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Abstract
The word "circumcision" comes from Latin circum (meaning "around") and cædere
(meaning "to cut"). Cultural and religious justifications are employed to convince
members of the community as well as outsiders that circumcision is reasonable and
just. The purpose of the discussion is to suggest some cardinal changes to the prac‑
tice of male circumcision in order to make it more humane and less painful to its
subjects. Balancing between group rights and the rights of the child, it is essential
to avoid unnecessary suffering. It is one of the liberal state’s obligations to protect
the best interests of vulnerable third parties. The article opens with some prelimi‑
nary data about male circumcision and then explains its importance in Judaism. It
examines the medical reasons for male circumcision and the risks involved in the
practice; subsequently, it discusses the critique of male circumcision. The article
also highlights the points of agreement and disagreement between those supporting
and opposing the ritual and insists that male circumcision should be performed by
using anaesthesia. The final part of the article includes a proposal for humane male
circumcision that considers religious sentiments and the rights of the child, aiming
to strike a reasonable balance between competing interests. I hope the proposal will
be debated in parliaments in the western world.
Keywords Anaesthesia · Children’s rights · Culture · Male circumcision · Judaism ·
Religion
If we are to achieve a richer culture, rich in contrasting values, we must recognize
the whole gamut of human potentialities, and so weave a less arbitrary social
fabric, one in which each diverse gift will find a fitting place.
~ Margaret Mead
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When Judith and Joel Cohen’s son, Mishmar, was born, they did not consider the
option of not circumcising him. This option was not on their cards. As Jews, circum‑
cision is an integral and important part of their tradition. Circumcision signifies the
lasting bond between God and the Jewish people. For many Jews, notwithstanding
whether or not they believe in God, if they acknowledge the importance of tradition
and believe in one’s association with the Jewish people, circumcision is to be done.
While Judith and Joel did not question its necessity, they did debate how the
circumcision should be performed: By a mohel (circumciser, a traditional person
whose profession is to perform circumcision) or by a physician; with or without
injections to relieve pain; in hospital or outside of hospital. At the ceremony itself,
both Judith and Joel identified with Mishmar’s pain. Judith could not stand it and
went out of the room. Joel stayed behind; one of them needed to be there for Mish‑
mar. After the cutting, the mohel gave Mishmar some wine drops to mitigate the
pain. It took some time and effort to stop Mishmar’s crying. Later Judith and Joel
asked themselves whether circumcision was necessary as they felt uncomfortable
with the painful imposition on their son. Ten years later, when their second son was
born, they went through a similar process of decision-making, with the same result.
Mishmar’s brother was also subjected to circumcision, and Judith and Joel were in
pain watching and hearing his suffering. Tradition is powerful.
Male circumcision is a common practice in Islamic and Jewish communities, and
it is also practised by many Christian communities and tribes all over the world. It
is estimated that 37–39% of the men in the world are circumcised. In Afghanistan,
Comoros, Gabon, the Gaza Strip, Iran, Mauritania, Morocco, Tajikistan, Tunisia, the
West Bank, Western Sahara and Yemen, the circumcision rate is estimated to be
99% and above (Morris et al. 2016). In the Western world, male circumcision is far
less popular. The striking exceptions are Israel and the United States. In Israel, the
overwhelming majority of Jewish babies are circumcised. According to Rabbi Pro‑
fessor Avraham Steinberg, a medical ethicist, paediatric neurologist and an authority
in this field, 97% of Jewish male babies are circumcised.1 In the United States, while
the male circumcision rates had dropped the majority of babies still undergo cir‑
cumcision. In 1979, 64.5% of male babies were circumcised, while in 2010, 58.3%
underwent the practice (Vadnal 2018).
Male circumcision is a controversial practice. Recently, a bill was submitted in
the Danish Parliament to outlaw the circumcision of minors for non-medical reasons
(Times of Israel and JTA 2020). Analogies are made between this practice and the
practice of Female Genital Mutilation (FGM), arguing that both amount to torture
(Johnson 2010). The article explains the significance of male circumcision in Juda‑
ism and explores the validity and weight of the critique. Its methodology is based
on a wide literature review of scholarship that has been published on male circum‑
cision in various fields of study, including ethics, medicine, religion and culture.
This extensive review was supplemented by discussions with religious and medical
authorities. The article has also benefited from exchanges with scholars in the fields
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of ethics and multiculturalism. Its major novelty lies in the proposal for humane
male circumcision that I hope will be debated in parliaments in the western world.
The article opens with some preliminary data about male circumcision and then
explains its importance in Judaism. It examines the medical reasons for male cir‑
cumcision and the risks involved in the practice; subsequently, the article discusses
the critique of male circumcision, and the main differences between this practice and
FGM. The World Health Organisation (WHO) defines Female Genital Mutilation as
“all procedures that involve partial or total removal of the external female genitalia
or other injury to the female genital organs for non-medical reasons” (World Health
Organization 2010a, b, 2018). The article also highlights the points of agreement
and disagreement between those supporting and opposing the ritual and insists that
the practice of male circumcision should be conducted in a way that is attentive to
the rights of the child, perceiving this consideration as no less important than cul‑
tural and religious sentiments. The article concludes with a proposal for humane
male circumcision that considers religious sentiments and the rights of the child,
aiming to strike a reasonable balance between competing interests.

Male circumcision
The word "circumcision" comes from the Latin words circum (meaning "around")
and cædere ("to cut"). Debates over male circumcision involve important yet con‑
flicting considerations. It is argued that the practice violates the rights of children,
including their right to health and bodily integrity (Hellsten 2004; Dekkers, Hoffer,
and Wils 2005; Mazor 2013; Svoboda 2013a, b; Ungar-Sargon 2015) and their right
to open future (Darby 2013; Sarajlic 2014). Children have rights in trust—rights that
they cannot yet exercise, but which they will exercise upon reaching maturity. Thus,
Darby (2013) argues that children rights require that the decision whether to cir‑
cumcise be deferred until adulthood. Parents should not foreclose on or pre-empt
their children’s future options. Earp makes a similar argument, adding that if people
grow up to dissociate from their parents’ culture or religion, or to reject those norms
or values, they might feel harmed or even mutilated by the circumcision. Therefore,
circumcision is warranted only when it is medically necessary, or near that threshold
(Earp 2016, 2019, pp. 229–230). Parents should enable their children the greatest
possible scope for exercising personal life choices in adulthood (Darby 2013, p. 463;
Feinberg 1992, pp. 76–97). Rights of the child need to be weighed against parental
rights over their children, and against group rights to maintain tradition and practice
this controversial ritual.
Circumcision is a cultural rite that is of importance to the group but not neces‑
sarily to society at large. The ritual is reasonable to the group in question but unrea‑
sonable, possibly offensive, in the eyes of outsiders. When such a debate arises,
the scope of tolerance afforded to the group is questioned. Circumcision is a con‑
troversial ritual because it exerts pain in a psychosexually significant and sensitive
(both physical and symbolic) part of the body that is usually construed in Western
societies as “private” and “intimate”. The subjects are young children who did not
freely consent to this act (Goodman 1999). The act might undermine the children’s

