
Our case was circumcised at home by a traditional 
circumciser (Hazam).
Patient with secondary phimosisis a matter of parental 
anxiety due to cosmetic issue and urinary symptoms. 
In all cases, glans were covered with skin, partially or 
completely. Urinary symptoms are urinary tract 
infections, dysuria, and rarely retention of urine. Our 
patient presented with UTI and urinary retention. 
Similar findings were described by other authors12,13. 
Diagnosis is done by taking history and physical 
examination. After diagnosis, the patient should be 
admitted and take measures for acute symptoms like 
retention of urine. Revision surgery, or re-do 
circumcision under general anaesthesia on an elective 
list, is the treatment of secondary phimosis4,7,9,10,12.

CONCLUSION
Although circumcision is a common surgical 
procedure, complications may occur, ranging from the 
insignificant to the tragic. These complications can be 
minimised by performing this surgery with an expert 
hand at an appropriate place using appropriate 
anaesthesia. If there are no medical or religious issues, 
circumcision of a boy completing 3 years may also 
reduce the chance of secondary phimosis.
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normal. During the examination, the patient passed 
urine through the meatal opening. Preputial skin failed 
to retract due to dense adhesion with glans (Figure-1). 
The patient was diagnosed with secondary phimosis 
and prepared for re-do circumcision under general 
anaesthesia. Circumcision was done using the dorsal 
slit technique, where preputio-glandular adhesion was 
lysed manually and the inner layer of the prepuce was 
trimmed, leaving about a 5 mm margin around the 
corona. Then interrupted stitches were applied with 
absorbable suture (Figure-2). The postoperative 
period was uneventful, and the patient was discharged 
2 days later with open wound care. After one month, 
appearance of penis and meatal opening was normal. 
No symptom related to micturition was present.

DISCUSSION
Phimosis is the inability to retract the prepuce or 
foreskin in a non-circumcised male. Foreskin is the 
anatomical covering of glans penis. It serves many 
functions, including protective, erogenous, and 
immunologic. At birth, the inner surface of the 
foreskin becomes densely fused with the epithelium 

of the glans and is retractable in only 5% of neonates. 
As the child grows, excessive keratinizations of the 
inner epithelium, spontaneous erections, or natural 
manipulations cause separation of two surfaces, 
which is 60% at the age of 11 to 15 years5. Inability 
to retract the foreskin of a child without interference 
of micturition is called physiological phimosis. 
Physiological phimosis is common up to 3 years of 
age and may extend into the older age group8. True or 
pathological phimosis is associated with a white, 
scarred preputial orifice, which causes difficulty as 

Traditional diagnostic methods, such as bronchoscopy 
and open lung biopsy, often have limitations in terms 
of accessibility to certain lung regions and associated 
morbidity. In contrast, CT-guided FNAC can reach 
both peripheral and centrally located lesions with high 
precision, guided by real-time imaging that enhances 
the accuracy of needle placement. This method is 
particularly beneficial for patients who are poor 
candidates for more invasive procedures due to 
co-morbid conditions or poor pulmonary reserve1. 
Several studies have demonstrated the diagnostic 
accuracy of CT-guided FNAC in lung lesions. For 
instance, a study by Khouri et al. reported a sensitivity 
of 92% and a specificity of 100% for CT-guided 
FNAC in diagnosing malignant lung lesions2. These 
findings emphasise the reliability and safety of 
CT-guided FNAC in clinical practice. Despite its high 
diagnostic accuracy, CT-guided FNAC is not without 
challenges. Factors such as the size and location of the 
lesion, the patient's respiratory movement, and the skill 
of the operator can influence the success rate and 
complication profile of the procedure. Common 
complications include pneumothorax, which occurs in 
approximately 20-25% of cases, though it is often 
self-limiting and requires minimal intervention3,4. 
Other less frequent complications include 
haemorrhage, infection, and air embolism5,6. 
Advancements in CT technology, including the 
development of multi-detector CT (MDCT) and 
real-time CT fluoroscopy, have further enhanced the 
efficacy of CT-guided FNAC. These technologies 
allow for more precise needle placement and reduced 
procedure time, thereby improving patient comfort and 
safety7. Furthermore, the integration of molecular and 
genetic testing on FNAC samples has expanded the 
diagnostic and therapeutic landscape, enabling 
personalised treatment approaches for lung cancer 
patients8. This study aimed to assess the findings of 
CT-guided fine needle aspiration cytology (FNAC) in 
diagnosing lung lesions.

MATERIALS AND METHODS
The cross-sectional study was conducted in the 
department of pathology in Jalalabad Ragib-Rabeya 
Medical College Hospital, (JRRMCH), Sylhet in 
association with the department of radiology and 
imaging from January 2023 to December 2023. A total 
of 60 patients having pulmonary mass lesions 
suspected to be neoplastic by chest radiograph or CT 
scan were referred from different departments like 
medicine, oncology, and OPD. CT-guided FNAC of 
pulmonary mass lesions from each case was performed 

by the pathologist as an OPD procedure and also in 
the presence of an experienced radiologist. The skin 
surface was cleaned with an antiseptic solution and 
then a 22G spinal needle was introduced through a 
percutaneous/transthoracic approach, localising the 
exact position by CT scan after the measurement of 
the site and angle of the needle, the route of the 
needle, and the distance between the skin and lesion 
on the CT scan monitor. Following the placement of 
the needle, a CT scan slice was taken to ascertain 
whether the tip of the needle was within the mass. 
The aspirate was obtained by to and fro and rotating 
movement of the needle within the lesions and 
smears were prepared immediately from the sample 
in the CT scan room. Alcohol-fixed smears were 
stained with Papanicolaou (PAP) stain for 
cytopathological evaluation of the lesions. Patients 
were kept for 2 hours under observation. Patients of 
any age and both sexes with suspected neoplastic 
lesions who were willing to give consent were 
included in this study. Some data were collected from 
the patients through face-to-face interviews, and 
some were collected from investigation reports. All 
data were collected using a pre-formed questionnaire. 
The patient's full record, which includes confirmed 
clinical diagnosis, patient profile, clinical history, 
laboratory data, and other relevant data, was gathered 
according to the objectives of the study. Collected 
data were analysed using descriptive statistics. 
Analysis of data was carried out by using a statistical 
package for social science (SPSS) 22.0 for Windows. 
After analysis, the data were presented in tables. 
Ethical clearance was taken from the ethical 
committee of JRRMC.  Informed written consent was 
obtained from the participants.

RESULTS
In this study, the majority of the patients belonged to 
the 50-59 years of age group (16, 26.7%), followed 
by the 60-69 years of age group (14, 23.3%).  The 
mean age was 65.05 years [Table-I], and most of the 
patients were male 46 (76.7%) [Table-II]. In this 
study, the right lung was involved in the majority of 
the cases (50%), the left lung in (48.3%) patients, and 
both lungs in 1 (1.7%) patient [Table-III]. The most 
affected lobe was the right lower lobe 13 (21.7%), 
followed by, the right upper lobe 12 (20%) and hilum 
12 (20%). The left lower lobe was affected in 11 
(18.3%) patients [Table-IV]
It was observed that squamous cell carcinoma was 
the most predominant finding 27 (45%), followed by 
the inflammatory lesion 11 (18.3%), small cell 

carcinoma 8 (13.4%), and adenocarcinoma 5 (8.3%) 
[Table-V]. Benign lesions were found in 15 (25%) 
cases and malignant in 42 (70%) cases in cytology. 
Moreover, 3 (5%) cases were suspicious of having 
malignancy [Table-VI]. It was observed that benign 
cases were found in 14 (23.3%) cases and malignant 
in 46 (76.7%) cases in radiology [Table-VII]. The 
most common complication was pneumothorax 2 
(3.33%) and minor bleeding 2 (3.33%). Haemoptysis 
1 (1.67%) and infection 1 (1.67%) were less common 
but notable complication, was observed in the study 
[Table-VIII].

DISCUSSION
The present study investigated the findings and 
complications associated with CT-guided fine needle 
aspiration cytology (FNAC) of lung lesions in a 
cohort of 60 patients. The majority of patients in this 
study were between 50-59 years of age (26.7%), 
followed by those in the 60-69 age group (23.3%). 
This age distribution is consistent with previous 
studies indicating that lung cancer predominantly 
affects older adults, typically those aged 50 and 
above9,10. The mean age was 65.05±16.09 years, 
which somewhat aligns with findings from Uzan et 
al2. In our cohort, males constituted 76.7% of the 

patients, while females made up 23.3%. This sex 
distribution is reflective of the higher prevalence of 
lung cancer in males, historically attributed to higher 
smoking rates among men11. Studies by Nour-Eldin et 
al. similarly reported a prevalence of male patients in 
their cohorts undergoing CT-guided lung biopsies1. 
The right lung was involved in 50% of the cases, 
slightly more than the left lung (48.3%). This 
distribution of lung involvement is comparable to 
findings by another author, who noted no significant 
predilection for the sides of lungs in their series of 
CT-guided biopsies3. Regarding lobe involvement, the 
right lower lobe (21.7%) and right upper lobe (20%) 
were the most commonly affected areas, followed by 
the left lower lobe (18.3%) and the hilum (20%). 
These findings are consistent with the anatomical 
distribution of primary lung tumours observed in 
previous studies, where the lower lobes are frequently 
affected12. The most prevalent cytological finding was 
squamous cell carcinoma (45%), followed by 
inflammatory lesions (18.3%), small cell carcinoma 
(13.4%), and adenocarcinoma (8.3%). This 
distribution aligns with global lung cancer histology 
trends, where squamous cell carcinoma and 
adenocarcinoma are the most common types13,14. In 
cytology, 70% of the cases were malignant, 25% were 
benign, and 5% were suspicious of malignancy. 
Radiological assessment showed 76.7% of cases as 
malignant and 23.3% as benign. The slight 
discrepancy between cytological and radiological 
findings underscores the complementary nature of 
these diagnostic modalities. Studies have shown that 
while radiology provides crucial anatomical details, 
cytology offers definitive cellular diagnosis, a 
synergy that enhances diagnostic accuracy6. The 
complication rate observed in this study was 
relatively low, with pneumothorax, and minor 
bleeding being the most common (3.3%, 
respectively), followed by haemoptysis, and infection 
(1.7%, respectively). However, these complications 
rates are not in line with those reported in the 
literature. For instance, Covey et al. reported a 
pneumothorax rate of approximately 20-25% in their 
series of lung biopsies, indicating that our results are 
consistent with established data4. The low incidence 
of significant bleeding and infection further supports 
the safety profile of CT-guided FNAC7. Our findings 
corroborate the high diagnostic accuracy and safety of 
CT-guided FNAC reported in previous studies. The 
slight variations in complication rates and diagnostic 
yields can be attributed to differences in patient 
populations, lesion characteristics, and procedural 
techniques.

