MATTERS ARISING

Circumcision for phimosis

A recent research article and accompanying editorial on circumcision, and phimosis as an indication for
circumcision, in the 17 February issue of the Journal, have generated quite a degree of controversy.
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To THE EDITOR: Spilsbury et al argue
that “improved education for physi-
cians, and perhaps parents, with regard
to foreskin development and manage-
ment is required.”! However, updating
of textbooks and medical curricula is
required to accomplish this objective.
Articles by Caldamone et al®> and Cen-
dron et al® are two examples of incorrect
data in text books.

Gairdner was the first to provide data
on the normal development of the fore-
skin in young boys.* Gairdner incor-
rectly believed that 92% of boys would
have a retractile prepuce by age 5 years.
Unfortunately, Gairdner’s data was
wrong.” Gairdner achieved his artifi-
cially high rate of retractability by first
“running a probe around the preputial
space” to break the normal physiologi-
cal fusion between the foreskin and
glans penis,® a procedure few would
recommend today because of pain,
trauma, risk of infection, and iatrogenic
creation of adhesions. As stated above,
some textbooks continue to uncritically
parrot Gairdner’s incorrect data.

The error has been further com-
pounded by the confusing presentation
of data in Oster’s otherwise excellent
study.® @ster presents information about
the incidence of “phimosis”, “tight fore-
skin”, and “adhesions” in separate
tables. To obtain the percentage of boys
in each age group with partially or com-
pletely non-retractile foreskins, it is nec-
essary to sum the percentage incidence
of these conditions. When that is done,
Oster’s data are very similar to those
provided by Kayaba et al” on the devel-
opment of the retractile prepuce. There-
fore, according to current research,
about 50% of boys will have a retractile
prepuce by age 10 years and about 99%
will have a retractile prepuce by the
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completion of puberty. The non-retrac-
tile foreskin is normal in boys and no
cause for concern.

Based on the data of @ster® and Kay-
aba et al,” Doctors Opposing Circumeci-
sion believes that the new rule-of-
thumb should be that about 50% of
boys will have a retractile prepuce by
age 10 and about 99% will have a
retractile prepuce by the completion of
puberty. This information needs to be
incorporated into textbooks, medical
curricula, and information provided to
the public.

When the normal development of the
prepuce is properly understood, one can
easily see that patiently awaiting the
natural development of preputial
retractability will usually eliminate the
need for medical or surgical interven-
tion. Better information about the nor-
mal development of the foreskin should
relieve parental anxiety and reduce false
diagnoses of phimosis in boys.
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To THE EDITOR: The study by
Spilsbury and colleagues provides new
data on rates of phimosis, balanoposthi-
tis, and lichen sclerosus.! However, it
does cite sources — @ster? and Shankar
and Rickwood? — that indicate very low
rates of phimosis. @ster was a school
medical officer who followed up his

subjects for several years, making fre-
quent penile inspections and giving
them continual instruction on prepuce
care. Without such extraordinary atten-
tion, it would be highly unlikely the
general population would have such low
rates of phimosis.

Shankar and Rickwood's definition of
pathological phimosis was limited to
cases of phimosis-related circumcision
with confimed BXO (balanitis xerotica
obliterans). This is a very narrow defini-
tion, as there can be preputial tightness
not associated with BXO, and many
cases would be left untreated. A broader
definition would be “difficulty in
retracting the prepuce at an age when
retraction should be easily accom-
plished”. In addition to pathological
phimosis, greatly prolonged physiologi-
cal phimosis should be considered an
abnormality, as it also precludes retrac-
tion and full hygiene. Even Gairdner,
who generally opposed circumcision,
acknowledged this, because of the
increased risk of penile cancer associ-
ated with delayed retractability.* He
found that 20% of 200 uncircumcised
boys aged 5-13 years did not have full
retractability. Saitmacher found that
8.7% of 229 German youths aged 15—
17 years had phimosis.” Because
Spilsbury et al cite the unusually low
rates of phimosis from ster and
Shankar and Rickwoods as a bench-
mark, the rates encountered in Western
Australia will seem excessive.

