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1 INSERM U1018 Centre de Recherche en Epidémiologie et Santé des Populations (CESP), Villejuif, France, 2 Progressus, Johannesburg, South Africa, 3 Society for Family

Health, Johannesburg, South Africa, 4 National Institute for Communicable Diseases (NICD), National Health Laboratory Service (NHLS) Johannesburg, South Africa,

5 University of the Witwatersrand, Johannesburg, South Africa, 6 INSERM U1018 CESP, Hôpital Ambroise Paré, Assistance Publique-Hôpitaux de Paris, Boulogne, France,
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Abstract

Background: World Health Organization (WHO)/Joint United Nations Programme on AIDS (UNAIDS) has recommended
adult male circumcision (AMC) for the prevention of heterosexually acquired HIV infection in men from communities where
HIV is hyperendemic and AMC prevalence is low. The objective of this study was to investigate the feasibility of the roll-out
of medicalized AMC according to UNAIDS/WHO operational guidelines in a targeted African setting.

Methods and Findings: The ANRS 12126 ‘‘Bophelo Pele’’ project was implemented in 2008 in the township of Orange Farm
(South Africa). It became functional in 5 mo once local and ethical authorizations were obtained. Project activities involved
community mobilization and outreach, as well as communication approaches aimed at both men and women incorporating
broader HIV prevention strategies and promoting sexual health. Free medicalized AMC was offered to male residents aged
15 y and over at the project’s main center, which had been designed for low-income settings. Through the establishment of
an innovative surgical organization, up to 150 AMCs under local anesthesia, with sterilized circumcision disposable kits and
electrocautery, could be performed per day by three task-sharing teams of one medical circumciser and five nurses.
Community support for the project was high. As of November 2009, 14,011 men had been circumcised, averaging 740 per
month in the past 12 mo, and 27.5% of project participants agreed to be tested for HIV. The rate of adverse events, none of
which resulted in permanent damage or death, was 1.8%. Most of the men surveyed (92%) rated the services provided
positively. An estimated 39.1% of adult uncircumcised male residents have undergone surgery and uptake is steadily
increasing.

Conclusion: This study demonstrates that a quality AMC roll-out adapted to African low-income settings is feasible and can
be implemented quickly and safely according to international guidelines. The project can be a model for the scale-up of
comprehensive AMC services, which could be tailored for other rural and urban communities of high HIV prevalence and
low AMC rates in Eastern and Southern Africa.
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Introduction

Because three randomized controlled trials conducted in sub-

Saharan Africa have demonstrated a significant protective effect of

about 60% of adult male circumcision (AMC) on male HIV

acquisition [1–3], AMC has been recognized as an additional,

important strategy for the prevention of heterosexually acquired HIV

infection in men [4,5]. Following a World Health Organization

(WHO)/Joint United Nations Programme on AIDS (UNAIDS)-led

international consultation, AMC scale-up was recommended to

reduce the spread of HIV in countries where HIV is hyperendemic

and AMC prevalence is low [5].

The potential public health benefits of this roll-out are

substantial because AMC is expected to be both life-saving and

cost-effective. A recent expert review has estimated that one HIV

infection could be averted for every five to 15 AMCs performed

[6]. Modeling studies have suggested that AMC generalization in

sub-Saharan Africa could prevent 5.7 million new HIV infections

and 3 million premature deaths among men, women, and children

over a period of 20 y [7], and that in African countries with severe

HIV epidemics, considerable reductions in HIV prevalence could

be achieved over time among both men and women, ranging from

25% to 67% with AMC uptakes of 50% to 80% [8]. The cost

savings from averted treatments are high, estimated at US$2.3

billion over 20 y [9], and, even with low coverage, AMC scale-up

should generate large net savings after adjustment for averted

HIV-related medical costs [10]. In addition, AMC has been shown

to be protective against other sexually transmitted infections

(STIs), such as herpes simplex virus-2 (HSV-2) [11,12], human

papillomavirus (HPV) [12,13], and genital ulcer disease [14], and

is associated with a reduction in the risk of genital cancers among

both men and women [15,16]. Furthermore, AMC, as part of a

comprehensive HIV prevention package, is likely to have a

complementary effect with other recommended strategies.

