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Abstract

Providing care for patients with anorexia nervosa (AN) often generates significant moral distress for healthcare professionals.
Central to this distress is the ethical tension between enforcing treatment to prevent severe outcomes, such as premature death,
and honoring patients’ refusals of care. Despite its relevance, empirical research on this moral conflict remains limited. We
examined all 19 documented ethics consultations (ECs) related to AN from a single clinical ethics support service in
Switzerland. Using a sequential deductive-inductive coding approach, we analyzed the documentation and interpreted the
resulting code system on a case-by-case basis. This report focuses on patient characteristics and the ethical issues raised. The
ECs predominantly involved extremely underweight AN patients with extensive prior treatment histories who posed serious
risks to themselves by refusing recommended interventions. Beyond questions regarding the ethical justification of coercion,
frequent concerns included whether further coercive measures to achieve weight gain might be ineffective or even harmful,
highlighting conflicts between the principles of beneficence and non-maleficence. Potential strategies considered included
harm-reduction approaches (e.g., psychotherapy without mandatory weight gain) and palliative measures (e.g., initiating end-
of-life care), each carrying its own ethical dilemmas. Across cases, we identified nine distinct types of conflicts or uncertainties
between ethical principles, with a median of eight per case. Caring for individuals with AN involves multifaceted and intricate
ethical challenges. To navigate the tension between respecting autonomy and promoting beneficence while avoiding harm,
clinicians sometimes consider non-curative approaches. However, their broader implementation is limited by ongoing
uncertainty about general justification, eligibility criteria, and standardized protocols.
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Anorexia nervosa (AN) affects between 1% and 4% of
females in high-income countries at some point in their
lives [1, 2]. Its core behavioral manifestation is the
restriction of energy intake, which leads to marked
underweight [3] and a range of potential medical
complications [4]. Evidence-based treatments have
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demonstrated efficacy at the group level [5], with
approximately 80% of patients achieving at least partial
remission over the course of the disorder [6]. Despite
this, a substantial number of patients either do not seek
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treatment, discontinue it prematurely, fail to respond, or
experience relapse shortly thereafter [7-9], resulting in
roughly 20% developing chronic AN. Mortality in AN is
estimated at 5% [6], representing a fivefold higher risk
compared to healthy individuals of the same age [10]. To
avert death or severe medical complications, formal
coercive measures—such as involuntary hospitalization
or tube feeding—are applied in 13—44% of inpatients
[11]. Patients also frequently report experiences of
informal coercion and procedural injustice within
inpatient care [12—14].

Healthcare professionals working with AN patients often
experience negative emotions, self-criticism, adverse
judgments toward patients, and moral distress due to poor
outcomes, limited treatment efficacy, and the need for
coercion [15]. Matusek and Wright [16] suggest that the
primary ethical conflict in this setting lies between
employing coercion to prevent serious complications or
death (aligning with the principle of beneficence as
outlined by Beauchamp and Childress [17]) and
respecting a patient’s refusal of treatment (following the
principle of autonomy). This dilemma has been
extensively debated in clinical ethics literature. Geppert
[18] contended that treatment should not be withheld on
grounds of futility, as clinical recovery can occur even
after decades [19-21]. She further argued that patient
refusals often cannot justify forgoing treatment, as
starvation-related neurocognitive impairments
undermine autonomous decision-making. Similarly,
Charland [22] and Giordano [23] maintained that even
when patients meet standard decision-making capacity
criteria, coercive life-sustaining interventions may be
ethically defensible (hard paternalism per Dworkin [24]),
given the reversibility of AN symptoms and the absence
of a clear desire for death in most patients.

Conversely, some authors suggest that in severely ill
individuals, the likelihood of meaningful recovery or a
satisfactory quality of life may be so diminished that the
burdens of repeated invasive coercion outweigh potential
benefits [25-27]. Additionally, competent treatment
refusals in long-standing AN may warrant respect, as
patients with extensive experience of the disorder often
possess insight into their quality of life and treatment
burdens [23, 28-31]. Palliative care approaches have
been proposed as alternatives for these patients [27, 29,
32-35], and neglecting such options may reinforce mind—
body dualism and perpetuate stigma around severe
mental disorders [31].

To date, much of the ethical discourse has relied on
theoretical analysis and single-case reports, leaving the
broader relevance to routine AN care uncertain. The
current study seeks to address this gap by providing a
detailed, structured account of ethical concerns arising in
everyday clinical care for patients with AN, as well as the
situations that precipitate them. These findings aim to
support both mental health professionals providing care
and clinical ethicists assisting them, thereby contributing
to more informed ethical decision-making in mental
healthcare.

