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1 LIST OF ACRONYMS 
 
 
AIDS  Acquired Immunodeficiency Syndrome 
ARK  Absolute Return for Kids 
BANC  Basic Ante-Natal Care 
CDC  Centres for Disease Control 
DHS  Demographic and Health Survey 
DOH  Department of Health 
EC  Eastern Cape 
ECHO  Enhanced Childhood HIV Outcomes 
EGPAF  Elizabeth Glaser Paediatric AIDS Foundation 
EPI  Expanded Programme on Immunisation 
EU  European Union 
FPD  Foundation for Professional Development 
HIA  HIV Infections Averted 
HIV  Human Immunodeficiency Virus 
HISP  Health Information Systems Programme 
HST  Health Systems Trust 
ICAP  International Center for AIDS Care and Treatment Programs 
IHI  Institute for Health Improvement 
IMCI  Integrated Management of Childhood Illnesses 
IOL  Independent Online 
JHPIEGO Johns Hopkins Program for International Education in 

Gynaecology and Obstetrics 
JHHESA Johns Hopkins Health and Education in South Africa 
KZN  KwaZulu-Natal 
MC  Male Circumcision 
MDG  Millennium Development Goals 
MMC  Medical Male Circumcision 
MRC  Medical Research Council 
M2M  Mothers 2 Mothers 
NDOH  National Department of Health 
NSP  National Strategic Plan 
PMTCT Prevention of Mother to Child Transmission of HIV 
RCT  Randomised Controlled Trial 
RHRU  Reproductive Health Research Unit 
SA  South Africa 
SADHS  South African Demographic and Health Survey 
SANAC  South African National AIDS Council 
SC IHDC Soul City Institute for Health and Development Communication 
UNAIDS Unite Nations Joint Program on HIV/AIDS 
UNFPA United Nations Population Fund 
UNICEF United Nations Children’s Fund 
URC  University Research Company 
USAID  United States Agency for International Development 
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2 Introduction 
 
This desktop review was commissioned by the Soul City Institute of Health and 
Development Communication (SC IHDC) as part of the planning process for the 
development of Series 11 of the Soul City Multimedia Series.  
 
The main objective of the study is to understand the male circumcision (MC) and 
prevention-of-mother-to-child-transmission (PMTCT) programmes in South 
Africa within the context of HIV prevention. The review sought to provide 
background information and identify knowledge gaps requiring further 
investigation by answering a set of key questions for each of the two 
programmes. These were set out in the terms of reference as: 
 

� Who are the key role players in this field? 
� What are the gaps and challenges in these programmes? 
� What is the general population’s knowledge in relation to these issues? 
� What is the existing research into the acceptability of the issues? 
� What are the barriers to and facilitators of uptake of these services? 
� What is needed to strengthen what exists? 
� What best practice communication exists? 
� What social change programmes exist internationally and regionally?  

 

3 Methodology 
 
The literature reviewed spanned peer reviewed articles, grey literature and 
published reports on the subjects. Medline and Google Scholar searches were 
conducted using the key words ‘medical male circumcision’ ‘male circimcision’ 
and ‘prevention of mother to child transmission of HIV’. Complete free-access 
articles were downloaded from peer-reviewed journals.  The abstracts of 
relevant articles were used in cases where a subscription to a peer-reviewed 
journal was required.  The websites of international organisations including the 
World Health Organisation (WHO), UNAIDS, UNICEF were trawled for 
international perspectives and practices, policy statements, recommendations 
and updates while local policy, guidelines, protocols and information regarding 
the SA programmes was downloaded from the National Department of Health 
and SA National AIDS Council (SANAC) websites. Besides the acceptability 
studies, SA media articles from computerized archives – Independent Online 
(IOL), Health Systems Trust (HST) and PlusNews – were used to gauge the 
general public’s knowledge about and the acceptability of male circumcision. 

4 Results 
 
The answers to the questions posed as the sub-objectives of the study are 
summarized in the results section separately for MC and PMTCT, according to 
the available published literature. Since the MC programme in SA is in its infancy 
in comparison to the better-established PMTCT one, MMC has also been 
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described within the broader regional African context and more of the report has 
been dedicated to this programme.  
 

4.1 Male Circumcision  

 
Male circumcision is defined as the surgical removal of all or part of the foreskin 
(prepuce) of the penis, practiced as part of a religious ritual usually conducted 
shortly after birth or in childhood; as a medical procedure related to infections, 
injuries or anomalies of the foreskin; or as part of a traditional ritual as an 
initiation into manhood.1  It is one of the oldest surgical procedures in the world 
as demonstrated by this ancient Egyptian picture depicting the operation.  
 

 

  

4.1.1 Prevalence of male circumcision 

 
It is estimated that approximately 30% of the world’s males are circumcised. The 
age of circumcision varies in different geographic regions of the world. In East 
and Southern Africa circumcision tends to be performed during boyhood and 
adolescence whereas neonatal circumcision is common in the Middle East, 
Central Asia, North America, Australia and West Africa.2 
 
 
The figure below illustrates the estimated prevalence of male circumcision by 
country across the world. The country-level estimates were calculated from 

                                                        
1 Siegfried N, Muller M, Volmink J, et.al. Male circumcision for prevention of heterosexual 

acquisition of HIV in men – a Cochrane review. MRC Policy Brief. No.2, July 2003. 
2 World Health Organisation and Joint United Nations Programme on HIV/AIDS, 2007. Male 

circumcision: global trends and determinants of prevalence, safety and acceptability. 
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Demographic and Health Surveys (DHS) where these were available. According 
to these estimates, the prevalence of MC is >80% in North and West Africa and 
varies between <20% and 20-80% in eastern and southern Africa. 
 
 

 
Source: Male circumcision – global estimates of trends, acceptability and safety 

 
The self-reported prevalence of circumcision for non-religious reasons (i.e. 
males who are not Jewish or Muslim) in males older than 15 years in the African 
countries is tabulated in the table below. 35% of the males in SA report being 
circumcised. However, a recent survey in Orange Farm showed substantial bias 
in self-reported circumcision. Clinical examination showed that 45% of men who 
said they were circumcised had an intact foreskin and were thus not clinically 
circumcised. This is important as the protectiveness of MC relies on removal of 
the foreskin rather than traditional initiation practices.3 
 
Table 1: Estimation of number of males aged 15 years or older circumcised for 
non-religious reasons, by country in Africa 
 Male population aged 15 years or older 

 Not Muslim or Jewish 

Number 
(millions) 

 
Percent 

Number 
(millions) 

Percent 
circumcised 

Number 
circumcised 
(millions) 

Angola 3.44 99.0 3.4 90 3.1 

DRC 16.23 90.0 14.6 90 13.1 

Ethiopia 20.92 55.0 11.5 92 10.6 

Ghana 5.61 84.4 4.7 85 4.0 
                                                        
3 Taljaard D, Rach D, Doyle S, et.al. Estimating the uptake of safe and free male circumcision in a 

South African community. XII International AIDS Conference, Mexico City. 3-8 August 2008. 
Abstract TUAC0306 
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Kenya 9.99 93.0 9.3 83 7.7 

Nigeria 35.23 50.0 17.6 90 15.9 

South Africa 14.87 98.5 14.6 35 5.1 

Tanzania 9.84 65.0 6.4 58 3.7 

Uganda 6.94 85.0 5.9 14 0.7 
Source: Extracted from World Health Organisation and Joint United Nations Programme on 
HIV/AIDS, 2007. Male circumcision: global trends and determinants of prevalence, safety and 
acceptability. 

 
Country-wide MC statistics for SA are available from the 2003 SADHS. The 
overall rate of MC in men 15-49 years was 44.7%. It was more commonly 
reported in older men. The provincial breakdown was as follows: Gauteng 25%; 
KZN 27%; EC 44%; WC 68%; and FS 71%.4 
 

4.2 Determinants of male circumcision 

4.2.1.1 Religion 

In Judaism, male infants are traditionally circumcised on the 8th day of life 
provided that there is no medical contraindication.  
 
Muslims are the largest religious group to practice male circumcision - it is 
estimated that 2/3 of the circumcised males in the world are Muslim. This is 
most commonly done on the 7th day after birth, although Muslims may be 
circumcised at any age before puberty.  
 
Ancient Christian denominations (Egyptian Coptics, Ethiopian Orthodox 
Christians) practice circumcision and most other denominations do not have any 
prescripts regarding circumcision. Some Christian churches in SA oppose the 
practice as it is perceived as a pagan practice.5 However, focus groups amongst 
others revealed that MC had no religious connotations - ‘Jesus was circumcised.’ 

4.2.1.2 Ethnicity 

Circumcision has been practiced for thousands of years in sub-Saharan Africa 
and other parts of the world. Within a country the prevalence of circumcision 
can vary tremendously depending on the ethnic group. In most of these cultures 
it is part of the rite of passage ceremony from boyhood to manhood. It is also 
associated with ‘factors such as masculinity, social cohesion with boys of the 
same age who became circumcised at the same time, self identity and 
spirituality.’  Men from ethnic groups that practice circumcision who have not 
been circumcised can suffer extreme forms of punishment, including bullying 
and beatings.6 By and large MC in SA is practiced amongst certain ethnic groups 
– Xhosas and Sothos – and for religious reasons amongst Muslims and Jews. 
 

                                                        
4 SADHS 2003. DOH, MRC, OrcMacro. South Africa Demographic and Health Survey 2003. 

Pretoria: Department of Health; 2007 
5 Rain-Taljaard RC et. al. Potential for an intervention based on male circumcision in a South 

African town with high levels of HIV infection. AIDS Care, 2003, 15(3): 315-327  
6 World Health Organisation and Joint United Nations Programme on HIV/AIDS, 2007. Male 

circumcision: global trends and determinants of prevalence, safety and acceptability. 
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However, this extract from an article posted on health-e demonstrates that 
culture can change – “… Zwelithini revealed at the controversial bull killing – 

ukweshama – in Nongoma, KwaZulu Natal on Saturday that he was going to revive 

circumcision within the Zulu nation and that medical doctors would be involved in 

the ritual. … Traditional circumcision was banned by King Shaka, who believed the 

time it took to heal kept too many young warriors away from their military duty in 

his army. … But King Zwelithini has been prepared to end nearly two centuries of 

tradition in the interest of saving lives……that the practice of circumcision among 

Zulus will be done by medical practitioners to avoid unnecessary deaths. … It called 

upon all sections of society to re-examine all their cultural practices in light of the 

HIV/AIDS threat and to ask for example whether the normal age for circumcision 

of 22 to 24 is not far too late to prevent infection among boys who normally 

become sexually active many years earlier.”7 A similar change in practice has 
happened in Swaziland. 
 

4.2.1.3 Social determinants
8
  

 
Circumcision is also performed for social and health-related reasons. Most 
circumcised fathers (90%) choose to circumcise their sons compared to 23% of 
uncircumcised fathers.  
 
Higher socio-economic status is positively associated with circumcision in English 
speaking industrialized countries.  However, there is no consistent association 
between MC and socioeconomic status in sub-Saharan countries.  
 
Perceived health benefits are key drivers in seeking out circumcision – these 
include genital hygiene and protection from STIs, including HIV.  
 
Perceived sexual benefits – improved sexual attraction and performance – 
amongst men and women have been reported in studies. For example, in Nyanza, 
Kenya, 55% of uncircumcised men believed that women enjoyed sex more with 
circumcised men and this strongly influenced their preference to be circumcised. 
Similar opinions were expressed by half of the men interviewed in Westonaria, 
Gauteng, South Africa.    
 

4.2.2 MC as a medical (therapeutic) intervention 

 
MC was ‘medicalised’ in the 19th century and is so controversial that websites are 
devoted to the debate.  Proponents cite improved hygiene, reduced risks of 
urinary and sexually transmitted infections as well as lowered rates of penile 
and cervical cancer whilst opponents claim significant complications from the 
procedure including decreased penile sensation. A clinical review acknowledges 

                                                        
7 Zulu king lauded for medical male circumcision move. 07/12/2009. Health-e (www.health-

e.org.za) 
8 World Health Organisation and Joint United Nations Programme on HIV/AIDS, 2007. Male 

circumcision: global trends and determinants of prevalence, safety and acceptability. 
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the evidence for MC preventing HIV-1 and HIV-2 acquisition by males through 
heterosexual intercourse,9 but concludes that the absolute medical indications 
for circumcision are rare.10  
 

4.2.3 The procedure 

 
Circumcision is performed by trained health personnel in a clinical and often by 
traditional circumcisers in a non-clinical setting. 

4.2.3.1 Clinical setting 

The WHO, UNAIDS and JHPIEGO have developed a manual that provides 
guidance on the methods of medical male circumcision in clinical settings. It 
describes three methods used in adolescents and adults – the forceps guided 
method, the dorsal slit method or the sleeve methods. These are usually carried 
out under local anaesthesia. The SA and Kenyan trials (see section 3.3.2) used 
the forceps method whilst the sleeve method was used in the Ugandan trial. The 
forceps-guided method is particularly suited for resource limited environments 
as it can be performed without assistance. It has been used extensively in Orange 
Farm. The guide also describes four techniques for neonatal circumcision – the 
dorsal slit method and the use of three types of clamps.11  
 
Adverse events 

The most common adverse events associated with the procedure and requiring 
treatment include pain, bleeding and infections. When it is performed on adults 
and adolescents in a clinical setting under aseptic conditions and by trained 
professionals complications are usually minor and vary between 2% and 4%. 
Potential complications are listed as: pain, bleeding, haematoma, swelling, 
wound infection, anaesthesia-related events, delayed wound healing, excessive 
skin removed, insufficient skin removed, problems with urination, problems 
with appearance, erectile dysfunction and injury to the glans. 
 
Resuming sexual activity before wound healing – about 3 weeks - may increase 
the risk of HIV acquisition for both partners. This highlights the need for good 
counseling.12 
 

4.2.3.2 Non-clinical setting 

Traditional circumcision in SA is carried out using a penknife or razor blade 
without anaesthesia. The wound is covered with leaves and left in place for four 
weeks whilst the initiates are in seclusion. The degree of foreskin removed varies 
with traditional circumcision. 

                                                        
9 Malone P, Steinbrecher H. Medical aspects of male circumcision. BMJ 2007; 335; 1206-1290  

doi:10.1136/bmj.39385.382708.AD 
10 These are generally accepted as phimosis secondary to balanitis xerotica obliterans and 

recurrent balanoposthisis, which occur in 1.5% and 1% of boys respectively.  
11 WHO/UNAIDS/JHPIEGO. Manual for male circumcision under local anaesthesia. Geneva, World 

Health Organisation, 2008 
12 Auvert B, Lissouba P, Taljaard D, et.al. Key facts on male circumcision. SAMJ March 2009, Vol. 

99 No 3 
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Adverse events 
MC in non-clinical settings can have significant adverse events, especially when 
mass circumcisions are performed when an unsterilized, unwashed knife can be 
used on several initiates. They can also be severely dehydrated during their 
period of seclusion, as they are not allowed to drink water in the belief that this 
reduces weeping from the wound. ‘The combination of dehydration and 
septicaemia can result in acute renal failure, gangrene, tetanus or even death. An 
estimated 40-50 young men die annually following ritual circumcision in South 
Africa.’13 The EC DOH recorded 243 deaths and 214 genital amputations from 
circumcisions between 1995 and 2004.14 
 

4.3 MC in HIV prevention 

 
In March 2007 WHO and UNAIDS issued a statement recommending that MC 
now be recognized as ‘an additional important intervention to reduce the risk of 
heterosexually acquired HIV infection in men.’ This was based on compelling 
evidence from three randomized controlled trials undertaken in Kisumu, Kenya, 
Rakai District, Uganda and Orange Farm, South Africa which showed that MC 
reduces the risk of heterosexually acquired HIV in men by approximately 60%.  
This supports the findings of a number of observational studies that suggested a 
causal association between lower rates of HIV and high rates of male 
circumcision in some countries in Africa. The following section attempts to 
unpack this causal link. 

