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scientific study to secure the answer.*® But one can-
not rule the possibility of health benefits out.>® Can-
cers of the labia, for instance, might be less likely to
occur in someone whose labia have been surgically
reduced, due to the decreased surface area of the
relevant tissue.® Indeed, removing any healthy tis-
sue from a child’s body would likely reduce the risk
of some disease that might otherwise affect that tis-
sue, or other parts of the body through it.*!

And yet, the mere prospect of some health ben-
efit following from the removal of healthy tissue is
not normally seen as sufficient grounds for overrid-
ing a child’s right to physical integrity.®* This prin-
ciple holds true especially when there are alterna-
tive ways to achieve the same health benefit that do
not involve surgery and its attendant risks—a con-
sideration that applies to all of the health benefits
that have been attributed to male circumcision.®
Adding to this is the “private” nature of the body
part in question, about which people have strong
and often conflicting emotions (compare with, for
example, the tonsils, which are in any case no longer
routinely removed).* Given such strong emotions,
the permanency of circumcision, and the special
significance of the penis as compared to other parts
of the body, it seems preferable to defer the surgery,
all else being equal, until the person whose body
will be affected by it is in a position to decide what
is best for him.%

It is sometimes argued that infant male circum-
cision meets the “trivial” condition mentioned in
box 3, and thus fails to rise to the level of a rights
violation. Often, this argument is made by analogy
with piercing the ear lobes of female infants: if the
latter is permissible, why not the former?% There
are two ways to respond to this argument. The first
way is to suggest that perhaps ear piercing, too,
should not be performed before the affected child
can weigh in. If she understands that it will be pain-
ful, that there are certain risks involved, et cetera,
and yet this is still something she would like to un-
dertake, then it should be allowed.

The second way is to point out that the two prac-
tices—piercing infants’ ears and infant male circum-
cision—are not commensurate. Ear piercing removes
no tissue, it (minimally) alters a part of the body
that is less sensitive both physically and symboli-
cally, it creates a wound that is much smaller, and it
is often reversible: the hole may close up over time
if the child later decides that he or she would like to
have earlobes free of holes. By contrast, infant male
circumcision removes up to half of the motile skin
system of the penis® (approximately 30 to 50 square
centimeters of erogenous tissue in the average adult

organ),® excises the portion of the penis that is most
sensitive to light touch,*® precludes all sexual ac-
tivities that require manipulation of the foreskin,”
and is irreversible: anyone who resents having had
his foreskin removed cannot recover what was lost.

Nonmedical Motivations

Most of our discussion thus far has focused on
the prospect of health benefits. But this is not the
original reason for the practice of male circumci-
sion, nor is it the main reason for its continuance
today. As AAP Task Force member Andrew Freed-
man, MD, stated in a recent editorial: “Most circum-
cisions are done due to religious and cultural tradi-
tion. In the West, although parents may use the con-
flicting medical literature to buttress their own be-
liefs and desires, for the most part parents choose
what they want for a wide variety of nonmedical
reasons. There can be no doubt that religion, cul-
ture, aesthetic preference, familial identity, and per-
sonal experience all factor into their decision. Few
parents when really questioned are doing it solely
to lower the risk of urinary tract infections or ulcer-
ative sexually transmitted infections.””

In support of this observation, Freedman stated
in a separate interview that he had circumcised his
own son. “But I did it for religious, not medical rea-
sons,” he stated. “I did it because I had 3,000 years
of ancestors looking over my shoulder.””

What relevance might this statement have for
the debate over cultural bias? As Dan Kahan ex-
plains, when one’s identity or standing in an affin-
ity group depends at least partially on one’s stance
toward certain empirical matters, this can “gener-
ate motivated cognition relating to policy-relevant
facts.”” Such cognition does not require conscious
awareness: “Even among modestly partisan indi-
viduals, shared ideological or cultural commitments
are likely to be intertwined with membership in [cer-
tain] communities. . . . If a proposition about some
policy-relevant fact comes to be commonly associ-
ated with membership in such a group, the pros-
pect that one might form a contrary position can
threaten one’s standing within it. Thus. .. individu-
als are unconsciously motivated to resist empirical
assertions [if] those assertions run contrary to the
dominant belief within their groups.””