8

Page 4 of 26

SN Soc Sci

(2021) 1:8

well-being. All forms of ritual circumcision wish to put a physical mark of tradition
and belonging to a community while excising a price from the children involved.
Parents believe that the ritual is done for their children’s good notwithstanding the
pain, risk and suffering involved. Cultural and religious justifications are employed
to convince members of the community as well as outsiders that circumcision is
reasonable and just.
In the United States, the popularity of circumcision dates back 140 years to
Dr Lewis Sayre, one of the founders of the American Medical Association. Sayre
believed that many medical conditions had their root in a dysfunction in the geni‑
tal area, and that circumcision could be used to treat a wide array of problems,
from depression to mental health issues, syphilis and epilepsy. Circumcision was
also promoted as a way of discouraging masturbation, and was regarded as clean
and hygienic. It was particularly popular among the higher classes. Sayre’s theories
were later discredited, but not before they were accepted in other English-speaking
countries, in particular in the UK, Canada, Australia and New Zealand (Denniston
et al. 1999; Gollaher 2000; Hebblethwaite 2012; Svoboda 2013a, b). In the United
States today, non-religious circumcision is usually performed in hospital when the
infant is a few days old. While in the USA, Egypt, Saudi Arabia, the Gulf States
and the Republic of Korea circumcision is provided almost exclusively by medically
trained professionals, in North Africa, Pakistan, Indonesia, Israel and rural Turkey,
the majority of providers are not medically trained (WHO April 2010a, b, p. 5).
Male circumcision consists of the removal of the prepuce, or foreskin, the tis‑
sue covering the head (glans) of the penis. The foreskin is freed from the head of
the penis, and part of the foreskin is excised (Hutson 2004; Taylor et al. 1996). The
foreskin contains nerve endings that are important for the enjoyment of sexual pleas‑
ure. Its glands produce lubricants that protect both the head of the penis and the
female vagina (Men’s Health Forum n/d). The circumcision generally heals in a
week time. Circumcision of infants and pre-pubertal boys is simpler than circumci‑
sion of older boys and adults, because then the penis is relatively underdeveloped
and the foreskin less vascular, and because suturing is usually not necessary. Heal‑
ing tends to be quick and chances of complication are low (WHO 2009, chap. 6;
WHO April 2010a, b, p. 46; Task Force on Circumcision 2012).2
In Judaism, the rite of male circumcision is significant. It is an integral part of the
social and family life, perceived as contributing to communal heritage and the way
communities define themselves.

Male circumcision in judaism
To Jews, male circumcision represents the covenant between Abraham and God.
98% of male Jews are circumcised (Achituv 2012; Boorstein 2013). The Bible
instructs that every Jewish boy needs to be circumcised. In the Book of Genesis,

2
Earp argues the procedure is simpler for the operator; it’s not necessarily better for the individual
undergoing the procedure. See Myers and Earp (2019).
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chapter 17, it is told that when Abram was 99 years old, God appeared before him
and said to him: “I will make a covenant between us and I will give you many, many
descendants”. Abram fell on his face, and God continued:
My covenant is with you; you will be the ancestor of many nations. And
because I have made you the ancestor of many nations, your name will no
longer be Abram but Abraham. I will make you very fertile. I will produce
nations from you, and kings will come from you. I will set up my covenant
with you and your descendants after you in every generation as an enduring
covenant. I will be your God and your descendants’ God after you. I will give
you and your descendants the land in which you are immigrants, the whole
land of Canaan, as an enduring possession. And I will be their God (Genesis
17).
This is a very important paragraph for the Jewish people that explicitly outlines the
eternal connection between God and the Jewish people. To mark this milestone,
and also to ensure that each and every generation is aware of this Covenant, God
instructed Abraham to circumcise every male:
You must circumcise the flesh of your foreskins, and it will be a symbol of the
covenant between us. On the eighth day after birth, every male in every gen‑
eration must be circumcised, including those who are not your own children:
those born in your household and those purchased with silver from foreign‑
ers. Be sure you circumcise those born in your household and those purchased
with your silver. Your flesh will embody my covenant as an enduring covenant.
Any uncircumcised male whose flesh of his foreskin remains uncircumcised
will be cut off from his people. He has broken my covenant (Genesis 17).
The language is clear and it is phrased as a command that is not open to dispute or
interpretation. Jews must do this or they will be cut off the Jewish people. Thus, the
importance of circumcision for the Jewish people cannot be underestimated. There
are many Jewish people who are not necessarily religious but still identify them‑
selves as culturally Jewish. Their tradition, their culture, their way of life is to some
extent Jewish. They identify with Judaism more than they do with any other reli‑
gion; even if they are secular, they still define themselves as secular Jews.3 Most
Jews in the world observe this symbolic ritual because they wish to maintain their
association with the Jewish community.
One of the major Jewish sages, Moses ben Maimon, commonly known as Mai‑
monides, also referred to by the acronym Rambam, was a 12th Century Sephardic
Jewish philosopher, astronomer and physician. In his book, The Guide for the Perplexed, Maimonides (1186, Chap. XLIX) explained the logic behind male circumci‑
sion by saying that there are primarily two reasons for circumcision. First, its object
is to limit sexual intercourse, and thus cause man to be moderate. This command‑
ment has not been enjoined as a complement to a deficient physical creation, but
3
Mazor (2013) argues that boys who grow up in a community that endorses the ritual would most likely
choose to become circumcised as an adult.
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“as a means for perfecting man’s moral shortcomings”. The bodily injury caused by
circumcision does not interrupt any vital function, nor does it destroy the power of
generation but it does counteract excessive lust; for “there is no doubt that circum‑
cision weakens the power of sexual excitement, and sometimes lessens the natural
enjoyment; the organ necessarily becomes weak when it loses blood and is deprived
of its covering from the beginning” (Maimonides 1186, Chap. XLIX). Jewish Sages
remind that the first person to perform this commandment was Abraham who was
well known for fearing sin.
Second, this commandment gives to male Jews a common bodily sign, so that it is
impossible for a non-Jew to say that he belongs to the Jewish people for some ulte‑
rior motive, and also it gives Jews a common sign of unity, connecting all Jews with
the belief in God’s Unity. Maimonides considers this purpose to be “perhaps more
important” than circumcision’s effect on libido (Maimonides 1186, Chap. XLIX).
Maimonides (1186, p. 379) explains that this law can only be kept and perpetu‑
ated if circumcision is performed when the child is of a very young age because
of three reasons. First, if the operation were postponed till the boy had grown up,
he would perhaps not submit to it. Second, “the young child has not much pain,
because the skin is tender, and the imagination weak”. Adults, on the other hand,
“are in dread and fear of things which they imagine as coming” (Maimonides 1186,
p. 379). Third, when a child is very young, “the parents do not think much of him;
because the image of the child, that leads the parents to love him, has not yet taken
a firm root in their minds. That image becomes stronger by the continual sight; it
grows with the development of the child” (Maimonides 1186, p. 379).
Recent research refuted the second assumption, suggesting that babies experience
pain much like adults. An Oxford research found that 18 of the 20 brain regions
active in adults experiencing pain were active in babies. Scans also showed that
babies’ brains had the same response to a weak ’poke’ as adults did to a stimulus
four times as strong. Not only do babies experience pain much like adults but that
they also have a much lower pain threshold (Goksan et al. 2015, p. 4; University of
Oxford 2015; Michigan Medicine 2020).