4.3.1 The biological link between MC and some STIs, including HIV 

 
Male circumcision rates have been shown to be higher in populations with lower 
prevalence of cervical cancer, STIs and HIV.   
 
In a 2007 study conducted in 122 countries and comparing 81 co-factors 
associated with HIV, MC emerged with the strongest correlation where 
heterosexual sex is the major route of transmission.15  A number of observational 
studies indicate that circumcised men have lower levels of HIV infection than 
circumcised men.16 Even controlling for religion, which is a major determinant of 
male circumcision status and influences sexual and societal behavioural 
practices that impact on HIV transmission, a significant association was found 
between male circumcision and lower cervical cancer incidence (each categorical 
increase of MC prevalence was associated with a 3.65/100 000 women decrease 
in annual cervical incidence) and lower HIV-prevalence (each categorical 

                                                        
13 World Health Organisation and Joint United Nations Programme on HIV/AIDS, 2007. Male 

circumcision: global trends and determinants of prevalence, safety and acceptability. 
14 Sidley P. Botched circumcisions kill 14 boys in a month. BMJ. 2006, 333:62 
15 Drain PK, Smith JS, Hughes JP, Halperin DT, Holmes KK: Correlates of national HIV 

seroprevalence. An ecological analysis of 122 developing countries. J Acquir Immune Defic 

Syndr 2004, 35:407-420  
16 Weiss HA, Quigley M, Hayes R. Male circumcision and risk of HIV infection in sub-Saharan 

Africa: a systematic review and meta-analysis. AIDS 2000; 14:2361-70. 
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increase of MC prevalence was associated with a 1.84 decrease in adult HIV 
prevalence) in sub-Saharan Africa.17   
 

4.3.2 The protective effect of MC - three pivotal randomized controlled studies 

 
Results from three randomized controlled trials conducted in 2005 and 2006 in 
Kisumu (Kenya), Rakai District (Uganda) and Orange Farm, (South Africa) 
provided the scientific evidence for the relatively protective effect that MC has in 
HIV acquisition in males. This confirmed previous observational trends and 
provided the basis for the policy decision to recognize MC as an effective HIV 
prevention strategy. All three trials were stopped early because significant 
reductions in HIV incidence in the circumcision groups made it unethical to 
continue without offering the control group circumcision. Extended follow-up in 
the Kisumu trial indicate a sustained, and possibly strengthened, protective 
effect of male circumcision for at least 42 months.18 
 

4.3.2.1 Kisumu, Kenya 

The study was conducted on 2784 young males aged between 18 – 24 years 
living in Kisumu, Kenya. The aim of this RCT was to determine whether MC has a 
protective effect against HIV infection, and to assess safety and changes in sexual 
behaviour related to this intervention.   
 
Men were randomly assigned to an intervention group (circumcision; n=1391) 
or a control group (delayed circumcision; n=1393). They were followed up at 
intervals (1, 3, 6, 12, 18, and 24 months) and assessed by HIV testing, medical 
examinations and behavioural interviews. The HIV sero-incidence was estimated 
in an intention-to-treat analysis. The study ended in December 2006. 
 
Results: 

• The 2-year HIV incidence was 2.1% (95% CI 1.2-3.0) in the circumcision 
group and 4.2 % (95% CI 3.0-5.4) in the control group (p=0.0065);  

• The relative risk of HIV infection in circumcised men was 0.47 (0.28-
0.78), which corresponds to a reduction in the risk of acquiring an HIV 
infection of 53% (22-72);  

• Adjusting for non-adherence to treatment, this translated to a 60% (32-
77) protective effect of circumcision; 

• Adverse events related to circumcision happened in 1.5% of patients and 
resolved quickly; 

                                                        
17 Drain PK, Halperin DT, Hughes JP, Klausner JD, Bailey RC. Male circumcision, religion, and 

infectious diseases: an ecologic analysis of 118 developing countries. BMC Infectious 

Diseases 2006, 6:172 doi:10.1186/1471-2334-6-172. Available from: 
http://www.biomedcentral.com/1471-2334/6/172 
18 Bailey RC, Moses S, Parker CB, et.al. The protective effect of male circumcision is sustained for 

at least 42 months: results from the Kisumu, Kenya Trial. XII International AIDS Conference, 
Mexico City. 3-8 August 2008. Abstract TAC0501 



Literature Review on Male Circumcision and Prevention from Mother to Child Transmission 

 

 13

• No behavioural risk compensation19 was observed20.   
 

4.3.2.2 Rakai District, Uganda 

This aim of this study was to investigate the effect of male circumcision on HIV 
incidence in men. It was conducted in Rakai District, Uganda. 

4996 uncircumcised men aged between 15-49 years were enrolled in this 
randomized controlled trial. Only HIV-negative men were included. After 
receiving counseling and testing men were randomly assigned to receive 
circumcision (intervention group; n=2474) or circumcision delayed for 24 
months (control group; n=2522).   
 
Follow-up HIV testing, physical examination and interviews were repeated at 6, 
12 and 24 months. The primary outcome was HIV incidence. Analyses were done 
on a modified intention-to-treat basis. 
 
Results: 

� Baseline characteristics of the men in the intervention and control groups 
were the same at the time of enrolment 

�  Retention rates were similar at all times, with 90-92% of the participants 
retained at all times 

� HIV incidence over 24 months was 0.66 cases per 100 person-years in the 
intervention group and 1.33 cases per 100 person-years in the control 
group (estimated efficacy of intervention 51%, 95% CI 16-72; p=0.006) 

� The as-treated efficacy was 55% (95% CI 22-75; p=0.002) 
� Efficacy was 60% (95% CI 30-77; p=0.003) 
� HIV incidence was lower in the intervention group than it was in the 

control group in all sociodemographic, behavioural, and sexually 
transmitted disease symptom subgroups 

� Moderate or severe adverse events occurred in 84 (3.6%) of 
circumcisions. All resolved with treatment 

� Behaviours were the same in both groups during follow-up without 
behavioural disinhibition (behavioural risk reduction)21 

 

4.3.2.3 Orange Farm, South Africa 

This randomized controlled intervention trial was conducted on 3274 
uncircumcised young men in Orange Farm, SA. The aim was to test the 
hypothesis that male circumcision may provide protection against HIV-1 
infection. The men were aged 18-24 years from the general population. 

                                                        
19 Risk compensation is a psychological phenomenon of increase in risk behaviour due to a 

decrease in perceived risk. In this case men may engage in unsafe sex more often if they believe 
they are at less risk. 
20 Bailey RC, Moses S, Parker CB, Agot K, Maclean I, et. al. Male circumcision for HIV 

prevention in young men in Kisumu, Kenya: a randomized controlled trial. Lancet 2007; 

369: 643-56  
21 Gray H, Kigozi G, Serwadda D, et. al. Male circumcision for HIV prevention in young men in 

Rakai, Uganda: a randomized trial. Lancet 2007: 369:657-66 
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Men were randomized to an intervention group (immediate circumcision; 
n=1546) and a control group (circumcision at the end of follow-up; n=1582). 
Follow-up tests and examinations were conducted at 3, 12 and 21 months.  Data 
were analysed in intention-to-treat, univariate and multivariate analyses, using 
piecewise exponential proportional hazards models. 
 
Results: 

� There were 20 HIV infections in the intervention group (incidence rate = 
0.85 per 100 person years) compared to 49 in the control group (2.1 per 
100 person-years), corresponding to a risk ratio of 0.40 (95% CI: 0.24%-
0.68%; p<0.001) 

� This RR corresponds to a protection of 60% (95% CI: 32%-76%) 
� When controlling for behavioural factors, including sexual behaviour that 

increased slightly in the intervention group, condom use, and health-
seeking behaviour, the protection was 61% (95% CI: 34%-77%)22 
 

4.3.3 How does MC help prevent HIV transmission in males? 

 
Studies suggest the following mechanism as a possible explanation for the 
protective effect of MC – the inner surface of the foreskin, which is exposed 
during erection, has a high number23 of Langerhans, CD4+ T cells and 
macrophages (HIV target cells). The number of these target cells is increased in 
men who have had a recent STI. The target cells on the head of the penis, or 
glans, and those on the outer surface of the foreskin are protected by a layer of 
squamous epithelial cells, making it more difficult for the virus to infiltrate the 
target cells.24 The picture below illustrates the areas that make the foreskin more 
susceptible to HIV. 
 
 

                                                        
22 Auvert B, Taljaard D, Lagarde E, et.al. Randomized controlled intervention trial of male 

circumcision for reduction of HIV infection risk: the ANRS 1265 Trial. PLoS Med 2005;2(11):e298. 
Doi:10.1371/journal.pmed.0020298 
23 9 times higher than in the female cervix 
24 Bailey RC, Moses S, Parker CB, Agot K, Maclean I, et. al. Male circumcision for HIV 

prevention in young men in Kisumu, Kenya: a randomized controlled trial. Lancet 2007; 

369: 643-56  
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Source: Male circumcision: global trends and determinants of prevalence, safety and acceptability 

 

Other reasons for higher risk in uncircumcised men could be ‘poor hygiene, 
greater incidence of ulcerative STIs, and susceptibility to foreskin abrasions’.25  
 
Therefore circumcision may reduce the risk of a man contracting HIV if he has 
unprotected sex with an HIV-positive woman because: 

1. The inner lining of the foreskin has many of the cells HIV likes to infect. 

After circumcision, the skin covering the penis has few of these target cells. 

2. The skin of a circumcised penis becomes keratinized – it becomes ‘regular’ 

skin like the skin on our arms and legs. Regular skin is stronger than the 

skin of the uncircumcised penis and less likely to get the small tears during 

sex that can let HIV into the bloodstream. 

3. Circumcised men are less likely to get other STIs. Becoming infected with 

any of these STIs can increase HIV risk.26 

                                                        
25 Bailey RC, Moses S, Parker CB, Agot K, Maclean I, et. al. Male circumcision for HIV 

prevention in young men in Kisumu, Kenya: a randomized controlled trial. Lancet 2007; 

369: 643-56  
26 Fact Sheet. Global Campaign for Microbicides. 2009. www.global-campaign.org/download.htm 
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4.3.4 When is the best time to circumcise for HIV prevention? 

 
There is a substantial body of evidence that MC is protective against STIs, 
however, it is a surgical procedure and therefore has an associated risk, even 
though this risk is small when it is carried out by trained, experienced providers 
in a safe clinical setting. Neonatal circumcision is a simpler procedure and has a 
very low rate of adverse events, which are usually minor (0.2-0.4%).27 
Adolescent and adult circumcision can be associated with bleeding, haematoma 
and sepsis, but these are treatable and usually do not have long-term effects.28 
Despite about 10 000 male circumcisions being performed during the 24-month 
course of the three RCTs described in the previous section no deaths or 
mutilations were reported.29  
  
Despite the scientific evidence on the merits of MC as an HIV prevention strategy, 
some studies argue that a number of ethical and practical challenges need to be 
considered particularly in resource-constrained settings with a high prevalence 
of HIV.30 Public health concerns centre around safety, acceptability and risk 
compensation. 
 
The following section presents some of the debates and issues to consider in 
using MC as an HIV prevention measure soon after birth, just before sexual debut 
and in sexual adulthood. It clearly illustrates the importance of community-
based research into the acceptability of different approaches in communities that 
practice circumcision and those that do not.   
 

4.3.4.1 Neonatal circumcision 

 
Advantages:  

• There is an indication that early circumcision has a greater protective 
effect because of thickening of the skin on the glans of the penis.31  

• It is possibly easier and more cost effective to integrate into existing 
reproductive, postnatal and PMTCT programmes. 

• Avoids days lost from school and work  

• Avoids risk compensation32  

                                                        
27 Weiss HA, et al., “Complications of circumcision in male neonates, infants and children: a 

systematic review”, BMC Urol. 2010 Feb 16;10:2. Review.  
28 World Health Organisation and Joint United Nations Programme on HIV/AIDS, 2007. Male 

circumcision: global trends and determinants of prevalence, safety and acceptability. 
29 Auvert B, Lissouba P, Taljaard D, et.al. Key facts on male circumcision. SAMJ March 2009, Vol. 

99 No 3 
30 Rennie S, Muula AS, Westreich D, Male circumcision and HIV prevention: ethical, medical 

and public health tradeoffs in low-income countries. J Med Ethics 2007 33:357-361 
31 Kelly R. Age of circumcision and risk of prevalent HIV infection in rural Uganda. AIDS 

1999; 13: 399-405 
32 Risk compensation is a psychological phenomenon of increase in risk behaviour due to a 

decrease in perceived risk. In this case men may engage in unsafe sex more often if they believe 
they are at less risk. 
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Disadvantages 

• Ethical issues around autonomy and consent (for removal of a healthy 
foreskin). The box below summarises the legal situation in SA in a 
response to the question put to SECTION 27, incorporating the AIDS Law 
Project. 

• Can only have an impact in the long term (>10 years) 

• Cultural acceptability – circumcision is performed as a rite of passage 
from boyhood into manhood in many African ethnic groups  

 

Does the Children’s Act (Act 30 of 2005) prohibit elective neonatal medical male 

circumcisions for medical reasons?  
 
‘No.  Section 12(8)(b) of the Children’s Act expressly allows for circumcision of 
males under the age of 16 when such circumcisions are conducted for medical 
reasons on the recommendation of a medical practitioner. Given the ample 
scientific evidence that medical male circumcision substantially reduces the risk 
of contracting HIV and other sexually transmitted diseases and that neo-natal 
medical male circumcision carries a lower risk of complications than child or 
adult medical male circumcision, a medical practitioner is well within the law to 
recommend elective neo-natal male circumcision to parents of new born boys.  
As with any medical procedure involving a child, informed consent for the 
procedure must be obtained as prescribed in section 129 of the Children’s Act, 
sections 6 – 8 of the National Health Act 61 of 2003 (“The National Health Act”) 
and utilising current practice for obtaining consent to perform surgical 
procedures on children below the age of 12.’  

 

4.3.4.2 Preadolescent circumcision 

 

Advantages:  

• Incorporating a new rationale and HIV prevention messages into an 
existing rite of passage ritual 

• Relatively quick benefits by immediately affecting the rate of new 
infections 

• Pre-surgical counseling and education may present an excellent 
opportunity to counterbalance risk compensation 

 
 
Disadvantages 

• Conflict with traditional circumcising techniques and cultural norms may 
render prevention messages less effective e.g. use of the same ritual knife 
among a number of initiates or sexual activity is encouraged soon after 
circumcision - places them at risk of HIV transmission; endurance of pain 
as a test of strength as opposed to medical approach of pain alleviation.33 

                                                        
33 Rennie S, Muula AS, Westreich D, Male circumcision and HIV prevention: ethical, medical 

and public health tradeoffs in low-income countries. J Med Ethics 2007 33:357-361 
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• May lead to lower uptake than neonatal circumcision and exclude some 
communities (e.g. out of school or rural youth) if offered at schools and 
youth centres. 

• Risk compensation could be a big concern especially if circumcision 
reinforces their teenage sense of invulnerability 

 

4.3.4.3 Adult circumcision 

 
Advantages:  

• More immediate individual and epidemiological impact 

• The complexities of assent and parental consent are avoided 
 
Disadvantages 

• Missed opportunities for prevention in adults who are already sexually 
active 

• Universal circumcision ‘would probably be more costly and less efficient 
in terms of the number of interventions needed to prevent an HIV 
infection and reduce the speed of epidemiological impact’  

• Targeting high risk groups, especially in non-circumcising communities 
raises the possibility of stigma 

• Possibility of some degree of risk compensation and sexual disinhibition 
 
The issues raised above are summarized in the table below, which lists the 
ethical, medical and public health issues to consider regarding male 
circumcision. 
 
