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Abstract 

According to Brian Morris (2013), “Science supports infant circumcision” 
and “so should skeptics.” It would be more accurate to say that ‘Brian 
Morris supports infant circumcision,’ and that skeptics can think for 
themselves. In this paper, we critically assess the arguments and evidence 
presented by Morris in his recent article, and draw some general lessons for 
the ongoing debate about the science and ethics of infant male circumcision.  
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Introduction 

According to Brian Morris (2013), “Science supports infant circumcision” and “so should 

skeptics.”1 It would be more accurate to say that ‘Brian Morris supports infant circumcision,’ and 

that skeptics can think for themselves. In this paper, we critically assess the arguments and 

evidence presented by Morris in his recent article, and draw some general lessons for the 

ongoing debate about the science and ethics of infant male circumcision.  

Brian Morris and the case against the foreskin 

For over a decade, Professor Brian Morris of the University of Sydney has been waging a 

quixotic campaign against the foreskin.2 ,3,4,5,6 Although he has “no involvement in clinical 

medicine,”7 and “cannot claim any more expertise on the topic of male circumcision than any 

other scientist,”8 Morris has nevertheless sought to demonize the humble prepuce. So dangerous, 

according to Morris, is this particular part of the normal male anatomy—in terms of both 

personal and public health—that it should be routinely removed from children’s bodies before 

they can form their own opinion.9 

The first major articulation of these views can be found in Morris’s 1999 trade book, In Favour 

of Circumcision.8 Just as in his piece for The Skeptic – to which we are currently responding – in 

this work, Morris draws almost exclusively on the highest possible extremes of available 

morbidity statistics, and describes them “in their grimmest possible light.”2 According to 

Professor Basil Donovan, a leading sexual health researcher, the book was so “unbalanced” in 

this respect, and even “dangerous” in its misleading assertions, that it provided “sufficient 

grounds for the publishers to withdraw [it].”2 Also of note is a series of pamphlets written by 

Morris,3,4 published in 2006 and 2007 with the controversial circumcision advocacy group, The 

Gilgal Society.5 These pamphlets, designed to convince expecting parents to circumcise, openly 

extol the virtues of foreskin-removal while trivializing drawbacks and risks. Circumcision should 

be “made compulsory,”6 according to Morris, and “any parent not wanting their child 

circumcised really needs a good talking to.”6 

Needless to say, these views fall outside the mainstream.2 Even physicians who contend that 

infant circumcision could be permissible if agreed to by the parents—a perspective which is 

itself the subject of ongoing bioethical dispute10—have issued public statements condemning 

Morris for his much more extreme and unsubstantiated conclusions.  
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For example, in response to another recent publication11 (in which Morris argues that the benefits 

of circumcision outweigh the risks by a factor of 100 to 1, and that the procedure should be 

considered analogous to childhood vaccination), the paediatrician and vocal proponent of 

(actual) childhood vaccination, Dr. Russell Saunders, wrote:  

“Having reviewed Dr. Morris’s study, I find his statements about the benefits of circumcision … 

overblown, and the comparison with vaccination … frankly preposterous.” 12 Professor Kevin 

Pringle, Chair of Obstetrics and Gynecology at the University of Otago, described as 

“worrisome” the “complete lack of any attempt [by Morris] to accurately document the risk of … 

complications of circumcision” and similarly denounced the vaccine analogy as “absurd.”13  

For our part, we shall argue that Morris’s broader claim is flawed and misleading: ‘Science’ can 

neither ‘support’ nor ‘oppose’ infant circumcision. Nor can it take any normative position, on 

any subject, all by itself. In the best-case scenario, science could potentially tell us whether 

circumcised men (compared to genitally intact men) were more or less prone to certain 

pathological conditions … but the scenario is not best-case. Instead, the existing medical data on 

circumcision are so contested and inconsistent that we are nowhere close to seeing a scientific 

consensus on these questions;14 and even if we were, we would still have to think through the 

ethics involved. ‘Science’—alone—cannot save us the effort.  

