CHILD GENITAL CUTTING
AS AN

ADVERSE CHILDHOOD EXPERIENCE
By Dan Bollinger and Georganne Chapin
Executive summary

This white paper presents compelling evidence that child
genital cutting (CGC)—in its myriad forms performed on males,
females, and intersex children—is a known early trauma. As
such it is also an Adverse Childhood Experience (ACE). More
than a million children in the United States continue to suffer
from CGC annually; many go on to experience repercussions,
some lasting for years or even decades. Yet CGC is not included
in the ACE questionnaire, while less frequent and possibly less
traumatic experiences are. Consequently, victims of CGC are
being ignored by the ACEs’ community. To solve this, we have
created this paper and AdverseChildhoodExperiences.net,
which together alert health authorities and researchers to this
omission and propose a minor addition to the popular ACE
questionnaire.

Intact America is the largest national advocacy group working to end male child genital
cutting in the United States, and to ensure a healthy sexual future for all people. Intact
America fulfills its mission by challenging social and sexual norms and by advocating for
the health and wellbeing of all children and the adults they will become. Intact America
operates under the auspices of the Hudson Center for Health Equity & Quality, a not-forprofit 501(c)(3) corporation.
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Problem statement

The Adverse Childhood Experience Study 1 was a long-term health-outcomes study conducted
from 1995–1997 by Kaiser Permanente and the Centers for Disease Control and Prevention.
The study measured childhood traumas and exposures to stressors using a 10-item Adverse
Childhood Experience (ACE) questionnaire and found that they were strongly associated with
health and social problems in adulthood. For instance, high-risk health behaviors such as
smoking, alcohol and drug abuse, promiscuity, and obesity. ACEs have a dose-response
relationship with many health problems—among them depression, heart and lung disease,
cancer, and shortened lifespan. Further, the more ACEs a person accumulates, the more likely
s/he is to accumulate others in the future.

But the questionnaire as designed does not adequately capture all major traumas. In
particular, only one question covers sexual abuse, and that question leaves out a
major and common trauma inflicted on children’s genitals.
Child genital cutting (CGC) i—regardless if it is forced, prescribed, or imagined imperative—is
painful and traumatic and has been found to permanently alter individuals’ sexuality, and to
have other lifelong consequences. Yet CGC—whether performed on a boy, a girl, or an intersex
child—is not captured by the ACE questionnaire despite its sizable incidence [Figure 1].

Figure 1. Boys harmed annually by CGC,
plus girls and intersex children under the age of 18 at risk for CGC. ii
Given the pervasiveness of CGC in the United States (especially infant/newborn male CGC), the
concern about female CGC (particularly among immigrant populations), and the emerging
reservations about gender-norming CGC upon the intersex, one might ask why there has not

i

We will use the term “child genital cutting” to refer to involuntary surgery undertaken to modify the genitalia of a
child by any adult (but excluding self-harm) from birth to age 18. We do this to avoid euphemisms like
“circumcision,” vague terms like “procedure,” and inflammatory terms like “mutilation.”
ii
MCGC incidence is documented in hospital records, but the liberal “at risk” estimates are the only statistics
available for FCGC and ICGC in the U.S. The authors have reservations about using them since the true incidence is
likely lower, but until better data are published, we have no choice but to employ them to illustrate the scope of
the problem.

2

been more examination of the social and psychological impact of this non-consensual, forced
genital surgery.
This white paper will focus on the widespread practice of male CGC (MCGC, a.k.a. male
circumcision). While male, female and intersex children are all potential targets for the
removal or rearrangement of their genitalia, MCGC is the most commonly performed and
researched form of CGC in the United States. If it can be shown that male child genital cutting
qualifies as an ACE, then it follows that genital cutting of girls and intersex children is also an
ACE. Here are the questions that must be addressed in order to reach that determination:

● Does MCGC meet the criteria for an Adverse Childhood Experience?
● Should MCGC be added to the ACE questionnaire?
● What are the implications of adding CGC to the questionnaire?

