; ““*”“‘ here Has'beeﬁ"a"iot- of “discussion and- a lof{bf

" rasource mobilisation “{donors setting money ‘aside)
“on mecical maie'_cErcumcis;an._ﬁ This has beén 30

given recent ‘research findings and ihe desperate

need 1o find ‘something’ to do to increase real reslits
‘in the prevention, ireatment and care, and support
arena. However, poncerns have been expressed about the real
irmplications. The World Health Organization (WHO) held a mesting
in Mombasa last month to discuss this issue and the Alds Vaccine
Advecacy Coalition held a meating prior to this to particularly
focus on growing concerns regarding the Impact of medical male
circurncision on an epidemic in which women are mostly infectad
and affected. | include a background document and a consensus
statement from the mesting.

fesue Backarounder: Male Circumeision for HEY
Pravention: knplications for Women

Overview

In March 2007 WHC/UNAIDS released recommendations
confirming that adult male circumcision, afthough only partly
protective, now be recognised as an additional imporiant
intervention to reduce the rsk of haterosexuslly acquired HiV
infsction I men. The recommendations concluded that there is
strong evidence from ihree randomised control trials and other
data thal mals circumcision reduces the risk of heferosexually
acqguired HIV infection in men by appraximately 60%.

Given that women and gils remain moest affected by HiV
worldwide, it is absolutely critical to ask: What do these findings
mean for women? .

The answers to this question are still emerging. At present,
imformation continuas to be gathered from long-term follow-up in
communities where trials took place, and as programimes begin o
scale up invaricus settings. As these activities continue, it is critical
to consider the potential benefits and concerng surrcunding male
circumeision for HIV prevantion and its implications for women.
Some potential benefits:

In the randcomised clinical trials, men's risk of HIV infection

dropped by 80%. This is the incividua benefit of the intervention,

If mate circumcision for HIV prevention is scaled up in high HIV

prevalence areas, where there are low rates of male circumcision,

fewer men would acquire HIV infaction thus reducing the
risk of exposure to thelr female partners. This process is

termed secondary protection and i translates into a poiential
popuiation-tevel bensfit for the intervention over the long term.
Male circumcision also reduces rates of genital ulcer disease
and STis in men: here, too, there could be a secondary benefit
for women because these infections are co-faciors for HIV
fransmissior.

| eng-term observational studies in Rakal, Uganda that looked at
male-to-female HIV transmission suggested that women’s risk of
acquiring HIV from their HV-positive partners dropped by roughly
B0% If those partners were circumcised, This data was from a
study that predated the randomised control trial, In this case,
ihe HIV-positive man had been circumeised at birth. Mowever,
other obsarvational data from studies in different settings do not
confirm these findings. In addition, as is discussed below, the
findings from the rancomised control trials of male circumcision
in Hiv-positive men are not as clear.

Male circumcision Is an intervention that brings men into contact
with the health services. Historically, T has been difficult to reach
men with information and services related to HIV, STz and
sexual and reproductive health, Wel-designed male circumcision
programmes could use the intervention as an entry point for a
range of other services, including couples counselling, domestic
violence intervertions and condom promotion.

One rial in Rakal, Uganda found that women with circumcised
male pariners had lower rates of genital Ulceration, bacterial
vaginests and trichomonas infections, which benefils the
Wormarn.

Alongside these henefits, there are zlso concerns:

The daia available from the one randomised clinical trial of
male circumgcision In HIV-positive men to date suggest that
circumcision did not protect female partners from HIV. Among
couples who resumed sex before the man's circumcigion wolnd
was complelely healed, transmission of HIV to their female
partners was higher than with men who delayed resumption of
sex and higher than uncircumcised, HIV-positive men.

While there are some limited data from clinical trials about how
male circumcision affects condom use, alcohol use and number
of gsexual pariners among circumcised men, these are limited
as they come from clinical trials In which men received regular
counselling and condom access. Additional Information s
needed on ihe risk behaviours that have already been measured
and on other factors such as coercive sex and domestic
violence.
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How will male circumcision, a surgical intervention that requlres
clean egulpment and specific training for practitioners, be
integrated into other HIWV prevention offerings? What will the
impact be on counsellors, health professionals, community
educators and acdvocatas, including HV-positive women, who
are working in other areas of HIV treatment, prevention and
cara?
There is also a clear nead to increase communication around what
Is known and unknown, and to ensure the engagement of a wide
varlety of women's and community groups with research findings
and ongoing work.

Some guestions to address inchede:
In follow-up studies and initial scale up activities, what is the
wilingness of men seeking circumcision to be tested for HIV
prior to surgery? Among those whe undergo testing, what is
the relative prevalence in man who are willing {or decide) to be
circumacised versus those who are unwilling {or declde nct) to be
circumcised?
What are the components of the counselling process prior to
surgery and what strategies are used with participants who
decline to be tested and stili want to undergo crcumcision?
Among men who are HIV-positive and undergo male circumeision,
what is the counseling process around the need to delay
intercourse before wound healing - and how is the efficacy of
different appoaches 1o this issug belng evaluaied as scale up
procesds?
What is the experence with womens involvement in VCT
activities and/or counseling related to mals circumcision?
What's known about strategies for improving uptake of couples
coungeling and testing as part of the pre-surgery procass?

