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Australia, always the driest continent, is in the grip of the worst
drought in recorded history. Melbourne’s water storages currently
hold 34% of their capacity, down 5% since the same time last year.
Water restrictions are firmly in place and if anyone has a thriving
green lawn, he is likely to be viewed with great suspicion by his
neighbours. Householders wanting to keep gardens alive are
installing backyard tanks to collect roof water. The government is
piping river water hundreds of kilometres from the rural areas to
the capital (thus enraging the farmers) and building a massive
desalination plant that they promise will provide adequate water
for years. But this uses vast amounts of electricity and delivers
saturated brine offshore, so the environmentalists are up in arms.
The new government was quick to sign the Kyoto accord and to
commission a major report on how to reduce carbon emissions,
but no sooner had it done so than the world economic crisis struck.
Australia is not yet technically in recession, but recession looms
closer every day. Fears about the economy are now filling the
headlines. Saving the planet has been pushed well down the
agenda.

Meanwhile, in medical circles, gender has become a hot
political issue. I am not referring to the gender balance in the
medical workforce or to any change in population sex ratios. I am
referring to the treatment of infants whose sex is unclear when
they are born. Approximately 1 in every 4500 babies is born with
genitalia that are neither typically male nor typically female.
Paediatricians, endocrinologists, surgeons and geneticists are
able to find the underlying cause in many of them; some are
genetic females with congenital adrenal hyperplasia, others are
genetic males with varying degrees of androgen deficiency or
androgen insensitivity, and in others, no cause can be found.
Treatment is directed at the cause wherever possible, and surgery
is offered in some cases to give the genitalia a more typically
female or male appearance. Accounts of disorders of sex
development in textbooks usually contain some reference to the
‘psychosocial emergency’. This has been taken to mean that a
quick decision about the child’s sex of rearing must be taken, even
if the evidence from pathology results and imaging is not definitive,
one way or the other. It is, in fact, a complex business, not
something to be rushed, and decisions about sex of rearing are
influenced by the parents’ cultural background and beliefs, as well
as by medical opinion. While every attempt is made to choose the
sex of rearing most likely to allow the person to grow up with a
stable gender identity (hopefully the same as the one initially
decided by the parents and doctors) and to allow them to enjoy
satisfactory sexual relationships should these be desired, mistakes
have been made and some adults who had surgery as infants are
both unhappy and angry about the outcome they have experienced.
They say they identify as the opposite sex, but due to surgery
having removed genital tissues, they cannot enjoy sexual relations
at all. Most are also infertile (there are many reasons for this) but
usually not because of the treatment they received. Since the
advent of the internet, it has become easy for groups of people who
have similar medical conditions to communicate with one another
and many highly effective patient advocacy organizations have
been established. Communication is empowerment, and organized
opposition to medical practices regarding infant surgery for
disorders of sex development has become increasingly

sophisticated, particularly in high-income countries—Australia,
the European Union and in North America.

Initially patient advocacy groups focused on using the media
to get individual narratives out and there were some strong attacks
on the medical profession. This had some effect. Some practitioners
were impressed with the arguments being presented and changed
their practice. One Australian paediatric endocrinologist, for
example, has stopped referring girls with congenital adrenal
hyperplasia to a surgeon, preferring to allow them to grow up with
ambiguous genitalia so that they can choose surgery if and when
they please. The endocrinologist’s colleagues around the country
regard this as an extreme position and strongly disagree with it, on
the grounds that the girls are likely to suffer psychologically and
to be discriminated against. Some patient advocacy groups want
infant surgery that is not needed for therapeutic reasons to be
banned. It has been easy enough for doctors around the country to
simply ignore this, but new strategies on the part of the activists
are proving more effective.

In 2008, the activists successfully lobbied a government
advisory committee that was established to combat discrimination
against people on the grounds of sexuality and gender. As a result,
a delegation of lawyers from the Justice Department visited a
major public hospital and demanded to know why the doctors
working there should not be compelled to refer the case of every
child born with ambiguous genitalia to the Family Court of
Australia, so that an impartial judgment about surgery could be
brought down? The implication was that medical practitioners
were so biased that they could not be trusted to make this decision.
At the same time, the Australian Human Rights Commission was
asked to prepare a position paper on ‘Surgeries for infants who are
intersex’ which will be sent to the federal Attorney General. A
great deal of medical time and effort has had to be devoted to
defending the principle that a registered medical practitioner
should be free to take difficult decisions about a patient’s healthcare,
provided he/she is acting in the patient’s best interests. The matter
is far from having been resolved.

Ironically, the opposite situation applies in relation to surgery
for transsexual teenagers and adults; here, efforts are being made
to rid the decision-making process of any involvement with the
law. In Australia, any treatment that forms part of a sequence
intended to lead eventually to a sex change—even the use of
puberty-blocking drugs—has to be authorized by the Family
Court of Australia, if the young person concerned is less than 18
years of age. Currently attempts are being made through the courts
to change the law (which is based on precedent), so that doctors
will be able to make medical decisions about treatment for
teenagers with gender identity disorder without having to seek
court approval. The DSD (disorder of sex development) activists
want more court involvement; the transgender activists want less.
One man’s meat is another man’s poison!