The practice of circumcision for medical reasons
The use of circumcision for medical or health reasons is in much debate. The Amer‑
ican Academy of Pediatrics (AAP) asserted that the health benefits of newborn male
circumcision outweigh the risks, but the benefits are not great enough to recom‑
mend universal circumcision. Circumcision makes it easier to keep the end of the
penis clean. Consequently, there is some evidence that circumcision has health ben‑
efits, including a decreased risk of urinary tract infections (UTI), a reduced risk of
some sexually transmitted diseases in men, protection against penile tumour, and
a reduced risk of cervical cancer in female sex partners (Task Force on Circumci‑
sion 2012).4 The World Health Organization (WHO) (2007, n/d) holds that there
4
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is compelling evidence that male circumcision reduces the risk of heterosexually
acquired HIV infection in men by approximately 60%. The British National Health
Service (NHS) explains in its recent guidelines (2018) that medical reasons for men
to undergo circumcision include tight foreskin (phimosis), where the foreskin is too
tight to be pulled back over the head of the penis (glans) which can sometimes cause
pain; recurrent balanitis, where the foreskin and head of the penis become inflamed
and infected; paraphimosis, where the foreskin cannot be returned to its original
position after being pulled back, causing the head of the penis to become swollen
and painful; balanitis xerotica obliterans which causes phimosis and, in some cases,
also affects the head of the penis, which can become scarred and inflamed, and can‑
cer of the penis (British Association of Urological Surgeons 2017; Wolbarst 1932;
Dunsmuir and Gordon 1999; Larke et al. 2011).5 The NHS (2018) instructs that, in
most cases, circumcision will only be recommended when other, less invasive and
less risky treatments have been tried and have not worked.6
Arik V. Marcell of Johns Hopkins University argued that substantial science shows
that male circumcision is beneficial not only in early life but later in life when men
become sexually active—with lower risk of acquiring HIV, syphilis, human papilloma‑
virus, and genital herpes, lower risk of cervical cancer in sexual partners and lower risk
of penile cancer over a lifetime. Marcell (2012) maintained that African studies found
that being circumcised reduces by approximately 50% the risk of HIV transmission.

Risks of male circumcision
As in any surgical procedure, there are risks associated with circumcision. Circum‑
cision involves considerable pain and it carries the risk of bleeding and infection,
irritation of the glans, increased risk of meatitis (inflammation of the opening of the
penis), and risk of injury to the penis. These are rare when circumcision is performed
by experienced professionals, and they can be easily and rapidly resolved. Accord‑
ing to Professor Avraham Steinberg, some 75,000 male circumcisions are practised
in Israel each and every year. The average number of complications each year is
40, mostly involving bleeding that is easily treated without leaving any permanent
damage.7 In the United Kingdom, some 30,000 ritual circumcisions are performed
every year, and Wheeler and Malone (2013) argue that only a few children were sub‑
sequently admitted to hospitals for treatment resulting from complications. Another
study by Fox et al. (2019) suggests that over 8-year period 1266 post-circumcision
problems were reported by NHS authorities and that many of those complications
were relatively minor. An American study showed that the incidence of male cir‑
cumcision associated adverse events was slightly less than 0.5% (El Bcheraoui et al.
2014). While acknowledging that complication rates from routine circumcision are
low, critics argue that the chances of these complications being mutilatory, infective,
5

For a survey of medical benefits of male circumcision, see Benatar and Benatar (2003, pp. 38–41).
For supportive views of male circumcision, see Tobian and Gray (2011, pp. 1479–1480), Klausner and
Morris (2012, pp. 455–456).
7
Personal communication (14 June 2019).
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or haemorrhagic are high and potentially catastrophic. Critics further argue that
death, gangrene, and total or partial amputation are known adverse outcomes (Fox
and Thomson 2005; Earp et al. 2018; Elhaik 2019).

Critique of the practice
Those associated with the holistic view hold that every organ of the body has a func‑
tion, the foreskin included, and that we should not interfere with nature or God’s
creation. They maintain that the ’cleanliness of the penis’ argument might have
been true in certain eras but it is not nowadays, when we have baths and running
water that provide us simple procedures to keep ourselves clean and tidy. Brian Earp
argues that uncircumcised males have no difficulty to wash the glans; it takes about
one second to retract the foreskin.8 Critics of male circumcision argue that the prac‑
tice is painful and psychologically damaging (Boyle et al. 2002). Cutting the fore‑
skin results in thickening and progressive desensitization of the head of the penis,
particularly in older men (Goldman n/d). Without the protective, moisturizing pre‑
puce, the glans decrease sensitivity. The foreskin is there for a reason. It is perfectly
healthy, erogenous tissue that has important protective, sensory and sexual purposes.
Like any other human tissue, it should only be removed for a good reason (Masem
2012, p. 455; Men’s Health Forum n/d). Some have argued that the procedure is
akin to clitoral prepuce (Benatar and Benatar 2003, p. 44; Earp 2015). While the
remaining shaft skin can be restored with operation, the unique features of the dou‑
ble-layered foreskin, such as the highly innervated outer layer and highly sensitive
inner layer, with its ridged band and suggested role in the ejaculatory reflex, are lost
(Johnson 2013; Frisch et al. 2011). Critics mention the presence of scar tissue and
associated discoloration and distinguish between early and late complications of the
procedure. Early complications include cysts, irritation, urinary problems, buried
penis, redundant foreskin, surgical site infection, penile skin bridge, possible altered
sensitivity of the glans, glanular amputation, glanular necrosis, iatrogenic hypospa‑
dias, partial or complete amputation of the organ due to surgical error, haemorrhage
and death. Late complications include inability to engage in sexual acts requiring
foreskin motility, painful erections due to excessive skin removal, meatal stenosis,
meatitis, phimosis, sepsis, and urethrocutaneous fistula (Munzer 2018; Fox et al.
2019; WHO 2009, chap. 1; WHO April 2010a, b, p. 46; WebMD 2020). It is further
argued that the risk that an infection may become life-threatening is higher in infants
due to their small size (Ungar-Sargon 2015).
The Royal Dutch Medical Association (KNMG) (2010) reported similar compli‑
cations resulting from circumcision and also fibrosis of the skin, meningitis, herpes
infections and necrotising complications which might lead to the complete amputa‑
tion of the penis. Deaths have also been reported. In the United States, deaths fol‑
lowing circumcision in clinical settings occur at a rate of approximately 1 for every
50,000 circumcisions (Earp et al. 2018; Shahvisi and Earp 2019). This figure is dis‑
puted. According to the American Academy of Family Physicians, death as a result
8
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of circumcision is rare, and mortality risk has been estimated to be 1/500,000 pro‑
cedures (American Academy of Family Physicians 2002). In Israel, Professor Avra‑
ham Steinberg argues that the number of deaths as a result of circumcision is zero.9
Critics further argue that the potential benefits of circumcision do not outweigh its
harms when the procedure is not medically necessary, which is the case in the vast
majority of infant circumcisions. Moreover, medical benefits of infant circumcision,
such as a reduced rate of urinary infections, can be gained by resorting to far less
traumatic and invasive ways than circumcision (Somerville 2000, chap. 8).
A systematic literature review analysed the evidence brought forward by critics of
male circumcision. Claims that the procedure carries high risk were contradicted by
low frequency of adverse events that were all minor and easily treated. Claims that
male circumcision causes psychological harm were contradicted by studies finding
no such harm. Arguments that the procedure impairs sexual function and pleasure
were contradicted by high-quality studies finding no such adverse effect. Claims dis‑
puting the medical benefits of male circumcision were contradicted by a large body
of high-quality evidence indicating protection against a wide range of infections,
dermatological conditions, and genital cancers in males and the female sexual part‑
ners of men. Risk–benefit analyses reported that benefits exceed risks by 100–200
to 1. To maximize benefits and minimize risks, the evidence supported early infant
male circumcision rather than arguments that the procedure should be delayed until
males are old enough to decide for themselves (Morris et al. 2019).
On 26 June 2012, for the first time in Germany, a court in Cologne ruled that
circumcision of male minors for religious reasons causes "bodily harm" and violates
"bodily integrity" notwithstanding the wishes of the parents. The court maintained
that neither religious freedom nor rights of parents justify the practice. The court
balanced the parents’ right to religious freedom and the parental rights in education
against the child’s rights to bodily integrity and self-determination, concluding that
the circumcision of a boy unable to voice consent is unlawful as it is contrary to the
best interests of the child (Fateh‐Moghadam 2012, p. 1134).
The ruling outraged both the Muslim and Jewish communities (Levey 2013). The
German parliament reacted swiftly. On 12 December 2012, it passed a law allowing
infant male circumcision for religious reasons when performed by a trained practi‑
tioner (Germann and Wackernagel 2015, pp. 443–444). Notwithstanding, in Octo‑
ber 2013, the Council of Europe passed a resolution condemning the practice as a
“violation of the physical integrity of children” and calling for a public debate in
order to ban the practice “before a child is old enough to be consulted” (Laurance
2014). Norway, Sweden, Denmark, Finland and Iceland joined forces to call for a
ban. While the incidence of male circumcision is relatively rare in all Scandinavian
countries (0.82% in Finland; 3.0% in Norway; 5.1% in Sweden; 0.1% in Iceland;