Additional over-arching issues and guestions of
relevance to both women and men include:
How to develop messages around male circumngcision, s risks
and benefits; its place in the spectrum of proven prevention
options; and its impact on women'’s ability to negotiate safer sex
with spouses, stable and casual partners,
How do culiural practices (acknowledging thet they are dynamic
and evolving) impact on practices, identities or assurnptions
about being a man or & woman or a child in refation 1o maie
circumcision and medical male circumcision? How may these
cultural practices inform work on medical male circumcision as
a possible HY prevention sirategy”?
Impact of male circumcision on women'’s risk of acguiring HIV
from recently circumcised, HiV-positive pariners {(who may or
may not know their status and may or may not wait for full
wound healing before resuming sexual activity).
Impact of the procedure on men's behaviour — rates of risk
behaviour, coercive sex, condom use, etc.
Involverment of HIV-positive and HNV-negative women in
developing and disseminating messages and in follow-up and
operaiions research.
Cevelopment and expansion of existing research on men's and
women's sexual satisfaction and pleasure pre- and post-male
circumcigion (what questions are asked, how, by whom, how is

the data used 1o make cases for/against male circumcision)?
Impact of new male circumgcision programmes on national-
and community-level priority setiing around HIV prevention,
and on staff at heaith faciities that may be asked to add male
circumeision o existing servicas.

Impact on cuttural rituals that may include traditicnal circumcision
as a rite of passage. _
How to make decisions about policies and programmes {o
encourage circumcising infants and young children.

Doas slrcumeaision of HiV-positive men after women’s
visk of acquiring MiV?

To date, there has been ong randomisad, control trial looking at
safety and efficacy of male circumcision in HIV-positive men. This
trizl was conducted in Rakal District, Uganda. HIV-positive men and
a controt group were randomised into two arms. One study offered
circumcision immediately; the other ‘control arm’ asked men 1o
walt 24 months for surgery, and offered it to them at the end of the
irial. Men in both groups recelved condoms, STI treatment, HiY
testing and risk-reduction counselling at every visit.

They were also counsellied about delaying sex post-surgery untit
the wound was completsly healed. At each study visit, counsellors
also emphasised that the volunteers should nct assume that
male circumcision provided any beneftt in terms of reducing risk
of transmiiting or acqulring HIV and that they sheould continue fo
reduce risk using proven strategies.

In December 2008, an indspendent Data and Safety Monitoring
Board recommended that the trial pause surgeries. The DSMB
stated thai, based on the highly-stmilar incidence rates in the
irial's two study arms, the study would not be able o produce &
statistically significant answer. This ts known as a futiiity finding.
At a later interim analysis the DSMB alse noted a trend towards
increased rates of HIV infection in women partners of circumncised
Hiv-positive men who resumed sex before complete wound
healing. The data set from this trial has expanded since 200€ as
follow-up of study volunteers continuaed. The conclusions that can
be drawn from this study are:

HiV-positive men who are clrcumcised and who resume sex

hefore the wound is completely healed appear to be more likely

1o transmit HIV 10 their female partners than uncircumncised HIV-

paositive men.

The procedure Is safe for HIV-pasitive mery rates of surgically

related complications were comparable between HV-infected

men in this study and HIV-negative men enrolled in a companion
studly, also conducied in Rakai, Uganda, which looked at
circumcision for HY prevention in HiV-negative men.

HiV-positive men took longer to heal after surgery compared 1o

their HIV-negative counterparts.

Circumcision reduced rates of genital ulcer disease among

both HIV-positive men and HIV-negative men compared to thair

uncircumcised counterparts, and reduced weeration in female
pariners of circumcised man,

This data comes from a single study and cannot be used as the
hasis for generalised conclusions. But it also raises issues that
should be considered as programmes roll out and additional

August 2008 Nursing Update 37




research is developed.

The WHC/UNAIDS document New Data on Male Circurncision
and HIV Prevention: Policy and FProgramme implications provides
some guidance on regarding circumcision and HIV status. It
states that HIV testing or knowlaedge of one's HIV status should
not be a prerequisite for male circumcision. This recommendation
was made on the basis of concerns that restricting male
circumcision at medical points of service to HiV-negative men
would stigmatise HV-positive men and perhaps iead them fo
seek surgery from. poorly trained providers, increasing the risk of
surgical complications and possible of transmitting MV to thelr
pariners, The recommendations also state that male circumcision
for Hiv-positive men is not recommended, but should not be
denied, unless it is medically contraindicatad. The WHO/UNAIDS
document also emphasises that men should be counselled

10 leam their status, and that providers should emphasise the

importance of delaying sex until full wound healing. They also state
that, wherever possible, maie circumncision should be linked to
counsslling and testing for the man and/or the couple.

