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POSITION OF THE KNMG WITH REGARD TO NON-THERAPEUTIC CIRCUMCISION  
OF MALE MINORS 

Non-therapeutic circumcision of male minors is a practice that has been carried out for centuries by a 

variety of different cultures for a variety of different reasons. It is estimated that 13 million boys around the 

world are circumcised each year. In the Netherlands, the annual figure is between ten and fifteen thousand.  

Following on from other medical organisations, the Royal Dutch Medical Association (KNMG) has adopted 

an official viewpoint with regard to this issue. This viewpoint was formulated following consultation with 

relevant scientific organisations, who also support this stance. This ensures that this viewpoint has a broad 

basis of support from the relevant professional associations.   

The reason for our adoption of an official viewpoint regarding this matter is the increasing emphasis on 

children’s rights. It is particularly relevant for doctors that children must not be subjected to medical 

proceedings that have no therapeutic or preventative value. In addition to this, there is growing concern 

regarding complications, both minor and serious, which can occur as a result of circumcising a child. A third 

reason for this viewpoint is the growing sentiment that there is a discrepancy between the KNMG’s firm 

stance with regard to female genital mutilation and the lack of a stance with regard to the non-therapeutic 

circumcision of male minors, as the two have a number of similarities. 

The initial objective of this viewpoint is to initiate public discussion of this issue. The ultimate aim is to 

minimise non-therapeutic circumcision of male minors. 

The KNMG realises that this particular practice has deep religious, symbolic and cultural meaning. For this 

reason, it is unrealistic to expect that this practice can be eradicated, even if it was prohibited by law. 

However, the KNMG does believe that a powerful policy of deterrence should be established. As long as 

this practice takes place, the KNMG aims to reduce the number of complications as much as possible. The 

KNMG therefore emphasises that circumcision is a surgical procedure covered by the Individual Healthcare 

 Professions Act. This means that circumcision may only be performed by qualified professional practitioners, 

in this case, doctors. Doctors who perform circumcisions must also follow all applicable scientific guidelines . 

This entails, amongst other matters, that circumcisions can only be carried out under local or general 

 anaesthetic, after thorough and precise advice and information has been given to the child’s parents. The 

fact that this practice is not medically necessary and entails a genuine risk of complications means that 

extra-stringent requirements must be established with regard to this type of information and advice.

27 May 2010

Prof. Dr. Arie Nieuwenhuijzen Kruseman

Chairman of KNMG
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NON-THERAPEUTIC CIRCUMCISION OF MALE MINORS

π  There is no convincing evidence that circumcision is useful or necessary in terms of prevention or hygiene. 

Partly in the light of the complications which can arise during or after circumcision, circumcision is not 

justifiable except on medical/therapeutic grounds. Insofar as there are medical benefits, such as a possibly 

reduced risk of HIV infection, it is reasonable to put off circumcision until the age at which such a risk is 

relevant and the boy himself can decide about the intervention, or can opt for any available alternatives. 

π  Contrary to what is often thought, circumcision entails the risk of medical and psychological complications. 

The most common complications are bleeding, infections, meatus stenosis (narrowing of the urethra) and 

panic attacks. Partial or complete penis amputations as a result of complications following circumcisions 

have also been reported, as have psychological problems as a result of the circumcision. 

π  Non-therapeutic circumcision of male minors is contrary to the rule that minors may only be exposed to 

medical treatments if illness or abnormalities are present, or if it can be convincingly demonstrated that 

the medical intervention is in the interest of the child, as in the case of vaccinations. 

π  Non-therapeutic circumcision of male minors conflicts with the child’s right to autonomy and physical 

integrity.

π  The KNMG calls on (referring) doctors to explicitly inform parents/carers who are considering non-thera-

peutic circumcision for male minors of the risk of complications and the lack of convincing medical 

 benefits. The fact that this is a medically non-essential intervention with a real risk of complications 

makes the quality of this advice particularly important. The doctor must then record the informed 

consent  in the medical file. 

 

π  The KNMG respects the deep religious, symbolic and cultural feelings that surround the practice of non-

therapeutic circumcision. The KNMG calls for a dialogue between doctors’ organisations, experts and the 

religious groups concerned in order to put the issue of non-therapeutic circumcision of male minors on 

the agenda and ultimately restrict it as much as possible.