Table 1: Ethical, medical and public health perspectives on male circumcision 

 

Ethical Issue 

Age group targeted for male circumcision 

Infants Pre-adolescent Adult 

Consent Parental (proxy) 
consent only 

Assent and 
parental consent 

Informed consent 
for competent 
adults 

Feasibility High: integration 
in existing 
reproductive care 

Low: possible 
difficulties in 
reaching target 
population 

Low: infrequent 
use of health 
services by male 
adults 

Risk 

compensation 

Not significant Significant Significant 

Epidemiological 

impact 

Distal: 15-20 
years 

Potentially 
immediate 

Potentially 
immediate, but 
lost opportunities 
for prevention 
among sexually 
active adults 

HIV testing Not applicable Potential stigma, 
inadvertent 
disclosure of 
parental status 

Appropriateness 
of circumcision 
when the adult is 
HIV positive 
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Burden on health 

services 

Lowest: 
integration into 
existing 
reproductive care 

High: demand 
may require 
substantial 
investment and 
involvement of 
traditional healers 

High: demand 
may require 
substantial 
investment and 
involvement of 
traditional healers 

Source: Male circumcision and HIV prevention: ethical, medical and public health tradeoffs in low-

income countries.  

 

A model that integrates HIV prevention into pre-adolescent circumcision 
traditions has been successfully implemented in Kenya.34 A similar approach is 
being uitilised in KZN where MMCs are conducted during ‘youth camps’ held 
during the school holidays. The camps include education, counseling, the 
circumcision procedure and a period of post-operative observation.35  
 

4.4 What does MC mean for women? 

 
MC will likely indirectly benefit women over time because HIV rates in men will 
decrease as circumcision rates increase thereby reducing a woman’s overall risk 
of being exposed. Results from the RCT in Orange Farm also indicate that MC 
significantly reduces the acquisition of HPV, thus reducing their partner’s 
exposure to the virus. HPV is the main cause of cervical cancer in women. This 
means that MC is indirectly beneficial to women in reducing exposure to STIs 
other than HIV and in reducing cervical cancer.    
 
The Women’s HIV Prevention Tracking (WHiPT) project was launched in 
November 2008. Research was conducted in Kenya, South Africa (Port Elizabeth 
in the EC and KwaMakuta in KZN) to elicit women’s response to the rollout of 
MMC programmes. Sample survey questions included: 

� What have you heard about medical male circumcision? 
� Do you think male circumcision for HIV prevention can be introduced in 

your community? 
� What are men saying and doing (attitudes to sex, sexuality, HIV risk) 

about male circumcision as a protective strategy against HIV infection 
� Do you think male circumcision for HIV prevention would impact on 

gender based violence in your community? 
� What additional services should be provided along with male 

circumcision for HIV prevention? 
� What HIV prevention methods do you currently have access to? 

 
Women in traditionally circumcising communities largely responded to MMC for 
HIV prevention in their role as mothers, with little engagement on the impact of 

                                                        
34 Grant E, Brown J, Michen K, et al. ‘Seizing the day’: right time, right place and right message 

for adolescent reproductive sexual health. Lessons from the Meru of Eastern Province Kenya. Int J 

Men’s Health 2004; 3:189-96. Quoted in Rennie S, Muula AS, Westreich D, Male circumcision 

and HIV prevention: ethical, medical and public health tradeoffs in low-income countries. J 
Med Ethics 2007 33:357-361 
35 Personal communication Dr Sandile Tshabala, Director MMC & Traditional Medicine, KZN 

DOH, Ms Lenore Spies, A/Manager CCMT and Dr Arthi Ramkissoon, MatCH, Durban  
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MMC on women’s sexual health and rights as partners while women in 
traditionally non-circumcising communities, women engaged with the concept of 
MMC primarily as partners and focused on the impact of MMC for HIV prevention 
on their sexual health and rights.  
 
Women at community level have heard about traditional circumcision, but many 
have not heard about MMC. For those who had heard about MMC, this did not 
translate into factual knowledge – MMC is only partially protective against HIV 
risk, the need for condom use after MMC and the need to abstain from sex during 
wound healing. This highlights the need for education and awareness raising 
about MMC for HIV prevention prior to MMC programme rollout and better 
messaging. Information should be specifically tailored for and targeted towards 
women36 
 
The table below lists the benefits and concerns articulated by women in focus 
groups exploring the acceptability of MC to women. 
 

Benefits and concerns women have expressed regarding circumcision  

Some potential benefits for women Some pressing concerns 

• Increasing the number of 
circumcisions should decrease 
the number of men getting HIV, 
HSV2 and HPV. If fewer men are 
infected with these STIs, 
women’s risk of becoming 
infected with them will also 
decrease. 

• Circumcision can be promoted 
as part of a larger package of 
HIV prevention, care and 
treatment. 

• The offer of circumcision may 
motivate men to access sexual 
and reproductive health care 
services, and risk reduction 
counseling. 

• UNAIDS guidelines direct 
circumcision programmes to 
monitor and minimize 
“potential harmful outcomes”, 
such as sexual violence, 
abandonment, and inaccurate 
beliefs about male circumcision 
and female genital mutilation 

• If messages are not 
communicated clearly, some 
men may think they are no 
longer at risk of HIV. They may 
consequently increase their 
number of sexual partners and, 
thus, raise their risk of HIV. 

• If a man thinks he is protected 
from HIV, his female partner 
may have less ability to 
negotiate condom use or to 
refuse to have sex with him. 

• A woman’s risk of violence, 
stigma, and abandonment may 
be higher if she gets HIV when 
her partner thinks he is 
‘immune’ to HIV. 

• If circumcision is seen as ‘proof’ 
of being HIV negative, men 
living with HIV, or who do not 
know their HIV status, may get 
circumcised and then refuse to 
use condoms. 

• Large-scale circumcision 
projects could divert resources 
from existing prevention, 
treatment, and women’s 

                                                        
36 Feuer C. A cautious nod to the cut….women weigh in on medical male circumcision. ALQ. July 

2010 – Special edition incorporating Mujeres Adelante 
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empowerment programmes. 
Source: Fact Sheet. Global Campaign for Microbicides. 2009. 

 

4.5 The MC programme in SA 

 
The South African HIV and AIDS Strategic Plan for HIV and AIDS, 2007-2011 is 
supportive of MC as a prevention strategy. It recommends the development of a 
mechanism to translate recent findings regarding the protective effect of MMC 
into policies and programmes. 
 
The NDOH with SANAC are leading the process of incorporating MMC services 
into the package of HIV prevention services. There is a MC focal person in the 
NDOH. A national multi-sectoral taskforce on MMC, chaired by the CD of HIV and 
AIDS will serve as the technical and advisory body. Similar task teams will also 
be formed at Provincial and District levels.37  
 
The policy on MC – ‘Male circumcision policy for HIV prevention in South Africa’ is 
in the process of finalisation and not yet available for public comment. Draft 
strategy and implementation guidelines have been developed. The forceps 
guided method has been chosen as the primary method for MC in SA. The 
programme focuses on males between the ages of 15 and 49 years and 
prioritises three provinces – KwaZulu-Natal, Mpumalanga and Northern Cape. 
Two training centres, which use the Orange Farm model have been established 
in KZN – East Boom CHC and the District Hospital in Pietermaritzburg. The plan 
is to decentralize MMC to PHC facilities and strengthen traditional MC to reduce 
adverse events.38 Baphelo Pele (Orange Farm) is the only NGO that offers free 
MMC. Other NGOs and projects e.g. Marie Stopes International and Zuzimpilo 
Clinic, have started offering MMC.  
 
In an attempt to reduce adverse events three provinces – Eastern Cape, Free 
State and Limpopo - have promulgated Provincial Acts dealing with traditional 
circumcision. Application of Health Standards in Traditional Circumcision 
(Eastern Cape) Act of 2001 (Act No. 6); Free State Initiation School Health Act of 
2004 (Act No. 1) and Northern Province Circumcision Schools Act of 1996 (Act 
No. 6). These laws govern health standards in traditional schools, the operation 
of circumcision schools and granting permission to conduct circumcision.39   
 
EC legislation requires parental consent for initiates below the prescribed age, 
and prescribes that a medical doctor should examine them to ensure that they 
are fit and healthy; the instrument used must be approved and may not be used 
on more than one initiate. Schools must get permission from a health officer and 

                                                        
37 World Health Organisation and UNAIDS. Progress in male circumcision scale-up: country 

implementation and research update. June 2010 
38 World Health Organisation and UNAIDS. Progress in male circumcision scale-up: country 

implementation and research update. June 2010 
39 NDOH, WHO, SANAC, USAID, CDC, RHRU. Desktop Review of Male Circumcision Research and 

Services in South Africa. January, 2010 
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traditional leader. Health officers have the right to inspect schools, take remedial 
action and impose penalties.40                                                        
 
 
Costs and cost-effectiveness 

 
The actual costs of MC provided by NGOs and government are approximately 
R500.41 Those who elect to have the procedure in the private sector will pay 
between R600 and R1 700. However, mathematical and economic modeling 
studies have shown that the rollout of male circumcision has reasonable cost, is 
cost effective and can prevent millions of HIV infections in southern Africa.42 
 
Based on the 60% protective effect afforded by MC, a cost effectiveness analysis 
was performed on the use of MC as an intervention to reduce the spread of HIV 
in sub-Saharan Africa. Cost-effectiveness was modeled for 1,000 MCs done 
within a general adult male population. Intervention costs included performing 
MC and treatment of adverse events. HIV prevalence was estimated from 
published estimates and incidence among susceptible subjects calculated 
assuming a steady-state epidemic. Effectiveness was defined as the number of 
HIV infections averted (HIA), which was estimated by dynamically projecting 
over 20 years the reduction in HIV incidence observed in the Orange Farm trial, 
including secondary transmission to women. Net savings were calculated with 
adjustment for the averted lifetime duration cost of HIV treatment.  
 
Results: 

For Gauteng Province, assuming full coverage of the MC intervention, with a 
2005 adult male prevalence of 25.6%, 1,000 circumcisions would avert an 
estimated 308 (80% CI 189–428) infections over 20 years. The cost is $181 
(80% CI $117–$306) per HIA, and net savings are $2.4 million (80% CI $1.3 
million to $3.6 million). Cost-effectiveness is sensitive to the costs of MC and of 
averted HIV treatment, the protective effect of MC, and HIV prevalence. With an 
HIV prevalence of 8.4%, the cost per HIA is $551 (80% CI $344–$1,071) and net 
savings are $753,000 (80% CI $0.3 million to $1.2 million). Cost-effectiveness 
improves by less than 10% when MC intervention coverage is 50% of full 
coverage.  
 
These results suggest that male circumcision would reduce the cost of healthcare 
in South Africa, mainly through savings on the cost of HIV treatment. The overall 
cost of male circumcision, per HIV infection prevented, is reasonable as 
compared to the costs of other strategies for prevention of HIV. In settings in 
sub-Saharan Africa with high or moderate HIV prevalence among the general 
population, adult MC is likely to be a cost-effective HIV prevention strategy, even 
when it has a low coverage. MC generates large net savings after adjustment for 

                                                        
40 Peltzer K, Nqeketo A, Petros G, Kanta X. Traditional circumcision during manhood initiation 

rituals in the Eastern Cape, South Africa: A pre-intervention evaluation. BMC Public Health 8:64 
41 Personal communication Drs Neil Martinson (Zuzimpilo), Dirk Taljaard (Baphelo Pele) and 

Arti Ramkissoon (MatCH) 
42 Kahn JG, Marseille E, Auvert B. Cost-effectiveness of male circumcision for HIV prevention in a 

SA setting. PLoS Med 2006;3:e517 
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averted HIV medical costs. MC should be considered as an additional prevention 
intervention given that it is unlikely that strategies involving large-scale changes 
in behavior will ever be completely effective.43   
 

4.5.1 Who are the key role-players in the field? 

 
The policy will be implemented in partnership with traditional leaders, faith 
based organisations, the public and private health sectors.  
 
Organisations that have partnered with government include: 

• Reproductive Health Research Unit (RHRU) 

• Johns Hopkins Program for International Education in Gynaecology and 
Obstetrics (Jhpiego) 

• Joint United Nations Programme on HIV/AIDS (UNAIDS) 

• United Nations Children’s Fund (UNICEF) 

• World Health Organisation (WHO) 

• Futures Group 

• Centres for Disease Control (CDC) 

• President’s Emergency Program for AIDS Relief (PEPFAR) 

• Society for Family Health (SFH)44 
 

4.5.2 What are the programme gaps and challenges? 

 
Following a civil society consultative meeting involving the Traditional Leaders, 
Women’s, Men’s, PWA, Law and Human Rights, NGO and Research Sectors of 
SANAC the following challenges and gaps were identified regarding male 
circumcision as an HIV prevention strategy. 
  
Challenges in promoting and implementing access to male circumcision   
  
1. The WHO states that “it is important to ensure that circumcised men do not 

develop a false sense of security that could cause them to engage in higher-
risk behaviour”. 

2. Male circumcision does not provide 100% effective protection for anyone, 
but rather that it reduces the risk of transmission from women to men 
significantly.   

3. As with any partially protective intervention, male circumcision programmes 
must be appropriately conceptualised, explained and implemented so as to 
minimise risks:  
-  Among those men who don’t allow their body to fully heal for the full 6-8  

 weeks immediately following circumcision. (Men should not resume sexual  
 intercourse until medically cleared as there is possibly an increased chance of 

                                                        
43 Kahn JG, Marseille E, Auvert B (2006) Cost-effectiveness of male circumcision for HIV 

prevention in a South African setting. PLoS Med 3(12): e517. doi:10.1371/journal. 
pmed.0030517  
44 World Health Organisation and UNAIDS. Progress in male circumcision scale-up: country 

implementation and research update. June 2010 
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 either infecting or becoming infected while healing).  
-  Among newly circumcised men who might believe that circumcision 

permits unsafe and risky sexual behaviour;   
- Among women who might think that unprotected sex with circumcised 

men is safe (or safer);  
- Among those who elect to undergo circumcision in traditional settings and 

who don’t ensure that it is conducted in a hygienic or sterile environment.  
4. It is therefore important that MC is introduced together with the 

strengthening of all other HIV prevention programmes and in particular the 
scaling up of women controlled prevention, including much greater access to 
free female condoms.  

5. However, whilst recognising the challenges of implementing male 
circumcision programmes, SANAC Civil Society sectors believe that South 
Africa cannot ignore or delay acting upon the scientific consensus about the 
benefits of male circumcision.   

 
The process also identified the following knowledge gaps 
 

1. The benefits MC holds for those who choose to enjoy anal sex (heterosexual or 
homosexual) is unknown. This is an area that requires further scientific 
investigation.  
2. In addition, research into operational issues linked to improved availability 
and uptake of male circumcision, and its advantages, should also be ongoing.  
     
         
Human resource and skills shortages are also often quoted as a challenge. This is 
aggravated in SA because a medical practitioner can only legally perform MMC.  
 
Budgetary constraints, especially for communication and social mobilization 
have been cited as a challenge for other programmes e.g. Minister’s HCT 
campaign. Mark Heywood is reported as saying ‘There was no proper budgetary 
preparation for the testing campaign. The parts of the campaign that could be 
absorbed into existing budgetary allocations, such as ARV therapy, can be 
catered for but elements such as mass media and communications are 
completely unfunded…’45 
 

4.6 Recommendations to strengthen services 

 
The following recommendations to strengthen MC services were provided by a 
joint study by the NDOH, SANAC and WHO: 
 

• Future expansion of circumcision services must be embedded within 
comprehensive HIV prevention programming, including informed consent, 
confidentiality, a stigma-free environment, HIV counseling and testing and 
risk-reduction counseling. 

                                                        
45 National HIV Testing Campaign Disappoints. Manzini, 7 September 2010 (PlusNews) 
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• MC programmes should be designed to increase uptake of HCT and partner 
disclosure, as well as counseling to minimize MC in HIV positive men; 
priority should be placed on pairing MC roll-out with successful/innovative 
approaches (such as home-based testing, integration of HCT with family 
planning clinics, male oriented services). 

• A plan for voluntary neonatal MC services within the provisions of the 
Children’s Act, 2005 and integration of neonatal MC into existing maternal, 
women, neonatal and child health programmes must be drawn. 

