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Explanation 
 
The guideline was established through literature review, with the cooperation of three 
experienced experts, three parents of clients with eating problems having experienced 
force-feeding, two pediatricians with experience in treating clients with eating problems, 
two juvenile lawyers, a care ethicist and two psychologists with experience in the 
compulsory treatment of eating problems and observations of administering force-feeding in 
combination with fixation and lastly preliminary longitudinal research into the outcomes. 
The aim of this guideline is to improve the treatment of extreme eating problems and the 
prevention of harm, both to clients and to their loved ones and to medical staff. 
 
Force-feeding is an exceptional measure and falls under the medical treatment methods. 
The aim of this guideline is also to promote correct decision-making and implementation and 
to prevent routine use of this ultimate means1. It is remarkable that so little independent 
research has been done on the short-term consequences and outcomes and the long-term 
consequences and outcomes of this combination of restraints and invasive medical 
procedures. Therefore, this guideline should be seen as a first inventory and a warning 
against the routine use of force-feeding due to missing epidemiological data. As long as the 
outcomes are unknown in both the short and long term, this treatment must be treated with 
the utmost care, hence this preliminary guideline. 

  

 
1 This guideline is a response to and supplement to the Keet Guidelines (building block 6, p12) 



 

 

1. Starting question2 
The decision to force-feed, the procedure and the surrounding care should be accompanied 
by the greatest possible care because there is no clear medical indication for the procedure 
and the consequences have not been sufficiently investigated. 
 
What are sound considerations in the decision whether or not to use force-feeding in 
residential care, in the treatment of extreme eating problems and in order to prevent harm to 
clients, their loved ones and (medical) staff ? 
 

2. Introduction 
Forced feeding is often a combination of different restraint measures. Often there is a case 
of compulsory admission (for example, a care authorization, in combination with restraint 
and force-feeding). In some cases, clients are also separated or put into a coma or 
permanently tied to bed. 
  

3. Scientific evidence 
Forced feeding is an invasive medical act at the extreme end of a compulsive spectrum that 
can have potentially serious harmful consequences, also in the long term for 
the patient (Ward et. Al, 2015; see also the review by Elzakkers et al. 2014) and should 
therefore be seen as an 'ultimum remedium'. This is to prevent acute death and not as a 
usual treatment. The rationale behind this compulsory treatment is often the prevention of 
death in combination with the assumption that the patient (patient) is mentally 
incompetent. 

 
The latter premise is not uncontroversial, because keeping alive and the premise of 
incapacity to give consent can lead to ethical conflicts and in the implementation and to 
thinking errors. In this context, an important fallacy can be that of associative coherence 
(Kahneman, 2012): 'a patient who exhibits such incomprehensible behavior must be 
incapable of giving consent', or about the fallacy of 'reverse causation bias' that Scheepers 
(2021) describes the fallacy of reversing a cause. According to Scheepers, it is not so much 
the disorder that causes the disruption, but a combination of (micro) trauma and 
vulnerability to it. 

 
However, behavior is subject to many determinants, including not only a possible disorder in 
the patient (patient- medical model), but also contextual determinants such as the climate 
of the institution or other social determinants. This means that the premise of incapacity to 
act must be used with caution in practice and must be accompanied by appropriate legal and 
technical safeguards. 
  
Forced feeding therefore includes medical (decision-making), nursing, psychological, legal 
and ethical aspects (VaderEycken & Beaumont, 1998 ; Tury et al, 2020) that are dealt with in 
this guideline on the basis of the adage ' Primum Non Nocere ' (First, Do No 
Harm). The decision to force-feed, the procedure and the care should be accompanied by 
the utmost care because there is no clear medical indication. This entails the risk of 
unnecessary and injudicious professional behavior, such as threatening patients to be 

 
2 The format of the multidisciplinary guidelines developed according to the EBRO method has been used 



 

 

subjected to force-feeding or giving force-feeding as a punishment because 
of countertransference phenomena (Rathner 1998; Wesselius et al., 2020). 
 
Risks at force-feeding 
There are serious risks associated with starting force-feeding. Possible consequences are 
described in the literature and in practice: 

1. Reinforcement of the function that the eating problem often has: compensating for 
loss of autonomy. The eating problem is then stimulated by force-feeding. 

2. starting a coercive cycle (punishment) and loss of the working alliance with the 
development of countertransference and unprofessional (repressive) actions and 
communication out of frustration among professionals. This loss of the working 
alliance often leads to unethical behavior, a lack of empathy and compassion (to be 
able to sustain it), transfer and treatment failure (De Valk, 2019, Tury, 2020, but see 
also the conclusion of Elzakkers et. al. 2014 which appears to be based on a single 
previous publication). 