The ethics of infant male circumcision 

The underlying ethical issue is this. Is it permissible to cut off a substantial part of a child’s 

genitals—up to 50% of the motile skin system of the penis,15 or dozens of square centimeters16,17 

of touch-sensitive18 tissue in the adult organ—in the absence of disease or deformity, in the 

absence of medical necessity, and in the absence of informed consent?19  

Morris’s argument seems to be as follows. Since this normal, healthy tissue might one day fall 

prey to some disease, we should remove it as early as possible, i.e., in infancy, when the surgery 

is claimed to have fewer complications. But there are problems with this view: (1) the diseases in 

question are mostly rare,20 particularly in developed nations; (2) they are almost entirely 

avoidable by making appropriate behavioural choices;19 and (3) they are otherwise treatable, in 

most cases, by non-surgical means that do not require the removal of any tissue (and thus 

preserve maximum functionality).21,22  
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For a point of comparison, we would not ordinarily try to prevent cold sores (for example) by 

cutting off children’s lips, nor to ward off tooth decay by pulling out their teeth. Consider also 

the case of breast cancer. Little girls are not at risk of breast cancer, but one day they might 

become afflicted: even so, no one would suggest that we remove their mammary buds in infancy 

as a way of reducing this future risk. The girl herself might have a different preference 

concerning her own body, and we consider it her choice to make. 

Of course, breasts, lips, and teeth might be seen as less ‘expendable’ than the lowly foreskin. 

That is a subjective value judgment, and it is one that people are free to make—at least when it 

comes to their own bodies. But if a man has been circumcised in infancy, he might not know 

very much about the foreskin (including its anatomy and functions),23 making it easier for him 

discount its value. On the other hand, if man has retained his foreskin (as most men around the 

world have, including most men in developed nations) then it is unlikely he will want to give it 

up. 

The situation is very different when it comes to children. In simplest terms, doctors should try to 

avoid removing tissue—especially normal, healthy, and functional tissue—from the ‘private 

parts’ of people who cannot consent.19 To do so is to expose the child to unnecessary surgical 

risk, to disregard the potential significance24 of the tissue to the person whose bodily integrity25 is 

at stake, and to ignore the existence of more conservative, more reliable, and more autonomy-

respecting means of achieving the same health ends.26 (When ‘the child’ happens to be a girl, of 

course, these points don’t even need to be raised.)  

The difference with vaccination, which is appropriately done prior to illness, is that it is both the 

safest and most effective, as well as least ethically problematic means of preventing the 

disease(s) in question. Many of these diseases are quite dangerous or even life-threatening in 

childhood, with a high risk of causing serious problems, as well as easily communicable to 

others. None of this can be said of infant circumcision (nor of the diseases whose risk it has been 

said to reduce).12,19, 27 More importantly, vaccination does not require the removal of a sensitive 

genital structure that many people come to appreciate. 

Urinary tract infections 
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To further understand why ‘science’ is only part of the picture, consider the example of urinary 

tract infections (UTIs). Since these are the only one of Morris’s list of potential maladies that are 

of even theoretical relevance to infants, 22 they are worth reviewing in some detail.  

Citing an article written by himself, Morris claims that “neonatal circumcision confers 10-fold 

protection against UTIs.” Although a recent Cochrane Review28 found no reliable evidence that 

infant circumcision does in fact protect against UTIs, let us go along with Morris for the 

moment. As Benatar and Benatar29 explain, it is not enough to establish “an increased risk of UTI 

among uncircumcised boys” because the actual “significance [i.e., clinical importance] of this 

risk needs to be assessed” in a proper context.  

The proper context is this: the “10-fold” difference in incidence of UTI is what one gets when 

one divides two very small percentages against each other: 0.15% (for circumcised boys) and 

1.5% (for intact boys). In both cases, rates are low. As the Benatars29 explain, this is the same 

thing as saying that “UTI does not occur in 99.85% of circumcised infant males and in 98.5% of 

un-circumcised infant boys.” In the rare event that some unlucky child does in fact become 

infected, UTIs are both “easily diagnosed and treatable, with low morbidity and mortality.”29  

So let us do some maths and a bit of ethics. According to one recent estimate, about 111 

circumcisions would have to be performed to prevent a single case of UTI.30 But a more 

conservative, humane, and effective course of treatment would be to prescribe oral antibiotics—

if and when an infection does occur. This is just what we do for girls, who get UTIs (after the age 

of 1) about 10 times more frequently than boys do,31 with no pre-emptive surgery recommended.  

The Canadian bioethicist Margaret Somerville has put it this way: “If we view a child’s foreskin 

as having a valid function, we are no more justified in amputating it than any other part of the 

child’s body unless the operation is medically required treatment and the least harmful way to 

provide that treatment.”32 In other words, if the actual chance of something ‘going wrong’ is 

relatively low (as it is for every one of the possible health problems cited by Morris),20 and if 

there are safer and more effective means of preventing and/or treating those problems that don’t 

involve performing surgery on a child, then the argument for infant circumcision falls apart. 

