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The debate about the advisability of circumcision in English-speaking
countries has typically focused on the potential health factors. The posi-
tion statements of committees from national medical organizations are
expected to be evidence-based; however, the contentiousness of the
ongoing debate suggests that other factors are involved. Various poten-
tial factors related to psychology, sociology, religion and culture may also
underlie policy decisions. These factors could affect the values and atti-
tudes of medical committee members, the process of evaluating the
medical literature and the medical literature itself. Although medical
professionals highly value rationality, it can be difficult to conduct a
rational and objective evaluation of an emotional and controversial
topic such as circumcision. A negotiated compromise between polarized
committee factions could introduce additional psychosocial factors.
These possibilities are speculative, not conclusive. It is recommended
that an open discussion of psychosocial factors take place and that the
potential biases of committee members be recognized.
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La politique relative a la circoncision :
Une perspective psychosociale

Le débat quant a 'opportunité de la circoncision dans les pays de langue
anglaise a généralement été axé sur les facteurs de santé potentiels. On
sattend que les documents de principes des comités d’organisations
médicales nationales soient fondés sur des faits probants, mais le caractere
litigieux de ce débat laisse supposer la présence d’autres facteurs. Divers
facteurs potentiels reliés a la psychologie, a la sociologie, a la religion et a
la culture peuvent également étre sous-jacents aux décisions de principe.
Ces facteurs peuvent influer sur les valeurs et les attitudes des membres
des comités médicaux, sur le processus d’évaluation de la documentation
médicale et sur la documentation médicale méme. Bien que les
professionnels de la santé accordent beaucoup d’importance a la
rationalité, il peut étre difficile de procéder a I'évaluation rationnelle et
objective d’un sujet aussi controversé et émotionnel que la circoncision.
Un compromis négocié entre les factions polarisées des comités risque
d’introduire des facteurs psychosociaux supplémentaires. Ces possibilités
sont spéculatives, non concluantes. Il est recommandé de tenir une
discussion ouverte sur les facteurs psychosociaux et d’admettre les
préjugés potentiels des membres des comités.

he debate about the advisability of nontherapeutic

neonatal circumcision in English-speaking countries
has typically focused on the potential health factors
(eg, prevention of infection and disease). The conflicting
opinions and conclusions in the medical literature on cir-
cumcision, together with the tenacity with which advo-
cates and critics of circumcision hold on to their
viewpoints, suggest that deep, unrecognized or implicit psy-
chosocial factors are involved (1). The existence of these
factors may influence decision-making on national circum-
cision policies. The present article contends that by taking
these factors into account, the policy-making process and
the policies produced can be improved.

This discussion focuses primarily on American circumci-
sion policy, with pertinent discussion of other countries,
because the United States has the highest nonreligious cir-
cumcision rate, the most contentious circumcision debate,
the most detailed circumcision policy statement and the
most international influence. Circumcision practice in other
countries has been introduced by contacts with Americans
(2), and American circumcision advocates promote circumci-
sion to other countries (3). In Canada, the circumcision

policy statement is based on references that are approxi-
mately 75% American (4).

Policy-makers do not change policies unless the pressure
to change is greater than the pressure to maintain the status
quo (5). These pressures can include the policy-makers’ per-
sonal attitudes and opinions (internal emotional factors)
and responses from the social environment (external
sociopolitical factors). Obviously, psychosocial factors can-
not be examined to the degree that empirical data can be.
Therefore, the present article explores only plausible options
for identifying these factors, with support from psychosocial
and medical literature, and statements by members of the
American Academy of Pediatrics (AAP) Task Force on

Circumcision.

INTERNAL EMOTIONAL FACTORS
The AAP, similar to other English-speaking medical organiza-
tions, does not recommend circumcision but accepts it as a
parental option (4,6-10). Circumcision advocates believe that
‘substantial medical evidence’ favours their view and, because
they haven’t received the endorsement of circumcision they
want from the AAP, they accuse that body of ‘anticircumcision
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bias’ (11). Circumcision advocates have never explained why
policy-makers would have an ‘anticircumcision bias’.
Circumcision advocates also have not addressed the fact
that there are people who would be expected to have per-
sonal, religious or professional reasons for supporting cir-
cumcision who are against the practice (eg, some
circumcised men, Jews and doctors who stopped performing
nontherapeutic neonatal circumcisions).

