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The Circumcision Issue
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The Debate

ircumcision of the male
prepuce, as a purposeful
surgical intervention, is

nearly as old as the human species
and is firmly rooted in many cul-
tures and religions. There must
have been some pervasive reasons

for its durability. Yet even two mil-
lennia past, cosmetic aspects of
circumcision were challenged
when, for example, Celsus pro-

posed an operation to restore the
prepuce.i The pros and cons of
male circumcision still provoke
contentious and inflammatory
debate. Thoughtful scientific
studies and vigorous discussion in
letters to editors recur in major
medical journals.2.3 The debate is
permeated by science and opin-
ion, superstition and pseudo-
science, culture and religion. Into
the fray are the issues of urinary
infection susceptibility, sexually
transmitted diseases, penile can-

cer, cervical cancer, genital sensi-
tivity, sexual performance, and
emotional impact.4

The Polar Extremities
of the Debate

Some males will need a cir-
cumcision in their lives, most
likely for true phimosis or recur-

rent posthitis. Debaters might

claim that a retraction program,

dorsal slit, or preputial plasty5
should suffice, but our point is
simply that some males will need
something done for a foreskin
problem in their lifetimes and the
solution is most likely to be cir-
cumcision. On the other hand,
some male infants should not be
circumcised: these are boys with
hypospadias or significant isolated
chordee; their foreskin will be an

asset in later reconstruction.
For most males, in between

these polar situations, we think
that the debate is not an impor-
tant medical issue but rather a

matter of family choice. This is
not to deny that individual med-
ical circumstances may play into a

decision to circumcise. For exam-

ple, a boy with vesicoureteral
reflux may benefit from one
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less infection-facilitative factor, or

a severely handicapped child may
not be able to maintain adequate
genital hygiene. For most male in-
fants today no robust scientific ev-

idence proves one path is better.
In the absence of valid data, any

decision, in essence, is heuristic6
and is best made by each family
with information and guidance
(not bias) from the physician.

Can Science Answer
the Debate?

Science, Edward 0. Wilson
writes, "is the organized enter-
prise that gathers knowledge
about the world and condenses
the knowledge into testable laws
and principles."7 The critical fea-
tures that distinguish science
from pseudoscience, he shows,
are repeatability, economy, men-

suration, heuristics, and con-

silience. An Orwellian world
could scientifically solve the
preputial debate by taking two
large matched cohorts at birth
and circumcising one and not cir-
cumcising the other. The families
of the uncircumcised and later
the boys themselves would be given
instructions on care of the pre-

puce, but it is reasonable to assume
that some of this cohort would
need late circumcision (or some

treatment) for preputial problems.
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The circumcised group would be
managed with the best methodol-
ogy available, but it is still likely
that a small percentage would
have early and late complications
from the procedure. Each cohort
would be followed up for life. Crit-
ical parameters would be
recorded, especially costs, compli-
cations, secondary procedures,
psychological profiles, and sexual
function. We suspect the two co-

horts, in this imaginary study,
would end up closely matched on

final analysis. But that is only our

suspicion. Lacking such a study
we remain subject to data from
more limited studies, opinion,
pseudoscience, cultural trends,
and superstition.

Who Performs
Circumcisions?

This question needs to be di-
vided into two questions, and
each will have a different answer.

For neonatal circumcisions the
answer will typically be obstetri-
cians, pediatricians, family practi-
tioners, and religious figures. For
postnatal circumcisions the an-

swer will be urologists, pediatric
surgeons or genIral surgeons. In-
congruously, neonatal circumci-
sion is performed by those with-
out expertise in genitourinary
function and reconstruction. Nev-
ertheless, most pediatric urolo-
gists see only occasional problems
from such procedures, suggesting
that they usually turn out well.

Methods, Analgesia,
Complications and
Caveat

Once the pro-and-con debate
has been addressed, the major re-

maining issues with neonatal cir-
cumcision are methodology, pain,

and complication. The GomcoO
clamp, the MogenO clamp, exci-
sion by mohel,8 or PlastibellO
methods have their advocates.9 Of
course circumcision hurts babies;
when skin is cut or crushed, mam-
mals usually feel pain. There is no
reason or evidence to expect that
the human neonatal prepuce is
devoid of sensation. We have tools
to minimize discomfort and suf-
fering, so why should the issue of
pain even be in question?10-12 Cir-
cumcision complications relate to

experience and technique. Plas-
tibell' complications are ad-
dressed by Holmes, Canning, and
Cilento in this issue of the Jour-
nal.'3 These authors discuss the
safety steps, pitfalls, and risks of
this popular and simple method.
Their points are important and
clearly expressed. One other com-
plication to point out is meatal
stenosis.14 This long-term prob-
lem is most likely due to irritation
of the delicate unprotected
meatal lips, chronically rubbing
against diapers. A dab of clear pro-

tective ointment with each diaper
change, particularly in the first
several months after circumcision,
may prevent significant meatal
stenosis later in childhood.

Any provider who would un-

dertake neonatal circumcision
should offer information, discus-
sion, and alternatives to families.
Personal bias should be left at

home. When the prepuce is left
intact, instructions should be
given regarding care of the fore-
skin. Families should learn the
signs of posthitis and paraphimo-
sis. Clinicians should avoid
forcible retraction or any manipu-
lation in the clinic that can injure
the prepuce. If circumcision is se-

lected, the provider should be
knowledgeable regarding meth-
ods and well trained and skilled in
at least one technique plus anes-

thesia. Complications should be

understood and recognized, with
a well-planned means of redress if
that should be necessary. Lastly,
the outcome must be assessed in
the longitudinal care of a child all
the way through toilet training
and adolescence.
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