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Abstract

In this article, I very briefly discuss current trends

with respect to the recording of gender data in
medical records. I then outline some of the
advantages of the various options as well as a
selection of challenges that some Catholics might
associate with them. I then argue in favour of
systems that allow for the recording of more
complete information.

Overview of approaches to recording the
data

There have been three main approaches to record-
ing gender data in medical records: the first is
using a single field, the second is having separate
fields for biological sex and gender identity, and
the third is similar to the second but with
additional fields e.g. specifying a patient’s ‘organ
inventory’. There is a bit more to this, as some have
also proposed other fields such as those describing
any steps taken by the patients with regards to
transitioning or hormone panels, but for the
present discussion this amount of detail is
sufficient.

Currently, in NHS records, there is one field that
describes gender data - there are no separate fields
for sex and gender; in practice the field describes
gender identity rather than biological sex.“)
Seemingly to protect patient privacy, if a patient
requests a change in this field such a change
results in the generation of a new patient NHS
number with the aim of preventing the past iden-
tity to be easily discovered; if the patient then
reverts to their previous gender identity, this does
not revert the patient to their old NHS number,
but generates a third number. @ As such, this
marker should be treated as describing the
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patient’s current self-described gender ;.. .
and not their biological sex. It is cleg; th‘i}",
situation is not ideal for providing high quz‘ili;:"
care, due to both the lack of easy access Lt(
patient’s medical history and to adesting the C) a
to the patient’s biology. are

An alternative to this is to have two fields: one fo

sex and one for gender. As biological sex is alwavg
stated in this record, there is no reason to hide the
patient’s medical history from practitioners
Moreover, as it preserves the information of ;i
patient’s biological sex, it can avoid situations like
a pharmacist not dispensing medication that i
medically appropriate for the patient’s sex. Such
situations might occur if the patient’s gender
description does not match their biological sex.
Similar problems arising from incongruence
between gender identity and biological sex (and
how these are recorded in the medical record) can
also occur with respect to patient inclusion into
or exclusion from screening programmes. >

Another approach involves including an organ
inventory.® Under this framework a patient
might have their sex marked as male, gender as
female, and then in the organ inventory e.g. have
noted whether they do or not have a penis. This
might be important for e.g. a practitioner being
called to the female ward to insert a catheter.

Essentially, organ inventories provide a summary
of some of the surgical procedures a patient has
undergone. If presented as structured data, such
inventories could be used by healthcare software
to automatically adjust e.g. which screening pro-
grammes a patient should be part of. Of course,
such information might not be sufficient to pre-
dict what normal biochemical marker values
might be for such patients, as their medication
might also have an impact on this. Nevertheless,
the more complete information a practitioner.has,
the better they can tailor their care for the patient.

Of note, currently there are developments 1t
international interoperability standards, whic ;
aim to ensure that gender data can be more 6351,"
transferred between providers — the Health Lf:‘ ?t
7 Gender Harmony Project.(2,3,6) As suc 2
might be important from the patients perspth}w;
that their data can be easily transferred bc}:‘c“'llfh
localities. The interoperability betweel “=
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informatics system is also an important fl :
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an increasingly globahsed society @
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s to the era of a more digitised mode] of
provision it will only gain

in
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al Advantages and Disadvantages
ace of it, it might seem that having just
for gender information reflects best the
licity of the truth described in Genesis 1:27
that humans were created male and
e. This holds true, as I and my colleague
sewhere, even in the case of people with
of sexual differentiation.”® Of course
1 which a single field is used in practice’
reflect the truth regarding human sex as
sed by the Catholic Church- that it is an
ble characteristic of a person. But perhaps
d argue that consenting to having more
¢ field for sex and gender data somewhat
the notion that gender and sex do not have
be congruent, and hence having more than one
[ can be uncharitable as it can affirm a view-
encourages another to live a falsehood
ct their own nature, which would be
able. This I think is potentially the
objection to having more than one filed
ng gender data, and I will address it in
in the next section.