In view of these compelling arguments, and because there is

evidence of high acceptability of the procedure in traditionally

noncircumcising African communities [17], the rapid roll-out of

AMC has become an ethical and public health imperative in

countries with low AMC rates of Eastern and Southern Africa, the

region where HIV prevalence is the highest in the world [18]. As

indicated by modeling studies, AMC delivered as a catch-up

campaign, aiming to increase AMC prevalence to about 80% within

5 y, would have an immediate impact on the HIV epidemic in these

countries [7,19]. To prepare this roll-out, WHO/UNAIDS has

defined a minimum package of AMC services [20], and guidelines

and tools to assist scale-up activities, such as community engagement

and communication strategies [21], AMC counseling [22], and

AMC surgical procedures [23] have been issued. However, little

operational research has been generated so far with regards to the

roll-out of safe, comprehensive, accessible, and acceptable services,

and the feasibility of AMC scale-up in real-life circumstances

according to these recommendations remains to be demonstrated.

The objective of this study was to test a generalizable model for

providing optimized medicalized AMC services, and to investigate the

feasibility of its rapid roll-out in a low-income South African community

of high HIV prevalence and low AMC rates according to UNAIDS/

WHO international recommendations and operational guidelines.

Methods

Ethics Statement
Ethical clearance was granted by the Human Research Ethics

Committee (Medical) of the University of the Witwatersrand on

May 8, 2007 (protocol study number M070367).

ANRS 12126 Bophelo Pele Project General Presentation
The township of Orange Farm is located in the Gauteng province

of South Africa, approximately 45 km from Johannesburg. It covers

an area of about 50 km2 and has an estimated population of

200,000. The HIV epidemic in the province is among the most

severe in the world, with prevalence estimated in 2009 at 15.2%

among adults aged 15 to 49 y [24]. The first published randomized

clinical trial of the effect of AMC on HIV acquisition was conducted

in this community [1]. Orange Farm was considered a prime site in

which to conduct operational research on AMC since it is a typical

South African settlement where AMC is of low prevalence (22%–

30%), but viewed positively [25].

The ANRS 12126 ‘‘Bophelo Pele’’ project, which translates as

‘‘Health First,’’ aims to offer free and safe AMC services to all men

living in Orange Farm as a community-based intervention against

HIV. The first AMC was performed in January 2008, 5 mo after

funding had been made available and once local and ethical

authorizations were obtained. The preparation of the project and

its activities are detailed in the following methods sections. These

activities involved community mobilization and communication

strategies aimed at both men and women, which were delivered

during outreach and at recruitment points located in Orange

Farm. Following recruitment, consenting volunteers underwent

AMC at the project’s main center located in a highly visible

building centrally located across a taxi rank and the Orange Farm

train station. All project activities were monitored and evaluated

throughout service delivery. For the running of the project, about

70 people were employed, including a site manager, a coordinator,

two secretaries, 20 outreach field workers, 14 counselors, two

nurses for voluntary counseling and testing (VCT), two lab

technicians, four interviewers, two data entry clerks, three medical

circumcisers, who were registered medical doctors as per South

African Law, and 17 nurses.

Preparation of the Project
Before the project’s implementation, discussions with the

Gauteng provincial government were conducted in order to

obtain authorization and institutional support. Subsequently,

qualitative and quantitative research activities, described below,

were carried out to assist project preparation.

