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Directives et déclarations au sujet de la grève
de la faim et de l’alimentation forcée

les pages suivantes présentent une sélection de directives ayant vocation à donner

des informations aux médecins en matière de grève de la faim et d’alimentation

forcée. Vous y trouverez un extrait des directives de l’Académie Suisse des Sciences

Médicales (ASSM), la déclaration de Malte de la World Medical Association (WMA)

et un extrait de la déclaration de Tokyo de la même WMA.

Extrait des directives médico-éthiques de l’ASSM

WMA Declaration of Malta on Hunger Strikers2

Exercice de la médecine auprès
de personnes détenues1

9. grève de la faim
9.1 En cas de grève de la faim, la personne détenue

doit être informée par le médecin de manière ob-
jective et répétée des risques inhérents à un jeûne
prolongé.

9.2 Sa décision doit être médicalement respectée,
même en cas de risque majeur pour la santé,
lorsque sa pleine capacité d’autodétermination a
été confirmée par un médecin n’appartenant pas
à l’établissement.

9.3 Si elle tombe dans le coma, le médecin inter-
vient selon sa conscience et son devoir profes-

Preamble
1. Hunger strikes occur in various contexts but they

mainly give rise to dilemmas in settings where
people are detained (prisons, jails and immigra-
tion detention centres). They are often a form of
protest by people who lack other ways of making
their demands known. In refusing nutrition for a
significant period, they usually hope to obtain
certain goals by inflicting negative publicity on
the authorities. Short-term or feigned food refus-
als rarely raise ethical problems. Genuine and pro-
longed fasting risks death or permanent damage
for hunger strikers and can create a conflict of val-
ues for physicians. Hunger strikers usually do not
wish to die but some may be prepared to do so to
achieve their aims. Physicians need to ascertain
the individual’s true intention, especially in collec-
tive strikes or situations where peer pressure may

1 Exercice de la médecine
auprès de personnes
détenues. Bull Méd Suisses.
2002;83(1/2):28–32.
www.samw.ch/de/Ethik/
Richtlinien/Aktuell-gueltige-
Richtlinien.html
Ces lignes directrices se
retrouvent dans le Code de
déontologie de la FMH,
annexe 1, chapitre C
(www.fmh.ch/files/pdf4/
Anhang1_fr_2010/01.pdf)

2 www.wma.net/en/
30publications/10policies/
h31/index.html

sionnel à moins que la personne n’ait laissé
des directives explicites s’appliquant en cas de
perte de connaissance pouvant être suivie de
wmort.

9.4 Tout médecin qui fait face à un jeûne de protesta-
tion doit faire preuve d’une stricte neutralité à
l’égard des différentes parties et doit éviter tout
risque d’instrumentalisation de ses décisions mé-
dicales.

9.5 Malgré le refus d’alimentation formulé, le méde-
cin s’assure que de la nourriture est quotidienne-
ment proposée au gréviste.

be a factor. An ethical dilemma arises when hunger
strikers who have apparently issued clear instruc-
tions not to be resuscitated reach a stage of cogni-
tive impairment. The principle of beneficence
urges physicians to resuscitate them but respect
for individual autonomy restrains physicians from
intervening when a valid and informed refusal
has been made. An added difficulty arises in custo-
dial settings because it is not always clear whether
the hunger striker’s advance instructions were
made voluntarily and with appropriate informa-
tion about the consequences. These guidelines
and the background paper address such difficult
situations.

Principles
2. Duty to act ethically. All physicians are bound by

medical ethics in their professional contact with
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vulnerable people, even when not providing ther-
apy. Whatever their role, physicians must try to
prevent coercion or maltreatment of detainees and
must protest if it occurs.

3. Respect for autonomy. Physicians should respect
individuals’ autonomy. This can involve difficult
assessments as hunger strikers’ true wishes may not
be as clear as they appear. Any decisions lack moral
force if made involuntarily by use of threats, peer
pressure or coercion. Hunger strikers should not
be forcibly given treatment they refuse. Forced
feeding contrary to an informed and voluntary
refusal is unjustifiable. Artificial feeding with the
hunger striker’s explicit or implied consent is ethi-
cally acceptable.

4. «Benefit» and «harm». Physicians must exercise
their skills and knowledge to benefit those they
treat. This is the concept of «beneficence», which is
complemented by that of «non-maleficence» or
primum non nocere. These two concepts need to
be in balance. «Benefit» includes respecting indi-
viduals’ wishes as well as promoting their welfare.
Avoiding «harm» means not only minimising
damage to health but also not forcing treatment
upon competent people nor coercing them to stop
fasting. Beneficence does not necessarily involve
prolonging life at all costs, irrespective of other
values.

5. Balancing dual loyalties. Physicians attending hun-
ger strikers can experience a conflict between their
loyalty to the employing authority (such as
prison management) and their loyalty to patients.
Physicians with dual loyalties are bound by the
same ethical principles as other physicians, that is
to say that their primary obligation is to the indi-
vidual patient.

6. Clinical independence. Physicians must remain
objective in their assessments and not allow third
parties to influence their medical judgement. They
must not allow themselves to be pressured to
breach ethical principles, such as intervening med-
ically for non-clinical reasons.

7. Confidentiality. The duty of confidentiality is im-
portant in building trust but it is not absolute. It
can be overridden if non-disclosure seriously harms
others. As with other patients, hunger strikers’
confidentiality should be respected unless they
agree to disclosure or unless information sharing
is necessary to prevent serious harm. If individu-
als agree, their relatives and legal advisers should
be kept informed of the situation.

8. Gaining trust. Fostering trust between physicians
and hunger strikers is often the key to achieving
a resolution that both respects the rights of the
hunger strikers and minimises harm to them.
Gaining trust can create opportunities to resolve
difficult situations. Trust is dependent upon phy-
sicians providing accurate advice and being frank
with hunger strikers about the limitations of what

they can and cannot do, including where they can-
not guarantee confidentiality.

