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An initial short-term study on male circumcision led by the Agence nationale de recherche sur le sida (ANRS) at Orange Farm in
South Africa revealed a reduction of 60% in the risk of HIV transmission among circumcised men who have heterosexual sex1.
Thereafter, two further studies carried out by the National Institutes of Health (NIH), one in Kisumu in Kenya2, the other in Rakai in
Uganda,3 demonstrated a reduction of around 50% in the risk of HIV infection within the context of heterosexual sex practiced by
men who had been circumcised. Following on from these results, the WHO and UNAIDS quickly organised a congress of experts
whose conclusions envisage “considering male circumcision as a significant supplementary means of reducing the risk of heterosexual
HIV transmission in men.”4. Male circumcision therefore appears to be a possible method of reducing risk in specific situations.
However, in parallel to the interpretation of the results, studies are generating debate among the scientific community and are also
raising a number of questions with regard to its implementation and role in terms of public health strategy. The heavy media
coverage of the recent results of this research and the confusion that this has caused in terms of understanding of the messages of
prevention has prompted the Conseil national du sida (CNS) to take steps to clarify the situation.

I THE RELATIONSH IP BETWEEN MAL E CIRCUMCISION AN D HIV
PREVALE NCE
A MULTIFACTORIAL APPROACH NEEDS TO BE TAKEN TO INTERPRET THE LEVELS OF
PREVALENCE
The point of departure for this research into male circumcision originates from the observation of an overlap between regions where
male circumcision is more common and areas with low HIV prevalence. Consequently, in Sub-Saharan Africa where the proportion of
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circumcised men is relatively low (less than 20%), prevalence is higher than in regions where male circumcision is more widespread
(above 80%) 5.
Other studies, however, indicate that a population where male circumcision is widespread can also exhibit a high HIV prevalence. In
Cameroon, where 93% of the population is circumcised, HIV prevalence among circumcised men is 4.1% compared to 1.1% among
uncircumcised men. In Lesotho, where half of the population is circumcised, the prevalence among circumcised men is 22.8%
compared to 15.2% among uncircumcised men6. There are numerous other contradictory examples. The transmission of HIV infection
depends on various factors, and a multifactorial approach needs to be taken to interpret the levels of prevalence. Cultural and
religious factors have an important role to play in terms of their impact on behaviour7. It is also important to bear in mind the fact
that the African population travels and moves around a lot8. However, these do not invalidate the concordant results of the studies,
which have been verified9. The reduction in the risk of transmission linked to male circumcision appears to be very real. Male
circumcision, however, although it reduces the risk of HIV transmission, does not provide total protection against it: Let's remember
that, in the studies on male circumcision, new cases of HIV infection were reported in circumcised and uncircumcised groups even
though the individuals had been told of the importance of using condoms.

FROM THEORY TO PRACTICE
The extrapolations drawn from these results regarding the possible impact on the epidemic are more arguable. Several researchers
have attempted to use these results to illustrate the impact of male circumcision on the epidemic of HIV infection by modelling the
spread of the incidence. Male circumcision could reduce the number of new infections by around two million and the number of
deaths by around 300,000 over the next ten years10. These mathematical models are extrapolations based on the hypotheses that
underpin them. They do not take into account sociological or anthropological data, nor the likelihood of reproducing the results
obtained under controlled experiments in real life. Transmission of the virus by an infected woman to a non-infected man is a
random event whose cumulative probability over 12 months, assuming repeated exposure, is between 10% and 20%11. In the case
of repeated exposure, even though the circumcised man is less at risk of contracting any possible infection, the phenomenon of
repetition will eventually lead to him becoming infected too – although it will take longer12.
Moreover, although male circumcision reduces the risk of infection for men, it does not protect women, who will continue to become
infected. The cost/efficiency assessment of carrying out male circumcision on a large scale in regions with high prevalence has been
positive. However, behavioural factors leading to risk-taking may cancel out the possible benefit of male circumcision on a wider
scale13.

