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Voluntary total fasting in political prisoners
and biochetnical observations
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Abstract Thirty-three political prisoners on hunger strike
(voluntary total fast -'VTF) for 6 - 24 days were
ac:bnitted to two hospitals in Johannesburg in 1989.
They had been detained without trial for 4 - 32
months. Sound doctor-patient relationships were
established by eDlphasis of the principle of full
patient participation in clinical decision-Dlaking
at every level, by rejection of police interference in
patient care, and by refusal to discharge subjects
back into detention. Depression and abdoDlinal
pains were the predoDlinant SymptODlS. In 6 lean
subjects with cODlplete data the expected initial
period of rapid weight loss was not observed.
Before hospitalisation most subjects became dehy­
drated from inadequate fluid intake and an appar­
ent absence of thirst. Serum creatinine concentra­
tions were a better indication of dehydration than
serum urea levels. Mild hyponatraemia was found
in one-third of patients. Refeeding after 6 - 27 days
of VTF was initiated with a dilute lactose-free for­
Dlula diet, and was uncoDlplicated. Close clinical
monitoring of subjects during VTF is essential,
and it is recoDlDlended that prisoners should be
ac:bnitted to hospital at 10% of weight loss, if not
before. The health care of prisoners can best be
pro'vided by professionals independent of the
police and prison services.
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E arly in 1989 some 800 black South African politi­
cal detainees, imprisoned throughout the country
under the State of Emergency regulations,

embarked on a hunger strike (voluntary total fast ­
VTF).1 Tbis event was an unprecedented act of protest
by individuals who had been arbitrarily and indefinitely
detained without being charged. Many had vainly
exhausted all available legal processes, and remained
imprisoned without having been charged or tried.

The health care of political prisoners who have
embarked on VTF is complicated by a multiplicity of
medical, ethical, political and individual factors. 2

.' This
challenge is compounded by the paucity of published
medical information on the health effects and manage­
ment of total prolonged fasting in normal weight or thin
'subjects. Many of the South African hunger strikers
were hospitalised. This report summarises some of the
experiences in the clinical management of 33 detainees,
who were admitted to two hospitals in Johannesburg in
1989.
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Subjects and methods
Thirty-three men aged 17 - 37 years were admitted to
hospital. They had been held in detention for periods
ranging from 4 months to 32 months. Before starting
VTF all subjects had been exercising regularly and were
apparently physically fit; all were lean. Past medical his­
tories included 4 cases of peptic ulceration, 4 of hyper­
tension, 2 of epilepsy and 3 with a major affective dis­
order attributed to the detention.

The fasts were usually initiated among groups of
detainees sharing common cells; this provided a high
level of motivation and murual support. During the first
weeks of the fast their reported intake typically consisted
of a teaspoon of sucrose, occasionally with a teaspoon of
table salt, dissolved in a jug of tap water. Before hospi­
talisation the prison medical officers were responsible
for their health care. The mean duration of the fast
before referral and admission to hospital was 16,5 days
(range 6 - 24 days). Adequate referral notes were pro­
vided in six instances. The total duration of fasting
ranged from 6 to 27 days. In hospital each patient was
guarded continuously by two armed policemen.

Ethical considerations and medical care
in hospital
Details of the ethical approaches to VTF and some
experiences have been published elsewhere!" Briefly,
hunger strikers are regarded as far as possible as ordi­
nary patients, and detention without trial is considered a
form of torrure.6 The principle of full patient participa­
tion and consent in all clinical decisions was adhered to.
Complete clinical independence was maintained, and
attempts by the authorities to interfere with normal
medical and nursing practices were strenuously resisted.
The ethical provisions of article 6 of the Declaration of
Tokyo,' which deals with VTF, were explained in a
'neutral' manner: no pressure was exerted to end the
fast and total confidentiality was ensured. Lastly, once
the hunger strike was over the doctors responsible for
these patients declined to discharge them back into
prison once they had recovered from VTF. All subjects

. consented to clinical monitoring and to initial blood and
urine tests, and those who accepted any form of therapy
provided written consent. All patients agreed to the fol­
lowing - daily measurements of weight, temperature,
pulse, blood pressure (BP) and urine ketones, and to
initial haematological and biochemical measurements
(6- or I8-channel Autoanalyser) and to other tests as
indicated. Follow-up laboratory tests were done in a
minority of patients. Every patient consented to an
assessment by the Department of Psychiatry.

