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For the first time in over a decade, the American Academy of Pediatrics (AAP) has
revised its policy position on infant male circumcision. They now say that the
probabilistic health benefits conferred by the procedure outweigh the known risks and
harms. Not enough to positively recommend circumcision (as some media outlets are
erroneously reporting), but just enough to suggest that whenever it is performed—for
cultural or religious reasons, or sheer parental preference, as the case may be—it should
be covered by government health insurance.
That turns out to be a very fine line to dance on. The AAP position statement is
characterized by equivocations, hedging, and uncertainty; and the longer report upon
which it is based includes a number of non-sequiturs, instances of self-contradiction,
and cherry-picking of essential evidence (see analysis below).
The AAP appears to be out of tune with world opinion on this issue. On a global scale,
medical authorities remain skeptical about whether circumcision of male minors confers
any – let alone significant – net health benefits. Indeed, child health experts in Britain,
Germany, Scandinavia, Australia, New Zealand, Canada, and elsewhere are
predominately of the view that non-therapeutic circumcision (NTC) confers no
meaningful health benefits on balance (considered against drawbacks, harms, and
risks), and that it should be neither recommended to parents nor funded by health
insurance systems.
Nota bene: these cosmopolitan physicians and the medical boards on which they sit have

access to the very same data as the AAP. They just don’t draw the same conclusions.
In view of this empirical uncertainty on the medical question, it is problematic to assert,
as the AAP does in its new report, that a person does not retain the right to decide
whether he wishes to keep his own healthy foreskin–and thus preserve his genitals
intact–and that the right belongs instead to his parents.
Parental rights
On the question of parental rights, a point of comparison is frequently raised, including
the example of ear-piercing for little girls. Don’t parents have a right to do that? And
how is circumcision any different?
There are two ways to respond to the ear-piercing example (and these responses may
serve as templates for other comparable interventions). The first way is to suggest that
perhaps ear-piercing, too, should not be permitted before the child herself can weigh in
on whether or not she would like to have her own ears pierced. If she understands that it
will be painful, that there are certain risks involved, and so on, and yet it’s still
something she’d like to undertake, then so be it.
The second, stronger way, is to point out that the two practices—ear-piercing and infant
male circumcision—are not remotely commensurate, neither in terms of the
interventions themselves, nor their effects. Ear-piercing removes no tissue, does not
threaten any bodily function, can be tolerated without anesthesia, and is reversible: the
hole will close up over time if the child decides later on that she would like to have her
earlobes hole-free. By contrast, male circumcision removes up to half of the skin system
of the penis, eliminates the motile and protective functions of the foreskin, cannot be
tolerated without anesthesia, and is irreversible: anyone who resents having had his
foreskin removed can never get it back.
Given, then, the substantial differences between ear-piercing and male circumcision—in
terms of both the interventions themselves and their necessary (i.e., not just accidental
or probabilistic) effects—that are directly relevant to the moral calculus involved in
assessing their respective permissibility, much more work would be needed to establish

that there is any kind of parity of reasoning between them.
Indeed, those who are skeptical about the ethical soundness of ablating the foreskin in
infancy are not typically suggesting that any intervention that breaks the skin of any
child at any age–regardless of the level of risk involved, and regardless of the
diminishing effects on function, and regardless of the reversibility of the procedure, and
regardless of the child’s having had an opportunity to give some input as to the
desirability of the intervention–should be considered ethically dubious. Rather, it is
precisely the level of harm involved, the degree of functional diminishment, the
irreversibility, the impossibility of attaining any input from the person whose body
(indeed whose penis) is to be permanently surgically altered, and so on, that mark out
infant male circumcision as a specially problematic practice.
Parents can of course give proxy consent for needful therapeutic procedures aimed at
treating a known pathology. That is, if the pathology presents a genuine threat to the
child, and if the intervention cannot be delayed until the child understands what is at
stake, and if there are not safer, more reliable, more effective alternative treatments. A
healthy foreskin, however, is not a pathology. It needs no treatment at all. To remove it,
therefore, on grounds of “proxy consent” is to misunderstand–quite dangerously–the
ethical limits of parental authority.
A more reasonable conclusion than the AAP’s, then, is that the person whose penis it is
should be allowed to consider, for himself, the available evidence (in all its chaotic
murkiness) when he is mentally competent to do so—and make a personal decision
about what is, after all, a functional bit of his own sexual anatomy and one enjoyed
without issue by the vast majority of the world’s males.
Health benefits and medical ethics
According to the Seattle-based physicians group Doctors Opposing Circumcision, there
is neither a medical nor an ethical case for removing healthy genital tissue from baby
boys. They can’t consent to the procedure in the first place, and the bulk of the claimed—
yet heavily disputed—health benefits don’t actually apply to them: babies are not
sexually active, yet circumcision is supposed to protect chiefly against sexually-