π  There are good reasons for a legal prohibition of non-therapeutic circumcision of male minors, as exists 

for female genital mutilation. However, the KNMG fears that a legal prohibition would result in the inter-

vention being performed by non-medically qualified individuals in circumstances in which the quality of 

the intervention could not be sufficiently guaranteed. This could lead to more serious complications than 

is currently the case. 

This viewpoint by the KNMG is jointly endorsed by the following scientific associations:

π The Netherlands Society of General Practitioners

π The Netherlands Society of Youth Healthcare Physicians

π The Netherlands Association of Paediatric Surgeons

π  The Netherlands Association of Plastic  Surgeons

π  The Netherlands Association for Paediatric Medicine

KNMG viewpoint

π The Netherlands Urology Association

π The Netherlands Surgeons’ Association

EN
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NON-THERAPEUTIC CIRCUMCISION OF MALE MINORS

Introduction
Circumcision of male minors is a centuries-old practice. It is part of many different cultures and is carried 

out for many different reasons. An estimated 13 million boys are circumcised every year worldwide, and in 

the Netherlands, the annual figure is estimated at ten to fifteen thousand.

Until a few years ago, the attitude towards circumcision was fairly permissive, and circumcision was legi-

timised by appealing to freedom of religion and supposed medical benefits. In recent years, the attitude 

towards circumcision appears to have been changing. This is probably partly the result of the debate about 

female genital mutilation (FGM). With the global condemnation of this practice, including in its non-mutila-

ting, symbolic form, the question regularly arises why circumcision should be judged differently than FGM. 

These days, more critical articles are being published about circumcision.1 These articles point to the rights 

of children, the absence of medical benefits and the fact that this is a mutilating intervention that regularly 

leads to complications and can cause medical and psychological problems, both at a young and a later age.

In recent years, a large number of doctors’ organisations have adopted declarations in which they state 

that circumcision is not associated with any medical benefits sufficient to justify the intervention. There 

is currently not a single doctors’ organisation that recommends routine circumcision for medical reasons. 

There are now anti-circumcision organisations active in many countries. In many cases, participants include 

doctors.2 There is resistance to this practice within the Jewish community, too.3 There are also organisations 

active which explicitly focus on the surgical or mechanical restoration of the foreskin.4 As yet, there are no 

legal prohibitions in force, although Sweden has introduced a law which permits non-therapeutic circumci-

sion only in the first two months after birth and only under local or general anaesthetic.

The increasing criticism of routine circumcision, also from doctors’ organisations, has led to a situation in 

which the incidence of circumcision is falling significantly in many countries and is less and less accepted 

as ‘normal’. In the United Kingdom, the number of circumcisions in newborns has fallen from 35% in the 

1930s to 6.5% in the 1980s, to 3.8% in 2000.5 In the US, the incidence fell from 85% in 1965 to 56% in 2006. 

Canada saw a fall from 47.4% in 1973 to 31.9% in 2007,6 while Australia witnessed a fall from 90% in 1955 to 

12% in 2000.7

Objective of this memo
The objective of this memo is to offer some background to the KNMG’s viewpoint with regard to this subject . 

This discussion memo examines the practice and background of circumcision. It describes the current 

practice, historic background and moral debates. The positions of various doctors’ organisations are also 

discussed.

 

Background study for KNMG viewpoint EN
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Reasons for circumcision
In the literature, four reasons are described for circumcision in boys: medical/therapeutic, medical/preven-

tative, religious and cultural.8 In practice, it is hard to separate these reasons from one another, and parents 

often have more than one reason to have their sons circumcised. Cultural or religious reasons are also often 

linked to supposed medical benefits. In Islam, for example, circumcision is carried out for reasons of religion 

but also of hygiene. Sometimes there is a shift: routine circumcision in the United States used to be carried 

out particularly for medical reasons, but this has now shifted to a cultural norm. The various reasons are 

described in the following paragraphs.

Medical/therapeutic
There are a number of complaints for which circumcision is an accepted medical therapy, in particular 

 phimosis (abnormal tightness of the foreskin), paraphimosis and balanitis (inflammation of the glans). In 

the medical world, there is debate as to whether circumcision is prescribed too often for medical reasons, 

when there are sometimes good alternatives such as plastic surgery or local application of a steroid cream 

- for example to treat phimosis.9 However, in general, circumcision for medical/therapeutic reasons is not 

controversial and will not be dealt with in any further detail at this time.

