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Debate
Libertarianism and circumcision
Patrick Testa, Walter E. Block*
Abstract
Despite the millenniums-old tradition in Abrahamic circles of removing the foreskin of a penis at birth, the
involuntary and aggressive practice of circumcision must not be made an exception to the natural, negative
right to self-ownership—a birthright which should prevent a parent from physically harming a child from the
moment of birth going forward. This paper will present a natural rights argument against the practice of male
child circumcision, while also looking into some of the potential physical and psychological consequences
of the practice. It will compare the practice with that of female circumcision, which is banned in developed
nations but still practiced in the third world, as well as other forms of aggressive action, some once-prevalent,
while disputing arguments made for parental ownership of the child, religious expression, cultural tradition,
cleanliness, cosmetics, and conformity.
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I. Introduction
Circumcision as a cultural practice is older than written
history, and thus there are no certainties when trying to
determine its origins; the earliest written accounts date back
to pre-Abrahamic times, as with many Judeo-Christian
traditions, in Africa (1–5). However, drawing parallels to
historical and modern practices, one might theorize the
original purpose of male circumcision as being for the
reduction of sexual pleasure, not unlike practices of female
genital mutilation in several countries today, or one might
consider a more symbolic or ceremonial origin (4,6–8)1.
The following millennia became a back and forth between
groups with polarized attitudes toward the practice. Only in
recent decades, however, has the practice’s prevalence and
importance begun to wane in the Western world—and for
good reason: it is unethical to partially remove the genitals
of an infant, especially given the potential physical and
psychological costs of doing so. Male child circumcision,
like other once-accepted practices such as slavery, suttee,
and arranged marriage before it, is a dated practice unfit for
a truly free society and should therefore be abolished in the
legal code and from modern religious practices.
In order to help aid this argument, this paper will apply a
multidisciplinary analysis. In section II of this paper we
consider the ethical implications of circumcision through
an understanding of both natural and legal rights, while

.

1 Many doctors began recommending circumcision in the late 1800s to
prevent children from masturbating. Dr. Kellogg (of cereal brand fame) had this
to say about it: “A remedy which is almost always successful in small boys is
circumcision, especially when there is any degree of phimosis. The operation
should be performed by a surgeon without administering an anesthetic, as the
brief pain attending the operation will have a salutary effect upon the mind,
especially if it be connected with the idea of punishment… In females, the
author has found the application of pure carbolic acid to the clitoris an excellent
means of allaying the abnormal excitement” (9).
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section III will explore some of the potential physical and
psychological consequences of neonatal circumcision on the
male as an infant and as an adult, relative to some of the oftconsidered benefits. We conclude in section IV.
II. A natural and legal rights critique
From a Lockean (10,11) perspective on natural rights and
self-ownership2, there is no justification for male child
circumcision as long as there is no excuse for child abuse. If we
acknowledge that our bodies are inherently ours in a natural
state (20), then we need not set an arbitrary date to define
when parents must start respecting those rights. Despite the
legality of neonatal circumcision, Locke was clear in noting
that natural rights cannot be surrendered to cultural customs
or a social contract; they exist at birth (21)3. Furthermore, these
rights are negative, not positive, meaning a person is entitled
to non-interference in accordance to them—a freedom from
coercion. Positive rights refer to entitlement to a good or
service (26). Surely no one is entitled to circumcision; most
males are not circumcised, and there is a lack of evidence
to demonstrate that circumcision is significantly beneficial4.
Nevertheless, there still exists debate over the relationship

.

2 For further readings on this topic, see Barnett, 1993, 1995; Blackman, 1995;
Flew, 1982; Machan, 1978; Osterfeld, 1983; Rothbard, 2007; Van Dun, 2001
(12–19).

.

3 For the implications of this statement from the libertarian perspective, see
Block, 2004, 2010, 2011, Block and Whitehead, 2005 (22–25).

.

