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ABSTRACT. In muslim communities, circumcision is a highly recommended
religious procedure and is the commonest surgical operation. However,
it is still considered a minor procedure, therefore, there is no comprehen-
sive study to evaluate the current practice performed by medical and
nonmedical practitioners, and there are neither established criteria of a
satisfactory circumcision, nor guidelines to minimize the preventable com-
plications. \

We conducted a prospective study over 4 years to evaluate the current
practice of circumcision in our community (Jeddah) by screening a random
sample of 1000 circumcised children which indicated high incidence of
complications (18.3%) and non-cosmetic results (35.8%). From this sc-
reening study we were able to identify criteria for the satisfactory circum-
cision and to recommend certain guidelines for the performance of satis-
factory circumcision with minimal complications and discomfort to babies.

We applied these recommendations in 500 circumcisions performed in
our hospital with very encouraging results. This paper presents the findings
from the screening study, the recommended guidelines, and their effects

".on the performance of the 500 circumcisions.

KEY WORDs . Male circumcision, history, complications, technical
recommendations. .

Introduction

Circumcision is the oldest and the most common procedure performed on males.
It dates back about 6000 years. Prophet Abraham performed this procedure on
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himself. Ancient Egyptians practiced circumcision. as is evident in their temple
drawings and mummies'. However, in agreement with Adams?, Spink and Lewis?,
and Abdelhalim*, circumcision was not described by any of the ancient authors
such as Celsus® or Paul of Aegina® but Al-Zahrawi, 1000 years ago, was the first
to describe the dissection technique of circumcision. He was also the first to make
use of the scissors in his technique, and to mention complications of this procedure
and how to handle them.?7"

In Muslim communities, circumcision is a highly recommended religious proce-
dure. In spite of the fact that it is the commonest surgical operation, it is still
attended by a high incidence of complications. In this planned study, the current
practice of circumcision in our community is evaluated, with the aim of establishing
criteria and recommending certain guidelines for the safe performance of circum-
cision, without morbidity or mortality. Circumcision is considered to be correct
and satisfactory (Fig. 1) when the prepuce is excised sufficiently to uncover totally
the glans, leaving an adequately covered shaft with a
nicely healed paracoronal wound. It results in an easy
to clean penis while preserving functions such as sensa-
tion, erection, ejaculation and urination. These func-
tions might be affected by penile tissue loss, conceal-
ment of the penis, penile fistula, meatal ulceration or
stenosis.

Patients and Methods

This planned study was conducted in 2 phases, over
4 years (January 1985-December 1988) at King Ab-
B, 1. The sntisiacionyicircos: dulaz_iz University, Hospital, Jeddah, S_audi Arabia. In
cision according to our criteria. the first two years, we screened 1000 circumcised male

children. A special clinical sheet was designed to
evaluate the current practice of circumcision in relation to the different factors
which might affect the outcome. The high incidence of complications (54.1%) in
this group has led us to propose guidelines for performing satisfactory circumcision.
The guidelines are:

1. The procedure should be aseptic.

2. The procedure should be done under anaesthesia, either general for children
over 6 months of age or local anaesthesia with 1% xylocaine as ring anaesthesia
at the proximal shaft of the penis, for babies up to the age of 6 months. Additionally,
a sedative such as phenergan (in a dose of 1 mg/kg body weight to be taken orally
one hour before the procedure) can be used for the babies older than 3 months.

3. Gentle retraction and separation of the prepuce to avoid the involvement of
the external urethral meatus in the areas of abrasions which might result from
separation of the congenitally existing adherent areas of glanulopreputial surfaces
(Fig. 2) which are usually seen in 90% of the babies at birth and in only 10% of
the children when they present uncircumcised at the age of 3 years®. Careful sep-
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aration of the prepuce from around the urethral meatus
with fine blunt probe prevents the occurrence of meatal
ulceration and later stenosis.

4. Circumferential marking of the optimal level of
excision of the prepuce which is just distal (1-2mm) to
the corona of the penis. Marking prevents circumferen-
tial inequality and over or under-estimation of the level
of cut.

5. Excision of the inner (mucosal) layer, leaving a
2-3mm cuff; removal of this layer prevents the re-reflec-
tion of penile skin over the glans which might result in
adhesions of the abraded glanulopreputial surfaces or Fic. 2. Abrasions covered with

between the cut edges and the abraded glans penis.  fibrinous exudate close to the
' meatus and involving its edge.