TreatInent
All but 1 patient accepted short-term intravenous fluid
therapy, usually 0,9% NaCl v.rith or without glucose and
thiamine, and other vitamin supplements. Some
requested medication for dyspepsia and headache. The
patients were advised to avoid physical exenion and
keep warm. More than half the hunger strikers broke
their fast soon after admission to hospital, while others
continued for several more days until their release from
detention had been assured. Refeeding was started with



500 ml of a lactose-free half-strength synthetic balanced
feed (Ensure, AbboIT Laboratories). The amount and
concentration were increased over succeeding days and
easily digestible meals were then added. This procedure
was well tolerated by all but 1 subject who developed
severe antibiotic-related diarrhoea complicated by
hypokalaemia (serum K < 3 rnmol/l).

Data are expressed as means ± SD. Analysis of vari­
ance and paired and unpaired [-tests (2-tailed) were
used in the statistical analyses. .

complete hean block after 30 days of VTF. Supine BPs
were recorded in all patients and all were normal. In 13
subjects, supine BPs were available on admission and at
the time of discharge at least 7 days after the resumption
of eating. The mean admission BP was 102 ± 5,4/68 ±
8,4 mmHg and rose significandy after feeding, to 113 ±
10,9176 ± 7,1 mmHg (P < 0,01 for systolic BP and dias­
tolic BP). In only 6 patients was BP measured both
supine and erect at the time of hospitalisation: there was
a significant (P = 0,016) posrural drop in systolic BP ­
supine, 104 ± 4,6/68 ± 11 v. 91 ± 9,2/59 ± 4,9 mmHg
erect.

Weight loss
The prefast body weights of 22 subjects were known.
Weight loss on admission ranged from 6% to 22% of
original weights and correlated with the duration of
VTF (Fig. 1). Serial data from the start of VTF were
provided in only 6 cases (Fig. 2). Overall the mean
weight loss was 420 ± 150 g per day, and appeared to
be constant for the 2 weeks of observation.
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Symptom No. %

Abdominal pain (cramps/dyspepsia) 22 71
Vomiting 8 26
Constipation 8 26
Diarrhoea 4 13
Dysuria 6 19
Headaches 23 74
Depression 24 77

Insomnia 13 42
Anxiety 11 35
Nightmares 3 10
Light-headed/faint 9/13 69
Weakness 8/13 61

TABLE I.
Symptoms on admission to hospital in 31 detainees on
VTF (clinical notes were inadequate in 2 subjects)

Results

Symptomatology
Frequent physical and psychological symptoms are
shown in Table 1. Abdominal pains and psychiatric
symptoms predominated. Two patients reported no
urine output for the 48 hours before hospitalisation.

TABLE 11.
Baseline laboratory data in patients on VTF on admis­
sion to hospital, day 1, and after 4 - 8 days of fluids with
or without refeeding (significance values - paired Hest,
N= 17)

FIG. 1.

Percentage loss of initial body weight at the time of
refeeding in 22 subjects.

FIG. 2.

Weight loss (as percentage of initial weight) in 6 subjects
in whom serial data were provided (numbers in brackets
indicate the number of subjects for whom data were avail­
able after 10 days of VTF).
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Days of hospitalisation