point aside, there seem no obvious
al drawbacks in having a more complete

erhaps with the exception that more time
ed to fill in all the fields relating to sex and
the patient’s healthcare record. Having
lete information allows for the better
n of medical care, as noted in the previous
‘This can also be the cases where a patient
nsitioned (so gender and sex are congru-
t had some past operations that would be
n e.g. an organ inventory. Moreover,
in the record that there is an incongru-
ween a patient’s sex and their declargd
allows the practitioner to prepare in
the encounter.

ess, one potential practical drawback is

who do not believe in a separation

ex and gender might not be happy to

/er questions relating to any additional infor-

n.”) Though other patients might be partic-

appy about being able to provide this
nal information.

e most important benefit of having
d records regarding patients’ sex gnd
ation is that it allows us to prowde
nedical care, ensuring that appropri-
treatments are given, as well as that
information to interpret any results

We also should keep in mind the
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Responding to the objection
As noted .above, the main drawbac
such deFaﬂed records is that it can be perceived as
supporting a societal trend that is

. . contrary to the
metaphysical reality of human nature — that there

is no s;paration between sex and gender, and that
sex is immutable, Perhaps because of the recent
events regarding the Tavistock clinic and
Merm.aids, %1 we should be particularly firm in
affirming this truth, so as to protect the wider
population from dangerous trends, which might
not only be contrary to the truth, but also have
little to do with evidence based medicine.(2

k of supporting
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Nevertheless, it seems to me that the use of such
records does not intrinsically imply that the clini-
cian using them agrees that there must be a mean-
ingful difference between a patient’s sex and
gender. Using such a record might simply mean
that the clinician recognises that other people
think there is such a meaningful difference, even
if the clinician disagrees with it, but that in a
pluralistic society it might be the most generally
acceptable tool to use. Hence, using such health-
care records systems might not be an expression
of support for current trends in gender ideology,
but simply a way of getting on with one’s job.
Nevertheless, it might seem to some that a
clinician using such a record is conceding to these
modern trends and hence be a cause of moral

scandal.

Here I wish to defend using such detailed records,
as opposed to the use of a single field system. I
will do this using the framework of cooperation
with/in evil,®% and assume that if I can demon-
strate that such cooperation is licit, the medical
advantages offered by such a more detailed system
provide enough of an incentive to favour this system.

e ——— A A

The case of the clinician using the system but not |
believing (and not wanting to propagate the
notion) that there is a meanmgful d1ﬁ'erex}ce
between sex and gender, shows that if any negative
effects originate fror,n the clinician using this
system, the clinician’s cooperation was mergly
material, since the negative effect was not
intended. Moreover, such a cooperation v‘{ould b
at most likely remote (in time and cm'ls?ht}’)ta:l;
only contingent or occasional to it, as uflt dls_ nt(:'insi e [
case that the use of sucth a §t)i;:tzm v:gc;ldvi::v s
agreement Wi
;%inrymzlzogevpmjgation between sex and gender. The
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act’s influence is most likely of small effect on the
final consequence of someone being reaffirmed in
their belief regarding the difference between sex
and gender. Furthermore, as the clinician is not
explicitly stating agreement for the gender-sex
dichotomy, the cooperation is unlikely to be
positive.

Such a perceived cooperation is likely to be licit,
if it is to facilitate some fundamental good.®
Here this would be the provision of high quality
healthcare, that might be impossible if the
detailed information is not present, because e.g.
the sex of the patient might not be otherwise
obvious. Put simply, we need to know someone’s
biological sex to give them appropriate and holis-
tic healthcare. It is possible that such information
would facilitate what has been described as
‘meeting people where they are’, but as I have no
experience in this field I will not comment further
on this.

Conclusion

After outlining some of the trends regarding
recording gender data in patients’ medical records
and outlining the potential benefits of each
approach, I have argued that systems providing
more detailed information with respect to patients’
biological sex and gender identity should be
welcomed. I have argued, with the help of the
framework of cooperation with/in evil, that the
use of such systems does not intrinsically mean
that one agrees with the current trend of separat-
ing sex and gender. Rather, such a system simply
provides more detailed information about the
patient allowing one to provide medical care of
Zilgher quality than a more simple system would

OW. ;
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