4 In fact, as we will discuss in sections III and IV, there is evidence to
suggest that sequelae from circumcision is enough to deem any medical or
psychological benefits insignificant. This is especially true as circumcision rates
amongst infants continues to decline, from 85% of babies in 1985 to 32% in
2009, and the bandwagon effect of so-called “prepuce envy” becomes irrelevant
(9). Furthermore, the American Academy of Pediatrics specifically states in
their policy on circumcision that it is in no way essential to the well-being of
a child (27).
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between self-ownership and the rights of children.
More recently, human rights groups and civil libertarian
ethicists have made an effort to better define the rights of
children and discount “physical treatments [practiced] in the
interests of their future welfare” (28). Murray N. Rothbard, for
example, dedicated a chapter in his 1982 political philosophy
text The Ethics of Liberty on “Children and Rights,” in which
he aims to better define the notion of self-ownership during
childhood. Rothbard notes the grotesquery and hypocrisy
of believing in self-ownership while advocating ownership
of a child by the parent with which said parent can “murder
or torture his or her children”; thus surely any ownership
of the child is not received in absolute fee simple (29). He
deduces that parental ownership boils down to guardianship
so long as the child voluntarily lives at home, in which the
child “possesses the right of self-ownership by virtue of being
a separate entity and a potential adult” (29). Rothbard (29)
concludes that “it must therefore be illegal and a violation of
the child’s rights for the parent to aggress against his person
by mutilating, torturing, [or] murdering him”.
Though it supports infant male circumcision practices, the
General Assembly of the United Nations has more or less
concurred with Rothbard’s analysis of children’s rights with its
inclusion of various articles within the Universal Declaration
of Human Rights (30) and the Convention on the Rights of the
Child (31). The former declares that no one shall be subjected
“to torture… to cruel, inhuman, or degrading treatment”
(Article 5) or “to arbitrary inference with his privacy” (Article
12). The latter specifies that a child be considered to be
someone below eighteen years of age unless settled otherwise
under the law (Article 1), reaffirms the right to freedom of
religion for children protected for all other persons (Article
14.1), reaffirms the right to privacy for children protected
for all other persons (Article 16), and declares that “State
Parties shall take all effective and appropriate measures with
a view to abolishing traditional practices” that could harm
a child’s health, presumably applying to both physical and
mental health (Article 24.3). Most importantly, “legislative,
administrative, social and educational measures to protect the
child from all forms of physical or mental violence, injury or
abuse… including sexual abuse, while in the care of parent(s),
legal guardian(s) or any other person who has the care of the
child,” shall be taken to ensure those rights (Article 19.1)5. In
other words, a child must be protected against coercive acts by
a parent or doctor6.
From here, the question moves from the rights of the child to
the properties of the act of neonatal circumcision—specifically
whether or not it can be considered mutilation, a violent act,
despite its supposed medical benefits. Stedman’s Medical
Dictionary (34) defines mutilation as the “disfigurement
or injury by removal or destruction of any conspicuous
or essential part of the body”. The common perception

.

5 Notably, the United States is one of two nations not to ratify the Convention
of the Rights of the Child, although they have signed it, signaling intent to
do so (32).

.

6 For more on how children’s rights debate has shifted since Convention on
the Rights of the Child from parens patriae, meaning parental ownership of the
child, to parental responsibility, see Reynaert et al. (33).
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of the foreskin is that it is rather inconspicuous and mostly
unnecessary, and that circumcision is the removal of a tiny
flap of skin, comparable to cutting the umbilical cord. On the
contrary, in reality the foreskin accounts for about half of all
of the penis’ skin—fifteen square inches of skin on an adult
male—serving to protect the rest of the penis and enhance
sexual pleasure (35–37). It is the removal of significant organ
tissue, done without the recommendation of a single major
medical association in the world (38)7. If the practice is not
recommendable and is necessarily physically harmful, then
does it not violate the Hippocratic Oath to “first, do no harm?”
Surely it violates one of the most “fundamental tenet[s] of
international human rights law”, guaranteeing to everyone the
“right to bodily autonomy and self-determination” (38,41). If
there exists any question over whether the child might regret
the surgery later in life, then should the decision not be left
to the child when he becomes8 an adult? In addition to the
individual costs borne by those involuntarily subjected to the
procedure, the aggregate of all reimbursement costs in the
United States, including doctor’s fees and repairs for botched
circumcisions, is 1.75 billion US dollars each year, a quarter of
which is funded by the taxpayers through Medicaid, during
a time when healthcare costs are skyrocketing (38,42,43).
Currently, right-wing religious groups are crying foul over
birth control mandates being an invasion of religious freedom,
a negative right, yet there is little difference here as all citizens
pay to cover the costs of involuntary male circumcision, often
times practiced in the name of God (41).
Fortunately for the newly born, there does exist some legal
debate over the practice9. Currently, religious groups are
protesting a July 2011 court ruling in Germany banning male
child circumcision on the grounds that it amounts to bodily
harm (44). Additionally, the removal of recommendation
by major medical associations and coverage by some health
services has begun to significantly reduce prevalence rates in
the Western world (45). Still, as the female genital mutilation
practices that affect over 130 million girls in the remainder
of the world horrify the rest of us, male circumcision mostly

.

