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The hundreds of boys I have seen who needed surgery to repair problems caused 

by their circumcisions are real. The men who lost more parts of their penis than 

the foreskin are real. The thousands of adult men saying they wish they hadn’t 

been cut are real. Not recognizing that circumcision is harmful is either 

ignorance or denial. 

        – Adrienne Carmack, M.D., urologist 
 

 
 

Introduction 

 

Infants undergoing non-therapeutic circumcision are unnecessarily put at risk for a wide range of 

unintended adverse outcomes from the procedure. Though the risks of circumcision are often 

blandly characterized as being “minor and rare,” some while relatively minor, such as adhesions, 

are quite common and still distressing, and some, like death, while rare, can be catastrophic.[1,2] 

Adverse events following circumcision include not only the general risks of any surgery 

(bleeding, infection, and pain), but also many problems specific to the different circumcision 

techniques[3] and affected by variations in penile anatomy.[4,5] Babies circumcised in the 

neonatal intensive care unit or the special care nursery are at four times greater risk for 

complications than are babies circumcised in the well-baby nursery.[6] Physicians learning the 

procedure often receive little or no formal training,[7] nor is there any legal requirement for 

such.[8]  

 

There is no nationwide, standardized, prospective system in the United States or Canada for 

collecting data on circumcision complications in children, not even for the most serious 

outcomes. Therefore, no one actually knows how many babies require re-hospitalization, 

intravenous antibiotics, or a blood transfusion; how many lose all or part of their penis (beyond 

the foreskin); how many need repeat surgery; or how many boys die as a result of having been 

circumcised.  

 

This has both ethical and practical implications, for without such information healthcare 

professionals are unable to adequately inform parents of the procedure’s risks, and parents are 

subsequently unable to give truly informed consent.[9] Furthermore, without this information, 

there is no way to validly compare the benefits and risks of the procedure – though this is what 

the American Academy of Pediatrics has nonetheless dared to do, by illogically asserting that 

“the benefits of circumcision outweigh the risks” even as they admit that they do not know the 

incidence, impact, or added costs of circumcision complications.[10, p. e772, e775) 
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For over a century, the complications of circumcision have been repeatedly documented in 

hundreds and hundreds of case reports and case series, plus dozens of retrospective and 

prospective studies. In addition, a number of review articles have attempted to summarize the 

medical literature and/or give overall descriptions, rates, and management information on the 

various complications.[e.g. 1-3]  

 

Despite all this, it is difficult to pinpoint the incidence and impact of circumcision complications, 

due to a variety of problems:   

 

 Case reports are crucial for documenting the range and seriousness of the less common 

complications. However, they cannot be used to estimate accurately the overall incidence 

of such problems. To capture rates of the more common circumcision complications, 

other kinds of studies are required. 

 

 Study design has an effect on the estimation of complication rates. Prospective studies, in 

which complications are tracked going forward from the circumcision via follow-up 

examinations, theoretically should capture the incidence of complications most 

accurately.[11] On the other hand, retrospective studies typically rely on a review of 

patient charts, a form of data that was recorded for a purpose other than research. 

Inaccuracies in the medical record (e.g. the not uncommon possibility that the 

complication was not charted in the first place) tend to lead to underestimation of 

complication incidence.[12] Even less reliable are retrospective database studies which 

can only capture events that have had an actual diagnostic or procedure code listed upon 

discharge.[E.g. 13] It has been estimated that database studies may miss up to 90-95% of 

complications.[14] 

 

 Imprecise and inconsistent definitions for what constitutes a complication are reflected in 

widely varying study results. For example, Williams and Kapila estimate that “a realistic 

figure is 2-10%,”[2] whereas Gee and Ansell report a rate of “really significant” 

complications of 1/500.[15] As another example, the authors of a recent “systematic 

review” simply did not count “excess residual foreskin or inadequate circumcision” as a 

complication because these were “not medical complications per se” (while admitting, at 

the same time, that these are adverse outcomes of circumcision that may be serious 

enough to involve further surgery).[16] This inconsistency makes it difficult to interpret 

what the various numbers really mean. It also makes it possible for authors to manipulate 

readers’ understanding of the risks of circumcision, by selectively reporting only the 

results that are most consistent with their underlying bias.. 
 

 The length of follow-up can limit the value of a study’s results.  Studies that track 

problems for only the immediate post-birth hospital stay,[e.g. 17] or for only a month 

from the procedure,[e.g. 18] fail to account for a host of more long-term complications 

that may not manifest for many months or years. Short-term studies are unreliable 

indicators of the true impact of circumcision complications. 

 

 Studies of circumcision complications are typically blind to adverse outcomes that are not 

strictly medical or surgical. By failing to consider as “complications,” for example, the 
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impact on psycho-emotional or sexual well-being, or simply the harm of losing a normal, 

functional body part (which has an incidence of 100%), most published studies paint a 

very limited picture of circumcision’s damage.[19]  

 

The practice of informed consent for circumcision is woefully inadequate,[20] as evidenced by 

provider survey results, content analysis,[21] and expressed parental desire for more 

information.[22] Regarding disclosure of circumcision risks, Christensen-Szalanski et al. found 

that pediatric and obstetric residents routinely informed parents of only three of the many 

possible complications associated with circumcision (bleeding, infection, and pain).[23] In a 

survey of mostly family practice physicians, Fletcher found these same three risks were the only 

complications discussed more than half of the time, and that the most serious complications were 

the least often covered (e.g. only 8% of physicians disclosed that death was a possible 

complication).[24] 

 

As a medically unnecessary, non-therapeutic procedure, disclosure for infant circumcision must 

include the full range of possible complications, including rare but potentially serious 

outcomes,[25] for consent to be ethically valid.[20] Parents should be informed of the potential 

for harm to a male’s sexuality and to his emotional health. And somehow the idea must be 

conveyed that, even if no physical complications ensue, the loss of a normal body part and the 

violation of a person’s right to choice over his body are guaranteed harms. 

 

Still, even if disclosure were complete and unvarnished, there are deeper ethical problems within 

the issue of complications. The question is whether any level of harm or risk is acceptable for a 

medically unnecessary, elective, cosmetic surgery, especially when the person whose body and 

life will be most affected cannot give their own considered consent. Doctors Opposing 

Circumcision unequivocally believes the answer to this question is NO.  

 

Due to the large number of case reports and other publications on circumcision complications, 

this page can only provide a representative selection of citations. An exhaustive compilation of 

the medical literature on complications may be found in Van Howe’s monograph on 

circumcision[14, p. 75-97]. Extensive galleries of pictures of circumcision damage are also 

available online.[26] 

 

 

Bleeding 

 

Bleeding is the most common immediate problem associated with circumcision.[1,2] This is not 

surprising, since the penis and the foreskin are highly vascularized,[27] and circumcision often 

truncates the frenular artery, a frequent source of post-circumcision bleeding. 

 

Bleeding can be minor, or significant enough to require clotting agents, cautery, suturing, and/or 

blood transfusions. Severe blood loss can result in cardiac arrest[28] or death from 

exsanguination.[29,30] Newborns have a blood volume of about 90ml/kg; the loss of a quarter of 

this volume (little more than 2 oz. for a 7 lb. baby) can cause an infant to go into shock.[31] 

Modern super-absorbent diapers may mask hemorrhage, making it difficult for caregivers to 

assess when bleeding is excessive.[32] 

http://www.doctorsopposingcircumcision.org/for-professionals/sexual-impact/
http://www.doctorsopposingcircumcision.org/for-professionals/psychological-impact/
http://www.academia.edu/10553782/A_CDC-requested_Evidence-based_Critique_of_the_Centers_for_Disease_Control_and_Prevention_2014_Draft_on_Male_Circumcision_How_Ideology_and_Selective_Science_Lead_to_Superficial_Culturally-biased_Recommendations_by_the_CDC
http://www.academia.edu/10553782/A_CDC-requested_Evidence-based_Critique_of_the_Centers_for_Disease_Control_and_Prevention_2014_Draft_on_Male_Circumcision_How_Ideology_and_Selective_Science_Lead_to_Superficial_Culturally-biased_Recommendations_by_the_CDC
http://circumstitions.com/Botched1.html
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Circumcision devices have design features to provide hemostasis (control of bleeding) with the 

procedure, through crushing or strangulation of blood vessels. However, old Mogen, Gomco, or 

counterfeit clamps may be worn or deformed, or parts may be mismatched, failing to adequately 

crush the tissue,[33,34] or the tissue may not be crushed for a sufficient period of time. With the 

Plastibell device, failure to tie the ligature tightly or securely enough may result in bleeding.[35] 

Blood vessels that appear to be adequately crushed at the time of the procedure may open up at a 

later time. Patel found bleeding to be about twice as common with the Gomco clamp than with 

the Plastibell,[36] however, Gee and Ansell found the rate to be about the same for the two 

devices.[1] 

 

The rate of bleeding complications varies widely depending on the study design and the 

definition of excessive bleeding. For example, in one prospective study, 9.87% of circumcisions 

resulted in abnormal bleeding,[37] whereas a retrospective chart review found a rate for 

“hemorrhage” of 1.0%,[1], and a database search found excessive bleeding in 0.083%.[18]  

 

The risk of excessive bleeding after circumcision is increased in the presence of blood clotting 

disorders, although these are not routinely tested for prior to newborn circumcision.  

