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Mental health disorders in adolescents present some of the most challenging
of all ethical dilemmas. This is particularly true when they lead to selfinjurious behavior that can only be prevented by either limiting the freedom
of the adolescent or forcing treatments on them that they do not want.
Intentional and repeated foreign-body ingestion (FBI) in youth is a poorly
understood self-injurious behavior that can be life-threatening. It poses
unique clinical and ethical challenges. Ingestion of sharp or magnetic objects
increases the need for endoscopic retrieval or surgical intervention with
associated risks, including perforation and anesthesia-related adverse events.
When behavior modiﬁcation efforts fail to prevent recurrent FBI, the
cumulative risk of medical intervention mounts. Sometimes, as a last resort,
doctors consider surgical procedures that limit jaw movement and may
physically prevent recurrent FBI. In this Ethics Rounds article, we present
a case in which doctors consider whether it is in the best interest of
a teenager with this behavior to undergo orthodontic jaw wiring as a next
step in treatment of repeated FBI. Doctor commentary on the ethical decisionmaking process is provided.

CASE PRESENTATION
A nearly 17-year-old African American
male patient with a history of
posttraumatic stress disorder and
asthma has had .2 dozen
hospitalizations over 4 years for
intentional FBI. Ingested objects
included plastic utensils, combs,
toothbrushes, writing implements,
magnets, batteries, and a coiled coat
hanger (see Fig 1). Depending on the
characteristics of ingested objects,
management has been either
observation or upper and lower
endoscopy with foreign-body removal.
Recently, he has undergone monthly
endoscopic foreign-body removal
procedures under general anesthesia at
a tertiary care children’s hospital. When
endoscopic removal of a sharp object
could not be completed, the patient
had laparoscopy, gastrostomy, and
foreign-body removal.

The patient has a history of abuse and
neglect. He was removed from his
parents’ care at age 3 years and has
lived in multiple foster homes. A stateappointed caseworker has medical
decision-making power.
Psychopharmacology and supportive
mental health therapies have been
ongoing for many years. No inpatient
mental health facility will accept him
because of his frequent FBIs and need
for urgent transfer to inpatient care.
The patient reports intentionally
swallowing objects when “bored,” to
“get out of a situation,” or when upset.
He denies suicidal intent. He informs
caretakers of ingestion within a short
time of the behavior.
He has been evaluated and cared for by
multiple specialists, including those
from gastroenterology, surgery,
psychiatry, psychology, child life, and
ethics. When hospitalized, he requires
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1:1 supervision when asleep and 2:1
supervision when awake, prohibition
of writing and feeding utensils, body
checks, and room sweeps for
ingestible objects. Attempts to limit
reinforcement associated with
hospitalization are ongoing. Still, he
has managed to ingest several objects
during hospitalizations. His
gastroenterologist asks whether it
would be appropriate to wire his jaw
shut. The patient opposes this. The
medical team calls for an ethics
consultation.

Christina Low Kapalu, PhD
(Psychology), Comments
This case warrants a look from both
50 000 feet and the ground. All health
care providers have the ethical and
moral obligation to promote
nonmaleﬁcence and beneﬁcence. Our
obligation to our patients is to protect
their safety, even when they will not
or cannot, and to balance the beneﬁts
of treatment with its associated risks.
In this case, our patient repeatedly
makes decisions that carry the risk of
signiﬁcant harm both in the act itself
and related treatment. Providers then
become implicit in potential harm
each time they perform surgical
intervention and understandably
have growing discomfort with this.
If our patient had ingested
medications, a logical next step would
be to implement means restriction, an
evidence-based intervention for
reduction of self-harm behaviors.1
Psychologists are routinely involved
in disposition evaluations after
suicide attempts and recommend
limiting access to items and/or
situations that could be used to inﬂict
self-harm (eg, locking up ﬁrearms and
medications) to prevent future selfharm behaviors. In this case, stringent
means-restriction policies have been
implemented in residential placement
and in the hospital; however, minor
inconsistencies in implementation
have resulted in additional ingestions.
The patient has also escalated to
swallowing sharp objects, requiring