Methods

Approach, context and reflexivity

To examine how healthcare teams identify and interpret
ethical issues in the care of patients with AN, we adopted
a constructivist perspective [36]. Our focus was on
understanding which clinical situations are perceived as
ethically significant and why, acknowledging that there
is no single “correct” moral assessment of any scenario.
The aim was to systematically map the variety of ethical
concerns that emerge in this setting. For this descriptive
purpose, qualitative content analysis provided a suitable
methodological framework [37], a strategy previously
applied to analyzing ethics consultation (EC)
documentation in somatic medicine [38—41].

This study draws on prior work analyzing psychiatric
ECs [42] and reviews documents from the Clinical Ethics
Support Service (CESS) in Basel, Switzerland, across
multiple hospital contexts. Established in 2012, CESS
currently serves four tertiary hospitals, applying a
principle-based approach [17] enriched with structured
perspective-taking techniques [43, 44]. After each
consultation, a written protocol is generated, verified by
the clinician who requested the consultation, and
archived both in the patient’s record and the service
database.

Notably, some of the authors (ALW, SRT, MT), all
trained in mental health care, directly participated in the
ECs included in this study. Their professional experience
and personal ethical perspectives influenced the
consultation discussions, documentation, and
interpretation of coded material. They share the clinical
view that for patients with severe and persistent AN,
shifting from traditional curative goals (e.g., weight
restoration) to non-curative care goals can sometimes
serve the patient’s best interests [27, 45].
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Selection strategy

We searched the CESS database for entries containing
“anorexia” or “eating disorder” from July 2012 through
June 2022. We included all ECs that addressed individual
patients diagnosed with anorexia nervosa (ICD-10 F50.x;
[3]). Consultations were excluded if they did not focus on
individual patients—such as those supporting guideline
development—or if they concerned anorexia related to
conditions other than AN, such as restricted intake due to
dysphagia in pharyngeal cancer. No exclusions were
made based on consultation depth or format (e.g., brief
vs. full ECs [46]). An overview of included consultations
and details on data processing are provided
Supplementary Material S1.

in

Coding and analysis

To examine the ethics consultation (EC) documentation,
ALW applied a sequential approach combining deductive
and inductive coding, following Kuckartz [47] (see
Supplementary Material S2 for illustrative examples).
Because documentation standards at CESS evolved over
the study period and not all records adhered strictly to
them, we initially organized the materials into predefined
categories based on the key components of EC
documentation outlined by Pearlman et al. [48]. For this
study, we focused on three main areas: (a) information
specific to each consultation, including medical details
and patient preferences, (b) ethical issues identified
during the consultation, and (c) analyses of these ethical
concerns. Our definition of “ethical concern” was
deliberately broad, encompassing challenges
providing care that is normatively justified, difficulties in
implementing ethical decisions, and the perspectives of
both clinical ethicists and consultation participants [49].

Next, inductive coding captured specific content from the
text. Examples included factual codes, such as
sociodemographic information, and thematic codes, such
as questions about the patient’s decision-making
capacity. These detailed codes were then grouped into
higher-order categories, forming a hierarchical code
system. Each code was characterized and differentiated
from similar codes through memos. MAXQDA 2022®
facilitated the assignment of deductive categories, the
creation and application of inductive codes, extraction of

in

coded segments for higher-level
documentation, and frequency analysis.
Although only a limited number of ECs were available,
the final five cases did not yield new insights, suggesting
that data saturation had been reached according to the
definition provided by Saunders et al. [50]. Coding
quality was strengthened through a consensual process
[50], with five documentations (EC11 1 to ECI5 1)
independently coded by SRT. Any discrepancies or
ambiguities were resolved through discussion among
ALW, SRT, and the methodological consultant SW, and
decisions were recorded in the code memos.