7 The American Academy of Pediatrics’ official policy states that data on
potential medical benefits of neonatal circumcision is not sufficient enough
to recommend “routine circumcision for all male newborns” (39). The British
Medical Association states that parental preference is not sufficient justification
for the surgery (40). The Royal Dutch Medical Association’s official policy states
that “non-therapeutic circumcision of male minors conflicts with the child’s right
to autonomy and physical integrity”. Other policy statements read along these
same lines (38).

.

8 This “impatience” (for want of a better word) extends to the ages at which
children are confirmed into the various religions. Would it not be more seemly to
ask people to embrace a religion when they reach an age of maturity? The law
does not allow children to drink alcohol, or drive a car, or marry without parental
consent, or be free of statutory rape victimization until the ages of 16, or 18 or
21 or thereabouts, depending upon jurisdiction. No one can become president
of the United States until he reaches the age of 35. Is it too much to hope for that
such rational arrangements can be made for age of consent to religious belief,
and the decision to engage in circumcision?

.

9 The practice of adult circumcision in itself is not unethical but rather the
practice of involuntary neonatal circumcision. Without any means to give
consent, the health of the infant, both physical and psychological, cannot and
should not be gambled with for the sake of cosmetics, tradition, or religion or
conformity.
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escapes the same outrage (46)10. For some, the practice is
permissible under the guise of tolerating multiculturalism, the
significance of which confers “special rights, or exemptions
from rights-based prohibitions” (47). The errors in making
this exception should be excruciatingly obvious11. For others,
it is simply tradition—a normal, even non-religious medical
operation (35,49)12. But it seems the real loophole, and the
roadblock in the way of minimizing the tradition, is medical,
as most common law jurisdictions treat “any application
of force, no matter how slight, [as] prima facie an assault”,
with exceptions made for medical treatment (45). But is the
purpose of the law to promote the “greater good” or to protect
the rights of individuals? If it is the latter, then coercive acts,
medical or not, have no place being protected by the legal
code. Nevertheless, if the “greater good”13 must prevail over
the individual, can the potential benefits justify the potential
costs of male child circumcision? The evidence is weak.
III. A consequentialist critique
We already know that medical associations do not recommend
neonatal circumcisions, but neither do they recommend
against them. Of course, this can be attributed to the fact
that they are taking a medical standpoint and not an ethicsbased one, but even so, there are many arguments in favor of
keeping the practice from being banned outright. Some of the
objections used as evidence defending infant circumcision of
boys include the risk of phimosis, a greater chance of infection
under the foreskin, a greater risk of Urinary Tract Infection
(UTI), and most popularly a significantly heightened risk of
contracting sexually transmitted infections such as HIV. In
reality, these claims are refutable or insignificant. And on the
contrary, circumcision itself comes with major medical risks.
A common misconception about the foreskin is that it is
always retractable; alas, only half of all boys by age ten have
a prepuce in the retractile state. So exists the perpetuated
myth of child phimosis, which means that the foreskin cannot
retract. A non-retractile foreskin is not necessarily a problem
at all, as it is cleaned by urine, which is sterile (52). But a nonretractile foreskin in a young child is entirely normal, and
Premature Forcible Foreskin Retraction is generally the result
of a physician pushing back the underdeveloped prepuce in
order to reduce infection (52,53). Instead, this procedure may
leave an infant with greater risk of infection, as well as scarring
and sexual dysfunction down the line (52). Once the foreskin
does retract on its own, a simple rinse with soap is sufficient
to clean that body part (54). If it eventually becomes apparent
that phimosis is pathologic in nature rather than physiologic,
10. Should not both sexes be allowed to keep its genitals in their entirety? J.
Steven Svoboda asks: “What could more clearly coincide with common sense
than the principle that males as well as females should, in the absence of
extremely compelling and exceptional reasons militating otherwise, retain the
genitals that are their birthright?” (48).
11. What about slavery, sacrifice, suttee, corporal punishment, etc.?