Background

The incidence of MCGC has fallen over the past four decades but still, each year, more than a
million (~58%) of boys born in the United States experience it. iii Because MCGC was nearly
universal for generations, about three-fourths of American men are living with surgically
altered genitalia.
While religion is often cited for its popularity, in fact only a small portion of MCGC incidents
take place in the context of a religious ritual. The remainder, about 98 percent, are purely
secular in nature and generally carried out in a medical setting.
MCGC incidence varies greatly from state to state and even hospitals in the same city. If it was
truly a valid medical standard of care, then the incidence would be more uniform across the
country. Consequently, MCGC, and CGC in general, can be seen as cultural-based traumas
[Figure 2].

Figure 2. Male child genital cutting incidence. iv
MCGC’s very ubiquity is what likely inhibits an open discussion about the practice. The lack of
recognition of, and investigation into, the trauma and sexual side effects of CGC are cultural
and social—rather than evidence-based. CGC’s absence from the ACE questionnaire is itself an
example of this phenomenon.

iii
iv

https://www.cdc.gov/nchs/data/hestat/circumcision_2013/circumcision_2013.htm

Compiled from the CDC’s SID and KIDS databases.
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Further hindering the discussion of CGC is the language proponents and opponents employ.
One only need look at the difference in popular terminology describing male “circumcision” (a
soft-sell, vague mechanistic reference to the cutting away of normal genital tissue from around
the penis) and “female genital mutilation” (an inflammatory term meant to elicit revulsion v).
In the United States, cutting of a girl’s genitalia for cultural or social reasons is widely
abhorred, and there are federal and state laws prohibiting it, even though a hundred years ago
“female circumcision” was an accepted medical procedure, albeit unsupported by science.
Indeed, as the term “female genital mutilation” suggests, cutting a girl’s genitals is now always
portrayed as unequivocally harmful and discriminatory.
Intersex child genital cutting (ICGC) and MCGC—unlike female child genital cutting (FCGC)—
are generally perceived as beneficial interventions, or at least safe and benign, and have
largely gone unquestioned until recently. This is due almost entirely to the status of the former
two as medical procedures, and the related “ownership” of the diagnostic and treatment
criteria by a medical establishment whose knowledge, expertise, and good intentions are
presumed. This attitude precludes a critical assessment of what is a pseudo-medical
“procedure,” and consequently thwarts impartial discussion of the entire practice of child
genital cutting.
However, more and more victims of male and intersex genital cutting are speaking out about
surgical sexual violations—a phenomenon closely resembling the “Me Too” movement against
hidden female sexual assault. In this regard, the ACEs questionnaire is elevated in stature as an
appropriate instrument for measuring this heretofore concealed trauma.

Male genital anatomy and foreskin removal

MCGC (widely referred to as male “circumcision”) is the most common pediatric surgery in the
United States, but few among the general public know what it entails. This is due at least in
part to the non-specific nature of the term “circumcision,” coupled with widespread ignorance
about the normal male anatomy. Euphemisms such as “just a snip,” labeling the uncut penis as
“unhygienic,” and defending MCGC as “no more invasive than cutting the umbilical cord” all
contribute to the widespread cognitive dissonance about CGC in American culture.
The male foreskin (prepuce) is a protective double-layer of specialized tissue that surrounds
the glans (head of the penis). At birth, it is attached to the glans, a normal condition called
physiologic phimosis. Over time, and usually by the end of puberty, the connective tissue that
keeps the foreskin attached will loosen and the foreskin will become mobile, preparing the
male for comfortable erections, pleasurable masturbation, and intercourse.
The foreskin has multiple functions—protective, immunological, and sensory. Contrary to
some still-popular beliefs, the male foreskin is a functional, integral part of the penis, and the
tissue taken from the boy during circumcision is the equivalent of 12–15 square inches of
vascularized and highly sensitive tissue in an adult man. MCGC victims will never experience
the full breadth and depth of sexual experience enjoyed by intact men.