LIMITATIONS
The study was carried out in a single hospital with a 
small sample size. So, the results may not represent 
the whole community.

CONCLUSION
CT-guided FNAC is a safe and reliable procedure for 
the diagnosis of lung lesions. FNAC not only 
distinguishes between benign and malignant lesions 
but also helps in tumour typing of lung cancer. The 
precise imaging capabilities of CT guided FNAC 
allow for accurate localisation and sampling of 
pulmonary abnormalities, making it an indispensable 
tool in the management of lung cancer and other 
thoracic pathologies. The demographic and clinical 
characteristics of our cohort, along with the detailed 
analysis of findings and complications, provide a 
comprehensive understanding of the procedure's and 
safety.
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ABSTRACT
Secondary phimosis is a rare complication following circumcision that results from dense adhesion of redundant 
foreskin with glans. Multiple issues, such as the performer of the procedure, the method of anaesthesia used, and 
the patient's age, are contributory factors for secondary phimosis. Here we reported a case of secondary 
phimosis presented with acute retention of urine and UTI. Revision circumcision was done as an elective case, 
and the outcome was satisfactory.
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INTRODUCTION 
Circumcision is the most frequently performed 
elective procedure in males. Approximately one in 
three men is circumcised globally1,2. It is widely 
practiced for religious purposes3,4. In Bangladesh, 
circumcisions are commonly performed at home 
during collective circumcision rites by traditional 
practitioners; this often leads to complications. Most 
complications are minor, but major complications 
could occur. Common complications are bleeding, 
haematoma, infections, injury to the glans, 
inadequate circumcision, and meatal stenosis. Rare 
complications are secondary chordee, secondary 
phimosis, urethro-cutaneous fistula, and amputation 
of penis5,6. Secondary phimosis, also called 
“iatrogenic phimosis” or “post circumcision 
phimosis” is a rare complication of circumcision and 
accounts for 2% of the cases7. The cause of 
secondary phimosis is inadequate removal of the 
inner skin of the prepuce or inadequate circumcision, 

resulting in a fibrotic ring around the glans within 3 
weeks7. Secondary phimosis presents with 
cosmetically ugly looking genitalia and urinary 
symptoms. The majority of them need revision 
surgery, and re-do circumcision is the treatment of 
choice7. 

CASE REPORT 
A 10-month-old boy presented with retention of 
urine for 12 hours, difficulty of micturition in the 
form of poor flow, and crying during micturition for 
one month. According to history, the patient was 
circumcised 2 months ago for religious purposes at 
home by a traditional circumciser (Hazam). After 
circumcision, the penis became swollen and the 
glans was partially covered with skin, but there was 
no problem with micturition. The patient was treated 
with antibiotics and analgesics by a local physician 
for pain and swelling. A few days later, parents 
observed that the swelling reduced but the skin over 
glans progressively lengthening and covering the 
meatal opening. On examination, the patient was 
irritable with a high-grade fever. Urinary bladder 
was full, penis looked amputated at our first 
impression, and both hemi-scrotum and testes were 
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INTRODUCTION
Computed Tomography (CT) guided fine needle 
aspiration cytology (FNAC) has emerged as a 
pivotal diagnostic technique for evaluating lung 
lesions. The precise imaging capabilities of CT 
allow for accurate localisation and sampling of 

pulmonary abnormalities, making it an indispensable 
tool in the management of lung cancer and other 
thoracic pathologies. The burden of lung cancer remains 
substantial worldwide, with it being the leading cause of 
cancer-related mortality in both men and women. Early 
and accurate diagnosis is crucial for improving patient 
outcomes, and CT-guided FNAC plays a crucial role in 
achieving this objective by providing cytological 
diagnosis that informs subsequent therapeutic decisions. 
The utility of FNAC in diagnosing lung lesions lies in 
its minimally invasive nature, combined with high 
diagnostic yield and relatively low complication rates. 
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well as ballooning during micturition. Treatment of 
pathological phimosis is circumcised excision of 
foreskin at the level of corona-glandis, known as 
circumcision5,6. Sometime, glans is re-covered with 
redundant foreskin following circumcision. This 
condition is known as secondary phimosis. Various 
factors are responsible for secondary phimosis. 
According to literature, secondary phimosis is 
commonly seen after “Plastibell” circumcision due to 
slipping of the inner skin because of loose ligature or 
using a small size ring, resulting in a fibrotic ring 
around the glans9. Such complications may occur 
with other device procedures or freehand techniques, 
as in our case. Timing of circumcision is another 
contributory factor for secondary phimosis. Like our 
case, most of the secondary phimosis resulted from 
circumcisions in males aged less than one year7. This 
finding may be attributed to the fact that the inner 
layer of foreskin becomes separate and easily 
retractable after 3 years of age. This separation 
makes the estimation of foreskin excision more 
accurate, thereby preventing complication. An 
anatomical detail such as thick pubic fat and buried 

penis is also a risk factor for secondary phimosis. 
Excessive removal of skin from the penile shaft 
along with prominent suprapubic pad of fat leads to 
healing within the fat pad and ultimately progressive 
closure and stricture of the skin over the glans8. 
Performer, environment of procedure, and 
anaesthesia are also important causative factors for 
secondary phimosis4,7,10,11. If performers have no 
idea  about the anatomy of the penis and surgery 
done in an inappropriate setting using inadequate 
anaesthesia, the chance of complication will be more. 



Childhood Illness (IMCI) guidelines have been 
produced as a standard protocol to promote the rational 
use of antimicrobials. Hence, healthcare providers 
continue to prescribe antibiotics frequently to patients 
without specific indications45. Children of Bangladesh 
bear a large burden of typhoid fever, the treatment of 
which became difficult due to antimicrobial resistance 
followed by inappropriate use of antibiotics46. 
Contributing factors to the improper utilisation of 
antibiotics in febrile children include diagnostic 
ambiguity, insufficient expertise among medical 
professionals, easy dispensing opportunities without 
monitoring, and mostly the overconcern of anxious 
parents47,48. Quite interestingly, parents having better 
academic backgrounds were found to be more 
concerned about their children’s health but lacked 
awareness of the effects of antibiotic use in different 
studies. Even receiving antibiotics from unqualified 
sources (Such as pharmacies and unqualified providers) 
is a common practice here45,49. An upgraded fever 
module may enhance the sensitivity of the guidelines in 
identifying children with bacteraemia and prevent 
overtreatment with antibiotics.

LIMITATIONS
The provided data outline the perspective of both 
parents and healthcare professionals regarding fever 
management in the paediatric population. Although the 
findings have been found in several studies conducted 
in different countries and cultures, very little 
information could be retrieved from our country. 
Therefore, the findings might not be generalized. 
Again, there might be the chance of potential bias as 
the samples were different in the published articles, for 
example, some involved emergency departments 
whereas some included OPD patients, and some studies 
were done only on parents and some on nursing staff. 
Nevertheless, the level of perception, attitudes, and 
practices could change over time; therefore, further 
research should be sought in the future. 

CONCLUSION
Perception of childhood febrile illness is deficient in 
the majority of parents and there are instances where 
the knowledge, attitude, and practices of health 
professionals also diverge from evidence-based 
approaches. Incomplete knowledge and improper 
management of fever in children might lead to an 
unnecessary visit to the hospital and invite undue panic 
in parents. Various misconceptions prevail in the 
community even after easy access to digital media. 
Therefore, extensive education of health care workers 

and consistent information delivery play a pivotal role 
in providing comfort to anxious parents struggling 
with their febrile children.

REFERENCES
1. Kluger MJ. Fever: Its biology, evolution, and 

function. Princeton: Princeton University Press; 
2015. pp. 57.

2. Hasan Z, Mahmood F, Jamil B, Atkinson B, 
Mohammed M, Samreen A, et al. Crimean-Congo 
hemorrhagic fever nosocomial infection in an 
immunosuppressed patient, Pakistan: case report 
and virological investigation. J Med Virol 2013; 
85 (3): 501-4. 

3. Chung S. Febrile seizures. Korean J Pediatr 2014; 
57 (9): 384-95. 

4. Abdullah HF, Gaafar YA, Elshater MHM. 
Mothers’ knowledge and traditional practices for 
management of their feverish children. 
IOSR-JNHS 2019; 8 (6): 29-41. 

5. Thompson AP, Nesari M, Hartling L, Scott SD. 
Parents' experiences and information needs related 
to childhood fever: A systematic review. Patient 
Educ Couns 2020; 103 (4): 750-763.

6. Walsh A, Edwards H, Fraser J. Over-the-counter 
medication use for childhood fever: a 
cross-sectional study of Australian parents. J 
Paediatr Child Health 2007; 43: 601-6.

7. Walsh A, Edwards H, Fraser J. Attitudes and 
subjective norms: Determinants of parents’ 
intentions to reduce childhood fever with 
medications. Health Educ Res 2009; 24 (3): 
531-45. 

8. Saxena MK, Hammond NE, Taylor C, Young P, 
Reade MC, Bellomo R, et al. A survey of fever 
management for febrile intensive care patients 
without neurological injury. Crit Care Resusc 201; 
13 (4): 238-43. 