FIGURE 1
Multiple foreign bodies. A, Blunt, small, metal screws in the stomach. B, Multiple button batteries in
the descending colon. R, Right.

higher levels of surgical intervention.
The question then becomes, "how
does one restrict access to
everything?" Clinically, we know that
intentional FBI in adults is resistant
to treatment.2–4
The next step in prevention efforts
might be to put on a mask or other
wearable device contingently. This
intervention poses a signiﬁcant
challenge in our case because the
patient is physically large and
increasingly combative, requiring
physical and chemical restraints for
patient and staff safety.
Does orthodontic jaw wiring then
become the next extension of means
restriction or restraint? Is it done in
the name of beneﬁcence? If so, we
must ask ourselves, as we would with
any restraint procedure, the following

questions: Is this a treatment of last
resort? Is this decision
nonretaliatory? Is it therapeutic or
preventive? If our answer to these 3
questions is no, we should not
proceed. Clinicians must also take
great care to ensure that decisions to
escalate or remove care are not
related to countertransference and/
or a way to manage our own
frustration with the patient or
behavior.4 Ethics consultation can
help tease apart these nuanced
decision points and help providers
to engage in repeated and deliberate
self-reﬂection during what may
seem to be an impossible situation.
Details such as how long the patient’s
jaw will be wired shut or how the
team will respond if the patient
removes the wire should also be
carefully considered because there
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are no standardized treatment
guidelines and no way to predict
patient response to treatment.
Now for the ground-level view, the
consideration of patient speciﬁcs. Our
patient, like many of our patients, is
multilayered and complex and exists
within a cultural and historical
context that warrants careful
consideration. His intersecting layers
of vulnerability, including being
a minor in state custody, having
a trauma and mental health history,
and being a racial minority, each pose
a challenge to the application of
50 000-foot medical decisions. In
addition, these vulnerabilities
necessitate that all less-invasive
treatment options have been
exhausted before escalating care.
As a minor, he is not yet legally able to
consent for treatment. Medical
treatment decisions are the
responsibility of a caseworker who
gives “informed permission.”5
Additionally, brief cognitive screening
suggests that this patient’s cognitive
functioning falls in the borderline
range, calling into question his
capacity for medical decision-making.
The prefrontal cortex, involved in
problem-solving, decision-making,
and impulse control is known to
continue developing well into young
adulthood, further contributing to the
patient’s suboptimal decision-making.
Cognitive- and executive-functioning
impairment must be considered when
evaluating patient ability to consent
to or decline treatment.
Our patient also has a history of
physical and emotional trauma.
Trauma often involves a “violation of
a person’s bodily integrity,” which has
been related to subsequent healthseeking behaviors.6 Seeking informed
consent for treatment is foundational
in trauma-informed care. In this case,
we do not have it. Doing a jaw-wiring
procedure without consent could
exacerbate behavioral problems or
retraumatize an already vulnerable
patient because it would be another

violation of his personal autonomy. In
addition, maladaptive coping
(ingestion) could be viewed as
a reaction to previous trauma and
conceptualized as an expected way to
try to modify his environment when
he otherwise has little control.
Finally, but still relevant, our patient
exists within a historical and social
context of repeated abusive medical
treatment of African Americans and
patients with mental illness.
Historical trauma, including slavery
and oppression of African Americans,
as well as current racial injustices and
institutional racism continues to
shape the lives of children, families,
and communities.7 Medical
experimentation on nonconsenting
African American patients, including
the Tuskegee Syphilis Experiment
and treatment of Henrietta Lacks, is
not a distant phenomenon. If jaw
wiring has not been proven to be an
effective treatment of recurrent FBI, I
would advocate for, at the very least,
consideration of historical inequities
and maltreatment when treatment
planning. With our history of
signiﬁcant maltreatment of patients
with mental illness, we also owe it to
our patient to evaluate whether all
less-invasive treatment options have
been trialed.
Have we exhausted all other
possibilities? One could argue that
although behavioral treatment to
prevent future FBI has been extensive
during his inpatient care, his
outpatient mental health care has
lacked evidenced-based trauma
treatment that could address the root
cause of FBI rather than just the
symptoms.
We may, in the end, come to 2 very
different conclusions when
considering the 50 000-foot and
ground-level views for our patient. A
broader, problem-based approach
may overlook patient-speciﬁc factors,
whereas taking an overly narrow
view may lead to missed
opportunities to promote patient