3. Multiple transfers to facilities reduce the patient 's chances of survival (iatrogenic 
mechanisms). In several documented cases, the patient was expelled and 
had nowhere to go and the patient was then sent home to die. 

4. Yo-yo effect: after cessation of force-feeding, the patient loses weight again, which 
necessitates a new cycle. 

5. Secondary (re) traumatization: force-feeding is a serious infringement on the physical 
integrity of the patient that is protected by the Convention on Human Rights and the 
CRC. One patient described male restraint and tube pulling in and out as a form of 
daily rape, in which she experienced severe reliving experiences of previous trauma. 

6. Force-feeding moments are associated with severe stress, nausea and sometimes 
aggression, dissociation (PNEAs) due to pain and despair. Sometimes weight gain is 
delayed as a result of stress. 

7. A negative living environment in the ward can lead to repression and stress. This can 
also lead to negative group dynamics in patients (negative mutual influence to lose 
weight and to 'race to the bottom).  

8. The result of retraumatisation may be the cause of developing or worsening 
iatrogenic PTSD, severe anxiety with increasing self-harm (cutting, headbanging), 
attempted suicide and strangulation, despair and perspective loss, and longer lasting 
vital depression with new flashbacks and nightmares. For this Intensive Trauma 
Treatment is afterwards needed. There is also a risk of learned helplessness and a 
further decrease in self-esteem, a risk with self-stigmatization, hospitalization and 
loss of self-management in the longer term. This also has possible consequences for 
social participation and the course of life later (long-term consequences that have 
not yet been investigated). 

9. Improper fixation with injuries as a result. Fractures of extremities and ribs are more 
frequently mentioned in the literature, as well as injuries from improper insertion 
(bleeding) of the probe and even cardiac arrests. 

10. Improper feeding with the risk of reflux, dumping and re- feeding syndrome. 
11. Improper insertion of the probe with risk of placement in the airways and 

suffocation. 
12. Traumatization of nurses and parents and family members (vicarious trauma) and 

risk of burnout due to emotional overload. 



 

 

13. Developing stress and a double bind situation with parents/careers who could not 
protect the child from the coercion and feelings of loneliness and the development of 
negative conditioning mechanisms (feeding coercion). It is known from the literature 
that nutrition is one of the most important conditioning mechanisms. 

14. Inadequacy of psychological guidance, for example due to work pressure or 
countertransference. 

15. Prolonged force-feeding can cause tissue damage and still unknown is the impact on 
long term of the combination of stress and nutritional fluids in the gastrointestinal 
tract. There are indications of later death as a result of intestinal problems at a later 
age. 

16. Social consequences of longer- term treatment, such as not going to school or loss of 
housing. 

17. Developmental damage as a result of coercion (changes in social-emotional 
development and personal development). Cognitive decline is also mentioned in 
extreme situations. 

18. The death of clients despite force-feeding with all the ethical aspects that entails. 
 
In the box below, young people describe the force-feeding they received as traumatizing, 
their experiences highlighted several of the above risks. It becomes clear how the working 
alliance can come under pressure and create a repressive climate. The names have been 
changed. 
 

Elsa: “ I only had a half-broken baby monitor, which they left in the office when they went for lunch, so I wet 

my bed. They just left me until the doctor came or they got mad at me and said they would leave me there 

next time because they said I was only doing it to get out. And it is already such a degrading situation 

[swallows]. And other things have happened that I don't share with anyone. But just, in short, anyone can 

come to you when you get stuck like that and you can't do anything at all. And scream you can do whatever 

you want, but you know, nobody hears you because you always scream. That applies to clients, but that also 

applies to staff in fact. That does mean that my confidence in the assistance is now very small, actually. ” 

Isa: “As a department it is also… you look at each other and you just know… sometimes it was done like that: 

it's that time again. They are then taken to the room and you already know what time it is. You knew 

immediately as soon as you heard someone scream and scream. Really screams. But actually… it made me 

silent. You almost feel what the other feels. They kept taking that probe out and putting it back in. As in: we 

hope through the pain and the unpleasant feeling and through the trauma that someone will see for 

themselves again: I have to change this. But I find that inhumane, the pain of constantly getting this in and 

out. Then you will actually be punished for being sick and then I will compare it a bit with someone who is 

physically ill and who is not punished either. Those children make a choice based on the eating disorder and 

they don't like it by themselves and then you actually get pained, because the nose cannot handle that and 

your body cannot. And then I also think: how can practitioners and doctors make that choice? Knowing what 

it does to someone and knowing that someone actually makes that choice from the eating disorder, while 

deep down that person prefers to just agree, but must have tried to... my best friend, for example, who has 

passed away, who wanted and who wanted not be contrary, but he must have tried himself, because 

imagine if he had succeeded. But she hadn't tried it and then you have to go through that pain from your 

illness, while that person is willing to accept it, but just can't and then you will be punished for that. ” 



 

 

Conclusion and recommendation 
 
The strength of a recommendation indicates the extent to which one can be confident that 
adherence to the recommendation will do more good than harm: 
 
Quality of evidence 
 

Low There is limited confidence in the estimation of the favorable or 
unfavorable effect of the intervention. 
There is little long-term evidence of the beneficial effect of the 
intervention. There are many indications of adverse effects. 
For an overview, see: De Valk, 2019 and Wesselius 2020. 