 

 

Infection 

 

Infection is the second most frequent early complication of circumcision.[1] The circumcised 

newborn is at particular risk for infection because of his immature immune system, and the 

exposure of the open wound (involving the whole glans) to urine and feces in the diaper. 

Infection may be mild and localized, or it may be more serious, systemic, and life-threatening, 

requiring intravenous antibiotics, surgical debridement, and other support measures.  

 

Gee and Ansell reported an infection rate in newborns in the immediate post-circumcision period 

of 0.4%.[1] Patel, reporting on a series of 100 consecutive circumcisions, found infection in 8 

cases (8%), with 1 serious enough to require antibiotics, and 1 progressing to fibrosis and 

phimosis.[36] Gee and Ansell found a 5-fold increase in infection risk in boys circumcised with 

the Plastibell device compared  to the Gomco clamp (p<0.005).[1] This may be explained by the 

fact that this method leaves a foreign body (the Plastibell ring) applied to the wound, as the 

adjacent foreskin remnant undergoes necrosis (tissue death).[1,38]  

 

Serious local infections following newborn circumcision reported in the literature include: 

scalded skin syndrome (2.7% in a series of 75 Plastibell circumcisions[39]), erysipelas, 

necrotizing fasciitis,[38,40,41] Fournier’s gangrene, and impetigo[42] (10.7% of a series of 

Plastibell circumcisions [39]), among others.[14, p. 79]  

 

Numerous studies have found a higher rate of staphylococcal skin infections in the first weeks of 

life in males, especially among those circumcised, as compared to females.[43-53] In recent 

decades, several outbreaks of neonatal cutaneous methicillin-resistant Staphylococcus aureus 

(MRSA) infections have been reported, primarily in circumcised boys.[54-63] Infections with 

antibiotic-resistant bacteria are difficult to treat, resulting in higher morbidity and  mortality.[64] 
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One case-control study found that newborn boys diagnosed with a MRSA infection were 12.2 

times more likely to have been circumcised than were the matched controls who did not have 

MRSA.[65] In one case report, MRSA was recovered from the circumcision wound of a 

newborn infant whose mother had staphylococcal toxic shock syndrome.[66]  

 

An increased incidence of urinary tract infections in the early post-circumcision period has been 

reported in association with ritual circumcision.[67-74]  

 

Systemic infections associated  with circumcision include: generalized septicemia, meningitis, 

osteomyelitis, bronchopneumonia, acute post-streptococcal glomerulonephritis, tetanus, 

diphtheria, syphilis, tuberculosis, and herpes simplex virus, among others.[14, p. 80] Sepsis 

following circumcision has been reported to lead to disseminated intravascular coagulopathy, 

jaundice, hypothermia, congestive heart failure, peripheral circulatory collapse, and death.[14, p. 

80] 

 

Neonatal herpes simplex virus (HSV) infections can cause death or brain damage.[75] The CDC 

reported HSV infections in 11 newborn boys in the weeks following Jewish ritual circumcision 

in New York City between 2000-2011; 10 were hospitalized and 2 died.[76] All the cases were 

associated with the ultra-Orthodox practice known as metzitzah b’peh, in which the operator 

applies suction by mouth to the fresh penile wound. Authorities have not yet applied effective 

measures to curtail these preventable infections,[77] and the practice continues, with 6 more 

circumcision-associated HSV cases reported in New York City since 2011.[77] Historically, 

tuberculosis and syphilis have also been transmitted to newborns during ritual circumcision, in 

this same manner.[14, p. 80] 

 

 

Pain 

 

Research confirms that babies have the neurological capacity to feel and remember pain,[78] and 

that they may feel pain as much or more than adults.[78,79] According to the American 

Academy of Pediatrics, “exposure to repeated painful stimuli early in life is known to have short- 

and long-term adverse sequelae […including] physiological instability, altered brain 

development, and abnormal neurodevelopment, somatosensory, and stress response 

systems...”[80] Little to no research has been done on the long-term neurological or 

psychological effects of circumcision pain. 

 

The American Academy of Pediatrics has recommended the use of anesthesia for circumcision 

since 1999.[81] Since that time, more practitioners than formerly are being taught the use of 

anesthesia for circumcision,[82] however, a fair proportion of circumcisions continue to be 

performed without any pain relief.[82-84]  

 

Pain – whether intra- or post-operative – is an inevitable consequence of circumcision, whether 

or not anesthesia is used. A Cochrane Review of pain relief for neonatal circumcision based on 

35 clinical trials involving 1,997 newborns concluded that “DPNB [dorsal penile nerve block] 

and EMLA [topical lidocaine-prilocaine anesthetic cream] do not eliminate circumcision pain 

[emphasis added], but are both more effective than placebo or no treatment in diminishing 
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it.”[85] A study of 59 circumcisions, in which all of the infants had a DPNB, concluded that 

“60% of the infants had pain or discomfort associated with the procedure that was 

excessive.”[86] 

 

More effective methods of anesthesia, such as general anesthesia and caudal blocks, are not used 

for neonatal circumcision because of the increased risks of using them in infants. 

 

The most common complications of local anesthesia include bruising and hematoma 

formation.[85] Local anesthesia containing epinephrine can cause vasoconstriction and penile 

ischemia (tissue deoxygenation),[87] and, in at least one reported case, gangrene of the 

penis.[88]  In several case reports, generalized tonic-clonic seizures were attributed to the use of 

lidocaine (termed “severe intoxication to local anesthesia” in one of these reports),[89,90] 

complicated in one case by cardiac arrest.[90]  

 

The use of EMLA cream has been associated with methemoglobinemia in numerous case reports 

(excess of an abnormal form of hemoglobin in the blood, leading to decreased availability of 

oxygen to the tissues, including the heart and brain).[14, p.95]  

 

Complications associated with circumcision without pain relief include gagging, choking, apnea, 

vomiting, and “apparent life-threatening events.”[85,91] Cases of gastric rupture[92] and 

pneumothorax[93] have been reported in association with vigorous crying from unanesthetized 

circumcisions.  

 

 

Surgical complications 

 

The infant penis is very small, and the devices commonly used to excise the foreskin are 

imprecise tools. Even with proper technique it may be difficult to judge the amount of skin to 

remove and it is easy for surgical problems to occur. 

 

Removal of too much or too little skin – One common surgical risk of circumcision is the 

removal of too much skin, involving partial or total denudation of the penile shaft.[14, p. 81] 

Corrective surgery by a specialist, including possible need for skin grafting, may be required.[2] 

This may happen more easily with the Gomco technique, in which too much penile skin may be 

drawn up through the device.[3] Removal of excessive shaft skin can lead to tight, painful 

erections later in life, or pulling of scrotal tissue onto the shaft due to excess tension on the 

penile skin sheath.[94-97] 

 

Sometimes so little skin is removed that the penis does not appear to be circumcised. This may 

generate parental complaints and requests for a repeat circumcision,[3,98,99] although there is 

no medical indication for the second circumcision. A “loose” circumcision may predispose to 

adhesions and skin bridges (see below). 

 

Damage to the urethra – Injuries to the urethra can occur with circumcision, and may require 

corrective surgery. During the dorsal slit phase of the procedure, the blade of the hemostat or 

scissors may inadvertently be placed into the urethra, leading to damage or even bivalving of the 
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glans penis. Urethral damage can also occur due to pressure necrosis from the Plastibell ring.[3] 

Urethral fistula following circumcision has been reported in multiple case reports and case 

series.[14, p. 81]  

 

Partial or complete loss of the glans or penis – Several of the devices used to perform 

circumcision involve a “blind” amputation of the foreskin, leading to multiple case reports and 

case series of partial or complete amputation of the glans.[14, p. 81] The Mogen clamp in 

particular has been associated with loss of all or part of the glans.[3,100-102] The use of 

electrocautery devices has led in several reported instances to necrosis and complete loss of the 

penis.[103-105] In some cases, it was decided to raise these boys as girls.[104,106,107 These 

amputations are often the source of malpractice cases.[108-110] While the makers of the Mogen 

clamp are in default for payment of several large settlements against them, the Mogen device 

remains in use.[110]  

 

Penile necrosis and ischemia, resulting in sloughing of penile skin or even loss of all or part of 

the penis, are serious complications[111] reported in multiple case reports and case series.[14, p. 