.

12 Franz Boas, pioneer of American anthropology, had a point when he
observed how ways of thinking that dominate cultural life tend to persist despite
major geographical, industrial, or scientific transformations (50). Richard
Dawkins coined the term “meme” to describe this non-genetic phenomenon of
imitation, using circumcision as an example (51).

.

13 Never mind trying to determine how one would define such a thing.

circumcision exists as an option. However, other surgical and
non-surgical treatments exist with high success rates, with
lower cost and lesser morbidities than circumcision, such as
the use of steroid topical cream; nevertheless, most cases of
phimosis are physiologic in nature, and understanding the
distinction between these types of phimosis can prevent overdiagnosis and unnecessary circumcision, as gentle retraction
and normal washing over time can serve to treat physiologic
phimosis (55–57). Furthermore, penises that have not been
forcibly retracted are statistically no more prone to UTIs
than circumcised penises, and overall an uncircumcised male
is less than 1% more likely to get a UTI than a circumcised
male, with the highest prevalence seen at less than one year
of age (27,54). One study concludes that it would take 195
circumcisions to prevent one UTI (58). Regardless, a UTI
is easily treated with antibiotics, and circumcision need not
play a role in preventing them (54)14. Ultimately, there is
little significant evidence to “affirm the association between
circumcision status and optimum penile hygiene” (27).
Arguably the most cited evidence that a circumcised state
is preferable is relatively recent, originating during the
HIV/AIDS crisis in the 1980s. In 2007, the World Health
Organization and the United Nations published a report
highlighting a correlation between a lack of circumcision
and high HIV rates, specifically in Eastern and Southern
Africa. The report concludes, “there is substantial evidence
that male circumcision protects against… UTIs, syphilis,
chancroid and invasive penile cancer, as well as HIV” (59)15.
Midway through the report, it is clarified that, as we have
already observed, neonatal circumcision is not recommended
by national pediatric societies in the industrialized world
because the risks appear to outweigh any benefits (59).
Meanwhile, just prior, the report states that “poor penile
hygiene may contribute to the risk of infections among
uncircumcised men”, with significantly higher HIV rates
reported in uncircumcised men with penile wetness under
the foreskin two weeks before treatment than the circumcised
control group; however there is little difference in HIV
rates between uncircumcised and circumcised men without
penile wetness (59). In other words, the report paints a clear
difference between hygiene geographically in correlation with
HIV rates, without clearly defining the magnitude of the lack
of circumcision as a variable. The report also notes that there
is a high-risk of circumcision complication in high-risk HIV
countries, including wound infection, severe hemorrhage,
swelling, and urine retention, further indicating that the
problem at hand is not so much a lack of circumcision but
a lack of general hygiene, as well as demonstrating some of
the risks of the procedure (59,60)16. Furthermore, the report

.

14 Suppose getting rid of the foreskin was justifiable under the argument that
it would slightly diminish UTI rates. Should we likewise eliminate cars since that
would drastically diminish road deaths?

.

15 It must be noted that the report also strongly advised against unhygienic
settings and inexperienced providers due to serious sequelae. It also aimed to
increase access to “safe, voluntary and affordable… adult male circumcision”
(59). The language is praiseworthy, but the data is debatable.

.