transmitted infections and related diseases. In any case, these are afflictions whose
prevention is much more soundly assured by the use of a condom (and other safe sex
practices) in adulthood than by genital surgery in infancy. And before you bring up
urinary tract infections in early childhood, remember that these are rare for boys (about
1%), and can be easily treated with antibiotics if and when they do occur—no surgery
required. A recent Cochrane Review–the highest standard of medical analysis–found no
reliable evidence that circumcision does in fact protect against UTIs, and even studies
that do find a link report that 111 circumcisions would have to be performed to prevent a
single case of UTI.
So how did the AAP reach its much-hyped, yet ultimately fallacious, and certainly
ethically unjustified conclusion?

***
First, let’s be clear about what their position is. “This is not really pro-circumcision,”
explains one of the authors of the technical report behind the new analysis. You wouldn’t
know that from reading the week’s headlines, which have taken the “health benefits”
narrative and gone running impetuously on to town, but there it is from the horse’s
mouth. Instead, the AAP believes that the purported benefits of circumcision are merely
“sufficient” to “justify access to this procedure for families choosing it” and to “warrant
third-party payment for circumcision of male newborns” if and when it does occur.
Here they depart from their 1999 statement in asserting that (1) the benefits of the
surgery definitively outweigh the risks and costs and (2) that it is therefore justifiable to
perform the operation without the informed consent of the patient. This does not follow.
Just as with the parental “proxy” rule discussed above, in medical ethics, the risk/benefit
rule was devised for therapeutic procedures aimed at treating an extant pathological
condition, and for minor prophylactic interventions such as vaccination (interventions
that, notably, most rational adults would choose for themselves, and that are rarely or
never a source of later resentment). It has no relevance to nonessential amputative
surgery, especially when it involves the removal of healthy, functional erogenous tissue

from the genitals, and when (once again) safer, more effective substitute strategies exist
for achieving the same ends.
You may be surprised to learn that the word “condom” does not appear even once in the
28 page AAP report.
In making their risk/benefit calculations, then, the AAP simply leaves out a critical bulk
of factors relevant to the equation, including the existence of a range of proven
healthcare strategies like condom-use or the administration of vaccines (including an
effective HPV vaccine) and antibiotics. If they had bothered to consider human rights
and bodily integrity issues, the function of the foreskin, its value to the individual, and
his possible wishes in later life, as well, their computations would arguably yield a
different answer.
Some readers will be unaware that the AAP is not a dispassionate scientific research
body, but rather a trade association for pediatricians. Those among its members and
stakeholders who perform NTCs stand to profit from the procedure, to the collective
annual tune of $1.25 billion. Given the yawning potential for a financial conflict of
interest, then, there needs to be a very strong, independent medical case for
circumcision; and the AAP had better be able to show that it’s both the safest and most
cost effective means of promoting infant health. Both of these propositions fail–and fail
definitively–as I will continue to show in what follows.

***
The AAP has been tossing and turning on the question of circumcision since 1971, when
it announced that “There are no valid medical indications for circumcision in the
neonatal period.” Emphasis mine. From 1999 until August 27th of this year, the AAP had
maintained that the “health benefits” of circumcision were perhaps neck-and-neck with
the costs, at best, so that it could not recommend the procedure from a therapeutic
perspective. This policy was in line with the still-current official position of every other
major medical association in the world. Except, actually, those that now actively
campaign against circumcision, such as the Royal Dutch Medical Association in Holland.