81] In one series, the rate of necrosis was 0.8% with the Plastibell device.[112] 

 

Urinary retention – Urinary retention has been reported, typically from bandages that are too 

tightly wrapped around the wound, or from a Plastibell ring obstructing the meatus, or from pain. 

Urinary retention has been associated with further complications such as bladder rupture, 

obstructive uropathy, acute renal failure, urine advancing in subcutaneous fascial planes, and 

interruption of circulation to the lower extremities.[14, p. 82] One reported case of Plastibell-

induced urinary retention resulted in septicemia and death.[9] 

 

Dislocation of Plastibell ring – The Plastibell ring can sometimes migrate past the glans onto 

the shaft of the penis and be retained there,[113] constricting the shaft in a manner similar to 

paraphimosis (trapping of the foreskin behind the glans). The dislocated ring can cause 

compression damage, extensive skin loss, erosion of the corona and proximal glans, swelling and 

vascular congestion distal to the ring, and ischemic necrosis. Reports in the medical literature 

have included associated urinary obstruction, urethrocutaneous fistulae, and significant long-

term penile deformities.[14, p. 81] The incidence of this pseudo-paraphimosis following 

Plastibell circumcision has been reported to range between 0.27%[1] and 1.6%.[114] 

 

Hematoma following circumcision is fairly common, with rates reported to be 0.46%,[111] 

0.98%,[115] 6.1%,[116] and 7.7%.[117] Hematoma is common enough that it may not be 

considered out of the ordinary and, therefore, fail to be accounted for as a “complication.” 

 

Other surgical complications have been reported following circumcision, including multiple 

pyogenic granulomas, subglanular stricture, and scrotal trauma.[14, p. 81] Leg cyanosis, gastric 

rupture, pulmonary embolism, pneumothorax, erythema multiforme, myocardial injury, 

tachycardia, and heart failure have all been reported as sequelae of circumcision.[14, p. 82] 
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Delayed complications 

 
Some circumcision complications may not manifest until months or years after the immediate 

surgical period. Most studies attempting to track circumcision complication rates do not collect 

data long enough to capture long-term complications.  

 

Meatitis and meatal stenosis have been associated with circumcision in the medical literature 

for nearly 100 years.[118] These pathologies of the urinary opening (meatus) are almost 

exclusively found in circumcised boys,[118-123] and are an iatrogenic result of the loss of the 

protective functions of the foreskin. Direct exposure of the glans to chemical and mechanical 

irritation in the diaper can lead to meatal inflammation, resulting in meatal ulceration, and 

ultimately scarring and stenosis (pathological narrowing) of the meatus.[122] Reduced 

circulation to the glans penis, caused by damage to the frenular artery with circumcision, may 

also be a causal factor.[124]   

 

Meatitis is a common finding, with several studies reporting an incidence of about 20% in 

circumcised boys.[125,126] Meatal stenosis may be the most common longer-term complication 

following circumcision,[14, p. 83-84) with an incidence variously reported to be 0.9% (most 

subjects circumcised after 2 years of age),[127], 2.8%,[128] 3.6%,[129] 7.3%,[125,130] 8%[36], 

20.4%.[131] and 32.1%.[132]  

 

Symptoms of meatal stenosis include a narrow high-velocity urine stream, difficult-to-aim 

stream, split stream, pain with voiding, and urinary urgency, frequency, straining, dribbling, and 

retention. Meatal stenosis obstructs the flow of urine and can lead to further complications 

including urinary tract infections, vesicoureteral reflux, hydronephrosis, obstructive uropathy, 

and renal failure.[14, p. 83-84] The definitive treatment for meatal stenosis is meatotomy, a 

surgical procedure in which an incision is made into the edge of the urinary opening, followed by 

separation and lubrication of the healing wound several times daily by the parents, over a number 

of weeks.[122]  

 

Adhesions and skin bridges – Circumcision leaves raw surfaces on the glans and the foreskin 

remnant. Where these surfaces interface, the tissue may grow back together, forming adhesions 

and skin bridges between the foreskin remnant and the glans.[133,134] Skin bridges can cause 

tethering of the penis, entrapment of debris, curvature of the penis, and pain on 

erection.[133,135] Adhesions have been noted in 8%,[136] 10%[135]and 15% of infants,[133] 

and in about 25% of circumcised boys overall.[125] While the adhesions which form following 

circumcision are more dense than the connections normally found between the inner prepuce and 

the glans,[135] they tend to resolve with time,[125,137] although surgical intervention may be 

required in some cases.[133,137] The prevalence of skin bridges has been reported to be 4.1% in 

circumcised boys under 3 years of age,[125] and 12.7% among adult circumcised males.[138] 

 

Phimosis  – The skin remaining after circumcision can develop a contracted circular scar that 

entraps the glans behind an iatrogenic phimosis (stenosis of the foreskin opening). Multiple case 

reports have appeared in the literature for more than 100 years.[139] The incidence has been 

reported as 1.7%[140] and 2% in children,[116] 0.3% in infants using the Mogen clamp,[141] 

2.9% using the Gomco clamp,[142] and 0.9% in a mixed age clinic population of circumcised 
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boys.[125] Thus, phimosis following circumcision occurs at least as often as true pathological 

phimosis cumulatively occurs in boys who are not circumcised (0.6% by one estimate).[143] 

 

Buried or trapped penis – Although buried penis can be present congenitally in newborns,[144] 

iatrogenic buried penis can occur after circumcision[2] when the penile shaft, no longer tethered 

forward by the attachment between the inner foreskin and the glans, retreats into the pubic fat 

pad or into the scrotum. There are multiple case reports of buried penis following circumcision, 

and most case series of patients undergoing repairs for this problem are populated with males 

circumcised as infants.[14, p. 84-85] As the young child begins to walk, the fat pad may recede, 

allowing the condition to resolve on its own,[145,146] however surgical intervention may be 

required. In one series of healthy boys, 0.9% were considered to have a buried penis with 

preputial stenosis.[125] 

 

A boy with a congenitally buried penis is at greater risk of having excessive skin removed with 

circumcision, because the glans naturally resides proximal to the majority of the penile shaft 

skin. Thus, nearly all the shaft skin is in a position to be removed by the circumcision device. 

Also, with the penis completely buried, the circular circumcision scar can more easily constrict, 

entrapping the glans. Congenital buried penis is considered a contraindication for 

circumcision.[147-151] 

 

Need for repeat surgery – Boys who undergo circumcision are at risk for needing a repeat 

surgical procedure (sometimes more than one) to repair damage from the original circumcision, 

to resolve delayed problems such as meatal stenosis or adhesions, or for reasons of appearance. 

A recent review found that out of nearly 9000 operations of all types at a large children’s 

hospital, 4.7% were for complications resulting from previous neonatal circumcision.[152] The 

most frequent reasons given for these repeat surgeries were adhesions, skin bridges, meatal 

stenosis, redundant foreskin (incomplete circumcision with uncircumcised appearance), recurrent 

phimosis, buried penis, and penile rotation.[152]  
  
A study of 56 cases of circumcision revisions identified “redundant foreskin” as the most 

common indication given for repeat surgery.[98] In one study, the rate of “inadequate 

circumcision” requiring repair or re-circumcision was 2.8%.[153] In a series of 200 

circumcisions of children in Australia, 9.5% were re-circumcisions (3.5% of the series for “too 

little skin removed,” 5.5% for post-circumcision phimosis).[154] In a series of 315 circumcisions 

of children in Denmark, 2% required repeat surgery (1% for “incomplete circumcision,” 0.6% 

for fibrotic phimosis, 0.6% meatotomy for meatal stenosis).[155] In a series of 79 hospital 

circumcisions in South Africa, 2.5% required surgical revision.[156] In other studies, the rate of 

re-circumcision (reasons not specified) was reported as about 1%.[157-159] 

 

A large database study found that, between 2004-2009, the rate of circumcision revisions at 

pediatric hospitals increased 119%.[160] The authors concluded that “the reasons for this trend 

are uncertain, but possible explanations include decreased quality of newborn circumcision, 

increases in the total number of circumcisions being performed, or changing expectations 

regarding ‘normal’ penile appearance after circumcision.”[160] 

 

Other complications – Miscellaneous post-operative complications reported include chordee,[1] 

penile torsion,[161] keloid formation,[162] epidermal inclusion cysts,[163] lymphedema,[164] 
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and cancer in the circumcision scar.[165] Subcutaneous granuloma has been reported to occur 

after circumcision in childhood at a rate of 5%.[166]  

 

 

Death 

 

Death is the ultimate harm entailed with any surgical procedure. In cases of true medical 

necessity, a certain risk of death may be legitimately acceptable to the patient in the overall 

picture, in balance with the hoped-for benefits. However, when a surgery is medically 

unnecessary, elective, non-therapeutic, cosmetic, and undertaken without the consent of the 

patient – as is virtually always the case with infant circumcision – any risk of death, no matter 

how small, is unacceptable and unethical.  
 

