Speaker are: 
Peter Hegarty (PH), current coordinator of the PSI-I Steering Group
Katrina Roen (KR), professor of Sociology, University of Waikato, NZ
David Griffiths (DG), senior lecturer of Sociology, University of Surrey, UK

Musical intro and speakers’ voices
“When adults make decisions quickly during a child's infancy, they're not really imagining what futures might be.” 
“Urologists have a much, much stricter ideal of the normal penis than the average person on the street.”

[bookmark: _Hlk210407233][bookmark: _Hlk210406217]PH - Welcome to the first podcast of PSI, a professional network promoting psychological well-being in individuals with variations in sex characteristics. In this, our first pilot podcast, we'll be returning to an event that we had late last year on hypospadias surgery, emotions, talking, and timing. Depending on what part of the world you were in, that podcast was held on the 31st of October, or the 1st of November, and I was joined at the time by Katrina Roen and David Griffiths, who are with me here again today.

In general, Katrina's work in this area focuses on, among other things, the ways that medical professionals talk about hypospadias and the emotions and potential regret felt by individuals and parents. David's work also focuses on medical discourses, considering what queer theory can do to help us think about hypospadias and the timings of surgery. 

Okay. Welcome, Katrina. Thank you. Welcome, David. Nice to be here. 

PH -  Great. So let's start off by making sure everybody is on the same page about what we're talking about today. Katrina, can you tell us what hypospadias is? 

KR - Sure, hypospadias is an anatomical variation which is best understood if we picture a penis with the urethral opening at the tip. That's the typical way we would picture a penis. But a hypospadic penis has the urethral opening anywhere other than the tip. So that can be along the underside of the penis, at the base of the penis. So it's a variation which is often met with surgical intervention. And that's what we're going to be talking about. 

PH - Okay, great. So let's think about health care providers’ constructions of hypospadias, and the reason for medicalization. David, could you say a little bit more about what the optimal outcome is, that surgical intervention is intended to bring about? 

DG - Yeah, absolutely. So these surgeries are often performed on infants, often even under the age of 18 months. A lot of this is based on an imagination of what that penis is going to look like and be able to do, when that infant is an adult.
And the three kind of norms that structure that, the ability of the adult, the boy when he is older, to pee standing up, to be able to have sex, and that is very much structured as heteronormative, heterosexual penis-in-vagina sex, and cosmetic appearance that the penis looks normal, quote unquote normal. So they’re the three norms; that you should be able to pee standing up with your penis, have “normal” heterosexual sex with your penis, and that it should look “normal” as well.

PH - Katrina, you have reviewed the studies on medical complications arising from hypospadias surgery. How common do they seem to be? 

KR - Well, to my mind, as a non-medic, it seems that the complications are quite common. Especially given that this is surgery that's not medically required. And the outcome studies separate out the results for surgery for a distal hypospadias, that is where the urethral opening is somewhere near the end of the penis, and the results for proximal hypospadias, that's where the urethral opening is near the base of the penis. So with distal hypospadias, the complication rates can be around 10%. And with proximal hypospadias, complication rates can be closer to 54%. 

PH - 54% is not a low number to be NOT discussing with somebody who is making a decision about an intervention with an infant.
David, do you want to say a little bit more about where the apparent need for hypospadias surgery came about? 

DH - Interestingly, the history of it kind of goes back quite a long way. Geertje Mak has done a lot of really good work on the history through the 19th into the 20th century. And what she's pointed out is that that first norm that I mentioned before, that peeing standing up, just how important that was initially for surgery, like hypospadias surgery and other kinds of surgeries, because that idea of peeing standing up was so important on what kind of made you a man. But what's interesting in her research, is the fact that… what she found was very kind of a social script thing, that you should be able to pee standing, very external. Until the mid-20th century, and that's where psychology comes in. That's when psychology starts to be called upon to do things.
And psychology starts to be imagined to be a kind of thing that a person has, that's tied to the penis. It's tied to being able to pee standing up, a sense of self that is gendered, and that peeing standing up is apparently super-important to do.