9. Blumenthal I. Fever and the practice nurse: 
measurement and treatment. Community 
Practitioner 2000; 73 (3): 519-21. 

10. Mallick AKR, Kumar SS, Bangari J, Suyal H. 
Knowledge, attitude, and practice of fever and 
febrile illness among parents of under-five 
children. Int J Contemp Pediatr 2019; 6 (5): 
2103-7.  

11. Moher D, Liberati A, Tetzlaff J, Altman DG, The 
PRISMA Group (2009). Preferred Reporting Items 
for Systematic Reviews and Meta-Analyses: The 
PRISMA Statement. PLoS Med 6 (6): e1000097. 
doi: 10.1371/ journal. pmed1000097

12. Nield LS, Kamat D. Fever. In: Kliegman RM, St 
Geme JW, Blum NJ, Shah SS, Tasker RC, Wilson 

KM editors. Nelson textbook of paediatrics. 21st 
ed. Philadelphia, Pennsylvania: Elsevier; 2020. 
p1277-80.

13. Mackowiak P. Temperature regulation and the 
pathogenesis of fever. In: Mandell GL, Bennett 
JE, Dolin R, editors. Principles and Practices of 
Infectious Diseases. 9th ed. Philadelphia: Curchill 
Livingstone; 2020. p 604-22.

14. El-Radhi AS. Pathogenesis of Fever. Clinical 
Manual of Fever in Children 2019:53-68. doi: 
10.1007/978-3-319-92336-9_3.

15. Mackowiak PA, Chervenak FA, Grünebaum A. 
Defining Fever. Open Forum Infectious Diseases. 
2021 Jun;8(6):ofab161. doi: 
10.1093/ofid/ofab161.

16. Robertson J. Management of the child with fever. 
Collegian 2002; 9 (2): 40-2. 

17. Kwak YH, Kim DK, Jang HY, Kim JJ, Ryu JM, 
Oh SB, et al. Fever phobia in Korean caregivers 
and its clinical implications. J Korean Med Sci 
2013; 28 (11): 1639-44.

18. McErlean MA, Bartfield JM, Kennedy DA, 
Gilman EA, Stram RL, Raccio-Robak N. Home 
antipyretic use in children brought to the 
emergency department. Pediatr Emerg Care 2001; 
17 (4): 249-51.

19. Betz MG, Grunfeld AF. 'Fever phobia' in the 
emergency department: a survey of children's 
caregivers. Eur J Emerg Med 2006; 13 (3): 
129-33. 

20. Huibers LA, Moth G, Bondevik GT, Kersnik J, 
Huber CA, Christensen MB, et al. Diagnostic 
scope in out-of-hours primary care services in 
eight European countries: an observational study. 
BMC Fam Pract 2011; 12: 30. doi: 10.1186/ 
1471-2296-12-30.

21. Lawani EU, Akhogba AO. Parental perceptions 
and home management of pyrexia in children in a 
malaria endemic area. Int J Med Med Sci 2015; 7 
(2): 20-5.

22. Anokye R, Amihere R, Abbiaw P, Acheampong 
E, Gyamfi N, Budu-Ainooson A. Childhood 
Fever Knowledge and Management: A Case of 
Mothers with Children under Five Years. Int J 
Pediatr Res 2018; 4 (2): 44. doi: 10.23937/ 
2469-5769/ 1510044

23. Al Ateeq MM, AlBader BO, Al-Howti SY, 
Alsharyoufi M, Abdullah JB. Parent's knowledge 
and practice in home management of fever in 
their children in Riyadh, Saudi Arabia. J Family 
Med Prim Care 2018; 7 (5): 1012-8.

24. Byington CL, Reynolds CC, Korgenski K, Sheng 

X, Valentine KJ, Nelson RE, et al. Costs and 
infant outcomes after implementation of a care 
process model for febrile infants. Paediatrics 
2012; 130 (1): e16-24. 

25. Rkain M, Rkain I, Safi M, Kabiri M, Ahid S, 
Benjelloun BD. Knowledge and management of 
fever among Moroccan parents. East Mediterr 
Health J 2014; 20 (6): 397-402. 

26. Karwowska A, Nijssen-Jordan C, Johnson D, 
Davies HD. Parental and health care provider 
understanding of childhood fever: a Canadian 
perspective. CJEM 2002; 4 (6): 394-400. 

27. Villarejo-Rodríguez MG, Rodríguez-Martín B. 
Parental approach to the management of 
childhood fever: differences between health 
professional and non-health professional parents. 
Int J Environ Res Public Health 2019; 16 (20): 
4014. doi: 10.3390/ijerph16204014.

28. Barrett TW, Norton VC. Parental knowledge of 
different acetaminophen concentrations for 
infants and children. Acad Emerg Med 2000; 7 
(6): 718-21. doi: 10.1111/ j.1553-2712. 
2000.tb02054.x. 

29. Goldman RD, Scolnik D. Underdosing of 
acetaminophen by parents and emergency 
department utilization. Pediatr Emerg Care 2004; 
20 (2): 89-93. 

30. Li SF, Lacher B, Crain EF. Acetaminophen and 
ibuprofen dosing by parents. Pediatr Emerg Care 
2000; 16 (6): 394-7. doi: 10.1097/ 
00006565-200012000- 00003. 

31. Nabulsi M, Tamim H, Sabra R, Mahfoud Z, 
Malaeb S, Fakih H, et al. Equal antipyretic 
effectiveness of oral and rectal acetaminophen: a 
randomized controlled trial [ISRCTN11886401]. 
BMC Pediatr 2005; 5: 35. doi: 
10.1186/1471-2431-5-35. 

32. Pinto GDS, Azevedo MS, Goettems ML, Correa 
MB, Pinheiro RT, Demarco FF. Are maternal 
factors predictors for early childhood caries? 
Results from a cohort in Southern Brazil. Braz 
Dent J 2017; 28 (3): 391-7. 

33. Phukan P. Use of traditional medicines in fever. 
JEMDS 2012; 1 (3): 69-78.

34. Ohemu TL, Sariem CN, Dafam DG, Ohemu BO, 
Okwori VA, Olotu PN, et al. Knowledge, attitude 
and practice of traditional medicine among 
people of Jos North Local Government Area of 
Plateau State, Nigeria. IJPPR 2017; 9 (10): 
1353-8.

35. Alex-Hart B, Frank-Briggs A. Mothers' 
perception of  fever management in children. 

Our case was circumcised at home by a traditional 
circumciser (Hazam).
Patient with secondary phimosisis a matter of parental 
anxiety due to cosmetic issue and urinary symptoms. 
In all cases, glans were covered with skin, partially or 
completely. Urinary symptoms are urinary tract 
infections, dysuria, and rarely retention of urine. Our 
patient presented with UTI and urinary retention. 
Similar findings were described by other authors12,13. 
Diagnosis is done by taking history and physical 
examination. After diagnosis, the patient should be 
admitted and take measures for acute symptoms like 
retention of urine. Revision surgery, or re-do 
circumcision under general anaesthesia on an elective 
list, is the treatment of secondary phimosis4,7,9,10,12.

CONCLUSION
Although circumcision is a common surgical 
procedure, complications may occur, ranging from the 
insignificant to the tragic. These complications can be 
minimised by performing this surgery with an expert 
hand at an appropriate place using appropriate 
anaesthesia. If there are no medical or religious issues, 
circumcision of a boy completing 3 years may also 
reduce the chance of secondary phimosis.
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INTRODUCTION
Fever is the most common reason for parents to seek 
medical health care. The incidence of fever increases 
between the ages of 2 months to 3 years of age. The 
American College of Critical Care Medicine 
(ACCCM) and the Infectious Diseases Society of 
America (IDSA) defined fever as a body temperature 

of 38.3°C (101°F) or higher1. Fever in children 
mainly arises from infectious and non-infectious 
origins2. Respiratory infections and gastroenteritis are 
thought to be the predominant causes of fever in 
children and are thought to be benign and 
self-limited. Dehydration, injuries, cancer, and side 
effects of some medicines like antibiotics e.g. 
sulfonamides and minocycline are the important 
non-infectious causes of fever3. Notably, pneumonia, 
enteric fever, and dengue are added to the list of fever 
aetiology in developing countries like Bangladesh. 
Again COVID-19 is also an emerging issue, though 

the incidence and complications are low in children4. 
Parents encounter numerous instances of fever 
throughout the upbringing of their children. 
Nonetheless, comprehending and managing febrile 
illness continues to be as significant public health 
challenge for parents representing a prominent reason 
for emergency department visits among children under 
the age of 15 years5.
Commonly, it turns into parents’ frustration and 
dissatisfaction regarding primary care, leading to 
wrong assumptions about fever in children. Moreover, 
adequate knowledge regarding this condition could 
affect their attitude and performance while parents’ 
fear of fever in their children sometimes results in the 
overuse of medication6.
Furthermore, notwithstanding the presence of 
advanced scientific evidence, ancestral remedies for 
fever persist across generations. Apart from 
conventional practices like sponging and bathing, 
some improper methods, including coin massage, 
alcohol rub, etc., are prevalent in different societies to 
reduce children’s body temperature7. As proposed by 
different researchers, recognition of incorrect 
behavioural factors and effective educational 
programmes targeting specific knowledge, beliefs, and 
practices could remarkably change the attitude of 
individuals7. Hence, it is crucial to understand the 
situations in which mothers seek medical guidance for 
their children suffering from fever, the 
self-management strategies and measures they utilise, 
and from which perspective they struggle to manage 
febrile children8.
Again, concerned caregivers typically seek 
reassurance from diverse sources, including family 
and social networks, books, magazines, and the 
internet, many of which may lack reliability. Paediatric 
nurses, primary care physicians, or general 
practitioners play a significant role as health educators 
and have the scope to offer clear instructions on the 
initial management of febrile children to reduce undue 
parental stress5.
Surprisingly, a phenomenon termed ‘fever phobia’ has 
been expressed among physicians and nurses, raising 
unforeseen worries about fever management and 
fostering negative attitudes towards fever. 
Furthermore, various studies have identified incorrect 
and inconsistent knowledge about fever, 
non-evidence-based perspectives, and practices among 
physicians and nurses9. Hence, the sustained anxiety 
and dissatisfaction of parents may sometimes compel 
the primary care physician to practice irrational 
prescriptions of antipyretic combinations as well as 
different antibiotics. This could potentially result in a 

rise in hospital admissions, subsequently amplifying 
the burden and costs of the healthcare setup10.
This issue may be more grievous in the healthcare 
context of Bangladesh, where there is a scarcity of 
adequate information, appropriate communication, and 
abundant resources. Therefore, the objective of this 
review was to assess the understanding level of 
parents and healthcare providers in different countries 
regarding fever, its management, and their perception 
of its consequences.