Deaths following circumcision have been acknowledged for a long time, as noted in the 

Talmud,[167] and continuing to the present day, as documented in published medical case 

reports, newspaper articles, published coroner’s reports, and posts on social media.[e.g. 168] 

Most deaths are related to excessive bleeding and to infection, as well as to less frequent causes, 

such as anesthesia accidents and cardiac arrest.[14, p. 90-92,169]  

 

There is no prospective systematic collection of mortality statistics associated with non-

therapeutic circumcision in the United States, therefore, the true rate of death after infant 

circumcision is not known. The primary obstacle to obtaining an accurate estimate of the 

incidence of death from circumcision is the underreporting of circumcision as a cause or 

contributor to death.[14] Instead of listing circumcision as a cause of death, the sepsis or 

hemorrhage/exsanguination that led to the baby’s demise may instead be listed. Incomplete and 

inaccurate death certificates for pediatric deaths are not uncommon.[170] 

 

The 1999 circumcision statement by the American Academy of Pediatrics failed to mention 

death as a risk.[171] The AAP’s 2012 statement characterizes the risk of death as “rare.”[10] 

Often cited is a rate from the 1940s of 1 death in 500,000+ circumcisions (0.2/100,000) 

according to retrospective review of New York City Health Department records.[172] However, 

in the same era, Gairdner reported a rate of 16 deaths per year in some 90,000 circumcisions 

performed annually in England and Wales on children under 5 years old (~18/100,000).[173] 

Since then, there have been several more recent attempts to ascertain the death rate from 

circumcision. 

 

Bollinger, calculating from assumptions about general death rates for male newborns and post-

hospital complication rates, estimated a circumcision death rate of 9.0/100,000 for the first 30 

days of life.[169] O’Donnell, adjusting Bollinger’s methods with a different set of statistical 

assumptions, projected a rate of 1.4/100,000.[174] 

 

A study of medically necessary circumcisions in Brazil (where non-therapeutic circumcision is 

not performed) found zero deaths out of the small number of circumcisions performed on boys 

less than a year old (averaging <900/year over a 19-year period).[175] However, taking the death 

rate for the more numerous circumcisions of older boys into account, the overall circumcision 

death rate for all children under age 10 was 1.5/100,000.[175]  
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Rotta analyzed data from the largest U.S. inpatient database on nearly 10 million circumcisions 

over a 10 year period, looking for excess early mortality in infants who had undergone 

circumcision.[176] The early death rate attributable to circumcision was found to be 2.0/100,000, 

with infants circumcised in teaching hospitals and those with bleeding disorders or 

fluid/electrolyte disorders having a significantly higher risk of death.[176] It should be noted that 

only deaths that occurred within the same hospital admission as the circumcision could be 

tracked from this database, thus an unknown number of deaths occurring after initial hospital 

discharge are not accounted for in this estimate. 

 
 

References 

 
1. Kaplan GW. Complications of circumcision. Urol Clin N Amer. 1983;10:543-9. 

2. Williams N, Kapila L. Complications of circumcision. Brit J Surg. 1993;80:1231-6. 

3. Krill AJ, Palmer LS, Palmer JS. Complications of circumcision. Sci World J. 2011;11:2458-2468.  

4.  McGrath K. Variations in penile anatomy and their contribution to medical mischief. In: Denniston GC, Hodges FM, 

Milos MF, editors. Circumcision and human rights. Springer Science; 2009. p. 97-108. 

5. Darby R. To avoid circumcision complications, avoid circumcision. Can Urol Assoc J. 2014;8(7-8):231. 

6. Srinivasan M, Hamvas C, Coplen D. Rates of complications after newborn circumcision in a well-baby nursery, special 

care nursery, and neonatal intensive care unit. Clin Pediatr (Phila). 2015;54(12):1185-91. 

7. DeMaria J. Abdulla A, Pemberton J, Raees A, Braga LH. Are physicians performing neonatal circumcisions well-

trained? Can Urol Assoc J. 2013;7(7-8):260-4. 

8. Geisheker J. The completely unregulated practice of male circumcision: human rights’ abuse enshrined in law? New 

Male Studies. 2013;2(1):18-45. 

9. Paediatric Death Review Committee: Office of the Chief Coroner of Ontario. Circumcision: a minor procedure? Paediatr 

Child Health. 2007;12(4):311-2. 

10. American Academy of Pediatrics, Task Force on Circumcision. Male circumcision. Pediatrics. 2012;130:e756-e785.  

11. Euser AM, Zoccali C, Jager KJ, Dekker FW. Cohort studies: prospective versus retrospective. Nephron Clin Pract. 

2009;113(3):c214-7.  

12. Hess DR. Retrospective studies and chart reviews. Respir Care. 2004:49(10):1171-4.  

13. El Bcheraoui C, Zhang X, Cooper CS, Rose CE, Kilmarx PH, Chen RT. Rates of adverse events associated with male 

circumcision in U.S. medical settings, 2001 – 2010. JAMA pediatrics. 2014;168(7):625-634.  

14. Van Howe RS. A CDC-requested, evidence-based critique of the Centers for Disease Control and Prevention 2014 

draft on male circumcision: how ideology and selective science lead to superficial, culturally-biased recommendations by 

the CDC. Academia website. 2015 Jan. 

15. Gee WF, Ansell JS. Neonatal circumcision: a ten-year overview: with comparison of the Gomco clamp and the 

Plastibell device. Pediatrics. 1976;58(6):824-7. 

16. Weiss HA, Larke N, Halperin D, Schenker I. Complications of circumcision in male neonates, infants and children: a 

systematic review. BMC Urol. 2010;10:2. Published online 2010 Feb 16.  

17. Christakis DA, Harvey E, Zerr DM, Feudtner C, Wright JA, Connell FA. A trade-off analysis of routine newborn 

circumcision. Pediatrics. 2000;105(1 Pt 3):246-9. 

18. Wiswell TE, Geschke DW. Risks from circumcision during the first month of life compared with those for 

uncircumcised boys. Pediatrics. 1989; 83:1011-5. 

19. Darby R. Risks, benefits, complications and harms: neglected factors in the current debate on non-therapeutic 

circumcision. Kennedy Inst Ethics J. 2015;25(1):1-34. 

20. Svoboda JS, Van Howe RS, Dwyer JC. Informed consent for neonatal circumcision: an ethical and legal conundrum. 

17 J Contemp Health Law & Policy 61 (2000). 

21. Longley GE. Framing the foreskin: a content analysis of circumcision information handouts for expectant parents. 

[Master’s Thesis.] University of Colorado Denver; 2009 Dec. Available from ProQuest Theses and Dissertations Database. 

UMI# 1478360.  

22. Ciesielski-Carlucci C, Milliken N, Cohen NH. Determinants of decision making for circumcision. Camb Q Healthc 

Ethics.1996;5(2):228-36. 

http://link.springer.com/chapter/10.1007/978-1-4020-9167-4_8
http://www.ncbi.nlm.nih.gov/pubmed/25724993
http://www.ncbi.nlm.nih.gov/pubmed/25724993
http://www.doctorsopposingcircumcision.org/pdf/Cairns_2007.pdf
http://www.ncbi.nlm.nih.gov/pubmed/19690438
http://www.academia.edu/10553782/A_CDC-requested_Evidence-based_Critique_of_the_Centers_for_Disease_Control_and_Prevention_2014_Draft_on_Male_Circumcision_How_Ideology_and_Selective_Science_Lead_to_Superficial_Culturally-biased_Recommendations_by_the_CDC
http://www.academia.edu/10553782/A_CDC-requested_Evidence-based_Critique_of_the_Centers_for_Disease_Control_and_Prevention_2014_Draft_on_Male_Circumcision_How_Ideology_and_Selective_Science_Lead_to_Superficial_Culturally-biased_Recommendations_by_the_CDC
http://www.academia.edu/10553782/A_CDC-requested_Evidence-based_Critique_of_the_Centers_for_Disease_Control_and_Prevention_2014_Draft_on_Male_Circumcision_How_Ideology_and_Selective_Science_Lead_to_Superficial_Culturally-biased_Recommendations_by_the_CDC
http://www.ncbi.nlm.nih.gov/pubmed/995507
http://www.ncbi.nlm.nih.gov/pubmed/995507
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2835667/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2835667/
http://www.ncbi.nlm.nih.gov/pubmed/10617731
http://www.ncbi.nlm.nih.gov/pubmed/10617731
http://www.cirp.org/library/legal/conundrum/
http://www.ncbi.nlm.nih.gov/pubmed/8718729


12 

 

23. Christensen-Szalanski JJ, Boyce WT, Harrell H, Gardner MM. Circumcision and informed consent. Is more 

information always better? Med Care. 1987;25(9):856-67. 

24. Fletcher CR. Circumcision in America in 1998: attitudes, beliefs, and charges of American physicians. In: Denniston 

GC, Hodges FM, Milos MF, editors. Male and female circumcision: medical, legal, and ethical considerations in pediatric 

practice. New York: Kluwer Academic/Plenum Publishers; 1999. p. 259-271. 