Surgical description

MCGC involves the forcible detachment and removal of the foreskin. After the child is secured
in a restraint, the highly innervated foreskin is forcibly separated from the glans with a metal
v

The cutting of a girl’s genitals is commonly called “female circumcision,” but human rights activists were able to
engender far greater disapprobation regarding the practice, and to distance it from its generally accepted
counterpart carried out on boys, by rebranding it as female genital mutilation (FGM).
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probe, tearing the connective tissue. Next, it is clamped to stanch bleeding. At this point the
excision begins by cutting the foreskin, first vertically with forceps, and then around the base
of the glans with a scalpel. This surgery is not only extraordinarily painful for the infant
(anesthesia is not always used and when employed it only partially and temporarily blocks the
pain), but it is also wholly unnecessary.
Physically, MCGC removes half of the penis’ skin, destroys its functional foreskin, and ablates
three-fourths of its nerve endings. 2 Adding sexual insult to sexual injury, MCGC is also
associated with erectile dysfunction later in life. 3

Historical description

Foreskin removal has a long history as a tribal and religious ritual—particularly among Muslims
and Jews. As a medical procedure, the practice took hold during the Victorian era in Englishspeaking countries including the United States, Britain, Canada, Australia, and New Zealand.
Beginning in the late 19th century, the evils [sic] of masturbation became a topic of great
concern within the medical establishment, and doctors began to remove the foreskins of
adolescent boys in order to keep them from pleasuring themselves. Girls were also subjected
to the removal or destruction of their clitorises for the same reason, though not to the same
extent.
Over the next few generations, foreskin removal became more common on ever younger boys.
Infant circumcision finally took hold as the development of obstetrics transformed childbirth
from a normal life event mediated by women to a medical “problem” demanding the dramatic
intervention of (male) physicians. Thus, as physicians replaced midwives and hospital-based
birth replaced home birth among families who could afford the former, circumcision became a
mark of affluence. This trend developed in parallel fashion in other English-speaking countries
until the 1940s, and then the practice began to diverge. As David Gollaher states in his
circumcision history book, “The ultimate popularity of circumcision depended not on
convincing normal men to undergo the ordeal of surgery, but on targeting a group of patients
who could not object.” 4
England, financially bankrupt following the Second World War, established a national health
care system, and began scrutinizing medical practices and expenditures for their efficacy.
British physician Douglas Gairdner’s influential 1949 article exposed the fallacy of male
circumcision as a health-improvement measure, and the procedure was deemed unworthy of
reimbursement. 5
In the United States, however, a privatized health care system was established and every
procedure, necessary or not, became a billable service. By the mid-20th century, and prior to
the requirement of signed consent, few U.S. boys escaped genital cutting.

Does MCGC meet the criteria for an ACE?

In adults, abnormal and painful neonatal experiences can manifest in a host of altered adult
behaviors, among these “increased anxiety, altered pain sensitivity, stress disorders,
hyperactivity, and attention deficit disorder. These in turn may lead to impaired social skills
and patterns of self-destructive behavior” 6—hallmarks of high ACE scores.
Three out of four U.S. men have had their foreskins removed as infants; however, because
they likely don’t have an early recollection of the trauma, or because they never thought about
it, most would not think to label their newborn circumcision as an adverse experience unless
they are specifically asked.
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Men’s grief

However in a growing trend, many men are speaking out on social media saying that they
believe their genital cutting was a sexual abuse; some refer to it as a rape, and say that they
are reminded of it daily, every time they look at the surgical scar on their penis.
A recent national survey by Intact America found that 20 percent of the men surveyed said
they have a “snapshot,” early recollection, or night terrors they believe to be associated with
their infant circumcision. 7 Whether or not men consciously recall the surgery, the fact remains
that the cutting was painful and traumatic, and they DID experience it. We have known for a
century that self-imposed amnesia is one way in which the psyche protects itself from
trauma, 8 and no amount of forgetfulness or denial is enough to negate its deleterious effects.

Epigenetic factors

Two recent studies found that neonatal pain creates long-term alterations in brain
development, and that exposure to pain during a period of rapid brain development can result
in major changes to the brain. 9 10 The removal of the foreskin reorganizes a male’s
somatosensory cortex, which may affect his overall sexual behavior; and the earlier in the
male's life the circumcision occurs, the more impact it would have. 11
Another study showed abnormally increased behavioral responses to vaccination at 4–6
months of age in infants who had undergone circumcision shortly after birth. The researchers
concluded that the boys’ reactions were “an infant analogue of a post-traumatic stress
disorder triggered by a traumatic and painful event,” 12 illustrating that these early adverse
experiences have long-term effects.