The postneonatal circumcisions
through age 5 years may be the result of
difficulty in getting physicians to per-
form prophylactic neonatal circumcisions
— just as the study states. This is
unfortunate, as, in terms of accruing
maximal benefits with minimal risk and
pain, the neonatal period is the ideal age
for circumcision.

Parents should be given full informa-
tion and then be empowered to decide
on behalf of their newborn sons. The
present system encourages delays and
mendacity. As to the therapeutic cir-
cumcisions performed after the age of 5
years, perhaps at some point parents
have decided against the short-term fix
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— steroid creams which may or may not
work — and have opted for circumci-
sion, as it will definitely immediately
eliminate retraction difficulties and pre-
clude virtually all penile problems asso-
ciated with the uncircumcised state in
the future. The higher rates in country
areas with their harsh environment may
reflect pragmatic, long-term preventive
maintenance thinking.
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To THE EDITOR: In the recent article by
Spilsbury and her colleagues on circum-
cision for phimosis, a key part of their
argument hinged on probable rates of
phimosis among boys.! I take no stance
for or against circumcision, but I have
published on evolutionary aspects of the
human foreskin and the origins of cir-
cumcision,? for which I surveyed the
literature on the occurrence of phimosis.

Spilsbury et al quote a reported rate
of phimosis among boys aged under 15
years of 0.6%.> However, this refers to
“pathological phimosis, a condition
unambiguously characterised by sec-
ondary cicatrisation of the orifice, usu-
ally due to balanitis xerotica
obliterans”,* and not to phimosis in the
usual sense: “the narrowing of the pre-
putial orifice, leading to an inability to
retract the foreskin, or prepuce, over the
glans penis”.! As Spilsbury et al treat
balanitis xerotica obliterans separately
from phimosis in their classification of
reasons for circumcision,! this is not a
valid citation.

The authors also quote Uster’s study
of a large cohort of Danish boys’ as
giving a rate of phimosis of 1.5% at age
17, but, in fact, a further 2% were
reported as having “tight” foreskins,
and this was at the conclusion of an 8-
year study during which retraction of
each boy’s prepuce was attempted
annually, and the boys were given
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instruction on foreskin hygiene. It was

therefore a report on a project of con-

servative foreskin management, and not

a survey of a population. At the start of

the trial, at age 8 years, 8% of the boys

had phimosis. Spilsbury et al state

(without references) that preputial

adhesions resolve in boyhood without

requiring surgical intervention,! yet

Oster found that 3% still suffered from

adhesions at age 16-17 years.’

The authors cite Gairdner’s classic
study® as the authority that phimosis
should not be diagnosed in infants, yet,
curiously, it is not mentioned that he
reported a 20% incidence of phimosis in
boys aged 5-13 years.

Thus, even the references cited give a
very different impression of the inci-
dence of phimosis among boys than
would appear from the way they are
quoted. Looking at other studies, an
investigation of over 1000 adult soldiers
in the British Army found that 14% of
the uncircumcised men suffered from
phimosis,” and a German study of 3000
adults found that 9.2% of those who
were not circumcised also suffered from
phimosis.® Studies in Asia have found
much higher rates of phimosis — in
both Japan® and Bali,'° rates of up to
50% have been reported. The difference
is attributed to cultural rather than ana-
tomical factors.'©

It is clear that phimosis in boys and
adult men is very much more prevalent
than Spilsbury et al claim. This inaccur-
acy is particularly disturbing when a
publication is associated with an official
survey of the quality of surgical care.
Given that the topic of circumcision
sometimes arouses strong feelings, it is
particularly important to be accurate
and impartial when studying it.
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To THE EDITOR: The article by
Spilsbury et al starts well by acknowl-
edging at least some of the serious
health consequences of not circumcis-
ing,! but then digresses into a study of
whether a particular medical reason for
circumcision — namely phimosis early
in life — has been overstated in medical
records.