25. Elder JS. Editorial Comment: Necrotizing fasciitis after Plastibell circumcision. J Urol. 1998;159:1408. 

26. A gallery of circumcisions. Circumstitions website. n.d. 

27. Cold CJ, Taylor JR. The prepuce. BJU Int. 1999;83(Suppl 1):34-44. 

28. Barabas AP. Minor surgery. A cautionary tale. Manch Med Gaz. 1967;46:34-5. 

29. Keefe vs. United States Department of Interior, Civ. No. 09-3023. 

30. Newell TEC. Judgement of inquiry into the death of McWillis, Ryleigh Roman Bryan. Burnaby, B.C.: B.C. Coroner's 

Service; 2004 Jan 19. Available at: http://www.circumstitions.com/death-exsang.html 

31. Boyle RJ, Clarke SB, Daugherty B, Flanagan VA, Mullett MD, Niermeyer S, et al. PCEP Neonatal Care Book III 

(Perinatal Continuing Education Program), 2
nd

 Edition. University of Virginia Patent Foundation; 2012. p. 173. 

32. Bollinger D. Super-absorbent diapers and circumcision-wound hemorrhage detection. Academia website. 2016. 

[Unpublished data]  

33. Baskin LS, Canning DA, Snyder HM, Duckett JW. Treating complications of circumcision. Pediatr Emerg Care. 

1996;12(1):62-8. 

34. Feigal DW, Jr. Potential for injury from circumcision clamps. Rockville (MD): U.S. Food and Drug Administration; 

2000. 

35. Corbett HJ, Humphrey GME. Early complications of circumcisions performed in the community. Br J Gen Pract. 

2003;53(496):887-8. 

36. Patel H. The problem of routine circumcision. Can Med Assoc J. 1966;95:576-581. 

37. Sutherland JM, Glueck HI, Gleser G. Hemorrhagic disease of the newborn: breast feeding as a necessary factor in the 

pathogenesis. Am J Dis Child. 1967;113:524-33. 

38. Woodside JR. Necrotizing fasciitis after neonatal circumcision. Am J Dis Child. 1980;134(3):301-2.  

39. Stranko J, Ryan ME, Bowman AM. Impetigo in newborn infants associated with a plastic bell clamp circumcision. 

Pediatr Infect Dis. 1986;5:597-9. 

40. Bliss DP Jr, Healey PJ, Waldhausen JH. Necrotizing fasciitis after Plastibell circumcision. J Pediatr. 1997;131(3):459-

62. 

41. Cruz A , Colón Z, Quintero H, Cuello C, Justiniano V. Neonatal necrotizing fasciitis after circumcision: a case report 

and review of literature. Open J Pediatr. 2016;6:29-33.  

42. DesPain AW. What is causing this newborn’s rash? Consultant for Pediatricians. 2016;15(5):251-2.  

43. Elias-Jones TF, Gordon I, Whittacker L. Staphylococcal infection of the newborn in hospital and domiciliary practice. 

Lancet. 1961;1:571-4. 

44. Helms P, Stenderup A. Pyogenic infections in infants. Acta Obstetr Gynecol Scand. 1961;40:187-93. 

45.Thompson DJ, Gezon HM, Hatch FF, Rycheck RR, Rogers KD. Sex distribution of 

Staphylococcus aureus colonization and disease in newborn infants. N Engl J Med. 1963;269:337-41. 

46 Plueckhahn VD, Banks J. Neonatal staphylococcal infection. Lancet. 1964;1:1042-3. 

47. Williams REO. Sex-distribution of colonisation and infection with Staphylococcus aureus in the newborn. Lancet. 

1964;1:274-5. 

48. Thompson DJ, Gezon HM, Rogers KD, Yee RB, Hatch TF. Excess risk of staphylococcal infection and disease in 

newborn males. Am J Epidemiol. 1966;84:314-28. 

49. Gooch JJ, Britt EM. Staphylococcus aureus colonization and infection in newborn nursery patients. Am J Dis Child. 

1978;132:893-6. 

50.  Enzenauer RW, Dotson CR, Leonard T, Reuben L, Bass JW, Brown J III. Male predominance in persistent 

staphylococcal colonization and infection of the newborn. Hawaii Med J. 1985;44:389-90,392,394-6. 

51. Enzenauer RW, Dotson CR, Leonard T, Brown J III, Pettett PG, Holton ME. Increased incidence of neonatal 

staphylococcal pyoderma in males. Mil Med. 1984;149:408-10. 

52. Rush J, Fiorino-Chiovitti R, Kaufman K, Mitchell A. A randomized controlled trial of a nursery ritual: wearing cover 

gowns to care for healthy newborns. Birth. 1990;17(1):25-30. 

53. Van Howe RS, Robson WLM. The possible role of circumcision in newborn outbreaks of community-associated 

methicillin-resistant Staphylococcus aureus. Clin Pediatr. 2007;46(4):356-8. 

54. Davies EA, Emmerson AM, Hogg GM, Patterson MF, Shields MD. An outbreak of infection with a methicillin-

resistant Staphylococcus aureus in a special care baby unit: value of topical mupirocin and traditional methods of infection 

control. J Hosp Infect. 1987;10:120-8. 

http://www.ncbi.nlm.nih.gov/pubmed/3695678
http://www.ncbi.nlm.nih.gov/pubmed/3695678
http://circumstitions.com/Botched1.html
http://www.circumstitions.com/death-exsang.html
https://www.academia.edu/27185276/Super-absorbent_Diapers_and_Circumcision-wound_Hemorrhage_Detection
http://www.ncbi.nlm.nih.gov/pubmed/9329429


13 

 

55. Reboli AC, John Jr AF, Levkof AH. Epidemic methicillin-gentamicin-resistant Staphylococcus aureus in a neonatal 

intensive care unit. Am J Dis Child. 1989;143(1):34-9. 

56. Zafar AB, Butler RC, Reese DJ, Gaydos LA, Mennonna PA. Use of 0.3% triclosan (BactiStat) to eradicate an outbreak 

of methicillin resistant Staphylococcus aureus in a neonatal nursery. Am J Infect Control. 1995;23:200-8. 

57. Nambiar S, Herwaldt LA, Singh N. Outbreak of invasive disease caused by methicillin resistant Staphylococcus aureus 

in neonates and prevalence in the neonatal intensive care unit. Pediatr Crit Care Med. 2003;4(2):220-6. 

58. Saiman L, Cronquist A, Wu F, Zhou J, Rubenstein D, Eisner W, et al. An outbreak of methicillin-resistant 

Staphylococcus aureus in a neonatal intensive care unit. Infect Control Hosp Epidemiol. 2003;24:317-21. 

59. Watson J, Jones RC, Cortes C, Gerber SI, Golash RG, Price J, et al. Community-associated methicillin-resistant 

Staphylococcal aureus infection among healthy newborns — Chicago and Los Angeles County, 2004. MMWR. 

2006;55:329-32. 

60. Fortunov RM, Hulten KG, Hammerman WA, Mason EO Jr, Kaplan SL. Community acquired Staphylococcus aureus 

infections in term and near-term previously healthy neonates. Pediatrics. 2006;118:874-81.  

61. Fortunov RM, Hulten KG, Hammerman WA, Mason EO Jr, Kaplan SL. Infections in term and late-preterm previously 

healthy neonates: evaluation and treatment of community acquired Staphylococcus aureus. Pediatrics. 2007;120:937-45. 

62. Wen P, Kowalczyk L. Beth Israel faulted for staph outbreak in mothers, babies. Boston Globe. 2009 Apr 10. Available 

at: 

http://archive.boston.com/news/local/massachusetts/articles/2009/04/10/beth_israel_faulted_for_staph_outbreak_in_mothe

rs_babies/ 

63. Foster M. Outbreak of MRSA among newborns and mothers likely hospital-acquired. Infect Dis Child. 2010;3(4):15 

64. Klevens RM, Morrison MA, Nadle J, Petit S, Gershman K, Ray S, et al.; Active Bacterial Core surveillance (ABCs) 

MRSA Investigators. Invasive methicillin-resistant Staphylococcus aureus infections in the United States. JAMA. 

2007;298(15):1763-71. 

65. Nguyen DM, Bancroft E, Mascola L, Guevara R, Yasuda L. Risk factors for neonatal methicillin-resistant 

Staphylococcus aureus infection in a well-infant nursery. Infect Control Hosp Epidemiol. 2007;28:406-11. 

66. Rostad CA, Philipsborn RP, Berkowitz FE. Evidence of staphylococcal toxic shock syndrome caused by MRSA in a 

mother-newborn pair. Pediatr Infect Dis J. 2015;34(4):450-2.  

67. Menahem S. Complications arising from ritual circumcision: pathogenesis and possible prevention. Isr J Med Sci. 

1981;17(1):45-8. 