• MC must be delivered as part of a recommended minimum package which 
includes counseling about risks and benefits of MC, counseling about risk 
reduction, HIV counseling and testing, couple testing, condom promotion 
and provision, and STI management. 

• A plan for reciprocal linking of traditional and medical MC is required. MC 
in traditional settings should include standards for infection control, pain 
management, and counseling on HIV prevention, sexual and reproductive 
health and rights of women and mechanisms to train traditional MC 
providers are urgently required. In addition, messaging around reduction 
of stigma and discrimination for males who opt for circumcision in clinical 
settings and before the age of traditional initiation is necessary. 

• A forum be set up to ensure structured coordination and communication of 
activities and resources of donors and other stakeholders including 
policymakers, technical teams, private and public sector health providers. 

• A culturally sensitive communications strategy for promoting acceptability 
and access to both adult and neonatal MMC and targeting both men and 
women for dissemination of consistent and correct packaging of messages 
around MC is critical. 

• In order to address human resource challenges service integration, task 
sharing, standardization of methods and equipment, large-scale training of 
health workers and integration of private health providers must be 
undertaken. 

• The absence of existing mechanisms to monitor and evaluate the impact of 
the proposed national MC policy such as indicators for monitoring and 
evaluation, and quality assurance standards must be urgently addressed. 

• Consideration should be given to the expansion of dedicated sexual and 
reproductive health services in SA, targeted at young men through schools 
and health facilities which could include MC as well as counseling on sexual 
health, substance abuse etc. 46 

 

4.6.1 What does the general population know about male circumcision? 

 
Besides the acceptance studies, no specific studies identifying population 
knowledge levels regarding male circumcision were identified. Media reports on 
the scientific evidence supporting MC as an HIV prevention measure since the 
WHO/UNAIDS announcement have been positive as have reports on the Zulu 
King’s announcement discussed earlier in the report. Negative press coverage 

                                                        
46 National Department of Health, South Africa, WHO, SANAC, USAID, CDC, RHRU. Desktop 

Review of Male Circumcision Research and Services in South Africa. January 2010 
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focused mainly on the adverse events following traditional circumcision 
particularly in the EC. 
 

4.6.2 What research has been done about the acceptability of male circumcision? 

 
A number of studies have shown that uncircumcised men in high prevalence 
areas would be ‘willing to be circumcised if it were done safely and at minimal 
cost.’47  
 
A study conducted in the Dominican Republic showed that 95% of the males 
were uncircumcised. The men were Dominicans and immigrant Haitians working 
in sugar cane plantations. The acceptability of MC increased from 29% to 67% 
after the benefits of the procedure were explained. Knowing that MC benefits 
hygiene and that it is not associated with decreased sexual pleasure were 
associated with a higher acceptability of the procedure. Younger men (<30 years 
of age) were more likely to accept the procedure than older.48 
 
A cross-sectional survey conducted in Botswana and published in 2003 indicates 
that 55% of parents believe that ‘if male circumcision offers protection against 
sexually transmitted diseases (including HV), it should be performed before the 
age of 6 years, and 90% felt it should be performed in a medical setting.’ In 
Botswana, circumcision as a rite passage was abandoned in the 19th and 20th 
centuries as a result of the medical missionary influence.49 
 
In a recent Orange Farm study, 59% of the surveyed men to whom the 
intervention was acceptable, underwent the procedure.50  
 
Studies on the acceptability of circumcision in uncircumcised communities were 
conducted between 1991 and 2003 in eight eastern and southern African 
countries. Some studies included women. The figure below illustrates the 
median acceptability amongst males and females from these studies.  
 

                                                        
47 World Health Organisation and Joint United Nations Programme on HIV/AIDS, 2007. Male 

circumcision: global trends and determinants of prevalence, safety and acceptability. 
48 Brito MO, Caso LM, Balbuena H, Bailey RC (2009) Acceptability of Male Circumcision for the Prevention of HIV/AIDS in the 

Dominican Republic. PLoS ONE 4(11): e7687. doi:10.1371/journal.pone.0007687 
49 Kebaatswe P, Lockman S, Magwe S, et al. Male circumcision: an acceptable strategy for HIV 

prevention in Botswana. Sex Transm Infect 2003; 79:214-19. Quoted in Rennie S, Muula AS, 
Westreich D, Male circumcision and HIV prevention: ethical, medical and public health 

tradeoffs in low-income countries. J Med Ethics 2007 33:357-361 
50 Taljaard D, Rach D, Doyle S, et.al. Estimating the uptake of safe and free male circumcision in a 

South African community. XII International AIDS Conference, Mexico City. 3-8 August 2008. 
Abstract TUAC0306 
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Source: circumcision: global trends and determinants of prevalence, safety and acceptability 

 
The median proportion of uncircumcised men willing to be circumcised was 
65% (range 29% in Uganda to 87% in Swaziland). Responses from women 
showed that 69% (range 47-79%) favoured circumcision for their partners. 
Interestingly 71% (range 50-74%) of men and 81% (62-89%) of women would 
agree to have their male children circumcised. The acceptability levels in 
Botswana rose to 80-90% after an informational session during which health 
benefits and risks of the procedure were explained. 
 

4.7 What are the facilitators and barriers to uptake of male circumcision 

services? 

4.7.1 Barriers to uptake of MC 

 
The main concerns voiced during acceptability studies were around safety, pain 
and the cost of the procedure. In non-circumcising communities, a preference for 
‘safer’ medical circumcisions was expressed because of the ‘fear of infection, 
bleeding, excessive pain and possible mutilation at the hands of traditional 
circumcisers.’51 
 
Fear of pain – was the main reported barrier. This was based largely on 
knowledge of traditional practices where the endurance of pain is viewed as part 
of the rite of passage from boyhood to manhood. 
 

                                                        
51 World Health Organisation and Joint United Nations Programme on HIV/AIDS, 2007. Male 

circumcision: global trends and determinants of prevalence, safety and acceptability. 
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Safety concerns – about the risk of infection and excessive bleeding especially if 
the procedure was to be carried out by a traditional circumciser outside the 
health services. Respondents, especially mothers when asked about infant and 
childhood circumcision, expressed a preference for these to be done by a health 
practitioner in a clinical setting.      
 
Cost – was also a significant barrier to MC. Some participants would prefer 
circumcisions free while others ‘recognized the need to pay for the services 
because free services were perceived as being of poor quality.’ 
 
Culture and religion – tended to be more of a concern in older than younger 
respondents who felt it was more a matter of personal choice than ethnic 
identity. In SA 38% of circumcised and 32% of uncircumcised study participants 
described circumcision as ‘forbidden’ by their religion.52 
 
Sexual function – did not appear to be consistently either a barrier or facilitator 
of MC. In SA 30% of uncircumcised men believed that circumcision would 
improve their sexual performance whereas 14% believed it would decrease 
sexual pleasure.53 

4.7.2 Facilitators of uptake to MC 

 
Facilitators of acceptability include perceived protection from STIs and HIV; 
improved genital hygiene and improved sexual pleasure for both partners. 
 
Penile hygiene – was widely recognized as important and a benefit for both men 
and women. Participants thought it was easier for circumcised men to maintain 
cleanliness. 
Protection from sexually transmitted diseases – MC was widely perceived to 
protect against infections, make genital ulcers easier to identify and thus 
facilitate earlier treatment. In a KZN study the majority of men (65%) stated that 
uncircumcised men were more likely to acquire STIs, although in this particular 
study it was not associated with willingness to become circumcised in men.54 
Conversely a few respondents in a Zambian study reported that the circumcised 
penis was ‘always dry’, ‘susceptible to cracking’ and that this state provided an 
easy way for germs to enter.55 
 

                                                        
52 Lagarde E. et.al. Acceptability of male circumcision as a tool for preventing HIV infection in a 

highly infected community in South Africa. AIDS, 2003, 17(1):89-95 
53 Lagarde E. et.al. Acceptability of male circumcision as a tool for preventing HIV infection in a 

highly infected community in South Africa. AIDS, 2003, 17(1):89-95 
54 Scott BE, Weiss HA, Viljoen JI. The acceptability of male circumcision as an HIV intervention 

among a rural Zulu population, KwaZulu-Natal, South Africa. AIDS Care, 2005, 17(3):3-4-313 
55 World Health Organisation and Joint United Nations Programme on HIV/AIDS, 2007. Male 

circumcision: global trends and determinants of prevalence, safety and acceptability. 
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Other – besides sexual pleasure, uncircumcised young men would be circumcised 
to be accepted a sexual or marriage partner by women from other ethnic 
groups.56     
 
The table below summarises these acceptability studies and lists the factors 
identified as barriers to and facilitators of uptake of MMC services.  

 

                                                        
56 World Health Organisation and Joint United Nations Programme on HIV/AIDS, 2007. Male 

circumcision: global trends and determinants of prevalence, safety and acceptability. 
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Source: circumcision: global trends and determinants of prevalence, safety and acceptability 

 

4.8 International experience 

 
The following section presents selected sub-Saharan studies, which are pertinent 
and have not been covered in the previous sections of the report.  

4.8.1 Lesotho 

 
The Lesotho Ministry of Health and Social Welfare conducted a situation analysis 
on MC in 2008 using a regional toolkit developed by the WHO adapted for the 
purpose. (SA conducted a desktop review.57) 
 
Key findings of the study include: 

• The 2008 level of MC provision needs to be scaled up 7 times to begin to 
have an effect on the HIV infection rates. This was based on a previous 
UNAIDS study (2007) which calculated that a coverage of 52.5% was 
required to achieve a significant effect on HIV infection 

• By legislation only doctors may perform MC; this limits coverage to 
district hospitals and private doctors’ consulting rooms. Extending the 
authorization to nurse clinicians would require extensive training, 
ongoing supervision and mentoring. 

•  2/3 of health centres would require increased resource inputs in the 
form facility upgrades, equipment and staff to add circumcision to their 
services. Rollout of the programme would be required to be focused on 
larger centres initially 

• The impact of 52.5% coverage would be a reduction of 1 infection for 
every 6.1 males circumcised – a cost of 2136 Maloti per infection 
prevented. This is expensive but cost effective when compared to the 
effectiveness of current prevention measures and the cost of lifelong 
treatment.  

• 75% of MCs are performed in government facilities at a cost of 50 Maloti 
and 25% in the private sector (for profit and NGO) at a cost of between 
300-600 Maloti. Inclusion of the private in scale up of services would 
require cost subsidization 

•  A large proportion of the population, particularly in the rural areas, are 
not aware of the benefits of MC for reducing the risk of STIs and HIV – not 
enough information is made available through health facilities and other 
agencies. 

• A national awareness campaign must also ‘address the damaging 
misconception prevalent amongst young men in Lesotho that once you 
are circumcised you are completely safe from HIV and can never be 
infected.’ 

                                                        
57 National Department of Health, South Africa, WHO, SANAC, USAID, CDC, RHRU. Desktop 

Review of Male Circumcision Research and Services in South Africa. January 2010 
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• 60% of patients presenting for MC were adults; 24% adolescents and 
16% children. Very few parents bring newborns for circumcision 

• In the opinion of health workers the newborn period is the best age for 
MC because the procedure is simpler; there is less risk of complications; 
the healing process is quicker; and the reduced HIV risk is secured before 
the onset of sexual behaviour. An educational campaign should target 
parents. 

•  There is confusion within communities about the role of (medical) male 
circumcision and traditional initiation (Lebello). The role of MC in the 
reduction of STIs and HIV should be clarified and greater cooperation so 
that MC complements rather than competes with lebello as an important 
rite of passage.   

• To achieve significant reduction in HIV infections, MC must be provided 
as part of a package of prevention services to avoid risky behaviour 
reversing the gains from circumcision.58 

 

4.8.2 Kenya 

 
Now that studies have shown that MC reduces the risk of HIV acquisition by up 
to 60%, MC services are being introduced in selected populations in sub-Saharan 
Africa. In examining whether MC can be provided safely to large numbers of 
adult males in developing countries, this study looked at complications from 
circumcisions performed in clinical and traditional settings in Bungoma, Kenya. 
MC is universally practiced in Bungoma. The results underscore the importance 
of paying attention to safety issues around MC performed outside of the clinical 
setting. 
 
Young men intending to undergo traditional or clinical circumcision were 
identified. During the July-August 2004 circumcision season, 1007 males were 
interviewed 30-89 days after their intervention, 24 men during the procedure 
and at interval post-circumcision, and 298 men underwent clinical examination 
45-89 days post-op. The training and experience of 21 traditional and 20 clinical 
practitioners were assessed, as was the condition of instruments and supplies 
necessary for performing safe circumcisions. 
 
The study showed that: 

• Participants were aged between 5 and 21 years; half were sexually active 
before circumcision 

• 35.2% of 443 males circumcised traditionally experienced an adverse 
event compared with 

• 17.7% of 559 males circumcised clinically 

• Adverse events included- 
o Bleeding and infection (most common) 
o Excessive pain 
o Lacerations 

                                                        
58 Ministry of Health & Social Welfare. Government of Lesotho. Male Circumcision in Lesotho. 

Situation Analysis Report. 2007 
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o Torsion 
o Erectile dysfunction 

• Practitioners lacked knowledge and training 

• Proper instruments and supplies were lacking at most health facilities 
 
Extensive training and resources will be necessary to scale up MC in Africa. 
Traditional practitioners in non-health settings do most of the circumcisions on 
African men. It is important to pay attention to safety issues in MC 
programmes.59  
 

4.8.3 Rwanda 

 
This study models the cost The Rwanda National AIDS Commission modeled 
costs and effects of MC at different ages – as opposed to MC in adults - to inform 
policy and programmatic decisions in relation to introducing MC. The HIV 
prevalence in Rwanda is relatively low (3%) and MC is not traditional practice. 
 
The cost-effectiveness model60 was applied to 3 hypothetical cohorts – 
newborns, adolescents, and adult men.  Results showed that: 

• Neonatal MC is less expensive than adolescent and adult MC (US$15 instead 
of US$59 per procedure)  

• Neonatal MC is cost saving (the cost-effectiveness ratio is negative), even 
though savings from infant circumcision will be realized later in time.  

• The cost per infection averted is US$3,932 for adolescent MC and US$4,949 
for adult MC. 

• Results for infant MC appear robust. Infant MC remains highly cost-
effective across a reasonable range of variation in the base case scenario.  

• Adolescent MC is highly cost-effective for the base case scenario but this 
high cost-effectiveness is not robust to small changes in the input 
variables.  

• Adult MC is neither cost saving nor highly cost-effective when considering 
only the direct benefit for the circumcised man.  

 

                                                        
59 Bailey RC, Egesah O, and Rosenberg S. Male circumcision for HIV prevention: a prospective 

study of complications in clinical and traditional settings in Bungoma, Kenya. Bulletin of the 

World Health Organisation 2008; 86: 669-677 
60 ‘Effectiveness was defined as the number of HIV infections averted, and was calculated as the 

product of the number of people susceptible Effectiveness was defined as the number of HIV 
infections averted, and was calculated as the product of the number of people susceptible to HIV 
infection in the cohort, the HIV incidence rate at different ages, and the protective effect of MC; 
discounted back to the year of circumcision and summed over the life expectancy of the 
circumcised person. Direct costs were based on interviews with experienced health care 
providers to determine inputs involved in the procedure (from consumables to staff time) and 
related prices. Other costs included training, patient counseling, treatment of adverse events, and 
promotion campaigns, and they were adjusted for the averted lifetime cost of health care 
(antiretroviral therapy [ART], opportunistic infection [OI], laboratory tests). One-way sensitivity 
analysis was performed by varying the main inputs of the model, and thresholds were calculated 
at which each intervention is no longer cost-saving and at which an intervention costs more than 
one gross domestic product (GDP) per capita per life-year gained.’  
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The study suggests that Rwanda should implement MC across all three age 
groups, but prioritize infant circumcision, which could be integrated into existing 
services like routine neonatal and vaccination visits. Over time it has better 
potential than adolescent and adult circumcision to achieve the very high 
population coverage required for maximal reduction of HIV incidence. 
Adolescent and adult MC would serve as a ‘catch-up’ campaign at the start of the 
programme and would be phased out later.61   
 

4.9 What best practice communication exists? 

 
No specific examples of best practice communication for MC programmes were 
identified, probably because the programme is so new. However, a 
Communications Guide for Male Circumcision and HIV Prevention in Eastern & 
Southern Africa62 has been has been developed for local adaptation and use. The 
guide uses the social ecology model of communication and behavior which is 
based on the premise that the decisions, actions and behaviours of individuals 
are influenced by family and community networks as depicted in the diagram 
below.  
 