What does the science say? 
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Keeping these ethical points in mind, what exactly does ‘the science’ have to say? A few general 

points to begin with. First, ‘science’ is not sealed off from human concerns and foibles, and its 

literature is not a record of incontrovertible ‘facts.’33,34 As Marcus35 makes the point: “all science 

is provisional ... science is not just about conclusions, which are occasionally incorrect. It’s about 

a methodology for investigation, which includes, at its core, a relentless drive towards 

questioning that which came before.”  

Nor is science immune from human biases. Because the genitals are the site (and source) of so 

many taboos, heated emotions, and even religious rituals, it can be hard to separate ‘the science’ 

on circumcision from the contexts in which it is generated.36  

Consider the most recent policy statement on circumcision by the American Academy of 

Pediatrics (AAP)—much vaunted by Morris in his article. One of the authors of this statement,  

Dr. Andrew Freedman, revealed in an interview that he had previously circumcised his own son 

on his parents’ kitchen table. “But I did it for religious, not medical reasons,” Freedman reported. 

“I did it because I had 3,000 years of ancestors looking over my shoulder.”37  

In this example, we can see that both scientific and non-scientific factors may influence people’s 

attitudes toward circumcision—including people who are charged with setting policy. Indeed, as 

Muller has recently shown, based on a survey of more than 500 Canadian doctors, “Although 

most respondents stated that they based their decisions on medical evidence, the circumcision 

status of, especially, the male respondents played a huge role in whether they were in support of 

circumcisions or not. Another factor that had an influence was the circumcision status of the 

respondents’ sons.”38  

According to Dr. Freedman and his colleagues, “the health benefits of newborn male 

circumcision outweigh the risks.”39 That is a very definitive-sounding conclusion. But if one 

takes the time to read the technical report40 behind the new policy, one will find (on page 772) 

that “the true incidence of complications after newborn circumcision is unknown” and that “it is 

difficult, if not impossible, to adequately assess the total impact of complications,” given the 

poor quality of the existing evidence. As Garber remarks: “It is inconceivable that the AAP could 

have objectively concluded that the benefits of the procedure outweigh the risks when the ‘true 

incidence of complications’ isn’t known.”41 Instead, as the AAP stated in a later publication—
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after drawing considerable fire from paediatric and statistical experts22,42,43—their main 

conclusion was based on a “feeling.”44  

Finally, even if the risks of infant circumcision were in fact known with certainty, it would still 

fail to settle the issue. This is because the appropriate test for evaluating non-therapeutic 

surgeries such as circumcision is not benefit vs. “risk of surgical complications” but rather 

benefit vs. risk of harm. One relevant harm is simply the loss of healthy tissue (not to mention 

the loss of personal choice in the matter, if the surgery is performed before an age of consent). In 

Tortorella v. Castro,* for example, a California Appeals Court stated, “[I]t seems self-evident 

that unnecessary surgery is injurious and causes harm to a patient. Even if a surgery is executed 

flawlessly, if the surgery were unnecessary, the surgery in and of itself constitutes harm.”  

Accordingly, it is only by implicitly assigning a value of ‘zero’ to the penile prepuce (as well as 

to the notion of bodily autonomy) that the AAP could come to consider the—unknown—risk of 

“surgical complications” as being the only relevant drawback to infant circumcision. 

Other paediatric authorities 

Other paediatric authorities take a different view. But readers of Morris’s article could be 

forgiven for thinking that there were only two real statements of note here (and that both were in 

agreement): one by the AAP and one by an organization called the Circumcision Foundation of 

Australia. By contrast, here is the conclusion reached by 38 experts in child health and 

epidemiology from the UK, mainland Europe, and Canada in their public rebuke to the AAP in 

the journal Pediatrics: 

Only one of the arguments put forward by the American Academy of Pediatrics has some 
theoretical relevance in relation to infant male circumcision; namely, the possible 
protection against urinary tract infections in infant boys, which can easily be treated with 
antibiotics without tissue loss. The other claimed health benefits, including protection 
against HIV/AIDS, genital herpes, genital warts, and penile cancer, are questionable, 
weak, and likely to have little public health relevance in a Western context, and they do 
not represent compelling reasons for surgery before boys are old enough to decide for 
themselves.22 