MATERIALS AND METHODS
Design: 
This research comprised a systematic review of 
qualitative studies. PRISMA international standards 
and Cochrane recommendations were followed.
Search strategy:
A systematic literature search of the Medline, 
Cochrane Library, Google Scholar, SCOPUS, Web of 
Science, and PubMed databases was undertaken from 
July to December 2023 for qualitative studies 
published in English.

Search terms were- 
a) Fever or febrile
b) Child or paediatrics
c) Antipyretic agent

       d) Knowledge, attitude, belief, concern
Inclusion criteria:
Types of studies-

a) Original qualitative research examining 
parents'and healthcare providers’ (Doctors and/ 
or nurses) knowledge and perception of fever in 
children.

b) Discrete qualitative studies that form part of a 
larger mixed method study.

c) Articles written in English.
Types of clinical setting-

a) Hospital emergency departments.
b) Hospital inpatient and outpatient settings.
c) General practice surgeries/clinics.
d) Childcare facilities.

Types of participants-
Parents and professional healthcare providers of 
children

Exclusion criteria:
a) Research articles that only evaluate fever from a    
biological perspective and beyond children age group.
b) Articles about fever after vaccination.
c) Letters to the editor, comments from experts, and  
translations of original articles.
d) Grey literature (Theses, internal reports, non-peer 
reviewed journals).

e) Other unpublished sources.

Data extraction and management: 
The thematic synthesis incorporated original studies or 
review articles that aligned with the reviewer’s vision. 
All articles that met the inclusion criteria of the review 
were obtained in full text format, followed by further 
screening of full text journals by two independent 
reviewers. All disagreements were resolved through 
discussion until consensus was reached. Finally, a 
summary of each chosen study was reviewed in the 
third phase of selection to determine the outcome.

Search results:
The search was completed in December 2023, with 
129 articles discovered in databases and 24 articles 
found using the “snowball” technique. After removing 
duplicates, there were 104 articles left. Among them, 
82 papers were evaluated in full text for inclusion in 
the study. In addition, 34 papers were excluded 
following the exclusion criteria. Finally, 48 articles 
were derived. All of them were qualitative synthesises. 
This information is represented in PRISMA flowchart 
(Figure-1).

DISCUSSION
Basic concepts of fever
Defining fever
As per the textbook of paediatrics, fever is defined as a 
rectal temperature at or above 38°C (100.4°F), and a 
value >40°C (104°F) is called hyperpyrexia. Body 
temperature also varies throughout the day, with the 

highest in the early evening and the lowest in the 
morning12.

Mechanism of fever
Fever is a primitive host survival mechanism. The 
neurons located in the anterior hypothalamus 
inherently possess characteristics for regulating body 
temperature. They purposefully elevate body 
temperature up to a predetermined limit, occasionally 
exceeding 40°C, seldom surpassing 41.1°C, and never 
beyond 42.2°C13. 
Three distinct mechanisms are responsible for 
producing fever. The initial process entails the fever 
response being initiated by endogenous pyrogens in 
response to exogenous pyrogens, primarily 
microorganisms or their derivatives, such as toxins. 
Endogenous pyrogens include Interleukins 1 and 6, 
Tumour Necrosis Factor (TNF), and Interferon (INF). 
These pyrogens stimulate the thermosensitive neurons 
in the hypothalamus, resulting in an ultimate elevation 
of the set point through prostaglandins. Malignancy 
and inflammatory diseases can also induce fever 
through the production of endogenous pyrogens. In 
salicylate poisoning and malignant hyperthermia, heat 
production exceeds heat loss, which is the second 
mechanism of fever production. In the third 
mechanism, there is a dysfunction in heat loss, as seen 
in conditions like ectodermal dysplasia or individuals 
subjected to severe heat exposure12. Typically, fever 
acts as a protective mechanism for the body until an 
imbalance arises between cytokines and their 

inhibitors, leading to severe infections, along with 
septic shock14.

Measuring temperature
The evidence suggests that electronic thermometers 
placed in the axilla, chemical dot thermometers in the 
axilla, and infrared tympanic thermometers are 
commonly practiced methods to measure body 
temperature in febrile children. Routine use of the oral 
and rectal routes to measure the body temperature of 
young children has been replaced by minimal contact 
(Tympanic) or noncontact infrared thermal scanners 
due to safety concerns and problems with 
acceptability. Healthcare professionals should be 
aware that axillary temperatures are typically 1°C 
lower than rectal or core temperatures15.
Management of fever
The administration of antipyretic therapy remains a 
prevalent practice among parents and is generally 
endorsed by paediatricians. However, appropriate 
counselling of parents and other caregivers by health 
care providers regarding the use of antipyretics is the 
mainstay of managing febrile children. Therefore, 
health professionals should adhere to evidence-based 
practice. Primary care physicians and nurses actively 
treat fevers of 38.5°C or above with antipyretics. But, 
according to the current evidence, lowering the 
temperature should not be the primary objective of 
antipyretic therapy; rather, the overall comfort and 
well-being of the febrile child should be emphasized16.
Current evidence suggests that in the majority of 
clinical scenarios, there is no significant distinction in 
the safety and efficacy of acetaminophen and 
ibuprofen for managing a febrile child. Moreover, 
some practitioners achieved better outcomes by 
combining these two products compared to using a 
single agent alone15. Evidence was found regarding 
the significant toxicity of paracetamol and ibuprofen 
in children with a febrile illness who are unwell, 
anorexic, vomiting, or dehydrated. Ibuprofen has some 
nephrotoxic effects other than common gastritis. 
Aspirin is not recommended to treat febrile children 
due to the potential risk of Reye's syndrome17. 
Considering these adverse drug effects and toxicity, 
physicians should prescribe medicines judiciously16.

Similarly, traditional methods like cold baths or 
alcohol sponging for decreasing body temperature are 
discouraged due to the likelihood of causing 
discomfort where a child’s comfort is our main focus5. 
Furthermore, healthcare providers occasionally 
overtreat febrile seizures, despite the lack of 
antipyretic in preventing febrile seizures. They should 
instead focus on monitoring for manifestations of 

serious illness, counselling on maintaining hydration, 
and the appropriate and limited use of antipyretics, 
only to improve the child’s comfort in any sort of 
febrile illness. Paediatricians should also offer 
caregivers precise dosing instructions to prevent 
adverse effects. While counselling the parents, the 
health care providers should minimise fever phobia16.
Fever phobia-current situation
The phrase “fever phobia” has been described as the 
unrealistic fears of parents about fever by different 
researchers18. Numerous cases of inadvertent over and 
under dosing with antipyretics have been reported 
each year, stemming from the belief that fever is 
harmful19. The febrile seizure remains the main focus 
of parents as well as many healthcare providers’ 
concerns, who think that it is provoked by fever17. 
Hence, healthcare practitioners find themselves 
over-engaged due to futile consultations by anxious 
parents20. Often, parental ignorance and fear result in 
repeated consultations, sometimes with different 
physicians, within the same febrile illness episode21.
Parents’ knowledge of fever
According to Anokye and colleagues, the majority of 
parents don’t have adequate knowledge about normal 
body temperature and they describe fever as the 
hotness of the body22. But, this finding is inconsistent 
with the findings of Al-Ateeq et al., where most of the 
parents identified fever correctly23. As for fever 
complications, the majority of parents mentioned that 
convulsion was the most common feared 
complication24. In contrast, Rkain et al. reported that 
brain damage followed by febrile episodes was the 
main concern of the majority of the parents, leading to 
seizures, paralysis, breathing difficulties, and coma25. 
The majority of fevers arise from acute viral febrile 
illnesses, generally characterised by a pronounced 
upstroke of temperature, without any localising signs. 
It may sometimes persist for 3 to 4 days and gradually 
resolve by 7 days. They are generally self-limiting, 
and adequate rest with maintenance of hydration, 
along with antipyretics, form the mainstay of therapy 
in this illness. However, it often leads to excessive fear 
on the part of the parents due to the lack of 
knowledge, compelling them to repeat consultations26.

Methods for fever detection by parents
Villarejo-Rodríguez researched to observe the 
disparity in approaches to managing childhood fever 
between parents with healthcare backgrounds and 
those without. Most of the parents, irrespective of their 
medical knowledge stated that they relied on contact 
with the child’s skin, for instance, kissing on the 

forehead, for the detection of fever. On the other hand, 
some parents practiced using thermometers to 
measure temperature, and most of them preferred 
mercury thermometers over digital thermometers 
placed under the axilla27.
Antipyretics and their use by parents in fever 
management 
The knowledge of parents about normal body 
temperature, the effectiveness and appropriate dosing 
of antipyretics is questionable. In Barrett’s study, most 
of the parents reported paracetamol as an influencer 
on a child’s well-being, where prevention of febrile 
seizures and febrile convulsions was the main 
concern28. Administration of antipyretics in 
inappropriate doses, is widely prevalent among 
parents29. In another study, around 50% of febrile 
children received appropriate antipyretic doses before 
presentation at emergency departments30.
A lot of discrepancies persist regarding the route of 
antipyretic administration. Certain investigations 
show that oral paracetamol is more effective than the 
rectal form, others found they had similar effects31. 
Again, the Italian Paediatric Society does not 
recommend rectal paracetamol because of the risk of 
overdose, as the calculation of a precise dosage is 
difficult to achieve in rectal administration. Therefore, 
the comparison of the route of administration of 
antipyretics, either rectal or oral, has conflicting 
results31.
Traditional practice
Traditional practices related to the diagnosis and 
management of fever include; touching the child's 
forehead to measure body temperature, making 
ice-cold water for sponging or bathing, giving boiled 
herbs, and rubbing the child's body with lemon, 
vinegar, or alcohol, etc32. Traditional practices with 
the use of herbs, honey, oils, lubkha (Poultice), and 
uvula elevation were also practiced in some 
countries33. The utilization of herbs as a traditional 
practice has been considered a safer and more natural 
method compared to the pharmaceuticals documented 
in different studies34. According to Phukan and his 
colleagues, herbal medications like Tulsi, Manikmoni, 
and Neem are taken orally, and some other plants are 
used as a paste placed over the forehead for managing 
persistent fever in children33. Homoeopathic 
medicines and peppermint oil are also used as 
alternative medications. Parents, particularly those 
from rural backgrounds without formal health 
training, predominantly consider natural therapies. 
Nevertheless, health professionals reject these 