Consistent with this view, as Jonathan Koehler
has described, fabricated research reports that ap-
pear to agree with scientists’ prior beliefs are judged
to be of higher quality than those that disagree, de-
spite controlling for actual quality.” One possible
explanation for more favorable appraisals in the
“agree” condition is that scientists may “differen-
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tially scrutinize” studies that yield belief-congru-
ent versus belief-incongruent findings. Thus,
Koehler argues, “Studies that are known to have
yielded belief-congruent data may be examined less
carefully for having obtained the ‘correct’ result, and
may be presumed to have been conducted properly.
On the other hand, when scientists evaluate studies
that are not known to have produced ‘correct’ re-
sults . . . their suspicion that something may be
wrong with the study is heightened.”’®

In line with this possibility, it is reasonable to
think that a prior religious belief in the desirability
of circumcision could—at least in principle—uncon-
sciously influence one’s perception of a study’s rel-
evance, methodological rigor, and clarity of results
(as in the Koehler experiments) in such a way that
the perceived quality of circumcision-supportive
findings, compared to nonsupportive findings,
would be inappropriately inflated.”

Another potential source of bias stems from the
findings of a 2010 survey of 572 Canadian physici-
ans by Andries Muller. “Although most respondents
stated that they based their decisions on medical
evidence,” Muller discovered, “the circumcision
status of, especially, the male respondents played a
huge role in whether they were in support of cir-
cumcisions or not. Another factor that had an influ-
ence was the circumcision status of the respondents’
sons.””® Specifically, 68.3 percent of the circumcised
males were in support of newborn male circumci-
sion, whereas 68.8 percent of the noncircumcised
males were opposed to it. In addition, 77.2 percent
of those respondents whose sons were circumcised
were in support of circumcision, whereas 64.7 per-
cent of those whose sons were not circumcised were
opposed to it.

Motivated Reasoning

How might these findings be explained? One
possibility is that a doctor who was himself circum-
cised before he could consent or decline, or who
has had his son circumcised under the same condi-
tions, might be more likely than a doctor to whom
these considerations do not apply to engage in a form
of “motivated reasoning.””® Specifically, he may be
motivated, whether consciously or unconsciously,
to evaluate the murky and heavily contested medi-
cal evidence concerning circumcision in such a way
that his decision regarding his son—or his own cir-
cumcision status—can be independently justified on
grounds of net benefit.*

This explanation is consistent with the well-
supported theory of cognitive dissonance from the
field of psychology.®* If the medical evidence sug-

gests that newborn circumcision is a net harm, or at
least not a significant benefit, then a man who has
already been circumcised—or who has had his son
circumcised—will be confronted with a distressing
thought: either that his parents did something to him
that they probably ought not to have done (all else
being equal), or that he has done something to his
own son that he probably ought not to have done
(all else being equal), or both.?

The key here is that being circumcised (lacking
a foreskin), as opposed to not being circumcised
(possessing a foreskin), is irreversible. In other
words, if something is a net harm, but cannot be
undone, cognitive dissonance theory suggests that
the mind will do whatever it can to reframe what
has taken place as a benefit. By contrast, if some-
thing can be undone—such as the state of not being
circumcised—then there is much less likely to be
cognitive dissonance in the first place in need of
resolution, including in the possible form of a moti-
vated interpretation of the empirical literature. Since
it is likely that the circumcision status of the Amer-
ican versus European doctors (or that of their sons)
is asymmetrical in this regard, this theoretical dif-
ference in cognitive dissonance may be of relevance
to this debate.®

The 50-50 Defense

We turn now to a further claim made by the AAP
Task Force, namely that “approximately half of US
males are circumcised, and half are not” such that
any “‘bias’ regarding circumcision in the United
States is much more likely to be a neutral one.”*
How compelling is this response to the charge of
cultural bias?