 

Morris also failed to mention the statement by the Royal Dutch Medical Association (KNMG):  

                                                
* Tortorella v. Castro, 43 Cal. Rptr. 3d 853, 860 (Cal. Dist. Ct. App. 2006). � 
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The official viewpoint of KNMG and other related medical/scientific organisations is that 
non-therapeutic circumcision of male minors is a violation of children’s rights to 
autonomy and physical integrity. Contrary to popular belief, circumcision can cause 
complications – bleeding, infection, urethral stricture and panic attacks are particularly 
common. KNMG is therefore urging a strong policy of deterrence. KNMG is calling 
upon doctors to actively and insistently inform parents who are considering the procedure 
of the absence of medical benefits and the danger of complications.45 
 

The President of Germany’s Paediatric Society agrees: “There is no reason from a medical point 

of view to remove an intact foreskin from underage boys or boys unable to give consent. ... The 

statement from the AAP ... has been graded by almost all other paediatric societies and 

associations worldwide as being scientifically untenable.”46  

Thus, as a Fellow of the Royal Australian and New Zealand College of Obstetricians and 

Gynaecologists concluded—in another published critique—the AAP technical report is 

“epidemiologically incompetent and an embarrassment to the AAP.”43 

What is the Circumcision Foundation of Australia?  

It is surprising that Professor Morris would rest so much of his case on an “epidemiologically 

incompetent” analysis that has been dismissed by global authorities. But he did draw upon other 

sources as well. Specifically, Morris conflates—by using passive and ambiguous language—the 

findings of both the AAP and the Royal Australasian College of Physicians (RACP) with those 

of an obscure pro-circumcision organization called the ‘Circumcision Foundation of Australia’ 

(CFA).  

According to this organization, “by contrasting the degree of risk of complications with a tally of 

each of the benefits it was concluded that over their lifetime up to half of uncircumcised males 

will suffer a medical condition as a result of retaining their foreskin.”1 

That does sound like a cause for concern—assuming that the numbers are valid. But Morris 

leaves out some important information. For example, what counts as a ‘medical condition’? Is it 

something really serious, or can it refer to something trivial? If some of the conditions are 

serious, are they particularly common, or are they in fact quite rare? Is surgery required to 

address these ‘conditions,’ or could they be treated more conservatively? 

Morris doesn’t say. Of course, any part of the body might fall prey to some ‘condition’ (however 

that is defined) over the very long course of a lifetime. But one has to ask whether the foreskin is 
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actually special in this regard, and whether the preventative removal of body parts is the most 

sensible approach to resolving such issues. 

Let us take a look at one of the ‘conditions’ listed by the CFA. Along with such issues as urinary 

tract infections (which we have discussed) and penile cancer (which is so rare in Western 

countries that reliable statistics cannot be generated),47 the CFA refers to something called 

‘phimosis.’ Phimosis is the condition of having a tight foreskin. While it is true that surgically 

removing the foreskin will prevent its ever becoming too tight, ‘phimosis’ can also be treated 

with a topical cream and a little bit of gentle stretching.48 Why not mention alternative 

treatments? 

There are other troubling omissions as well. For example, Morris fails to state that the CFA is 

“not aligned with any medical body,”49 and is in fact a political lobbying group set up by 

Morris’s own associates. Members of the CFA, including its President, Dr. Terry Russell,50 and 

one of its board members, Dr. Anthony Dilley, derive personal incomes from performing 

circumcisions—in Dilley’s case, “up to 40 circumcisions per week”51—but declare no conflict of 

interest in their numerous publications. These include most notably their “evidence-based policy 

statement,”52 which was drafted by Morris himself.  

In addition, far from being endorsed by the Royal Australasian College of Physicians, the CFA’s 

statement was released in 2010 in direct opposition to that of the RACP, which had concluded 

that: “the frequency of diseases modifiable by circumcision, the level of protection offered by 

circumcision and the complication rates of circumcision do not warrant routine infant 

circumcision in Australia and New Zealand.”53 The RACP policy is still in force.  

How do we know what evidence to trust?  

Morris talks a lot about science, and says that a true “skeptic should take care to question ... 

claims and seek reliable evidence.”1 Yet how do we know what kind of evidence is reliable?54 As 

we have seen, different doctors, from different countries, faced with the very same evidence, 

draw different conclusions about what that evidence shows. One thing to be very skeptical about, 

then, is any argument that makes it seem like the evidence in favour of circumcision is somehow 

settled or uncontroversial. 