9

Avraham Steinberg’s personal communication (14 June 2019). Steinberg doubts that the data about
deaths in the USA is credible. He argues that cosmetic surgeries have far more complications than male
circumcision, and he dismisses the critics of male circumcision as “baseless”.
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5.3% in Denmark) (Morris et al. 2016),10 these countries find the practice as such
problematic. However, no country has introduced a ban on male circumcision.11 In
Iceland, a legislator took concrete steps to prohibit the practice for non-medical rea‑
sons. It was not specifically a bill to outlaw circumcision; rather, it was a proposal
to change the wording of the law forbidding medically unnecessary female genital
cutting from “girls” to “children”. According to the proposal, a penalty of up to six
years in prison should be imposed on anyone carrying out a circumcision for nonmedical reasons (Sherwood 2018). The proposal was dropped following widespread
criticism, including from European Jewish leaders (Busby 2018). The ban was pro‑
posed by Silja Dögg Gunnarsdóttir of the Progressive Party who failed to understand
the religious-cultural importance of the practice and consequently failed to consult
Iceland’s tiny Jewish and Muslim communities. She certainly did not anticipate the
uproar that ensued (Cook 2018).
In Denmark, a citizens’ petition calling for the introduction of a minimum age
of 18 for circumcision to protect “children’s fundamental rights” was put forth. The
petition described circumcision as a form of abuse and corporal punishment, equat‑
ing it with female genital mutilation (JTA 2018). However, this analogy between
male circumcision and FGM is misplaced and wrong for a number of reasons and
here I mention some of these reasons. Excessive forms of female circumcision,
termed FGM, involve excising the visible part of the clitoris, the female organ that is
most analogous to the male organ. Excising a girl’s clitoris, part or all of the clitoris,
is more like cutting off part or all of the boy’s penis than removing his foreskin. The
extent, scope and depth of the excision do matter. Severe bodily harm amounts to
torture and is unjustifiable. Like torture, FGM involves the deliberate infliction of
extreme pain and suffering. FGM does not only change the body. It is also a lifechanging operation. No wonder that women described it as if their whole life had
stopped there and then (Abu Sahlieh 1994, p. 578).
Second, while male circumcision is regarded as a religious initiation rite in Islam
and in Judaism, this is not true of FGM where the ritual is opened to interpretations.
Some argue "there is clearly no basis whatsoever in any religion for the practice" of
female circumcision (Mackay 1983, p. 36). Canonical Islamic texts offer relatively
little justification for the practice (Gomaa 2013; Silverman 2004).
Third, the health consequences of FGM are entirely to the girl’s disadvantage and
there appears to be no medical reason for this operation. No medical expert disputes
the argument that FGM inflicts major injury (World Health Organization 2020;
Social Care, Local Government and Care Partnership 2016; Davar 1997; Lee 1994,

10

The Danish National Board of Health estimates that 1000 to 2000 boys are ritually circumcised every
year (Fagt 2018).
11
In Australia, it’s banned at public hospitals, but it’s legal to have it done privately. In Germany, it can
be performed by "specially qualified members of religious communities" for boys under 6 months, after
which it must be performed by a doctor. Sweden requires a doctor or nurse to be present during circumci‑
sion, and mandates the use of anaesthesia. The most restrictive country is South Africa, which prohibits
circumcision for boys under 16 except for religious or medical reasons, and requires consent for boys
over 16. See Rose (2018).
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p. 35),12 while many medical experts argue that male circumcision cannot be con‑
sidered an infringement upon the health or rights of boys and young men as it rarely
implies permanent damage to health. In sub-Saharan Africa, male circumcision is
used as a means of combating HIV transmission (Weiss et al. 2002; Johnson 2013,
NHS 2018).13 Current epidemiological evidence clearly supports the promotion of
male circumcision for HIV prevention, especially in populations with a high HIV
prevalence and low circumcision rates (Oluwabunmi Olapade-Olaopa et al. 2019, p.
3).
Fourth, FGM is associated with sexual control. While some argue that male cir‑
cumcision causes sexual diminution, the practice is not performed for reasons of
gender repression. To the best of my knowledge, no one made the claim (often
rehearsed when FGM is concerned) that male circumcision reflects deep-rooted pre‑
conceptions and prejudices about the lower status of men. Unlike FGM, claims are
not made that male circumcision is an oppressive tradition designed to subjugate
males.
Fifth, FGM not only keeps women “controlled”; it also diminishes their identity
as sexual beings. Excessive forms of FGM rob sexuality and diminish women’s abil‑
ity to enjoy one of the most natural and pleasurable parts of life. On the other hand,
male circumcision does not imply the end of a healthy sex life for a man. It is not
about control and subjugation. Finally, men who underwent circumcision are not
reluctant to have sexual intercourse as a result of the procedure. They do not suffer
pain during intercourse.
The following table provides a summary of the rate of male circumcision in most
of the world (Table 1).