methods based on scientific evidence28.
Factors influencing parental performance in 
managing fever
Cultural diversities and socioeconomic factors can 
influence attitudes and practices about fever in 
childhood. According to the researchers, inadequate 
parental knowledge and substandard caregiving 
practices for febrile children stem from incomplete 
education34. Contrary to the previous study, Alex-Hart, 
& Frank-Briggs reported that 66.2% of the mothers 
with tertiary education had a knowledge gap 
regarding fever35. A study conducted by Mallick 
showed that housewife mothers had a lack of 
knowledge in caring for their feverish children. 
Residents in rural areas face restricted access to health 
services and possess poor health literacy, resulting in 
an information gap10. In contrast, Abdinia et al. 
revealed that 83.7% of the less knowledgeable 
participants resided in urban areas36. Increased 
poverty and parental unemployment contribute to 
inadequate compliance, and limited utilisation of 
medical services, negatively impacting health10. Other 
factors that influence the parental approach to 
childhood fever are the age of the child, family 
pressures, a lack of health training programmes, and 
the presence of family support28.
Perception of health professionals regarding fever
“Fever phobia” has been observed in nursing staff, as 
well as primary-care physicians with exaggerated 
concerns about fever due to varying levels of 
knowledge. Many physicians and nurses have a 
scarcity of knowledge regarding the definition of 
fever and the subsequent management, whereas health 
professionals are the primary sources of 
communication with parents20. Different global 
research studies since the early 2000s showed that 
febrile seizure is the main concern of more than 90% 
of health professionals, notably nurses and they 
practice non-evidence-based management for febrile 
children in fear of febrile seizure and brain damage10. 
In a study, Zubedeh described that most nurses (94%) 
had good knowledge about the antipyretic 
administration, while some nurses (37.3%) perceived 
that it was necessary to wake sleeping children with a 
temperature of 38.3°C or higher for the administration 
of an antipyretic and misconceptions about dose 
schedules also prevailed among nursing staff37. 
According to Al-Eissa, most paediatricians think that 
a sleeping febrile child should not be awakened for 
any reason, including medication38. Most of the 
physicians have adequate knowledge about the dosage 
and administration intervals of paracetamol (10-15 

mg/kg/dose every 4-6 hours) which goes with the 
evidence of the recommended dose for paracetamol27. 
Health professional parents typically calculate dosage 
according to the child’s weight and age, and most of 
the non-trained, non-professional parents administer 
medication using a blind guess. On the other hand, 
paracetamol or ibuprofen alone or in combination are 
choices among both health professional and non-health 
professional parents28.
Hospital burden due to fever
According to Crocetti, 90% of paediatric hospital 
admissions occur due to fever, while the febrile 
episode becomes a nightmare for the parents39. Fever 
constitutes 30% of paediatric consultations at primary 
healthcare services in different countries, including 
Europe and the United States. The rate was higher 
(60%) in Spain28. Healthcare system costs and 
unnecessary testing for patients have been increased 
due to non-urgent visits to emergency departments 
without any benefit5.
Significance of educational programs
Educational interventions can successfully improve the 
knowledge and attitude of parents, and these should be 
targeted to the particular demands of parents. Many 
educational programmes were developed, including the 
development of educational booklets, but there is no 
reported evaluation of their effectiveness27,28. Before 
arranging educational materials, parents’ care-seeking 
perception, the therapeutic approach, and the 
expectations should be sought. These aspects can 
provide health professionals with key information for 
designing and implementing educational programmes 
for the improvement of parents dealing with their 
febrile child. Fever education should be integrated as a 
regular component of paediatric outpatient department 
services, with the help of posters, animated videos, 
pamphlets, and booklets. The guidelines should be 
trustworthy, easily accessible to the parents, and 
supported by information that caregivers have 
provided in previous studies. Evidence-based 
information should be prioritized37. Paramedics and 
nursing staff should also be taught about the use of 
appropriate antipyretics. Specific directives should be 
prepared regarding the use of antibiotics and 
antipyretics in an appropriate way.
Childhood fever: Bangladesh perspective
Childhood fever was discussed in different 
Bangladeshi studies. Nevertheless, very little 
information was discovered regarding the perception 
of parents and health professionals regarding febrile 
illness in children. Fever being the single most 

common reason for Bangladeshi children to visit 
medical practitioners and emergency departments, 
causes a huge burden. The prevalence of childhood 
fever was 33.1% in a Bangladeshi study. The 
prevalence was higher in male children between 13 to 
24 months of age living in rural areas. The 
management of childhood illness is significantly 
influenced by maternal age and education, as literacy 
levels can impact awareness levels and the ability to 
access health information. The level of health 
communication and managing complications is 
diminished in the mothers who have a low level of 
schooling. In terms of the economy, household poverty 
significantly contributes to below-average living 
standards, limited access to quality healthcare, and 
consequently, heightened susceptibility to multiple 
diseases40.
A nationwide analysis of febrile illness in children was 
done in our country, which revealed that a mass 
proportion of children suffer from enteric fever, 
followed by Ricketsia and dengue fever41. Since the 
World Health Organization declared COVID-19 a 
global pandemic on 11 March 2020, and Bangladesh 
underwent a countrywide lockdown from 26 March, 
the anxiety and concern of the parents reached the 
extreme when they experienced their children having 
fever. The combination of dengue fever and the 
COVID-19 crisis aggravated the already stretched 
health system of Bangladesh42.

Najnin and colleagues found that mothers of young 
infants with febrile illness were more likely to be taken 
to the doctor compared to the age group of 4 to 5 
years. The study additionally revealed that febrile 
children from economically disadvantaged families 
were least likely to seek care from professional 
healthcare providers; boys tended to be more 
frequently brought to the hospitals; and a decline in 
consciousness level prompted the caregivers to seek 
frequent medical assistance. The research also says 
that father’s education is correlated with positive 
healthcare seeking practice, given their typical 
predominant role as the decision makers within the 
families of Bangladeshi society43. Despite living in the 
catchment areas of the hospitals even with the 
paediatric outpatient facilities, many Bangladeshi 
parents prefer visiting traditional care providers 
(Homeopaths/Kobiraj) initially for their febrile 
children, especially in rural settings44. Acute 
respiratory infections (ARIs), followed by 
gastroenteritis, account for the common febrile 
illnesses, where different viruses are identified as the 
leading cause. Therefore, Integrated Management of 
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normal. During the examination, the patient passed 
urine through the meatal opening. Preputial skin failed 
to retract due to dense adhesion with glans (Figure-1). 
The patient was diagnosed with secondary phimosis 
and prepared for re-do circumcision under general 
anaesthesia. Circumcision was done using the dorsal 
slit technique, where preputio-glandular adhesion was 
lysed manually and the inner layer of the prepuce was 
trimmed, leaving about a 5 mm margin around the 
corona. Then interrupted stitches were applied with 
absorbable suture (Figure-2). The postoperative 
period was uneventful, and the patient was discharged 
2 days later with open wound care. After one month, 
appearance of penis and meatal opening was normal. 
No symptom related to micturition was present.

DISCUSSION
Phimosis is the inability to retract the prepuce or 
foreskin in a non-circumcised male. Foreskin is the 
anatomical covering of glans penis. It serves many 
functions, including protective, erogenous, and 
immunologic. At birth, the inner surface of the 
foreskin becomes densely fused with the epithelium 

of the glans and is retractable in only 5% of neonates. 
As the child grows, excessive keratinizations of the 
inner epithelium, spontaneous erections, or natural 
manipulations cause separation of two surfaces, 
which is 60% at the age of 11 to 15 years5. Inability 
to retract the foreskin of a child without interference 
of micturition is called physiological phimosis. 
Physiological phimosis is common up to 3 years of 
age and may extend into the older age group8. True or 
pathological phimosis is associated with a white, 
scarred preputial orifice, which causes difficulty as 

Figure-1: Pre-operative picture. Figure-2: Post-operative picture.

INTRODUCTION 
Circumcision is the most frequently performed 
elective procedure in males. Approximately one in 
three men is circumcised globally1,2. It is widely 
practiced for religious purposes3,4. In Bangladesh, 
circumcisions are commonly performed at home 
during collective circumcision rites by traditional 
practitioners; this often leads to complications. Most 
complications are minor, but major complications 
could occur. Common complications are bleeding, 
haematoma, infections, injury to the glans, 
inadequate circumcision, and meatal stenosis. Rare 
complications are secondary chordee, secondary 
phimosis, urethro-cutaneous fistula, and amputation 
of penis5,6. Secondary phimosis, also called 
“iatrogenic phimosis” or “post circumcision 
phimosis” is a rare complication of circumcision and 
accounts for 2% of the cases7. The cause of 
secondary phimosis is inadequate removal of the 
inner skin of the prepuce or inadequate circumcision, 

resulting in a fibrotic ring around the glans within 3 
weeks7. Secondary phimosis presents with 
cosmetically ugly looking genitalia and urinary 
symptoms. The majority of them need revision 
surgery, and re-do circumcision is the treatment of 
choice7. 