THE NEED FOR COMPLEMENTARY RESEARCH IN SOCIAL SCIENCE
Although male circumcision is without doubt an important element in reducing the risks of HIV transmission from women to men,
there are other factors at stake14. A study in Rakai in Uganda shows that circumcised men increase the frequency of their sexual
relationships in the 12 months following circumcision, and can increase their number of partners by more than 25%15. Furthermore, a
study in Kenya on men who had decided to be circumcised shows that they had a higher tendency to take greater sexual risks than
those who had not been circumcised16. In the same way, the population’s beliefs regarding male circumcision and sexual activity
vary, as this study carried out in South Africa shows: 30% of uncircumcised men believe that it will increase their sexual
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performance and 14% believe it will reduce their pleasure17. In Kenya, in the province of Nyanza, more than fifty percent of
uncircumcised men think that women enjoy sex better with circumcised men. Women take a similar view18. Studies on changes in
sexual behaviour following campaigns promoting male circumcision need to be carried out over a prolonged period. The ANRS is
carrying out a new study over the course of 5 years across the entire Orange Farm region. The study will involve at least 30,000
people. It aims to evaluate the impact of a prevention programme on understanding and practices relating to male circumcision, as
well as the HIV prevalence in the region19. However, even then, it is not certain that this wider study will be sufficient to conclude a
reduction in the transmission of HIV through male circumcision across the entire continent.

II THE DANGERS OF AN AFFIRMED POLICY OF MALE CIRCUMCISION
PROMOTING MALE CIRCUMCISION MAY CONFUSE EXISTING PREVENTION MESSAGES.
In March 2007, the WHO and UNAIDS published the findings of an international technical consultation and reiterated the fact that
“male circumcision does not provide complete protection against HIV”20, but is a supplementary means of reducing the risk of
infection. It must only be used within the framework of a wider strategy aimed at preventing HIV. Even though no studies
demonstrate this at the moment, there is a serious risk that people will mistakenly believe themselves completely protected from
the virus and will use fewer condoms. How can it be explained clearly to people that they must be circumcised in order to reduce
the risk of transmission, but the use of other forms of prevention (abstinence, fidelity, condoms, etc.) remains essential despite this?

MALE CIRCUMCISION MAY INCREASE THE NUMBER OF INFECTIONS
Various authors have highlighted the importance of ritual male circumcision in certain African populations and the inherent risks of
infection21. In certain communities, it forms part of a rite of passage to adulthood, or it is a ritual associated with marriage that
leads to rapid and repeated sexual activity after the act of circumcision itself22. In the first month, while scar tissue is forming, men
are much more vulnerable to the transmission of HIV and increase their risk of infecting or being infected by their partners. Similarly,
a study in Uganda that was part of a trial showed that around 10% of serodifferent couples, where the man was infected with the
HIV virus, resumed sexual activity before the doctor had declared the man’s scarring process to be complete – ultimately leading to
infection of his partner23. The few studies on the links between male circumcision and sexual activity may lead us to believe that the
beliefs held by the population concerning male circumcision could give rise to paradoxical effects. It is primarily the symbolic
aspect that the population has in mind; it is also chiefly ritual practitioners who carry out the circumcision24 and in terms of hygiene
and safety the results are far from ideal25. There have even been incidences where people have died26. Circumcision is therefore
linked to socio-cultural concerns that set in competition hospital workers, who use it as a means of supplementing their salary, and
the ritual practitioners who occupy a central role as the “cutter” in their traditional society27. The wider use of male circumcision
therefore calls for an examination of the place of ritual practitioners, “cutters”, compared to hospital workers at the core of this
public health policy28. This examination also needs to be carried out on the risks of virus transmission during the surgical procedure
itself. A study performed in Kenya, Lesotho and Tanzania has demonstrated that a significant proportion of children who were
infected with HIV and who had not had prior sexual relations were probably infected through the act of circumcision as a result of
poor hygiene29.
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CIRCUMCISION CAN LEAD TO UNETHICAL PRACTICES
The act of circumcision brings with it numerous ethical risks. Circumcision must not be carried out without the informed consent of
the individual or his parents30. The recommendations of the WHO indicate that circumcision is not advisable for men infected with
HIV, which implies that a screening test needs to be offered with the circumcision31. As the issue of mandatory screening is
becoming increasingly prevalent in the countries of Africa, the risk that male circumcision could serve as a pretext for enforcing
testing in a coercive manner must not be underestimated. This would merely lead to screening being rejected by the population –
even though it is one of the key pillars of prevention policy. The issue of stigmatisation must be carefully watched for, as the painful
memories of the Second World War must not be forgotten. Non-circumcision could equally be a reason for stigmatisation. Indeed,
twenty Kenyan pupils have already been sent home from school for not being circumcised, as the headmaster wanted these pupils to
be circumcised in order to reduce the risks of HIV transmission32.