 

4. Grading of evidence 
For an overview see: Ward et. al., 2015; the review by Elzakkers et al.; 2014 De Valk, 2019 
and Wesselius 2020. 
 

5. Other Considerations 
5.1 Medical perspective 
The medical perspective is one of the considerations when deciding on and applying force-
feeding, but it is by no means the only one (see ethics perspective). When only this 
perspective is used, there is a great risk of a utilitarian approach (see below). It is important 
here that no clear guidelines have yet been developed to indicate, for example, what is 
'danger to life' or ' incompetent' and the question is whether these can be developed. This 
makes accountability and registered testing of medical treatment very important. In a 
number of cases examined, this accountability and verification was lacking in the file that we 
examined. Medical treatment cannot be accounted for because of countertransference and 
frustration or interests. Because no clear guidelines are available, independent advice from 
colleagues (not from the same clinic) is of great importance. If a colleague judges otherwise, 
that judgment must be respected. This also applies to any forced care authorization. In 
short, when an independent psychiatrist different judges about danger it is not 
desirable to consult another psychiatrist in order to get the treatment realized 
immediately. When a physician is asked to testify in court, he is called by his professional 
code not to testify with more certainty than he can justify on the basis of the state of affairs 
in the field of medical knowledge (which, as previously argued), it is the presumption of 
'danger' is medically often not clear. Because it is a very invasive medical procedure which is 
not without risks, the' precautionary principle is not a valid argument. 
 
5.2 Legal perspective from Dutch Law 
From a legal perspective it is important to make a sharp analysis of the various interests and 
laws. When someone refuses food and the staff consider using force-feeding, there is a clash 
between the fundamental rights of the patient and a doctor's duty of care under the Dutch 
medical law (WGBO). The right of the patient to respect private life, protection of physical 
and mental integrity (inviolability of the body) and the prohibition of inhuman and degrading 
treatment is weighed against the duty of the doctor to provide good care according to 
professional standards. Force-feeding is a limitation of the fundamental human right and is 
only possible if there is a legal basis. 



 

 

This legal basis can be found in the Medical Treatment Contracts Act (WGBO), 
the Mandatory Mental Health Care Act (Wvggz), the Care and Coercion Act (Wzd) and the 
Youth Act (Jw). In addition, the principles of proportionality, subsidiarity, safety and 
efficiency are important.  
 
WGBO 
The WGBO is the basis for all care provision. The WGBO contains the rights and obligations 
of patients. It is important to pay attention to the age of the minor client and the concept of 
incapacity to give consent. The WGBO also applies if the patient receives psychiatric care on 
a voluntary basis.   
  
Age 
The consent of the patient is required for medical treatment. Minors have a legal 
representative (the parent (s) with authority or guardian) who, depending on the age of the 
minor, (co-) decides on medical treatment, among other things. Children under 12 years are 
not able to decide on medical treatments. The legal representative (s) must agree to the 
treatment. If both parents have custody, both must give permission for the treatment. If 
parents disagree, an exception is possible in some cases. Although the young person under 
the age of 12 does not have to formally consent, its opinion is important. The young person 
is entitled to information that is relevant to the age and the older the young person is, the 
more he / she should be involved in the treatment.3 
The requirement of double consent applies to young people in the age category of 12 to 16 
years. This means that both the legal representative and the young person must agree to the 
treatment. If the young person wants the treatment, but one of the parents refuses (or vice 
versa), the ultimate wish of the young person can be granted if the treatment is necessary to 
prevent serious harm or if the minor continues to deliberately wish or refuse treatment, 
despite the objections of the legal representative. Young people aged 16 and older decide 
for themselves about the treatment. An important way of being able to give consent is the 
use of informed consent. 
  
The issue of Competency to decide 
The starting point in the WGBO is that someone is competent to decide. According to 
Article 450 paragraph 3 of the WGBO, someone is incapacitated if the client is unable to 
make a reasonable assessment in this matter. The doctor is authorized to determine 
whether someone is mentally incompetent, he can, if he considers this necessary, seek 
advice from a psychiatrist (GGZ Standard Eating Disorders). 
  