68. Cohen HA, Drucker MM, Vainer S, Ashkenasi A, Amir J, Frydman M, et al. Postcircumcision urinary tract infection. 

Clin Pediatr.1992;31(6):322-4. 

69. Goldman M, Barr J, Bistritzer T, Aladjem M. Urinary tract infection following ritual Jewish circumcision. Isr J Med 

Sci. 1996;32:1098-102. 

70. Amir J, Varsano I, Mimouni M. Circumcision and urinary tract infection in infants. Am J Dis Child. 1986;140:1092. 

71. Amir J, Alpert G, Reisner SH, Nitzan M. Fever in the first year of life. Israel J Med Sci. 1984;20:447-8. 

72. Harel L, Straussberg R, Jackson S, Amir J. Influence of circumcision technique on frequency of urinary tract infections 

in neonates. Pediatr Infect Dis. J 2002;21:879-80. 

73. Prais D, Shoov-Furman R, Amir J. Is ritual circumcision a risk factor for neonatal urinary tract infections? Arch Dis 

Child. 2009;94:191-4. 

74. Toker O, Schwartz S, Segal G, Godovitch N, Schlesinger Y, Raveh D. A costly covenant: ritual circumcision and 

urinary tract infection. Isr Med Assoc J. 2010;12:262-5. 

75. Kimberlin DW, Lin CY, Jacobs RF, Powell DA, Corey L, Gruber WC, et al.; National Institute of Allergy and 

Infectious Diseases Collaborative Antiviral Study Group. Safety and efficacy of high-dose intravenous acyclovir in the 

management of neonatal herpes simplex virus infections. Pediatrics. 2001;108(2):230-8. 

76. Centers for Disease Control and Prevention (CDC). Neonatal herpes simplex virus infection following Jewish ritual 

circumcisions that included direct orogenital suction – New York City, 2000-2011. MMWR. 2012;61:405-9. Available at: 

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6122a2.htm  

77. NYC to replace circumcision rule with herpes education program for Orthodox Jews. RT website. 2015 Feb 25. 

Available at: https://www.rt.com/usa/235475-circumcision-newyork-orthodox-jewish/ 

78. Anand KJS, Hickey PR. Pain and its effects in the human neonate and fetus. N Engl J Med. 1987;317:1321-9.  

79. Babies feel pain ‘like adults.’ 2015 Apr 21.  University of Oxford website. Available at: 

http://www.ox.ac.uk/news/2015-04-21-babies-feel-pain-adults 

80. Committee on Fetus and Newborn, Section on Anesthesiology and Pain Medicine. Prevention and management of 

procedural pain in the neonate: an update. Pediatrics. 2016;137(2):e20154271. 

81. American Academy of Pediatrics Task Force on Circumcision. Circumcision policy statement. Pediatrics. 

1999;103(3):686-93. 

http://archive.boston.com/news/local/massachusetts/articles/2009/04/10/beth_israel_faulted_for_staph_outbreak_in_mothers_babies/
http://archive.boston.com/news/local/massachusetts/articles/2009/04/10/beth_israel_faulted_for_staph_outbreak_in_mothers_babies/
http://www.ncbi.nlm.nih.gov/pubmed/17940231
https://www.ncbi.nlm.nih.gov/pubmed/?term=652.+Rostad+CA%252C+Philipsborn+RP%252C+Berkowitz+FE.+Evidence+of+staphylococcal+toxic+shock+syndrome+caused+by+MRSA+in+a+mother-newborn+pair.+Pediatr+Infect+Dis+J+2014+Sep+25.
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ashkenasi%2520A%255BAuthor%255D&cauthor=true&cauthor_uid=1628463
http://www.ncbi.nlm.nih.gov/pubmed/?term=Amir%2520J%255BAuthor%255D&cauthor=true&cauthor_uid=1628463
http://www.ncbi.nlm.nih.gov/pubmed/?term=Frydman%2520M%255BAuthor%255D&cauthor=true&cauthor_uid=1628463
http://www.ncbi.nlm.nih.gov/pubmed/11483782
http://www.ncbi.nlm.nih.gov/pubmed/11483782
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6122a2.htm
https://www.rt.com/usa/235475-circumcision-newyork-orthodox-jewish/
http://www.ox.ac.uk/news/2015-04-21-babies-feel-pain-adults


14 

 

82. Yawman D, Howard CR, Auinger P, Garfunkel LC, Allan M, Weitzman M. Pain relief for neonatal circumcision: a 

follow-up of residency training practices. Ambul Pediatr. 2006;6(4):210-4. 

83. Peck P. Analgesia underused for management of circumcision pain. Medscape Medical News. 2004 Oct 11. 

Referencing AAP 2004 Conference and Exhibition: Abstract 44. Presented 2004 Oct 9. 

84. Paix BR, Peterson SE. Circumcision of neonates and children without appropriate anaesthesia is unacceptable practice. 

Anaesth Intensive Care. 2012;40(3):511-6. 

85. Brady-Fryer B, Wiebe N, Lander JA. Pain relief for neonatal circumcision. Cochrane Database of Systematic Reviews 2004, 

Issue 4. Art. No.: CD004217.  

86. Taeusch HW, Martinez AM, Partridge JC, Sniderman S, Armstrong-Wells J, Fuentes-Afflick E. Pain during Mogen or 

PlastiBell circumcision. J Perinatol. 2002;22(3):214-8. 

87. Berens R, Pontus SP. A complication associated with dorsal penile nerve block. Reg Anesth. 1990;15(6):309-10. 

88. Sara CA, Lowry CJ. A complication of circumcision and dorsal nerve block of the penis. Anaesth Intensive Care. 

1985;13:79-82. 

89. Moran LR, Hossain T, Insoft RM. Neonatal seizures following lidocaine administration for elective circumcision. J 

Perinatol. 2004;24:395-6. 

90. Doye E, Desgranges FP, Stamm D, de Queiroz M, Valla FV, Javouhey E. [Severe local anesthetic intoxication in an 

infant undergoing circumcision]. Arch Pediatr. 2015;22(3):303-5. French. 

91. Lander J, Brady-Fryer B, Metcalfe JB, Nazarali S, Muttitt S. Comparison of ring block, dorsal penile nerve block, and 

topical anesthesia for neonatal circumcision: a randomized controlled trial. JAMA. 1997;278(24):2157-62. 

92. Connelly KC, Shropshire LC, Salzberg A. Gastric rupture associated with circumcision. Clin Pediatr. 1992;31(9):560-

1.  

93. Auerbach MR, Scanlon JW. Recurrence of pneumothorax as a possible complication of elective circumcision. Am J 

Obstet Gynecol. 1978;132(5):583 

94. Bigelow J. The Joy of Uncircumcising!, 2nd edition. Aptos (CA): Hourglass Book Publishing; 1995.   

95. Fleiss PM, Hodges FM. What your doctor may not tell you about circumcision. New York: Warner Books; 2002. 

96. Hammond T. A preliminary poll of men circumcised in infancy or childhood. BJU Int. 1999;83(Suppl 1):85-92. 

97. Summary of findings. Global Survey of Circumcision Harm website; 2012.                                

98. Brisson PA, Patel HI, Feins NR. Revision of circumcision in children: report of 56 cases. J Pediatr Surg. 

2002;37(9):1343-6. 

99. Kokorowski PJ, Routh JC, Hubert K, Graham DA, Nelson CP. Trends in revision circumcision at pediatric hospitals. 

Clin Pediatr (Phila). 2013;52(8):699-706.  

100. Strimling BS. Partial amputation of glans penis during Mogen clamp circumcision. Pediatrics. 1996;97(6 Pt 1):906-7.  

101. Pippi Salle JL, Jesus LE, Lorenzo AJ, Romão RL, Figueroa VH, Bägli DJ, et al. Glans amputation during routine 

neonatal circumcision: mechanism of injury and strategy for prevention. J Pediatr Urol. 2013;9(6 Pt A):763-8 

102. Banihani OI, Fox JA, Gander BH, Grunwaldt LJ, Cannon GM. Complete penile amputation during ritual neonatal 

circumcision and successful replantation using postoperative leech therapy. Urology. 2014;84(2):472-4. 

103. Pearlman CK. Caution advised on electrocautery circumcisions. Urology 1982;19:453. 

104. Gearhart JP, Rock JA. Total ablation of the penis after circumcision with electrocautery: a method of management and 

long term follow-up. J Urol. 1989;142(3):799-801. 

105. Stefan H. Reconstruction of the penis after necrosis due to circumcision burn. Eur J Pediatr Surg. 1994;4:40-3. 

106. Money J. Ablatio penis: normal male infant sex-reassigned as a girl. Arch Sex Behav. 1975;4:65-71. 

107. Bradley SJ, Oliver GD, Chernick AB. Experiment of nurture: ablatio penis at 2 months, sex reassignment at 7 months, 

and a psychosexual follow-up in young adulthood. Pediatrics. 1998;102(1):e9. 