16 This is not to say that the circumcision of adult males in undeveloped
countries has no use in combating the spread of HIV. Randomized trials
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chooses to ignore examples of countries where circumcision
and HIV are both extremely common, such as Cameroon,
Gabon, Nigeria, and Kenya, as well as those where neither is
common, such as Cuba, Mongolia, Mexico, and China17.
Additionally, it does not acknowledge methods other than
female-to-male intercourse in contributing to the spread of
HIV, including non-sex, male-to-female, and homosexual
transmission18. Meanwhile, the underlying issues of cleanliness
and lack of prophylactic protection go mostly unchecked.
One 2008 study found “free condoms” missions in SubSaharan Africa to be more effective in preventing the spread
of HIV than circumcision, protecting both men and women19,
and found them at least 95 times more cost effective (67).
Indeed, instead of publicizing and editorializing about how
circumcision is a preventative measure and thereby possibly
disincentivizing further expansion of condom use in lowincome countries, focus could be shifted to developing better
hygiene, more prominent condom usage, and well-rounded
sex education. For adults that choose to, circumcision could
remain an option.
Ultimately, it is fallacious to imply something is “worth it”
because it might save lives. Does the very real risk of breast
cancer warrant removing the breast buds at birth? Whereas the
lifetime risk that a woman will get breast cancer is about 12%,
the risk of acquiring HIV is less than 2%, and near zero with
condom use (54). Though the studies suggest circumcision
can prevent or delay contraction of HIV to some degree, the
data ultimately amounts to a large percentage decrease over a
trivial base, looking at a significantly relative risk reduction
for what is actually minor in absolute risk reduction20. And
what good is a preventative health measure if the potential
costs outweigh the benefits? When the costs are confronted,
the argument for circumcision as a preventative health
measure quickly falls away.
The act of circumcision involves the removal of substantial
tissue, leaving the glans exposed and making it susceptible to
infection and major blood loss. This process is comparable
in terms of pain experienced to “ripping a fingernail from
the quick” (45). Thousands of nerve endings important to
sexual pleasure are removed, and the once-protected glans
by Auvert et al. (61), Gray et al. (62), and Bailey et al. (63) support offering
circumcisions to men as means to prevent the spread of HIV; however, this
need not apply to infant males. Bailey et al. (63) sums up: “Where appropriate,
voluntary, safe, and affordable circumcision services should be integrated with
other HIV preventive interventions and provided as expeditiously as possible.”

.

