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ABSTRACT 
 

Aim: To establish the clinical effectiveness of Mogen clamp, an infrequently used circumcision device, in terms of 

outcome and complications. 
Method: This was a descriptive case series done in Government Said Mitha Teaching Hospital, Lahore. 240 

neonates and infants (age up to one year) were circumcised from October 2016 to October 2017 using Mogen 
clamp. Patients were divided into neonates and infants. Variable of interest were post operative bleeding, need of 
suturing and adequacy of circumcision.  
Results: Post operative bleeding was seen in 25 patients (10.4%) out of which 12 (5%) had bleeding immediately 

after surgery while 13 patients (5.4%) had bleeding within 01 hour of surgery. Under circumcision was seen in 7 
patients (2.9%) while over circumcision was seen in 5 patients (2.1%) and required suturing. Overall sutures were 
applied in 26 patients (10.8%) either for control of bleeding or for over circumcision. No incident of glanular or 
urethral injury occurred. 
Conclusion: Circumcision with Mogen device is safe, reliable, and easy to perform procedure in clinical settings 

with much less complication rates. 
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INTRODUCTION 
 

There are about 1.6 billion people in the Muslim community 
making it the second largest religion of the world1. In Islam, 
it is a mandatory ritual that every male child born must 
undergo circumcision and it is also evident in religious 
books of Hadiths2 Not only Muslims, but other religions 
especially Jews also practice circumcision as a religious 
norm3. Circumcision is also practiced as a protective and 
curative procedure in certain parts of the world4. It is a 
proven fact that in a circumcised male, chances of HIV 
infection reduce by about 60%5,6. In addition to HIV, it also 
lowers the risks of development of penile warts (HPV) and 
penile carcinoma7 and other sexually transmitted 
infections8. It is also observed to reduce female partner 
bacterial vaginosis9 and risk of cancer of cervix10. 
Circumcision is done in all ages, from neonate to elderly. 
However, in neonates and infants, it has better results than 
adults. The easier operative technique, lesser 
complications, reduced operative time, lower cost and less 
sexual disinhibition is reported if circumcision is done in 
neonates/infants as compared to adults.11,12 

Circumcision is associated with certain complications, 
which depends on the age of patient, experience of 
surgeon and type of method opted. Complications include 
primary haemorrhage, infection, meatal stenosis, 
incomplete circumcision, penile oedema, circumcision in 
hypospadias, glanular injury, slipped plastibell™, urinary 
retention, gangrene of penis, Fournier’s gangrene, 
sloughing of glans and other minor injuries13,14. 
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There are several methods of performing circumcision 

but overall two basic techniques are used worldwide, one is 
open method and other with the use of different devices, 
which can be either Glans-protecting (plastibell & Gomco 
clamp) or Glans-nonprotecting ( bone cutter) devices. 
Plastibell and bone cutter were reported to be the most 
popular methods followed by Gomco clamp and open 
dissection methods respectively15.  Methods like bone 
cutter and plastibell, are associated with various 
complications16 so newer techniques need to evolve which 
are theoretically safe like Mogen clamp.  

Mogen clamp is a surgical device for rapid 
circumcision and it has supposedly less chances of glans 
injury because of its specific design (Fig. 1). It doesn’t 
leave any foreign body over the glans however, doesn’t 
protect the glans directly as in Plastibell and Gomco 
devices etc. Mogen clamp has been used in United States 
for circumcision in neonates only17 but not enough literature 
is available on its use in the infantile age group. Therefore, 
this study was conducted using Mogen clamp device for 
circumcising the male neonates and infants with the 
objective of determining the safety and complication rate of 
circumcising males up to one year of age. 
 