On the other hand, there are various factors that may
contribute to or suggest a bias in favour of circumcision. A
survey of randomly selected primary care physicians showed
that circumcision was more often supported by doctors who
were older, male and circumcised (12). Minimizing evi-
dence of harm and using medical claims to defend circum-
cision, when that evidence is conflicting at best, could be
some of the unconscious ways for some male physicians to
avoid the emotional discomfort of questioning their own
circumcision (13). (Of note, the AAP Task Force on
Circumcision was composed of five men and two women.)

Studies also indicate that protecting self-esteem some-
times takes priority over being accurate or correct, and
potentially threatening information may be reinterpreted or
dismissed, sometimes unconsciously, as a result (14,15).
Other research has demonstrated that people will continue
an endeavour once they have invested time and effort (16).
To avoid inconsistency between beliefs and experience
(ie, cognitive dissonance), beliefs about circumcision tend
to be aligned with the experience of performing circumci-
sions (17). For physicians who have performed hundreds or
thousands of circumcisions (or have chosen circumcision
for their own son), the possible use of such psychological
defence mechanisms to deny some of the evidence against
circumcision could serve, in part, to protect their self-
esteem, which could be adversely affected by the conscious
recognition that circumcision may harm infants. A few
members of the AAP Task Force on Circumcision have rou-
tinely performed circumcisions, and, consistent with the
above psychosocial research, those members also tended to
be the ones who advocated circumcision (18). This rela-
tionship suggests that the attitudes about circumcision of at
least some committee members were already set at the start
of the policy review and their attitudes may have been
unaffected by what they found in the literature.

EXTERNAL SOCIOPOLITICAL FACTORS
Social influence can alter scientific inquiry. For example, if
circumcision were introduced today, proponents would
have the burden of proving that it is safe and effective.
Although policy committees agree that this burden has not
been satisfied, circumcision is evaluated as a long-standing
practice and, as such, it is viewed differently than a new
practice. Due to social and professional entrenchment, the
burden of proof has shifted to the shoulders of critics.

The ubiquity of circumcision in America may influence
which questions are researched and which are ignored in
American medical circumcision literature. Most American
studies that assess the advisability of circumcision focus on
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the search for a benefit. Accordingly, one AAP Task Force
on Circumcision member stated that the committee was
formed “to determine if there was scientific evidence to jus-
tify circumcision” (18). The answer is limited by the
assumption inherent in the statement of the problem.
Although claims of benefits generally do not withstand the
scrutiny of policy committees, their continued publication
over the years has lead to medical myths believed by profes-
sionals and the public (19).

Policy statements from medical organizations in other
English-speaking countries are generally more critical of
circumcision, but they still tolerate it. Given the lack of
proven safety and effectiveness, the principle of ‘first, do no
harm’ and the priority of the patient’s welfare over parental
requests, why have these organizations not published
stronger statements opposing circumcision? The answer
may be related to the fact that in public discussions about
circumcision in Canada and Britain, religious groups were
the only ones to defend the practice (20-22). Some
Europeans believe that the reluctance to criticize circumci-
sion is due to fear of being accused of religious intolerance
(23). This type of concern may have been involved when
an investigation of circumcision by Australian authorities
was halted after Jewish protest (24). Furthermore, in
response to an inquiry about discouraging nontherapeutic
circumcision, a representative of the United States
Department of Health and Human Services stated that “it
is not proper for our Government to adopt a policy that is
directly or indirectly critical of a religious practice”
(L Mahoney, personal communication, March 8, 1994).

Social factors may also be present and operating within
the AAP Task Force on Circumcision itself. In a deposition
related to a circumcision lawsuit, a member of the AAP
Task Force on Circumcision admitted that the task force
was divided on the question of the advisability of circumci-
sion (18). There are also indications of conflict from previ-
ous task forces. In the year following the publication of the
1989 position statement (25), one of the dissenting mem-
bers of that task force published a review article with a
different conclusion (26). In an unusual disclosure, the
chair of the 1975 task force revealed that the “committee
was sharply divided in its opinions, and the resulting state-
ment was a compromise” (27). This documentation is the
most direct evidence that AAP circumcision policy state-
ments have required negotiation and compromise, intro-
ducing additional psychosocial factors and making the
circumcision policy less evidence-based.