17 Cameroon has 93% circumcision rate and 5.1% HIV rate, Gabon has 93%
circumcision rate and 5.9% HIV rate, Nigeria has 81% circumcision rate and
3.10% HIV rate, and Kenya has 84% circumcision rate and 6.7% HIV rate.
Cuba, Mongolia, Mexico, and China all have circumcision rates <20%, while
Cuba has 0.1% HIV rate, Mongolia has 0.1% HIV rate, Mexico has 0.3% HIV
rate, and China has 0.1% HIV rate (59,64,65). Similarly, at the peak of the AIDS
epidemic, the United States was at peak circumcision levels (54).
18. The risk of STD is possibly “more strongly related to sexual practices than
to the presence of a foreskin” (60,66).
19. This is important, considering 61% of adults with AIDS in Sub-Saharan
Africa are women.
20. “Limitations to the studies from which…risk ratios [for the uncircumcised in
Africa when it comes to HIV/AIDS] are [largely] derived include poor sampling,
a low rate of acquiring the disease, and not controlling for confounders such as
the number of sexual partners or other sexual practices”. Results are statistically
negligible and “probably not generalizable to the U.S. population” (60,66,68).
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quickly becomes hardened and dried out, furthering the
desensitization process, creating difficulties in the orgasm
process, and impeding the sexual intensity of intercourse for
both the circumcised male and the receiving female (45). The
pain involved with the circumcision process as experienced
by newborns is difficult to gauge without a satisfactory
primary source but can be understood by analyzing the
behavior of the infant. One such analysis found a positive
correlation between duration, loudness, and pitch of crying
and the invasiveness of the surgery, as well as intensified
facial expression including lowered brow, tightened eyes,
excitability in the spinal cord, an open mouth, and a cupped
tongue (69). Another study measured the effects of anesthesia
during circumcision on infant reaction and included a control
group without any anesthesia at all. The study ended, however,
when the doctors decided the pain was too great for it to be
considered ethical, as some babies began choking and one
had a seizure (36). Nevertheless, in real practices only 45% of
doctors use any anesthesia, as such procedures can take up to
thirty minutes while the removal of the foreskin itself is quite
brief (36). Total anesthesia, which would put an infant to sleep
during the surgery, is not available, and the next best thing,
the dorsal penile nerve block, still leaves the underside of the
penis receptive (36).
Aside from the short-term side effects, circumcision can
do major damage in the long term, with complication rates
during the first three years alone affecting about 1 in 50 of
those treated in this manner. These complications include
meatal stenosis, which is the narrowing of the urethra;
adhesions involving remnants of the foreskin healing to the
head and requiring removal; “buried penis”, in which too
much skin is removed and the penis cannot comfortably
become erect, leading to tears in the skin and/or erectile
dysfunction; serious infection of the glans, which may require
the denuding of the penis, skin transplants from other areas
of the body, and/or complete removal of the scrotum; or even
death; over 100 newborns die each year in the US alone from
blood loss or infection from circumcision (36,45)21. Indeed,
on a physical level the potential consequences are great.
Meanwhile, a growing amount of evidence suggests that the
intense pain felt by the newborn male during circumcision,
as well as the loss of what would be about half of his penile
tissue as a mature adult, has immense long-term adverse
effects on his psychological well-being (36,37,58,69–73).
The official manual of mental disorders as published by the
American Psychiatric Association describes a traumatic
event as one “that is beyond human experience, such as
assault (sexual or physical), torture, and a threat to one’s
physical integrity”, regardless of intent or purpose (73). This
is especially true at a young age and if the circumcision
procedure is as most are and lacks anesthesia. The body keeps
a record of its experiences in order to better survive, and
21. In one particular case in Seattle, a gangrene growth from the circumcision
wound required the removal of the scrotum and excised skin from the infant’s
entire core section in order to save his life. In another case, the botched
circumcision of a Canadian man ended in an inappropriate gender reassignment
that eventually led to his suicide. A third case in Britain resulted in one appalled
man winning 800 thousand pounds after he needed an operation to repair
defects resulting from the circumcision (45).
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neonatal circumcision involves rewiring the brain despite not
preserving an explicit memory (36).
One particular 2000 study based in the Philippines, where
circumcision is customary and a requirement of the culture,
sought to test the suggested link between involuntary
circumcision and Post-Traumatic Stress Disorder (PTSD)22.
In this case, the circumcision procedure is performed in preadolescence, and only boys without any pre-existing signs
of PTSD were included in the study, allowing the traumatic
nature of circumcision to be analyzed23. The survey targeted
two groups of participants, including those undergoing
medical circumcision, which involves a screening to confirm
that the foreskin is retractile and is performed with mild
anesthesia, and those undergoing ritual circumcision, which
features no such screening and completely lacks anesthesia.
Both types of circumcision are considered culturally valid.
Circumcisions were followed up with a questionnaire
relating to perception of the procedure and pain level, as
well as a questionnaire to test 17 items reflecting symptoms
of PTSD24. Analysis of these results concluded that 69%
of the 505 males circumcised ritually and 51% of the 1072
circumcised medically “fulfilled the DSM-IV criteria for a
diagnosis of PTSD”, while participant age, time elapsed since
the procedure, and perception of circumcision “were not
significant predictors for PTSD development” (74).
Another recent study, published in the International Journal
of Epidemiology in 2011, analyzed the connection between
neonatal circumcision and the existence of intimacy problems
related to psychological and/or physical trauma amongst
Danish men. The study included a survey of 5552 circumcised
and uncircumcised men, in which the former presented an
almost threefold increase when compared to the latter, from
4% to 11%, in the presentation of frequent anorgasmia. The
same study also noted sexual difficulties present in women
with circumcised partners when compared to those with
uncircumcised partners, including an increase of more than
one third in frequent anorgasmia, an increase of more than
one third in unfulfilled sexual need, and a fourfold increase
in dyspareunia, or painful intercourse (71)25. A similar

.

22 Ramos and Boyle reason, “A child is unable to withhold consent, cannot
control what happens to his body, and is unlikely to have enough information…
Factors that may predispose a person to… PTSD include feelings of
powerlessness and loss of control, lack of consent/lack of information… and the
experience of pain”, often of a sexual nature (74).
23. A total of 3253 boys from five different schools in the Batangas province
of the Philippines were contacted for inclusion in the study, and 1577 were
deemed to be lacking prior trauma and signs of PTSD. Parents or guardians
approved all participation by minors in the study.
24. The PTSD Questionnaire was “adapted from the Watson et al. PTSD-I
interview rating scale… [which] was developed to meet four specific criteria:
1) close specification of Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition (DSM-IV) standards, 2) binary present/absent outputs in
each symptom and entire syndrome, 3) can be administered by trained subprofessionals, 4) substantial reliability and validity. Participants answered each
question on a Likert rating scale from 1 (“no, never”) to 7 (“extremely, always”).
This study considered a 4 (“somewhat, commonly”) sufficient to meet the
relevant DSM symptom criterion” (74).
25. Specifically, differences in spouses of circumcised men compared to those
of uncircumcised men: anorgasmia (19% vs. 14%); incomplete sexual needs
fulfillment (38% vs. 28%); and dyspareunia (12% vs. 3%). Frequent sexual
function difficulties overall amongst women were 31% (circumcised partners)
compared to 22% (uncircumcised partners) (71).

