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INTRODUCTION 
 
The practice of circumcision in the male refers to the surgical removal of the foreskin of the 
penis.  This policy relates to the implications of and indications for infant male 
circumcision.  It does not relate to cases where there is a clear clinical need for 
intervention, nor directly to adult male circumcision.  The policy is provided as a guide to 
professionals when assisting parents in decision-making, and as a resource for parents.  
The child’s best interests are to be maintained at all times.  The policy has been developed 
after a review and evaluation of the medical and scientific literature and evidence.  The 
level and quality of the evidence utilised to come to the conclusions in this document is 
summarised in the text, according to the Scottish Intercollegiate Guidelines Network 
(SIGN) grading system for recommendations in evidence-based guidelines (Appendix 
1).[1-3] 
 
The decision to circumcise or not to circumcise involves weighing up potential harms and 
potential benefits. The potential benefits include 



 

 7 

occupation by US troops, about 50% of adolescent and adult males now choose 
circumcision.  However, neonatal circumcision remains rare.  Circumcision is performed 
after puberty and is seen as a choice to be made by young adult males. 
  

ANATOMY OF THE FORESKIN 
The foreskin is a fold of penile skin which overlaps the glans penis.[20]  It first appears at 
eight weeks of fetal life and soon grows forward over the glans penis.  By 16 weeks it 
covers the glans.  At this stage the epidermis of the under-surface of the foreskin is 
continuous with the epidermis covering the glans.  Both consist of squamous epithelium.  
The foreskin (prepuce) and glans penis enclose a potential cleft, the preputial sac.  A 
preputial space is then formed by a process of desquamation, and the prepuce 
increasingly separates from the glans.  At the time of birth this process is incomplete in the 
vast majority of boys, and the foreskin is non-retractable.  Complete separation of the 
foreskin occurs in most boys by the time of puberty.[20]  

 

FUNCTIONS OF THE FORESKIN  
The foreskin has two main functions.  Firstly it exists to protect the glans penis.  Secondly 
the foreskin is a primary sensory part of the penis, containing some of the most sensitive 
areas of the penis.[21] The effects of circumcision on sexual sensation however are not 
clear, with reports of both enhanced and diminished sexual pleasure following the 
procedure in adults and little awareness of advantage or disadvantage in those 
circumcised in infancy.[22, 23] Two recent African studies reported no evidence of sexual 
disadvantage or dysfunction after adult circumcision.[24, 25]  An Australian study of 
homosexual men reported that circumcision status did not affect their sexual 
experience.[26] 
 

CARE OF THE FORESKIN 
It is normal for the inner surface of the foreskin to be fused to the glans in newborn males. 
It is also normal for the foreskin to be too narrow to retract (phimosis).  Loosening of the 
foreskin and separation from the glans occurs gradually during childhood. Normal 
manipulation in young boys plays a part in this process. By five years of age, most boys 
are able to retract their foreskin partially, though some adhesions are usually present. 
Most boys can fully retract their foreskin by puberty.[20]   The foreskin requires no special 
care during infancy. It should be left alone. Attempts to forcibly retract it are painful, often 
injure the foreskin, and can lead to scarring and phimosis. The foreskin can be retracted 
while bathing, at any age during childhood, as far as is comfortable, by the boy or his 
parents. Some or all of the glans and the inner-surface of the foreskin will usually be 
visible and can be cleaned with water along with the rest of the body. 
 
It is important for young adult males to ensure that they do not have phimosis, because 
this can go unrecognised and represents a risk factor for a number of disorders. 
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CONTRAINDICATIONS TO NEWBORN AND INFANT 
CIRCUMCISION 
There are a small number of contraindications to newborn and infant circumcisions: 
 
• Hypospadias and other congenital anomalies of the penis, e.g. epispadias 
• Chordee (ventral angulation of the penis) 
• Buried penis 
• Sick and unstable infants 
• Jaundice 
• Personal or family history of a bleeding disorder 
• Inadequate expertise and facilities.  
 

TECHNIQUE OF CIRCUMCISION 
There are many methods of circumcision used throughout the world. In general terms, the 
steps of circumcision involve: 
 
• Freeing the foreskin from the glans 
• Excising the foreskin 
• Providing haemostasis 
• Facilitating wound healing. 
 