Day 1 Days 4 - 8
(N=33) (N= 17) P-value

Sodium (mmoVI) 134,9 ± 3,2 139,3 ± 1,8 0,00011

Potassium (mmol/l) 3,9 ± 0,4 4,0 ± 0,4 NS

Urea (mmoVI) 5,9 ± 1,8 3,1 ± 1,4 0,00010

Creatinine (llmoVI) 129,7 ± 20,8 93,6 ± 21,2 0,00013

Haemoglobin (g/dl) 16,5 ± 1,2 14,6 ± 0,6 0,0009

Phosphate (mmol/l)
(N= 11) 1,04 ± 0,29 1,07±0,15 NS

Cholesterol (mmol/I)
(N=9) 4,9 ± 0,9 3,8 ± 1,0 0,001

Physical signs
On admission to hospital nearly all subjects were found
to be lean and all were considered, on clinical grounds,
to be mildly or moderately dehydrated. The average oral
temperature was 36,3°C, and ranged from 35°C to
37°C. Heart rate was slow in some patients, ranging
from 44 to 76 beats per minute (mean 61/min). One
additional patient, hospitalised later, developed transient
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Laboratory data
On admission to hospital all patients had ketonuria
whit:h persisted until refeeding started. Urine was
microscopically normal and cultures were sterile in the 6
dysuric patients. Ten subjects (30%) had mild hypo­
natraemia (serum Na < 135 mmol/l) (range 128,0 ­
141,3 mmol!l). Serum osmolality was calculated accord­
ing to the formula: 2 ([Na] + [K] + [Urea] + [glucose])
(mOsm/kg) - the mean value for the group was 282,6
± 2,9 mOsm/kg. Serum urea concentrations were nor­
mal « 7,0 mmol!l) in all but 3 subjects, but serum crea­
tinine levels were raised (> 130 f..lI1101!1) in 12 out of 30
(40%). Follow-up data were available for 17 subjects.
These fell into 2 groups - 7 who broke their fast within
48 hours (group A) and 10 who remained on the fast for
4 - 5 days longer, until they received definite assurances
about their release (group B) (Fig. 3). Serial data were
available in both groups 4 - 5 days after admission and
in 4 group B subjects after a further 4 - 5 days during
which refeeding commenced. Fluid therapy in each sub­
group was similar, thus allowing analysis of the effects of
fluid replacement alone and in combination with refeed­
ing (Fig. 3). lithe serum urea levels from group B after
full rehydration and before refeeding were considered
'normal' for hydrated subjects who had not eaten for
over 2 weeks, and the creatinine levels in group A were
considered 'normal' after fluid administration' and
refeeding, then serum levels of urea > 4 mmol!l and/or
creatinine > 90,0 f..lI110l/1 were probably abnormal for
subjects on VTF, and indicated dehydration on admis­
sion to hospital.
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AG.3.
Changes in serum urea and creatinine levels in patients
who accepted food and intravenous fluids Within 48 hours
of hospitalisation (A - N =7) and those who intially
refused food but accepted intravenous fluids (B - N = 10)
(t v. day 1, P < 0,0001, v. group A, P =0,0041; * v. day 1,
P< 0,012, Av. B, P= 0,0040).

Psychiatric assessments
All patients underwent formal psychiatric assessments.
Depression was diagnosed in 24 (77%), and of those 4
(12%) had suicidal ideation. In several cases pre-existing
psychiatric symptoms were exacerbated by VTF. Many
of the features noted were similar to those of the post­
traumatic stress syndrome.8

Follow-up
All subjects were eventually released from detention,
most with severe restriction orders limiting their free­
dom of movement and association. one was dis­
charged from hospital back into detention.

Discussion
The doctors involved in the immediate care of the fast­
ing prisoners interpreted Article 5 of the Declaration of
Tokyo to mean that the fasters' decisions concerning
any treatment, including possible later efforts at resusci­
tation, would be respected: In the event, all starred eat­
ing within a few days of hospitalisation and terminal
care was not an issue. Nevertheless, they were continu­
ally informed about their objective physical condition
and participated fully in all therapeutic decisions. This
approach, and the insistence on clinical independence,
formed a sound basis for trUsting 'patient-doctor' rela­
tionships.

The clinical and metabolic changes during well­
supervised VTF have already been reviewed.,,·,lo Our
patients had many of the typical somatic symptoms of
total fastingl~ as well as symptomatology attributable to
their imprisonment. In addition, 75% were significantly
depressed, 4 with suicidal ideation. All had several fea­
tures of post-traumatic stress disorder.8 Their helpless­
ness during the detention without trial, the uncertainty
of its duration, and the failure of appeals to the coUrts
for their release may have contributed to the high preva­
lence of psychological disturbances. Imprisonment
under these circumstances has been classified as psycho­
logical torture.· In some instances it was noted that VTF
had aggravated pre-existing symptomatology. Several
subjects accepted continued therapy from a clinical psy­
chologist after discharge from hospital. Despite the high
prevalence of depression, these prisoners retained the
determination to continue VTF for up to 4 weeks and
were effectively 'empowered' by positively influencing
their future (and, as it happened, the State of Emer­
gency and national politics).

