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Voluntary male medical circumcision
Matthew Kesinger, Peter S Millard

The thoughtful editorial by Professor Ncayiyana concerning the
national circumcision programme in South Africa1 rests on two
central arguments: first, that the scientific evidence is insufficient
to justify such ‘serious energy, money and resources’, particularly
when circumcision programmes have the potential of diverting
money from other more effective interventions; and second, that
risk compensation (the potential increase in risky behaviour after
circumcision) may nullify any benefits of circumcision.

The scientific evidence

There are few medical or public health interventions that are based
upon evidence as strong and consistent as that for the effectiveness of
male circumcision in preventing female-to-male transmission of HIV.
Ncayiyana reviews the cumulative evidence from early observational
studies, and from the three landmark randomised controlled trials
in Africa. He notes that the studies were stopped early. However,
they were not stopped early by investigators; individual studies
were stopped by their independent Data and Safety Monitoring
Board because the evidence was strong enough to deem unethical
the withholding of circumcision from the control group. All men
were then offered circumcision and, as Ncayiyana points out, an
opportunity for direct long-term follow-up was lost. However, not
all was lost. Observational research continues to strengthen the
experimental findings. For example, a community-based survey of
the Orange Farm community was recently presented, which showed
an increase in circumcision coverage from 15.6% in 2007 to 49.4%
in 2010, with a concomitant HIV seroprevalence of 20% among
uncircumcised men and 6.2% among circumcised men, and no
correlation between circumcision status and sexual behaviour.2

Risk compensation – does it exist?

Ncayiyana argues that circumcision may increase risk compensation
and therefore increase HIV transmission. The Orange Farm trial did
indeed find a slight increase in risky behaviour in the circumcised
men, but, in spite of this, there was a still 60% reduction in HIV
transmission.3 On the other hand, the Uganda trial ‘did not find
evidence that men in the intervention group adopted higher sexual
risk behaviours than those in the control group. This could have
been due to the intensive health education provided during the trial
to minimise risk compensation.’4
The Kenyan trial found that ‘the differences (of risk behaviour)
between the two groups are attributable to increases in safer sexual
practices in the control group rather than to riskier behaviour
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patterns in the circumcision group, indicating that risk compensation
did not occur during the 24 months of this study’.5 In fact, condom
use went up in both groups and unprotected sex went down in both.
This is probably a function of intensive counselling. Further studies
in the Kenyan cohort and community show that risk compensation is
not a necessary consequence and that circumcision can be used as an
opportunity to educate men about HIV prevention.6-8
Most importantly in relation to South Africa, Ncayiyana cites a
survey by Bridges et al. claiming that this study links demand for
circumcision with the idea that a circumcised man no longer needs to
use a condom.9 But the results of this study are: ‘Johannesburg, South
Africa, shows that demand for circumcision is largely determined
by the perceived benefits of reduced HIV/STI transmission risk,
better hygiene and better sex … [O]ur analysis shows that – in
the aggregate – condom avoidance is not perceived as a benefit of
circumcision. Our findings suggest that moral hazard concerns
related to risk compensation via condom avoidance associated with
male circumcision are exaggerated.’9