Boy’s psyche

A literature review of more than a hundred psychological studies shows that early traumas
have a detrimental effect on a boy’s psyche, and about half of those specifically mentioned
circumcision. 13 Whether the child consciously remembers a negative experience is irrelevant
to its impact and categorization as an ACE. It is not the recollection of a trauma that is harmful,
rather the body’s and mind’s response to it, both immediately and over time.
In one study, MCGC was found to be closely associated with alexithymia—the inability to
identify and express emotions. 14 Other studies similarly have found childhood sexual abuse
and maltreatment to be associated with this personality trait. 15 16 Notably, alexithymia also
has a negative effect upon resilience, or “bouncing back,” from ACEs. 17 In another study, fourand five-year-old boys were given a battery of standard psychological tests before and after
their circumcision. The study concluded that MCGC’s trauma had detrimental effects on the
child’s function and adaptation and that “the child seeks safety in withdrawal and isolation.” 18

Should MCGC be added to the ACE questionnaire?

A 2016 study on HIV risk behaviors found that accruing just one or more ACEs significantly
increased males’ engagement in high risk behavior, whereas, for women, three or more ACEs
were required to correspondingly increase their engagement in high risk behavior. 19 A newer
study found that boys are generally burdened with more ACEs than girls. 20 Notably, boys’
brains mature more slowly than girls’ brains, making them more vulnerable to early stressors,
for a longer period of time. 21 Hence, despite popular opinion, it seems that boys, not girls, are
“the weaker sex” 22 in that they are more vulnerable than girls to early adverse experiences. 23
A new ACE study concluded that non-explicit adverse experiences (those not listed on the
current ACE questionnaire) also put children at risk, 24 highlighting that these non-explicit
6

experiences may be just as important to consider. Further evidence suggests that the adverse
consequences of high ACE exposure don’t wait until adulthood to manifest; rather they show
up in children as physical, mental and developmental problems. 25

Adverse Genital Cutting Experience

The current ACE questionnaire does not explicitly mention genital cutting, but neither does it
explicitly exclude it. Physical and sexual abuse are ACEs, and given that MCGC is painful,
traumatic, and directed at the sex organs it is reasonable to dispassionately examine this act as
constituting sexual abuse.
A large cohort international study concluded that accumulation of early stressors predicts
deaths from Sudden Infant Death Syndrome (SIDS). 26 Pertinent to this essay is that the study
controlled for prematurity and male circumcision, which they identified as “common
stressors.” They found a positive correlation between SIDS prevalence and both stressors, but
together, the stressors were more strongly associated with SIDS then each one separately. The
take-aways from this study are that: (1) the researchers assumed that male child circumcision
was an ACE; and (2) that male child circumcision accumulated with another early trauma
increased the child’s health risk.
Infant MCGC is very painful. Most baby boys are not given anesthesia, and even when they
are, it is inadequate to block all pain. 27 Despite decades of misinformation, we now know that
newborns feel pain as intensely or more intensely than adults. 28 29 Two studies by the same
research team—one objective 30 and the other subjective 31—found that circumcision is the
most painful of the twelve most common perinatal procedures. Another team of researchers
studying anesthesia efficacy halted their study when they saw that their subjects’ cortisol
levels spiked32 [Figure 3].

Figure 3. Typical hospital circumcision of a newborn boy. vi
Higher levels of cortisol are associated with early stressful experiences and behavior changes.
A cohort of mostly boys who experienced neonatal procedural pain was found to experience
subsequent behavioral problems. 33 Furthermore, a study of children with post-traumatic stress
symptoms also found that their cortisol levels were higher than normal, and that their
hippocampi were smaller than normal. 34

vi

iStock photo #174655273
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Toxic stress

MCGC sequalae are indicative of toxic stress activation, which can be particularly problematic
during early childhood. In Nadine Burke Harris’s book 35 on toxic stress and the accumulation
of ACEs, the author observed: “The fact that our patients with four or more ACEs were 32.6
times as likely to have been diagnosed with learning and behavioral problems signaled to us
that ACEs had an outsize effect on children’s rapidly developing brains.”
Like ACEs, MCGC has been associated with addiction and suicide, 36 and victims of childhood
sexual abuse are more than twice as likely to attempt suicide. 37 Recently, a preliminary study
by Danish researchers found an association between MCGC and autism, 38 a frightening
prospect if this association is proven.