The average daily weight loss in the 6 subjects with
prison data, 420 g/day, was similar to that recorded
overall in non-obese subjects on VTF.' There was, how­
ever, no demonstrable initial phase of rapid weight
10ss,',9-11 possibly because these individuals were so lean
to start with. The early fall in weight during total starva­
tion is mainly caused by fluid loss and may be propor­
tional to the degree of obesity. II There was a tendency
towards mild hypothermia and relatively low heart rates,
in keeping with the reduced basal metabolic rate asso­
ciated with fasting. 12

Most patients were thought to be dehydrated on
admission to hospital and some 70% had symptoms
attributable to hypotension. Initial supine BPs of the
subgroup tended to be low, and systolic BP fell.on
standing in all those in whom it was measured. BPs
were also much higher once rehydration and refeeding
had started. The clinical assessment of dehydration
may, however, be difficult and reliance is often placed
on the measurements of serum conCentrations of urea
and creatinine. During dehydration serum concentra­
tions of urea rise in the face of normal creatinine levels,
and increase in creatinine indicates renal tubular dam­
age as a result of reduced kidney perfusion. 13 Urea syn­
thesis falls during prolonged starvation" and serum
levels are low in normally hydrated individuals. Serial
laboratory data and rapid clinical improvement after
fluid supplements indicated that all but 1 patient (initial
serum urea 1,3 mmol/l) were probably dehydrated.
Based on observations of these subjects we propose that
clinically important dehydration should be suspected in
subjects on VTF if serum urea levels exceed 4 mmo!/l
and/or creatinine levels are greater than 90 - 100 f..lI1101!1.

In the first week of fasting there is a fall in total body
water, associated with a marked early natriuresis,"'"
which may persist at levels up to 15 mEq/24 h after 2
weeks of total food and salt deprivation. ll," These
sodium losses, combined with a degree of dehydration
and only water intake, may have been sufficient to
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explain the hyponarraemia observed in one-third of our
patients. Comparable hyponarraemia has been reponed
in 1 apparently well-hydrated subject on VTF.IO The
present data point to the need for sodium supplements
to preventhyponarraemia during VTF. On the basis of
published reports it seems that an intake of sodium
chloride of about 15 mmol/day (e.g. 1 - 1,5 g, one-quar­
ter to half a teaspoon per day) is likely to prevent hypo­
narraemia without inducing clinically important hypo­
kalaemia. 17 Higher salt intakes may accelerate potassium
loss. I.

Frommel et al. 3 reported that normal-weight subjects
on VTF found it difficult to drink adequately after 4 - 5
weeks of fasting. Several of our dehydrated patients also
claimed that they did not feel thirsty and were appa­
rently satisfied with 2 - 3 cups of water a day or less, but
only after 1 - 2 weeks of VTF. The reasons for this
apparent loss of thirst drive are not known. Refusal to
drink was not a stated part of their hunger strike.
Calculation of serum osmolality in the 10 hypona­
rraemic subjects revealed values below 290 mOsrn/kg in
all, despite supranormal serum creatinine concentra­
tions in 7 of them. At these levels the osmolar stimulus
to drink is low. I' On the other hand, the raised plasma
angiotension-II levels associated with dehydration and
hyponarraemia should have been a powerful stimulus to
drink. 19

Thirty-two patients accepted intravenous therapy
with fluids containing sodiuin chloride; hyponarraemia
was rapidly corrected. When glucose was given as well,
thiamine was administered concurrently as Wernicke's
encephalopathy has been reported during VTFYo

Most srudies on total fasting have been well super­
vised and involved obese subjects. In some instances
these fasts were continued for many months without
apparent ill effects. The conditions of detention of our
patients, perhaps a· poor prison diet, their srressed and
depressed mental state, and their leanness, combined
with poor medical supervision, seemed to compound
the hazards of VTF and may have conrributed to their
rapid physical deterioration. From our experience we
recommend that all subjects on VTF be closely moni­
tored clinically from the start. A fluid intake of 1,5 - 2
litres of water supplemented with small amounts of
sodium chloride is advised. A weight loss of 10% of the
initial weight is an indication for hospitalisation.
Intercurrent stresses during fasting accelerate the
metabolic rate to supranormal levels and enhance pro­
tein catabolism.21 Remediable conditions, such as infec­
tions, should be vigorously· rreated in subjects on VTF.
Death is associated with a body nirrogen loss of 30 ­
50%.21