Cost and impact of circumcision

Finally, Ncayiyana compares the HIV epidemic in South Africa with
Australia and the USA, stating that Australia does not recommend
universal circumcision, and that it therefore is not right for South
Africa. There are very different drivers for the HIV epidemic in
South Africa versus Australia, and comparing them is unwise. In
Australia, for example, 100 cases of heterosexually transmitted HIV
are diagnosed annually.10 On the other hand, in South Africa about
1 400 new HIV infections occur per day, almost all via heterosexual
transmission.11 And despite the relatively high rate of heterosexual
transmission (31%) in the USA, the seroprevalence rate is 0.4% and
the major route of transmission is men who have sex with men,12
which is certainly not the case in South Africa.
The high heterosexual transmission rate in South Africa means that
the number of men who must be circumcised to prevent one HIV
infection is much lower than in the USA or Australia. UNAIDS and
the World Health Organization (WHO), using South African data and
heterosexual transmission models, estimate that one new HIV infection
can be avoided for every 5 to 15 circumcisions.13 And this estimate takes
into account possible risk compensation across the entire population.
Large-scale circumcision will consume resources, energy and
time, but, as Hillary Clinton said, ‘we all must step up our use of
combination prevention’.14 Because the impact of circumcision is
so much greater in South Africa, scaling up circumcision is much
more cost-effective compared with other countries. The cost savings
in HIV prevention in high-prevalence areas is estimated at between
US$150 and nearly $900 per infection prevented over a 10-year time
horizon.13 If 1 000 adult males were circumcised in South Africa’s
Gauteng province alone, $2.4 million could potentially be saved
in HIV treatments over 20 years.15 The money saved on treatment
could be reinvested in testing, treatment, and prevention of vertical
transmission – other methods of prevention that Ncayiyana points
out have a proven impact.
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The medical proof doesn’t get much better than VMMC
Francois Venter, Helen Rees, Yogan Pillay, Nono Simelela, Thobile Mbengashe, Nathan Geffen, Francesca Conradie,
Olive Shisana, Dino Rech, Celicia Serenata, Dirk Taljaard, Glenda Gray
The editorial1 on voluntary medical male circumcision (VMMC) has
many scientific inaccuracies and ignores the latest literature. Previous
‘scientific’ challenges on the VMMC evidence have had rebuttals
co-signed by many local prevention scientists.2,3 Ncayiyana does not
acknowledge that despite the long presence of the prevention ‘abstain,
be faithful and condomise’ (ABCs), the impact on HIV prevention
progress has been slow, resulting in hundreds of thousands of
mostly young South Africans dying. Substantially lowering incidence
will only be achieved with the introduction and scale-up of new
technologies.
To argue that VMMC has not been ‘field tested’ is inaccurate.
The editorial’s opening sentence quotes the ‘real world’ evidence.
In Orange Farm, where many men were circumcised, a study
demonstrated a 76% decrease in new HIV infections among those
circumcised. Uganda reported a similar post-trial result (73%).4 This
builds on the observational evidence quoted in the editorial. It is
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unclear why neonatal VMMC is ‘proscribed’ in South Africa, as the
editorial and many anti-VMMC groups claim; it occurs for cultural,
religious and health reasons, and there is no law barring it. To ask
for long-term evidence of the efficacy for HIV prevention of VMMC
in neonates will take over 20 years to measure. It is biologically
implausible that it would not have the same effect as in adults,
and not implementing it would mean we do not protect the next
generation of young men from a life-threatening illness. No similar
evidence is requested for interventions such as hepatitis B or human
papillomavirus vaccines.
Independent safety boards terminated the three VMMC efficacy
studies, and not the researchers. Not to offer a proven (around
60% protective) intervention to the control group on stopping the
studies violates clinical research ethics. Ncayiyana selectively quoted
a statement by the Australian Federation of AIDS Organisations
that ‘correct and consistent condom use, not circumcision, is the
most effective means of reducing female-to-male transmission,
and vice-versa’. But there is no published evidence comparing the
two interventions. Additionally, the organisation’s (2007) statement
later states that the epidemiology of HIV transmission completely
differs between Australia and Africa, and its website stated in 2011
‘Circumcision significantly reduces the rate of HIV acquisition (50
- 70%) in men with HIV-positive female partners.’5 The ‘scathing
critique’ of the MMC data by Van Howe and Storms referred to by
Ncayiyana makes very little sense. They claim that ‘Conservatively
for the three trials, 89 of the 205 infections (43.1%) were sexually
transmitted.’ How were the other infections acquired? The choices
would seem to be injection drug use or contact with blood and
blood products. The evidence for the predominantly heterosexual
transmission of HIV in sub-Saharan Africa is overwhelming.
Furthermore, if the infections were not sexually transmitted, how
would the condom use data discrepancy argued in the editorial as
a weakness of the three studies then prevent them? The discussion
on the various differential rates regarding VMMC and observed
HIV prevalence in different South African communities relies
on circumcision self-reports, which are unreliable when assessing
culturally performed circumcision, in which the amount of foreskin
removed varies. These observational studies are rendered irrelevant
by good randomised control trial and follow-up community evidence.