RITUAL MALE CIRCUMCISION AND MEDICAL CIRCUMCISION
In many countries in Africa, male circumcision and excision are linked in people's minds. It is impossible to consider circumcision
independently of other forms of physical mutilation, such as excision in Central and Western Africa. The same word, meaning “to
cut”, is used for the two procedures in a great number of African languages, while in English the terms used are male and female
circumcision, or excision in the latter case. There is therefore a risk of confusion. Circumcision and excision are part of the
individual’s personal and physical development, allowing the man or woman to identify him or herself within their society. This ritual
act of circumcision or excision reinforces the separation of the sexes and their hierarchy within their society, and both acts are hard
to dissociate in people’s minds 33. Physical mutilation is often a rite of passage and inscribes a personal and collective memory on
the body. Circumcision often represents a symbolic death and rebirth. Circumcision is a significant ideological and religious issue. In
Gabon, for example, circumcision is carried out a second time when the individual reaches adulthood. In societies where women
must have children before they are officially married, excision only takes place after the children are born34. The encouragement of
male circumcision for medical reasons and not for traditional reasons could also destabilise the policy aimed at eliminating female
circumcision, especially at a time when certain traditional practices which had fallen into disuse are being revived. This is reflected
in considerable identity movements. Moreover, in order to discourage ritual circumcision, some countries are planning to forbid the
act before the age of sixteen35, whereas one of the WHO’s recommendations is to encourage circumcision of newborns, since this is
simpler and less risky36.

III THE PLACE OF MALE CIRCU MCISION IN STRATEGIES AIME D AT
FIGHTIN G AIDS
MALE CIRCUMCISION AND UNCLEAR COMMUNICATION
It may be somewhat surprising to see that the WHO has published its recommendations so quickly, while at the same time stressing
the need for supplementary research37. The media resonance that has surrounded the publication of the study results on male
circumcision by the ANRS is harmful, even though it declares that further studies are required. The act of encouraging male
circumcision must not follow on from the fatigue or partial failure of the fight against the spread of HIV/AIDS38. The impact of this
discovery has even been compared to that of multiple treatments, or even of a vaccine, and in so doing confuses the issue. There
have even been reports in the medical press with titles such as “Male circumcision protects men from HIV”39. Nevertheless, in these
eleven recommendations, the WHO appears more cautious, principally reiterating the fact that male circumcision must form part of a
full raft of preventative measures, and that healthcare services must be reinforced in order to ensure the safe delivery of high-
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quality services40. But it is the message of a “miracle cure” that has taken precedence in the media, despite the WHO’s reservations.
If the promotion of male circumcision were to cause a relaxation in preventative behaviour with less use of condoms, then the results
would be dramatic. The dangers of reducing efforts relating to prevention are real if communication is not handled correctly.

MALE CIRCUMCISION IS NO SUBSTITUTE FOR ANTIRETROVIRAL TREATMENTS
The strengthening of health care services requested by the WHO is countered by the issue of a crisis in terms of human resources in
developing countries41. Medical personnel are already too few and far between to provide the necessary care to the fight against HIV,
and it would seem difficult to add the extra burden which would arise from the circumcision of several million men. The same goes
for South Africa where, although treatment is more accessible than in other countries, it is estimated that only a third of people
needing treatment actually receive it, primarily as a result of a shortfall in medical personnel. Moreover, for the entire fight against
the epidemic in 2008, the evaluated available resources will be no more than 10 billion dollars42, whereas the estimated demand
for 2008 will be 22 billion dollars43. Added to these anticipated needs would be the extra funding required to facilitate the more
widespread implementation of male circumcision44. This cost issue, together with that of human resources, will therefore have a
knock-on effect on the priorities to be implemented within the context of health care policies. Antiretroviral treatments, as well as
their curative effects, can facilitate a significant reduction in the risks of HIV transmission45. Studies show that, between serodifferent
couples, the start of treatment has effected a reduction of between 50% and 85% in the transmission of HIV46. To date, the WHO
has encouraged the start of treatment on as wide a scale as possible, a practice propagated by the member states of the United
Nations who are committed to universal access to treatment, care and support services by 2010. This programme therefore
facilitates the implementation of a network of care, but also a greater reduction in the risk of transmission for the population as a
whole compared to male circumcision. The promotion of male circumcision must not become a lower-cost policy in the fight against
the epidemic in developing countries to the detriment of access to drugs.