Perception

It is important to note here that the perpetrator’s motivation does not determine whether a
child experiences an event as traumatic. Certain parental practices (such as spanking) that
were previously accepted as being administered “for the child’s own good” have now been
recognized as causing long-term psychological damage. Similarly regarding MCGC, any good
intentions of the circumciser (to make the child “fit in,” “look like the father,” or to “prevent
future problems”) or associated assertions that the child “shouldn’t be troubled” by the
experience, are unrelated to the child’s experience of the inflicted trauma.
Additionally, while activists against MCGC might be dismissed in some circles for using
language imputing negative motive such as “abusive wounding of males” 39 or "adult
aggression directed at children,” 40 these descriptors closely resemble widely accepted
critiques of FCGC in western culture. Thus, while discussing ACEs, it is important to remember
that the only pertinent perspective is that of the child-victim.
ACE researchers agree that their results are consistent with an “accumulation” model of
trauma that assigns increased lifetime risk of psychosocial impact with each additional
traumatic exposure during childhood. If so, then MCGC is a harbinger of more ACEs to come.

About Men

Approximately 85 million (75%) U.S. men over the age of 18 have been circumcised, 41 i.e., have
experienced CGC. Adding an additional ACE to the other ACEs that these men have
experienced reveals a significant negative outcome for them. For instance, if MCGC is added to
the ACEs inventory, the proportion of men who have an ACE score of zero declines from 38
percent 42 to 9.5 percent. For men with only one ACE, if CGC is added to their self-reported
experiences, their scores then increase by one, and this trend continues all along the
continuum [Figure 4].
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Figure 4. Effect of men’s ACE scores distribution after adding
one to the ACE scores of men in the United States who are circumcised.
We know that 17.8 percent of men have ACE scores of 3, 4, and 5. Adding one more ACE to the
scores of this group would reveal that an additional 23 million men are at a much higher health
risk than previously thought. An ACE score above six is associated with a 30-fold increase in
suicide attempts and a lifespan shortened by almost 20 years. 43
According to a recently published international study, boys with overall higher ACE scores have
12 times greater odds for violence perpetration compared with girls at 4 times. 44 Adding one
more ACE from MCGC would identify a larger number of boys likely to perpetrate violence as
men than previously known; a finding that would be useful for health and legal authorities.

Sex ratio

The Adverse Childhood Experiences Study 45 reported that the average ACE score for women is
1.47 and for men 1.23, but if one ACE is added to the 75 percent of men who are MCGC
victims, the score for U.S. men jumps to 2.11, reversing the at-risk sex ratio.
In yet another ACE study, one in four women and one in six men reported having experienced
childhood sexual abuse. 46 When MCGC is included for the 75 percent of men who had not
reported a childhood sexual abuse (and presumably had been circumcised), the ACE childhood
sexual abuse ratio rises to four out of five men [Figure 5].
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Figure 5. Percent of adults reporting childhood sexual abuse
and after MCGC is accounted for.

What are the implications of adding CGC
to the questionnaire?

The ACE questionnaire in use by researchers today does not represent the entire spectrum of
early adversities that exist, nor does it measure critical dimensions of exposure, such as
severity or the age at onset, which can also significantly affect health and well-being. Rather, it
is intended as a preliminary screening tool to quickly identify at-risk individuals and
communities who might subsequently benefit from interventions such as resilience training.
As the field of risk assessment evolves, ACE researchers and practitioners are adding additional
questions to their interview inventories, acknowledging that certain experiences heretofore
not explicitly recognized may be powerful predictors of adult health.
Adverse Childhood Experience studies to-date—even those controlling for gender—have not
controlled for CGC. 47 48 This oversight skews gender results and obscures a major adverse
experience for a large portion of the population. All these facts, taken together with the
extraordinarily high prevalence of MCGC in the United States, seriously disrupt current
understanding regarding gender disparities and ACEs.
For instance, a person with an ACE score of four or more crosses a Critical At-Risk Threshold for
Adverse Childhood Experiences (CART/ACEt). 49 50 A score of four ACEs is associated with a
seven-fold increase in alcoholism and doubles the risk of cancer, 51 and is associated with a
32-times increase in learning/behavior problems as well as obesity. 52
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Figure 6. Prevalence of the four most common ACEs compared to
the percent of CGC victims and those at risk in the US adult population. vii
Compared to the prevalence of the most commonly experienced ACEs included in the ACE
questionnaire (economic hardship, parental divorce, living with anyone who had an alcohol
problem, or witnessing violence), 53 CGC trumps them all [Figure 6].