Fig. 1: Mogen clamp 
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MATERIAL AND METHOD 
 

This study was a descriptive case series done in the 
department of Urology, Government Said Mitha Teaching 
Hospital, Lahore. Total 240 circumcisions in neonates and 
infants (age up to one year) were performed from October 
2016 to October 2017 using Mogen clamp. All the healthy 
male neonates and infants up to one year of age were 
included in the study. Babies with bleeding diathesis or any 
obvious anomaly of genitalia like hypospadias or 
ambiguous genitalia were excluded from the study. All the 
patients were divided in two broad categories according to 
their age. Neonates (age 0-28 days) and Infants (age 29 
days to 01 year). Infants were further subdivided into three 
groups, Group I (infants 29 days -03 months), Group II 
(infants 03-06 months) and Group III (infants 06-12 
months). Patients were booked from outpatient department 
and were operated on same day as a day case procedure. 
They were kept for 30 minutes in recovery room post 
operatively and were observed for any complications. 
Circumcision Technique: The external genitalia was 

prepared with povidone-iodine and draped. Regional 
anaesthesia with lidocaine 2% by dorsal penile nerve block 
was used. Adhesions between the foreskin and glans were 
removed by blunt dissection, taking care not to damage the 
frenulum at 6 o’clock. Any smegma or discharge material 
was wiped off and pyodine was applied again. The prepuce 
was carefully pulled with the hemostat in an upward and 
outward direction. A straight hemostat was then placed at 
right angle to the long axis of penile shaft on the prepuce 
approximately 5mm distal to the markings. The Mogen 
clamp was placed obliquely over the markings before the 
straight hemostat in a 45o angle in the dorso-ventral 
direction pointing outwards. The two blades of the Mogen 
clamp were then brought together for 3-4 minutes and were 
locked in place with built-in locking mechanism. The 
redundant skin was then excised with sharp surgical blade. 
Mogen clamp was opened and slowly removed. The seal 
between the skin and the mucosa around the glans was 
separated with the help of two plain forceps and the wound 
was covered with Tincture Benzoin Co soaked sterile 
dressing supported at the suprapubic area.  

Patient was kept under observation and dressing was 
examined 15 minutes post procedure. Soakage of the 
dressing with blood was presumed as continued bleeding 
and dressing is opened to see any evident active bleed.  If 
active bleed is found, an absorbable catgut 4/0 suture was 

applied. Such patients were further observed in recovery 
room for 2 hours before discharging them after confirming 
dry dressing. Patient was discharged with antibiotic and 
analgesia. Patient’s parents were advised to bring him for 
follow up after two (02) days in order for removal of 
dressing followed by the advice of local application of 
antibiotic cream (Mycitracin™)  thrice a day for at least one 
week. Patients were again called for follow up 
examinations one week post procedure.  
 

RESULTS 
 

240 circumcisions were done, out of which 86 patients 
(36%) were neonates, 103 patients (43%) were in Group I 
infants, 32 patients (13%) were in group II infants and 19 
patients (8%) were in group III infants (Table 1). 

Post operatively bleeding was noted in 25 patients 
(10.4%). 12 patients (5%) had bleeding immediately 
following the procedure and they required suturing to stop 
bleeding. While 13 patients (5.4%) had bleeding within 1 
hour of surgery, out of which 4 patients (1.7%) were 
managed with pressure dressing and 9 patients (3.8%) 
were managed by delayed suturing. Under circumcision 
was seen in 7 patients (2.9%) while over circumcision was 
seen in 5 patients (2.1%) and required suturing (Table-2). 

Patients were also instructed to report if any problem 
arises after second post procedure visit. Regarding post 
procedural complications, penile shaft edema at excision 
site was seen in 02 cases which settled spontaneously 
within seven post procedure days. 03 cases presented with 
post-op infection at 3rd, 4th and 6th post op day identified by 
local erythema and purulent focus at the excision site, dealt 
with local wound care and antibiotics cream application. No 
urethral or glanular injuries were encountered. Overall 
parental satisfaction level was good with cosmetic results. 

Sutures were applied in 21 cases of bleeding and 5 
cases of over circumcision. Overall sutures were applied in 
26(10.8%) cases whereas 214(89.2%) cases did not need 
any post procedure suturing (Table-3). 
 