MALE CIRCUMCISION CANNOT BE A MEANS OF PREVENTION ON ITS OWN
Current prevention policies are essentially centred, beyond fidelity and abstinence, around the use of condoms. Individual prevention
involves adopting measures that should allow each individual to avoid becoming infected, such as the use of condoms or abstinence
if this is acceptable. Because male circumcision does not provide total protection against infection, it cannot be considered as an
individual method of prevention. It is a means of reducing risks aimed at lowering the risks of transmission of infection among a
population in the same way as reducing the number of partners or providing treatment for infected individuals. The aim is not to
impose a sole method of prevention, one that is 100% reliable, and which, if it is not used all the time, will lose its effectiveness.
Male circumcision should therefore form part of a raft of preventative measures, including this means of risk reduction among others.
In countries with high prevalence, male circumcision could benefit the male population where the use of condoms would not be
sufficiently widespread. On the other hand, women cannot benefit directly from this potential advantage. In any case, they do not
have to consent to a sexual relationship with a man without using a condom, just because he is circumcised. Male circumcision
should form part of a system that offers access to screening and treatment and care for infected individuals, combined with an
education and information programme aimed at encouraging changes in sexual behaviour. The ultimate goal of this programme would
be to promote the use of condoms by the entire population.

MALE CIRCUMCISION AS A MEANS OF RISK REDUCTION IS AIMED SOLELY AT
COUNTRIES WITH HIGH PREVALENCE
The same measures are not applicable to the Northern countries. The recommendations of the WHO state that this strategy is aimed
at countries with high prevalence, and not at countries with low prevalence or in countries where it relates specifically to one part of
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the population such as in France or the United States47 . Moreover, the results on male circumcision relate solely to heterosexual,
vaginal sex. As reiterated at the 4th Francophone Conference on HIV/AIDS, we must “think of means of intervention not just solely
from the point of view of their legitimacy or relevance such as we see them..., but rather from the point of view of the way in which
they are perceived and accepted, rejected or adopted”48 . The New York Times has also stated, somewhat misguidedly, that the city’s
health care services were preparing a campaign aimed at encouraging “men at high risk” to get themselves circumcised4 9 . The city’s
health chief is reported to have said that “the risk of catching HIV from anal penetration is practically the same as for vaginal
penetration... hence the protection offered by male circumcision could thus be the same as that found in the African studies”50 . In
France, Sida Info Service has begun receiving calls from people wanting to find out whether, if the man is circumcised, it is still
necessary to wear a condom, and whether there was a need for men to have themselves circumcised. In the same way, the website
The Warning has published numerous articles highlighting the fact that, at first glance, France is not implicated as a result of the low
prevalence among the general population, but that “it would probably be worthwhile considering a possible recommendation for
people who travel regularly to countries with high prevalence”. The author adds that this recommendation could also be of interest to
homosexuals and that the choice should be left to the individual51 . However, no research has shown that male circumcision reduces
the risk of transmission within the context of sexual relationships between men. This interpretation of the results suggested by
certain sources is not borne out by any data. It does not take account of the fact that the majority of the American homosexual
population is already circumcised and yet it still has a high prevalence.
The current results of studies on male circumcision illustrate the need for supplementary research in order to better define the real
impact that male circumcision could have on the epidemic’s dynamics. Within the context of the strategies used in the fight against
infection with HIV, the implementation of male circumcision as part of a raft of preventative measures could destabilise health care
delivery and at the same time confuse existing prevention messages. Experience has shown that it is extremely difficult to
communicate prevention using several means, and the addition of a new ‘tool’ could actually cause a result opposite to that which
was originally intended. As the recommendations by the WHO highlight, this strategy is not aimed at countries with low prevalence
or where it relates specifically to one part of the population such as in France or the United States52. To date, the WHO has
encouraged the start of treatment on as wide a scale as possible and male circumcision should not sway this commitment. Male
circumcision must not become a lower-cost solution that has a detrimental effect on drug-based treatments in developing countries.
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