safety. Although there may be
precedent for voluntary jaw wiring in
the medical literature, it would not be
voluntary for this patient. At the very
least, I advocate for continuous and
intentional reﬂection at the personal,
institutional, and societal level when
weighing risks and beneﬁts of this
treatment and, in doing so,
acknowledge that either approach
(surgical or ongoing behavioral
treatment) could make the problem
worse and lead to serious and
irreversible self-harm or death.

Thomas Attard, MD, and Mike
Thomson, MD (Gastroenterology),
Comment
Foreign-body removal requiring
upper endoscopy can be
a challenging, high-risk, emergent
procedure in the case of sharp foreign
bodies, multiple magnets, or button
batteries. In itself, removal of sharp
objects during endoscopy, especially
if relatively large, entails a risk of
penetrating trauma and bleeding.8
Emergent upper endoscopy can be
complicated by insufﬁcient
preoperative fasting, implying an
increased risk of aspiration.
Intentional, recurrent FBI is well
described in the adult patient
literature and established in 2
scenarios: patients with severe
psychiatric disorders and individuals
detained in prison, wherein emergent
transfer to the better environment of
a medical facility delivers signiﬁcant
positive reinforcement. These
populations are vulnerable and test
provider empathy on several levels.
When such patients come to the
hospital, their interaction is usually
with an on-call team. Such teams
typically have limited familiarity with
the patient. There is no continuity on
which to develop a therapeutic
rapport. The recurrent nature of the
problem, the patient’s apparent
intentionality, and the challenging
nature of the procedures can test the
team’s compassion. For many doctors,
there seems to be a divergence
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between the patient’s goals and the
health care team’s goals. It is
extremely frustrating to repeatedly
conduct emergent and high-risk
therapeutic endoscopy procedures.
In a minor, there is the additional
level of vulnerability because the
child is seldom involved in planning
for emergent procedures. Even if the
teenager could be involved, the
underlying psychiatric pathology
makes communication challenging. In
addition, the teenager is often given
medication for pain or sedation.
In our particular scenario, the
challenging aspects of care included
escalating risk with the ingestion of
larger and progressively sharper
foreign bodies and a lack of success in
preventing recurrent ingestion.
Furthermore, the patient’s primary
care providers were disengaged from
the patient’s tertiary care.
From the pediatric
gastroenterologist’s view, the
repeated endoscopies and surgeries
seemed to be both dangerous and
ineffective. Their frustration peaked
when the patient presented with an
embedded sharp foreign body in the
stomach that required open surgery
for removal. The gastroenterologists
were reluctant to continue with an
approach that seemed likely to lead
only to ongoing adverse events,
cumulative harm, and, potentially, the
patient’s death.
In proposing jaw wiring as an
extreme, potentially irreversible
option, the gastroenterology team
intended to underscore with all
parties involved the gravity of the
situation and to document that the
best possible effort had been made to
critically assess all therapeutic
alternatives with their different
impacts and risk proﬁles.
Orthodontic jaw wiring historically
was established as a treatment
modality to address compulsive
eating disorders but has lost favor in
view of presumed less invasive,
endoscopic, and surgical techniques

for obesity control. There is a wellestablished body of literature (and
device patents) in which orthodontic
jaw wiring to manage obesity and
mitigate its long-term deleterious
outcomes in adults and children is
described.9–14 Even within that
speciﬁc population, coexisting
psychiatric morbidity is associated
with a lower success rate but does
not constitute a contraindication.15
Orthodontic immobilization is not an
established procedure for recurrent
intentional FBI and, in itself, entails
signiﬁcant risk and morbidity as well.