First, it is unclear on what grounds the AAP Task
Force members base their assertion that approxi-
mately half of U.S. males are circumcised. Accord-
ing to the AAP’s own technical report, from 1999 to
2010, the approximate percentage of newborn U.S.
males who were circumcised ranged from 55.8 per-
cent to 59.1 percent depending on the source. But
these incidence rates “were derived from hospital-
based surveys and do not include out-of-hospital
circumecisions; thus, these data sources underesti-
mate the actual rate of newborn male circumcision
in the first month of life.”% Such undercounting
suggests that the current incidence of circumcision
is more likely to be 60 percent or higher. However,
that is not the most relevant statistic. More relevant
would be the prevalence of circumcision, which fac-
tors in older men who were born in earlier decades
when circumcision was more common, and whose
attitudes would also need to be considered. The fig-
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ure for prevalence has most recently been estimated
to be more than 80 percent.®

But let us just assume, contrary to this evidence,
that approximately 50 percent of U.S. males are cir-
cumcised, either in terms of the current rate or the
current prevalence. It is a non sequitur to assert that
attitudes toward circumcision in the U.S. are 50
percent favorable, equally tolerant of circumcised
and noncircumcised penises, or otherwise “neutral”
as the AAP Task Force implies. Cultural attitudes
take time to change, and the implication of a recent

as dispassionately as possible, the empirical evi-
dence concerning the benefits and risks associated
with newborn circumcision. Whether parents do or
should have a right to authorize circumcision is an
important and difficult question, and it is one that
moral philosophers, bioethicists, legal theorists, and
others are attempting to answer. But it seems fair to
suggest that it is not a question that should inform,
much less consciously and deliberately inform, a
scientific report on the medical consequences of
newborn male circumcision.

Whether parents do or should have a right to authorize
circumcision is an important and difficult question,
and it is one that moral philosophers, bioethicists,
legal theorists, and others are attempting to answer.

drop in the rate or prevalence of circumcision for
prevailing attitudes is unclear.

The more relevant question is narrower in scope.
In judging whether the conclusions of the AAP Task
Force were biased or unbiased with respect to the
medical evidence concerning the circumcision of
newborn males, it is not especially informative to
allude to the percentage of circumcised men in the
population at large. Instead, it seems important to
determine the attitudes of the members of the AAP
Task Force themselves—that is, the ones who re-
viewed the literature.

Evidence of such attitudes may be found in the
2016 editorial by Andrew Freedman. Referring ex-
plicitly to nonscientific political considerations,
Freedman stated that “protecting” the parental op-
tion to circumcise “was not an idle concern” in the
minds of the AAP Task Force members “at a time
when there are serious efforts in both the United
States and Europe to ban the procedure outright.”®
The reference appears to be to a failed 2011 ballot
initiative in San Francisco that sought to criminalize
nontherapeutic circumcision before the age of 18,
and to a 2012 Cologne court judgment—later over-
turned by the German legislature—finding that cir-
cumcision of male minors without a medical indi-
cation constitutes bodily assault.®

In this context, one may wonder whether pro-
tecting the parental option to circumcise should in
fact have been an idle concern. As we understand
it, the remit of the AAP Task Force was to evaluate,

Liberal societies depend on scientific person-
nel to provide unbiased, apolitical analyses of “the
facts” pertaining to their public deliberations. This
goal is difficult to achieve in practice, as scientists
are not immune from personal, cultural, and other
biasing factors even in the best of circumstances, as
we have noted.® But it is widely held that scientific
analysts should do their best to neutralize such fac-
tors, using the most effective means available. Seem-
ingly, a scientific committee that sees itself as en-
gaged, however tangentially, in “protecting” a con-
tested cultural or religious rite (an aim with respect
to which a finding of net medical benefit would pre-
sumably be auspicious) has not done its best in this
regard.

A Note on Ethics—and Equipoise

We are not certain that it is appropriate for the
AAP or any similar medical organization to opine
on the ethics of circumcising male newborns:* if
the question is about benefits and risks, these should
be documented clearly and thoroughly, based solely
upon the empirical data. Moreover, if weights or
values are to be assigned, these should be assigned
by the person contemplating the surgery in light of
his own preferences and values, as we have argued;
a policy committee is not best qualified to make such
judgments for others.

