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Circumcision: A Safe and Adequate Technique
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ABSTRACT. Circumcision is a routine procedure in our community for all
males for a religious purpose. The majority are donein the neonatal period.
For the first timein Saudi literaturewe establishedin our hospital a criteriafor
adequate circumcision and recommended guidelinesto achieve these criteria
whichprovedto be effectivein performing satisfactory circumcision. We mod-
ified the techniqueto achievefurtherease in adjustingthe appropriatepreputal
level of cut without fear in injuringthe glans penis, which we found to be of
concern to thejunior practitioner, paticularly in babiesin the lower range of
normal penile length. This modification was applied to the circumcision of
| 188 maleinfantscircumcisedover a periodof four yearsaimingat a safe, ad-
equate, and easily applicable procedure even for junior staff to do with basic
availableinstruments.
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Introduction

Circumcision is one of the oldest surgical procedures known in medical tiistory as early
as more than 6,000 years. It was reported that Prophet Abraham performed it for him-
self; it was also seen in the drawings in ancient Egyptian temples and recognized in

their mummieql-3).

Al-Zahrawi, a known muslim physician in the 3rd century A.H., was the first to de-
scribe the procedure by the dissection technique and pointed out its complications and
how to handle themN.4. Varioustechniques are used in circumcision including the dis-
section method, which is the oldest and still in practice. Other techniques are utilizing
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the straight forceps or circumferential clamps (gomco and plastibil). None of these de-
scribed techniques are without complications, but each technique carries its advantages
and disadvantages'<''. The criteria for adequacy are to have clearly uncovered glans
with an adequately covered penile shaft and a healed paracoronal wound. The guide-
lines to achieve this using a straight forceps, which we described previously, was of sat-
isfactory outcome' 01, However, some colleagues were concerned about the possibility
of injuring the glans penis. This fear leads to reluctancy of our junior staff to cut the
foreskin at its optimal level which results in inadequate circumcision. To avoid major,
but rare, complications, slight modifications were recommended and were applied on
I, 188 male babies.

In the present study the main objective is to present this modification and to re-
confirm the efficacy of our guideline in performing an adequate and safe circumcision.

Materials and Methods

I, 188 infants were circumcised by the following technique under local anaesthesia as
an outpatient procedure. Sixty-five (65) babies were between one and three months of
age, the rest (1,123 babies) were below one month. Ninety-one percent (91000) of them
were within the first week of life. The procedures were done after comfortably re-
straining the baby on the special circumcision board and under complete aseptic condi-
tions as follows:

Step 1. Injection of of 0.5 ml xylocaine 1% (w/v) plain (penile dorsal nerve block,
Kirya technique)! 13 with circumferential infiltration of another 0.5 ml at the base of the
penis. No marking of the optimal level of the cut to be made at this stage. Step 2: Five
minutes later, gentle separation of the prepuce from the glans until the corona, with
cleaning of retained smegma. Step 3: Application of two mosquito forceps to the ven-
tral and dorsal midline, pulling the prepuce forward and sliding the glans with the left
index and thumb backward before applying the bone cutting forceps. Then the foreskin
cut flushed on the bone cutting forceps. This will remove a small piece of foreskin sep-
arating the outer skin of the prepuce from the inner mucosal layer. Step 4: The prepuce
then turned back to the corona and three mosquito forceps then applied to the inner
layer of the foreskin (‘adorsal and two on either side of the ventral midline). This layer
is the cut between these three forceps, leaving an inner layer rim of 2-3 mm for the co-
rona. Step 5: After marking the appropriate level of cut, the glans can be slided prox-
imally in the sleeve of penile skin leaving the extra foreskin to be excised to the marked
level without any risk of injury to the glans, leaving adequate skin to cover the penile
shaft. This is the main difference from our technique previously reported (Figs. 1). Step
6: Haemostasis maintained using diathermy coagulation precisely for -the bleeding
points and interrupted circumferential sutures then applied to close the incision edges
(two midline and two on either side). The wound is then dressed with sofratule, dry
gauze, and adhesive plaster with minimal pressure. The parents are instructed to remove
the dressing 24 hours later after saline soaking, saline wash every time the nappy has to
bechanged for three days, and to come for review after one week.
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FIG. I. PlateA: Preoperative view.

Plate B:  Mark level of the first cut of the small rim of the prepuce to facilitate the separation of the

top layers of the prepuce.

Plate C:  The marking of the second cut at the appropriate level with easily pushed back glans after

separation of the two layers of the prepuce.

Plate D:  The shaft of the penis covered adequately.

Plate E::  Final appearance showing the satisfactory circumcision with uncovered glans penis and

adequately covered shaft.
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Results

On evaluating our technique, we noticed the following: 1) Ten babies cried on ap-
plying the clamps and were irritable; 2) Bleeding was noticed in one case only. This pre-
sented three hours after the procedure. There was oozing from the cut margin and no ac-
tive bleeding was identified. The bleeding stopped after the change of dressing and an
application of tincture benzoin. Coagulation study of this child was within normal
range; and 3) At follow-up one week later, only 825 babies (69.4%) attended; the rest
(30.6%) failed to attend postoperative follow-up. Of those who attended, 15 babies
(1.8%) developed fibrinous glanuloperpetual adhesions which were released by a blunt
probe in the clinic. The rest had acceptable cosmetic results according to our criteria.
No other complications were seen and no re-circumcision had to be done during the
present study.

Discussion

Circumcision is a routine procedure for males in the muslim community and in our
community it is done early in the neonatal period. Despite the fact it is practiced since
Father Abraham 6000 years ago[l-4|- The majority of them are preventable but still be-
ing reported in our community and worldwide regardless of the techniques used, prob-
ably as aresult of underestimating it as a minor procedure]5-151. One of these is reported
where we find unsatisfactory results in 54.9% of the screened group including cases
were performed by the medical professionals. Inspite of the satisfactory results which
we achieved by applying our guidelines we continue to evaluate these guidelines in trial
to improve them so we introduce the modification which was based on freeing the two
layers of the prepuce by trimming a rim of the distal prepuce to free the glans and the
penile shaft from the penile skin. This separation makes it easy and safe to cut the pre-
puce at the desired level with the glans slide back in the sleeve of penile skin. Addi-
tionally, this separation makes it more accurate to establish the required skin necessary
to cover the stretched penile shaft which is an important step to prevent the under- or
overestimation of the level of cut that might necessitate re-circumcision or correction or
the shortage of skin by skin grafting, respectively.

The present study is a continuation of our experience which reconfirmed to us the ef-
ficacy of our guidelines in performing a satisfactory circumcision by the satisfactory re-
sults obtained in 99.8% and 99.7% inour previoug O] and present studies, respectively.
Al-Bar, in his published book of circumcision, stresses the importance of the guidelines
which we recommended[16l.

In the present study, the 15 cases (1.8%) of the glanulopreputal adhesions, which was
seen in the babies who attended their follow-up visits, indicate the importance of the
post-circumcision follow-up totreat this preventable complication which can be man-
aged easily at the fibrinous adhesive stage rather that to be managed when it has be-
come established fibrous, adhesions requiring surgical release under general anaesthesia.

In conclusion, this study reconfirmed the validity of the guidelines which we sug-
gested previoudly'10] in producing a satisfactory circumcision. At the same time, the
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presented modification makes the practice of circumcision by using the straight clamp
safer and easier, particularly to the junior doctors.
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