The point of writing about this wrestle between activists and
the medical profession is to suggest that could become the way of
the future. Doctors need to be aware of concerns raised by patients
and know how to handle them in a constructive way. Labelling
dissenters as mentally ill or otherwise deranged does not work
well in this regard, nor does refusing to talk to them. It can be
difficult to talk to people who are themselves insulting and angry.
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Sometimes the best approach is to engage a mediator—someone,
such as a clinical ethicist, who is able to collect opinions from both
sides and tease out the arguments, analysing their validity against
agreed principles, but who is not emotionally involved in any way
with either side of the debate. Australian clinical ethicist, Associate
Professor Lynn Gillam, has proposed 6 principles to guide the
debate about the management of disorders of sex development
and she believes that they should have universal value. They are
(i) minimizing physical risk to child, (ii) minimizing psychosocial
risk to child, (iii) preserving potential for fertility, (iv) preserving
or promoting capacity to have satisfying sexual relations,
(v) leaving options open for the future, and (vi) respecting

parents’ beliefs and wishes. The involvement of a clinical ethicist,
where such exists, seems highly preferable to the involvement of
a court of law, where the lawyers have no training in clinical
matters and have to call on expert witnesses from the very
profession the activists are trying to regulate.

In difficult times, prayer seems a good option and a good way
of tying together the two rather disparate themes of this letter. We
need prayers for rain to break the drought and to refresh the land;
and prayers to break the deadlock between single-minded activists
and a proud medical profession so that what has become a rather
stale debate is refreshed and made more productive.

GARRY WARNE
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Letter from North America
ECONOMIC DOWNTURN AND HEALTHCARE
A report from the American Hospital Association (AHA) has
highlighted the initial effects of the economic downturn that is
now reflected in American hospitals. More than 30% of the 736
hospitals surveyed reported a moderate-to-significant decline
in patients seeking elective procedures, and nearly 40% reported
a drop in overall admissions. The majority of the hospitals also
reported that uncompensated care is up by 8% with a significant
increase in the proportions of patients unable to pay for care.
In addition, AHA noted that American hospitals, which employ
5 million people nationwide, could be facing uncertain times as
their financial health falters and ability to borrow funds for
improving facilities and updating technology is squeezed.

According to the Bureau of Labor Statistics of the US
Department of Labor, the unemployment rate has risen to
6.5%, with the number of unemployed people rising to 10.1
million. Since last year, unemployment rolls have increased by
2.8 million. The number of newly laid-off workers is officially
at a 16-year high. One in five of the unemployed maintain their
health coverage through the health programme known as
COBRA (Consolidated Omnibus Budget Reconciliation Act of
1986). Through COBRA, a laid-off worker can maintain the
same insurance coverage he or she had through their previous
employer, but at a cost. Specifically, they must pay the portion
of their premiums that they had been responsible for, plus the
portion that their employers previously paid—as well as an
extra 2% of this combined premium. This coverage is available
only for 18 months, after which the unemployed cannot afford
their healthcare. With loss of regular healthcare coverage,
more people are unable to afford their medication. Unpaid
healthcare bills are the single leading cause of personal
bankruptcy in the USA. A surge in this statistic, combined with
unemployment and bad medical debt, makes the future of the
American healthcare system uncertain. In the short term, total
margins of hospitals fell to a negative 1.6% in the third quarter
of 2008 versus a positive 6.1% during the same period in 2007.

The healthcare industry contributes 17% of the nation’s
GDP. Medicare, Medicaid and Social Security already account

for more than 40% of the total federal budget. And their portion
of the budget is expected to grow fast and is soon expected to
crowd vital programmes including research and development,
critical infrastructure and education. Many hospitals expect a
cut in Medicaid and Medicare payment in the near future and
are uncertain of their income next year until the federal and
State government budgets are cleared. Hospitals and research
institutions also rely on investment income as a means to
sustain themselves, especially since funding from the
government does not cover the costs of care. However, the
recent turmoil in the stock market has turned investment gains
to losses, further worsening the financial condition of
hospitals. Even stable academic institutions such as Harvard
University have reported an endowment loss of 21%, and this
loss is expected to be more once end of the year financials are
calculated.

In addition to the current crisis, the US Government
Accountability Office (GAO) reported that the federal balance
sheet does not reflect the government’s huge unfunded promises
in the nation’s social insurance programmes. The unfunded
obligations for Medicare and Social Security alone are calcu-
lated at US$ 41 trillion. That sum, equivalent to US$ 352 000
per US household, is the present-value shortfall between the
growing cost of entitlements and the dedicated revenues
intended to pay for them over the next 75 years. In addition,
experts predict that the US healthcare system will be under
severe burden in servicing the 78 million baby boomers and
their healthcare needs.

In contrast to the economics of the healthcare industry, the
interest in healthcare-related jobs remains high as the younger
generation views the healthcare sector as a safe career bet in
difficult times. President-elect Barak Obama expressed keen
interest in investing money in infrastructure to boost jobs and
at the same time improving productivity in the long term. One
of the fields widely projected to attract federal government
investment money is healthcare IT sector because of Obama’s
desire to invest in electronic medical care to improve efficiency
and decrease medical errors that lead to a significant amount of