For the AAP to revise its stance, then, it stands to reason that something must have
changed—either human biology has altered, or some new evidence must have cropped
up—to justify tipping the cost-benefit scales away from their recently prior equilibrium.
Indeed, the AAP circumcision task force makes much ado of a collection of studies
conducted in Africa between 2005 and 2007 purporting to show a link between
circumcision and a reduced risk of becoming infected with HIV.
According to the New York Times, these studies include 14 publications “that provide
what the [AAP] characterizes as ‘fair’ evidence that circumcision in adulthood protects
men from HIV transmission from a female partner.” Notice the phrase in adulthood. The
AAP policy, by contrast, is concerned with circumcision in infancy, a procedure for
which there is literally no evidence of a protective effect against HIV. Notice also “fair”
rather than “good” evidence and that the findings apply exclusively to (heterosexual)
(African) (adult) males. This is in contrast to females, for whom circumcision of the male
partner is a risk factor for becoming infected with HIV. The New York Times continues:
“Three of the studies were large randomized controlled trials of the kind considered the
gold standard in medicine, but they were carried out in Africa, where H.I.V. — the virus
the causes AIDS — is spread primarily among heterosexuals.”
There are a number of things to say about these “randomized controlled trials.” First, the
trials appear to have been “controlled” in name only, as this exhaustive analysis carefully
demonstrates. Clinically relevant flaws included “problematic randomization and
selection bias, inadequate blinding, lack of placebo-control … inadequate equipoise,
experimenter bias, attrition … not investigating male circumcision as a vector for HIV
transmission, not investigating non-sexual HIV transmission, as well as lead-time bias,
supportive bias … participant expectation bias, and time-out discrepancy (restraint from
sexual activity only by circumcised men).” Hence, as I explained in this earlier post, the
“Africa studies” may not have been a clear-cut example of “gold standard” medical
research.
Critics have also pointed out that the “60%” figure that is typically offered as the
relationship between circumcision and reduction of HIV infections is the output of a
potentially misleading statistical sleight-of-hand: the absolute reduction between the

circumcised and intact groups in these studies was just 1.3%. Whether such a reduction
will have meaningful ramifications at the population level is the subject of ongoing
dispute.
The next thing to highlight is the part of the quote that comes after the “but” – a very
important “but” – namely that “[the trials] were carried out in Africa” where, as the
article goes on to explain, HIV is mainly a heterosexual phenomenon. Outside of Africa,
it is mainly not—it is largely transmitted among injecting drug users and gay men—
which means that even if we were to accept the data from the “randomized controlled”
studies, we would have very little evidence that circumcision could be useful in the
United States. Or Australia, or New Zealand, or anywhere else in the developed world.
The epidemiological and social environments are just flatly non-analogous — as this
study shows.
Hence, as even the authors of the AAP report acknowledge, “the degree of benefit, or
degree of impact [of circumcision], in a place like the U.S. will clearly be smaller than in
a place like Africa.” Of course, we already knew that circumcision does not present a
serious obstacle to heterosexual HIV-transmission in the U.S., since the U.S. has both
the highest rates of infant circumcision and the highest rates of heterosexually
transmitted HIV among industrialized nations. (Obviously there are innumerable
confounding factors that can mediate the relationship between HIV rates and
circumcision rates in different cultural contexts; the point here is that those factors play
a bigger role than the foreskin-status of a country’s male population.)
But let’s put all that to the side. For even if it were true that circumcision offered a
partially protective effect against heterosexually-transmitted, female-to-male HIV/AIDS
(in epidemiological environments with very high base rates of such transmission) or
other STIs such as HPV (for which, as I stated before, there is an effective vaccine), it
would still not follow that the procedure could be ethically performed on infants, much
less on infants in the developed world. Given that there is a cheaper, more effective, less
invasive, less coercive alternative—namely condom-use and other safe sex strategies in
adulthood—it is inconsistent with biomedical ethics to endorse the risky genital cutting
of a pre-verbal child toward the same ostensible end.

As pediatrician, statistician, and professor of clinical medicine Robert Van Howe showed
in this recent cost-benefit analysis, infant circumcision is more costly and does more
harm than leaving the baby alone, even based on models that start from very generous
premises about the potential health benefits of foreskin-removal. If the AAP wants to
justify “third party payments” it cannot plausibly claim them for a procure that is more
perilous, more ethically problematic, less effective and less cost effective than available
alternatives. The government dime is clearly better spent elsewhere.
So let’s review:
1. The AAP used to say that circumcision could not be recommended on health grounds,
which was, and as I have argued, remains, the only scientifically and ethically credible
position for it to maintain.
2. In 2012, the AAP revised its position (while stopping short of a recommendation) in
light of “new evidence” suggesting that the health benefits could now be said to
“outweigh” the harms and risks of the procedure.
3. The “new evidence” consists almost entirely of data collected in Africa between 2005
and 2007 suggesting that circumcision in adulthood, in environments suffering from an
epidemic of HIV/AIDS, may reduce the risk of contracting HIV through unprotected,
female-to-male, heterosexual intercourse (although it may increase the risk of HIV
transmission from males to females).
4. These data, however, are of “fair” quality (according to the AAP), and show an
absolute risk reduction for HIV of only 1.3% between the treatment and control groups.
Yet even if these data were taken seriously on their own terms, they would only apply to
adult heterosexual males in Africa – not to infants in the United States.
Indeed, the AAP report itself makes essentially this same last point: “… the task force
recommends additional studies to better understand the impact of male circumcision on
transmission of HIV and other STIs in the United States because key studies to date
have been performed in African populations with HIV burdens that are
epidemiologically different from HIV in the United States.” Emphasis mine.