Another reason to be skeptical has to do with the problem of ‘publication bias.’ This is a bias 

against publishing studies that do not show a benefit of some intervention (in our case, 
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circumcision) due to the well-known tendency of academic journals to favor the publication of 

positive results.55 In other words, studies that do seem to show some benefit end up being over-

represented in the published literature—including many that turn out to be statistical flukes, or 

artifacts of bad design. In addition, Smith56 argues that the current system of scientific peer 

review is flawed, ineffective, and vulnerable to politicking and other forms of abuse; and 

Iaonnidis57 has famously shown that more than half of published research in the biomedical 

sciences may be false. So some caution is certainly in order. 

Sexually Transmitted Infections (STIs) 

With these points in mind, consider that Morris’s strongest argument for routine circumcision is 

that it may reduce the risk of some STIs. There are two problems here: (1) children are not at risk 

of STIs (unless they are molested), and (2) there is no clear evidence that circumcision does in 

fact substantially reduce the risk—at least not when compared against drawbacks and harms. For 

example, two recent studies out of New Zealand came to opposites conclusions on this question, 

based on similar data, collected from similar cities, in the same region of the country, in two 

cohort groups born only five years apart.  

Based on data from Christchurch, Fergusson58 claimed that circumcision could reduce the risk of 

common STIs by about 50%, so that routine neonatal circumcision offered substantial benefits. 

The study attracted immense publicity. It also attracted a barrage of criticism in the form of e-

letters to the journal, leading the author to admit that the result was anomalous: “the evidence as 

it stands … is not sufficiently compelling to advocate routine circumcision.”59  

The second study by Dickson,60 based on data from Dunedin, confirmed this revised opinion: up 

to 32 years of age, circumcision made no significant difference to the risk of STI acquisition. In 

fact, circumcised men were numerically more at risk, with 24.4 cases per 1000 person years, 

compared with 23.4 cases among the intact. “These findings are consistent with recent 

population-based cross-sectional studies in developed countries, which found that early 

childhood circumcision does not markedly reduce the risk [of] common STIs in the general 

population.”60 

Science and the need for skepticism 

The lesson here is that ‘science’ is not as simple as attaching a reference to an assertion in a 

paper. You have to dig a little deeper. What is the reference? What does it say? Who wrote the 
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paper? In what context? Are there any conflicts of interest? How reliable is the research that’s 

been carried out? What criticisms have been raised? By whom? What are their motivations? 

Have the authors replied? Did they make a good point? And so on.  

 

You can try this approach with Morris’s own article. Take out your copy of The Skeptic from 

Autumn 2013, and turn to the reference section on page 33. You will find that references 3, 5, 6, 

22, 23, 24, 25, 30, 31, 33, 39, and 50—that’s nearly a quarter of the whole list—are to Morris’s 

own polemics. Five of these (of which four are non-peer-reviewed letters to the editor) are 

attacks on research that found negative consequences for circumcision. Four are co-authored 

with the “internationally recognized circumcision activist”61 Jake Waskett. And not one of his 50 

citations is a reference to rebuttals of his criticisms that have been published by authors of the 

original research.  

 

Morris writes that “the gold standard of epidemiological evidence is the large randomized 

controlled trial [RCT],” repeating what is now a cliché. But Kaptchuk62 argues that these trials 

are more akin to a “golden calf” than a “gold standard” since they are not immune to various 

sources of bias. For example, scientists who have ‘a horse in race’ (such as large research grants 

based on previous findings) can unconsciously alter the design of RCTs so that they are more 

likely to show the desired effects. “Two such trials,” Morris continues, “found that ... 

circumcision had no adverse effect on sexual function, sensation and satisfaction.”  

 

This is an oversimplification. In fact, the evidence here, just as with the evidence for protection 

against STIs, is contradictory and inconclusive.63,64 For one thing, the trials Morris is referring to 

were carried out in Africa with consenting adult men—not infants. If anything, then, they tell us 

about the effects of adult circumcision, which is not something anyone objects to. Moreover, 

these adults (not infants) were asked about their desire, satisfaction, etc., on a series of makeshift 

4-point scales. The options were ‘none,’ ‘low,’ ‘medium,’ and ‘high,’ and the questions were 

asked up to 24 months after the surgery.  