preliminary poll conducted from 1993 to 1996 and published
in 1999 in the British Journal of Urology International
surveyed 546 circumcised American men, 94% of whom were
circumcised in infancy; 61% of respondents reported sensory
deficit leading to sexual dysfunction, including erectile
problems, orgasm difficulties, and/or anorgasmia, and 40%
reported extraordinary stimulation required for orgasm.
The same poll revealed amongst at least half of participants
feelings of mutilation, resentment, and sexual inferiority (70).
Ultimately, the difficulties of meeting the conditions of ceteris
paribus in analyzing the long-term consequences of male
child circumcision, as well as the impossibility of receiving
consent or feedback from the infant, result in a knowledge
problem of which the optimal solution to the circumcision
debate is to simply wait a few years and allow the individual
to choose for himself. Under this approach, any sought after
benefits of circumcision can be achieved without risking
subjecting the vast potential physical and psychological costs
onto the infant male.
V. Conclusion
The reality of the debate on neonatal circumcision is that it
hardly exists at all. Most male Americans grew up in an era
where nearly everyone was circumcised; to be uncircumcised
was considered unusual. Even for many of those who disdain
violence and the struggle to retain archaic social norms, it
is almost as if circumcision is a topic off-limits to debate—
perhaps out of denial or an appealing sense of conformity.
But underneath the guise of culture, neonatal circumcision
is a violation of the right to bodily integrity, an overreach
of religious freedom, and a coercive act on the most
helpless of us all.
Fortunately, the circumcision fad of the last century appears to
be waning26, at least in the West, as newborn circumcision rates
dropped from between 65% to 85% of babies in the early 1980s
to between 32% and 57% in the last half-decade (9,75,76)27.
We can explain to our children how we once “thought we had
to cut off the foreskin, but now we know better”, and sweep
away fallacious justifications about tradition, cosmetics,
conformity, and the “greater good”, as well as statistically
weak rationales regarding UTIs and hygiene (9). The culture
changed in a couple of centuries to shun slavery, become
tolerant of interracial marriage, and allow and even encourage
women to enter the workforce. Like those traditions before it,
the antiquation of male child circumcision alone should be
reason enough to give it a second look.
The crucial point is that we as a society can have our cake
and eat it too in this regard. All we need do is not eliminate
circumcision but rather postpone it. Instead of imposing it
on helpless babies, too weak and immature to object to this
invasive medical procedure, adults can choose for themselves
whether or not to avail themselves of circumcision. Those
convinced of its benefits would be free to do so; others need
not. Friedman and Friedman (77) is entitled Free to Choose;

.

26 A case in point may be found here: http://news.yahoo.com/german-courtoutlaws-religious-circumcision-172728400.html
27. Although in seeking this data it became clear that estimated rates are
difficult to produce and vary wildly, especially geographically.
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that phrase certainly applies to the present circumstance. It is
no less than a form of child abuse to enforce upon children so
momentous and irreversible a decision. Why not allow them
to choose for themselves when they arrive at an age at which
they are able to do so based on their own free will?
We have mentioned numerous drawbacks to circumcision.
One conclusion we draw from this evidence is that it would
be unwise even for an adult to engage in this procedure. That
decision, of course, in a free society, would be up to him,
and him alone. The more important conclusion that follows
from these considerations is that it is a particularly “cruel
and (all too) usual” form of punishment to impose upon an
innocent male child28.
We claim that libertarianism proscribes the use of violence
against innocent people. Babies are innocent; this cannot
be denied. Nor will anyone quarrel with the view that
circumcision is a violent invasive act, when not undertaken
volitionally. Newborns lack the volition to make any such
choice for themselves. Hence, it is unjustified, according to
libertarian principles. This conclusion does not at all apply
to adults who decide to undergo this type of surgery on a
voluntary basis. For consenting adults, libertarianism does
not at all proscribe circumcision.
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