an infant or toddler who ingests
a piece of a toy, a coin, or a food item.
In adults and adolescents, intentional
FBI usually “is the result of
psychiatric impairment (self-harm or
suicidal ideation), intellectual
disability, intoxication, or secondary
gain seen in prisoners.”16 Foreignbody removals from the esophagus
can be challenging cases for
anesthesiologists. Patients may
develop total airway obstruction by
the foreign body, which can turn an
urgent case into a struggle to save the
patient’s life.

Mandibular immobilization, as in any
surgical intervention, could not be
guaranteed to be effective, especially
holistically, because our patient might
revert to ingestion of caustic or
corrosive liquids that would still
warrant, then more complicated,
endoscopy or surgery. The patient
might engage in alternative selfharming behaviors if ingestion were
not possible.

The total number of intentional
ingestions and subsequent
anesthetics in this patient is
extraordinarily uncommon. The
patient’s risk from anesthesia is
a composite one because of the
combination of the risks of each and
every anesthetic exposure.

Furthermore, the likely negative
psychological impact would have
been impossible to predict. However,
especially in view of the historic
acceptability of orthodontic wiring to
mitigate adverse outcomes from
obesity, it was thought reasonable to
consider in the management of this
patient. This was not a frivolous or
casual recommendation. Instead, it
reﬂected our urgent efforts to
critically evaluate all options,
including unconventional and
extraordinary measures, to address
a potentially fatal behavior. We
purposefully did not consider the
patient’s socioeconomic status,
psychiatric vulnerability, or minority
status because to do so would be
discriminatory in itself. We were only
focused on what was best for this
individual who was suffering.

Adam Booser, MD (Anesthesia),
Comments
Pediatric anesthesiologists regularly
care for children who ingest foreign
objects. These cases usually involve

Perioperative respiratory
adverse events are the most
common complications seen in
pediatric anesthesia, with
laryngospasm, bronchospasm,
aspiration, and airway obstruction
(caused by the foreign body) being
the most important. Risks of an
allergic reaction, other adverse
drug responses, hypotension,
arrhythmias, and cardiac arrest are
at a much lower rate of occurrence
but are not negligible. In this patient,
the risk of complications is magniﬁed
by the total number of anesthetics
provided. Thus, this patient is
putting himself in great risk of
possible harm during the
perioperative period.
There are 2 predominant ethical
principles important to the
anesthesiologist involved in this case:
beneﬁcence and respect for patient
autonomy. Beneﬁcence is not only
restraint from doing harm but also
“active interventions to prevent harm,
remove harm, or promote good.”17
Beneﬁcence includes consideration of
what is in the best interests of the
patient. The best interests concept
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goes beyond simply the medical risks
to include the patient’s belief systems
and cultural interests. What is in the
best interests of the patient also links
the 2 separate concepts of
beneﬁcence and respect for patient
autonomy.
Active intervention to prevent harm
is relevant in this case because the
patient is intent on harming himself
for secondary gain. This patient has
stated that his intentional ingestions
are not the result of suicidal ideation,
suggesting that there is a limit to his
self-harming behavior. To this point, it
has proved impossible to prevent him
from recurrent FBI, even with the
application of signiﬁcant
precautionary measures.
The patient’s uncontrollable selfharming behavior led to a discussion
of wiring his jaw closed to prevent
him from ingesting foreign objects.
However, it was acknowledged that
subjecting him to forced jaw wiring
may result in additional psychological
damage, especially given his history.
The anesthetic for jaw wiring may
require general anesthesia with nasal
intubation. There is an increased risk
of respiratory complications,
including aspiration of vomit without
the ability to quickly suction. If
airway obstruction occurs, there
would not be easy and rapid access to
the mouth if his jaw is wired shut. If
a painful and restrictive surgical
procedure with inherent risks and
consequential treatment (ie,
indeﬁnite tube feeding) is forced on
him, there is the prospect of doing
more harm than good, and it may not
be in his best interests.
Respect for autonomy is the ethical
principle that has to do with
a patient’s right to choose their own
path in treatment, including choosing
to accept or not accept lifesaving
measures.
This patient is a minor in the eyes of
the state and was in state custody at
the time. Still, most adolescents have
the capability to understand the risks