Social ecology model of communication and behaviour 

 
 

                                                        
61  Binagwaho A, Pegurri E, Muita J, Bertozzi S (2010) Male Circumcision at Different Ages in 

Rwanda: A Cost-Effectiveness Study. PLoS Med 7(1): e1000211. 
doi:10.1371/journal.pmed.1000211  
62 UNAIDS, JHHIESA, UNICEF, UNFPA, WHO. Male Circumcision and HIV Prevention in Eastern & 

Southern Africa. Communications Guidance.  
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It recommends a combination of communication approaches including social 
mobilisation, advocacy, behavior and social change communication, social 
marketing, advertising, film and theatre. Effective communications is a key 
component of any scale-up strategy.  A strong communications support is 
required to clarify a number of issues about the relationship between male 
circumcision and HIV prevention in the face of misinformation and strong 
opinions for and against the procedure. 
 
The guide emphasises the need to clarify the following points: 
 

- Male circumcision reduces the risk of HIV infection for men, but only 
provides partial protection. It is not a substitute for other proven HIV 
prevention methods. 

- Men should not resume sexual intercourse for at least six weeks after 
circumcision to ensure the healing process is complete. Ideally sex should 
only recommence after a medical assessment confirms the healing 
process is complete. 

- All males, whether circumcised or not, should seek to reduce the risk of 
HIV transmission through using condoms correctly and consistently and 
limiting their number of sexual partners. 

- Whether circumcision takes place in a clinical or traditional setting it is 
important to ensure safety. 

- Information on HIV risk-reduction and other benefits for male sexual and 
reproductive health need to be widely available to ensure individuals 
make informed choices about male circumcision. 

- It is important to clearly distinguish between male circumcision and 
female genital mutilation/cutting which must be discouraged as a harmful 
practice with demonstrated adverse health effects and no health benefits. 

- Male circumcision is not recommended for men who are already infected 
with HIV. For HIV positive men there is no demonstrated public health 
benefit for reduced HIV transmission to their partners and men with 
severe immunodeficiency are at an increased risk of complications 
following surgery.  

 
  
A study to review the types, content and accuracy of print media reports on male 
circumcision for preventing HIV infection among men in sub-Saharan Africa 
targeting lay audiences – newspapers, magazines, newswires or newsletters – 
reported on:  

- The accuracy of the reports and  
- Determined the context, public perceptions and areas of missing 

information in the print media.  
-  Whether the media could be better used to maximize the impact of male 

circumcision.  
In the period 28 March 2007-30 June 2008 412 articles were identified, of which 
219 were unique and 193 were repeats. “Peaks and valleys” occurred in the 
volume of articles over time. ‘Most articles (56.0%) presented male circumcision 
for the prevention of HIV infection in a positive light. Those that portrayed it 
negatively had an overall repeat rate 2.9 times higher than positive articles. 
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Public health messages formulated by international health agencies were few but 
generally accurate. The accuracy of the reports was good, although the articles 
were few and frequently omitted important messages. This suggests that public 
health authorities must help the media understand important issues. A 
communication strategy to sequence important themes as male circumcision 

programmes are scaled up would allow strategic coverage of accurate messages 

over time.’63 

 
The Communications Breakaway Group a recent USAID funded MC workshop 
held in Durban raised the following issues from their experience in the field for 
further discussion:  
 

- Does condom provision at surgery or before 6 weeks send a confusing 
message? 

- What is appropriate counseling for adolescents and guardians? 
- What is appropriate messaging on re-testing for those who test HIV-

negative? 
- What is useful, accurate information on post-surgical erections, 

masturbation, abstinence and how do we train providers to provide it? 
 
 

4.9.1 Behaviour change following circumcision 

 
The potential for risk compensation is a major concern with increased uptake of 
MC in high HIV prevalence communities since MC does not provide complete 
protection and safer sex messages may be difficult to communicate. A model has 
estimated that ‘if newly circumcised men were to increase the number of sexual 
partners by an average of more than 25%, this would offset any beneficial effect 
of circumcision, even assuming a high efficacy of 60%.’64  
 
No risk behaviour was reported in the Kisumu (Kenya) and Rakai (Uganda) 
trials. In the SA trial men reported higher risk behaviour for the five reported 
factors: being married of living as married; at least one sexual contact not 
protected by a condom; at least one non-spousal partner; at least one sexual 
partnership with only one sexual contact; at least five sexual contacts during the 
period 4-12 months after randomization, and four to five during the period 13-
21 months after randomization. However, only the mean number of sexual 
contacts was significantly different between circumcised and uncircumcised 
men. The numbers of new partners reported was not significantly higher, 
suggesting that although sexual activity increased following circumcision, it was 
not with new partners. Notably, despite the increased reported sexual activity 
during follow-up, the risk of HIV acquisition in the circumcised men was the 

                                                        
63 Wang AL, Duke W, Schmid GP. Print media reporting of male circumcision for preventing HIV 

infection in sub-Saharan Africa. Bull World Health Organ 2009;87:595-603 
doi:10.2471/BLT.09.066704 
64 World Health Organisation and Joint United Nations Programme on HIV/AIDS, 2007. Male 

circumcision: global trends and determinants of prevalence, safety and acceptability. 
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same whether behavioural variables were controlled for or not (unadjusted ratio 
= 0.40;  adjusted ratio = 0.39)65 
 
‘To date there is modest evidence of risk compensation following adult male 
circumcision, and care must be taken to embed any male circumcision provision 
within existing HIV prevention packages that include intensive counseling on 
safer sex, particularly regarding reduction in number of concurrent sexual 
partners and correct and consistent use of male and female condoms.’66  
 

4.9.2 What are the advocacy issues? 

 
The box below highlights the advocacy issues to be addressed in the rollout of 
MMC programmes 

- Circumcision should be part of a comprehensive HIV prevention package, 
not a standalone service for men. 

- Messages must emphasise that MC reduces, but does not eliminate, men’s 
HIV risk. Circumcised men still need to use condoms to prevent HIV 
transmission. 

• Resources must not be diverted from existing HIV prevention, treatment 
and care programmes and channeled into funding large-scale 
circumcision projects. 

• Circumcision programmes specifically monitor the ‘potential harmful 
outcomes’ identified by WHO and take effective steps to minimize these 
harms if they are detected. 

• Community input is solicited on how the religious and cultural meanings 
of circumcision can incorporate provision of medical male circumcision 
so that the procedure is culturally acceptable. 

• Women’s inputs in discussions of the ethics of promoting circumcision for 
infant boys. 

 
 

4.10 International and regional social change programmes 

 
“Kenya by far is in the lead in terms of how they got their policy done, and in the 

number of circumcisions they’ve done. What has impressed me about Kenya is the 

speed with which they have been able to move from policy to strategy, and then to 

service delivery.” 

Dr Kim Eva Dickson. Senior HIV/AIDS Advisor, WHO 

 
Kenya has published a progress report on its Voluntary Male Medical 
Circumcision Programme. The first phase of the programme (3-5years) aims to 
expand MMC to districts where the percentage of men who are circumcised is 

                                                        
65 Auvert B. et.al. Randomized, controlled intervention trial of male circumcision for reduction of 

HIV infection risk: the ANRS 1265 trial. PLoS Med. 2005.1(11)e298. 
66 World Health Organisation and Joint United Nations Programme on HIV/AIDS, 2007. Male 

circumcision: global trends and determinants of prevalence, safety and acceptability. 
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high and the HIV prevalence is high. Subsequent phases will focus on expanding 
services to traditionally circumcising communities and promoting neonatal 
circumcision. The framework and guiding principles for this approach are the 
product of 18 months of extensive stakeholder consultation.  
 
Key lessons learned are described as: 
 
- Political support at every level of government is essential to advancing a 

national male circumcision programme. In Kenya, MOH officials at the 
national, provincial and district levels have provided strong, consistent 
leadership to the VMMC programme. A speech by the prime minister was 
pivotal in building community support for the programme. 

- Having a team of MOH employees who are dedicated to male circumcision 

would speed the development of standards, guidelines and tools; officials have 
many other competing responsibilities. 

- Taking time to build community support and ownership pays off. Stakeholder 
meetings and other forums gave community members many opportunities to 
ask questions and voice concerns about male circumcision. By listening 
carefully to opposing views and answering people’s questions, programme 
representatives were able to reassure community members that male 
circumcision was a medical, and not a cultural, intervention. 

- Coordination is crucial to the effectiveness of the programme, and it requires 

dedicated structures, personnel and funding. 
- Implementation may sometimes move ahead of policy. Kenya was fortunate to 

have manuals and tools from the trial in Kisumu that it could use and adapt to 
begin service delivery. The programme did not wait for the finalization of 
every strategy or manual, but used drafts of these documents to guide 
training and service delivery and incorporated lessons from implementation 
into the final versions. 

- Communication planning should be incorporated into VMMC programmes from 

the outset. Communications professionals should be involved in every stage 
of the development of strategies, messages and materials. Demand creation 
must be coordinated with capacity building to ensure that the health 
infrastructure is prepared to meet the demand for services. Demand creation 
activities must also be balanced with dialogue to promote informed choice 
and reduce risk behavior. 

- Taking the services to communities improves uptake of VMMC. Sending out 
mobile teams has proved particularly effective, because they are flexible and 
can go where the clients are. 

- Client flow is a key determinant of the efficiency of service delivery. The 
minutes saved by various efficiency measures can be lost without a steady 
stream of patients. Matching client flow with deployment of staff remained a 
challenge throughout the campaign and social mobilization proved to be the 
single most important factor determining the number of clients served each 
day. 

- Task shifting and task sharing among members of the VMMC teams allows for 

more efficient use of limited human resources. The most important innovation 
has been the training of nurses to perform male circumcisions in a health 
system facing chronic shortage of medical personnel. 
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- Provider-initiated counseling increases acceptance of HIV testing and 

counseling. Uptake of testing rose dramatically after the programme trained 
counselors to recommend HIV testing to their clients rather than relying on 
clients to ask for the service. 

- Women play an influential role in men’s decisions about circumcision, and they 

should be a primary audience for VMMC communications. Wives and 
girlfriends can benefit from other HIV prevention services offered, and they 
also need to understand how they can support their partners in 
postoperative abstinence during healing and in maintaining safe sex 
practices. 

- Male circumcision has proved popular among boys and young teens, but uptake 

has been slower in those older than 25 years. Research is needed to determine 
how to adjust communication and service delivery strategies to attract more 
of the sexually active older men who are the programme’s primary 
audience.67 

4.11 Conclusion 

 
‘If correctly planned, increased provision of accessible, safe adult male 
circumcision services could also increase opportunities to educate men in areas 
of high prevalence about a variety of sexual and reproductive health topics, 
including hygiene, sexuality, gender relations and the need for ongoing 
combination prevention strategies to further decrease risk of HIV acquisition 
and transmission.’  
 
 
 
 
 
 

                                                        
67 Government of Kenya, Ministry of Health and Sanitation, National AIDS and STI Control 

Programme. Progress Report on Kenya’s Voluntary Medical Male Circumcision Programme,2008-

09: Summary. Nairobi, Kenya: July 2010  
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5 South Africa’s Prevention of Mother to Child Transmission 

(PMTCT) of HIV Programme  
 

5.1 Background 

 
South Africa is one of only 12 countries in which child mortality rates have 
increased since the baseline for the Millennium Development Goals was set in 
1990. While poverty and the scourge of HIV/AIDS are important contributory 
factors to increasing mortality figures, so is ineffective service delivery. The 
following table from The Lancet Series on Health in SA shows that a significant 
number of deaths in mothers and children are due to avoidable factors in the 
community or within the health system. ‘.. between a quarter and half of 
maternal, neonatal and child deaths in national audits have an avoidable health 
system factor contributing to the death.’ 
 
Table: Annual maternal, neonatal and child deaths in South Africa with direct 
causes and avoidable factors identified. 

 
Source: Saving the lives of SA’s mothers, babies and children: can the system deliver? 

 
Through modeling, the authors of this Lancet report estimate ‘that 11 500 
infants’ lives could be saved by effective implementation of basic neonatal care at 
95% coverage. Similar coverage of dual therapy prevention of mother-to-child 
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transmission with appropriate feeding choices could save 37 200 children’s lives 
in SA per in 2015 compared with 2008.’ Thus an effective PMTCT programme is 
an important intervention that is key to putting SA back on track towards 
achieving MDGs 4,68 MDG 5,69 and MDG 6.70  
 
 

The National Strategic Plan, South Africa, 2007-2011 

 

The NSP recognizes PMTCT as a mainstay of the response against HIV/AIDS in 
children. Under Key Priority Area 1: Prevention the 2007-2011 plan prioritises 
the following strategies to prevent HIV in children under the age of 14 years: 
  

• Reduction of mother-to-child transmission through the expansion of 
existing services including contraception fertility services, reducing 
unintended pregnancies and involving men, as well as HIV prevention 
services in uninfected pregnant women. 

• Scaling up coverage of PMTCT to reduce MCT to less than 5% by 2011. 
 
 

The National Policy on PMTCT71 

 
The South African PMTCT programme was implemented at pilot sites in 2001 
and nationally since 2002. An updated PMTCT policy was released on the 11th 
February 2008. The package of care now includes voluntary counseling and 
rapid testing, CD4 cell count, antenatal infant feeding counseling, dual therapy 
for pregnant women (AZT and nevirapine) and CD4 count checking from 28 
weeks gestation – HAART if CD4 count <350 or if the woman has stage IV 
disease; continued AZT from 28 weeks if CD4 count>250; single dose nevirapine 
at the onset of labour; regular AZT during labor; dual therapy for infants 
postpartum (single dose nevirapine and AZT for 7 days or for 28 days if mother 
has not received adequate antenatal cover with ARVs); postnatal infant feeding 
counseling and support; 6 week DNA PCR testing 6 weeks post-breastfeeding 
cessation; HIV antibody testing on all HIV-exposed infants at 18-months.   
 
In line with international standards the PMTCT has four critical elements: 

• Primary prevention of HIV especially among women of childbearing age; 

• Preventing unintended pregnancies among women living with HIV  

• Preventing HIV transmission from a woman living with HIV to her infant 
(vertical transmission); and  

• Providing appropriate treatment, care and support to women living with 
HIV and their children and families. 

 

The policy lists several specific interventions through which the above will be 

                                                        
68 Two-thirds reduction in child deaths by 2015 based on 1990 rates 
69 Three-quarters reduction in maternal deaths by 2015 based on 1990 rates 
70 Combat diseases, especially HIV&AIDS, malaria and TB) 
71 Policy and guidelines for the implementation of the PMTCT programme. South African 

National Department of Health:http://www.doh.gov.za/docs/policy/pmtct-f.html 
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accomplished prior to pregnancy, in the antenatal period, during labour and 

delivery and in the postnatal period. These steps in the process can be 

summarized as the cascade of 13 basic PMTCT services depicted in the diagram 

below. 

 13-step cascade of basic PMTCT care 

 

 
 

New WHO Guidance on PMTCT of HIV and infant feeding in the context of HIV 

released on 10 July 2010 

“Key recommendations 

The key recommendations of the new guidance on ARV drugs for treatment of pregnant women 

and prevention of HIV in infants are as follows: 

• Earlier antiretroviral therapy (ART) for a larger group of HIV-positive pregnant 

women to benefit both the health of the mother and prevent HIV transmission to her 

child during pregnancy and breastfeeding. 