PH – Katrina, in another part of your paper, you drew on interviews that you conducted with clinicians. What did those interviews tell you about how health care professionals framed those kinds of questions? 

KR - I was actually asking surgeons who do this kind of work to talk about what sorts of interactions they have with parents and children and young people, and how those interactions go and what sorts of things they say. And the answer I was hearing was along the lines of, “well, the parents say they're happy”, or “well, they seem to be doing fine at school”. And, on what basis do you perceive that the parents were happy? And in one instance, it was an attribution about parents being happy about a surgical outcome. And so I prompted the surgeons to talk a little bit more about what was actually said that led to that sense, that attribution of happiness. And the surgeon said, well, actually, I prefer not to ask what parents think of the surgical outcome, and in fact the surgeon said “I'd rather let sleeping dogs lie”. As in, the parents don't say that they're unhappy, therefore I'll presume they're happy because that feels good. And I think this is quite an interesting comment. Following on from what you said, David, about the kinds of beliefs and assumptions and attributions that surgeons bring to the table. That there are all sorts of assumptions that it's best for a boy to stand to pee, assumptions that if a parent doesn't complain about surgery, that they're happy with it.

PH - So I am guessing that parents do not routinely get this information. They're not told the outcomes of these interventions the way we are in your paper, Katrina, when they're sitting down in a clinic. 

KR - No, absolutely. We can't know without being in the clinic exactly what parents are told. And I think we have to assume that different surgeons say different things to parents, but I think it would be worth having some resources, that are presented both in writing and spoken, that set out the actual percentages, both of surgical outcomes and complications, but also the percentages of parents that later report regret. The regret studies post-surgery suggest that between 50% and 92% of parents experience some level of regret after having inverted commas “consented” to hypospadias surgery for their children. And I wonder what kind of effect that might have on parents’ decisions if they were told; “actually, most parents who agree to this later regret it”. I wonder what response that might bring about.

PH - I mean, certainly laying out both the pros and cons of opting for surgery and the pros and cons of opting against surgery would be one criteria by which one might assess as to whether consent was fully informed. You know, when somebody is making any kind of medical decision, such as this one. 
You both engage in questions about how hypospadias can be framed and reframed, and have been framed and reframed either as a disorder, something gone wrong that needs to be fixed, ideally by medics, or as a natural variation, simply a different kind of anatomy, without any judgment or normalization put on top of it.
What are some of the ways that you've seen those competing framings fall down in your work? 

DG - There's been a lot of research into how, specifically urologists, think about what a normal penis looks like, in that third norm I talked about earlier, about what a penis should look like. To find that urologists have a much, much stricter ideal of the normal penis than the average person on the street, and that lots and lots of penises that people have, and consider perfectly normal, they would consider to be hypospadic and in need of some kind of intervention. And of course, at the other end of the scale, you have, just as you say, this idea that it's a bodily variation and it doesn't need any intervention. So there are a number of kind of overlapping ways of thinking about this. And I suppose what they all have in common, is that they all kind of just admit that bodies are different. But it's just what we do with that. Once we've admitted that, what then do we do, that is different. 

KR - I mean I'm thinking, Peter, of work that you and I have done, where we've talked explicitly about the way framing works, that people aren't aware of the extent to which the framing of the issue affects their decision about that issue. That they perceive they're making a decision, and I'm thinking here, appearance, perceiving that they're consenting perhaps freely to surgery on their children. But actually, psychological studies show that the way that the topic was presented, if it was presented as a medical issue versus as something maybe not so medical, that can make a big difference in terms of the percentage of parents who then say “oh yes, let's go ahead with surgery”,  or “no, let's not”. And one of the things that I'm trying to draw out in this paper is that I think clinics that do this kind of work maybe don't even make it explicit to parents that there is a non-surgical care pathway available. My suspicion is that parents are presented with a sense of “it's surgery or nothing”. And the idea is that to do nothing would be to do a disservice to your child.
And I mean, David, you write much more clearly about this in your paper. The doing nothing notion, the notion that, well doing nothing is not nothing; waiting and allowing the child to decide later is not nothing. But if it's presented, if it's framed through a medical way of thinking, then the medicalized difference of the body becomes something that makes surgery inevitable.