So what! Circumcision is a simple
procedure that conveys significant life-
time health benefits. Like immunisa-
tion, any minor adverse effect can be
treated immediately, and catastrophes
are virtually nonexistent. An extensive
literature review (263 references) of the
numerous scientific studies points over-
whelmingly to the net advantage of cir-
cumcision to male health and sexual
function.? Benefits include:
= An 11-fold reduction in risk of uri-
nary tract infections, which are
extremely painful and can even lead to
death (from kidney failure, meningitis
and bone marrow disease).>* Such
infections present in about one in 20
uncircumcised boys.
= Virtually complete elimination of the
risk of invasive penile carcinoma, which
approximately one in 400-900 uncir-
cumcised men will get during their life-
time (US and Swedish data). In parts of
Africa and South America the rate is
very much higher. A quarter of those
affected will die from it while the rest
will need at least partial penile amputa-
tion.>> (This should not be confused
with the often quoted, but misleading,
annual incidence figures of one in
100 000 for developed nations).
= Reduction in risk of cervical cancer
by at least 5-fold in female partners of
circumcised men, established in a large
multinational study last year.® Notably,
these workers found that condom use
by uncircumcised men did nor reduce
the risk.
= Elimination of phimosis, balanitis,
posthitis, and paraphimosis, which
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affects up to 18% of uncircumcised
boys by the age of 8 years.?
= No need to circumcise later in life,
when cost and risk is higher.
= Reduction, possibly absolute,” in risk
of heterosexually acquired HIV
infection® — the keratin-poor inner lin-
ing of the foreskin being the portal for
entry of this virus which then rapidly
infects immune system cells in the epi-
thelium.®
= Reduction in risk of sexual problems.?
= Improved appearance? and sexual
appeal.!®

Given the enormous benefits to pub-
lic health, circumcision needs to be
strongly promoted.
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IN REPLY: We support Hill in his call for
improving the dissemination of informa-
tion and data about foreskin develop-
ment and management. Circumcision is
a highly emotive issue.

Our study on phimosis® was carried
out under the Western Australian Safety
and Quality of Surgical Care Project,
established in 1996, to assess the safety,
quality, appropriateness and outcomes
of surgical care in the state. The pur-
pose of our study was to provide data on
the trends of medically indicated cir-
cumcision in Western Australia. The
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unusually high rates of circumcision for
phimosis in children reported in our
study support the findings of a study
reported by Rickwood et al in 2000.2

Bailis and Cox raise concerns about
the definition of phimosis we used in
our study. We believe that phimosis
requiring treatment by circumcision is a
different entity to a non-retractile fore-
skin resulting from incomplete separa-
tion of the prepuce and glans. It is this
latter condition that was reported in
20% of boys aged 5-13 years by Gaird-
ner,> and not phimosis as suggested by
Cox. We used a more conservative defi-
nition of phimosis, as the current
(2002) guidelines established by The
Royal Australasian College of Physi-
cians (RACP) do not recommend cir-
cumcision unless medically indicated,
particularly in young children.? In this
context, we used the rate reported by
Shankar and Rickwood® as the denomi-
nator. Most boys circumcised to treat
phimosis in our study were aged under
5 years, and were therefore unlikely to
have had “pathological” phimosis.
Instead, these boys were circumcised for
a condition that they might have out-
grown, or for which they might have
had alternative treatment. Our concern
is that parents and clinicians may be
opting for circumcision without being
fully aware of these possibilities.

However, given the confusion over
the issue, as indicated in the editorial by
Dewan,® there is a clear need for medi-
cal texts and education curricula to
clarify the definition and interpretation
of phimosis as either pathological or
physiological. This situation again
would lend support for the call by Hill
for a more standard definition to be
devised that would be acceptable to the
medical community.

There is also a clear international
move towards reducing the practice of
unnecessary or incidental removal of
tissue or organs unless medically indi-
cated. Not only has this rationale con-
tributed to a dramatic decline in the
incidental removal of the appendix over
the last decade, it has also seen a reduc-
tion in the use of routine circumcision
in Western countries.””® As Dewan
explains, even most cases of patholo-
gical phimosis can be successfully
treated with steroid cream without the
need for circumcision.® There are no
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historical data that show that removal of
the foreskin has long-term public health
benefits to the individual. In fact, just as
saphenous veins are used for coronary
artery bypass surgery, so can the fore-
skin be used for penile and urethral
reconstructions and is a valuable
adjunct as a non-hair-bearing area for
such treatments. Health education
today on appropriate foreskin manage-
ment in the infant should be aimed at
health practitioners and parents.

