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ted physicians. “It was founded 
by really visionary people,” said 
Holly Norrod, a general internist 
who joined the group this past 
summer. She said recruitment 
advertisements she received from 
other practices focused on near-
by recreational or cultural oppor-
tunities. Urban Medical’s ad “re-
ally stuck out,” said Norrod, 
“because it was the only one I 
got that said anything about 
taking care of people.”

At Duke, faculty in the De-
partment of Community and 
Family Medicine are using Just 
for Us and other community-
based primary care programs as 
a way both to reach underserved 
patients and to teach residents 
and medical students how to 
practice as part of a multidisci-
plinary team. The patients in 
Just for Us have office-based 
primary care doctors but need 
frequent monitoring and can’t 
easily get to medical appoint-

ments. “We think of ourselves 
as the outreach arm” for the pa-
tients’ primary physicians, said 
J. Lloyd Michener, chairman of 
the Department of Community 
and Family Medicine. “A doc 
cannot do it all.”

Michener said the program 
and various school- and neigh-
borhood-based clinics are also 
used as educational settings for 
Duke’s newly redesigned family 
medicine residency. “We can’t 
tell if it’s a reignited interest in 
family medicine or just the ap-
proach we have,” he said, “but 
we have more applications to 
the program than we’ve had in 
the last 20 years.”

A few years ago, resident 
Robin Ali agreed to become the 
primary physician for a panel of 
elderly members of Just for Us 
and soon realized that she loved 
the job. Now the program’s part-
time medical director, she hopes 
to combine patient care with re-

search on health disparities. She 
said many of her students and 
residents are attracted to pri-
mary care but decide against it 
for financial reasons. “A lot of 
people have said, ‘I’d love to do 
what you’re doing, but how do 
you get paid?’ ” she said. “It is a 
sacrifice. But it’s a fantastically 
rewarding experience.”
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Circumcision — A Surgical Strategy  
for HIV Prevention in Africa
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In a radical departure from 
earlier strategies, public health 

officials are now arguing that 
circumcision of men should be a 
key weapon in the fight against 
infection with the human im-
munodeficiency virus (HIV) in 
Africa. Recent studies have 
shown that circumcision reduces 
infection rates by 50 to 60% 
among heterosexual African men. 
Experts estimate that more than 
3 million lives could be saved in 
sub-Saharan Africa alone if the 

procedure becomes widely used. 
But skeptics argue that efforts 
to “scale-up” circumcision pro-
grams on the continent that has 
the fewest physicians per capita 
may draw funds away from other 
necessary public health programs, 
ultimately threatening already 
tenuous health care systems.

How circumcision prevents 
HIV transmission is not com-
pletely understood, but scientists 
believe that the foreskin acts as 
a reservoir for HIV-containing 

secretions, increasing the con-
tact time between the virus and 
target cells lining the foreskin’s 
inner mucosa. Early evidence of 
circumcision’s protective effect 
dates back to the late 1980s. Re-
searchers working in Africa and 
Asia noticed that HIV-prevalence 
rates differed dramatically among 
neighboring regions and were 
often lowest in areas where cir-
cumcision was practiced. More 
than 40 observational studies 
followed, but most researchers 
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remained skeptical about the re-
sults. Then, in 2002, Bertran 
Auvert, professor of public health 
at the University of Versailles, 
launched one of the first ran-
domized, controlled trials of cir-
cumcision in Orange Farm, South 
Africa, a community with a low 
rate of circumcision and a high 
prevalence of HIV infection. Af-
ter the 12-month interim analy-
sis, the data and safety monitor-
ing board decided to stop the 
trial. The data were clear: cir-
cumcision reduced the rate of 
HIV infection among heterosex-
ual men by 60%.1

Since then, two other random-
ized, controlled clinical trials in 
Kenya and Uganda have con-
firmed the results from South 
Africa.2,3 Both were stopped ear-
ly because of overwhelmingly 
positive results. The research 
teams thought it was unethical 
to require men in the control 
group to wait 24 months before 
undergoing circumcision. A few 
men had already obtained off-
protocol circumcisions, but since 
the study results were released, 
the demand has skyrocketed. 
“We have three operating rooms 
running every day,” said Ronald 
Gray, lead author on the Ugan-
dan study and professor at the 
Johns Hopkins Bloomberg School 
of Public Health. “We have done 
about 1000 surgeries in 3 months 
— after completing all of the 
surgeries for trial participants.”

Researchers have also found 
that circumcision provides in-
creased protection against the 
human papillomavirus, herpes 
simplex virus, syphilis, and chan-
croid. But the most compelling 
evidence is still for HIV preven-
tion, argues Roger Shapiro, a re-
searcher at Harvard School of 

Public Health who is helping to 
implement a pilot program to of-
fer infant circumcision in Botswa-
na: “Circumcision isn’t a new 
scientific breakthrough, but it 
works. It is the only proven med-
ical intervention that can com-
plement condom use and improve 
protection. If we had this level 
of data for a vaccine or a micro-
bicide, you can bet there would 
be a massive push for immediate 
scale-up.”