 

But if circumcision has a desensitizing effect on the head of the penis, due to exposure to 

irritation from the environment,65 this might not be detectable after only 24 months. That is 

especially true if one considers how uninformative the questions were: what is a ‘medium’ 
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amount of sensitivity? In contrast, when an infant’s foreskin is removed, the unprotected head of 

the penis has to rub against clothing for well over a decade before sexual debut—which is a lot 

more time for potential problems to arise.  

 

Apart from this issue, there is a deeper concern, which is that sexual experiences are subjective 

and complex: they cannot be reduced to a simple questionnaire.66 As the authors of one of the 

‘RCT’ papers cited by Morris report: “The questionnaire [we used] focused on difficulties with 

sexual function and did not ascertain more subjective aspects of sexual satisfaction such as 

changes in time to ejaculation, subjective intensity of orgasm or the partner’s satisfaction with 

intercourse.”67 The authors of the other paper cited by Morris state: “This study has several 

limitations. We did not have direct observation of sexual function, partner reports, or physiologic 

or laboratory indicators of sexual dysfunction. [We also] did not use validated instruments.”68  

 

This last part is a serious problem. According to one sexual health epidemiologist who reviewed 

the instruments used in those studies (they were not published or made publicly available), the 

actual questions were so poorly designed that they could not have detected a difference in sexual 

outcomes, even if they existed.61 So not only is Morris relying on data that come from adult 

circumcision to make a point about infant circumcision (which is a category mistake),69 he is 

relying on data with major limitations of their own. Even the authors of the meta-analysis cited 

by Morris acknowledge this: “[our findings] should be evaluated in light of the low quality of the 

existing evidence and the significant heterogeneity across the various studies.”70 

 

Morris’s misleading citations 

 

On the other side of the coin, Morris contends that “research claiming circumcision harms sexual 

function and sensitivity have [sic] been discredited because of serious flaws.”1 Note that all four 

of the references he gives are to his own non-peer-reviewed letters to the editor, and that he 

makes no mention of author replies. This pattern of obfuscatory self-citation was recently noted 

by a prominent Danish researcher in the International Journal of Epidemiology:  

[As] in critical letters to the editor following other recent studies that failed to support 
their agenda, Morris et al. air a series of harsh criticisms against our study. As seen, 
however, the points raised are not well founded. It seems that the main purpose, as with 
prior letters, is to be able in future writings to refer to our study as an ‘outlier study’ or 
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one that has been ‘debunked’, ‘rejected by credible researchers’ or ‘shown wrong in 
subsequent proper statistical analysis.’ ... As these critics repeatedly refer to Morris’s pro-
circumcision manifesto as their source of knowledge, their objectivity must be 
questioned.61 

This researcher turned out to be prescient. His ‘discredited’ study is the target of Morris’s 

reference #24—with no mention of the author’s reply.  

Circumcision and sexual function – getting back to the ethics 
 

Morris claims that “women find sexual activity to be better with men who are circumcised” and 

cites a survey with a 55% response rate from 1988.71 But only 24 of the women surveyed had 

experienced sex with both circumcised and uncircumcised men, and so were actually in a 

position to compare. In addition, the study was carried out in Iowa in the American Midwest, 

where circumcision is a cultural norm and rates are the highest of anywhere in the developed 

world.72 So, 24 Iowan women from the 1980s show a statistically significant preference for a 

type of penis they’ve been raised to see as normal. This should not come as a surprise.  

But what about women in Europe, Latin America, China, India, Australia, New Zealand,73 

Canada, the Western United States, or anywhere else in the world where circumcision is rare or 

non-existent? Would Professor Morris be willing to share with us the results of surveys carried 

out in these locations?    

As Sara Johnsdotter has pointed out, there is no 1:1 relationship between degree of genital 

cutting and subjective sexual pleasure—for either the man or for his partner74—so circumcision 

will affect different couples differently.75 Catherine Hankins, who is a proponent of adult 

circumcision in sub-Saharan Africa, agrees: “any difference[s may arise] from how the woman 

responds, her preconceived ideas about male circumcision, and how she has been socialized.”76  

All the more reason, then, to allow the individual male to decide what to do with his own penis 

in the context of his actual adult social contexts and his own romantic relationships.  

Of course, any sensation in the foreskin itself is guaranteed to be eliminated by circumcision, as 

are any sexually-relevant functions associated with its manipulation. In other words, a man 

without a foreskin cannot ‘play’ with his foreskin, nor can he glide it back and forth during sex. 