Incorporating CGC into Current ACE questionnaires

A group of ACE researchers stated in 2018, “Currently, there is no validated tool to screen for
ACEs exposure in childhood.” 54 A recent study aimed at improving and validating the ACE
questionnaire stated that the original version was “not formulated by any systematic process,
and there is much reason to believe it could be improved,” especially “in their prediction of
health outcomes by adding some additional widely recognized childhood adversities.” 55 Many
other researchers have proposed improvements to the original 1998 ACE questionnaire, 56 57
and have begun the task of validating the instrument. viii The ACES Connection website resource
section elaborated upon the adaptation and expansion of the original questionnaire:
Subsequent ACE surveys include racism, witnessing violence outside the home,
bullying, spanking, losing a parent to deportation, living in an unsafe
neighborhood, and involvement with the foster care system. Other types of
childhood adversity can also include being homeless, living in a war zone, being
an immigrant, moving many times, witnessing a sibling being abused,
witnessing a father or other caregiver or extended family member being
abused, involvement with the criminal justice system, attending a school that
enforces a zero-tolerance discipline policy, etc. 58
The CDC’s 2018 11-question Behavioral Risk Factor Surveillance System (BRFSS) questionnaire
has three questions concerning sexual abuse 59 (but none covering CGC) while the original 1998
Calculation: About 75% (~34% of all adults) of U.S. men are MCGC victims (whqlibdoc.who.int/publications/
2007/9789241596169_eng.pdf) PLUS the estimated 513,000 (~1.7%) women at risk for FCGC
(equalitynow.org/fgm_in_the_us_learn_more), PLUS ~1.6% of all children who are born intersex
(intersexequality.com/how-common-is-intersex-in-humans) and presumably all at risk, TOTALS ~38.3%.
viii
Note to researchers: CGC can be verified by physical examination, not so with other ACEs that are susceptible to
recall bias. MCGC can be adequately assessed in studies without a physical examination using a 3-part self-report
survey question. See the example used in this study:
https://www.researchgate.net/publication/270190401_Alexithymia_and_Circumcision_Trauma_A_Preliminary_Inv
estigation
vii
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ACE 10-question questionnaire has one. 60 This indicates an appropriate shift toward a greater
emphasis on sexual abuses. Furthermore, the expanded Adverse Childhood Experiences
International Questionnaire (ACE-IQ) has 18 questions, indicating that the original ACE
questionnaire is not only adaptive but not yet standardized. 61

Proposed solution

Intact America proposes a gender-neutral solution to improve the ACE questionnaire so it will
better represent the childhood trauma spectrum. Modifying Question #3 in the standard
10-item questionnaire (the only question that covers sexual abuse) would maintain the
existing 10-point questionnaire and scoring system by appending:
Did an adult or person at least 5 years older than you ever:
Touch or fondle you or made you touch their body in a sexual way,
or
Attempt or actually have oral, anal, or vaginal intercourse with you,
or

Surgically alter your genitals or circumcise you at birth or later?
To promote this change, Intact America has launched a companion website appropriately
named AdverseChildhoodExperiences.net to disseminate this proposal, provide an autoscoring online quiz and a mobile app employing our proposed change, and provide ACEs
resources.

Conclusion

Incorporating CGC into ACE questionnaires should be seriously considered by researchers—
especially those working on survey validation. Doing so would capture a major psychological,
sexual, and physical trauma of a large portion of the population that occurred during a
vulnerable age, thereby creating a superior screening tool. And—just as with other ACEs—
methods for prevention should be examined.
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