Medical/preventative
In the past, circumcision was performed as a preventative and treatment for a large number of complaints, 

such as gout, syphilis, epilepsy, headaches, arthrosis, alcoholism, groin hernias, asthma, poor digestion, 

eczema and excessive masturbation.10 Due to the large number of medical benefits which were wrongly as-

cribed to circumcision, it is frequently asserted that circumcision is ‘a procedure in need of a justification’.11 

In recent decades, evidence has been published which apparently shows that circumcision reduces the risk 

of HIV/AIDS12, but this evidence is contradicted by other studies.13

Moreover, the studies into HIV prevention were carried out in sub-Saharan Africa, where transmission mainly 

takes place through heterosexual contact. In the western world, HIV transmission is much more frequently 

the result of homosexual contact and the use of contaminated needles.14 That the relationship between cir-

cumcision and transmission of HIV is at the very least unclear is illustrated by the fact that the US combines 

a high prevalence of STDs and HIV infections with a high percentage of routine circumcisions.15 The Dutch 

situation is precisely the reverse: a low prevalence of HIV/AIDS combined with a relatively low number of 

circumcisions. As such, behavioural factors appear to play a far more important role than whether or not 

one has a foreskin.

Further, there is apparent evidence that circumcision offers protection against complaints such as HPV 

infection, urinary tract infections and penis cancer. However, these studies, too, are controversial.16 

Moreover, urinary tract infections can be successfully treated with modern healthcare. Children with inborn 

abnormalities to the urinary tract can generally be successfully helped by a foreskin-widening operation, 

which makes the foreskin easier to clean.

In response to the possible medical benefits, a large number of complications resulting from circumcision 

are described: infections, bleeding, sepsis, necrosis, fibrosis of the skin, urinary tract infections, meningitis, 

herpes infections, meatisis, meatal stenosis, necrosis and necrotising complications, all of which have led to 

the complete amputation of the penis.17 Deaths have also been reported.18 The AAFP estimates the number  

of deaths as 1 in 500,000.19 That would mean that in the United States, two children die each year as a 

result of the intervention.
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Alongside these direct medical complications, psychological problems20 and complications in the area of 

sexuality have also been reported,21 as have extreme pain experiences in newborns causing behavioural 

changes which are still apparent years later.22 23 Similarly, the high social costs of circumcision as a result of 

complications have been cited.24

Even if there were slight medical benefits connected with circumcision for medical-preventative reasons, it 

is questionable whether these possible medical benefits would compensate for the risk of complications. 

Certainly when it comes to children, who cannot make this assessment themselves, the possible medical 

benefits should be significant and the risk of complications small for the intervention to be justifiable.

It is a generally accepted moral principle that children may only be exposed to medical treatments if illness 

or abnormalities are present, or if it can be demonstrated that the medical intervention is in the interest 

of the child, as is the case for vaccinations, for example. In the case of preventative medical interventions, 

there needs to be a clear individual or public health benefit which cannot be achieved in another, less 

 intrusive way.

Thus circumcision as a preventative against urinary tract infections or HIV/AIDS would need to be weighed 

against other, less intrusive forms of prevention (such as antibiotics, condom use, sex education or beha-

vioural changes) and a scientific cost/benefit analysis made. Only if the results of this cost/benefit analysis 

were positive should the intervention be offered to all parents of small boys on public health grounds.

In addition, it would need to be demonstrated that it was essential that the circumcision be performed 

during childhood or infancy, rather than waiting until the boy had reached an age at which the risk was 

relevant (such as in HIV infection) and he could make a decision about the intervention for himself. After 

all, in many cases, such as in HPV or HIV prevention, it will be possible to put off circumcision until the boy 

reaches an age at which he can elect to have the intervention himself or instead choose alternatives such 

as using condoms, HPV vaccination or abstinence.

Doctors’ organisations abroad
A large number of doctors’ organisations have pronounced on the supposed medical benefits of circumci-

sion for medical/preventative reasons, set against the risk of complications.

