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A 25-year-old woman who is handcuffed was 
brought to the emergency department in the 
custody of police officers. She has type 1 dia-
betes and last took her insulin over a day ago. 
She is slurring her words and appears 
fatigued. She asks if her sugar can be checked. 
The officers request that she be treated and 
stabilized before she is taken to the local cor-
rectional facility. They expect the patient to 
remain in detention for several days and ask if 
her urine can be checked for drugs.

Does the patient have to remain in 
handcuffs?
Concerns regarding privacy, confidentiality and 
legal consequences may prevent a patient in cus-
tody from discussing relevant aspects of medical 
history in the presence of security staff. Physical 
restraints, such as handcuffs, may cause physical 
and emotional discomfort, obstruct the physical 
examination and undermine the patient’s trust and 
confidence in the physician’s professional indepen-
dence.1 This is particularly important because there 
are high rates of morbidity and mortality across a 
variety of health status indicators in patients who 
experience detention and incarceration.2,3 Health 
care encounters can be an affirmative opportunity 
to enhance health in this population, and a recent 
systematic review showed that health care interven-
tions can improve the health of this population 
while in custody and at the time of release.4

It is reasonable for physicians to request 
accommodations to facilitate an assessment, such 
as asking security staff to leave the room, stand on 
the other side of a curtain or barrier, or remove 
restraints during an examination. Police officers 
and correctional authorities have the authority to 
decide whether to remove restraints or to leave the 
patient, and may make this decision in consider-
ation of the risk of danger or flight by the patient.

Are the patient’s charges or convictions a 
part of history-taking?
This information is usually not pertinent to 
patient care in any clinical setting, but there are 

exceptions such as a forensic psychiatric assess-
ment. A recent observational study in the United 
States found that knowledge of criminal history 
may lead to discrimination by health care work-
ers.5 In the absence of clinical relevance and with 
the risk of bias in mind, it is not necessary to ask 
this patient for details of criminal involvement as 
part of the routine history.

What clinical information can be shared 
with the police officers?
A physician’s ethical obligations regarding con-
fidentiality, including legislated exceptions,6 are 
not contingent on legal status and therefore 
extend to persons in custody.7

It may be clinically useful for physicians to 
obtain collateral history from police or correc-
tional officers.7 Physicians should not disclose 
information about the patient’s clinical status or 
management to security staff, except for the 
patient’s disposition (e.g., whether the patient 
requires admission to hospital) and any informa-
tion that would be considered essential while the 
patient is in their custody.8 In Ontario, for exam-
ple, essential information is limited to informa-
tion that could eliminate or reduce “a significant 
risk of serious bodily harm to a person [includ-
ing the patient] or group of persons.”8

Should the patient’s urine be tested for 
drugs at the officers’ request?
In specific situations (e.g., when a person is sus-
pected of having operated a vehicle under the 
influence of drugs or alcohol within the previous 
3 hr), police and correctional officers in Canada 
are authorized to ask physicians to obtain sam-
ples, such as blood or urine, for investigation.9 
Treating physicians are not obligated to comply 
with such police requests and should only comply 
with the patient’s consent.10 Therefore, for this 
patient, as with any other, the physician should 
only test her urine for illicit drugs if clinically 
indicated, and if the patient consents to the test.

International guidelines for physicians treating 
patients who are detained or imprisoned specify 
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that, regardless of known or suspected charges or 
convictions, physicians “shall not countenance, 
condone or participate in … forms of cruel, inhu-
man or degrading procedures,”11 such as exami-
nations or procedures for the purposes of a crimi-
nal investigation.12 Further, the physician “must 
have complete clinical independence in deciding 
upon the care of a person for whom he or she is 
medically responsible.”11

How should continuity of care be assured 
at the time of discharge for this patient?
When the patient is ready for discharge, the physi-
cian should outline the requirements for follow-up 
at the correctional facility, including access to glu-
cose testing equipment, insulin and health care 
staff. Consistent with practice standards for dis-
charge,6 this may include calling the health care 
staff at the correctional facility to discuss the 
patient’s clinical status and need for follow-up. 
Depending on the complexity and urgency of the 
information to be shared, this communication may 
be done by fax or by sending information in a 
sealed envelope that is addressed to the health care 
staff at the correctional facility and either given to 
the patient or security staff accompanying her.

Health care staff at correctional facilities are 
licensed health care professionals, and it is 
appropriate to share relevant clinical informa-
tion with them for continuity of care unless the 
patient expressly withdraws or withholds con-
sent to the disclosure of this information.13

Case revisited
Based on the physician’s request, the police agreed 
to remove the handcuffs and leave the room. The 
police were told that it would take several hours to 
complete the patient assessment and that the physi-
cian would update them about the patient’s dispo-
sition when possible. The physician took a history 
and performed a physical examination, guided by 
the patient’s request to have her glucose checked, 
her history of type 1 diabetes and statement that 
she had not taken insulin for more than a day. The 
patient reported that she injected oxycodone sev-
eral times the previous day and her drug use made 
it hard for her to manage her diabetes.

The physician determined that the patient was 
capable of providing informed consent and  
ordered laboratory investigations. These tests 
showed that the patient was in diabetic ketoacido-
sis and appropriate treatment was started.

The physician explained to the officers that 
there was no clinical indication for drug screen-
ing, and the test would not be ordered. The phy-
sician also updated the officers about the antici-
pated length of the patient’s stay in hospital, but 
did not discuss the patient’s drug use or other 

aspects of the patient’s assessment and manage-
ment with them.

The following morning, the patient was ready to 
be discharged. The physician contacted the health 
care staff at the correctional facility to discuss the 
treatment plan and provided the patient with writ-
ten discharge instructions to share with them. The 
physician explained to the patient that her care had 
been discussed with health care staff at the facility 
and then reviewed symptoms that she should report 
to the police officers or correctional staff. The phy-
sician also recommended that the patient meet with 
health care staff at the facilty to discuss the man-
agement of her diabetes and her drug use.
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