The AAP Task Force on Circumcision’s attitude toward
recently published reports on different aspects of circumci-
sion is not known because these reports were published
after the AAP policy was published (28-43). However, sub-
sequent position statements by several other medical organ-
izations omitted discussion of some or all of this literature.
Specifically, the American Medical Association (7) and the
Canadian Paediatric Society (4) did not mention the sexual,
psychological, human rights and legal aspects of circumci-
sion. The Royal Australasian College of Physicians’ policy
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briefly mentions psychological trauma and human rights,
and discusses legal issues with no mention of sexual issues
(8). The British Medical Association’s policy briefly men-
tions sexual and psychological issues, and discusses legal
and human rights issues (9).

SUMMARY AND RECOMMENDATIONS
Although medical committee members highly value ration-
ality, a rational and objective evaluation of an emotional
and controversial topic like circumcision can be difficult. It
is suggested that the potential psychological and social fac-
tors surrounding the practice of circumcision could affect
the values and attitudes of circumcision policy committee
members, their attitude toward evaluating the circumcision
literature and the publishing of circumcision literature
itself. If the members are polarized, the process of negotiat-
ing to arrive at a consensus statement could introduce addi-
tional psychosocial factors that could affect the final policy.
These possibilities are speculative, not conclusive.

There are examples of authorities in English-speaking
countries who appear to allow religious circumcision prac-
tice to inhibit them from taking a more progressive position
on this issue. This tendency seems to result in a policy
stance that is less evidence-based. Sensitivity to con-
fronting the religious issue is understandable, but it may
undermine the core values (eg, the health of the patient is
paramount) and ethics (eg, first, do no harm) that drive
medical decision-making. Policy-makers could respond to
accusations of religious intolerance rationally and compas-
sionately rather than allow the fear of such accusations to
hinder policy development (44). Other recommendations
for improving circumcision policy-making include
acknowledging any conflicts, paying focused attention to
psychosocial factors, and expanding professional and public
discussion.

Dealing with psychosocial factors can start with recog-
nizing the potential bias of committee members. Conflict of
interest is not just financial. Perhaps future candidates for
membership in circumcision policy committees should dis-
close their circumcision status (previously suggested [45]),
number of circumcisions performed, circumcision status of
any male children, and religious or ethnic background.
Disclosure of this information would help in the assessment
of the credibility of the committee and its work. Members
of such committees should be held to at least the same stan-
dard as peer reviewers. As stated by the International
Committee of Medical Journal Editors, “any conflicts of
interest that could bias their opinions” should be disclosed,
and reviewers “should disqualify themselves from reviewing
specific manuscripts if they believe it to be appropriate”
(46). Similarly, those responsible for selecting members of
circumcision policy committees should be aware of poten-
tial members’ conflicts of interest to determine if a member
should be disqualified. Including more women, to minimize
the influence of internal emotional factors, and a member
with psychosocial training and background could also help
deliberations. Policy statements from other fields, such as
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psychology, sociology, anthropology and ethics, could
expand perspectives and understanding.

In the meantime, medical organizations should be aware
of the potential legal implications associated with a flawed
policy. A law journal article (47) claimed that the failure to
act in a scientifically responsible manner could make a
medical society liable for trade association misconduct con-
nected with publishing negligent recommendations on cir-
cumcision.

DISCLOSURE: The author is Jewish, circumcised, has no male

children and has not circumcised anyone.
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CORONER’S CORNER

Sudden death of a three-month-old infant while cosleeping on a sofa

The death of the three-month-old infant in question
occurred during the summer. The parents described the
infant, who was born at term, as a quiet, robust and
healthy baby with no past medical problems, who cried
only if she was unhappy. There was little known about
the perinatal history except that the mother smoked
during pregnancy and still smokes. The mother has had
several miscarriages and, at the time of writing, has a
four-year-old daughter in good health. The three-month-
old infant, who always slept on her back, usually in her
parents’ room, was bottle-fed.

Circumstances of death

The death occurred during a heat wave. During the evening
before the death, the parents consumed alcohol; the father
is said to have drunk three large cans of beer, while the
mother had one can. It is unclear at what time the parents
went to bed. They fell asleep on the sofa in the living room.

At the time, the baby was in her own bed in the parents’
room. The mother was awakened by the cries of the baby at
around 03:00 and fed her. Because the baby would still not
sleep and was crying, the father took her with him to the
sofa. The mother went to sleep in the bedroom. To keep the
baby from falling, the father put her between his legs.