If, however, an ethical discussion is to be in-
cluded in a scientific report, it is desirable that more
than one perspective be represented. In the context
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of a debate that is as polarized as the one on circum-
cision of infant males,” it is notable that the single
bioethicist appointed to the AAP Task Force, Dou-
glas Diekema, MD, had already made his views on
the subject clear, previously arguing in favor of the
permissibility not only of male forms of circumci-
sion, but also certain female forms of ritualized geni-
tal cutting, despite near-universal condemnation of
the latter.”

This sole appointment is notable because the
view that neither male nor female children deserve
absolute protection from having their genitals cut
for nontherapeutic reasons is an outlier position
among policy experts. Moreover, the “harm prin-
ciple” promoted by Diekema, which explicitly fa-
vors expansive parental rights over the advancement
of children’s best interests, is similarly contentious.®
It is reasonable to think that a committee with as
much influence as the AAP Task Force would strive
to include a diversity of voices in its ethical discus-
sions.

There are legitimate arguments to be made that
newborn male circumcision should be considered
morally and/or legally acceptable.” One could even
argue that religious circumcision in particular
should be tolerated even ifit is a net (medical) harm,
since there are numerous factors at play in such de-
terminations apart from risk-benefit assessments.
However, the moral and legal status of nontherapeu-
tic procedures to alter genitals has become increas-
ingly controversial in the past few decades, with a
growing contingent of scholars maintaining that all
such procedures performed on children (male, fe-
male, and intersex) should be discouraged, if not
forbidden.*

Therefore, to achieve a properly balanced con-
sideration of the opposing viewpoints, future com-
mittees in this area should consider appointing at
least two ethicists who represent the range of cur-
rent thinking on the issue. The dialectic between
them, it is hoped, would yield a more nuanced and
comprehensive ethical discussion than was evi-
denced in the 2012 AAP documents. As J. Steven
Svoboda and Robert Van Howe have stated, these
documents

fail to mention foundational principles from bio-

medical ethics. Seemingly, such notions as re-

spect for autonomy, a child’s right to an open
future, and the normally high bar set for surgi-
cal interventions on minors would be at least
worth alluding to in a serious discussion of the
moral permissibility of male circumcision. Yet
the AAP’s repeated, unsupported, alternative
suggestion that, “In most situations, parents are

granted wide latitude in terms of the decisions
they make on behalf of their children” consti-
tutes its entire ethical argument.®

Svoboda and Van Howe overstate their case,
because the AAP Task Force does mention that par-
ents and physicians have an “ethical duty to the
child to attempt to secure the child’s best interests
and well-being.”?” However, the immediate next
move of the AAP Task Force is to emphasize that
reasonable people disagree as to what is in a child’s
best interests (see box 1), leading them to the “alter-
native suggestion” mentioned by Svoboda and Van
Howe. In other words, given that people have dif-
ferent judgements about what best promotes a child’s
well-being, the AAP Task Force suggests that par-
ents should normally be allowed to take or autho-
rize any action whatsoever toward their child, un-
less it is “clearly contrary to the best interests of the
child or places the child’s health, well-being, or life
at significant risk of serious harm.”%

A problem with this view is that, just as reason-
able people may disagree about what is in a child’s
best interests, reasonable people may also disagree
about what is clearly contrary to a child’s best inter-
ests, and about what places the child’s health, et
cetera, at “significant risk of serious harm.” Remov-
ing part of a child’s genitals in the absence of a clear
medical need is the very sort of thing that many rea-
sonable people do regard as a serious harm, regard-
less of whether there may also be certain modest
health benefits that follow from such removal.” So
what does this analysis suggest about the limits, if
any, there should be on parental behavior? If rea-
sonable people may disagree not only about “best
interests,” but also about “serious harm,” then a prac-
tical implication of the AAP’s proposal seems to be
that parental decision making should remain essen-
tially unfettered.