DG - Yeah, absolutely. And that's very generous of you, because I'm absolutely sure I stole that from you. That’s your 2008 paper in Body and Society… we have to do something. Definitely got that phrase “waiting is not nothing”. I think trying to kind of reframe it as it's not a choice of “do surgery or nothing”; waiting is a very active, and often very difficult thing. It brings up its own problems. But those are problems that aren't… they don't foreclose, they don't shut doors and they don't block off horizons, whereas surgery potentially does. 

PH - It's not hard to think about other situations that we encounter in life in general, very far from this domain where waiting is a challenge, waiting is a psychological challenge because it does require you to sit with ambiguity, requires you to sit with anxiety, and there is a temptation to rush a decision, if only to bring closure to the thing.

KR - Yeah, and I think, too, that this is why it's so important to articulate a non-medical care pathway, because it is very specifically the role of psychosocial professionals to hold families through that uncertainty rather than to allow people to go, “oh, uncertainty feels uncomfortable, quick, let's do surgery”. I think the point is to have non-medical professionals who can say “no, we're not going to rush away from uncertainty. Let's find a way for this to be safe enough to carry on”. 

PH- David, you've gestured towards this idea already,  that when hypospadias surgery is done, that it is the future person, that the infant or the child will become, who's being anticipated and managed, that it's very future-oriented. There is something about time here...

[bookmark: _Hlk210506237]DG – Yes, there definitely is. So the whole paper, what I was trying to do is to engage with queer theory about temporality and futurity, and see if that could offer us anything to think through this in a different way. Younger than an 18-month-old child isn't standing up to pee for quite a while, isn't having sex, like this imagining a future of having sex and standing up to pee and having a normal penis…so it seems to be…I think I described it as relentlessly future-oriented, always imagining the future. But then at the same time, as I just said, it also shuts everything down and blocks off certain futures. So in that moment of surgery… and surgeons that someone said that there are as many techniques for hypospadias surgery as there are hypospadias surgeons. Everyone has their own technique. And I read a urologist saying “you can't really even choose your technique or know what you're doing until you're in there, doing it”. So there's something incredibly “of the moment” about hypospadias surgery that actually shuts down those futures. While the way it's framed, is all about the future. So I was kind of trying to tease that out and think about how we might think about opening up futures rather than closing them down. 
PH - And I think you bring out two very contradictory ways of thinking about surgeons there. On the one hand, we think of them as doing something very scientific, but we also simultaneously think about them as highly skilled, embodied practitioners.

KR - Just thinking about the way this appears in outcome studies. Outcome studies are kind of going into the future and asking, how are things now? How have things panned out?  And I think as a layperson, I had imagined outcome studies might follow people for years, you might find out what the long-term outcome is of surgery. But actually, many outcome studies only follow people for one year. And if they go for two years, you're lucky. The hypospadias outcome studies that have looked at this issue of the longer-term outcomes, they find that complications and problems keep arising. After three years, five years, seven years, complications keep arising. So the outcome studies that typically would report just complications that have arisen within the first year, they're missing a number of the complications. 
And I think that these possibilities, these possible futures, are not being imagined when adults make decisions quickly during a child's infancy, they're not really imagining what futures might be there. 

DG - Yeah, I really agree. I had the same experience as you, as a layperson. I really expected follow-up to mean something different to what it actually meant. Particularly when they're saying, oh, the way we'll know this works, is if they can have heterosexual sex and pee standing up. And then you say, OK, when does follow-up go to? Maximum two years! That really shocked me because, I guess very naively, I thought, well, follow-up surely means past puberty, then. But no, absolutely not. 

PH - Yeah, well, on that theme of the future, I'm going to draw things to a close. And, thank you both. And thank our engineer, Andrew, for doing the recording today. [Thank you. Thank you].
We'll leave things there with the dogs sleeping and lying. And if this has interested you folks, and you want to open up more of a future with PSII, please do get in touch and let us know. As I say, this is a pilot to see how it feels with you, to be talking about research in this kind of format, rather than our usual face-to-face meetings.

So we are curious to hear from you, and thank you very much for listening today.

