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ABSTRACT

In 2012 the American Academy of Pediatrics (AAP) released
a policy statement and technical report stating that the health ben-
efits of newborn male circumcision outweigh the risks. In response,
a group of mostly European doctors suggested that this conclu-
sion may have been due to cultural bias among the AAP Task
Force on Circumcision, in part because the AAP’s conclusion dif-
fered from that of international peer organizations despite relying
on a similar evidence base. In this article, we evaluate the charge
of cultural bias as well as the response to it by the AAP Task Force,
focusing on possible sources of subjective judgments that could
play into assessments of benefit versus risk. Along the way, we
discuss ongoing disagreements about the ethical status of non-
therapeutic infant male circumcision and draw some more general
lessons about the problem of cultural bias in medicine.



TABLE 1. Key Reasons for International Skepticism Regarding the 2012 AAP Findings

1. Internal inconsistency
The AAP technical report states that “the true incidence of complications after newborn circumcision is unknown”—due to such
problems as inadequate follow-up and conflicting diagnostic criteria—but nevertheless states that the benefits of the surgery out-
weigh these unknown risks.1

2. Questionable methodology
The report does not mention any formal procedure used to assign weights or values to individual benefits and risks, nor does it
mention any heuristic by which these could be directly and meaningfully compared, suggesting that no such procedure was used.
The AAP Task Force stated in a later publication, the “benefits were felt to outweigh the risks.”2

3. Underestimation of adverse consequences
The AAP Task Force did not consider the most serious complications associated with circumcision, typically documented in case
reports or case series, as these were excluded from their literature review.3

4. Inadequate description of penile anatomy
The AAP Task Force did not describe the anatomy or functions of the foreskin (the part of the penis removed by circumcision),
suggesting that it did not consider this genital structure to have any inherent value. If the foreskin does have value, however, its
removal is itself a harm, and this must be factored into any benefit-risk analysis.4

5. Inappropriate use of research findings
The AAP Task Force conflated findings from studies assessing the effects of adult circumcision in sub-Saharan Africa (regarding,
e.g., HIV transmission and sexual function) with findings pertaining to newborn circumcision in the U.S., without demonstrating that
the two procedures or environments are appropriately analogous.5
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BOX 1. Disagreement about Benefits and Risks: What Are the Ethical Implications?

Faced with the problem of disagreement over what constitutes a benefit or risk when it comes to circumcision, it is often
concluded that “the parents should decide.” However, this does not necessarily follow. As McMath notes, “the child will have an
interest in living according to his own values, which may not reflect those of his parents . . . . Only the child himself, when he is
older, can be certain of his values.” Thus, “if disagreement over values constitutes a reason to let the parents decide, it consti-
tutes an even stronger reason to postpone the decision until the child himself can decide.”1

Against this view, it is sometimes argued that infant circumcision is less risky than adult circumcision, such that the two are
not equivalent choices. It is true that the two choices are not identical. However, at least two issues need to be clarified before the
ethical implications of this fact can be assessed. First, the claim of “less risk” is not uncontroversial. It is based largely upon
retrospective comparisons of nonconcurrent studies with results drawn from dissimilar populations, using dissimilar methods
and criteria for identifying complications. Therefore, such comparisons do not adequately control for the skill of the practitioner,
the specific technique employed, the setting of the surgery, the methods of data collection, and so on.2

Second, even if one were to grant an increase in the  risk of complications in adulthood versus infancy, it is the
difference in  risk that is more ethically relevant. Even strong proponents of infant circumcision contend that the absolute
likelihood of clinically important, difficult-to-resolve surgical complications associated with circumcision is “low,” regardless of the
age at which the procedure is performed.3 Given such a low baseline risk, according to the proponents, the existence of a
relative risk reduction in the incidence of adverse events in infancy compared to adulthood is unlikely to be morally decisive.
Instead, as the U.S. Centers for Disease Control and Prevention (CDC) states, “Delaying male circumcision until adolescence or
adulthood obviates concerns about violation of autonomy” such that any medical disadvantages associated with such a delay
“would be ethically compensated to some extent by the respect for the [bodily] integrity and autonomy of the individual.”4
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BOX 2. Dealing with Uncertainty About Infants’ Future (Bodily) Preferences

Not knowing a child’s future preferences poses a challenge to parental and clinical decision making with respect to a wide
range of potential pediatric interventions. When it comes to surgeries that permanently alter the body (for example, by remov-
ing nonregenerating tissue), it is sometimes pointed out that, whatever choice they make, parents will foreclose at least one
future option for their child. Specifically: “parents who decide in favor of early surgery close off the child’s future ability to make
his own decision regarding surgery . . . while parents who refrain from early surgery close off the option for the [child] to
undergo the surgery ”1

Are these cases symmetrical? Circumcision provides a good illustration. If a noncircumcised adult is considering circum-
cision, for whatever reason, he can perform his own risk-benefit analysis of the surgery, taking into account his known prefer-
ences and the fullness of his social, sexual, and other circumstances. If he then chooses circumcision, he will be secure in the
knowledge that he has done so voluntarily, undertaking a certain amount of risk to achieve a desired outcome. In other words,
the adult with unmodified genitals—who now prefers that they be altered—has an option available with which to satisfy the
preference, even if it is not ideal from his current perspective. By contrast, the man whose early circumcision was not desired,
and is now a cause of significant distress, has no comparable remedy. He may attempt artificial foreskin “restoration”—if he has
enough remaining penile skin to do so—but this may take years to accomplish, and the result will be a mere approximation of
a prepuce, lacking the original tissue and nerve endings. Thus, it appears that the two cases are not symmetrical. In the
deferred surgery case, there is far greater leeway for the individual to rectify an undesired situation.

Now, it could be argued that the noncircumcised man who wishes he were circumcised cannot truly satisfy his preference
either. He may wish, for example, that the surgery had already taken place, perhaps in infancy, so that he would not now have
to face the inconvenience. In this respect, he is not unlike the adult female in a similar social context who decides to undergo
elective labial surgery for what she considers to be cosmetic reasons. Perhaps it would have been better—from her current
perspective—to have undergone the procedure shortly after birth, so that she likewise would not have to face it now. But very
few people in Western medicine would take this possibility as an argument in favor of neonatal labiaplasty. Indeed, such
statements as “she won’t even remember it,” “she’ll heal faster,” “her future sexual partners will find her genitals to be more
appealing,” and “it’s relatively less risky at this age” (see box 1)—all of which are commonly invoked in defense of infant male
circumcision—would be considered problematic. The expectation thus appears to be that girls should be able to make such
personal decisions for themselves when they are older and can understand what is at stake.
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BOX 3. A Child’s Right to Physical Integrity: How Should it Be Applied?

A child’s right to physical integrity is not absolute. Interventions that are clearly in the child’s best interests, especially if they
cannot be delayed until the child is competent to consent or decline (for example, emergency surgery to correct a heart defect)
are universally agreed to be permissible. Trivial, superficial, or easily reversible interventions (for example, getting a haircut), or
more serious, risky, or permanent interventions to which the child can give age-appropriate consent (for example, cosmetic
orthodontia, participating in sports), are also usually permissible. However, the mere fact that children are pre-autonomous and
cannot validly consent to most interventions, “medical” or otherwise, that affect their bodies (for example, being forced to eat
their vegetables) does not entail that parents have an unfettered right to authorize all such interventions (for example, child
sexual abuse). The less clear it is that a bodily encroachment is, all things considered, in the child’s best interests (taking into
account the child’s interest in being able to autonomously make important self-affecting decisions in the future), the more likely
it is that the child’s bodily integrity rights are being impermissibly violated.
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