• Longer provision of antiretroviral (ARV) prophylaxis for HIV-positive pregnant women 

with relatively strong immune systems who do not need ART for their own health. This 

would reduce the risk of HIV transmission from mother to child. 

• Provision of ARV prophylaxis to the mother or child to reduce the risk of HIV 

transmission during the breastfeeding period. For the first time, there is enough 

evidence for WHO to recommend ARVs while breastfeeding. 

The 2010 revised PMTCT guidelines refer to the following two key approaches: 

1. Lifelong ART for HIV-infected women in need of treatment for their own health, which 

is also safe and effective in reducing mother to child transmission of HIV (MTCT). 

2. Short-term ARV prophylaxis to prevent MTCT during pregnancy, delivery and 

breastfeeding for HIV-infected women not in need of treatment. 
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Eligibility for treatment 

• The 2006 guidelines recommended starting lifelong ART for pregnant women with a 

CD4 count equal to or below 200 cells/mm3, usually the stage at which the immune 

system is no longer strong enough to prevent opportunistic diseases. 

• The 2010 guidelines promote starting lifelong ART for all pregnant women with severe 

or advanced clinical disease (stage 3 or 4), or with a CD4 count at or below 350 

cells/mm3, regardless of symptoms. The new ART eligibility criteria, which are the 

same as those for adults in general, emphasize the need for access to CD4 testing. 

• Both the previous and new PMTCT ARV guidelines recommend that HIVpositive 

pregnant women in need of treatment for their own health should start ART 

irrespective of gestational age and should continue with it throughout pregnancy, 

delivery, during breastfeeding and thereafter 

• In both sets of guidelines, the timing of ART initiation for HIV-positive pregnantIn both 

sets of guidelines, the timing of ART initiation for HIV-positive pregnant women is the 

same as for nonpregnant women, i.e. as soon as the eligibility criteria are met. women 

is the same as for nonpregnant women, i.e. as soon as the eligibility criteria are met. 

What ART regimen to initiate 

The 2006 guidelines recommended AZT + 3TC + NVP. In the 2010 guidelines, the recommended 

first-line regimens for pregnant women are: 

• AZT + 3TC + NVP or  

• AZT + 3TC + EFV or  

• TDF + 3TC (or FTC) + NVP  

• TDF + 3TC (or FTC) + EFV 

The expanded number of recommended treatment options in the 2010 guidelines will enable 

countries to choose the treatment option that is most suited to their national circumstances and 

the needs of their populations. 

ARV prophylaxis 

The 2006 guidelines proposed starting ARV prophylaxis in the third trimester (28 weeks) of 

pregnancy. They recommended a regimen of twice daily zidovudine (AZT), single-dose nevirapine 

at onset of labour, a combination of AZT+3TC during delivery and one week postpartum, as well 

as infant prophylaxis for one week after birth. 

The 2010 guidelines include two options, both of which should start earlier in pregnancy, at 14 

weeks or as soon as possible thereafter. The two options provide significant reduction in MTCT 

with equal efficacy in this group of women who are not eligible for ART :  

A. Option A. Twice daily AZT for the mother and infant prophylaxis with either AZT or 

NVP for six weeks after birth if the infant is not breastfeeding. If the infant is 

breastfeeding, daily NVP infant prophylaxis should be continued for one week after the 

end of the breastfeeding period. 

B. A three-drug prophylactic regimen for the mother taken during pregnancy and 

throughout the breastfeeding period, as well as infant prophylaxis for six weeks after 

birth, whether or not the infant is breastfeeding. 
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2010 Guidelines on HIV and infant feeding 

In many countries, both health services and individual mothers have not been able to adequately 

support and provide safe replacement feeding. HIV-positive mothers have faced the dilemma of 

either giving their babies all the benefits of breastfeeding but exposing them to the risk of HIV 

infection, or avoiding all breastfeeding and increasing the risk of death from diarrhoea and 

malnutrition. 

At the time of the 2006 PMTCT guidelines, there were insufficient data supporting the use of ARVs 

to prevent HIV transmission from mother to baby during breastfeeding. 

Since then, several clinical trials have shown the efficacy and acceptability of prophylaxis either 

to the mother or to the infant during breastfeeding. The new PMTCT recommendations outlined 

above reflect this exciting breakthrough. 

The 2010 guidelines on HIV and infant feeding build on the new recommendations for lifelong 

ART and the two prophylaxis options for HIV-positive women who breastfeed and are not taking 

ART - see Options A and B as above. 

The effectiveness of ARVs to reduce transmission through breastfeeding has resulted in two major 

changes from previous guidelines: 

1. National health authorities should decide whether health services will principally 

counsel and support HIV-positive mothers to either: breastfeed and receive ARV 

interventions, or avoid all breastfeeding, as the strategy that will most likely give 

infants the greatest chance of HIV-free survival. 

2. 2.In settings where national authorities recommend HIV-positive mothers to 

breastfeed and provide ARVs to prevent transmission, mothers should exclusively 

breastfeed their infants for the first 6 months of life, introducing appropriate 

complementary foods thereafter, and should continue breast-feeding for the first 12 

months of life. 

Benefits and challenges 

The 2010 guidelines have great potential to improve the mother’s own health and to reduce 

mother-to-child HIV transmission risk to 5% or lower in a breastfeeding population, from a 

background transmission risk of 35% (in the absence of any interventions and with continued 

breastfeeding).The 2010 guidelines have great potential to improve the mother’s own health and 

to reduce mother-to-child HIV transmission risk to 5% or lower in a breastfeeding population, 

from a background transmission risk of 35% (in the absence of any interventions and with 

continued breastfeeding). 

The new guidelines offer the potential for all countries to virtually eliminate paediatric HIV. 

Combined with improved infant feeding practices, the guidelines can help to reduce both child 

mortality and new HIV infections.The new guidelines offer the potential for all countries to 

virtually eliminate paediatric HIV. Combined with improved infant feeding practices, the 

guidelines can help to reduce both child mortality and new HIV infections. 

PMTCT can also act as a gateway to improved reproductive, maternal and child health services 

at primary level and, in turn, bolster progress towards achieving the health-related Millennium 

Development Goals of reducing under-five mortality rates by two thirds, decreasing maternal 

mortality rates by three quarters, and halting and reversing the spread of HIV/AIDS by 2015. 

The new guidelines enable more consistent policies and support for infant feeding practices 

among both HIV-positive and HIV-negative mothers in the general population. Given the 
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importance of breastfeeding as a child survival intervention, the availability of ARV interventions 

could make a major contribution to reducing child mortality in the entire community. 

The major challenges in scaling-up national PMTCT services and implementing the new 

guidelines are weak health infrastructure, limited human resources, limited management capacity, 

and limited funding and support for PMTCT. However there are many hopeful signs that PMTCT 

now have greater priority both at the national and international level. 

Given the confusion in the past around HIV and infant feeding, comprehensive communications 

strategies are now needed to give health workers confidence to recommend breastfeeding and 

ARVs and for HIV-positive mothers to want to breastfeed.”
72

 

 
The National Integrated Prevention of Mother-to-Child Transmission of HIV 

Accelerated Plan (The PMTCT A-Plan)73  

 

The National PMTCT Accelerated Plan was conceptualized in November 2008 by 
SANAC and DOH. The PMTCT A-Plan forms part of the National PMTCT 
Programme Operational Plan. It addresses bottlenecks in the PMTCT programme 
and aims to fast track strengthening of PMTCT – to improve access to and 
coverage of PMTCT services and improve the quality of clinical PMTCT services.  
It thus addresses both the demand and supply side of the service. The initial 
focus will be on the 18 priority districts and act as a catalyst to drive the 
following: 
 

� Scaling up access and improve quality of PMTCT services to reduce 
MTCT to less than 5% by 2011 as per the NSP 2007-2011 

� Integration of PMTCT into the existing maternal and child health 
interventions such as basic antenatal care (BANC), integrated 
management of childhood illnesses (IMCI), expanded programme on 
immunization (EPI) and sexual and reproductive health (SRH), and to 
ensure that HIV infected mothers and babies are appropriately referred 
to HIV and AIDS services for continued treatment, care and support. 

� Scaling up efforts to achieve MDGs 4, 5 and 6. 
� Revitalising the health services to improve health outcomes for mothers 

and children. 
� Accelerating HIV prevention. 
� Harnessing and strengthening of efforts, networks and partnerships 

between government, civil society sectors and organisations, the private 
sector and the development partners towards a multi-sectoral response. 

 
The plan is an integrated response that encompasses all components of maternal 
and child care along the continuum from conception, through pregnancy, 
delivery and care of the neonate.  
 

                                                        
72 WHO. New guidance on prevention of mother-to-child transmission of HIV and infant feeding 

in the context of HIV. 20 July 2010. 
http://www.who.int/hiv/pub/mtct/PMTCTfactsheet/en/print.html 
73 The National Integrated Prevention of Mother-To-Child Transmission (PMTCT) of HIV 

Accelerated Plan. DOH, RSA. 2009 
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5.2 Who are the key role-players in the field? 

 
A project management team has been established at the NDOH to strengthen the 
PMTCT programme. This team approach will ensure that all partners work 
together to achieve progress against key indicators. Development partners 
working in districts and sub-districts will coordinate their work and work 
towards the achievement of national goals. They will work through the DOH 
structures at sub-district, district and provincial levels. Additional resources to 
supplement provincial DOH budgets will be provided by development partners 
and interventions will be institutionalized to ensure sustainability.  
 
Besides the DOH key partners include: 
 

� South African National AIDS Council (SANAC) 
� United Nations Joint Programme on HIV/AIDS (UNAIDS) 
� United Nations Children’s Fund (UNICEF) 
� United Nations Populations Fund (UNFPA) 
� Centres for Disease Control (CDC) 
� United States Agency for International Development (USAID) 
� European Union (EU) 
� Institute for Healthcare Improvement (IHI) – quality improvement 

coordination 
� Reproductive Health Research Unit (RHRU) 
� Population Council 
� Broadreach 
� Johns Hopkins Health and Education in SA (JHHESA) – social mobilization 

coordination 
� Mindset 
� University of KZN 
� University Research Company (URC) 
� International Centre for AIDS Care and Treatment Programmes (ICAP) 
� Elizabeth Glaser Paediatric AIDS Foundation (EGPAF) 
� Right to Care 
� Medical Research Council (MRC) 
� Enhanced Childhood HIV Outcomes (ECHO) 
� Centre for Rural Health (CRH) 
� Absolute Return for Kids (ARK) 
� Foundation for Professional Development (FPD) 
� Mothers 2 Mothers (M2M) 
� EC Regional Training Centre 
� Health Information Systems Programme (HISP) 
� John Snow Institute 

 

5.3 What are the programme gaps and challenges? 

 

Even where PMTCT services are available, not all women receive the full benefit. 

Reasons for HIV positive pregnant women not accessing drugs include: 
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o Not being offered an HIV test 

o Refusing to take an HIV test 

o Not returning for follow up visits 

o Not adhering to self-administered drugs 
 
A subset of indicators has been selected to monitor the accelerated plan – which 
responds to bottlenecks identified by implementation partners in the field. These 
indicators monitor both the supply (improvements in the quality of clinical care 
at facility level) and demand (improved utilization of PMTCT and allied services 
through social mobilization and mass media interventions to encourage positive 
health seeking behaviour) of the PMTCT services.  
 
The indicators indentified and the corresponding objectives shown in the table 
below. 
 

OBJECTIVE  INDICATOR 

Increase proportion of pregnant 
women booking before 20 weeks 

Booking rate at <20 weeks  

Increase proportion tested for HIV at 
ANC 

Maternal HIV testing rate 
 

Increase proportion of HIV +ve 
pregnant women tested for CD4 cell 
count  

Maternal CD4 testing rate 
 

Increase proportion of HIV +ve women 
receiving dual therapy during 
pregnancy 

Maternal dual ART therapy 
prophylaxis uptake 

Increase proportion of eligible 
pregnant women initiated on HAART 

Maternal HAART uptake 
 

Increase proportion of HIV exposed 
babies receiving dual ART prophylaxis 

Infant ARV prophylaxis uptake 
 

Increase proportion of HIV exposed 
infants who have a PCR test at 6 weeks 

Infant PCR testing rate 
 

Increase proportion of HIV exposed 
infants initiated on cotrimoxazole 

Infant cotrimoxazole prophylaxis 
uptake 

Increase proportion of HIV +ve 
mothers counseled on infant feeding 
options 

Infant feeding counseling rate 

Decrease proportion of infants 
diagnosed HIV +ve 

Mother-to-child transmission rate 
 

Increase proportion of HIV +ve infants 
appropriately referred and initiated on 
HAART 

HAART uptake rate for HIV-positive 
infants 
 

 
A number of good PMTCT practices were also documented from the field. These 
have been classified into three categories which all contribute to better PMTCT: 

• Creation of an enabling environment through community engagement, 
prioritization of PMTCT, clearly defined guidelines and standardized 
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training; integration of PMTCT into MCH; use of routine data to guide 
programme implementation services 

• Comprehensive approaches and solutions that works across the PMTCT 
cascade 

• Approaches and solutions that focus on one aspect of the PMTCT cascade.  
 
A table of good practices within the PMTCT programme in SA is attached as 
Annexure 2. Solutions were characterized by:  

• Accountability – someone taking responsibility for outcomes  

• Leadership 

• Team work cutting across sectors and service delivery points e.g. 
facility/community 

• Integration of PMTCT into routine MNCH care 
 
 

5.4 Acceptability of PMTCT: what are the facilitators and barriers to uptake 

of PMTCT services? 

 
There are numerous factors inhibiting uptake of PMTCT especially in resource- 
constrained settings.74 75  
 

5.4.1 Barriers to PMTCT uptake 

 
These have been listed to include: 
 

• Poor healthcare infrastructure, shortages of staff, poor referral links, and 
a lack of communication between different health services and within 
the healthcare system. Consequently, PMTCT and other maternal and 
child health services are poorly integrated. 

• Poor-quality counseling and healthcare workers’ poor attitudes and 
interactions with clients. 

• Gender-related issues, particularly the role of the male partner in 
reproductive issues and his involvement in PMTCT services. 

• Poverty and structural barriers – e.g. poor roads; an underdeveloped 
transport system, poor telecommunications; few resources for travel the 
long distance to the clinic; no access to clean water to reconstitute  

• Cultural factors concerning appropriate behaviours linked to counseling 
and testing, PMTCT, and stigma, including perceptions of poor social 
support and discriminatory perceptions of PMTCT practices. 

• Lack of awareness and knowledge about HIV/AIDS and MTCT in the 
general population and among pregnant women or mothers, particularly 
regarding PMTCT information and services. 

                                                        
74 Skinner, D., Mfecane, S., Gumede, T., Henda, N. & Davids, A. (2005) Barriers to accessing 

PMTCT services in a rural area of South Africa. African Journal of AIDS Research. 4(2):115-123. 
75 Solomon V, Frizelle K, Rau A. Strengthening PMTCT through Communication: A Review of the 

Literature. CADRE. August 1, 2009 
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• The reproductive and health needs of youths are not adequately 
addressed. 

• Psychological barriers, such as denial, fear of death, or fear of HIV testing 
and disclosure. 

 

5.4.2 Facilitators of PMTCT uptake 

 

Key themes from the literature which are perceived to overcome barriers and 
improve PMTCT uptake include:76 
 

• The importance of non-judgmental and non-discriminatory attitudes and 
actions towards people living with HIV or AIDS (PLWHA). 

• The sexual and reproductive rights of HIV-positive women, and gender 
equity and women’s rights in general. 

• Family-planning options for HIV-positive women and their partners and 
also youths. 

• The importance of males’ support and engagement in PMTCT. 

• The key components of HIV prevention at an individual level, including 
accurate facts about HIV and AIDS, MTCT and PMTCT. 

• Stressing the various HIV-testing approaches available to pregnant 
women. 

• The importance of knowing your HIV status and disclosure skills. 

• The importance of a family-centred health model and on-going support 
for mothers. 