That these can be pleasurable activities, with great subjective value to genitally intact men and 

their partners, is uncontroversial.24 To say that circumcision makes “no difference” (therefore) to 
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sexual function or satisfaction—even granting the findings cited by Morris—is to have an 

extremely impoverished definition of those terms.  

It is unlikely that the foreskin plays no role in sex. From an evolutionary perspective, form is 

related to function, and the ‘form’ of the male and female genitalia have evolved to ‘function’ 

together over millions of years.77 But even if the foreskin were somehow irrelevant to sexual 

experience, it would still make a difference to the appearance of the genitals—which many 

people prefer ‘uncut.’78 Since the matter is entirely subjective and personal, the individual male 

should be left to make his own decision.  

Circumcision and autism? 

Morris exhibits carelessness with his sources. For example, he cites a study79 showing a link 

between neonatally administered paracetamol (a common painkiller) and autism—in support of a 

convoluted argument about infant circumcision and UTIs. His reasoning goes something like 

this. Since UTIs in infancy are painful, and infant pain is often treated with paracetamol—now 

(apparently) linked to autism—circumcision should be performed in infancy in order to reduce 

the risk of getting UTIs. But circumcision itself is extremely painful, and is frequently treated 

with paracetamol,79 so this strategy is not likely to work.  

In fact, the authors of the ‘paracetamol’ study were aware of this. Instead of correlating 

paracetamol and autism directly, they used a proxy variable – something that they assumed 

would be related to paracetamol exposure, but would be easier to quantify in terms of data. 

Astonishingly, the proxy variable they settled on was … infant circumcision status. 

In other words, Morris chose to cite a study that found “a strong correlation between country-

level autism [prevalence] in males and a country’s circumcision rate”79—a nearly perfect 

correlation of r = 0.98—as evidence that circumcision should be performed in infancy as a way 

of preventing autism. But taken at face value, the study’s actual findings suggest the opposite. 

Hygiene  

Nowhere is Morris’s disdain for normal genitals more evident than in his peculiar remarks about 

hygiene. Citing no evidence, Morris surmises that “good hygiene” must be difficult for intact 

males, because boys with foreskins have to retract them first to clean properly. Since rolling back 

a foreskin takes a fraction of a second (and may even feel quite pleasurable to do)80 one wonders 
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what the problem is. “Many boys don’t or can’t retract their foreskin until well into their teens,” 

Morris explains, “mostly because they have phimosis.”  

Actually, as few as “0.6% of boys [are] affected by [pathological phimosis] by their 15th 

birthday” according to a study in the British Journal of Urology International.81 Phimosis is also 

easy to treat (as we have seen); and if the foreskin is in fact non-retractile in early childhood (as 

it is naturally at birth and as it remains for the first several years of life),82 then no special care is 

needed: gently washing the outside of the penis is all that “good hygiene” requires.83 

Victorian medicine and British royalty 

Morris refers to “an article by a jazz musician” in order to discredit the scholarly consensus that 

Victorian-era circumcision was used to treat “a wide array of medical conditions that today seem 

unconnected to circumcision” such as “epilepsy and bed-wetting to ... masturbation ... and 

general sexual desire” – all of which is true.84 The “jazz musician” in question is Dr. Frederick 

Hodges, a medical historian with a D.Phil. from the University of Oxford. Dr. Hodges is one of 

the world’s leading experts on the history of circumcision. He also happens to be an 

accomplished pianist.  

Morris also states, without evidence, that “[t]he Royals are all circumcised.” This appears to be 

an attempt to imbue the practice with some kind of regal glamour. But as an author of the present 

article has recently shown, the “British Royal Family Circumcision Tradition” is actually without 

factual basis; it is a contemporary myth or legend.85  

Genital mutilation? 

Morris objects to the use of the term ‘mutilation’ to refer to male circumcision, asserting that it 

has no similarities with FGM, “either anatomically or health-wise.” While we do not endorse the 

use of this term ourselves, we point out that the World Health Organization recognizes several 

types of “FGM,” some of which—including the ‘ritual nicking’ of a girl’s clitoral hood86—are 

much less invasive than male circumcision. Nevertheless, they are banned as impermissible 

mutilations, 87 on the grounds that they are medically unnecessary and are done without consent. 