The question of whether someone is mentally incapacitated is a task-specific 
assessment. This means that it must be assessed whether the patient can make an 
independent decision about the question at hand. So it is not about every decision and 
forever. In 2004, the Royal Medical Society developed a step-by-step plan for the practice of 
assessing legal competence. The use of this step-by-step plan is also recommended by the 
Kennispleingehandicaptensector.nl for the Care and Compulsion Act. 2016. There is a brief 
guide written specifically for clients with Anorexia Nervosa, commissioned by Altrecht Eating 

 
3 See https://www.knmg.nl/advies-richtlijnen/knmg-publicaties/wegwijzer-dubbele-toestemming-
minderjarige-1.htm 
 

https://www.knmg.nl/advies-richtlijnen/knmg-publicaties/wegwijzer-dubbele-toestemming-minderjarige-1.htm
https://www.knmg.nl/advies-richtlijnen/knmg-publicaties/wegwijzer-dubbele-toestemming-minderjarige-1.htm


 

 

Disorders Rintveld. This brochure provides practical tools for dealing with Anorexia 
Nervosa clients who refuse to cooperate with the treatment (Brochure Willsbekaamheid & 
Anorexia). 
  
In the Assessment of Competency Guide from the Dutch Ministry of Health, the quality of 
the decision-making process determines the assessment of will based on four aspects: 
understanding, appreciating, reasoning and making a choice. The first aspect is about 
understanding the disease and the treatment that is being proposed. It is important that the 
information is understandable and matches the level of the client. The second aspect is 
about valuing the problem and the proposed treatment. The question is whether the patient 
recognizes the problem and the possible benefit or disadvantage of the treatment. The third 
aspect is reasoning, can the client weigh all options including not receiving treating. And 
finally, being able to make a choice on the fourth aspect based on the previous steps 
(Brochure Wilsbekwaamheid & Anorexia). This is all being complicated by the uncertainty of 
outcomes and the lack of research. 
  
Plomp and Goethal (2020) state that when an incompetent patient refuses a treatment, it is 
possible only to overcome this resistance in the Wgbo if the treatment is clearly needed to 
avert serious disadvantage. If these are measures that deprive the client 's freedom, this 
should only be done in very exceptional cases. The principles of proportionality, subjectivity, 
effectiveness and safety must be given a clear (written) place in the decision-making process 
for applying force-feeding. 
  
Representative 
When a patient is mentally incompetent, this generally means exclusion as a discussion 
partner. Someone else must then represent the patient. The representative should 
represent the interests of the patient. For incapacitated minors, the legal representatives 
(the parent (s) with custody or the guardian) are the person who represents the 
interests. For incapacitated adults, there are several options such as the patient's authorized 
representative, the patient's parents or family member, or the legal adult's representative 
(the trustee or the mentor). Shared decision making is essential. The representatives can 
participate in the decision-making process. Ultimately, it is the doctor who is responsible but 
this does not preclude shared decision making. 
  
Wvggz (Law concernin ginvoluntary psychiatric care) 
The Wvggz is only intended for general psychiatry. The law regulates the possibility of 
imposing involuntary care on people with a psychiatric disorder who do not voluntarily 
accept the care they need. The Wvggz regulates both involuntary and different mental 
capabilities and forced treatment, also known as compulsory care. Compulsory care means 
that the care, despite opposition from the patient, can be granted under a care or 
emergency authorization or order of a judge or mayor. This means that mandatory care can 
only be imposed if there is resistance. And that only those forms of compulsory care can be 
imposed for which the judge or mayor has given permission. When it is expected that a crisis 
measure will be imposed, compulsory care can be provided in the preparation for this 
measure. Compulsory care must be necessary for the preparation of the crisis measure, it 
must be an ultimum remedium and must be imposed as long as this is necessary to complete 
the crisis measure procedure (Section 7: 3 Compulsory GGZ Act). 



 

 

  
Force-feeding is a form of compulsory care. The final decision to administer force-feeding is 
made by the physician. An important starting point of the Wvggz is that compulsory care can 
only be applied as an ultimate remedy. This means that there are no options for voluntary 
care or other less drastic measures. The principles of proportionality, subjectivity, 
effectiveness and safety must have a clear place in transparent written decision-
making. Compulsory care must be tailor-made, effective and proportionate to the goal to be 
achieved: removing the significant risk of serious harm. When in doubt, an independent 
colleague should always be consulted. 
  