108. Latherow Law Office. Circumcision atrocity suit filed against Coles County hospital. PRNewswire website. 2007 Jul 

18. Available at: http://www.prnewswire.com/news-releases/circumcision-atrocity-suit-filed-against-coles-county-hospital-

52747992.html 

109. Tagami T. Atlanta lawyer wins $11 million lawsuit for family in botched circumcision. Atlanta Journal-Constitution 

website. 2010 Jul 19. Available at: http://www.ajc.com/news/news/national/atlanta-lawyer-wins-11-million-lawsuit-for-

family-/nQhjN/ 

110. Mogen clamp circumcision lawsuit filed for penis amputation. The Schmidt Firm website. 2015 Apr 23. Available at: 

https://www.schmidtlaw.com/mogen-clamp-circumcision-lawsuit-filed-for-penis-amputation/ 

111. Migliorini F, Bianconi F, Bizzotto L, Porcaro AB, Artibani W. Acute ischemia of the glans penis 

after circumcision treated with hyperbaric therapy and pentoxifylline: case report and revision of the literature. Urol Int. 

2016 Feb 13. [Epub ahead of print] PMID:26871688 

112. Reppin G, Romer KH. Postoperative Komplikationen bei der Plastibell-Phimosen-Operation. [Postoperative 

complications in the plastibell phimosis operation]  Zentralbl Chir. 1985;110:1486-90. German 

http://www.ncbi.nlm.nih.gov/pubmed/22577918
http://www.ncbi.nlm.nih.gov/pubmed/11948384
http://www.ncbi.nlm.nih.gov/pubmed/11948384
http://www.ncbi.nlm.nih.gov/pubmed/2291887
http://www.ncbi.nlm.nih.gov/pubmed/25482996
http://www.ncbi.nlm.nih.gov/pubmed/25482996
http://www.ncbi.nlm.nih.gov/pubmed/9417009
http://www.ncbi.nlm.nih.gov/pubmed/9417009
http://www.ncbi.nlm.nih.gov/pubmed/717461
http://onlinelibrary.wiley.com/doi/10.1046/j.1464-410x.1999.0830s1085.x/pdf
http://www.circumcisionharm.org/index.htm
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4130460/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4130460/
http://www.ncbi.nlm.nih.gov/pubmed/23137994
http://www.ncbi.nlm.nih.gov/pubmed/23137994
http://www.ncbi.nlm.nih.gov/pubmed/24928459
http://www.ncbi.nlm.nih.gov/pubmed/24928459
http://www.prnewswire.com/news-releases/circumcision-atrocity-suit-filed-against-coles-county-hospital-52747992.html
http://www.prnewswire.com/news-releases/circumcision-atrocity-suit-filed-against-coles-county-hospital-52747992.html
http://www.ajc.com/news/news/national/atlanta-lawyer-wins-11-million-lawsuit-for-family-/nQhjN/
http://www.ajc.com/news/news/national/atlanta-lawyer-wins-11-million-lawsuit-for-family-/nQhjN/
https://www.schmidtlaw.com/mogen-clamp-circumcision-lawsuit-filed-for-penis-amputation/
http://www.ncbi.nlm.nih.gov/pubmed/26871688
http://www.ncbi.nlm.nih.gov/pubmed/26871688


15 

 

113. Bode CO, Ikhisemojie S, Ademuyiwa AO. Penile injuries from proximal migration of the Plastibell circumcision ring. 

J Pediatr Urol. 2010;691):23-7.  

114. Moreno CA, Realini JP. Infant circumcision in an outpatient setting. Tex Med. 1989;85:37-40. 

115. Tucker SC, Cerqueiro J, Sterne GD, Bracka A. Circumcision: a refined technique and 5 year review. Ann R Coll Surg 

Engl. 2001;83:121-5. 

116. Fraser IA, Allen MJ, Bagshaw PF, Johnstone M. A randomized trial to assess childhood circumcision with the 

Plastibell device compared to a conventional dissection technique. Br J Surg. 1981;68:593-5. 

117. Manji KP. Circumcision of the young infant in a developing country using the Plastibell. Ann Trop Paediatr. 

2000;20:101-4. 

118. Brennemann J. The ulcerated meatus in the circumcised child. Am J Dis Child. 1921;21:38-47. 

119. Berry CD Jr, Cross RR Jr. Urethral meatal caliber in circumcised and uncircumcised males. Am J Dis Child. 

1956;92:621. 

120. Allen JS, Summers JL, Wilkerson JE. Meatal calibration of newborn boys. J Urol. 1972;107:498. 

121. Wang M-H. Surgical management of meatal stenosis with meatoplasty. J Vis Exp. 2010;(45):2213. 

122. Angel CA. Meatal stenosis. Medscape website. Updated 2014 Sep 10. Available at: 

http://emedicine.medscape.com/article/1016016-overview 

123. Austin PF, Vricella GJ. Functional disorders of the lower urinary tract in children. In: Wein  AJ, Kavoussi LR, Partin 

AW, Peters CA, editors. Campbell-Walsh Urology. 11
th

 ed. Philadelphia: Elsevier, Inc.; 2016. 

124. Persad R, Sharma S, McTavish J,  Imber C, Mouriquand PD. Clinical presentation and pathophysiology of meatal 

stenosis following circumcision. Br J Urol. 1995;75(1):91-3. 

125. Van Howe RS. Variability in penile appearance and penile findings: a prospective study. Br J Urol. 1997;80:776-82. 

126. MacKenzie AR. Meatal ulceration following neonatal circumcision. Obstet Gynecol. 1966;28:221-3. 

127. Yegane RA, Kheirollahi AR, Salehi NA, Bashashati M, Khoshdel JA, Ahmadi M. Late complications of circumcision 

in Iran. Pediatr Surg Int. 2006;22:442-5. 

128. Griffiths DM, Atwell JD, Freeman NV. A prospective survey of the indications and morbidity of circumcision in 

children. Eur Urol. 1985;11:184-7. 

129. Wright JE. Non-therapeutic circumcision. Med J Aust. 1967;1:1083-6. 

130. Van Howe RS. Incidence of meatal stenosis following neonatal circumcision in a primary care setting. Clin Pediatr 

(Phila). 2006;45:49-54. 

131. Joudi M, Fathi M, Hiradfar M. Incidence of asymptomatic meatal stenosis in children following neonatal 

circumcision. J Pediatr Urol. 2011;7:526-8. 

132. Allen JS, Summers JL. Meatal stenosis in children. J Urol. 1974; 112: 526-7. 

133. Gracely-Kilgore KA. Penile adhesion: the hidden complication of circumcision. Nurse Pract. 1984;9(5):22-4.  

134. Saihaye VU, Goswami AK, Sharma SK. Skin bridge – a complication of paediatric circumcision. Br J Urol. 

1990;66:214. 

135. Ritchey ML, Bloom DA. Re: Skin bridge – a complication of paediatric circumcision. Br J Urol. 1991;68:331. 

136. Metcalf TJ, Osborn LM, Mariani EM. Circumcision: a study of current practices. Clin Pediatr (Phila). 

1983;22(8):575-9.  

137. Ponsky LE, Ross JH, Knipper N, Kay R. Penile adhesions after neonatal circumcision. J Urol. 2000;164:495-6. 

138. Fletcher C. Penile wounding: complications of routine male circumcision in a typical American family practice. In: 

Denniston GC, Hodges FM, Milos MF, editors. Genital cutting: protecting children from medical, cultural, and religious 

infringements. New York: Springer; 2013. p. 85-99. 

139. Cochran HL. Immediately recurring phimosis after operation. Brooklyn Med J. 1895;9:280-4. 

140. Stenram A, Malmfors G, Okmian L. Circumcision for phimosis: a follow-up study. Scand J Urol Nephrol. 

1986;20:89-92. 

141. Kaweblum YA, Press S, Kogan L, Levine M, Kaweblum M. Circumcision using the Mogen clamp. Clin Pediatr Phila. 

1984;23:679-82. 

142. Blalock HJ, Vemulakonda V, Ritchey ML, Ribbeck M. Outpatient management of phimosis following newborn 

circumcision. J Urol. 2003;69:2332-4. 

143. Shankar KR, Rickwood AMK. The incidence of phimosis in boys. BJU Int. 1999;84:101-2. 

144. Liu X, He DW, Hua Y, Zhang DY, Wei GH. Congenital completely buried penis in boys: anatomical basis and 

surgical technique. BJU Int. 2013;112(2):271-5. 

145. Ben Chaim J, Livne PM, Binyamini J, Hardak B, Ben-Meir D, Mor Y. Complications of circumcision in Israel: a one 

year multicenter survey. Isr Med Assoc J. 2005;7(6):368-70. 

