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FAQ 

Treating Incarcerated Patients in Isolation 

Introduction 
This FAQ document provides licensees with additional guidance on understanding and 
implementing the expectations outlined in the Treating Incarcerated Patients in Isolation 
practice standard. 

Frequently asked questions 

Why was this practice standard created? 

The aim of the practice standard is to minimize the risk of situations in which an incarcerated 
patient experiences physical or psychological harm following prolonged time in isolation. 
The standard recognizes the growing body of evidence that isolation (such as segregation or 
solitary confinement) can significantly harm physical and mental health. Research and patient 
cases show that isolation can both cause and worsen mental illness symptoms. 

What guidelines is the standard based on? 

The practice standard is based on the United Nations Mandela Rules, which set international 
principles for the humane and dignified treatment of incarcerated individuals and the CMA 
Code of Ethics and Professionalism. 

What do the Mandela Rules say about isolation? 

The Mandela Rules: 

• Prohibit the use of isolation for individuals with existing physical and mental health 
conditions when those conditions would be exacerbated by it.  

• Limit isolation to a maximum of 15 consecutive days.  

• Consider prolonged or inappropriate use of isolation to be cruel, inhuman, or 
degrading treatment.  

Are licensees expected to prevent patients from being placed in isolation altogether? 

CPSBC recognizes that licensees do not make placement decisions for incarcerated people 
in correctional institutions. The standard is not designed to prevent patients from being 
placed in isolation but rather sets expectations for licensees to recommend a patient be 
removed from isolation in the event of an increased risk of harm as a result of isolation. 

https://www.cpsbc.ca/files/pdf/CPSBC-PS-Treating-Incarcerated-Patients-in-Isolation.pdf
https://www.unodc.org/documents/justice-and-prison-reform/Nelson_Mandela_Rules-E-ebook.pdf
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Does this standard apply to all forms of isolation or just solitary confinement? 

The practice standard applies broadly to isolation/segregation practices that restrict 
meaningful human contact. 

What are licensees expected to do to operationalize the standard? 

Licensees are expected to: 

• Monitor the health impacts of isolation on patients.  

• Advocate, to the best of their ability, for the removal of patients from isolation having 
regard to the institutional constraints of the system. 

• Recommend removal if 

o the patient’s physical and/or mental health deteriorates,  

o the patient has a pre-existing mental health condition and is symptomatic, or 

o the patient has been in isolation for 22 or more hours per day in excess of 15 
consecutive days.  

• Balance professional responsibilities with ethical obligations, prioritizing patient 
dignity and safety.  

What if the recommendation to remove a patient from isolation cannot be actioned for 
reasons outside of the licensee’s control? 

In cases such as these, licensees can: 

• Recommend providing the individual with human contact that is meaningful for more 
than two hours each day. 

• Be aware of, identify, document and offer to treat the mental and physical health 
implications of isolation on the patient. 

• Escalate concerns to a higher legal or medical authority in writing. 

What if a patient chooses isolation? 

If a patient voluntarily chooses to self-isolate, licensees must respect the patient’s autonomy 
and right to self-determination. Licensees remain responsible for providing appropriate care, 
including ongoing assessment and monitoring based on clinical need. 

What is considered a higher legal or medical authority? 

• Provincially, a higher authority includes the responsible physician, the appropriate 
division of the Provincial Health Services Authority’s Safe Reporting Office, the 
Investigation and Standards Office, the Minister of Health and the Minister of Public 
Safety. 

• Federally, a higher authority includes the penitentiary’s Chief of Health Services, the 
Office of the Correctional Investigator, the Minister of Health and the Minister of 
Public Safety. 
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What does “advocating for removal from isolation” actually look like in practice? 

• writing formal recommendations  

• escalating concerns  

• communicating with correctional staff  

• documenting concerns 

Do licensees decide whether someone is placed in isolation? 

No. Licensees do not make decisions about an incarcerated person’s placement. However, 
they play a critical role in identifying harm and advocating for changes when isolation 
negatively affects a patient’s health. CPSBC recognizes that these decisions may be out of a 
licensee’s control. While systemic barriers may limit what licensees can do directly, they are 
still expected to support progress in medicine through advocacy, in line with the CMA Code 
of Ethics and Professionalism. 

Are licensees responsible for assessing the conditions of a patient’s cell or 
environment? 

Licensees are not expected to conduct formal environmental inspections, as this 
responsibility typically lies with correctional staff. Instead, they are expected to: 

• Be attentive to environmental factors that may adversely affect patient health.  

• Identify concerns during clinical interactions in the medical record. 

• Communicate or escalate issues when potential health risks are identified. 

How does this standard address Indigenous-specific racism? 

The standard supports CPSBC’s commitment to addressing Indigenous-specific racism by 
recognizing that: 

• Indigenous Peoples are disproportionately incarcerated.  

• This over-incarceration is rooted in systemic racism, colonialism, and historical 
injustice. 

• Indigenous individuals may face harsher conditions, leading to more severe health 
consequences. 

How was the practice standard developed? 

The standard was created through collaboration with: 

• Prisoners’ Legal Services (PLS)  

• input from licensees, Indigenous advocates, and legal experts  

Why is this practice standard significant? 

This is considered a first-of-its-kind standard in Canada. The standard 
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• requires licensees to support practices that align with international human rights 
principles, 

• emphasizes licensees’ duty to act and advocate for change (to the best of their ability) 
when isolation harms patients, and 

• provides clear guidance for ethical care in correctional environments. 

What impact is this expected to have? 

The standard aims to 

• reduce the harmful use of isolation,  

• improve health outcomes for incarcerated individuals, 

• increase licensee awareness, and 

• prevent future harm, particularly among vulnerable populations.  
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