Age 
According to the Wvggz, young people who have not yet reached the age of 16 are not able 
to independently make decisions on the basis of the Wvggz related to whether or not to 
apply compulsory care. Adolescents aged 16 and over are entitled to take independent 
decisions, or the person authorized by the younger. If the young person is incapacitated, the 
legal representative(s) are the one representing the young person. Young people aged 
18 and older who are incapacitated to give their consent must be represented in the same 
way as in the WGBO. 
 
Incompetency of free will 
The explanatory memorandum that is attached is unclear about the concept of 
incompetency of free will. The word is not mentioned in the law, but the definition often 
used nowadays is 'if the person concerned is not capable of a reasonable assessment of his 
interests in this matter'. This concerns the exercise of your rights and obligations (based on 
the Wvggz). It is the person responsible for the care4 who carefully and transparently 
assesses this competence. With regard to every action that the patient objects to, the care 
provider will have to explicitly assess whether the person concerned is competent with 
regard to that refusal. Informed consent is essential here. The thematic evaluation of the law 
regarding incapacity to decide and representation shows that, in principle, 
competent resistance must be respected in the case of a mental disorder if only damage to 
the person concerned can be the possible consequence thereof. However, this is not 
absolute, for example if someone is competent and suicidal.5 It is important that the client, 
where possible, remains in control throughout the period of compulsory care. Care providers 
must regularly consult with the patient and evaluate the care together. When in doubt, 
independent advice should be sought. 
  
Wzd (compulsory care for intellectually disabled) 
In short, the Wzd applies to people with an intellectual disability. The starting point is 'No, 
unless'. This means that involuntary care should not be applied unless there is serious 
harm. This is a big difference with the Wvggz. In the case of the Wvggz, a judicial review is 
always carried out before the imposition of compulsory care. In the Wzd, compulsory care 

 

4 As a care manager in the sense of the Wvggz may, among other things occur: 

psychiatrist; clinical psychologist, clinical neuropsychologist; health care psychologist; nurse specialist mental 

health.    

5 Thematic evaluation of legal incapacity and representation, ZonMw 2011. 



 

 

can be imposed without a judicial review. Involuntary care is also an ultimate remedy 
here. Some forms of care are always involuntary, including the administration of food and 
fluids. These must always be included in the patient's care plan and the step-by-step 
plan must always be followed. This is a tiered care model with the aim of preventing 
involuntary care as much as possible. If you are unable to find a voluntary alternative, 
alternatives are better in a multidisciplinary team and (external) expertise is engaged to 
think. In the care plan must, among other clearly to be defined; for what serious 
disadvantage the involuntary care can be applied; which care provider is authorized to 
provide involuntary care to the client; the duration and frequency of the involuntary care 
and the period within which involuntary care may be provided to the client.   
  
The starting point is that the form of involuntary care included in the care plan is phased out 
within a maximum of 3 months, and if possible faster. If this is not possible, a new 
consultation must be organized. Not only must an expert from another discipline join this 
consultation, but also an expert not involved in the care. This consultation always takes 
place in the presence of the client and his representative, this is also called the extensive 
expert consultation (Frederiks & Steen, 2020). 
  
Age 
The same criteria apply for this as for the WGBO. Under the age of 12, the legal 
representative(s) (the parent(s) with custody or the guardian) must consent to the 
treatment. Double permission applies to young people between 12 and 16 years old. Young 
people aged 16 and older decide themselves about the treatment. 
  
Incompetency of will 
The starting point in the Wzd is that the client's wishes are always the starting point. Here, 
too, the concept of competence is not defined as a concept. Just as in the WGBO, a 
description is given. A patient is incapacitated when he cannot be considered capable of a 
reasonable assessment of his interests with regard to a decision that concerns him (Article 3, 
paragraph 2, WZD). The incapacity to give consent may not be tested by the own 
practitioner, so this is different from the WGBO. It must be an expert who is not involved in 
the care. Before the expert makes a decision on this, he must have consulted the 
representative. The decision to incapacitate must be recorded and it must also be clear to 
which decision (and which measure) the incapacity applies. 
  
Representative 
A representative acts when the client cannot be considered capable of a reasonable 
valuation of his interests. This can be the legal representative(s) for adults, the curator or 
mentor in the same way as in the WGBO. If there is no legal representative, a personally 
authorized representative can act as representative, the partner or spouse or family (such as 
a parent). 
  
  



 

 

Youth Act 
On the basis of Article 6.1.2 of the Youth Act, a judge can authorize the admission of a young 
person to a secure youth care institution. There must be serious problems that hamper the 
development of the juvenile into adulthood. A secure residence is necessary to prevent the 
juvenile from withdrawing from that help or being withdrawn from it by others. 
The youth law contains rules for the application of freedom restrictions (means and 
measures). In the juvenile law it is possible to apply medical treatment methods against the 
will of the young person or of the person exercising authority. The administration of force-
feeding is a medical treatment method. In order to be able to apply this measure, it is 
required that it is included in the assistance plan of the young person with the consent of a 
qualified behavioral scientist (6.3.6 Jw), clearly describing the situation in which the measure 
may be applied and the duration and frequency. 
  