It is commonly accepted that, “in most situa-
tions,” parents are (and should be) permitted to make
decisions on behalf of their children (see box 3). But
in the context of Western medicine, at least, one
could also argue that nontherapeutic genital surgery
isnot “most situations.” In other words, while it may
be accurate to say that parents generally have “wide
latitude” in bringing up their children as they see
fit, it is also true that societies may justifiably place
certain restrictions on parental actions, particularly
when it comes to irreversible body modifications
that a child may later regard as a harm.

To illustrate: in some jurisdictions, tattooing a
child’s body is not permitted, even when the par-
ents believe that being tattooed is in a child’s best
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interests. With respect to the United Kingdom, for
instance, as James Chegwidden notes, “the common
law is very cautious before treating [even] children’s
consent as justifying any non-therapeutic body al-
teration.”’® Indeed, in British parliamentary debates
regarding a proposed ban on tattooing prior to age
18, concerns were raised that “apply almost identi-
cally to the arguments voiced about circumcision,
namely: the existence of persons who later regret
having the procedure done; the difficulty of revers-
ing the procedure; the danger of infections and other
complications arising from the tattooing procedure;
[...]the embarrassment felt by those tattooed who
later regret it; the unhygienic conditions in which
some tattooing is performed [and so on].”*"

Failure to consistently apply this reasoning may
lead to peculiar results. For instance, while parents
would not be allowed to tattoo their son’s foreskin
for nontherapeutic reasons in such jurisdictions,
they would be allowed to have his foreskin com-
pletely removed for nontherapeutic reasons, and
then tattooed. This example provides further evi-
dence that newborn male circumcision occupies an
anomalous position in Western (medical) culture.

Perhaps even more relevant than tattooing, how-
ever, as we have already noted, is the practice of
nontherapeutic FGC. In Western societies, includ-
ing the U.S., parents may not cut into, much less
excise, any part of a female child’s genitalia when it
is deemed medically unnecessary to do so. Crucially,
this is the case even when (1) the cutting is less ex-
tensive, risky, or harmful than male circumcision;
(2) the parents sincerely believe it is required by their
religion; and (3) it is likely to confer significant so-
cial benefit on the child, due to the prevailing be-
liefs, attitudes, and expectations of the community
in which she is being raised.*

In order to determine whether any particular
nontherapeutic alteration of a child’s body is ethi-
cally and perhaps also legally acceptable, therefore,
itis not enough to invoke a vague conception of “se-
rious harm” (such that, for any action X, an inter-
ested party could plausibly argue that it is “not harm-
ful enough” to warrant state interference), nor to refer
to the “wide latitude” that is typically granted to
parents. Instead, it is necessary to triangulate be-
tween analogous cases to determine where the lim-
its should lie.

CONCLUSION
As Shaw has argued, a near-exclusive focus in

the medical literature on potential biases stemming
from financial conflicts of interest “has tended to

obscure the fact that other biasing factors can seri-
ously compromise an author’s impartiality and ob-
jectivity.”'% In the present context, we have argued
that one such potentially biasing factor is whether
one has been circumcised oneself, or has circum-
cised his or her son.'™ Because circumcision is irre-
versible, there is likely to be a strong motive among
such persons to reach the conclusion that it is desir-
able, on balance, to be circumcised. For if it is not
desirable on balance, there are few, if any, options
for “undoing” what has already been done.

Moreover, having a personal or political stake
in the circumcision of male infants, whether on re-
ligious or other grounds, could play a biasing role.?®
While individual AAP Task Force members may feel
free to lobby for legal or other protections for non-
therapeutic circumcision as private citizens, they
should not allow such political ends to enter into
their evaluations of the science. Moreover, a con-
certed effort should be made to balance out what-
ever political, moral, or other normative viewpoints
there are among committee members, by appoint-
ing not only proponents of circumcision, but also
critics. More generally, whenever professional medi-
cal or ethical opinion is polarized, qualified repre-
sentatives of both poles should be included in the
relevant scientific and policy discussions.
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