommendations of the physician or competent public health body.  

 
PLS’ clients have reported concerns about many of the issues listed above, including food tampering by 
staff in segregation units, cells and mattresses contaminated with blood and feces, and being denied an 
hour of outdoor exercise each day while in segregation.  
 
The PHSA Correctional Health Services should ensure that its policies include a delegation to specific 
staff of the responsibility to inspect these conditions of confinement in all areas where people are 
detained, including in segregation and observation cells.  
 

Recommended policy:  

                                                           
38 Mandela Rule 35(1) is virtually identical to Rule 26(1) of the 1955 UN Standard Minimum Rules for the Treatment 
of Prisoners, endorsed by Canada in 1975.  
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A designated centre physician shall inspect the following in all areas of the centre where 
prisoners are detained, including in segregation and observation cells, on a weekly basis:  

 
(a) The quantity, quality, preparation and service of food;  
(b) The hygiene and cleanliness of the institution and the prisoners;  
(c) The sanitation, temperature, lighting and ventilation of the prison;  
(d) The suitability and cleanliness of the prisoners’ clothing and bedding;  
(e) The observance of the rule for a daily hour of outdoor exercise;  
(f) That each cell has a view to the outside world; and 
(g) The provision of adequate daily meaningful activities and meaningful human contact, 

including access to radio, television, reading materials, games and counselling.  
 

The designated physician shall report their findings and recommendations to the warden of the 
centre, the Executive Director of the PHSA Correctional Health Services and the Director of BC 
Corrections. If any unsatisfactory conditions of confinement are not addressed, the designated 
physician shall advise the Executive Director of the PHSA Correctional Health Services who shall 
report the findings and recommendations to the competent public health body, the 
Investigation and Standards Office, the BC Office of the Ombudsperson, the BC Human Rights 
Commission (when it is established), PLS, a Legislative Officer, and the Ministries of Public Safety 
and Health. 

 
 
 