In 2003, the British Medical Association stated: ‘The medical benefits previously claimed have not been con-

vincingly proven. (…) The British Medical Association considers that the evidence concerning health benefits 

from non-therapeutic circumcision is insufficient for this alone to be a justification for doing it.’25

The American Academy of Pediatrics stated in 1999: ‘Existing scientific evidence … [is] not sufficient to 

recommend routine neonatal circumcision.’26 The American Medical Association endorsed this position in 

December 1999 and now rejects circumcision for medical/preventative reasons. The AMA further states: 

‘ parental preference alone is not sufficient justification for performing a surgical procedure on a child’.27

Other doctors’ organisations in Australia and Canada have taken similar positions.28 For example, the Royal 

Australasian College of Physicians asserts: ‘Review of the literature in relation to risks and benefits shows 

there is no evidence of benefit outweighing harm for circumcision as a routine procedure in the neonate.’29

In its viewpoint, the Australasian Association of Paediatric Surgeons states: ‘the AAPS does not support the 

routine circumcision of male neonates, infants or children in Australia. It is considered to be inappropriate 

and unnecessary as a routine to remove the prepuce, based on the current evidence available’.
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The Canadian Paediatric Society states: ‘The overall evidence of the benefits and dangers of circumcision is 

so evenly balanced that it does not support recommending circumcision as a routine procedure for new-

borns’.30

The American Academy of Family Physicians believes that the medical benefits of circumcision are ‘con-

flicting or inconclusive’. The decision should therefore be left to parents: ‘The American Academy of Family 

Physicians recommends physicians discuss the potential harms and benefits of circumcision with all parents 

or legal guardians considering this procedure for their newborn son’.31

In Sweden, a law was introduced in 2001 after a child died after NTC as a result of an incorrect dose of the 

painkiller Ketogan. A first version of the law implied a total prohibition of circumcision for non-therapeutic 

reasons up to the age of 18. Under pressure from Jewish organisations, and out of fear that the practice 

would be driven underground, the law was later watered down. The law now states that non-therapeutic 

circumcision may only be performed in the first two months after birth and only under local or general 

anaesthetic. This anaesthetic may only be administered by a doctor or a qualified nurse. The circumcision 

itself may only be performed by a doctor or a mohel specially trained for the procedure, who has followed a 

course and has a licence from the Ministry of Health.

The prevailing consensus in the medical world is that there may be some medical benefits associated 

with circumcision but that these benefits, weighed against alternatives and the risk of complications from 

circumcision, are insufficiently great to be able to recommend routine circumcision for medical/preventative 

reasons. There is currently not a single medical association that recommends routine circumcision for 

medical/preventative reasons.

Given the above, the rest of this memo uses the term non-therapeutic circumcision (NTC). This refers to 

circumcision in boys and men for reasons other than medical/therapeutic reasons.
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RELIGIOUS AND CULTURAL REASONS FOR CIRCUMCISION 

NTC for religious reasons occurs in the Netherlands mostly among Jewish and Islamic groups. NTC is viewed 

in Judaism as a religious command that is laid down in the Torah. It is seen as a symbol of the bond bet-

ween God and Abraham; it is of considerable religious and emotional value, and has an important identify-

ing significance.32 Rabbi Evers puts it like this:

‘It is not so much about a ritual that happens to be a Jewish custom, but about sealing admission into a 

centuries-old, unbreakable covenant. Many Jews who do not attach great value to religious traditions do 

have their sons circumcised. Together with ‘Jewish marriage’ and being buried in a Jewish cemetery, circum-

cision is a kind of religious minimum’.33

In Judaism, circumcision is generally performed on the eighth day after birth, usually without anaesthetic.34 

Circumcision may be performed in a hospital by a doctor but also by a moheel, a specially trained Jewish 

ritual circumciser, generally not a doctor.

Although NTC has a central significance within Judaism and is an important element of identification, the 

practice is not without its critics within the Jewish community. In recent years, movements calling for an 

end to NTC have grown up within, as well as outside, the Jewish community. Examples are Jews Against 

Circumcision and The Israeli Association Against Genital Mutilation. 