Points of agreement and disagreement between protagonists
and critics of male circumcision
Protagonists and critics of male circumcision agree on some things and disagree
on many others (Benatar and Benatar 2003; British Medical Association 2004, pp.
259–263; Foddy 2013, p. 415; Earp 2013, pp. 418–420; Jacobs and Arora 2015, pp.
30–39; Earp and Darby 2015, pp. 23–30; Morris et al. 2017a, b, pp. 647–663; Mazor
2019, pp. 1–16). They acknowledge that male circumcision is practised primarily for
cultural and religious reasons, not for medical reasons. Protagonists and critics view
circumcision for medical reasons as uncontroversial. So is consensual circumcision
at an adult age. They also do not underestimate the importance of male circumci‑
sion for the relevant communities. Most ardent critics of male circumcision, who
see some similarities between the practice and FGM, still acknowledge discerning
significant differences. Only a small minority use the term “male genital mutilation”
12
For further discussion on female circumcision, see Brigman (1984–1985, pp. 337–357), Cohen-Alma‑
gor (1996); Stern (1997, pp. 89–111), Gillia (1997, pp. 579–614), Liu (1998, pp. 71–95), Kelson (1998,
pp. 185–209), Messito (1997–1998, pp. 33–77), Mackie (1996, pp. 999–1017); Webber and Schonfeld
(2003, pp. 65–66).
13
For critique, see Dowsett and Couch (2007, pp. 33–44).
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(Hellsten 2004, pp. 248–253; Johnson 2010, pp. 181–207). Even the most critical
voices of male circumcision do not suggest putting a blanket ban on the practice as
they understand that such a ban, very much like the 1920–1933 prohibition laws in
the United States,14 would not be effective.
Protagonists and critics of male circumcision debate whether the practice is mor‑
ally acceptable. They disagree on whether there are substantial similarities between
male and female circumcision. Protagonists clearly demarcate the practices by call‑
ing the one male circumcision and the other FGM. A senior leader in the Jewish
British community asked me to refrain from using the term “female circumcision”
to avoid any association with male circumcision. Protagonists and critics disagree
whether there is an absolute right to bodily integrity. Protagonists and critics disa‑
gree on issues pertaining to parental responsibilities and paternalism, whether par‑
ents should have the power to deform the integrity of the children’s bodies, and how
to assess children’s best interests. They reach contrasting results when they balance
the right of parents to determine their children’s communal association vis-à-vis
children rights. They assign different weights to harm as well as to medical risks and
to non-medical benefits. The different weights to risks and benefits conform to their
underlying views about the practices.
While there are medical justifications to male circumcision, these are usually
brought by supporters of the practice who wish to reinforce their position. Protag‑
onists and critics disagree about the significance of medical reasons for circumci‑
sion and about the injuries resulting from the practice. They disagree on whether the
potential complications resulting from the procedure are significant (El Bcheraoui
et al. 2014; Weiss et al. 2010). They disagree as to whether circumcision contributes
to the cleanliness of the penis. They also disagree about the extent of reduction in
sexual pleasure and the trauma that male circumcision might cause to its subjects.15
Furthermore, protagonists do not necessarily see reduction in sexual drive as a bad
thing. They also disagree whether the issue of consent is important and as to what
steps the state should take.
These are all, prima facie, reasonable disagreements. The issue presents a hard
case for which there are a number of interpretations, and a number of possible
solutions.

A proposal
Any form of circumcision is painful. Our reproduction organs are most sensitive
and even slight scars can cause discomfort and agony. It is our responsibility to
devise procedures that are as pain-free as possible in the safest possible environ‑
ment. What form of state interference would seem reasonable?
14
Between 1920 and 1933, the United States imposed legal prohibition on the manufacture, sale, and
transportation of alcoholic beverages.
15
Jacobs and Arora (2015, p. 32) presented evidence suggesting that there was no overall loss of sexual
satisfaction in circumcised populations. See also Svoboda (2013a), Johnsdotter (2013, pp. 256–265), Van
Howe (2013, pp. 214–229), Mendus (2013, pp. 230–233).
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Table 1  Percentage of circumcised males in each of the 237 countries and territories in the world (Mor‑
ris et al. 2016)
Country/territory

MC (%) Country/territory

MC (%) Country/territory

MC (%)

Afghanistan

99.8

Ghana

91.6

Oman

87.7

Albania

47.7

Gibraltar

6

Pakistan

96.4

Algeria

97.9

Greece

4.7

Palau

95

American Samoa

95

Greenland

0.1

Panama

0.95

Andorra

1.1

Grenada

0.3

Papua New Guinea

10.1

Angola

57.5

Guam

95

Paraguay

0.11

Anguilla

0.3

Guatemala

0.11

Peru

3.7

Antigua & Barbuda

0.6

Guernsey

0.1

Philippines

91.7

Argentina

2.9

Guinea

84.2

Pitcairn Islands

0

Armenia

0.1

Guinea-Bissau

93.3

Poland

0.11

Aruba

0.46

Guyana

12

Portugal

0.61

Australia

26.6

Haiti

6.2

Puerto Rico

0.14

Austria

5.8

Holy See (Vatican)

0.1

Qatar

77.5

Azerbaijan

98.5

Honduras

0.1

Romania

0.34

Bahamas, The

0.2

Hong Kong

28

Russia

11.8

Bahrain

81.2

Hungary

0.78

Rwanda

13.3

Bangladesh

93.2

Iceland

0.1

Saint Barthelemy

0.1

Barbados

0.9

India

13.5

Saint Helena, Ascens

0.1

Belarus

0.32

Indonesia

92.5

Saint Kitts & Nevis

0.3
0.1

Belgium

22.6

Iran

99.7

Saint Lucia

Belize

0.1

Iraq

98.9

Saint Martin & Tristan 0.1

Benin

92.9

Ireland

0.93

Saint Pierre & Miquel

Bermuda

0.8

Isle of Man

0.2

Saint Vincent & Grena 1.7

0.2

Bhutan

1.0

Israel

91.7

Samoa

95

Bolivia

0.11

Italy

2.6

San Marino

0.1

Bosnia & Herzegovina

41.6

Jamaica

14

Sao Tome & Principe

0.1

Botswana

15.1

Japan

9

Saudi Arabia

97.1

Brazil

1.3

Jersey

0.1

Senegal

93.5

British Virgin Islands

1.2

Jordan

98.8

Serbia

3.71

Brunei

51.9

Kazakhstan

56.4

Seychelles

1.1

Bulgaria

13.4

Kenya

91.2

Sierra Leone

96.1

Burkin Faso

88.3

Kiribati

0.1

Singapore

14.9

Burma

3.5

Korea, North

0.1

Sint Maarten

0.06

Burundi

61.7

Korea, South

77.0

Slovakia

0.15

Cabo Verde

0.1

Kosovo Islands

91.7

Slovenia

8.5

Cambodia

3.5

Kuwait

86.4

Solomon Islands

95

Cameroon

94.0

Kyrgyzstan

91.9

Somalia

93.5

Canada

31.9

Laos

0.1

South Africa

44.7

Cayman Islands

0.2

Latvia

0.38

South Sudan

23.6

Central African Republic 63.0

Lebanon

59.7

Spain

6.6

Chad

Lesotho

52

Sri Lanka

8.5

73.5
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Table 1  (continued)
Country/territory

MC (%) Country/territory

MC (%) Country/territory

MC (%)

Chile

0.21

Liberia

97.7

Sudan

39.4

China

14.0

Libya

96.6

Suriname

15.9

Christmas Island

0.1

Liechtenstein

4.8

Svalbard

0.1

Cocos (Keeling)