Table-1: Distribution of cases according to age (n=240) 

Category Age group n 

Neonates 0 - 28 days 86 (35.8%) 

Infants Group I (29 days-3 months) 103(42.9%) 

Group II (03 –06 months) 32 (13.3 %) 

Group III(06 – 12 months) 19 (7.9%) 

 

 
Table 2:  Post operative complications 

Categories/Group  
Stratification 

Bleeding (immediate) 
n=12 

Bleeding 
(within 1 hour) n=13 

Under circumcision 
n=7 

Over circumcision 
n=5 

Neonates 0 (0%) 1 (0.4%) 1 (0.4%) 0 (0%) 

Infants 

Group I 2 (0.8%) 1 (0.4%) 2 (0.8%) 2 (0.8%) 

Group II 5 (2.1%) 4 (1.7%) 2 (0.8%) 2 (0.8%) 

Group III 5 (2.1%) 7 (2.9%) 2 (0.8%) 1 (0.4%) 

 
Table 3: Frequency of suturing at the time of circumcision 

Category / Group  
Stratification 

Cases needed sutures 
( n = 26 ) 

Reasons for suture application 

Bleeding 21/26 ( 80.8 % ) Over-circumcision 5/26 ( 19.2% ) 

Neonates 0 0 (0%) 0 (0%) 

Infants 

Group I 4 2/4 (50%) 2/4 (50%) 

Group II 9 7/9 (77.8%) 2/9 (22.2%) 

Group III 13 12/13 (92.3%) 1/13 (7.7%) 
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DISCUSSION  
 

Pakistan is a Muslim country and circumcision of every 
male child is performed as religious obligation. Non-
Muslims Pakistanis are frequently found following this 
practice too. Circumcision is one of the most common 
surgical procedures done in Pakistan. Among different 
circumcision methods used, most common method is use 
of plastibell (40%) mostly by the Paediatric Surgeons 
followed by use of bone cutter (38.9%) by General 
Practitioners and General Surgeons.15 Gomco clamp was 
used for circumcisions (14.4%) by Gynaecologists and 
Paediatricians. Open dissection method (6.7%) remained 
the procedure of choice for Plastic Surgeons and 
Urologists15. Mogen clamp circumcision has been done in a 
very few hospitals in this area of the world, so it is a newer 
technique here. 

Results of our study were satisfactory in terms of post 
operative complication. Better results were seen in another 
study on Mogen clamp done in USA (only 1.53% bleeding 
and 0.47% revision)18. Better results were probably due to 
more experience with the use of Mogen clamp in USA as 
compared to Pakistan. As Mogen clamp is a Glans-
nonprotecting device so it carries the risk of glans injury. 
Although no such injury is seen in our study as all the 
procedures were done by consultants but the fear remains 
in the mind of surgeon according to Bailey et al19.  

Cosmetic displeasure was reported by the parents in 
12 cases, due to under and over circumcision mostly, 
which was relatively higher. Data from previous study 
showed almost 100% parent (mother) satisfaction with 
Mogen clamp use.20 The reason of this difference is 
probably the same i.e. less experience with Mogen clamp 
in our setup. 

There were certain limitations of study. It was not a 
comparative study so we were unable to compare it with 
other methods of circumcision. Although pain is relatively 
less in Mogen clamp circumcision as compared to 
conventional circumcision21but this variable was also not 
studied in our research. Randomized controlled trials are 
required in future to compare Mogen clamp with bone 
cutter, plastibell and gomco clamps so that best method of 
circumcision be devised. 
 

CONCLUSION 
 

In conclusion, circumcision with Mogen device is safe, 
reliable, and easy to perform procedure in clinical settings 
with minimal chances of drastic complications like glanular 
injury. Further studies are needed to compare its safety 
and efficacy in comparison with the other commonly used 
methods. 
 

REFERENCES 
 

1. Stonawski M, Skirbekk V, Hackett C, Potančoková M, Connor 
P, Grim B, et al. Yearbook of International Religious 
Demography. Washington, DC: BRILL; 2015. Global 
population projections by religion: 2010-2050; pp. 99–116. 

2. AAAMiIīiIia-MiBa-Jf A, Al-Bukhari S. Sahih Al-Bukhari 
(Arabic-English). Vol. 7. Book 77-Hadith 106. 846 AD. 
Riyadh-Saudi Arabia: DARUSSALAM; 2017. p. 5889. 

3. Rizvi SA, Naqvi SA, Hussain M, Hasan AS. Religious 
circumcision: A Muslim view. BJU Int. 1999;83(Suppl 1):13–6. 

4. Hargreave T. Male circumcision:Towards a world health 
organisation normative practice in resource limited settings. 
Asian J Androl. 2010;12:628–38. 