146. Eroğlu E, Bastian OW, Ozkan HC, Yorukalp OE, Goksel AK. Buried penis after newborn circumcision. J Urol. 

2009;181(4):1841-3. 

http://www.ncbi.nlm.nih.gov/pubmed/19570722
http://www.ncbi.nlm.nih.gov/pubmed/19570722
http://emedicine.medscape.com/article/1016016-overview
http://emedicine.medscape.com/article/1016016-overview%20120.%20Austin%20PF,%20Vricella%20GJ.%20Functional%20disorders%20of%20the%20lower%20urinary%20tract%20in%20children.%20In:%20Wein%20%20AJ,%20Kavoussi%20LR,%20Partin%20AW,%20Peters%20CA,%20editors.%20Campbell-Walsh%20Urology.%2011th%20ed.%20Philadelphia:%20Elsevier,%20Inc.;%202016.95
http://emedicine.medscape.com/article/1016016-overview%20120.%20Austin%20PF,%20Vricella%20GJ.%20Functional%20disorders%20of%20the%20lower%20urinary%20tract%20in%20children.%20In:%20Wein%20%20AJ,%20Kavoussi%20LR,%20Partin%20AW,%20Peters%20CA,%20editors.%20Campbell-Walsh%20Urology.%2011th%20ed.%20Philadelphia:%20Elsevier,%20Inc.;%202016.95
http://emedicine.medscape.com/article/1016016-overview%20120.%20Austin%20PF,%20Vricella%20GJ.%20Functional%20disorders%20of%20the%20lower%20urinary%20tract%20in%20children.%20In:%20Wein%20%20AJ,%20Kavoussi%20LR,%20Partin%20AW,%20Peters%20CA,%20editors.%20Campbell-Walsh%20Urology.%2011th%20ed.%20Philadelphia:%20Elsevier,%20Inc.;%202016.95
http://www.ncbi.nlm.nih.gov/pubmed/?term=Imber%2520C%255BAuthor%255D&cauthor=true&cauthor_uid=7850308
http://www.ncbi.nlm.nih.gov/pubmed/?term=Mouriquand%2520PD%255BAuthor%255D&cauthor=true&cauthor_uid=7850308
http://www.cirp.org/library/complications/vanhowe/
http://www.ncbi.nlm.nih.gov/pubmed/23360685
http://www.ncbi.nlm.nih.gov/pubmed/23360685
http://www.ncbi.nlm.nih.gov/pubmed/15984378
http://www.ncbi.nlm.nih.gov/pubmed/15984378
http://www.ncbi.nlm.nih.gov/pubmed/19233400


16 

 

147. Maizels M, Zaontz M, Donovan J, Bushnick PN, Firlit CF. Surgical correction of the buried penis: description of a 

classification system and a technique to correct the disorder. J Urol. 1986;136:268-73. 

148. Wollin M, Duffy PG, Malone PS, Ransley PG. Buried penis. A novel approach. Br J Urol. 1990;65(1):97-100. 

149. Bergeson PS, Hopkin RJ, Bailey RB, McGill LC, Piatt JP. The inconspicuous penis. Pediatrics. 1993;92:794-9. 

150. Alter GJ, Horton CE, Horton CE Jr. Buried penis as a contraindication for circumcision. J Am Coll Surg. 

1994;178(5):487-90. Erratum in: J Am Coll Surg. 1994;178(6):636. 

151. Brisson P, Patel H, Chan M, Feins N. Penoplasty for buried penis in children: report of 50 cases. J Pediatr Surg. 

2001;36(3):421-5. 

152. Pieretti RV, Goldstein AM, Pieretti-Vanmarcke R. Late complications of newborn circumcision: a common and 

avoidable problem. Pediatr Surg Int. 2010;26(5):515-8.  

153. Fergusson DM, Lawton JM, Shannon FT. Neonatal circumcision and penile problems: an 8-year longitudinal study. 

Pediatrics. 1988;81:537-41. 

154. Leitch IOW. Circumcision - a continuing enigma. Aust Paediatr J. 1970;6:59-65. 

155. Thorup J, Thorup SC, Ifaoui IB. Complication rate after circumcision in a paediatric surgical setting should not be 

neglected. Dan Med J. 2013;60(8):A4681. 

156. Lazarus J, Alexander A, Rode H. Circumcision complications associated with the Plastibell device. S Afr Med J. 

2007;97(3):192-3.  

157. MacCarthey D, Douglas JQB. Circumcision in a national sample of 40-year old children. Br Med J. 1952;2:755-6. 

158. Lovell JE, Cox J. Maternal attitudes toward circumcision. J Fam Pract. 1979;9:811-3.  

159. Metcalf TJ, Osborn LM, Mariani EM. Circumcision. A study of current practices. Clin Pediatr (Phila). 1983;22:575-9. 

160. Kokorowski PJ, Routh JC, Hubert K, Graham DA, Nelson CP. Trends in revision circumcision at pediatric hospitals. 

Clin Pediatr (Phila). 2013;52(8):699-706.  

161. Bar-Yosef Y, Binyamini J, Matzkin H, Ben-Chaim J. Degloving and realignment--simple repair of isolated penile 

torsion. Urology. 2007 Feb;69(2):369-71. 

162. Demirdover C, Sahin B, Vayvada H, Oztan HY. Keloid formation after circumcision and its treatment. J Pediatr Urol. 

2013;9(1):e54-6. 

163. Saini P, Mansoor MN, Jalali S, Sharma A. Penile epidermal inclusion cyst. Indian J Pediatr. 2010;77(7):815-6. 

164. Yildirim S, Taylan G, Akoz T. Circumcision as an unusual cause of penile lymphedema. Ann Plast Surg. 

2003;50(6):665-6. 

165. Bissada NK, Morcos RR, el-Senoussi M. Post-circumcision carcinoma of the penis. I. Clinical aspects. J Urol. 

1986;135(2):283-5. 

166. Atikeler MK, Onur R, Gecit I, Senol FA, Cobanoglu B. Increased morbidity after circumcision from a hidden 

complication. BJU Int. 2001;88:938-40.  

167. The Babylonian Talmud, a translation and commentary. Neusner J, editor. Peabody (MA): Hendrickson Publishers; 

2010. 

168. Deaths from circumcision. The Intactivism Pages website. n.d. 

169. Bollinger D. Lost boys: an estimate of U.S. circumcision-related infant deaths. Thymos: J Boyhood Studies. 

2010;4(1):78-90. 

170. Cunniff C, Carmack JL, Kirby RS, Fiser DH. Contribution of heritable disorders to mortality in the pediatric intensive 

care unit. Pediatrics. 1995;95:678-81. 

171. American Academy of Pediatrics, Task Force on Circumcision. Circumcision policy statement. Pediatrics. 

1999;103(3):686-93. 

172. Speert H. Circumcision of the newborn; an appraisal of its present status. Obstet Gynecol. 1953;2(2):164-72. 

173. Gairdner D. The fate of the foreskin. A study of circumcision. Br Med J. 1949;2:1433-37. 

174. O’Donnell H. Commentary on: Bollinger D. Lost boys: an estimate of U.S. circumcision-related infant deaths, 

Thymos. 2010. [Personal communication] 

175. Korkes F, Silva JL 2nd, Pompeo AC. Circumcisions for medical reasons in the Brazilian public health system: 

epidemiology and trends. Einstein (Sao Paulo). 2012;10(3):342-6.  

176. Rotta AT, Allareddy V, Allareddy V. Early mortality following neonatal circumcision in the United States. 2014. 

[Abstract, unpublished]  

http://www.ncbi.nlm.nih.gov/pubmed/2310936
http://www.ncbi.nlm.nih.gov/pubmed/8167886
http://www.ncbi.nlm.nih.gov/pubmed/11226987
http://www.ncbi.nlm.nih.gov/pubmed/20155423
http://www.ncbi.nlm.nih.gov/pubmed/20155423
http://www.ncbi.nlm.nih.gov/pubmed/23905566
http://www.ncbi.nlm.nih.gov/pubmed/23905566
http://www.ncbi.nlm.nih.gov/pubmed/17440666
http://www.ncbi.nlm.nih.gov/pubmed/17440666
http://www.ncbi.nlm.nih.gov/pubmed/23820002
http://www.ncbi.nlm.nih.gov/pubmed/17320680
http://www.ncbi.nlm.nih.gov/pubmed/17320680
http://www.ncbi.nlm.nih.gov/pubmed/22897986
http://www.ncbi.nlm.nih.gov/pubmed/20589475
http://www.ncbi.nlm.nih.gov/pubmed/3944860
http://circumstitions.com/death.html
https://www.academia.edu/6394940/Lost_Boys_An_Estimate_of_U.S._Circumcision-Related_Infant_Deaths
http://www.ncbi.nlm.nih.gov/pubmed/13087909
http://www.ncbi.nlm.nih.gov/pubmed/23386015
http://www.ncbi.nlm.nih.gov/pubmed/23386015