95

Lithuania

0.2

Swaziland

8.2

Columbia

4.2

Luxembourg

2.4

Sweden

5.1

Comoros

99.4

Macau

0.1

Switzerland

5.9

Congo, Democrat Repub 97.2

Macedonia

33.9

Syria

92.8

Congo, Republic

Madagascar

94.7

Taiwan

8.3

70

Cook Islands

95

Malawi

21.6

Tajikistan

99

Costa Rica

0.15

Malaysia

61.4

Tanzania

72

Cote d’Ivoire

96.7

Maldives

98.4

Thailand

23.4

Croatia

1.3

Mali

86

Timor-Leste

6.4

Cuba

0.11

Malta

0.3

Togo

95.2

Curacao

0.07

Marshall Islands

0.1

Tokelau

95

Cyprus

22.7

Mauritania

99.2

Tonga

95

Czech Republic

0.14

Mauritius

16.6

Trinidad & Tobago

5.8

15.4

Denmark

5.3

Mexico

Djibouti

96.5

Micronesia, Fed States 0.1

Tunisia

99.8

Turkey

98.6

Dominica

0.2

Moldova

0.5

Turkmenistan

93.4

Dominican Republic

13.7

Monaco

0.5

Turks & Caicos Is

0.1

Ecuador

0.11

Mongolia

4.4

Tuvalu

95

Egypt

94.7

Montenegro

18.5

Uganda

26.7

El Salvador

0.11

Montserrat

0.1

Ukraine

2.3

Equatorial Guinea

87

Morocco

99.9

United Arab Emirates

76

Eritrea

97.2

Mozambique

47.4

United Kingdom

20.7

Estonia

0.25

Namibia

25.5

United States

71.2

Ethiopia

92.2

Nauru

95

Uruguay

0.62

Falkland Islands

0.1

Nepal

4.2

Uzbekistan

96.5

Faroe Islands

0.1

Netherlands

5.7

Vanuatu

95

Fiji

55

New Caledonia

50

Venezuela

0.33

Finland

0.82

New Zealand

33.0

Vietnam

0.2

France

14

Nicaragua

0.1

Virgin Islands

0.55

French Polynesia

78

Niger

95.5

Wallis & Futuna

0.1

Gabon

99.2

Nigeria

98.9

West Bank

99.9

Gambia, The

94.5

Niue

95

Western Sahara

99.6

Gaza Strip

99.9

Norfolk Island

0.1

Yemen

99.0

Georgia

10. 6

Northern Mariana Is

90

Zambia

12.8

Germany

10.9

Norway

3.0

Zimbabwe

9.2
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We need to recognize that male circumcision is deeply rooted in tradition.
Finding a compromise over ideological and identity issues is most challenging.
The communities that adopted the practice see male circumcision as a significant
component of their identity. These communities have legitimate, strong histori‑
cal claims for autonomy. Some liberals may claim that male circumcision is not
morally justified. But we do not have legitimate grounds to enforce our morality
upon the group because significant bodily damage is rarely inflicted upon those
who are circumcised, because no straightforward coercion is employed against
parents who refuse to circumcise their boys, and because of the historical claims
for cultural autonomy that the said groups possess. The case would be different if
evidence showed that families were to feel that they were being coerced to follow
a certain conception of the good and were not allowed to leave their community.
That is, the case would be different if these families were subject to designated
coercion. Designated coercion is aimed at a certain individual who rebels against
the discriminatory norm. This type of coercion is not aimed at convincing the
entire cultural group of an irrefutable truth; instead it is a focused pressure on
certain targeted individuals who seem to go astray from their community (CohenAlmagor 2006).
Evidence suggests that children should be circumcised in the early days or
weeks of life, when the circumcision is safest, and unlikely to leave any trauma on
the young infant (El Bcheraoui et al. 2014). While the issue of consent is impor‑
tant, on this particular matter of male circumcision there are weighty countervail‑
ing considerations that compellingly convince to perform circumcision in infancy.
The health benefits include better hygiene; protection against urinary tract infec‑
tion; eliminating the risk of balanitis and phimosis in childhood and after puberty
which impedes micturition and results in difficult and painful erections in adoles‑
cence and adulthood as well as reduced likelihood of penile inflammation, HIV,
genital herpes and other sexually transmitted infections (STIs) (Cooper et al.
2010, pp. 318–319; Morris et al. 2017a, b). In the future female sexual partners
of males, infant circumcision means they too will be at reduced risk of STIs and
cervical cancer. Furthermore, the infant is less mobile and, therefore, it is easier
to preform anaesthesia; the procedure is simpler; healing is quicker; the cosmetic
outcome is superior; cost-effectiveness is high, as is acceptability of the proce‑
dure. Moreover, psychological consequences for circumcision performed later in
childhood are avoided as well as absence from work or school (Morris et al. 2012,
p. 20).
Thus, circumcision is commonly decided by parents. The British Medical
Association (2004) is supportive of allowing parents to make choices for their
children, and believes that “neither society nor doctors should interfere unjustifi‑
ably in the relationship between parents and their children”. At the same time,
parental judgment should consider the child’s best interests. While the liberal
state has an obligation to protect vulnerable third parties, I am not confident that
less harm will be caused by prohibiting male circumcision than by permitting it.
Given the importance of the practice, making it illegal would only drive it under‑
ground. Orthodox (and also not-so-Orthodox) Muslims and Jews will continue to
practice male circumcision as it is an integral and essential part of their religion
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and tradition. Furthermore, driving the practice underground will increase the
overall harms to children. The circumcisers might be unprofessional and are
likely to be operating in poor conditions, detrimental to the child’s health. And
if penalties against parents will be imposed in the form of fines, losing parental
custody or imprisonment, the welfare of the child will be negatively impinged.
The state should have as little say as possible in personal matters. At least some
of the critiques of male circumcision raise doubts. I do not think that circumcision
is psychologically damaging and oppressive tradition designed to subjugate the
individual and his sexuality (Boyleet al. 2002). While physical pain is inflicted on
male babies, it is unlikely that they will remember the circumcision in the long run.
Granted that babies should receive adequate pain-relief medication during the pro‑
cedure and for the days ahead. As it takes approximately a week for the wound to
heal, parents should be advised to ensure minimal contact with the wound as this
may cause pain, including when it comes into contact with the baby’s urine. Parents
should be alert to alleviate the pain as much as they possibly can by attending to the
baby’s needs swiftly. As for psychological pain, the event is arguably more traumatic
to the parents and other family members than to the infants.16 Yet, as the example of
Judith and Joel Cohen that opened this paper shows, not all adults need to be present
during the circumcision.
Parents should be free to opt out and decide not to circumcise their children. In
non-orthodox Jewish communities, some parents opt out without been subject to
penalties. Parents should also be free to decide that circumcision will be performed
by special physicians in a medical setting and with various forms of anaesthesia.
Weighing the pros and cons of intervention, it is argued that barring the practice will
do very little good, outweighed by the harm caused by state interference.
Male circumcision should be performed with local anaesthesia. Subjects of the
rituals should not suffer needlessly when analgesics are available. In this context,
the KNMG’s position paper (2010, p. 4) emphasized that circumcision is a surgical
procedure and, therefore, it should be performed only by qualified healthcare profes‑
sionals who follow all applicable scientific guidelines. This entails, inter alia, that
“circumcisions can only be carried out under local or general anaesthetic, after thor‑
ough and precise advice and information has been given to the child’s parents”. The
KNMG (2010) emphasized that this practice is not medically necessary and car‑
ries a risk of complications. This means that “extra-stringent requirements must be
established with regard to this type of information and advice”.
The KNMG recommended (1) local anaesthesia (2) performed by a qualified
healthcare professional. As for the first recommendation, it has been argued that cir‑
cumcision of neonates and children without suitable anaesthesia is unacceptable and
is of great moral concern (Benatar and Benatar 2003, p. 43; Paix and Peterson 2012;
Svoboda 2013a, b). Local or regional anaesthesia for neonatal circumcision requires
a certain skill in anaesthesia to monitor the infant and intervene if the anaesthe‑
sia is inadequate. Anaesthesia with lignocaine-prilocaine cream is insufficient
16