The British Jewish philosopher Jenny Goodman consciously opted against NTC for her son because she 

regards the intervention as a violation of the integrity of the body. Upon the birth of her son she wrote a 

poem, of which the final stanzas are as follows:

All of us pray for rest

For Sabbath

We shall not rest

Until every child on earth

Is as cherished as you are, my love

And no one, no one shall raise a knife to a child

Ever again 35

In the Netherlands, too, contrary views are often expressed within the Jewish community, although it 

 remains unclear how large this group is.36   

Islam
NTC is similarly viewed as a religious duty in Islam, although it is not literally mentioned in the Koran. As 

such, it is not so much a religious injunction as an act worthy of imitation, after the example of the  prophet 

Mohammed. In Islam, circumcision also has the meaning of fully acceding to the religious community. 

Because of this, circumcision is often accompanied by festivities. In addition to its religious value, NTC also 

has a hygienic significance in Islam. There are different views about the age at which circumcision should 

take place within Islam, but in practice it is generally some time between seven and ten. Circumcisions are 

often performed in the country of origin but also in special circumcision centres set up for the purpose, 

particularly in major cities.

There is resistance against the practice of female genital mutilation (FGM) and NTC from within the Muslim 

community too, although the focus is mainly on FGM.37
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FEMALE GENITAL MUTILATION VS. NTC

The practice of FGM has been prohibited by law in the Netherlands since 1993 in both adult and minor 

women and girls. In various viewpoints, the KNMG and NVOG have rejected all forms of FGM, including the 

most mild form, in adult women, as well as reinfibulation38 following childbirth. The form which most closely 

resembles NTC, circumcision, is also unanimously rejected in virtually all the literature.39 40 In spite of this, 

the practice of FGM still occurs regularly, particularly among girls from North Africa. This led the internist 

Jannes Mulder to call in Medisch Contact for the mildest form of FGM, ‘sunna light’, to be tolerated.41 This 

intervention proposed by Mulder consists of a small prick in the foreskin of the clitoris, causing a drop of 

blood to be released. No tissue is removed, and the girl suffers no damage to her body, and there is no ef-

fect on sexual function. According to Mulder, the practice of FGM could in this way eventually be redirected 

into innocent, symbolic forms.

His proposal attracted purely negative reactions, generally based on the principled position that any form 

of FGM, including a symbolic one, must be treated as child abuse. “When it comes to the integrity of the 

girl’s body, no single compromise must be made”, states Pharos, knowledge centre for the prevention and 

tackling  of female circumcision. The Netherlands Municipal Health Services (GGD) stated: “A girl is fine as 

she is.” Even so, this ‘sunna light’ is far less intrusive than NTC, in which part of the erotogenic tissue of 

the penis is removed.

In a response to the criticism of his article, Jannes Mulder points to the difference in how NTC and FGM are 

judged: ‘No one says a word about the Jewish practice of circumcising boys. This traditional ‘abuse’ involves 

more than my single drop of blood. Some see the circumcision of Muslim boys as a hygienic intervention. 

That argument conceals a deeper motive. After all, there is no culture that preventatively deals with dirty 

ears by cutting them off.’42

In an article in Medisch Contact, Karim and Hage (former board members of the Netherlands Association for 

Plastic Surgery, NVPC) similarly point to what they see as the discriminating fact that circumcision in girls 

is categorically rejected (even in its non-mutilating form) but that it is permitted in boys.43 However, in the 

authors’ view, there are no reasons why FGM and NTC should be judged differently in moral or legal terms.

The Partij voor de Vrijheid (Freedom Party) responded to the article by Karim and Hage through the person 

of Ms Agema with questions in the Dutch Lower House calling on the State Secretary not to prohibit the 

circumcision of boys. ‘Can we be assured that the Dutch government will not bow to this discrimination 

argument and that circumcision of boys will remain permitted?44

FGM and NTC are generally seen as two separate practices, which need to be evaluated differently. For 

example, doctors’ organisations often devote different statements to the two practices.

In the literature, little attention is given to legitimating the different treatment given to the two practices: 

apparently the difference is regarded as self-evident.45 FGM is generally viewed as a serious violation of 

the rights of the child, while NTC is seen as something which parents may decide on for themselves. In the 

literature that exists, a number of arguments are made which are intended to justify a different evaluation 

of FGM and NTC.
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Sexual function
One of the most frequently used arguments for treating the two interventions differently is that FGM leads 

to the impairment of sexual function in the woman; supposedly, NTC has no such impact on the man.