CASE REPORT 
A 10-month-old boy presented with retention of 
urine for 12 hours, difficulty of micturition in the 
form of poor flow, and crying during micturition for 
one month. According to history, the patient was 
circumcised 2 months ago for religious purposes at 
home by a traditional circumciser (Hazam). After 
circumcision, the penis became swollen and the 
glans was partially covered with skin, but there was 
no problem with micturition. The patient was treated 
with antibiotics and analgesics by a local physician 
for pain and swelling. A few days later, parents 
observed that the swelling reduced but the skin over 
glans progressively lengthening and covering the 
meatal opening. On examination, the patient was 
irritable with a high-grade fever. Urinary bladder 
was full, penis looked amputated at our first 
impression, and both hemi-scrotum and testes were 

well as ballooning during micturition. Treatment of 
pathological phimosis is circumcised excision of 
foreskin at the level of corona-glandis, known as 
circumcision5,6. Sometime, glans is re-covered with 
redundant foreskin following circumcision. This 
condition is known as secondary phimosis. Various 
factors are responsible for secondary phimosis. 
According to literature, secondary phimosis is 
commonly seen after “Plastibell” circumcision due to 
slipping of the inner skin because of loose ligature or 
using a small size ring, resulting in a fibrotic ring 
around the glans9. Such complications may occur 
with other device procedures or freehand techniques, 
as in our case. Timing of circumcision is another 
contributory factor for secondary phimosis. Like our 
case, most of the secondary phimosis resulted from 
circumcisions in males aged less than one year7. This 
finding may be attributed to the fact that the inner 
layer of foreskin becomes separate and easily 
retractable after 3 years of age. This separation 
makes the estimation of foreskin excision more 
accurate, thereby preventing complication. An 
anatomical detail such as thick pubic fat and buried 

penis is also a risk factor for secondary phimosis. 
Excessive removal of skin from the penile shaft 
along with prominent suprapubic pad of fat leads to 
healing within the fat pad and ultimately progressive 
closure and stricture of the skin over the glans8. 
Performer, environment of procedure, and 
anaesthesia are also important causative factors for 
secondary phimosis4,7,10,11. If performers have no 
idea  about the anatomy of the penis and surgery 
done in an inappropriate setting using inadequate 
anaesthesia, the chance of complication will be more. 
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Childhood Illness (IMCI) guidelines have been 
produced as a standard protocol to promote the rational 
use of antimicrobials. Hence, healthcare providers 
continue to prescribe antibiotics frequently to patients 
without specific indications45. Children of Bangladesh 
bear a large burden of typhoid fever, the treatment of 
which became difficult due to antimicrobial resistance 
followed by inappropriate use of antibiotics46. 
Contributing factors to the improper utilisation of 
antibiotics in febrile children include diagnostic 
ambiguity, insufficient expertise among medical 
professionals, easy dispensing opportunities without 
monitoring, and mostly the overconcern of anxious 
parents47,48. Quite interestingly, parents having better 
academic backgrounds were found to be more 
concerned about their children’s health but lacked 
awareness of the effects of antibiotic use in different 
studies. Even receiving antibiotics from unqualified 
sources (Such as pharmacies and unqualified providers) 
is a common practice here45,49. An upgraded fever 
module may enhance the sensitivity of the guidelines in 
identifying children with bacteraemia and prevent 
overtreatment with antibiotics.

LIMITATIONS
The provided data outline the perspective of both 
parents and healthcare professionals regarding fever 
management in the paediatric population. Although the 
findings have been found in several studies conducted 
in different countries and cultures, very little 
information could be retrieved from our country. 
Therefore, the findings might not be generalized. 
Again, there might be the chance of potential bias as 
the samples were different in the published articles, for 
example, some involved emergency departments 
whereas some included OPD patients, and some studies 
were done only on parents and some on nursing staff. 
Nevertheless, the level of perception, attitudes, and 
practices could change over time; therefore, further 
research should be sought in the future. 

CONCLUSION
Perception of childhood febrile illness is deficient in 
the majority of parents and there are instances where 
the knowledge, attitude, and practices of health 
professionals also diverge from evidence-based 
approaches. Incomplete knowledge and improper 
management of fever in children might lead to an 
unnecessary visit to the hospital and invite undue panic 
in parents. Various misconceptions prevail in the 
community even after easy access to digital media. 
Therefore, extensive education of health care workers 

and consistent information delivery play a pivotal role 
in providing comfort to anxious parents struggling 
with their febrile children.
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Our case was circumcised at home by a traditional 
circumciser (Hazam).
Patient with secondary phimosisis a matter of parental 
anxiety due to cosmetic issue and urinary symptoms. 
In all cases, glans were covered with skin, partially or 
completely. Urinary symptoms are urinary tract 
infections, dysuria, and rarely retention of urine. Our 
patient presented with UTI and urinary retention. 
Similar findings were described by other authors12,13. 
Diagnosis is done by taking history and physical 
examination. After diagnosis, the patient should be 
admitted and take measures for acute symptoms like 
retention of urine. Revision surgery, or re-do 
circumcision under general anaesthesia on an elective 
list, is the treatment of secondary phimosis4,7,9,10,12.

CONCLUSION
Although circumcision is a common surgical 
procedure, complications may occur, ranging from the 
insignificant to the tragic. These complications can be 
minimised by performing this surgery with an expert 
hand at an appropriate place using appropriate 
anaesthesia. If there are no medical or religious issues, 
circumcision of a boy completing 3 years may also 
reduce the chance of secondary phimosis.
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INTRODUCTION
Fever is the most common reason for parents to seek 
medical health care. The incidence of fever increases 
between the ages of 2 months to 3 years of age. The 
American College of Critical Care Medicine 
(ACCCM) and the Infectious Diseases Society of 
America (IDSA) defined fever as a body temperature 

of 38.3°C (101°F) or higher1. Fever in children 
mainly arises from infectious and non-infectious 
origins2. Respiratory infections and gastroenteritis are 
thought to be the predominant causes of fever in 
children and are thought to be benign and 
self-limited. Dehydration, injuries, cancer, and side 
effects of some medicines like antibiotics e.g. 
sulfonamides and minocycline are the important 
non-infectious causes of fever3. Notably, pneumonia, 
enteric fever, and dengue are added to the list of fever 
aetiology in developing countries like Bangladesh. 
Again COVID-19 is also an emerging issue, though 

the incidence and complications are low in children4. 
Parents encounter numerous instances of fever 
throughout the upbringing of their children. 
Nonetheless, comprehending and managing febrile 
illness continues to be as significant public health 
challenge for parents representing a prominent reason 
for emergency department visits among children under 
the age of 15 years5.
Commonly, it turns into parents’ frustration and 
dissatisfaction regarding primary care, leading to 
wrong assumptions about fever in children. Moreover, 
adequate knowledge regarding this condition could 
affect their attitude and performance while parents’ 
fear of fever in their children sometimes results in the 
overuse of medication6.
Furthermore, notwithstanding the presence of 
advanced scientific evidence, ancestral remedies for 
fever persist across generations. Apart from 
conventional practices like sponging and bathing, 
some improper methods, including coin massage, 
alcohol rub, etc., are prevalent in different societies to 
reduce children’s body temperature7. As proposed by 
different researchers, recognition of incorrect 
behavioural factors and effective educational 
programmes targeting specific knowledge, beliefs, and 
practices could remarkably change the attitude of 
individuals7. Hence, it is crucial to understand the 
situations in which mothers seek medical guidance for 
their children suffering from fever, the 
self-management strategies and measures they utilise, 
and from which perspective they struggle to manage 
febrile children8.
Again, concerned caregivers typically seek 
reassurance from diverse sources, including family 
and social networks, books, magazines, and the 
internet, many of which may lack reliability. Paediatric 
nurses, primary care physicians, or general 
practitioners play a significant role as health educators 
and have the scope to offer clear instructions on the 
initial management of febrile children to reduce undue 
parental stress5.
Surprisingly, a phenomenon termed ‘fever phobia’ has 
been expressed among physicians and nurses, raising 
unforeseen worries about fever management and 
fostering negative attitudes towards fever. 
Furthermore, various studies have identified incorrect 
and inconsistent knowledge about fever, 
non-evidence-based perspectives, and practices among 
physicians and nurses9. Hence, the sustained anxiety 
and dissatisfaction of parents may sometimes compel 
the primary care physician to practice irrational 
prescriptions of antipyretic combinations as well as 
different antibiotics. This could potentially result in a 

rise in hospital admissions, subsequently amplifying 
the burden and costs of the healthcare setup10.
This issue may be more grievous in the healthcare 
context of Bangladesh, where there is a scarcity of 
adequate information, appropriate communication, and 
abundant resources. Therefore, the objective of this 
review was to assess the understanding level of 
parents and healthcare providers in different countries 
regarding fever, its management, and their perception 
of its consequences.

MATERIALS AND METHODS
Design: 
This research comprised a systematic review of 
qualitative studies. PRISMA international standards 
and Cochrane recommendations were followed.
Search strategy:
A systematic literature search of the Medline, 
Cochrane Library, Google Scholar, SCOPUS, Web of 
Science, and PubMed databases was undertaken from 
July to December 2023 for qualitative studies 
published in English.

Search terms were- 
a) Fever or febrile
b) Child or paediatrics
c) Antipyretic agent

       d) Knowledge, attitude, belief, concern
Inclusion criteria:
Types of studies-

a) Original qualitative research examining 
parents'and healthcare providers’ (Doctors and/ 
or nurses) knowledge and perception of fever in 
children.

b) Discrete qualitative studies that form part of a 
larger mixed method study.

c) Articles written in English.
Types of clinical setting-

a) Hospital emergency departments.
b) Hospital inpatient and outpatient settings.
c) General practice surgeries/clinics.
d) Childcare facilities.

Types of participants-
Parents and professional healthcare providers of 
children

Exclusion criteria:
a) Research articles that only evaluate fever from a    
biological perspective and beyond children age group.
b) Articles about fever after vaccination.
c) Letters to the editor, comments from experts, and  
translations of original articles.
d) Grey literature (Theses, internal reports, non-peer 
reviewed journals).

e) Other unpublished sources.