The methods can be categorised as: 
 
a) Procedures used in the first few weeks of life 
• Freehand, assisted with a guided cutting device e.g. Mogen clamp 
• Assisted with a haemostatic device e.g. Plastibell, Gomco.[27, 28] 

 
b) Proceduresused in older infants, children and adults  
• Sleeve technique or assisted with a haemostatic device e.g. Plastibell, Gomco 
clamp.[27-29]  
 
The procedures utilised in the first few weeks of life do not involve a formal surgical wound 
closure and depend for success on secondary wound healing.  Those used subsequently 
involve a formal wound closure and therefore faster healing.  Plastibell circumcision in the 
first few weeks of life has the advantage of being cheaper than a formal circumcision 
under general anaesthetic later in life.[30]  (Level 2). 
 

COMPLICATIONS OF CIRCUMCISION 
Most complications of circumcision are minor, but some can be severe.  The overall 
reported rate of complications after circumcision is variable, but depending on the situation 
in which it is performed and the precise definition of complication, the complication rate is 
generally believed to be between one and four percent.[17, 31, 32]   A recent systematic 
review reported a median complication rate of 1.5%, with a range of 0-16%.[33]   The most 
frequent acute problem is haemorrhage, which may indicate an underlying vitamin K 
deficiency or haemophilia. The risk of postoperative bleeding after Plastibell circumcision 
is reported to be as high as 3%, but is generally thought to occur at a rate of about 
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0.8%.[17, 28, 33]  (Level 2++)  More extensive complications including fistula formation 
have occasionally been reported after Plastibell use.[34]   Infection is usually minor but 
uncommonly septicaemia and meningitis may occur and rarely these complications may 
lead to death, even in modern times in modern health systems.[17, 35]  

 
Freehand circumcision and the various techniques have uncommonly resulted in penile 
amputation.[36-38]   Mono-polar diathermy and adrenaline have also been reported to 
cause serious complications and should be used with caution.[36, 39]  Inadvertent urethral 
damage and fistula formation and loss of excessive amounts of skin are other uncommon, 
acute complications.[40-42]   Longer term complications include meatal stenosis, 
secondary phimosis, secondary chordee, cutaneous tags, poor cosmetic appearance and 
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SEXUALLY TRANSMITTED INFECTIONS 
There has been conflicting evidence regarding the association between circumcision and 
sexually transmitted infections (STI) based on the type of research study, the specific STI 
and the population and setting in which the study was undertaken.  Research findings from 
three population-based random surveys of men performed in Australia, the US and Britain 
have shown relatively consistent results and no difference in the proportion of circumcised 
and uncircumcised men reporting ever being diagnosed with any STI, bacterial STI, or viral 
STI; and no association between circumcision and gonorrhoea, genital chlamydia, syphilis, 
non-specific urethritis, genital herpes, genital warts, or  trichomonas.[15, 68, 69] (Level 2+)     
A longitudinal study conducted among men up to 25 years of age in Christchurch, New 
Zealand reported that circumcision was protective against STI in general.[70] (Level 2+) 
These findings were at variance with a similar sized study of a cohort born in Dunedin, 
New Zealand five years earlier.  In this study serological evidence of HSV2 infection (the 
commonest cause of genital herpes) to age 26 years and self reported STIs to age 32 
were not different in the circumcised and uncircumcised.[71, 72]   These findings suggest 
that circumcision status does not make a significant difference when the prevalence of STI 
is relatively low in the general population, as in Australia and New Zealand.   
 
By contrast, a systematic review and meta-analysis of 26 research studies found 
circumcised men to have a reduced risk of syphilis and a lower association rate with 
genital herpes and chancroid.  These studies were performed principally in African 
countries (20/26 studies) and among men at higher risk of STI (16/26) (Level 2-).  An 
assessment and summary review of research studies of additional STI highlighted that 
male circumcision was protective against gonorrhoea, but that there was no association or 
inconclusive evidence of an effect of circumcision on genital herpes, genital warts and 
chlamydial, non-gonococcal or other types of urethritis.[73, 74] (Level 2-)   Circumcision 
appears not to decrease the risk of STIs for men who have sex with men.[75] 
 
Recent follow-up of adult circumcision in Africa ha
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PENILE CANCER & PROSTATE CANCER  
Cancer of the penis is extremely rare with an incidence of 1 in 250,000 Australian 
men.[104, 105]  The increased risk of cancer of the penis in uncircumcised men is strongly 
associated with phimosis.  A number of other factors including genital warts, smoking, past 
sexually transmitted diseases, sexual relationship outside marriage, multiple sexual 
partners, poor genital hygiene, previous genital conditions, penile rash (lasting longer than 
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A legal convention applying to the best interest of children is Article 3 of the United Nations 
Convention on the Rights of the Child.[117]   This international treaty has been ratified by 
Australia and New Zealand.  Article 3 requires that, in all actions concerning children, the 
best interests of the child shall be the primary consideration.  This is consistent with New 
Zealand and Australian legislation.     
 