Key distinctions between penile 
surgery and less-invasive meth-
ods of HIV prevention, however, 
may hinder momentum. For one 
thing, some African officials re-
main wary of circumcision be-
cause of concerns about cost and 
safety. Currently, physicians are 
performing most circumcisions, 
but many countries are hoping 
to decrease costs by training a 
cadre of lower-level health care 
workers (such as medical or clin-
ical officers and nurses) to fill 
the provider gap that many 
countries face. Adequate train-
ing is essential, however, since 
complication rates ranged from 
1.7 to 3.6% among HIV-negative 
men in the trials (as compared 
with rates of 0.2 to 2.0% associ-
ated with infant circumcision in 
the United States). Most compli-
cations were minor — pain or 
bleeding — but higher compli-
cation rates have been reported 
outside trial settings. One recent 
report indicated that severe com-
plications developed in 18% of 
men, and 6% had permanent ad-
verse sequelae including mutila-
tion of the glans, excessive scar-
ring, and erectile dysfunction.4 In-
adequate sterilization procedures 
and surgical instruments were 
probably important factors in the 
higher rates, but Daniel Halperin, 

senior research scientist at Har-
vard School of Public Health, ar-
gues that high complication rates 
primarily reflect a problem with 
training, not with the procedure 
itself: “Circumcision can be per-
formed safely, with relatively few 
complications, anywhere in the 
world, if clinicians are trained 
properly.”

Policymakers are also strug-
gling with complex cultural bar-
riers in societies where circum-
cision is not part of mainstream 
practice. In countries such as 
South Africa, for example, most 
men are not circumcised, but cer-
tain subpopulations, including the 
Xhosa ethnic group, practice cir-
cumcision of boys as a rite of pas-
sage into manhood. Many South 
Africans frown on the practice, 
and after several young Xhosa 
boys died from circumcision-relat-
ed complications, then-President 
Thabo Mbeki signed a bill ban-
ning (with some religious and 
medical exceptions) circumcision 
in boys under 16 years of age. 
Some fear that the deaths asso-
ciated with traditional circumci-
sion have prevented expansion 
of the program in South Africa, 
but others argue that offering 
clean, safe medical circumcision 
to these communities could be 
lifesaving.

Many public health researchers 
fear that there are deeper reasons 
for some African governments’ 
skepticism. Some speculate that 
Africa’s colonialist history has 
left these leaders with lingering 
suspicions about possible op-
pression, which have long taken 
the form of “deep denial regard-
ing HIV treatment and prevention 
in certain regions of Africa,” ac-
cording to Francois Venter, clin-
ical director of HIV management 
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and reproductive health at the 
University of the Witwatersrand 
in South Africa. Others refer-
ence the dark history of surgical 
interventions deployed in the 
name of public health, citing the 
Indian sterilization camps of the 

1970s. All agree that implemen-
tation of circumcision on a na-
tional level will require in-country 
champions and strong political 
will to succeed. “Currently all of 
the funding is coming from West-
ern nations,” says Venter, “and 
this makes people suspicious.”

To counterbalance perceptions 
of Western intrusion, the U.S. 
President’s Emergency Plan for 
AIDS Relief (PEPFAR) is working 
with local governments and 
public health partners to create 
an acceptable and sustainable 
model for implementing circum-
cision programs. “Countries are 
going to have to scale-up ac-
cording to their own goals,” said 
Catherine Hankins, chief scien-
tific adviser to the Joint United 
Nations Program on HIV/AIDS 
(UNAIDS). “We are not setting any 
international agendas.” UNAIDS, 
the World Health Organization 
(WHO), and their partners have 
set up a Web site (www. 
malecircumcision.org) to allow 
interested countries to trade in-
formation directly.

Most people involved in scal-
ing up adult male circumcision 
recognize that the surgery is a 
costly endeavor and a socially 
complex intervention that may 
compromise other public health 
priorities. Venter argues, “In 

South Africa, we have many oth-
er competing health issues, in-
cluding maternal and child health 
and tuberculosis, which still need 
much more support.” Neverthe-
less, he remains a proponent of 
circumcision as a means for get-
ting young men into the health 
care system to help protect them 
against HIV and educate them 
about safe sex practices.

Major international funders, 
including the Bill and Melinda 
Gates Foundation and PEPFAR, 
agree that ramped-up circumci-
sion efforts must be funded as 
add-on services to guarantee that 
they will not detract from other 
programs. Although PEPFAR has 
granted $26 million for circum-
cision programs in 13 African 
countries — Botswana, Kenya, 
Rwanda, Zambia, South Africa, 
Lesotho, Malawi, Mozambique, 
Tanzania, Uganda, Namibia, Ethi-
opia, and Swaziland — implemen-
tation has been highly variable.