Some speculate that circumcision may lead to persistent traumatic consequences for the infants.
See Merkel and Putzke (2013, pp. 444–449), Boyle (2015, pp. 22–38). See also Taddio et al. (1997, pp.
599–603).
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while injected anaesthesia is painful due to the injection but it is comprehensive
(Paix and Peterson 2012). WHO (2009; April 2010a, b, p. 11) recommends local
anaesthesia with dorsal penile nerve block (DPNB). WHO holds that circumcision
with EMLA (eutectic mixture of local anaesthetics) 5% cream is safe and provides
effective anaesthesia when applied correctly but not as effective as DPNB.17 Other
studies suggest that newborns circumcised with the dorsal block and subcutaneous
ring block in combination with the concentrated oral sucrose had the lowest pain
scores. This combination is said to be the most effective anaesthetic and, therefore,
the preferred option (Razmus et al. 2004; Sharara-Chami et al. 2017; Lander et al.
1997). However, this view is contested.
In his comments on a draft of this paper, Avraham Steinberg writes that the state
should not intervene in a religious process as long as there is no damage to the
babies. In his view, the main reason that the issue has arisen in recent years is the
execution of a circumcision in hospitals by young and inexperienced interns. Con‑
sequently, there were complaints about continuous pain and suffering. In contrast,
halachic circumcision performed by skilled circumcisers (mohalim) takes a very
short time, and the degree of pain does not require anaesthesia by injection. The
injections are painful in themselves. Steinberg thinks that if the state would insist on
anaesthesia by injection, the result would be pirated circumcisions as many parents
would opt to still approach the traditional mohalim. Also, the circumcision costs will
skyrocket. The State of Israel will not fund the practice for the entire population.
Moreover, the cumulative experience in Israel shows that in comparison to circum‑
cisions conducted by physicians in other countries, no differences were found in the
number of complications18; thus, there is no real benefit to performing the circumci‑
sion only by physicians.
Professor Leonid Eidelman, Chair of Anaesthesia in Rabin Medical Center in
Israel, former President of the World Medical Association and Past President of
Israel Medical Association agrees that penal block is not preferable to non-inva‑
sive anaesthesia. Like Steinberg, Eidelman explains that the injection itself hurt. It
requires skill and might be dangerous to the baby if not done properly. There were
cases where the injection was too deep, in the wrong place and/or with excessive
dose. In Eidelman’s view, the best way to perform male circumcision is to apply the
EMLA ointment a few hours prior the procedure, apply it again during the proce‑
dure while giving the baby sugar to suck which relaxes the baby and mitigates the
pain. After the operation, the baby should be given some pain relief, love and atten‑
tion. Eidelman testified that when he circumcised his grandson he called a physi‑
cian to perform the operation, and while the physician was qualified to use invasive
forms of anaesthesia, Eidelman asked him to resort to the above method.19
Concurrently, Dr Nisar Mir argues that there is not one method that is clearly
preferable to another. Dr Mir, who is a retired consultant paediatrician/neonatologist,

17

See also Rosen (2010), p. 31.
Personal communication (14 June 2019). See also Steinberg (2001, 2007), Reichman and Rosner
(2000).
19
Professor Leonid Eidelman, personal communication (16 August 2020).
18
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Assistant Coroner in Cheshire, the United Kingdom, and formerly Professor and
Head Department of Paediatrics King Saud University College of Medicine, said
that there is no need for injection. Dr Mir explains that in the first month of life, the
infants are at a higher risk of surgery and anaesthesia-related adverse events when
compared with older children. Analgesia and anaesthesia for neonates require a
good knowledge of neonatal and transitional physiology combined with skills in air‑
way maintenance, vascular access and prompt management of unexpected adverse
events or complications. A blood loss of about 25 ml in a 3 kg baby is equivalent to
a loss of nearly 10% of the infant’s total blood volume and sepsis-related mortality
is threefold higher in neonates on account of immature host defence mechanisms.20
Both Mir and Eidelman argue that inhalation anaesthesia is very effective. Decision
Support in Medicine similarly holds that for infants and small children, mask induc‑
tion with oxygen/nitrous oxide/sevoflurane is preferred (Decision Support in Medi‑
cine 2017).
As for the second KNMG recommendation that male circumcision should be per‑
formed by a qualified healthcare professional, this recommendation will face objec‑
tions and criticisms. As mentioned above, in quite a few parts of the world, including
Israel, the procedure is performed in the main by circumcisers who are not medi‑
cally trained. According to Dr Mir, in the British National Health Services (NHS)
there are not many physicians who perform circumcision.21 Insisting on regional
anaesthesia by injection would exclude mohalim as they do not have the required
knowledge and skill. In Dr Mir’s opinion, the circumciser need not necessarily be a
physician. Experience matters no less than credentials. A circumciser who performs
the procedure a few times a day is more qualified than a physician who does it once
a year. However, the circumciser needs to have a formal training and accreditation
for performing the procedure and there needs to be system of audit and monitoring
of the practice to ensure that all agreed safety standards are followed.22 According to
Rabbi Professor Avraham Steinberg, Jewish Law (Halacha) proscribes full anaesthe‑
sia and permits local anaesthesia provided that it is not injected.23 Steinberg explains
that Halacha objects to anaesthesia by injection because this procedure carries
unnecessary risks, is painful no less than the circumcision, and prevents mohalim
from conducting the ceremony as they have been doing for the past 3000 years.24
In Israel, circumcision is not considered a surgical procedure, but a religious
act.25 Circumcisers are not under the responsibility of the Ministry of Health
although they are performing surgical procedure. The vast majority of circumcisers
are mohalim who learn their profession from former circumcisers, sometimes from

20

Dr Nisar Mir, personal conversation (17 August 2020). See also Ratiuddin et al. (1994).
Dr Nisar Mir, personal conversation (17 August 2020).
22
Dr Nisar Mir, personal conversation (17 August 2020).
23
Personal communication (10 January 2019).
24
Personal communication (29 November 2019).
25
In his comments on a draft of this paper, Professor Leonid Eidelman qualified by saying that hun‑
dreds, maybe thousands of circumcisions were performed in adults and children of different age in Israel
after 1990 as surgical procedures in operating rooms. Eidelman referred to the great immigration wave
from Russia to Israel.
21
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their fathers. They need not learn medicine and they are regulated and monitored by
a designated inter-ministerial committee, where the Ministry of Health has a rep‑
resentative, under the responsibility of the Chief Rabbinate which administers reli‑
gious matters. Only a third of male circumcisions is performed by physicians under
anaesthesia (Achituv 2012).26 Some of these physicians are also registered mohalim.
Some are not. Steinberg advised that if the physician is not a registered mohel, the
religious decree (mitzvah) of circumcision is not fulfilled.27
To address this delicate dilemma, a reasonable balancing act is required that
would make the procedure safe and as pain-free as possible for the babies, and
would not offend religious sentiments. The following proposal seeks to find a middle
ground between tradition and protecting the rights of the child:
• Both parents should be involved and give consent for non-therapeutic circumci‑

sion. Parents are free to opt out and may decide not to circumcise their children.