and beneﬁts of a procedure. In fact,
many adolescents are “competent in
that they possess qualities associated
with self-determination—that is,
cognitive ability, rationality, selfidentity, and ability to reason
hypothetically.”18 An ethical dilemma
would arise if a decision was made to
proceed with forced jaw wiring in
a traumatized patient who
understands all the risks and
consequences of the procedure and
still refuses. I would recommend
seeking a court order before
proceeding.
Most states designate 18 years as the
age of competence to consent to
a medical procedure. Some states
have “mature minor” doctrines, in
which a minor can “petition the court
to recognize that they fully
understand the treatments and
consequences of their decisions and
should therefore be allowed to make
treatment decisions independently.”19
There are no laws outlining the
procedure for emancipation in
Missouri. Presumably, a minor in
Missouri could petition the courts for
emancipation under common law.
Regardless of the patient’s age,
respect for autonomy should be taken
seriously in this case, and thoughtful
consideration should be given to his
objection to the procedure.
This patient was exhibiting serious
self-harming behavior. His intentional
FBI resulted in bowel perforation that
put his life and well-being in danger.
Because of his behavior and need for
repeat procedures, anesthetic risks
are magniﬁed by the number of
anesthetics provided to this patient.
However, by attempting to prevent
the FBIs, the risks associated with jaw
wiring under general anesthesia can
result in real physical and
psychological harm. This case brings
up a challenging ethical dilemma for
those who care for him.
As anesthesiologists, it is our
responsibility to evaluate and, if
necessary, get directly involved in the

ethical dilemmas of our patients. The
medical team, including the
anesthesia team, must give careful
consideration to determine what is in
the best interests of the patient in this
difﬁcult and remarkable case.
Given all the considerations
mentioned above, I would be willing
to anesthetize this patient for a jawwiring procedure only if he
consented. If he did not consent, I
would not support seeking a court
order to force this treatment on him.
Forced jaw-wiring cannot be the only
option left to those who care for him.
Due to the potential for causing more
harm than good, I would advocate for
other methods to prevent him from
his self-harming behavior.

John Lantos, MD (Ethics),
Commentary
This is an extraordinary case that just
might justify an extraordinary
intervention. Because the
intervention is so extraordinary (and
may, in fact, be unprecedented for
this presentation), there is no way to
know whether it would work. It is
a radical, innovative procedure for an
extremely rare but life-threatening
behavior. It should, of course, be a last
resort. But when can we say that
conventional treatment has failed so
that it is time for a last resort? For
this, I would defer to the
psychologists who have had a longstanding therapeutic relationship
with the patient. I would not give up
until they were ready to declare
conventional therapy a failure. But I
would caution against 2 possible
barriers to surgical intervention. One
is to assume that this patient has
autonomy. He does not. He is acting
under a compulsion that is beyond his
control. The second caution is in
thoughts about whether treatment is
based on the patient’s race rather
than his best interest. That is always
an important consideration. But it can
lead to a reverse racism that denies
potentially beneﬁcial treatments to
African American patients out of
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a desire not to repeat past racist
mistakes. That, too, may lead to
avoidable harms.
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