Data extraction and management: 
The thematic synthesis incorporated original studies or 
review articles that aligned with the reviewer’s vision. 
All articles that met the inclusion criteria of the review 
were obtained in full text format, followed by further 
screening of full text journals by two independent 
reviewers. All disagreements were resolved through 
discussion until consensus was reached. Finally, a 
summary of each chosen study was reviewed in the 
third phase of selection to determine the outcome.

Search results:
The search was completed in December 2023, with 
129 articles discovered in databases and 24 articles 
found using the “snowball” technique. After removing 
duplicates, there were 104 articles left. Among them, 
82 papers were evaluated in full text for inclusion in 
the study. In addition, 34 papers were excluded 
following the exclusion criteria. Finally, 48 articles 
were derived. All of them were qualitative synthesises. 
This information is represented in PRISMA flowchart 
(Figure-1).

DISCUSSION
Basic concepts of fever
Defining fever
As per the textbook of paediatrics, fever is defined as a 
rectal temperature at or above 38°C (100.4°F), and a 
value >40°C (104°F) is called hyperpyrexia. Body 
temperature also varies throughout the day, with the 

highest in the early evening and the lowest in the 
morning12.

Mechanism of fever
Fever is a primitive host survival mechanism. The 
neurons located in the anterior hypothalamus 
inherently possess characteristics for regulating body 
temperature. They purposefully elevate body 
temperature up to a predetermined limit, occasionally 
exceeding 40°C, seldom surpassing 41.1°C, and never 
beyond 42.2°C13. 
Three distinct mechanisms are responsible for 
producing fever. The initial process entails the fever 
response being initiated by endogenous pyrogens in 
response to exogenous pyrogens, primarily 
microorganisms or their derivatives, such as toxins. 
Endogenous pyrogens include Interleukins 1 and 6, 
Tumour Necrosis Factor (TNF), and Interferon (INF). 
These pyrogens stimulate the thermosensitive neurons 
in the hypothalamus, resulting in an ultimate elevation 
of the set point through prostaglandins. Malignancy 
and inflammatory diseases can also induce fever 
through the production of endogenous pyrogens. In 
salicylate poisoning and malignant hyperthermia, heat 
production exceeds heat loss, which is the second 
mechanism of fever production. In the third 
mechanism, there is a dysfunction in heat loss, as seen 
in conditions like ectodermal dysplasia or individuals 
subjected to severe heat exposure12. Typically, fever 
acts as a protective mechanism for the body until an 
imbalance arises between cytokines and their 

inhibitors, leading to severe infections, along with 
septic shock14.

Measuring temperature
The evidence suggests that electronic thermometers 
placed in the axilla, chemical dot thermometers in the 
axilla, and infrared tympanic thermometers are 
commonly practiced methods to measure body 
temperature in febrile children. Routine use of the oral 
and rectal routes to measure the body temperature of 
young children has been replaced by minimal contact 
(Tympanic) or noncontact infrared thermal scanners 
due to safety concerns and problems with 
acceptability. Healthcare professionals should be 
aware that axillary temperatures are typically 1°C 
lower than rectal or core temperatures15.
Management of fever
The administration of antipyretic therapy remains a 
prevalent practice among parents and is generally 
endorsed by paediatricians. However, appropriate 
counselling of parents and other caregivers by health 
care providers regarding the use of antipyretics is the 
mainstay of managing febrile children. Therefore, 
health professionals should adhere to evidence-based 
practice. Primary care physicians and nurses actively 
treat fevers of 38.5°C or above with antipyretics. But, 
according to the current evidence, lowering the 
temperature should not be the primary objective of 
antipyretic therapy; rather, the overall comfort and 
well-being of the febrile child should be emphasized16.
Current evidence suggests that in the majority of 
clinical scenarios, there is no significant distinction in 
the safety and efficacy of acetaminophen and 
ibuprofen for managing a febrile child. Moreover, 
some practitioners achieved better outcomes by 
combining these two products compared to using a 
single agent alone15. Evidence was found regarding 
the significant toxicity of paracetamol and ibuprofen 
in children with a febrile illness who are unwell, 
anorexic, vomiting, or dehydrated. Ibuprofen has some 
nephrotoxic effects other than common gastritis. 
Aspirin is not recommended to treat febrile children 
due to the potential risk of Reye's syndrome17. 
Considering these adverse drug effects and toxicity, 
physicians should prescribe medicines judiciously16.

Similarly, traditional methods like cold baths or 
alcohol sponging for decreasing body temperature are 
discouraged due to the likelihood of causing 
discomfort where a child’s comfort is our main focus5. 
Furthermore, healthcare providers occasionally 
overtreat febrile seizures, despite the lack of 
antipyretic in preventing febrile seizures. They should 
instead focus on monitoring for manifestations of 

serious illness, counselling on maintaining hydration, 
and the appropriate and limited use of antipyretics, 
only to improve the child’s comfort in any sort of 
febrile illness. Paediatricians should also offer 
caregivers precise dosing instructions to prevent 
adverse effects. While counselling the parents, the 
health care providers should minimise fever phobia16.
Fever phobia-current situation
The phrase “fever phobia” has been described as the 
unrealistic fears of parents about fever by different 
researchers18. Numerous cases of inadvertent over and 
under dosing with antipyretics have been reported 
each year, stemming from the belief that fever is 
harmful19. The febrile seizure remains the main focus 
of parents as well as many healthcare providers’ 
concerns, who think that it is provoked by fever17. 
Hence, healthcare practitioners find themselves 
over-engaged due to futile consultations by anxious 
parents20. Often, parental ignorance and fear result in 
repeated consultations, sometimes with different 
physicians, within the same febrile illness episode21.
Parents’ knowledge of fever
According to Anokye and colleagues, the majority of 
parents don’t have adequate knowledge about normal 
body temperature and they describe fever as the 
hotness of the body22. But, this finding is inconsistent 
with the findings of Al-Ateeq et al., where most of the 
parents identified fever correctly23. As for fever 
complications, the majority of parents mentioned that 
convulsion was the most common feared 
complication24. In contrast, Rkain et al. reported that 
brain damage followed by febrile episodes was the 
main concern of the majority of the parents, leading to 
seizures, paralysis, breathing difficulties, and coma25. 
The majority of fevers arise from acute viral febrile 
illnesses, generally characterised by a pronounced 
upstroke of temperature, without any localising signs. 
It may sometimes persist for 3 to 4 days and gradually 
resolve by 7 days. They are generally self-limiting, 
and adequate rest with maintenance of hydration, 
along with antipyretics, form the mainstay of therapy 
in this illness. However, it often leads to excessive fear 
on the part of the parents due to the lack of 
knowledge, compelling them to repeat consultations26.

Methods for fever detection by parents
Villarejo-Rodríguez researched to observe the 
disparity in approaches to managing childhood fever 
between parents with healthcare backgrounds and 
those without. Most of the parents, irrespective of their 
medical knowledge stated that they relied on contact 
with the child’s skin, for instance, kissing on the 

forehead, for the detection of fever. On the other hand, 
some parents practiced using thermometers to 
measure temperature, and most of them preferred 
mercury thermometers over digital thermometers 
placed under the axilla27.
Antipyretics and their use by parents in fever 
management 
The knowledge of parents about normal body 
temperature, the effectiveness and appropriate dosing 
of antipyretics is questionable. In Barrett’s study, most 
of the parents reported paracetamol as an influencer 
on a child’s well-being, where prevention of febrile 
seizures and febrile convulsions was the main 
concern28. Administration of antipyretics in 
inappropriate doses, is widely prevalent among 
parents29. In another study, around 50% of febrile 
children received appropriate antipyretic doses before 
presentation at emergency departments30.
A lot of discrepancies persist regarding the route of 
antipyretic administration. Certain investigations 
show that oral paracetamol is more effective than the 
rectal form, others found they had similar effects31. 
Again, the Italian Paediatric Society does not 
recommend rectal paracetamol because of the risk of 
overdose, as the calculation of a precise dosage is 
difficult to achieve in rectal administration. Therefore, 
the comparison of the route of administration of 
antipyretics, either rectal or oral, has conflicting 
results31.
Traditional practice
Traditional practices related to the diagnosis and 
management of fever include; touching the child's 
forehead to measure body temperature, making 
ice-cold water for sponging or bathing, giving boiled 
herbs, and rubbing the child's body with lemon, 
vinegar, or alcohol, etc32. Traditional practices with 
the use of herbs, honey, oils, lubkha (Poultice), and 
uvula elevation were also practiced in some 
countries33. The utilization of herbs as a traditional 
practice has been considered a safer and more natural 
method compared to the pharmaceuticals documented 
in different studies34. According to Phukan and his 
colleagues, herbal medications like Tulsi, Manikmoni, 
and Neem are taken orally, and some other plants are 
used as a paste placed over the forehead for managing 
persistent fever in children33. Homoeopathic 
medicines and peppermint oil are also used as 
alternative medications. Parents, particularly those 
from rural backgrounds without formal health 
training, predominantly consider natural therapies. 
Nevertheless, health professionals reject these 

methods based on scientific evidence28.
Factors influencing parental performance in 
managing fever
Cultural diversities and socioeconomic factors can 
influence attitudes and practices about fever in 
childhood. According to the researchers, inadequate 
parental knowledge and substandard caregiving 
practices for febrile children stem from incomplete 
education34. Contrary to the previous study, Alex-Hart, 
& Frank-Briggs reported that 66.2% of the mothers 
with tertiary education had a knowledge gap 
regarding fever35. A study conducted by Mallick 
showed that housewife mothers had a lack of 
knowledge in caring for their feverish children. 
Residents in rural areas face restricted access to health 
services and possess poor health literacy, resulting in 
an information gap10. In contrast, Abdinia et al. 
revealed that 83.7% of the less knowledgeable 
participants resided in urban areas36. Increased 
poverty and parental unemployment contribute to 
inadequate compliance, and limited utilisation of 
medical services, negatively impacting health10. Other 
factors that influence the parental approach to 
childhood fever are the age of the child, family 
pressures, a lack of health training programmes, and 
the presence of family support28.
Perception of health professionals regarding fever
“Fever phobia” has been observed in nursing staff, as 
well as primary-care physicians with exaggerated 
concerns about fever due to varying levels of 
knowledge. Many physicians and nurses have a 
scarcity of knowledge regarding the definition of 
fever and the subsequent management, whereas health 
professionals are the primary sources of 
communication with parents20. Different global 
research studies since the early 2000s showed that 
febrile seizure is the main concern of more than 90% 
of health professionals, notably nurses and they 
practice non-evidence-based management for febrile 
children in fear of febrile seizure and brain damage10. 
In a study, Zubedeh described that most nurses (94%) 
had good knowledge about the antipyretic 
administration, while some nurses (37.3%) perceived 
that it was necessary to wake sleeping children with a 
temperature of 38.3°C or higher for the administration 
of an antipyretic and misconceptions about dose 
schedules also prevailed among nursing staff37. 
According to Al-Eissa, most paediatricians think that 
a sleeping febrile child should not be awakened for 
any reason, including medication38. Most of the 
physicians have adequate knowledge about the dosage 
and administration intervals of paracetamol (10-15 