In order to optimize HIV-pre-
vention measures, officials from 
WHO and UNAIDS are advising 

that countries offer a minimum 
package of services in addition 
to circumcision, including HIV 
testing, screening for sexually 
transmitted infections, promo-
tion of condom use, and coun-
seling on safer sex. Such a com-
prehensive approach is meant to 
address concerns that circum-
cised men may adopt riskier be-
havior because they feel protected 
after undergoing the procedure. 
Despite these concerns, Gray and 
others have shown that there are 
no differences between the sex-
ual behaviors of circumcised men 
and those of uncircumcised men 
— reassuring news, since many 
researchers and policymakers see 
circumcision programs as an op-
portunity to engage young men 
and women in HIV prevention. 
Robert Bailey, lead author on the 
Kenya study and professor of epi-
demiology at University of Illi-
nois at Chicago, has noticed more 
participation of sexual partners 
in voluntary HIV counseling and 
testing since circumcision pro-
grams started.

Reaching women through oth-
er prevention methods is impor-
tant because there is no direct 
evidence to date that circumci-
sion reduces the risk of trans-
mission from men to women. In 
a small substudy, Ugandan re-
searchers circumcised HIV-posi-
tive men and then followed their 
HIV-negative female partners to 
see whether their risk of infec-
tion was reduced. Data present-
ed earlier this year did not dem-
onstrate a benefit5 — a failure 
the researchers attributed to a 
sample size too small to allow 
differences to reach statistical 
significance. Indirect evidence 
from modeling, however, sug-
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“People are used to policies that target  
behaviors, but circumcision is a surgical  
intervention — it’s cold, hard steel —  
and that doesn’t always go down well.”

— Neil Martinson
University of the Witwatersrand, South Africa
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gests that women will ultimately 
benefit from circumcision pro-
grams that reduce the HIV prev-
alence among men.

Although circumcision has in-
creasing support from research-
ers, donors, and politicians, its 
status as a non–behavior-based 
intervention may ultimately be its 
biggest obstacle. Neil Martinson, 
deputy director of the Perinatal 
HIV Research Institute at the 
University of the Witwatersrand 
in South Africa, summarizes this 
concern: “People are used to 
policies that target behaviors, 
but circumcision is a surgical 
intervention — it’s cold, hard 
steel — and that doesn’t always 

go down well.” Ultimately, as 
programs move forward, the 
scale-up of circumcision will re-
quire strong political backing, 
adequate funding, and leaders 
to champion the cause to ensure 
that it is a safe, low-cost option 
available throughout Africa.

No potential conflict of interest relevant 
to this article was reported.

Dr. Katz is a fellow in infectious disease at 
Beth Israel Deaconess Medical Center and 
a fellow in global women’s health at 
Brigham and Women’s Hospital, and Dr. 
Wright is a fellow in hematology–oncology 
at Dana–Farber Cancer Institute — all in 
Boston.

Auvert B, Taljaard D, Lagarde E, Sobngwi-1.	
Tambekou, J, Sitta R, Puren A. Randomized, 
controlled intervention trial of male circum-

cision for reduction of HIV infection risk: the 
ANRS 1265 trial. PLoS Med 2005;2(11):e298. 
[Erratum, PLos Med 2006;3(5):e298.]

Gray RH, Kigozi G, Serwadda D, et al. 2.	
Male circumcision for HIV prevention in 
men in Rakai, Uganda: a randomised trial. 
Lancet 2007;369:657-66.

Bailey RC, Moses S, Parker CB, et al. Male 3.	
circumcision for HIV prevention in young 
men in Kisumu, Kenya: a randomised con-
trolled trial. Lancet 2007;369:643-56.

Bailey RC, Egesah O, Rosenberg S. Male 4.	
circumcision for HIV prevention: a prospec-
tive study of complications in clinical and 
traditional settings in Bungoma, Kenya. Bull 
World Health Organ 2008;86:669-77.

Wawer M, Kigozi G, Serwadda D, et al. 5.	
Trial of Male Circumcision in HIV+ Men, 
Rakai, Uganda: effects in HIV+ men and in 
women partners. Presented at the 15th Con-
ference on Retroviruses and Opportunistic 
Infections, Boston, February 3–6, 2008.
Copyright © 2008 Massachusetts Medical Society. 

Circumcision — A Surgical Strategy for HIV Prevention in Africa

Copyright © 2008 Massachusetts Medical Society. All rights reserved. 
Downloaded from www.nejm.org on February 9, 2010 . For personal use only. No other uses without permission. 