6. Good haemostasis by careful diathermy coagula-
tion in the circumcision performed under general anaesthesia, and by the fine
absorbable ligatures of the main bleeders in the cases performed under local anaes-
thesia.

7. Approximation of the cut edges of circumcision wound with 4-6 fine (6/0)
absorbable stitches to prevent wound dehiscence with the subsequent broad, ugly
scarring (Fig. 3) and to ensure faster healing.

8. Light pressure dressing with sufra-tulle, dry gauze
and elastoplast tape. This dressing should be removed
after 24 hours.

9. Clear post-operative instruction to be given to pa-
rents to present to the emergency room for any
emergency or enquiry (i.e., bleeding, urinary retention
and glanular color changes). Post-operative follow-up
is offered in the outpatient clinic one week after surgery.

We applied these recommendations in 500 circumci-
sions performed in the second 2 years of this study. We
evaluated the result of this group by the same clinical Fic. 3. Circumcision with broad
sheet used in the evaluation of the screened group. ugly scar.

Results
A. Results of Screened Group

All circumcisions (1000 cases) were done for religious reasons. A total of 459
(45.9%) were satisfactory and 541 (54.1%) were unsatisfactory circumcisions. Cir-
cumcisions performed by medical personnel accounted for 710 cases, 48.3% of
which were unsatisfactory, while 290 circumcisions were performed by non-medical
personnel, 68.3% of which were unsatisfactory (Table 1). The different methods
used are shown in Table 2. In 542 cases, the method of circumcision was unknown
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to the parents; 418 procedures had been performed with bone-cutting forceps or
similar clamps, 20 cases had been performed using the dissection method, and 20
cases using the plastibell method. Results were satisfactory for 214 cases (51.2%),
10 cases (50%), and 14 cases (70%), respectively, for the three methods. The
procedure was performed under anaesthesia (general or local) in 211 cases; 43
(20.4%) of which were unsatisfactory. Six hundred sixty-three circumcisions were
performed without anaesthesia, 424 (64%) of which were unsatisfactory (Table 3 ).

TaBLE 1. The outcome in the screened group 1000.

Non-medical ,

Medical Total

cases cases cases
Satisfactory 367 (51.7%) - 92(31.7%) 459(45.9%)
Unsatisfactory 343(48.3%) 198 (68.3%) 541(54.1%)
Total 710 (100 %) 290 (100 %) 1000 (100 %)

The youngest: 1 month; The eldest: 12 years; Mean age: 4 months,

TABLE 2. Method used in the screened group.

Total Satisfactory Unsatisfactory
cases cases cases
Unknown 542 (100%) 221(40.8%) 321(59.2%)
Bone cutter 418(100%) 214 (51.2%) 204 (48.8%)
Dissection 20(100%) 10 (50%) 10(50%)
Plastibell . 20(100%) 14 (70%) 6(30%)
Total 1000 (100%) 459 (45.9%) 541 (54.1%)
TABLE 3. Anaesthesia in the screened group.
Total Satisfactory Unsatisfactory
cases cases cases
Without 663 239 424
" anaesthesia (100%) ,(36%) (64%)
With 211 168 43
anaesthesia (100%) (79.6%) (20.4%)
Unknown 196 52 74
(100%) (41.3%) (58.79%)
Total 1,000 (100%) 459 (45.9%) 541 (54.1%)

The unsatisfactory circumcisions (54.1%) were classified into two groups; the
first or complicated group accounted for 183 cases (18.3%). Details of these com-
plications are shown in Table 4. The second or non-cosmetic group (358 cases or
35.8%) included procedures resulting in broad ugly scars (Fig. 3) (198 cases, or
19.8%) and unsightly circumcisions (160 cases, or 16%); Fig. 4.
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TABLE 4. Definite complications in the screened group (1000).

No. of No. of

Cases Cases
Bleeding 18 Inadequate 96
Septicaemia 1 Penile skin loss R
Urinary retention 2 Meatal stenosis 1
Stitch sinus 1 Post circumcision chordee 2
latrogenic hypospadias 1 Adhesions 36
Urethral fistula 1 Post circumcision phimosis 4
Amputation (glans) 1 Concealed penis 1
Inclusion cyst 1 Circumcision in hypospadias 3
Total 183

B. Group Circumcised According to Proposed
Guidelines

All 500 cases were done for religious reasons, and
were performed by medical practitioners with satisfac-
tory results in 499 (99.8% ) cases. All circumcisions were
done under anaesthesia: 122 cases were done under |
general, and 378 cases were done under local anaes- |
thesia. Painless clamping of the prepuce was seen in |
367 cases (97%) and comfortable, painless procedures
were seen (for babies who were quiet throughout the
procedure) in 259 (68.5%) cases. For the remaining 11
cases, the babies cried on clamping and throughout the

FiG. 4. Non-cosmetic circumci-
sion with circumferential in-
procedure (Table 5). equality and skin tag.