The letter by Morris is more difficult
to discuss as it relates, on the whole, to
the use of routine circumcision, which
was not the focus of our article. The
issues raised by Morris seem to be at
complete odds with the 2002 Policy
Statement on Circumcision by the
RACP — which is also consistent with
the recommendations of the Canadian
Paediatric Society and the American
Academy of Paediatrics.* The RACP
Policy Statement reviewed most of the
points raised by Morris, including urin-
ary tract infections, STDs, human pap-
illomavirus and carcinomas of the cer-
vix and penis. In each case, after an
extensive review of the literature, the
RACP reaffirmed that there is no medi-
cal indication for routine circumcision.
Morris’s view on the reduction of risk of
sexual problems is at odds with the
article by Darby,’ published in the same
issue of the Journal as our article, and is
beyond the scope of our study. His
claim that circumcision improves
appearance is highly subjective and
unsubstantiated, and should not be
used to justify the surgical removal of
tissue that may have a benefit to the
individual later in life.
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To THE EDITOR: While I generally
applaud the comments on phimosis in
Dewan’s recent editorial,! there are two
points on which I would take issue with
him — one historical, one ethical.

Firstly, the incidence of circumcision
in Britain never reached anything like
95%, and most of the decline in the
practice occurred in the 1940s. Accordi

even at the height of its popularity,
circumcision was performed in only
30%-40% of British boys. Circumcision
was more likely as parental income and
educational level rose — its incidence
could be up to 50% among public
school boys, but only 20% among work-
ing class and rural boys.” A survey of
boys born in 1946 found that only 24%
were circumcised, but the class differen-
tial was striking — 39% among profes-
sionals but only 22% among unskilled
workers.

One must conclude that circumcision
never affected more than a minority of
British males.

Secondly, I would question Dewan’s
remark that “we should respect the view
of parents who regard circumcision as
good treatment for their child, given
certain provisos.” This appears to sug-
gest that a physician should agree to
circumcise a boy, even in the absence of
medical need, so long as he or she has
made persistent parents aware of other
options and provided them with correct
information about the prepuce.

There are obvious ethical difficulties
with this position, as it gives greater
weight to the wishes of the parents than
to the best interests of the boy. If there is
no medical reason for the boy to be
circumcised, circumcision is not in his
best interests. As the physician’s prime
responsibility is to the health of the
patient, it would appear to be his or her
duty to decline to carry out the surgery
and instead give the parents sufficient
information to enable them to look after
the child and his penis.®

I agree with Dewan that physicians
should respect parents’ opinions, but not
that they should acquiesce to their
wishes, if these are not in the best health
interests of the child. Instead, I would

agree with the suggestion of Spilsbury et
al in the same issue of the Journal,’ that
“improved education for physicians,
and perhaps parents, with regard to
foreskin development and management,
is required.”
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IN REPLY: I thank Darby for his correc-
tion of the historical facts, and for rais-
ing for further discussion the ethics of
circumcision. While I concur that
removal of the prepuce for cosmetic
reasons may not be in the interests of
the child, we do need to allow for the
parents’ perceptions, and for their will-
ingness and ability to care for the pre-
puce appropriately, if we refuse to
perform a circumcision. While the risks
from a well-cared-for prepuce are very
low, the foreskin being retained does
come with potential problems.

I would always encourage the non-
surgical option, but I think we, as the
treating surgeons, need to accept that
the parents are given a task that they
may be either unwilling or unable to
take on if we ask them to manage the
perpuce of their boy non-operatively.
Therefore, my editorial concluded that
the view of the parents was part of the
complex equation that allows us to treat
the boy and his family well, recognising
that even those without a problem still
need to be managed.

I feel I have not given greater weight
to the wishes of the parents, but have
taken into account the wishes of the
parents in the deliberation of what
might be best for the child. o

MJA

Vol 178 2 June 2003