However, FGM takes many forms. There is the most severe form, infibulation, in which the inner and outer 

labia are stitched together and the clitoris is removed. However, there are also much milder forms of FGM, 

in which only the foreskin of the clitoris is removed. However, sunna light, as proposed by Mulder and 

previously proposed by Bartels46, in which no tissue is removed, is also universally rejected. The WHO also 

rejects all forms of FGM: ‘Female genital mutilation of any type has been recognized as a harmful practice 

and a violation of the human rights of girls and women’.47 The WHO explicitly includes in this the mild forms 

of FGM, in which no tissue is removed. So the argument for rejecting FGM is not that FGM interferes with 

female sexuality, but that it is a violation of the rights of the woman.

‘The guiding principles for considering genital practices as female genital mutilation should be those of 

human rights, including the right to health, the rights of children and the right to non-discrimination on the 

basis of sex’.48

Another part of this argument says that NTC does not affect male sexuality. The foreskin is regarded as 

a part of the body that has no function at all in male sexuality. Many sexologists contradict this idea: in 

their view, the foreskin is a complex, erotogenic structure that plays an important role ‘in the mechanical 

function of the penis during sexual acts, such as penetrative intercourse and masturbation’.49 The many at-

tempts by men to restore their foreskins by mechanical or surgical means also contradict the idea that the 

foreskin is a useless part of the body.50

NTC is sometimes compared to interventions such as tattoos and piercings.51 On this view, Jews and Muslims 

see NTC not as an infringement of physical integrity, but as an innocent perfectioning of the body, compara-

ble to tattoos and piercings. However, an important legal distinction between NTC in children and piercings 

and tattoos is that it is prohibited to tattoo or pierce children under the age of 16.52 In other words, tattoos 

and piercings can only be done if a child is old enough to ask for them itself.

No theory of oppression
A second much-used argument to separate FGM from NTC is that FGM comes from a theory of female op-

pression, of which FGM is an expression. Since there is no such theory of oppression at play in NTC, this 

would make FGM morally more reprehensible than NTC.

This argument can be refuted in two ways. Firstly, the historical background of NTC is extremely complex, 

and is in any case rooted in the desire to control male sexuality. Thus NTC was deployed in the past to com-

bat excessive onanism, and it was also used to ‘brand’ slaves.53 So the background to NTC is not as unambi-

guous as is often thought.

There is another reason why the argument does not hold. The reason why FGM is condemned is not because 

it comes forth from a theory of female oppression but because it is harmful to them and represents a viola-

tion of their physical integrity. FGM would also be condemned if it were done out of aesthetic considerations 

or as a way of ‘venerating’ women. Even if women were to want FGM themselves at a later age, doctors 

would probably not be permitted to meet their request.
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The right to physical integrity is an inalienable human right, like the right to life and the right to personal 

freedom. These are inalienable rights, which is to say that the patient’s permission does not offer sufficient 

justification to be allowed to perform the intervention. Besides permission, there must also always be an 

additional reason, such as a medical interest. From this it follows that even if women did not regret the 

intervention, doctors would not be permitted to commit serious infringements of the integrity of the body, 

such as FGM.

Embedded in culture
A third argument often made for drawing a distinction between FGM and NTC is that NTC is a much older  

practice than FGM, and that NTC is far more embedded in existing religious groups such as Islam and 

Judaism. However, this is open to question: both NTC and FGM have been practised for centuries by many 

different peoples and for many different reasons. And FGM also has an important ritual, religious and 

 identifying significance for many peoples. So it cannot be said with certainty that NTC is older than FGM. 

Even if it were, it is still questionable whether this argument is morally relevant. It is not the history of a 

practice which is of decisive importance, but whether a particular practice is a violation of the rights of the 

child.
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RELIGIOUS FREEDOM VS. PHYSICAL INTEGRITY

NTC in minors is regarded by many authors as a violation of physical integrity.54 However, they subsequently 

often conclude that NTC falls under the right to religious freedom, and that parents may therefore decide for 

themselves whether they wish to have this intervention carried out.