As for the “health-wise” contention, scientists do not actually know whether some sanitized 

and/or minimally-invasive form of female genital cutting would reduce the risk of various 

infections.29 To ask the question is morally repugnant; to answer it would be illegal. Yet in the 
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case of little boys, advocates of circumcision are quite happy to conduct experiments on the 

benefits of cutting off parts of the penis. Why is there a double standard here?88,89 

Do boys have human rights? 

Moving to human rights, Morris states that “there is no opposition to childhood male 

circumcision in any United Nations document.” He seems to miss the point. Circumcision critics 

do not claim that UN documents specifically refer to male circumcision as being a violation of 

human rights. Instead, they suggest that the internal logic of those documents, and the 

philosophical and legal foundations upon which they are based, entail that circumcision is in 

conflict with those rights, most notably the right to bodily integrity.90,91,92 

The UN Convention on the Rights of the Child does not specifically mention FGM any more 

than it specifically mentions the circumcision of boys. So we have to reason through the actual 

language.93 “FGM” is defined to mean any degree of cutting done to the healthy genitals of a 

female child (including minor forms that do not affect the clitoris, and which are conducted in 

sterile settings).86 If that is the case, however, then what about such cutting on boys?  

The philosopher Anders Sandberg has put it this way: “What is really going on is [a] status quo 

bias ... We are used to [male] circumcision in Western culture, so it is largely accepted. [Policy] 

is set, not based on actual harms, but ... on a social acceptability scale and who has institutional 

power. This all makes perfect sense sociologically, but it is bad ethics.”94 

Morris’s academic publications 

In the biography at the end of his Skeptic piece, Morris boasts of having 50 “academic 

publications” on the topic of male circumcision (now about a dozen more).95 Less sympathetic 

commentators have pointed out that many of these publications are “nearly identical in 

content,”96 and that the sheer pace at which they are published makes for a kind of Gish Gallop: 

“the issuing [of] misstatements faster than they can be checked and refuted.”97 Morris does not 

mention that fully 23 of his ‘academic publications’ are non-peer-reviewed letters to the editor, 

and that another 10 are simply opinion pieces in popular magazines.95,98 

Here is a representative passage from one of those magazine articles, from 2007: “Although 

foreskin fetishism and paedophilia are the motivating factors for some [people who are opposed 

to circumcision],” Morris writes, “certain subgroups in the gay community desire the foreskin for 
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a sexual practise known as ‘docking.’ Their vigorous opposition to circumcision helps ensure a 

continuous supply of foreskinned males in the community for this source of sexual pleasure for 

them.”98 Note that after dismissing those who are skeptical about circumcision as “foreskin 

fetishists” and “paedophiles,” Morris then appears to concede that there is at least one sexual role 

for the foreskin, thus contradicting his earlier arguments. As Morris goes on to state: “Thus we 

find there is a use for the foreskin! Parents take note!”98 (emphasis in original). Readers will have 

to assess for themselves just how ‘academic’ these magazine articles are. 

Conclusion 

In this paper, we have covered just a few of the distortions, misrepresentations, and inadequately 

referenced claims in Morris’s hymn of praise to childhood circumcision; and we have assessed 

just one of Morris’s recent publications. To pile on more examples would lead us away from the 

central point. The most one can say about the medical evidence concerning circumcision is that it 

is contested and inconclusive. On a global scale, there is a strong balance of opinion among 

experts in paediatric medicine that the foreskin is not inherently harmful to health, and that the 

circumcision of infants is entirely unnecessary.22,46 

In 2011 alone, nearly a dozen infant boys had to be treated for “life threatening haemorrhage, 

shock or sepsis” as a result of their non-therapeutic circumcisions at a single children’s hospital 

in Birmingham.99 This information was made public due to a specific freedom of information  

request, and so would not otherwise have been reported. It is clear, then, that we are seeing only 

the tip of the iceberg in terms of risks and complications.  

Since circumcision does carry risk, therefore—as with any surgical procedure—and since it 

removes a healthy, and indeed private, part of the body, the individual who must wear the 

lifelong consequences of the intervention should be the one to make the decision.19,26  

Brian Morris has a different view, and he is entitled to express it. But he does not speak on 

behalf of ‘science.’ As historians of medicine remind us, since the mid-nineteenth century all 

sorts of dubious theories about the nature of the foreskin (and the “health benefits” of infant 

circumcision) have been advanced and then later debunked. 100 The appropriate attitude for a 

skeptic is not to swallow these claims unblinkingly, but rather to approach them with suspicion 

and subject them to a rigorous critique. 
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