The baby usually woke up at 08:00 and cried for food.
It was only around 13:00 that the father awoke to find the
baby blue and lifeless. Reanimation was ineffective, even
after a prompt transfer to the hospital and attempts at full
cardiopulmonary resuscitation.

The autopsy performed at the medicolegal institute did
not provide a cause for death. The lungs were congestive
with pulmonary edema, but there were no alveolar hemor-
rhages, no evidence of massive thorax compression and no
hemorrhagic infiltration of the tissues in the neck or
thorax. There was no head trauma. The brain examination

continued on next page
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Coroner’s Corner

revealed none of the classical signs of anoxia or asphyxia.
The conclusion of the coroner was accidental death.

There are several important elements in this story:
e an unusual cosleeping arrangement;

¢ alcohol consumption by the parents (especially the
father) before sleep;

e some degree of parental tiredness because the parents
woke up quite late the next day; and

e a somewhat ‘vulnerable’ infant due to exposure to
maternal cigarette smoke in utero.

There was also no evidence that the baby was com-
pressed when the father woke up. However, if he was
sleeping soundly because of alcohol, the baby could have
died of suffocation by compression much earlier on. It is
well known that asphyxia by airway obstruction can
leave no external traces. The findings at autopsy were
nonspecific. These types of findings are seen in babies
that die with no cause identified (sudden infant death
syndrome [SIDS]) and in babies with evidence of asphyx-
ia (airway obstruction in infants wedged in restricted
areas, suffocation by plastic material on the face obstruct-
ing the airway, etc) (1).

Some coroners and medical examiners are reluctant to
assign a diagnosis of SIDS to any death in bedsharing
arrangements; moreover, there is debate in the scientific
literature regarding the risks of bedsharing, an age-old tra-
dition in many societies. It is, nevertheless, clear that
some sleeping arrangements should be avoided because of
an increased risk of sudden infant death (2-5). Sofa shar-
ing, for example, is associated with one of the highest
risks (OR 31, 95% CI 9 to 111) (2) when victims of sud-
den death are compared with an age-matched control
group. Furthermore, sofa sharing with a cosleeper who has
consumed alcohol is an additional risk factor for sudden
death. In addition, the baby reported here had been
exposed to tobacco smoke during pregnancy (and after).
Currently, prone sleeping has been almost eliminated as a
risk factor and maternal smoking during pregnancy has
become the most important risk factor for sudden infant
death (6-8).

This infant usually slept on her back in her parents’
room. Sleeping on the back and room sharing are protective
against SIDS (2,5). As is seen in many cases of sudden
infant death, parents usually comply with physician recom-
mendations; it is in unusual circumstances, such as when
travelling or when very tired (or having consumed alcohol),
that they initiate other types of sleeping arrangements that
are unsafe.

[t is also possible that the infant died of another cause.
In this case, the autopsy was performed at a medicolegal
institute where the pathologists were not experts in pae-
diatric disease. A study in Quebec (9) showed clearly that
when autopsies were performed by a paediatric pathologist

a cause of death was found in three times as many infants
as when the autopsies were performed by a pathologist
with no paediatric expertise. Unfortunately, when an
accidental death is suspected, the case is usually referred
to a medicolegal institute.

Even with this caveat, it is important to widely publi-
cize the risks of unsafe sleeping arrangements. Scientists,
physicians, and health and child care professionals are
still debating whether the small risk associated with
cosleeping with a nonsmoking, breastfeeding mother out-
weighs the benefit gained from bedsharing. The debate
will likely continue for some time. Nonetheless, sofa shar-
ing, bedsharing with persons having altered arousal con-
ditions (eg, consumption of medication, drugs or
alcohol), and bedsharing on makeshift beds with cushions
and pillows are all situations with a very significant risk
for sudden infant death that can be modified with public
health education.

It is, therefore, critical to alert parents that safe sleep-
ing arrangements are important under all circumstances,
especially if they are travelling, very tired or under the
influence of substances that decrease arousal. Nobody
knows the cause of SIDS, and it appears that some infants
are particularly vulnerable. Because we have no means or
tests with which to identify these infants, safety precau-
tions for infant sleep must apply to everyone and at all
times.

Aurore Coté MD
Hopital de Montréal pour enfants
Montreal, Quebec
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