TaBLE 5. Effectiveness of the local anaesthesia in the operated group.

. Effectiveness No. of cases (%)
Quiet throughout* the procedure 259* (68.5%)
Quiet on clamping 367 (97%)
Crying on clamping 11 (3%)

*These patients included in the 2nd group (quiet on clamping).

There was only one case of post-circumcision bleeding, which could be controlled
by pressure and redressing. None of this group showed wound scarring or cosmectic
failure.
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Discussion

Circumcision is an essential part of every male Muslim’s body hygiene, but
unfortunately, the procedure has not attracted a great deal of medical attention.
This lack of interest is indicated by :

Firstly: Paucity of the reports on the practice of this procedure in our community,
compared to the extensive reports from other cultures which share a high rate of
circumcision, but have different backgrounds, such as the U.S.A., where the rate
of circumcision is 80-90% of male neonates®?,

Secondly: The attitude of our medical professionals, as they either consider circum-
cision to be a minor procedure to be referred to juniors who usually lack adequate
training, or leaving it to traditional practitioners, who have had neither correct
supervised training, nor had any source of medical education to improve or update
their knowledge and practice.

Therefore, we recommend that circumcision be done by medical professionals.
Despite the high incidence of unsatisfactory circumcision (541 cases or 54.1%) in
the screened group; the definite complications account for 1/3 only of the unsatis-
factory cases (183 cases or 18.3%), while the remaining 2/3 (358 cases or 35.8%)
of these cases were the cosmetically unsatisfactory circumcisions including the broad
ugly scarring.

The variety of definite post-circumcision complications (18.3%) which are seen
in the screened group (Table 4), had been reported previously®3L, It is generally
accepted that the majority of these complications are minor but a few are disastrous
such as penile loss or iatrogenic hypospadias. These serious complications, as well
as the high incidence of the other minor complications, have induced the medical
authorities in other communities (non-religiously practiced circumcision) to restrict
the procedure to medically indicated cases only, abandoning routine neonatal cir-
cumcision and recommending proper penile hygiene as an alternative!l,1432-34, The
literature is full of controversial reports on circumcision, some of which recommend
its practice because of several advantages!:3-43, while other reports condemn it
because of the risk involved, and a variety of other reasons!!14:3234_ [n a community
such as ours, where circumcision is performed for religious reasons and no other
alternative is acceptable, it is more logical and practical to recommend guidelines
aimed at performing a satisfactory circumcision, than to condemn it altogether. In
addition, past experience in countries such as the U.S.A., where non-religious
circumcision is practiced; has revealed that, in spite of attempts to abolish it as a
routine procedure, circumcision is still practiced at a constant rate849:44-46,

" We have established gu1de11nes which, when applied in an integrated manner,
will lead to a correct and safe practice irrespective of the technique or the experience
of the medical practitioner, (except minimal complications which could be expected
for such a procedure). The recommended guidelines are described above, however,
some points deserve further discussion.



‘the bleeders, avoiding big

A critical Evaluation of Circumcision. .. 43

Anaesthesia

The contribution of anaesthesia can be seen clearly in the satisfactory results of
our surgical cases (99.8%), as compared to the high percentage (64% ) of unsatis-
factory outcomes in the non-anaesthesized cases in the screened group (Table 3).
These results, together with other evidence of painful circumcision without anaes-
thesia, such as the baby screaming, increased heart rate, increased respiratory rate
and decreased P, V7%, as well as increased serum cortisol*?, preclude the incorrect
belief that neonates and infants do not feel pain®%. In spite of this, children do
not usually need post-operative analgesia as frequently as adults*. We recommend
the use of the subcutaneous ring anaesthesia at the proximal shaft of the penis,
which proved to be as effective as the other penile nerve blocks, which were
described by other authors®->, but without the risks of compartmental compression
of the vessels by deeply infiltrated anaesthetic solution or deep haematomas, or
by mechanical or chemical damage to the main penile vessels with consequent
penile gangrene™.