Cases, rather than individual EC documents, were treated
as the unit of analysis because multiple ECs for the same
patient occurred in close temporal proximity (ranging
from eight days to under eight months) and referenced
prior consultations, reflecting an ongoing deliberative
process. All coding and analysis were conducted in
German, and findings were later translated into English
by ALW, with MT verifying translation accuracy. For
readability, all results are reported in the simple past
tense, irrespective of the ECs being prospective or
retrospective. Reporting follows SRQR guidelines where
applicable [51].

coding, memo

Findings

The search identified 19 EC documentations covering 14
patients, accounting for 5.7% of all ECs recorded during
the study period. Two consultations were brief, and 17
were full ECs (following Tapper et al. [46]), with each
patient having at least one full consultation (see
Supplementary Material S1). Brief ECs consisted of
telephone or email exchanges between a clinician and a
clinical ethicist, whereas full ECs involved either in-
person or virtual meetings of multiple healthcare
professionals and at least two clinical ethicists. Family
members participated in three of the full ECs; patients did
not attend any consultation. Across all documented ECs,
130 participants were involved, some attending more
than one session. Of the 19 consultations, 15 were
prospective, one was retrospective, and three addressed
both retrospective and prospective ethical concerns.
Metadata for the full ECs are summarized in Table 1.
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Table 1. Metadata on the full ECs included in the analysis

count 13 different requesters from 7 different institutions
9 physicians
profession 2 psychologists

(1 relative)

8 mental healthcare

requester ) . 2 pediatrics
medical special . .
P R4 1 internal medicine

1 oral and maxillofacial surgery

9 university hospital

work setting 1 general hospital
2 private practice
count Median = 9 participants (range [3; 12])
participants professions Median = 3 different professions (range [1; 6])
medical specialties Median = 2 different medical specialties (range [1; 3])
institutions Median = 2 different institutions (range [1; 5])
EC duration Median = 85 min (range [30; 135])
Protocol Word count Median = 2123 words (range [530; 3368])

Notes: The specialty “mental healthcare” comprises psychiatry including child and adolescent psychiatry, psychosomatic medicine, and clinical
psychology. EC = ethics consultation

The consultations most often involved AN patients with  refusal of recommended interventions. Other aspects of
extensive prior treatment who were currently severely  the patients’ backgrounds and clinical histories differed
underweight and considered at high risk due to their considerably across cases (Figure 1).
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Figure 1. Patient Characteristics and Histories
*Certain features of patients and their clinical histories were consistent across the majority of cases (i.e., the same or similar in at least twelve
cases), whereas other aspects showed considerable variability. For characteristics that varied, the range of observed expressions is provided in
brackets. A more detailed account of patient characteristics and histories is available in Supplementary Material S2.

Ethical issues were identified in several ways: they were
Ethical concerns reported by the clinicians requesting the EC as reasons
for involving CESS, raised during consultations by



Asian J Ethics Health Med, 2025, 5(x):xx-xx

Salem et al.

participants as morally challenging, or highlighted by the
clinical ethicists themselves. Across individual cases,
between three and 13 distinct ethical concerns were
identified, with a median of 8 per case. These concerns

suffering of the
patient (1/14)
endangerment of

the patient
(14/14)

by treatment refusal/lack
of cooperation
(11/14)

by self-endangering
behaviour (1/14)

increased risks
(8/14)

acute danger to life
(6/14)

next steps unclear or
contentious (7/14)

patient wishes
unclear or conten-
tious (3/14)

encompassed patient suffering and risk, patient
preferences, decision-making capacity, involvement of
surrogate decision-makers, and aspects of ongoing
treatment (Figure 2).
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Figure 2. Ethical Concerns in
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the Care of Patients with AN

*The occurrence of ethical concerns is reported as the number of cases (out of 14) in which each issue was noted. DM = decision maker,

DMC = decision-making capacity.

In every case, a primary ethical issue involved the patient
putting herself at risk. This typically arose when the
patient refused recommended interventions, such as tube
feeding (EC5 1) or hospitalization (EC9 1). These
refusals either increased the likelihood of serious medical
complications—Ilike an underweight patient declining
routine check-ups (EC3 2)—or posed immediate life-
threatening dangers, such as severe iron-deficiency
anemia combined with overexertion, leading to critically
elevated heart enzymes (EC9 1). In three cases,
ambiguity or conflict regarding patient preferences
generated ethical concern (e.g., EC7 1), while in five
cases, decision-making capacity was questionable or
contested (e.g., EC6 3, EC9 _1). Surrogate decision-
makers also raised ethical questions, either due to lack of
cooperation, such as refusing consent for proposed
interventions, or concerns about their suitability for the
role (EC5_1).

All cases also involved doubts about the current
treatment plan. In five cases, adequate care was

considered unachievable because of resource
limitations—such as insufficient nursing support
(ECI12 _1)—or the wunavailability of appropriate

specialized settings (e.g., a closed ward providing
combined psychiatric and medical care; EC7 1). In four
cases, treatment demands were perceived as excessive for
staff, for example, repeated aggressive behavior toward
nursing personnel (EC7_1). Nine cases raised uncertainty
about whether further treatment aimed at symptom
reduction would actually be effective, including whether
any benefits would persist post-discharge (EC1_1). This
uncertainty extended to the use of coercion—informally
pressuring a patient to attend emergency care (EC5 1),
or formally restraining a patient for tube feeding
(EC7_1)—with additional worry that such measures
could harm the therapeutic relationship (EC8 1).