Subsequently, it must be reassessed each time whether the measure may be applied. The 
central question is whether taking the measure is necessary to prevent acute danger to the 
health or safety of the young person or others. In addition, it must always be considered and 
argued whether the intended goal cannot be achieved by other means. If the 
measure not been included in the emergency plan than this measure should only be applied 
if it is necessary to bridge a temporary emergency. The application must start within twenty-
four hours after it started, the agreement should have a q signature of a qualified behavioral 
scientist. The measures, methods or restrictions are applied for a maximum of seven 
consecutive days. 
  
Youth Act and WGBO 
Medical treatment is a medical act. Article 6.3.2 Jw imposes the authority to apply medical 
treatment to the institution, but this does not mean that a physician can be obliged to 
act. Whether, and if so, which medical intervention is indicated, the doctor must assess 
according to his professional standard. This article does provide the doctor - at the request 
of the youth care provider - with explicit legitimacy to violate the clients physical integrity 
under certain conditions against the will of the young person. The BIG Act applies in full to 
the prescription and administration of medicines or compulsory feeding. This means that 
only those who are authorized according to the BIG Act to prescribe and administer 
medicines or force-feeding are allowed to do so. For example, the administration of 
injections is a reserved procedure for nurses and doctors. 
It is important that if the medical treatment is necessary to achieve the goals of the secure 
youth care, the WGBO does not apply. This is different for medical treatments that are not 
related to the goals of the secure youth care, then the WGBO applies in full. 
  
In order to take the decision to force-feed on the basis of the Youth Act, the principles of 
proportionality, subjectivity, effectiveness and safety must also have a clear place in the 
written decision-making. The compulsory care must be tailor-made, effective and 
proportionate to the goal to be achieved. The application of a medical treatment against a 
person’s will is reported to the certified institution (family) guardian and the parents if the 
juvenile is not under supervision. A report must also be made to the health care inspectorate 
of psychiatric treatment. 
  
  



 

 

Age 
In the Youth Act, the same regulation applies with regard to the consent of the 
young person, as in the WGBO and Wzd. Under the age of 12, the legal representative(s) 
must agree to the treatment. Double permission applies to young people between 12 and 16 
years old. Young people aged 16 and older decide themselves about the treatment. 
 
5.3 Psychological and ethical perspective 
Important, even with force-feeding, is the patient 's motivation from a psychological 
and ethical perspective. From the Self-Determination Theory, the basic psychological needs 
Connectedness, Competence and Autonomy are important for motivation, also during 
forced treatment (Van der Helm, Kuiper & Stams, 2018). Engster (2015) defines good care 
and helping patients to meet their needs, providing them support in developing their skills 
and alleviating unnecessary pain and suffering so that they can live, develop and (eventually 
able to) function in society. 

 
Research by Tan et al., 2010 therefore showed that connection with loved ones and 
practitioners was an important condition for successful forced treatment. That is why it is of 
the utmost importance not to frustrate that connection by unnecessarily restricting 
autonomy and harming the family connection as a result of routine work. To paraphrase 
Hannah Arend (1958): forced treatment entails no routine 'labor' or standard ‘work’ but is 
professional 'action', which should respect personal freedom also within forced treatment in 
joint decision making (Ten Brummelaar, 2018). Therfore the patient's maximum 
autonomy should be respected (see also Hachtel & Vogel 's review of forced treatment from 
2019). The threat of force-feeding causes loss of autonomy, extreme stress and 
less motivation to eat. At the same time, the therapeutic alliance (connectedness) is at stake, 
which also leads to a reduction in intrinsic motivation (Vansteenkiste & Soenens, 2015). 
 
  



 

 

From a biomedical ethical perspective, there are some important principles to name 6. 
 

1. Respect for autonomy: in addition to psychological arguments (motivation) and legal 
arguments to respect the autonomy of clients, there are also ethical arguments. 
Especially, when the patient expresses a clear will (for example in written form) and 
sticks to it, it is not permitted to simply push this will aside by invoking other 
arguments like saving a life or seeking consent from others (parents, other doctors or 
psychiatrists). 

 
Respect for autonomy, nonmaleficence, beneficence, and justice. 
 