Guidelines for the management
of hunger strikers

9. Physicians must assess individuals’ mental capac-
ity. This involves verifying that an individual
intending to fast does not have a mental impair-
ment that would seriously undermine the person’s
ability to make health care decisions. Individuals
with seriously impaired mental capacity cannot
be considered to be hunger strikers. They need to
be given treatment for their mental health prob-
lems rather than allowed to fast in a manner that
risks their health.

10. As early as possible, physicians should acquire a
detailed and accurate medical history of the person
who is intending to fast. The medical implications
of any existing conditions should be explained to
the individual. Physicians should verify that hun-
ger strikers understand the potential health con-
sequences of fasting and forewarn them in plain
language of the disadvantages. Physicians should
also explain how damage to health can be mini-
mised or delayed by, for example, increasing fluid
intake. Since the person’s decisions regarding a
hunger strike can be momentous, ensuring full pa-
tient understanding of the medical consequences
of fasting is critical. Consistent with best practices
for informed consent in health care, the physician
should ensure that the patient understands the
information conveyed by asking the patient to
repeat back what they understand.

11. A thorough examination of the hunger striker
should be made at the start of the fast. Manage-
ment of future symptoms, including those
unconnected to the fast, should be discussed with
hunger strikers. Also, the person’s values and
wishes regarding medical treatment in the event
of a prolonged fast should be noted.

12. Sometimes hunger strikers accept an intravenous
saline solution transfusion or other forms of med-
ical treatment. A refusal to accept certain inter-
ventions must not prejudice any other aspect of
the medical care, such as treatment of infections
or of pain.

13. Physicians should talk to hunger strikers in privacy
and out of earshot of all other people, including
other detainees. Clear communication is essential
and, where necessary, interpreters unconnected
to the detaining authorities should be available
and they too must respect confidentiality.

14. Physicians need to satisfy themselves that food or
treatment refusal is the individual’s voluntary
choice. Hunger strikers should be protected from
coercion. Physicians can often help to achieve
this and should be aware that coercion may come
from the peer group, the authorities or others,
such as family members. Physicians or other health
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care personnel may not apply undue pressure of
any sort on the hunger striker to suspend the
strike. Treatment or care of the hunger striker
must not be conditional upon suspension of the
hunger strike.

15. If a physician is unable for reasons of conscience
to abide by a hunger striker’s refusal of treatment
or artificial feeding, the physician should make
this clear at the outset and refer the hunger striker
to another physician who is willing to abide by
the hunger striker’s refusal.

16. Continuing communication between physician
and hunger strikers is critical. Physicians should
ascertain on a daily basis whether individuals wish
to continue a hunger strike and what they want
to be done when they are no longer able to com-
municate meaningfully. These findings must be
appropriately recorded.

17. When a physician takes over the case, the hunger
striker may have already lost mental capacity so
that there is no opportunity to discuss the indivi-
dual’s wishes regarding medical intervention to
preserve life. Consideration needs to be given to
any advance instructions made by the hunger
striker. Advance refusals of treatment demand
respect if they reflect the voluntary wish of the in-
dividual when competent. In custodial settings,
the possibility of advance instructions having
been made under pressure needs to be conside-
red. Where physicians have serious doubts about
the individual’s intention, any instructions must
be treated with great caution. If well informed
and voluntarily made, however, advance instruc-
tions can only generally be overridden if they be-
come invalid because the situation in which the
decision was made has changed radically since
the individual lost competence.

18. If no discussion with the individual is possible
and no advance instructions exist, physicians have
to act in what they judge to be the person’s best
interests. This means considering the hunger strik-
ers’ previously expressed wishes, their personal
and cultural values as well as their physical health.
In the absence of any evidence of hunger strikers’
former wishes, physicians should decide whether
or not to provide feeding, without interference
from third parties.

19. Physicians may consider it justifiable to go against
advance instructions refusing treatment because,
for example, the refusal is thought to have been
made under duress. If, after resuscitation and hav-
ing regained their mental faculties, hunger strikers
continue to reiterate their intention to fast, that
decision should be respected. It is ethical to allow
a determined hunger striker to die in dignity rather
than submit that person to repeated interventions
against his or her will.

20. Artificial feeding can be ethically appropriate if
competent hunger strikers agree to it. It can also
be acceptable if incompetent individuals have left
no unpressured advance instructions refusing it.

21. Forcible feeding is never ethically acceptable.
Even if intended to benefit, feeding accompanied
by threats, coercion, force or use of physical re-
straints is a form of inhuman and degrading treat-
ment. Equally unacceptable is the forced feeding
of some detainees in order to intimidate or coerce
other hunger strikers to stop fasting.

(Adopted by the 43rd World Medical Assembly Malta,
November 1991 and editorially revised at the 44th World
Medical Assembly Marbella, Spain, September 1992 and
revised by the WMA General Assembly, Pilanesberg,
South Africa, October 2006)

Extract from the WMA Declaration of Tokyo3

Guidelines for Physicians Concerning Torture
and other Cruel, Inhuman or Degrading
Treatment or Punishment in Relation to
Detention and Imprisonment
6. Where a prisoner refuses nourishment and is con-

sidered by the physician as capable of forming an
unimpaired and rational judgment concerning

the consequences of such a voluntary refusal of
nourishment, he or she shall not be fed artificially.
The decision as to the capacity of the prisoner
to form such a judgment should be confirmed by
at least one other independent physician. The
consequences of the refusal of nourishment shall
be explained by the physician to the prisoner.

3 Version complète sur le site
www.wma.net/en/
30publications/10policies/
c18/index.html