• The importance of on-going training of healthcare workers and 
counselors. 

• Various cultural, traditional and religious beliefs in relation to 
reproduction, childbearing and childrearing. 

• The importance of integrated ANC, PMTCT and family-planning services. 

• Clear, consistent and up-to-date information on infant-feeding practices 
for the sake of PMTCT. 

• Up-to-date information on PMTCT programme implementation and 
policies. 

• Constraints to the uptake of PMTCT services (e.g., socio-economic and 
infrastructure). 

• The importance of partnering with relevant NGOs, FBOs and CBOs. 
 
 

5.5 Recommendation to strengthen PMTCT services 

 
These issues identified as facilitators of PMTCT uptake would serve very well as 
a guide to strengthening PMTCT services. 
 

                                                        
76 Solomon V, Frizelle K, Rau A. Strengthening PMTCT through Communication: A Review of the 

Literature. CADRE. August 1, 2009 
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The approach taken by the quality improvement arm of the Accelerated PMTCT 
plan was to list the bottlenecks and problems for each step of the process and 
across the PMTCT continuum of care. Thirteen high impact ‘change ideas’ were 
identified and practical guides for improvement were developed to assist the 
frontline health workers at facility level.  
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Source: The PMTCT Change Package: High-Impact Interventions to Improve PMTCT Performance. 

 

5.6 What best practice communication exists? 

 
The DOH in collaboration with CDC has trained national and provincial teams to 
enable them to develop PMTCT communication strategies. They will use a 
combination of the Communication for Development and ACADA Communication 
Planning System, which have been adapted for specific use in SA.  Each provincial 
strategy addresses local issues related to advocacy, social mobilization, and 
behavioral development. The new national PMTCT communication strategy will 
aim to address the following key issues, defined by recent social research: 

• Address issues related to increasing HIV prevalence rates among men and 
women of reproductive health age by increasing access to condoms in 
non-traditional sites including border posts, shebeens, bars and discos, 
etc. 

• Decrease stigma in communities by empowering traditional healers to 
lead Community Dialogue meetings within their communities, helping the 
community to identify why stigma exists towards HIV-affected families, 
and enabling communities to overcome the issues related to stigma so 
that community-based care and support systems can begin. 

• Increase access to VCT in non-traditional sites by investigating how 
certified traditional healers can assist in the VCT process, both within the 
clinic setting as well as outside the clinic setting. 

• Reduce the incidence of mixed feeding and increase the incidence of 
exclusive infant feeding methods - among all new mothers by increasing 
the participation of immediate family care-givers (in-laws, grandparents, 
fathers, aunts) in infant feeding counseling during ANC visits, and home 
visits. This aspect of the strategy will focus on establishing new 
community norms where immediate family care givers, including fathers, 
will accompany pregnant women to at least one or two ANC visits so that 
they can also receive infant feeding counseling with the pregnant woman. 

• Address issues related to high maternal mortality rates by encouraging all 
pregnant women to seek ANC services early in their pregnancy at least by 
week 16 and throughout the pregnancy, with a target of at least 7 ANC 
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visits. This will also enable health care workers to establish closer bonds 
and relationships with mothers-to-be.77 

Two communication/social change related case studies were identified from the 
Best Practices in PMTC Report78 
 
CASE STUDY 1: COMMUNITY ENGAGEMENT: Ways to intensify community 

based action to increase access to HIV&AIDS care and reduce stigma and 

discrimination 

 

 
Location: Ndawana, Sisonke District, KZN 
Setting: Deep rural village with prior access only to a monthly mobile clinic 
Population served: All 3900 community members 
Year started: 2003 
Lead agency: Edzimkulu 
Collaborating agencies: Sisonke DOH, TB/HIV Care 
Funding: DOH for staff and some campaign costs; small Canadian Foundation 
and individuals 
 
How was COMMUNITY ENGAGEMENT TO INCREAS ACCESS TO HIV/AIDS 

CARE started? 

 
- Edzimkulu (a Canadian charity started in 2003) commenced work in 

Ndawana, Sisonke District after a plea for help letter written by a HIV/AIDS 
volunteer in the Ndawana Women’s Leadership and training Programme 

- 400 community members were mobilized and employed in all aspects of 
constructing a four-building community centre, part of which is now used as 
a clinic and for early childhood education 

- Edzimkulu, in consultation with the District, trained CHWs in June 2005 and 
thereafter so that VCT and HIV/AIDS care can be integrated into routine 
public/district health care 

 
What process facilitated COMMUNITY ENGAGEMENT and increased access 

to HIV&AIDS related care? 

 
Working with key stakeholders – including chiefs, sangomas, inyangas, 
community workers and health workers in the community to address issues 
around HIV disclosure and destigmatisation 
 
Work at community level – resulted in community readiness and Ndawana 
became an ARV down referral site (January 2007). ARV treatment is also now 
initiated on site (sine 2008). Children who account for 15% of the total on ARV 
treatment population in Ndawana are given support/follow up care through 
home to home visits by community based health workers  

                                                        
77 Continuing PMTCT Communication in SA. www.comminit.com/en/node/213280/38  
78 NDOH, MRC, UWC, UNICEF, USAID. Best Practices in Prevention of Mother-To-Child 

Transmission (PMTCT) of HIV. South Africa. (No date) 
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Following liaison with DOH and following advocacy a community based VCT, 

ANC and PCR testing service was started.  
- CHWs are trained to give basic ANC services and do PCR testing 
- Door to door VCT service is provided by community based health workers 
 
A strong relationship between the local NGO (Edzimkulu), leadership in the 

district office and with CHWs, community members and health facilities has 

facilitated progress 

 

What effect has this best practice had on HIV/AIDS care? 

 

- More than 50% of the entire community has been tested for HIV 
- Over 230 people have been in the ARV program in Ndawana – about 130 of 

those were initiated on site. Loss to follow up is very low – approximately 3% 
- Death rate amongst those on ARV is 8% 
- People enter the HIV/AIDS support program with higher CD4 counts 
- Before the ANC program was initiated, most pregnant women in the 

catchment area did not present for first ANC visits until the third trimester 
and 26% of births were home deliveries 

 
What structures/approaches/tools support the best practice and what 

makes it sustainable? 

 

Structures: 

- Most aspects of the program are sustainable because they are now embedded 

within the District Health Management Team and local DOH. Although 
Edzimkulu funds maintenance of the community centre, the clinic (staff, 
equipment and supplies) is funded by the local DOH. Negotiations are 
underway for the district to take over management of the community centre 
over the next few years. 

- Good program management and deep commitment exists at community level 
 
Tools and approaches that have made a difference include:  

AIDS Awareness campaigns 

- Usually several months long 
- Engage target segments of the population 
- Start with workshops and then involve target groups 
- Feedback the messages to others through competitions etc 
 
Supporting the development of support groups – these provide a platform for 
people to discuss issues in a safe environment 
 
What are the keys to increasing COMMUNITY ENGAGEMENT so that access 

to HIV&AIDS related care is increased? Implications for the Ndawana 

experience for other sites in SA wanting to create an enabling environment 

for HIV&AIDS and PMTCT related care: 
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- Developing a partnership between all role-players and stakeholders in 

the community, including health care personnel, district management, 
sangomas, inyangas is critical to the success of programmes 

- Health care personnel (both professionals/lay counselors), sangomas and 
inyangas need to overcome their own stigma about HIV, STIs etc. Their 

comfort level creates the basis for an ongoing relationship with the client 
- The CHWs (doing case finding and case holding) must be from the community 

and truly committed to their community. They need to have manageable case 
loads so that they can follow up with their clients 

- PMTCT as well as all other aspects of HIV prevention/treatment etc. needs 

to be normalized and viewed as part of PHC so that it can be dealth with 

effectively and further destigmatised 
- Informal health education (communication via CHWs to the community 

members through informal/unplanned meetings) works better to bring about 

behavioural change compared to the traditional (one way) health education 
- Providing access to service in the community breaks a huge barrier that is 

often overlooked. 
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APPENDIX 1 
 
WHO/UNAIDS Technical Consultation  
Male Circumcision and HIV Prevention: Research Implications for Policy and   
Programming Montreux, 6- 8 March 2007  
Conclusions and Recommendations  
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Introduction  
At the end of 2006, an estimated 39.5 million people were living with HIV and 4.3 
million became newly infected with the virus that yeari. Prevention must be greatly 
prioritized in the response to AIDS and efforts are being made to find new prevention 
technologies to bolster the package of already known effective prevention methods. 
Male circumcision is one of these new potential methods, along with vaginal 
microbicides, pre-exposure prophylaxis with antiretroviral medication, herpes 
suppressive therapy, cervical barrier methods and HIV vaccinesii.   
 
A number of observational studies indicate that circumcised men have lower levels of 
HIV infection than uncircumcised meniii. On 13 December 2006, the United States of 
America National Institutes of Health announced that two trials assessing the impact 
of male circumcision on HIV risk would be stopped on the recommendation of the 
Data Safety and Monitoring Board. The trials being carried out in Kisumu, Kenya, 
and Rakai District, Uganda revealed at least a 53% and 51% reduction in risk of 
acquiring HIV infection, respectivelyiv v. These results support findings published in 
2005 from the South Africa Orange Farm Intervention Trial, sponsored by the French 
National Agency for Research on AIDS, which demonstrated at least a 60% 
reduction in HIV infection among men who were circumcisedvi.   
 
WHO and UNAIDS convened an international consultation to review the results of 
the three randomised controlled trials and other evidence on male circumcision and 
HIV prevention, to discuss the policy and programme implications, and to make 
recommendations regarding public health issues. This document summarizes the 
principal conclusions and recommendations of the meeting.  
  
Objectives  
The specific objectives of the meeting were:  
1. To review the results of the 3 randomised controlled trials and other data on the  
efficacy, safety and acceptability of male circumcision for HIV prevention.    
2. To inform participants about the outcomes and recommendations of several recent  
meetings leading up to the consultation, including the 'Regional consultation on male  
circumcision and HIV prevention (Nairobi, November 20-21, 2006), 'Strategies and  
approaches to male circumcision programming' (Geneva, December 5-6, 2006) and  
'Perspectives from social science on male circumcision for HIV prevention' (Durban  
January 18-19, 2006).   
3. To determine the policy and programme implications of the evidence on male  
circumcision and reduced risk of HIV infection for different settings (in relation to HIV  
prevalence and patterns of male circumcision)  

                                                       
i
 
UNAIDS/WHO AIDS Epidemic Update: December 2006.  

 
ii Global HIV Prevention Working Group New approaches to HIV prevention: Accelerating research and ensuring 
future access.  Bill and Melinda Gates Foundation & Henry. J. Kaiser Family Foundation 2006. 

  
iii Weiss HA, Quigley M, Hayes R. Male circumcision and risk of HIV infection in sub-Saharan Africa: a systematic 
review and meta-analysis. AIDS 2000;14:2361-70.  

 
i
v Bailey C, Moses S, Parker CB, et al. Male circumcision for HIV prevention in young men in Kisumu, Kenya: a 
randomized controlled trial. Lancet 2007;369: 643-56.  

 
v Gray H, Kigozi G, Serwadda D, et al. Male circumcision for HIV prevention in young men in Rakai, Uganda: a 
randomized trial. Lancet 2007;369:657-66.   

 
vi Auvert B, Taljaard D, Lagarde E, et al. Randomized, controlled intervention trial of male circumcision for reduction 
of HIV infection risk: the ANRS 1265 Trial. PLoS Med 2005;2(11):e298. 
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Participants  
 
The international consultation was attended by experts representing a wide range of  
stakeholders, including government representatives, researchers, civil society 
representatives, gender experts, human rights and women's health advocates, young 
people, funding agencies and implementing partners.   
  
Conclusions and Recommendations  
  
Conclusion 1: The research evidence is compelling  
The research evidence that male circumcision is efficacious in reducing sexual 
transmission of HIV from women to men is compelling. The partial protective effect of 
male circumcision is remarkably consistent across the observational studies 
(ecological, cross-sectional and cohort) and the three randomized controlled trials 
conducted in diverse settings.   
 
The three randomised controlled trials showed that male circumcision performed by 
well- trained medical professionals was safe and reduced the risk of acquiring HIV 
infection by approximately 60%.  

 
The efficacy of male circumcision in reducing female to male transmission of HIV has 
been proven beyond reasonable doubt. This is an important landmark in the history 
of HIV prevention.  
  
Recommendations :   
1.1 Male circumcision should now be recognized as an efficacious intervention for 
HIV prevention.  
1.2 Promoting male circumcision should be recognized as an additional, important 
strategy for the prevention of heterosexually acquired HIV infection in men.  
  

 
Conclusion 2: Male circumcision does not provide complete protection against 
HIV  
Male circumcision does not provide complete protection against HIV infection. 
Circumcised men can still become infected with the virus and, if HIV-positive, can 
infect their sexual partners. Promoting and providing safe male circumcision does not 
replace other interventions to prevent heterosexual transmission of HIV but provides 
an additional strategy.   
 
In all three randomized controlled trials HIV incidence was considerably lower in the  
intervention (circumcised men) than in the control group (uncircumcised men), but  
nevertheless remained high overall (0.7 to 1.0 per 100 person-years in circumcised 
men). This high incidence persisted in spite of intensive safer sex counselling, 
condom provision and the management of sexually transmitted infections. This 
underlines the need to strengthen comprehensive HIV prevention programmes even 
further.  
 
It is not known whether male circumcision reduces the sexual transmission of HIV 
from men to women. Although a reduction in HIV incidence among men will 
eventually result in lower prevalence in men and therefore less likelihood that women 
will be exposed to HIV, currently there are insufficient data to know whether male 
circumcision results in a direct reduction of transmission from HIV-positive men to 
women.  
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Recommendations:   
2.1 Male circumcision should never replace other known methods of HIV prevention 
and should always be considered as part of a comprehensive HIV prevention 
package, which includes: promoting delay in the onset of sexual relations, abstinence 
from penetrative sex and reduction in the number of sexual partners; providing and 
promoting correct and consistent use of male and female condoms; providing HIV 
testing and counselling services; and providing services for the treatment of sexually 
transmitted infections.   
  

 
Conclusion 3: Correct communication and messages on male circumcision are  
critical   
Now that male circumcision has been confirmed to lower the risk of heterosexual HIV  
acquisition among men, the demand for safe circumcision services from men is 
expected to increase. It is therefore critical to ensure that clear and correct 
information on the continuing need for other HIV prevention measures is also 
provided. This will be necessary to prevent men developing a false sense of security 
and engaging in high-risk sexual behaviours which could undermine the partial 
protection provided by male circumcision.  

  
Communities, and particularly men opting for the procedure and their partners, 
require careful and balanced information and education materials that underline that 
male circumcision is not a 'magic bullet' for HIV prevention but is complementary to 
other ways of reducing risk of HIV infection.  
 
The message that men who resume sexual activity before wound healing may be at 
higher risk of HIV infection, or if HIV-positive, at higher risk of infecting their sexual 
partners needs to be strongly conveyed.  
 
The message that male circumcision is very different from female genital mutilation 
also needs to be emphasized. Female genital mutilation has serious adverse effects 
on the health of women and on obstetric outcomes and, unlike male circumcision, 
has no demonstrated medical benefits.  
   
Recommendations:   
3.1 Global, regional and national level communication strategies need to ensure that 
clear and consistent messages are disseminated and that male circumcision is 
promoted within the context of comprehensive HIV prevention strategies.  
3.2 Messages need to be developed to ensure that men opting for the procedure, 
and where possible, their partners are counselled that male circumcision is only 
partially protective and therefore they need to continue to use other effective 
measures of HIV prevention.   
3.3 Messages and counselling should stress that resumption of sexual relations 
before complete wound healing may increase the risk of acquisition of HIV infection 
among recently circumcised HIV-negative men and may increase the risk of HIV 
transmission to female partners of recently circumcised HIV-positive men. Men who 
undergo circumcision should abstain from sexual activity for at least six weeks after 
the operation. Ideally, medical inspection should be conducted to check that wound 
healing is complete. Thereafter, other HIV prevention strategies, including the correct 
and consistent use of male and female condoms, should be promoted and adhered 
to, as for uncircumcised men.  
3.4 Messages should be carefully tailored, culturally sensitive, draw on local 
language and symbols, and be appropriate to the particular level of development and 
understanding of the population groups for which the messages are designed. 
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Messages should be addressed to both men and women.   
3.5 Clear messages should be developed to inform communities about what is 
known and what is not known about male circumcision, including lack of data on 
direct protection for women, or for either partner during anal sex with men or women.  
  