2. Overruling autonomy too easily under the pretext of mental incapacity to give 
consent is in fact a form of medical paternalism. There is often a risk of triple medical 
paternalism with force-feeding: involuntary stay in an institution, restraint and force-
feeding. This places a heavy obligation on practitioners who in this way limit 
the patient 's autonomy. Firstly, the treatment should do not harm (non-
maleficence criterion). This is also an issue by the causing of pain or suffering, 
the incapacitate of clients (e.g., tie up) end causing psychic harm (PTSD as a source of 
iatrogenic trauma). The risks associated with force-feeding (see 1.1), also in the long 
term, indicate that this assessment must be carefully made, discussed with 
independent practitioners and due fully and honestly recorded. 

3. It is important that, if it is nevertheless decided to set aside autonomy, there should 
be no other option and this should be discussed and recorded. That is different from 
having the treatment available, having a lack of staff to offer proximity, a lack of 
patience, a lack of knowledge, no other place available, anger about the patient 's 
behavior (countertransference) or other interests that can play a role such as fear, 
loss of status, healthcare costs or other parties that insist on this treatment. 

 
For ethical reasons, force-feeding should also not be threatened as this can lead to negative 
outcomes and a self-fulfilling prophecy. It is important for all staff concerned to 
understand that not eating is not about 'not wanting to eat', but not being able / daring to 
eat ', e.g. pain based behavior from the past (Wesselius et al, 2020). Truly wanting and being 
able to understand this and listening to the patient without judging reduces the enormously 
destructive harmful countertransference. 
  
All this requires the utmost care from practitioners and employees. Hence this guideline with 
practical tips. 
 
The ethics of care emphasize, however, just observing a general guideline as being 
insufficient (‘work’). Good care requires the development of various skills, including good 
listening and attuning to the needs of the care recipient (‘action’). Care is generally also 
largely driven by emotions. It is therefore important that caregivers are reflective in their 
emotions to go learn to avoid countertransference and incorporate the 
importance and the experience of the care recipient (Gilligan, 1982; Kittay, 1999; Held, 
2006). Developing responsiveness, attention to emotions and compassion are of great 

 
6 These principles are taken from Beauchamp, TL & Childress, JF (2019). Principles of biomedical ethics. Oxford: 
Oxford University Press. 



 

 

importance for good care and the ultimate treatment 
outcomes (Pulchini, 2015). Many emotions, relationships, interests, power relationships and 
considerations play a role in care situations, especially in the care of eating problems in a 
forced context. When people become complex and routine is no longer enough for action 
(Ahrend), there exists a greater risk of routine and inhumane systems based on repression 
(De Valk, 2019). To coin the famous phrase of A.S Beer:   
‘the purpose of a system is what it does’. It is important not to narrow the complexity and 
thus reduce people to cases and those close to them to the eating problem. The ethical 
care perspective has an eye for these complexities in care practices and the network of 
relationships inside (Leget, Nistelrooij & Fish, 2017). Care can be seen as a cyclical, relational 
and reflective process and not cynical ‘labor’ or ‘work’ (Toronto, 1993). The (moral) good 
cannot therefore be determined in advance or generally, but is created in dialogue with 
important stakeholders, such as family, care providers and care recipients. The care recipient 
and his or her voice and needs to play a crucial role and it is important to him or her in an 
appropriate and creative way to involve and to  its listen without prejudice or moral 
condemnation (Toronto, 1993). 
 
 

  



 

 

6. Recommendations7 
 
Recommendations in the period up to and including the decision taken. 
 
Recommendation decision 1 

Caregivers should never threaten and use coercive power (indirect coercion and compulsive 
measurements) in the run-up to force-feeding neither practical nor in threats 

 
Recommendation decision 2 

Before the decision to force-feed is made, an adequate risk assessment must be made. 

• An independent doctor assesses the medical necessity. This is necessary because there 
are currently no absolute criteria for starting and stopping force-feeding or the existence 
of 'danger to life'. 

• An independent psychiatrist assesses psychiatric necessity (if that is not substantiated 
in Wv mental health care decision or the care and coercion Act). 

• The person responsible for treatment assesses the suitability of the location, also in 
terms of sufficiently authorized and competent and demonstrably trained personnel and 
the presence of a supervision plan, and records this assessment in writing. 

 
Recommendation decision 3 

Because of the ethical aspects of care, it may be considered, before a decision to force-feed 
is taken, to hold a moral deliberation session by knowledgeable and trained employees and 
the primary practitioner. The aim of this moral deliberation session is to prevent force-
feeding as standard therapy or punishment, for example in the event of a lack of alternative 
treatment methods or in the event of fear and panic or staff shortages. It remains an 
ultimate remedy. This moral deliberation is reported in the client file.  

 
Recommendation decision 4 

Before the decision to undertake force-feeding is taken,  parents or relatives and 
the patient's oral and written informed consent should be obtained, and to allow patients 
written objection made clear, and be able to make their own plan to prevent force-feeding 
(Wv mental health) or possibly to be able to take legal action (legal protection). The 
objection has suspensive character. 