Prevention of Meatitis and Meatal Ulceration

Gentle and careful separation of the prepuce from around the external urethral
meatus is an essential step in the prevention of meatitis and meatal ulceration,
particularly in the case where congenital glanulopreputial adhesions are in close
proximity to the meatus. On separation, this may lead to abrasions of the glans;
crude retraction may extend these abrasions to involve the meatal epithelium with
consequent meatitis and meatal ulceration and possible meatal stenosis due to
cicatricial contracture or meatal cross healing. In such cases, where abrasions are
close to the meatus, it is necessary to maintain separation of the meatal edges by
gentle retraction and daily probing of the meatus, and applying an ointment 3 times
daily until the abrasions have healed completely (Fig. 5, 6).

I

Electrocoagulation

The use of electrocoagu-
lation, during circumcision
has been repeatedly con-
demned, as it might cause
penile necrosis®*¥. In our
experience, electrocoagula-
tion (preferably bipolar)
has proven to be a safe
method of controlling RS NS
bleeding, provided it is used D ST
correctly (i.e., correct con- FiG. 5. The same patient on Fig. S TUE TN padehs tat g

nections, precise picking of 2 with partially healed abrasions. 2 shaws complefe epithelializa-
tion of the abrasions.

and deep bites of tissue). There is no definite report in the literature indicating
that the simple use of the electrocoagulation has resulted in penile necrosis, but
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under no circumstances should it be used in cutting tissue, or applied to the large
metallic clamps (Gomco), as the last two faulty applications reported in the literature
resulted in penile gangrene’®-%". Perley et al.!% had similar favorable experience with
electrocoagulation, which they recommended as an alternative to control bleeding.

Circumcision Wound Dehiscence

Healing, by secondary intention, after dehiscence of a circumcision wound takes
a longer period and results in broad, ugly scarring. This dehiscence occurs with
repeated post-operative erections leading to retraction of the proximal skin. Dehis-
cence is primarily due to failure to apply approximating stitches to the prepuce cut
edges, and secondarily to the excessive removal of penile skin, where the remaining
skin is sufficient to cover the flaccid, but not the erected, penis. Penile scarring is
a cosmetic failure but we consider it as a distinct group, as Bissada et al. 38 reported
a remote risk of development of squamous cell carcinoma in extensive scar tissue,
as seen-in 15 cases of tribal circumcision (mostly from the southern province),
which has been abandoned for years. The broad scarring which is seen in 198 cases
(non had approximating stitches) of screened cases might lead to similar consequ-
ences. This extensive, ugly scarring can be prevented by the approximating stitches

and marking the adequate level of cut.

Techniques

Several techniques of circumcision are in current practice, but the main methods
are the circumferential clamps (i.e., Gomco and Plastibel), straight clamps such as
bone cutting forceps, and the dissection technique. Previous reports indicated that
complications occurred with all techniques, and each specific technique had particu-
lar advantages and disadvantages®3!. For example, the circumferential clamp is
simple, and controls the level of cut at both layers of the prepuce, however, the
Gomco clamp has the disadvantage of post-circumcision wound dehiscence and
bleeding. These two complications are less likely to occur with Plastibel, however,
other disadvantages result: the retained plastic ring increases the incidence of infec-
tion?*26 and may lead to penile constriction with consequent gangrene or permanent

‘grooving on the glans or the shaft?*%, On the other hand, the straight clamp is a

simple and quick ‘technique, but its disadvantage is that it may leave an excess
inner layer (mucosal), and if any attempt is made to include it in the clamp, it
might result in injury to the glans. v

We modified the straight clamp technique by using the clamp to cut the prepuce
at the required level of the outer skin, g1v1ng a neat cut all around with no bleeding
from the proximal cut edge. The excess inner layer (mucosa) is then excised with
scissors, and approximate stitches are made at the cut edges, with careful control
of bleeding. This modification ensures safety and excellent cosmetic results, com-
parable to the Gomco clamp, provided that the guidelines mentioned above are
taken into consideration. These simple instruments (straight clamp and scissors)
are avallable in any medical unit.
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Conclusion

In our experience with patients reviewed in this paper, circumcision is associated
with a high incidence of definite and relative (cosmetic) complications, the aetiology
of which were discussed. The various methods of circumsion were reviewed, and
several guidelines were suggested to minimize complications. These guidelines were
applied to 500 cases of circumcision in our hospital; satisfactory results were achieved
in the 99.8% of the cases, and the method was proven to be safe and effective.
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