  
Conclusion 4: The socio-cultural context should inform male circumcision  
programming  
There are a wide range of socio-cultural issues to consider in the context of 
introducing or expanding the availability of male circumcision services. These issues 
differ according to circumcision history and practice in different communities.  
 
The major determinant of circumcision globally is religion; almost all Muslim and 
Jewish men are circumcised. In addition, substantial numbers of males are 
circumcised for cultural reasons. Male circumcision has strong cultural importance in 
certain communities; it may be performed in different ways with differing results (from 
a small cut to complete removal of the foreskin), and it frequently forms part of 
religious and cultural practices surrounding birth or transition of boys to manhood.  
 
Broad community engagement is required to introduce or expand access to safe 
male circumcision services. This also serves as a means of communicating accurate 
information about the intervention, notably that male circumcision provides only 
partial protection against the risk of acquiring HIV.    
  
Recommendations:   
4.1 Countries and institutions promoting male circumcision for HIV prevention should 
ensure that it is promoted and delivered in a culturally appropriate manner that 
minimizes stigma associated with circumcision status.   
4.2 Countries and international development partners should make resources 
available to support community and stakeholder consultations, involving traditional 
practitioners in places where they perform male circumcision to ensure engagement 
and participation of all relevant partners in the design of safe male circumcision 
programmes.   
4.3 The socio-cultural implications of male circumcision should be assessed at 
national and local levels with the participation of key stakeholders and taken into 
account in the design and implementation of policies and programmes.  
 
Conclusion 5: Human rights, legal and ethical principles must guide service 
delivery   
As is the case with medical and health procedures generally, promoting male 
circumcision for HIV prevention raises human rights, legal and ethical issues. Taking 
a human rights- based approach to the development or expansion of male 
circumcision services requires measures that ensure that the procedure can be 
carried out safely, under conditions of informed consent, and without coercion or 
discrimination. Such measures should already be features of good medical care.    
 
Communities where male circumcision is introduced have a right to clear and  
comprehensive information about what is known and not known about male 
circumcision and HIV prevention.  Men opting for male circumcision have the right to 
receive full information on the benefits and risks of the procedure.   
  
Recommendations:   
5.1 Countries should ensure that male circumcision is provided with full adherence to 
medical ethics and human rights principles. Informed consent, confidentiality and 



Literature Review on Male Circumcision and Prevention from Mother to Child Transmission 

 

 62

absence of coercion should be assured.  
5.2 Where male circumcision is provided for minors (young boys and adolescents), 
there should be involvement of the child in the decision-making, and the child should 
be given the opportunity to provide assent or consent, according to his evolving 
capacity. Depending on the local laws, some mature minors may be able to give 
independent informed consent. Parents who are responsible for providing consent, 
including for the circumcision of male infants, should be given sufficient information 
regarding the benefits and risks of the procedure in order to determine what is in the 
best interests of the child.   
5.3 Before policy makers and programme developers promote male circumcision for 
specific population groups, they should justify the reasons after conducting an 
analysis of the ethical and gender implications; this analysis should be conducted in 
consultation with members of such population groups, stakeholders and other critical 
decision makers.  
5.4 Countries considering the introduction or expansion of male circumcision 
services for HIV prevention should ensure that appropriate laws, regulations and 
policies are developed so that male circumcision services are accessible, provided 
safely and without discrimination.  
  
Conclusion 6: The gender implications of male circumcision as an HIV 
prevention method must be addressed  
In all male circumcision programmes, policy makers and programme developers 
have an obligation to monitor and minimize potential harmful outcomes of promoting 
male circumcision as an HIV prevention method such as unsafe sex, sexual violence, 
or conflation of male circumcision with female genital mutilation.   
 
The expansion of safe male circumcision services provides an opportunity to 
strengthen and expand HIV prevention and sexual health programmes for men, it 
also provides a means to reach a population that is not normally reached by existing 
services.    
  
Recommendations:  
6.1 Policy makers and programme managers should maximize the opportunity that 
male circumcision programmes afford for education and behaviour change 
communication, promoting shared sexual decision-making, gender equality, and 
improved health of both women and men.  
6.2 Policy makers and programme developers should adopt approaches to the scale-
up of male circumcision services that include the goals of changing gender norms 
and roles and promoting gender equality;  programme managers should monitor and 
minimize potential negative gender-related impacts of male circumcision 
programmes.  
6.3 Male circumcision service provision should be used as an opportunity to address 
the sexual health needs of men, and such services should actively counsel and 
promote safer and responsible sexual behaviour.   
  
Conclusion 7: Programmes should be targeted to maximize the public health 
benefit  
The population level impact of male circumcision will be greatest in settings 
(countries or districts) where the prevalence of heterosexually transmitted HIV 
infection is high, the levels of male circumcision are low, and populations at risk of 
HIV are large. A population level impact of male circumcision on HIV transmission in 
such settings is not likely until a large proportion of men are circumcised, although 
benefit to the individual is expected in the short term. Modelling studies suggest that 
universal male circumcision in sub-Saharan Africa could prevent 5.7 million new 
cases of HIV infection and 3 million deaths over 20 yearsvii.   



Literature Review on Male Circumcision and Prevention from Mother to Child Transmission 

 

 63

 
The greatest potential public health impact will be in settings where HIV is 
hyperendemic (HIV prevalence in the general population exceeds 15%), spread 
predominantly through heterosexual transmission, and where a substantial 
proportion of men (e.g. greater than 80%) are not circumcised.   
 
Other settings where public health impact will be considerable include those with 
generalized HIV epidemics where prevalence in the general population is between 
3% and 15%, HIV is spread predominantly through heterosexual transmission and 
where relatively few men are circumcised.  

  
In settings with lower HIV prevalence in the general population, including where HIV 
infection is concentrated in specific populations at higher risk of HIV exposure, such 
as sex workers, injecting drug users or men who have sex with men, limited public 
health benefit would result from promoting male circumcision in the general 
population. However, there may be individual benefit for men at higher risk of 
heterosexually acquired HIV infection such as men in sero-discordant partnerships 
and clients presenting at clinics for the management of sexually transmitted 
infections. There is insufficient evidence to suggest that circumcision reduces HIV 
transmission among men who have sex with men.  
 
In high HIV prevalence settings, greatest public health impact will result from 
prioritizing expansion of male circumcision services for younger males (for example 
between the ages of 12-30 years), among whom HIV prevalence may still be 
relatively low but incidence could be high now, or in subsequent years. Priority could 
also be given to HIV-negative men of any age who have indications of being at 
higher risk for HIV, such as men presenting with sexually transmitted infections.   
 
The public health benefits of male circumcision will be realized at different time 
intervals depending on the age group that is prioritized for circumcision; boys and 
young men before sexual debut are a relatively easy group to reach but measurable 
impact is not likely to be realized for over 10 years; if older boys and men up to age 
30 years are prioritized a more rapid effect can be expected. Circumcision of 
neonates, in whom the procedure is simpler and less risky, can be considered as a 
longer-term strategy to promote circumcision in the general population, but impact of 
this strategy on HIV incidence would not be expected for at least 20 years.    
  
Recommendations:  
7.1 Countries with hyperendemic and generalized HIV epidemics and low prevalence 
of male circumcision should identify priority geographic settings where male 
circumcision is likely to have the greatest impact on the HIV epidemic and 
progressively expand access to safe male circumcision services within the context of 
ensuring universal access to comprehensive HIV prevention, treatment, care and 
support.   
7.2 Such countries should consider scaling up access to male circumcision services 
as a priority for adolescents, young men, and as indicated by the local epidemiology 
and other considerations, older men at particularly high risk of HIV.  
7.3 Since neonatal circumcision is a less complicated and risky procedure than 
circumcision performed in young boys, adolescents or adults, such countries should 
consider how to promote neonatal circumcision in a safe, culturally acceptable and 
sustainable manner.  
                                                       
vii Williams BG, Lloyd-smith JO, et al. the potential impact of male circumcision on HIV in sub-Saharan Africa. PLoS 
Med 3 (7):e262.  
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7.4 Countries with other HIV epidemic situations should carefully consider the 
potential impact that promoting male circumcision and expanding safe circumcision 
services will have on their HIV epidemic.  
7.5 Careful monitoring and evaluation of male circumcision service delivery for 
possible untoward effects such as increases in unsafe and unprotected sex and 
increases in sexual violence should be undertaken to ensure that programmes 
promoting male circumcision for HIV prevention meet their desired objectives.   
7.6 Male circumcision services should not be delivered in isolation, but as part of a  
recommended minimum package which includes information about the risks and 
benefits of the procedure, counselling about the need to adopt and maintain safer 
sex practices, access to HIV testing, condom promotion and provision, and the 
management of sexually transmitted infections.  
  
Conclusion 8: Health services need to be strengthened to increase access to 
safe male circumcision services  
Health systems in developing countries are weak and there is a shortage of skilled 
health professionals. The development and expansion of male circumcision services 
for HIV prevention should not disrupt health systems and the implementation of other 
health programmes.   
 
The safety of male circumcision depends on the setting, equipment and expertise of 
the provider. When circumcision is performed in clinical settings under aseptic 
conditions, by well-trained and adequately equipped health care personnel, 
complication rates are low. High rates of complications have been found when male 
circumcision is provided by untrained, poorly equipped providers and in some 
traditional settings. Male circumcision should not be scaled up without assurance of 
quality and safety of services and appropriate follow-up of clients.   
 
Integrated approaches to deliver male circumcision services with other essential HIV 
and sexual health services are most likely to be sustainable in the longer term. 
However, vertical, stand-alone programmes that provide the recommended minimum 
package of services may be useful in the short term to expand access to safe male 
circumcision services and to train providers in standardized procedures, especially 
where demand is high and health systems are weak.   
  
Recommendations:   
8.1 Needs assessments should be undertaken to describe and map out the 
anticipated scope of male circumcision scale-up, human resource and training 
needs, infrastructure, commodities and logistic requirements, costs and funding, and 
systems for monitoring, evaluation and follow-up.   
8.2 Training and certification of providers should be rapidly implemented to increase 
the safety and quality of services in the public and private sectors.  
8.3 Supervision systems for quality assurance should be established along with 
referral systems for the management of adverse events and complications.  
8.4 Information on traditional practices is required and ways should be found to 
engage traditional practitioners to improve the safety of their services and 
counselling on sexual and reproductive health.  
8.5 Appropriate service delivery models depend on the context and should be 
determined locally.   
8.6 If vertical programmes are established in order to rapidly expand access to safe 
male circumcision services, there should be a clear strategy to ensure that these 
services are integrated into strengthened health systems as soon as it is feasible.  
  
Conclusion 9: Additional resources should be mobilized to finance the 
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expansion of safe male circumcision services   
HIV prevention programmes are still under resourced and male circumcision requires 
new and additional investment if it is to be expanded. The financial resources 
required to rapidly and safely expand male circumcision services for HIV prevention 
are large and will require efficiency in the use of existing resources and the 
commitment of additional resources by countries and donors.   
  
The cost of service at the point of delivery can be a barrier to men seeking safe male  
circumcision services and needs to be addressed. Based on early studies, the cost-  
effectiveness of male circumcision is comparable to other HIV prevention strategies.viii    
  
Recommendations:   
9.1 Countries should estimate the resources needed, develop costed national plans 
and allocate resources for male circumcision services without taking away resources 
from other essential health programmes.  
9.2 In view of the large public health benefit of expanding male circumcision services 
in countries with generalized HIV epidemics, such countries should consider 
providing male circumcision services at no cost or at the lowest cost possible to the 
client, as for other essential health services.   
9.3 Bilateral and multilateral donors should consider male circumcision as an 
important, evidence-based intervention for HIV prevention and allocate resources 
accordingly.  
9.4 Countries that decide to promote male circumcision for HIV prevention should 
ensure that existing resources are used as efficiently as possible and that sufficient 
resources are allocated to establish services that will be sustainable for the long 
term.  
  
Conclusion 10: Promoting circumcision for HIV-positive men is not 
recommended   
A randomized controlled trial of circumcision among HIV sero-discordant couples in 
Rakai, Uganda, has recently stopped recruitment on the advice of the Data and 
Safety Monitoring Board because of concern that numbers would be inadequate to 
show a protective effect ix. The trial was undertaken because prior observational 
studies suggested that circumcised HIV-positive men might be less likely to transmit 
HIV to their female partners than uncircumcised HIV positive men. Preliminary 
results from the trial showed no significant difference in HIV transmission from 
circumcised HIV positive men compared to uncircumcised HIV-positive men. 
Participants will continue to be followed and it is still possible that a benefit of 
reduced risk of transmitting HIV infection could be realized several months or years 
after the operation. Preliminary data from the trial suggested that recently  
circumcised HIV-positive men who resumed sexual activity before certified wound 
healing were more likely to transmit HIV than those who waited until complete wound 
healing, but this observation was based on very small numbers.   
 
All men undergoing male circumcision, regardless of HIV status need to understand 
the importance of abstaining from sex until complete wound healing.   
 
                                                       
viii Kahn JG, Marseille E, Auvert B. Cost-effectiveness of male circumcision for HIV-prevention in a South African 
setting. PLoS Med 3(12):e517  
 
ix Rakai Health Sciences Program. Study presents new information on male circumcision to prevent spread of HIV in 
Africa. Press release March 6, 2007.  
  
 
There is currently insufficient evidence of individual or public health benefit to 
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recommend male circumcision for HIV-positive men. Since persons with severe 
immunodeficiency may have increased complication rates following surgery, male 
circumcision in HIV-infected men should only be recommended when it is medically 
indicated.   
  
Recommendations:   
10.1 Based on the current available evidence, male circumcision is not 
recommended for HIV-positive men as an intervention to reduce HIV transmission to 
women.   
10.2 If medically indicated, male circumcision should be provided to all men 
irrespective of HIV status.   
10.3 If male circumcision is requested by men with HIV infection following in-depth  
counselling on the known risks and benefits, it should not be withheld unless it is 
medically contraindicated.  
10.4 HIV testing should be recommended for all men seeking male circumcision, but 
should not be mandatory.  
  
Conclusion 11: Research is needed to guide programme implementation   
Additional research is needed to inform the development, implementation and 
monitoring of male circumcision programmes. It is important to conduct operations 
research as services are scaled up to determine the most effective ways to provide 
and sustain services. Research gaps need to be identified and prioritized in order to 
obtain further information for policy development and implementation of safe and 
sustainable male circumcision programmes. A separate consultation will be 
necessary to delineate global, regional and national research priorities.  
  
Recommendations:   
11.1 Further research should be conducted to clarify the risks and benefits of male 
circumcision with regard to HIV transmission from HIV-positive men to women, for 
men who have sex with men and in the context of heterosexual anal sex. The safety 
of male circumcision in HIV-positive men should be studied further.  
11.2 Operations research should be conducted as services are scaled up to 
determine the best models and packages for service delivery in different epidemic 
settings, for different population groups and at different ages, how to achieve 
optimum quality services, including effective counselling methods, and to document 
changes in HIV-related individual and community perceptions and behaviours.   
11.3 More information should be gathered on the resource needs required to expand 
safe male circumcision services.   
11.4 Other potential benefits or risks of male circumcision,  including the potential 
protective effects of male circumcision on other sexually transmitted infections, 
should be investigated.   
11.5 Simpler and safer methods for performing male circumcision in resource-limited 
settings, including the use of suture-less, blood-free procedures and  devices, need 
to be developed and assessed.  
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Annexure 2 
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