 

 15

There are analogous situations where parents decide
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Children may grow up to disagree with decisions that parents have made for them when 
they were young. This cannot always be prevented or avoided. Some decisions have to be 
made at the time. The later disagreement of the child does not show that the parents’ 
decision at the time was unethical or wrong. Parents and doctors have to decide the basis 
of their own evaluations of benefits and burdens, being aware that they are making 
predictions and that nothing is guaranteed. A boy circumcised as an infant may deeply 
resent this when he grows older; he may want what he cannot have – not to have been 
circumcised. But it is also possible that a boy not circumcised as an infant (so that he can 
make his own decision later), may also deeply resent this. He may also want what he 
cannot now have – to have been circumcised as a baby. 
 

SUMMARY OF LEGAL & ETHICAL ISSUES 
In New Zealand and Australia at the present time, newborn and infant male circumcision is 
legal and generally considered an ethical procedure, if performed with informed parental 
consent and by a competent practitioner with provision of adequate analgesia.  In the 
absence of evidence of risk of substantial harm, informed parental choice should be 
respected.  Informed parental consent should include the possibility that the ethical 
principle of autonomy may be better fulfilled by deferring the circumcision to adolescence 
with the young man consenting on his own behalf. Neonatal male circumcisions may be 
performed by non-medical operators in Australia or by doctors who are not paediatric 
surgeons or urologists in Australia and New Zealand. The College should advocate for 
proper standards, training and supervision of all operators.  Doctors advising parents have 
an ethical duty to present clear and unbiased information, and to direct parents to 
competent operators when they choose to proceed. 
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 Appendix 1 

 

Scottish Intercollegiate Guidelines Network (SIGN) grading system for 
recommendations in evidence based guidelines  

 
Levels of evidence  
1++  High quality meta-analyses, systematic reviews of RCTs, or RCTs with a very low 
risk of bias  
1+  Well conducted meta-analyses, systematic reviews of RCTs, or RCTs with a low 
risk of bias  
1 Meta-analyses, systematic reviews of RCTs, or RCTs with a high risk of bias 
2++  High quality systematic reviews of case-control or cohort studies; or high quality 
case-control or cohort studies with a very low risk of confounding, bias, or chance and a 
high probability that the relationship is causal  
2+  Well conducted case-control or cohort studies with a low risk of confounding, bias, 
or chance and a moderate probability that the relationship is causal  
2  Case -control or cohort studies with a high risk of confounding, bias, or chance and 
a significant risk that the relationship is not causal  
3  Non-analytic studies, e.g. case reports, case series  
4  Expert opinion  
 
Source: Harbour R, Miller J for the Scottish Intercollegiate Guidelines Network Grading 
Review Group. A new system for grading recommendations in evidence based guidelines. 
BMJ 2001;323:334-336. http://www.bmj.com/cgi/content/full/323/7308/334  
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Appendix 2 
 

SUMMARY STATEMENTS OF OTHER PROFESSIONAL BODIES 

 
Canadian Paediatric Society (CPS)[120] 
Canadian Medical Association Journal 1996; 154(6): 769-780.  A review of literature on 
circumcision was undertaken by the Fetus and Newborn Committee of the Canadian 
Paediatric Society, with extensive discussion over a 24 month period weighing up strength 
of evidence to assess whether the health of boys and men was improved by neonatal 
circumcision.  It looked at cost-effectiveness in preventing penile problems and associated 
urinary tract conditions.  The CPS concluded that while there is evidence that circumcision 
results in an approximately 12 fold reduction in the incidence of UTI during infancy, 
evaluation of alternative methods of preventing UTI in infancy is required.  There is 
inadequate information to recommend circumcision as a public health measure to prevent 
HIV transmission and reduce the incidence of penile cancer.  Such an even balance exists 
overall for the evidence of the benefits and harms of circumcision and as such, evidence 
does not support recommending circumcision routinely in newborns. The position of the 
CPS is unchanged from that taken in 1982. The final recommendation was that 
circumcision of newborns should not be routinely performed. 
 
American Academy of Pediatrics (AAP)[121] 
Task Force on Circumcision Policy Statement Pediatrics Vol 103(3) 686-93 Mar 1999  
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procedure should be trained in children’s surgery, and the operation must be undertaken in 
an operating theatre or similar premises suitable for surgical procedures.  Parents need to 
be made fully aware of the implications of this non-reversible operation, and the child 
should receive adequate pain relief during and after the procedure.  
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