The recent hunger srrikes have highlighted the harm­
ful effects of detention without rrial, a practice which
has been condemned by all health organisations in
South Africa. Deficiencies in prison medical services

have also been highlighted. As suggested for the UK,22
the health care of all prisoners in South Africa, including
those on hunger srrike, can b~st be provided by profes­
sionals working independently of the prison and police
services. Undoubtedly a hunger strike by political
prisoners presents additional medical and ethical prob­
lems not encountered by well-supervised fasters at home
or obese patients in hospital.

We acknowledge rhe support given by rhe medical and
nursing staff ar borh hospitals during this difficult period.

REFERENCES

1. Human Rights Commission. Apartheid Barometer. Weekly Mail, 3
March 1989.

2. The Handbook ofMedical Ethics. British Medical Association, 1981.
3. Frommel D, Grautier M, Questiaux E, Schworzenberg L.

Voluntary total fasting: a challenge to the medical community.
Lancet 1984; 1: 1451-1452.

4. Faculty of Medicine, University of the \Vitwatersrand. Voluntary
tOtal fasting - ethical-medical considerations (position paper). S
Aft Med] 1989; 76: 235-236.

5. Kalk WJ, Veriawa Y. Hospital management of voluntary total fast­
ing among political prisoners. Lancer 1991; 337: 660-662.

6. Levin J. Intervention in detention. Psychological, ethical and pro­
fessional aspects. S Aft Med] 1988; 74: 460-463.

7. Declaration of Tokyo. Guidelines for medical doctors concerning
tOrture and other cruel, inhuman or degrading treaonent or punish­
ment in relation to detention and imprisonment. World Med]
1975; 22: 87, 90.

8. Diagnostic and Staristical Manual of Mental Disorders (DSM-III~R).

Washington, DC: American Psychiatric Association, 1987: 247­
251.

9. Sandek DS, Felig P. The metabolic events of starvation. Am J Med
1976; 60: 117-126.

10. Kemdt PR, Naughton JL, Driscoll CE, Loxterkarnp DA Fasting:
the history, pathophysiology and complications. Wesr] Med 1982;
137: 379-399.

11. Rapapon A, From GLA, Husdan H. Metabolic studies in pro­
longed fasting. Inorganic metabolism and kidney function.
Metabolism 1965; 14: 31-46.

12. Dwen DE, Reichard GA, Patel MS, Boden G. Energy metabolism
in fasting and feeding. Adv Exp Med Bioi 1979; 3: 169-188.

13. Badr KF, Ichikawa 1. Prerenal failure: a deleterious shift from renal
compensation to decompensation. New EnglJ Med 1991; 319: 623­
629.

14. Dwen DE, Felig P, Morgan AP, Wahren J, Cahill GF. liver and
kidney metabolism during prolonged starvation. ] Clin Invest 1969;
48: 574-583.

15. Smith R, Drenick EJ. Changes in body water and sodium during
prolonged starvation for extreme obesity. Clin Sci 1966; 31: 437­
447.

16. Maagoe H. Changes in blood volume during absolute fasting with
and without sodium cWoride administration. Metabolism 1968; 17:
133-138.

17. \Veinsier RL. Fasting - a review \vith emphasis on the electrolytes.
Am] Med 1971; 50: 233-240.

18. Thompson CJ, Bland J, Burd J, Bayliss PH. The osmotic thresh­
olds for thirst and vasopression are similar in healthy man. Clin Sci
1986; 71: 651-656.

19. Lassiter WE, GoItschalk CW. Regulation of water balance. In:
Schreiver RW, GoItschalk CW, eds. Diseases of the Kidney. 4th ed.
Boston: little Brown and Co, 1988: 120-121.

20. Devathason G, Koh C. Wernicke's encephalopathy in prolonged
fasting. Lancer 1982; 2: 1108-1109.

21. Meguid MM, Collier MD, Howard LJ. Uncomplicated and
stressed starvation. Surg Clin North Am 1981; 61: 529-543.

22. Editorial. Shackled, shanieful and shoddy. Lancet 1988; 2: 1402­
1404.

---------" ---~ --------