Yes, and until those studies are run – and run properly, with consenting populations,
under strict ethical controls – it would be prudent for the AAP to abstain from making
unsubstantiated claims about the benefits of circumcising infants in the United States.
Especially since, as they concede on page 772 of their report “the true incidence of
complications after newborn circumcision is unknown.” It should go without saying that
if one doesn’t know how often complications occur, then one is ill-equipped to assert
that the benefits outweigh the risks. One wonders how they ran these calculations.

***
It took the AAP circumcision “task force” several years to choreograph its latest tapdance routine. Why it has produced a document that is out of line with both world
opinion and the most basic of bioethical principles is a fascinating—and troubling—
question, but one which I cannot hope to answer in a single blog post. Whatever the
reason, however, one can be sure that it has more to do with culture than with science.
As medical historians and cultural analysts have meticulously documented, circumcision
as a birth ritual remains deeply, and uniquely, embedded in American medical culture
and in the naïve expectations of doctors and parents alike. This sets the U.S. apart from
everywhere else in the developed world—certainly outside of religious communities for
whom the ritual is still self-consciously sacramental, and by whom it is performed
without needing the rationalization of “health benefits.” Like any ritual, American
proponents of circumcision are loath to give it up, for dread of the unknown
consequences.
***
UPDATE – as of 27 May, 2013
Since this post was first published in August of 2012, some interesting developments
have come about. To begin with, two major critiques of the AAP documents were
published in leading international journals, one in the Journal of Medical Ethics, and a
second in the AAP’s very own Pediatrics. This second critique was penned by 38
distinguished pediatricians, pediatric surgeons, urologists, medical ethicists, and heads

of hospital boards and children’s health societies throughout Europe and Canada. These
authors stated unequivocally:
Only one of the arguments put forward by the American Academy of Pediatrics has
some theoretical relevance in relation to infant male circumcision; namely, the
possible protection against urinary tract infections in infant boys, which can easily
be treated with antibiotics without tissue loss. The other claimed health benefits,
including protection against HIV/AIDS, genital herpes, genital warts, and penile
cancer, are questionable, weak, and likely to have little public health relevance in a
Western context, and they do not represent compelling reasons for surgery before
boys are old enough to decide for themselves.
So how did the eight members of the AAP special Task Force on circumcision reach a set
of conclusions that are in direct contradiction to those reached by the majority of their
peers in the developed world? As I speculated in my original post, and as the title of the
critique I just quoted from makes clear, one plausible explanation is that there is:
“Cultural Bias in the AAP’s 2012 Technical Report and Policy Statement on Male
Circumcision.” In other words, the AAP members come from an unusually procircumcision culture, such that their ability to evaluate the practice dispassionately may
have been at least partially compromised.
Intriguingly, the AAP took the time to respond to this possibility in a formal reply, also
published in Pediatrics earlier this year. Rather than thoughtfully addressing the specific
charge of cultural bias, however, the AAP elected to boomerang the criticism, implying
that their critics were themselves biased, only against circumcision. They write:
The central claim of these authors is that the conclusions of the task force report
are culturally biased, leading the task force to a flawed understanding of what
constitutes trustworthy evidence and to conclusions that are far from those reached
by physicians in most other Western countries. The “obvious” cultural bias to which
they refer apparently has its genesis in “the normality of non-therapeutic male
circumcision in the US.” All of the commentary authors hail from Europe, where
the vast majority of men are uncircumcised and the cultural norm clearly favors the
uncircumcised penis. In contrast, approximately half of US males are circumcised,

and half are not. Although that heterogeneity may lead to a more tolerant view
toward circumcision in the United States than in Europe, the cultural “bias” in the
United States is much more likely to be a neutral one than that found in Europe,
where there is a clear bias against circumcision.
Let me take this one step at a time. First, the AAP states that “All of the commentary
authors hail from Europe.” This is not true. Indeed, this factual error is emblematic of
the committee’s lack of attention to detail as displayed in their earlier reports. Instead,
the distinguished Canadian pediatrician Noni McDonald, the first woman to become a
dean of medicine in Canada, was one of the authors of the commentary in question, and
Canada is not in Europe. But perhaps the AAP was close enough. The other 37 authors
do indeed hail from various European countries including several from England.
Notice, too, the AAP’s use of the term “uncircumcised penis” — as though it were a penis
just waiting to be circumcised. They might also have called it an “intact”, “whole”, or
“normal” penis, but their pro-surgery bias colors even their basic terminology. For a
comparison, we wouldn’t refer to a woman’s breasts as “un-mastectomized” in a report
about breast cancer.
The AAP’s point about Europe, of course, is that it is a land “where the vast majority of
men are uncircumcised and the cultural norm clearly favors the uncircumcised penis.”
Perhaps the AAP would like us to believe, then, that it’s really just one regional cultural
norm versus another. But in fact the vast majority of cultures worldwide happen to
‘favor’ the ‘uncircumcised’ penis (and indeed most living men possess one), as it is the
default, healthy condition for male human beings as well as other animals. By contrast,
non-therapeutic genital surgery performed on children is non-normative globally. In the
case of female children, it is almost universally condemned.
(I am not arguing, of course, that mere global popularity is evidence in itself for the
greater soundness of the dominant norm. There are a number of other reasons to favor
the mis-identified “European” perspective, as I will explain in a moment.)
The AAP then states, “In contrast, approximately half of US males are circumcised, and
half are not.” But note that this is a recent development. Rates in the US were as high as