Participants often considered departures from standard
care, either by bending professional obligations (e.g.,
withholding information about planned coercion;
ECI11 1) or by shifting away from curative goals like
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weight restoration toward palliative strategies. These
palliative approaches included continuing psychotherapy
even if insufficient for weight gain (EC8_1), providing
therapy without requiring commitment to weight gain
(EC3_2), forgoing coercion when benefit-burden ratios
were unfavorable (EC12_1), respecting patient decisions
to refuse life-saving interventions such as resuscitation
(EC2_1), and initiating end-of-life care, including
hospice referral (EC10_1).

Analysis of ethical concerns

When interpreted through a principlism lens [17], these
ethical issues revealed nine distinct types of conflicts or
uncertainties among ethical principles, ranging from
three to seven per case (see Supplementary Material S3).
Most conflicts revolved around beneficence (Figure 3).
In 13 of 14 cases, tension arose between beneficence and
respect for autonomy, specifically regarding whether to
honor a patient’s refusal of treatment or to apply coercion

< \\‘\

/  adequate treatment

),—i impossible; effective-
I ness of treatment

L9 insufficient; shifting

from curative to

palliative care

beneficence

treatment
places
excessive
demands
others

negative
benefit/harm
ratio of treatment

to prevent serious harm. In nine of these cases,
uncertainty further complicated the situation. Concerns
about autonomy included doubts about patient
preferences, decision-making capacity, or the
appropriateness of surrogate decision-makers, as well as
the dilemma of respecting present autonomy versus
future through
interventions aimed at enhancing decision-making
capacity.

Uncertainty regarding beneficence appeared in 12 of 14
cases, stemming from concerns about whether suitable
treatment was possible or effective and whether
deviations from standard care could better serve the
patient. Concerns about potential harm from treatment,
such as pain or trauma, were identified in 11 of 14 cases,
reflecting non-maleficence uncertainty. Overall, these

promoting autonomy coercive

combined concerns led participants to question whether
further symptom-focused interventions might produce
more harm than benefit (11 of 14 cases), highlighting a
conflict between beneficence and non-maleficence.
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Figure 3. Analysis of Ethical Concerns in the Care of Patients with AN

*In the figure, conflicts between ethical principles are illustrated with double-headed arrows, while uncertainties regarding principles are
depicted as clouds. The text within these symbols summarizes the main ethical issues associated with each conflict or uncertainty. For clarity,
only conflicts or uncertainties that appeared in more than two cases are displayed. A full overview of the analysis of ethical concerns can be

found in Supplementary Material S3. DMC = decision-making capacity.

Discussion

The ECs examined in this study predominantly involved
AN patients who had undergone extensive prior

treatment, were currently extremely underweight, and
were considered at risk due to refusing recommended
interventions. These clinical scenarios were further
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complicated by ambiguities regarding the patients’
preferences and decision-making capacity.

Each case prompted multiple ethical considerations,
which, when analyzed, revealed nine distinct types of
conflicts or uncertainties among ethical principles.
Beyond the recurring question of whether coercion
should be applied to prevent serious AN-related
complications—highlighting the tension between respect
for autonomy and beneficence—participants frequently
deliberated on whether further interventions targeting
symptom reduction were likely to succeed, could cause
harm, or might produce a net negative outcome. These
deliberations  reflected uncertainties surrounding
beneficence and non-maleficence, as well as a conflict
between these principles (Figure 3). Such complexity
mirrors the lack of robust empirical evidence on long-
term outcomes of AN treatment, particularly coerced
interventions in patients with longstanding illness [52],
as well as the absence of validated staging models or
prognostic tools for AN [53]. Normatively, this raises the
question of how prognostic uncertainty should factor into
ethical decision-making.

A key insight from this study is that ethical issues in AN
care cannot be reduced to a simple conflict between
autonomy and beneficence. Rather, EC participants
frequently wrestled with a three-way dilemma: whether
to employ coercion to avert severe complications and
potential death—acknowledging that this could cause
harm—or to respect treatment refusal, with its inherent
risks to the patient. This illustrates a complex interplay
between beneficence, non-maleficence, and respect for
autonomy, further compounded by uncertainty about
how these principles should be prioritized.