These recommendations will be put Into practice in various ways
as specific counirles roll out male circumcision programmes. 1t s
critical that this rollout explore and evaluate varicus options for
minimising women's risk of acquiring HIV from mate pariners who
sesk circumcision and do not walt for complete wound healing
hefore resuming sex. Women's groups and leaders can play an
important role in devaloping messages and educational materials
1o address these issues in specific contexts, Disseminating
clear and accurate information about male circumcision among
strong women'’s networks that have been created by grassroots
organisations, HiV-positive women, young women and other
groups will greatly increase thg likelihood that the benefits of
this intervention wilk be realised, and the risks associated with
misinformation are minimised for both women and men.

What iz known at this Hme about male circumeoision and
fts impact on men’s sexual and risk-taking hehaviour?
There have been ihree randomised, control irials of male
circumcision for HIV prevention to date. All of them have gathered
data on men's rates of gondom use and sexual activity and risk
behaviours pre- and post-circumcision. Below are brief summaries
of some of the findings:
In the Orange Farm trial in South Africa, it was found that the men
who recelved circumgcision reported significantly more sexual
contacts than the men in the control arm, who did not receive
circumcision at the start of ihe trial. As the investigators noted
in their discussion, "While the protective effect of circumcision
remained despite this increased risk, this should be a concemn
when considering implementation of male circumcision as a
means of preventing HIV infection.
In the Rakai trial, men’s reported rates of condom use went up
in both the intervention and control arms over the course of the
trigl. Alcchol use was higher in the control arm {uncircumcised
meny versus the intervention arm.,
In the Kenya trial, rates of condom use increased and numbers
of partners and unprotected sex acts decreased from baseline
in both control and Intervention arm. The decrease was grester

in the control arm (uncircumcised men); there was less of a shift

from baseline overall in the intervention arm (circumcised men).
More information is needed and will be gathered over ihe fong
term follow-up of these study participarits and from some of the
pilot programmes that have started more recently.

& opportunity and & challenge

Female and male condoms remain the two proven biomedical
options for reducing risk of sexual transmission. n the absence of
a successful vaccing, microbicide or other available preventative
option, and in the context of ongeing work to expand funding for
and understanding of structural interventions that address gender-
baged viclence, poverly, human fights and other issues, the news
about the male circumcision trials is particularly important,

Just as the scientific findings are welcome, they also raise many
guestions with respect to women and affected communiiies that
need 1o be further investigatea.

Male circumeision is still & new iniervention. It presents an
opportunity 1o engage men around HIV prevention, 1o expand
couples counseling, and to huild and/or strengthen programmes
that seek to transform sexual and gender norms. Historically, it
has been difficult to bring men into the health services for HIY
education and frank conversations around sex and sexuality, and
in this sense the enthusiasm surrounding rmale clrcumcision 1s a
positive development that could lay the foundation for innovative
programming.

In order to seize this opportunity, women's concerns, ideas and
priorittes must be heard alongside these of men from different age
groups, cutiural backgrounds and religions. Programmes must
be adequately resourced and developed with forward-thinking
monitoring strategies that can help shed light on some of the
critical unknowns such as rates of coercive sex, condom use, HIV
transmission {among positlve men) pre- and post-circumcision.

Male circumcision must be considered in light of the lessons
learnad from the nearly 30 years of the Aids epldemic and placed
within the continuum of HIV prevention, treatment and care
strategles that curently exist. These lessons include the need o
engage and address both sexual pariners as part of comprehensive
prevention and treatment programming; the speciiic socio-cultural
and structural aspects of women's vuinerabllity that necessitate
complex responses; and tha cultural, religious and geographic
factors which must be considered as part of successfulintroduction
of any new inferventicn.

it will be critical t¢ emphasise male circumcision as adding to,
rather than replacing, any other proven strategy, including male
and female condoms, behavioural and struciural interventions.
Women's groups and advocates have ralsed concerns about
the diverslon of resources from proven prevention to new male
circumcision programmes. Whilte there s, at this time, limited
evidance that these shifts are taking place, it is essential o
address the concerns and to activaly monitor and respond o both
the rhetoric and reality around male circumcision {and other new
prevention sirategies as they emerge).

More than two decades intc the AIDS epidemic, it is clear
that there are no 'siver bullets’ when it comes o prevention.
The benefits of each new strategy depend on context-specific
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introduction that is based on the input of an array of community  perspectives as guiding principles, there is reason to hope thal
membaears: men and woman, religious ieaders, traditional medical  male cireumgision can be an important addition to the existing
providers, ressarchers, policy makers and others. With these range of options for preventing the spread of HIV. MU
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