mg/kg/dose every 4-6 hours) which goes with the 
evidence of the recommended dose for paracetamol27. 
Health professional parents typically calculate dosage 
according to the child’s weight and age, and most of 
the non-trained, non-professional parents administer 
medication using a blind guess. On the other hand, 
paracetamol or ibuprofen alone or in combination are 
choices among both health professional and non-health 
professional parents28.
Hospital burden due to fever
According to Crocetti, 90% of paediatric hospital 
admissions occur due to fever, while the febrile 
episode becomes a nightmare for the parents39. Fever 
constitutes 30% of paediatric consultations at primary 
healthcare services in different countries, including 
Europe and the United States. The rate was higher 
(60%) in Spain28. Healthcare system costs and 
unnecessary testing for patients have been increased 
due to non-urgent visits to emergency departments 
without any benefit5.
Significance of educational programs
Educational interventions can successfully improve the 
knowledge and attitude of parents, and these should be 
targeted to the particular demands of parents. Many 
educational programmes were developed, including the 
development of educational booklets, but there is no 
reported evaluation of their effectiveness27,28. Before 
arranging educational materials, parents’ care-seeking 
perception, the therapeutic approach, and the 
expectations should be sought. These aspects can 
provide health professionals with key information for 
designing and implementing educational programmes 
for the improvement of parents dealing with their 
febrile child. Fever education should be integrated as a 
regular component of paediatric outpatient department 
services, with the help of posters, animated videos, 
pamphlets, and booklets. The guidelines should be 
trustworthy, easily accessible to the parents, and 
supported by information that caregivers have 
provided in previous studies. Evidence-based 
information should be prioritized37. Paramedics and 
nursing staff should also be taught about the use of 
appropriate antipyretics. Specific directives should be 
prepared regarding the use of antibiotics and 
antipyretics in an appropriate way.
Childhood fever: Bangladesh perspective
Childhood fever was discussed in different 
Bangladeshi studies. Nevertheless, very little 
information was discovered regarding the perception 
of parents and health professionals regarding febrile 
illness in children. Fever being the single most 

common reason for Bangladeshi children to visit 
medical practitioners and emergency departments, 
causes a huge burden. The prevalence of childhood 
fever was 33.1% in a Bangladeshi study. The 
prevalence was higher in male children between 13 to 
24 months of age living in rural areas. The 
management of childhood illness is significantly 
influenced by maternal age and education, as literacy 
levels can impact awareness levels and the ability to 
access health information. The level of health 
communication and managing complications is 
diminished in the mothers who have a low level of 
schooling. In terms of the economy, household poverty 
significantly contributes to below-average living 
standards, limited access to quality healthcare, and 
consequently, heightened susceptibility to multiple 
diseases40.
A nationwide analysis of febrile illness in children was 
done in our country, which revealed that a mass 
proportion of children suffer from enteric fever, 
followed by Ricketsia and dengue fever41. Since the 
World Health Organization declared COVID-19 a 
global pandemic on 11 March 2020, and Bangladesh 
underwent a countrywide lockdown from 26 March, 
the anxiety and concern of the parents reached the 
extreme when they experienced their children having 
fever. The combination of dengue fever and the 
COVID-19 crisis aggravated the already stretched 
health system of Bangladesh42.

Najnin and colleagues found that mothers of young 
infants with febrile illness were more likely to be taken 
to the doctor compared to the age group of 4 to 5 
years. The study additionally revealed that febrile 
children from economically disadvantaged families 
were least likely to seek care from professional 
healthcare providers; boys tended to be more 
frequently brought to the hospitals; and a decline in 
consciousness level prompted the caregivers to seek 
frequent medical assistance. The research also says 
that father’s education is correlated with positive 
healthcare seeking practice, given their typical 
predominant role as the decision makers within the 
families of Bangladeshi society43. Despite living in the 
catchment areas of the hospitals even with the 
paediatric outpatient facilities, many Bangladeshi 
parents prefer visiting traditional care providers 
(Homeopaths/Kobiraj) initially for their febrile 
children, especially in rural settings44. Acute 
respiratory infections (ARIs), followed by 
gastroenteritis, account for the common febrile 
illnesses, where different viruses are identified as the 
leading cause. Therefore, Integrated Management of 

normal. During the examination, the patient passed 
urine through the meatal opening. Preputial skin failed 
to retract due to dense adhesion with glans (Figure-1). 
The patient was diagnosed with secondary phimosis 
and prepared for re-do circumcision under general 
anaesthesia. Circumcision was done using the dorsal 
slit technique, where preputio-glandular adhesion was 
lysed manually and the inner layer of the prepuce was 
trimmed, leaving about a 5 mm margin around the 
corona. Then interrupted stitches were applied with 
absorbable suture (Figure-2). The postoperative 
period was uneventful, and the patient was discharged 
2 days later with open wound care. After one month, 
appearance of penis and meatal opening was normal. 
No symptom related to micturition was present.

DISCUSSION
Phimosis is the inability to retract the prepuce or 
foreskin in a non-circumcised male. Foreskin is the 
anatomical covering of glans penis. It serves many 
functions, including protective, erogenous, and 
immunologic. At birth, the inner surface of the 
foreskin becomes densely fused with the epithelium 

of the glans and is retractable in only 5% of neonates. 
As the child grows, excessive keratinizations of the 
inner epithelium, spontaneous erections, or natural 
manipulations cause separation of two surfaces, 
which is 60% at the age of 11 to 15 years5. Inability 
to retract the foreskin of a child without interference 
of micturition is called physiological phimosis. 
Physiological phimosis is common up to 3 years of 
age and may extend into the older age group8. True or 
pathological phimosis is associated with a white, 
scarred preputial orifice, which causes difficulty as 

INTRODUCTION 
Circumcision is the most frequently performed 
elective procedure in males. Approximately one in 
three men is circumcised globally1,2. It is widely 
practiced for religious purposes3,4. In Bangladesh, 
circumcisions are commonly performed at home 
during collective circumcision rites by traditional 
practitioners; this often leads to complications. Most 
complications are minor, but major complications 
could occur. Common complications are bleeding, 
haematoma, infections, injury to the glans, 
inadequate circumcision, and meatal stenosis. Rare 
complications are secondary chordee, secondary 
phimosis, urethro-cutaneous fistula, and amputation 
of penis5,6. Secondary phimosis, also called 
“iatrogenic phimosis” or “post circumcision 
phimosis” is a rare complication of circumcision and 
accounts for 2% of the cases7. The cause of 
secondary phimosis is inadequate removal of the 
inner skin of the prepuce or inadequate circumcision, 

resulting in a fibrotic ring around the glans within 3 
weeks7. Secondary phimosis presents with 
cosmetically ugly looking genitalia and urinary 
symptoms. The majority of them need revision 
surgery, and re-do circumcision is the treatment of 
choice7. 

CASE REPORT 
A 10-month-old boy presented with retention of 
urine for 12 hours, difficulty of micturition in the 
form of poor flow, and crying during micturition for 
one month. According to history, the patient was 
circumcised 2 months ago for religious purposes at 
home by a traditional circumciser (Hazam). After 
circumcision, the penis became swollen and the 
glans was partially covered with skin, but there was 
no problem with micturition. The patient was treated 
with antibiotics and analgesics by a local physician 
for pain and swelling. A few days later, parents 
observed that the swelling reduced but the skin over 
glans progressively lengthening and covering the 
meatal opening. On examination, the patient was 
irritable with a high-grade fever. Urinary bladder 
was full, penis looked amputated at our first 
impression, and both hemi-scrotum and testes were 

well as ballooning during micturition. Treatment of 
pathological phimosis is circumcised excision of 
foreskin at the level of corona-glandis, known as 
circumcision5,6. Sometime, glans is re-covered with 
redundant foreskin following circumcision. This 
condition is known as secondary phimosis. Various 
factors are responsible for secondary phimosis. 
According to literature, secondary phimosis is 
commonly seen after “Plastibell” circumcision due to 
slipping of the inner skin because of loose ligature or 
using a small size ring, resulting in a fibrotic ring 
around the glans9. Such complications may occur 
with other device procedures or freehand techniques, 
as in our case. Timing of circumcision is another 
contributory factor for secondary phimosis. Like our 
case, most of the secondary phimosis resulted from 
circumcisions in males aged less than one year7. This 
finding may be attributed to the fact that the inner 
layer of foreskin becomes separate and easily 
retractable after 3 years of age. This separation 
makes the estimation of foreskin excision more 
accurate, thereby preventing complication. An 
anatomical detail such as thick pubic fat and buried 

penis is also a risk factor for secondary phimosis. 
Excessive removal of skin from the penile shaft 
along with prominent suprapubic pad of fat leads to 
healing within the fat pad and ultimately progressive 
closure and stricture of the skin over the glans8. 
Performer, environment of procedure, and 
anaesthesia are also important causative factors for 
secondary phimosis4,7,10,11. If performers have no 
idea  about the anatomy of the penis and surgery 
done in an inappropriate setting using inadequate 
anaesthesia, the chance of complication will be more. 
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