• It is recommended to perform circumcision at a very young age. This is for

the reasons stipulated by Maimonides (see supra) but also for medical rea‑
sons. Circumcision beyond infancy is riskier as the procedure is more complex,
takes more time and the likelihood of complications is higher. A comprehen‑
sive study showed that the incidences of probable adverse events were approxi‑
mately 20-fold and tenfold greater for males circumcised at age 1 to 9 years and
at 10 years or older, respectively, compared with boys circumcised at an age
younger than 1 year (El Bcheraoui et al. 2014).28 If circumcision is conducted
at the adulthood stage of the boy’s life, he should be involved in the decisionmaking process and have the ability to refuse undergoing the procedure if he so
wishes.
• Male circumcision should be performed by someone who is fully qualified, who
is familiar with the procedure and who can sort out potential complications.
• Male circumcision has been performed in Judaism for many generations. Tra‑
ditional, Orthodox and Ultra-Orthodox Jews will find it difficult to accept the
transfer of responsibility solely to physicians. Therefore, in the spirit of com‑
promise, professional circumcisers, mohalim, could also practice the ritual. They
should be fully trained and qualified to relieve human suffering. The State should
administer and licence the procedure, ensuring that only people with the right
qualifications could perform circumcision.
• Some physicians may refuse to perform non-therapeutic circumcisions for rea‑
sons of conscience. Conscientious objection is certainly a reasonable and valid
ground for physicians to opt out (British Medical Association 2004).

26
Professor Steinberg doubts that these data are correct. Personal communication (14 June 2019). Stein‑
berg argues that only 40 of the 400 mohalim who were registered are physicians (personal communica‑
tion, 29 November 2019). An updated list of mohalim is available at https://www.gov.il/he/departments/
general/mohalim_list (Hebrew).
27
Personal communication (10 January 2019).
28
For critical view, see Frisch and Earp (2018).
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• Before the procedure, the circumciser should ensure that the baby is healthy, of

•
•

•
•

•

•

29

good size, has no medical concerns, and that there are no defects in the penal
structure. The circumciser needs to ensure that the baby is fit for surgery (WHO
2009; Lenhart et al. 1997).
Professional circumcisers should discuss the potential harms and benefits of cir‑
cumcision with the parents or legal guardians.
The procedure should be done in the appropriate hygienic setting, with appropri‑
ate clean, antiseptic instruments, preferably in a medical centre or near such a
medical facility to which it would be possible to rush the baby in case of com‑
plications. Some babies have low threshold of pain. Their blood pressure might
drop as a result. Bleeding and seizures are also among the possible complica‑
tions. Therefore, it is useful to have nearby qualified medical professionals who
know what to do in the minority of cases, where there are complications.
The circumciser should enquire about known intolerance to anaesthesia or medi‑
cation in the close family.
The procedure should be conducted with local anaesthesia. If performed by a
qualified physician, ring block (or inhalation anaesthesia) combined with oral
sucrose and EMLA cream is required. If performed by a qualified circumciser,
non-invasive local anaesthesia and oral sucrose are required.
I have mentioned that according to some studies the combination of dorsal
block, subcutaneous ring block and concentrated oral sucrose had the lowest
pain scores and is therefore perceived to be the most effective anaesthetic for
male circumcision. Some countries may consider training circumcisers to per‑
form this procedure. According to this proposal, mohalim will not be required to
study for a medical degree with specialization in anaesthesia. Instead, they will
be required to participate in a designated course on anaesthesia for male circum‑
cision. Such a course will be much shorter compared to studying for a medical
degree. It will still require hundred hours of training, and that 20–30 procedures
should be done under direct supervision. The training should encompass some
neuroanatomy and physiology, anatomy and physiology of the male reproductive
tract, pharmacology of anaesthetic agents and agents for treating complications.
The medicine involved should include circumcision, local anaesthesia and their
complications, as well as how to address these complications. Each country will
specify the knowledge and skills that training should achieve in order to receive
an official accreditation. Each national medical association will ensure that only
people with the right qualifications will be able to perform male circumcision
with this elaborate and skilful form of anaesthesia. The length of training might
vary from nation to nation depending on the risk-averseness of government and
other political considerations.
After the procedure, adequate pain control such as Paracetamol in a proper dose
is required.29

Professor Eidelman noted that it is easy to overdose.
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• Auditing is required. Circumcisers should report all cases of male circumcision

that they perform. Mechanisms of quality control should be in place to monitor
the number of explained complications.
• Parents, religious authorities, medical professionals, human rights activists and
other stakeholders should engage in a constructive debate in the spirit of delib‑
erative democracy about the pros and cons, benefits and risks of circumcision.

Conclusion
The purpose of the discussion was to suggest that male circumcision should be con‑
ducted in a humane fashion, making it as pain-free to its subjects as it is possible.
Balancing between group rights and the rights of the child, it is essential to avoid
unnecessary suffering. In this context, let me acknowledge, and reject the view that
argues for intentional affliction of suffering on the child, wishing the baby to suffer.
Some rabbinical authorities argue that circumcision requires some amount of pain
while others contest this assertion. R. Meir Arik, known by his pseudonym Imrei
Yosher, argued that pain is an integral part of the circumcision. Abraham endured
pain to increase his reward and he set a precedent. Because Abraham suffered pain
so we should not introduce any mitigating innovations to negate this aspect of cir‑
cumcision (Reichman and Rosner 2000, p. 13). The majority of halachic authorities,
however, disagree with Rabbi Arik and hold that pain is not a necessary requirement
of circumcision (Reichman and Rosner 2000, p. 13).30 After all, Abraham was an
adult and gave his consent. The issue remains contested and here religious belief
comes into conflict with the rights of the child as well as the rights of the parents.
Article 37 of the Convention on the Rights of the Child (1990) holds: “No child
shall be subjected to torture or other cruel, inhuman or degrading treatment or pun‑
ishment”. Acknowledging the importance of non-therapeutic circumcision as a reli‑
gious and cultural rite does not entail that we are required to concede to torture. It is
one of the liberal state’s obligations to protect the best interests of vulnerable third
parties.
I hope my proposal will lead to an open debate with the communities, where the
need for adequate analgesia is explained, and the rights of the child are safeguarded.
An open discussion, conducted in civility and with mutual respect, would promote
understanding of cultural needs while protecting the rights of all in aiming to secure
a just and reasonable multicultural society.
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