80 percent in the late 1980s, and even higher in the 1960s when routine circumcision
was at its peak. Note, too, that a recently-acheived 50% circumcision rate does not entail
that the American norm regarding circumcision is only 50% favorable. Instead, attitudes
toward circumcision in the US remain overwhelmingly positive, and uncircumcised men
are frequently subjected to ridicule as well as to ignorant accusations of being “less
clean.”
Furthermore, assuming pre-1980 dates-of-birth, and given the very high base rate of
circumcision from that earlier period, it is more than likely that 100% of the male Task
Force members are, themselves, circumcised. In addition, both the Chair of the
committee, Dr. Susan Blank, and one of its members, Dr. Andrew Freedman, have a
documented religio-cultural bias in favor of circumcision on top of any baseline
“American” one: Dr. Freedman has admitted to ritually circumcising his own son on his
parents’ kitchen table. Not only is this in violation of the AAP’s code of
bioethics prohibiting physicians from conducting surgery on family members (let alone
in non-sterile environments), it also provides additional evidence of a pro-circumcision
bias among the AAP Task Force members.
What does the AAP mean to demonstrate, then, with its reference to the 50%
circumcision rate among American males post 1990? That they are “neutral” on the
issue? Given that (evidently) not one of the American males actually sitting on the AAP
circumcision committee has an intact penis, this citation is somewhat misleading. The
strength of the “50/50″ defense is further diluted by the fact that fully 25% of the
committee’s members, including its Chair, have reasons to support circumcision that are
quite independent from any medical considerations. As Freedman stated in a recent
interview, “I [circumcised my son] for religious, not medical reasons. I did it because I
had 3,000 years of ancestors looking over my shoulder.”
This is not even to raise the specter of the committee’s bioethicist, Dr. Douglas Diekema.
Diekema, too, gives a dangerously wide leeway for parental cultural motivations when it
comes to healthcare decisions that may be harmful to children or that may violate
children’s rights. Most notably, he has “testified on behalf of parents convicted of child
neglect who failed, on religious grounds, to seek medical care for their seriously ill

child.” He has also written extensively in favor of certain forms of female circumcision,
such as nicking girls’ clitorises with a razor if requested by their parents.
To imply, then, that the AAP committee was simply evaluating the evidence regarding
circumcision from a “neutral” or “50/50″ position of normative equipoise is not only
misleading, it is literally unbelievable.
But let us go along with the AAP and consider their argument a bit more. Let us even
concede that the mainly European authors of the “Cultural Bias” commentary are,
themselves, biased–only against circumcision rather than for it. Well … of course they
are! Being biased against unnecessary surgeries performed on nonconsenting patients
should be the default position of any healthcare professional worthy of the title. Such a
position follows naturally from the principles of biomedical ethics that doctors become
obliged to uphold upon receiving their medical degrees. The doctors’ country of origin
should be of no consequence.
Let me summarize. By suggesting that a cultural norm favoring the non-therapeutic,
non-consensual surgical modification of a child’s penis is somehow on par with, or just
as reasonable as, a medical-ethical norm favoring the avoidance of such surgery unless it
is absolutely required, the AAP committee simply reveals its cultural hand.
The “European” commentators, by contrast: “have ‘a clear bias against circumcision’ the
same way they have a clear bias against parentally-elective infant toe amputation.” They
should be biased against needless surgical risk, especially when the patient cannot
consent. They don’t even need a special “Task Force on Leaving Boys’ Genitals Alone” to
prove it.
I will close with an honest suggestion. Perhaps the next time the AAP convenes a
committee to consider the prudence of cutting off people’s foreskins, they should think
about appointing at least one member who actually has one.