The right to religious freedom means that parents are free to raise their children in a religion or philosophy 

of their own choosing. However, the right to religious freedom does not apply only to parents, but also to 

children. The right to religious freedom of the child implies that the child must at a later age have the right 

to choose a religion or philosophy of life for itself, or to reject the one in which it was raised.

The child is not only protected by the right to religious freedom, but also by the right to physical integrity . 

This right, as laid down in article 11 of the Constitution and article 8 of the ECHR, is one of the most 

 important basic rights. It protects people against unwanted interventions in or to the body, and can only 

be overridden by permission of the person concerned or their representative, by a presumed interest (for 

example vaccination in children), or by a statutory requirement (such as the compulsory taking of DNA 

when suspected of a crime).

Some religious groups see NTC as a necessary intervention in order to be able to admit a boy fully to the 

religious community. In that sense, it could be claimed that it was in the presumed interest of the child to 

undergo NTC because it was associated with important cultural and religious benefits. A child that did not 

undergo NTC might have trouble developing its own identity and feel that it was ‘different’ and belonged 

‘nowhere’. Such feelings might be a consideration for doctors to perform NTC after all. It should be pointed 

out that there is no evidence for this assumption in the literature.

Moreover, any feelings of shame, problems with developing identity or ‘not belonging’ suffered by the child 

would not so much be a consequence of the non-performance of NTC, but of the child’s being judged by 

others because he had not undergone NTC. To the extent that NTC becomes a less common practice, as is al-

ready the case in Australia and Canada, it will become increasingly ‘normal’ for boys not to be circumcised.

There is no evidence in the literature that non-circumcised boys have difficulty developing their identities. 

This may be because parents who choose not to have their children circumcised probably do so out of 

 conviction, and will probably also raise their children in that same conviction.

The right to physical integrity and the right to religious freedom of the child imply that religiously motivated, 

irreversible interventions to the body of the child should be avoided. After all, this leaves the child the 

freedom to make up its own mind whether and in what form he/she wishes to relate to a particular 

religious community. Baptising children, for example, leaves no irreversible marks on the body, and as such 

is not a curtailment of the child’s religious freedom, whereas irreversible NTC is.
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CONCLUSION

π  There is no convincing evidence that circumcision is useful or necessary in terms of prevention or hy-

giene. Partly in the light of the complications which can arise during or after circumcision, circumcision 

is not justifiable except on medical/therapeutic grounds. Insofar as there are medical benefits, such as a 

possibly reduced risk of HIV infection, it is reasonable to put off circumcision until the age at which such 

a risk is relevant and the boy himself can decide about the intervention, or can opt for any available 

alternatives.

π  Contrary to what is often thought, circumcision entails the risk of medical and psychological compli-

cations. The most common complications are bleeding, infections, meatus stenosis (narrowing of the 

urethra) and panic attacks. Partial or complete penis amputations as a result of complications following 

circumcisions have also been reported, as have psychological problems as a result of the circumcision.

π  Non-therapeutic circumcision of male minors is contrary to the rule that minors may only be exposed to 

medical treatments if illness or abnormalities are present, or if it can be convincingly demonstrated that 

the medical intervention is in the interest of the child, as in the case of vaccinations.

π  Non-therapeutic circumcision of male minors conflicts with the child’s right to autonomy and physical 

integrity.

π  The KNMG calls on (referring) doctors to explicitly inform parents/carers who are considering non-thera-

peutic circumcision for male minors of the risk of complications and the lack of convincing medical be-

nefits. The fact that this is a medically non-essential intervention with a real risk of complications makes 

the quality of this advice particularly important. The doctor must then record the informed consent in 

the medical file.

 

π  The KNMG respects the deep religious, symbolic and cultural feelings that surround the practice of non-

therapeutic circumcision. The KNMG calls for a dialogue between doctors’ organisations, experts and the 

religious groups concerned in order to put the issue of non-therapeutic circumcision of male minors on 

the agenda and ultimately restrict it as much as possible.

π  There are good reasons for a legal prohibition of non-therapeutic circumcision of male minors, as exists 

for female genital mutilation. However, the KNMG fears that a legal prohibition would result in the inter-

vention being performed by non-medically qualified individuals in circumstances in which the quality of 

the intervention could not be sufficiently guaranteed. This could lead to more serious complications than 

is currently the case.
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