Recent ethical discussions emphasize the relevance of
non-maleficence, particularly in justifying harm
reduction strategies for both adults [54] and adolescents
with AN [55]. However, harm reduction alone is often
insufficient to meet the needs of patients with severe or
longstanding AN [27]. Consistent with this, some
strategies discussed in the ECs, such as allowing
psychotherapy without weight-gain requirements or
foregoing coercion despite risk, can be viewed as harm-
reduction approaches. Others, however, extended beyond
harm reduction and entered the realm of end-of-life care,
including withholding life-saving measures or initiating
hospice care. End-of-life care in AN remains ethically
complex and controversial. A recent review identified
two central challenges: (a) key concepts such as “futility”
are inconsistently defined, often value-laden, and

sometimes circular; and (b) fundamental normative
questions—Ilike whether diagnosis-based ethico-legal
exceptions are justified—remain unresolved [56].
Reflecting this, the appropriateness of non-curative
interventions was itself a source of ethical concern in the
ECs, highlighting uncertainty about whether beneficence
and non-maleficence could be better served by deviating
from standard care. Currently, guidance for clinicians in
such situations is limited, which likely exacerbates moral
distress and may adversely affect patient care. Some
preliminary recommendations for addressing potential
futility in mental healthcare have been proposed [57], but
substantial work remains.

Further research is needed to develop reliable methods
for evaluating decision-making capacity in AN, establish
validated staging models and prognostic tools, and define
alternative care options. With such evidence, healthcare
professionals and clinical ethicists could receive more
structured guidance and recommendations for ethical
decision-making in these highly complex and morally
challenging scenarios.

Strengths and Limitations

While this study represents the largest collection of
published clinical ethics cases related to AN to date, the
total number of cases remains relatively small. This may
reflect (a) the low prevalence of severe eating disorders
and (b) the fact that a specialized treatment program for
severe eating disorders was only recently implemented at
one of the hospitals served by the CESS. Nevertheless,
coding reached saturation, suggesting that the findings
capture the majority of ethical concerns encountered by
healthcare professionals caring for patients with AN in
Switzerland.

It is possible that certain ECs—particularly brief
consultations conducted by telephone—were not
recorded due to time constraints, potentially resulting in
selective documentation bias [38]. Moreover, EC
participants were largely self-selected, limiting the
study’s ability to capture the concerns of those who did
not seek ethics support, for instance due to negative
perceptions of the CESS. This limitation is partially
mitigated by the diversity of EC requesters and
participants,  representing  multiple  professions,
specialties, and institutions. The retrospective document
analysis design strengthens confirmability, as neither the
behavior of EC participants nor CESS members could
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have been influenced by awareness of the study or its
objectives [38].

It is important to note that the study analyzed routine, pre-
structured, and selective documentation from a single
CESS rather than the ECs themselves. Consequently, the
depth and type of information varied across cases, and
certain potentially relevant details could not be
reconstructed—for example, specific procedures used to
assess decision-making capacity or which participant
raised a particular ethical concern. Furthermore, the
coding primarily focused on ethical issues, with less
attention to psychosocial factors (e.g., patient—clinician
communication) and legal aspects (e.g.,
guardianship law).

The generalizability of these findings is limited by the
focus on a single CESS operating under a principlism
framework and primarily serving tertiary care healthcare
professionals in Switzerland. ECs conducted within other
ethical frameworks, different levels of care, or healthcare

Swiss

systems without universal coverage may reveal different
ethical concerns. For instance, a study of predominantly
US-based outpatient psychologists highlighted ethical
issues primarily around access to affordable, evidence-
based care [58]. Additionally, because few informal
caregivers and no patients participated in the ECs
analyzed, the findings are unlikely to reflect the
perspectives of these stakeholders. The absence of patient
input may have contributed to a predominantly
biomedical framing of AN, reducing attention to
sociocultural factors influencing judgments of decision-
making capacity and treatment refusal [59].

To gain a more comprehensive understanding,
ethnographic research examining not only the EC itself
but also the interactions leading up to a request (or
decision against requesting) an EC would be valuable.
Such studies could also explore whether participants’
professional role or hierarchical position influences their
ethical perspectives.

Conclusions

Ethical concerns in the care of patients with AN are
multifaceted and complex. To navigate the tensions and
uncertainties between respect for autonomy, beneficence,
and  non-maleficence, healthcare  professionals
sometimes consider non-curative approaches. However,
the lack of clear guidance regarding their general
justification, eligibility criteria, and standardized

protocols currently limits the implementation of these
approaches.
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