 
Recommendation decision 5 

If the subsidiarity, proportionality or efficiency of the intended application, raises questions, 
a second opinion from an independent expert, not involved in the treatment should be 
asked for. 

 
  

 
7 In the GRADE approach, there are two types of recommendations: strong and weak recommendations. The 
GRADE working group NL proposes that verbs such as 'serve' for a strong and verbs such as 'consider' for a 
weak recommendation. It is also important that options for weak recommendations to be mentioned. Weak 
recommendations are therefore preferably conditional recommendations. 



 

 

Recommendation decision 6 

A decision to force-feed is possible damaging because of its invasive and psychiatric 
nature. Consequences can only be taken under the legal framework of the Law on Medical 
treatment contract, juvenile law, compulsory mental health care or care law. Force-feeding 
with the consent of the client or his legal representatives also remains force-feeding and 
must be tested against the legal requirements. 

 
Recommendation decision 7 

The decision to administer force-feeding must be made carefully and documented in a plan 
and added to the client file. 
 
1. The plan contains a start and an end date (after which a new plan can be created). 
2. The plan also contains a weight indication that always stops. Force-feeding is always 

stopped when 'non-life-threatening weight' is reached. In view of its invasive nature, 
force-feeding is not appropriate to create a 'buffer'. 

3. A reduction plan is part of the decision to force- feed and the client file. In this phase-out 
plan, the patient 's opinion is reported and the patient's counselor is informed 

  
Recommendations regarding the implementation of the measure. 

 
Recommendation Procedure 1 

In advance a detailed multi-disciplinary implementation plan is designed, in which are 
recorded goals and limits, also the procedure for any fixation, proceedings and other 
treatment. 

 
Recommendation Procedure 2 

This plan should be communicated with all stakeholders, including the patient. 

 
Recommendation Procedure 3 

During the force-feeding, progress should be discussed every three days in an Multi-
Disciplinary Team (mandatory evaluations) and a report taken to be discussed with 
the client.  

  



 

 

Recommendation Procedure 4 

When it is established that the treatment is in danger of failure, for example if the set goals 
are not achieved, an independent third expert (for example from the CCE) is asked to advise 
the MDO (to prevent tunnel vision). This is a means of helping practitioners to avoid or 
minimize coercion and is seen as a 'best practice'. 
https://www.ggzstandaarden.nl/generieke-modules/dwang-en-drang/3-zorg-rondom-
dwang-en-drang/3-5-monitoring/consultatie 

 
Recommendation Care 1 

Responsibilities 
The main practitioner is responsible for the correct execution of this plan. 
  
The nurse administers force-feeding. Because the risk of medical complications the 
administration of force-feeding to be seen as a reserved for medical staff operation. Only 
medical personnel with a BIG registration are authorized to administer force-feeding. 
  
A doctor and a psychologist supervise the administration. 
  
The psychologist supervises the implementation of the force-feeding, because of the serious 
psychological risks; he makes with the primary treating staff a risk map with an assessment 
of the psychological wellbeing of the client and of the potential damage and supplementary 
treatment necessary regularly; het records psychological aftercare in the phase-out plan, 
even if the client has left the institution and may have been transferred to another party (for 
example a Fact Team). 
  
Social worker addresses the social consequences of a prolonged stay (eg loss of housing or 
school) mapping and addressing this. 

 
Recommendation Care 2 

Continuing education and training. 
Staff should be trained continuously on ethical, psychological, medical and juridical matters 
and countertransference. Team coaching is recommended. 

 
 
Recommendation Care 3 

Living climate research 
It is recommended to regularly measure the living environment in the ward, together with 
possible mutual influence. Validated instruments are available for 
this (Group Climate Instrument 2.0 and PIRY). The results of these measurements can be 
used to improve the climate and thus the motivation for treatment. 

  

https://www.ggzstandaarden.nl/generieke-modules/dwang-en-drang/3-zorg-rondom-dwang-en-drang/3-5-monitoring/consultatie
https://www.ggzstandaarden.nl/generieke-modules/dwang-en-drang/3-zorg-rondom-dwang-en-drang/3-5-monitoring/consultatie


 

 

Recommendations regarding quality assurance.  
 
Recommendation K1 

Complaints are brought to an independent complaints officer considered and justified in 
writing reported to the client and/or legal representatives in accordance with current 
complaints of the body and incorporated into the client ornamental.  

 
Recommendation K2 

In the event of serious incident (for example an attempted suicide), a multidisciplinary care 
advice team is put together with at least two independent experts and relatives. The reports 
of this are included in the client file.  
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