5. Bailey RC, Moses S, Parker CB, Agot K, Maclean I, Krieger 
JN, et al. Male circumcision for HIV prevention in young men 
in Kisumu, Kenya: a randomised controlled trial. Lancet. 
2007;369(9562):643–56. doi: 10.1016/S0140-6736(07)60312. 

6. Gray RH, Kigozi G, Serwadda D, Makumbi F, Watya S, 
Nalugoda F, et al. Male circumcision for HIV prevention in 
men in Rakai, Uganda: a randomised trial. Lancet. 
2007;369(9562):657–66. doi: 10.1016/S0140-6736(07)60313 

7. Daling JR, Madeleine MM, Johnson LG, Schwartz SM, Shera 
KA, et al. Penile cancer: importance of circumcision, human 
papillomavirus and smoking in in situ and invasive disease. 
Int J Cancer. 2005;116:606–16. 

8. Tobian AA, Serwadda D, Quinn TC, Kigozi G, Gravitt PE, et 
al. Male circumcision for the prevention of HSV-2 and HPV 
infections and syphilis. N Engl J Med. 2009;360:1298–309. 

9. Fethers KA, Fairley CK, Hocking JS, Gurrin LC, Bradshaw 
CS. Sexual risk factors and bacterial vaginosis: a systematic 
review and meta-analysis. Clin Infect Dis. 2008;47:1426–35. 

10. Auvert B, Lissouba P, Cutler E, Zarca K, Puren A, et al. 
Association of oncogenic and nononcogenic human 
papillomavirus with HIV incidence. J Acquir Immune Defic 
Syndr. 2010;53:111–6. 

11. Joseph Davey DL, Vermund SH, Wamai R, Phili R, Klausner 
JD. Why wait? We need to scale-up infant male circumcision 
for global HIV control. AIDS. 2016;30(11):1847–1848. 

12. Sint TT, Bellhouse L, Luo C. Long-term investments for 
infants: keys to a successful early infant male circumcision 
program for HIV prevention and overall child health. Glob 
Health Sci Pract. 2016;4 Suppl 1:S3–S8. 

13. Mehmood T, Azam H, Tariq M, Iqbal Z, Mehmood H, Shah 
SA. Plastibell Device Circumcision versus Bone Cutter 
Technique in terms of Operative Outcomes and Parent's 
Satisfaction. Pak J Med Sci. 2016 Mar-Apr;32(2):347-50. 

14. lnce B, Dadaci M, Altuntas Z, Bilgen F. Rarely seen 
complications of circumcision, and their management. Turk J 
Urol. 2016 Mar;42(1):12-5. 

15. Mahmood K, Nagra ZM, Ahmad S, Malik MA, Hameed SA. 
Circumcision trends in Pakistan.  JUMDC Jan-Mar 2015; 6, 
Issue 1: 17-21. 

16. Moosa FA, Khan FW, Rao MH. Comparison of complications 
of circumcision by 'Plastibell device technique' in male 
neonates and infants. J Pak Med Assoc. 2010 Aug;60(8):664 

17. Kaweblum YA, Press S, Kogan L, Levine M, Kaweblum M. 
Circumcision using Mogen Clamp. Clinical Paediatrics 
(Philadelphia) Dec 1984; vol 23: 679-682. 

18. Chan PS, Penna FJ, Holmes AV. Gomco Versus Mogen? No 
Effect on Circumcision Revision Rates. Hosp Pediatr. 2018 
Oct;8(10):611-614. 

19. Bailey RC, Nyaboke I, Otieno FO. What device would be best 
for early infant male circumcision in east and southern Africa? 
Provider experiences and opinions with three different 
devices in Kenya. PLoS One. 2017 Feb 14;12(2):e0171445. 

20.  Kankaka EN, Murungi T, Kigozi G, Makumbi F, Nabukalu D, 
Watya S. Randomised trial of early infant circumcision 
performed by clinical officers and registered nurse midwives 
using the Mogen clamp in Rakai, Uganda. BJU Int. 2017 
Jan;119(1):164-170. 

21. Sinkey RG, Eschenbacher MA, Walsh PM, Doerger RG, 
Lambers DS, Sibai BM, Habli MA. The GoMo study: a 
randomized clinical trial assessing neonatal pain with Gomco 
vs Mogen clamp circumcision. Am J Obstet Gynecol. 2015 
May;212(5):664.e1-8.

 