Community consultation, community advisory board,

and community workshops. A community consultation was

conducted in Orange Farm in December 2007 to query the

Orange Farm community on the implementation of AMC in the

township and assess the Bophelo project’s acceptability. This

consultation was led by an independent consultancy firm among

Orange Farm residents, community leaders, and representatives of

local organizations. Recommendations were made to proceed with

the project’s implementation and a community advisory board

(CAB) was created, which was composed of local and regional

political representatives, church leaders, medical doctors, primary

health care representatives, representatives of various

nongovernmental organizations (NGOs), and activists. All the

project’s documents and forms, including those pertaining to the

communication, outreach, and counseling activities, were

reviewed by the CAB. Concurrently, a series of baseline

community workshops were organized by the project’s

investigators to present and discuss the Bophelo Pele project

with community members, youth groups, local key partners, and

stakeholders. Discussions were also initiated with local traditional

circumcisers to plan collaborations.
Cross-sectional survey, qualitative studies, and counseling

message assessment. To assess the project’s acceptability

quantitatively and provide baseline data on knowledge about

Adult Male Circumcision Roll-Out in Africa
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AMC and willingness to undergo AMC among the Orange Farm

community, a cross-sectional survey was conducted at baseline in

2007. The methodology used was that of a research study

conducted in the same community in 2002 [26]. Furthermore,

quality of AMC messaging and information recall were evaluated by

a qualitative focus group discussion study conducted among six

groups, two composed of women, two of uncircumcised men, and

two of circumcised men. These participants were given gender-

specific pamphlets about AMC in their preferred language, and

were asked to read them and return after 4 mo to comment on them

and participate in discussions on AMC. Finally, the effectiveness of

the counseling messages was assessed through a nested study, in

which a random sample of male volunteers were counseled,

circumcised, and asked to return for a 2-mo follow-up visit. Data

on counseling recall and adherence to behavioral directives were

collected and analyzed.

Communication Strategies and Outreach
In order to inform Orange Farm residents about the project,

combined communication approaches, incorporating broader HIV

prevention strategies, were employed at the individual, family, peer,

and community levels. These approaches targeted both primary

and secondary audiences and used multiple communication

channels and social marketing tools. Information about the project

was provided through weekly broadcasts on the local radio station, a

mobile speaker system advertising once a week throughout the

community, the use of a singing group during special events, and the

organization of community block parties. Visits to all 53,000

Orange Farm households were performed door-to-door by

outreach fieldworkers to provide interpersonal communication,

and a second round of household visits was ongoing in November

2009. Oral and written information was delivered to men and

women during home visits and at specific locations, including

outside schools, at taxi ranks, clinics, shopping facilities, markets,

and the train station. School talks were organized to give

information about AMC and general HIV prevention education,

and local clinics were visited by members of the project’s medical

team every day during 3-mo periods to promote AMC and inform

patients and clinic staff of the services provided by the project. To

enhance project recognition, the Bophelo Pele project logo was

displayed on the facade of the project’s main center, and appeared

on all project-related printed documentation and items of clothing

worn by members of the outreach team.

Information dissemination was achieved through the distribu-

tion of pamphlets published in local languages. These pamphlets

provided details about the Bophelo Pele project and gave gender-

specific information about AMC. The key message was that the

project offered men aged 15 y and over free AMC performed by

trained medical circumcisers. The flyers also explained the effect of

AMC on HIV acquisition and transmission, stressing the facts that

(a) AMC protection was only partial, (b) there were no direct

benefits to women, (c) AMC did not replace consistent condom

use, which was still required and strongly recommended, and (d) to

allow for complete wound healing, a 6-wk abstinence period post-

AMC needed to be respected before resuming sexual activity.

Drawings of circumcised and uncircumcised penises were

presented to volunteers to ensure that they correctly understood

that the medicalized AMC procedure consisted of the complete

removal of the foreskin.

Recruitment
Two fixed and two mobile recruitment points were available

throughout the community. The mobile recruitment points moved

to a different area of Orange Farm every 3–4 wk.

Men aged 15 y and over were actively recruited door-to-door,

from specific locations or popular gathering places, as described

above, or referred to the project by local health clinics. These

volunteers, in addition to all eligible men willing to be circumcised

and coming of their own volition, were welcome at all recruitment

points. Concurrently, some young men were recruited through

collaboration with traditional circumcisers, whereby they received

traditional initiation along with medicalized AMC services.

The recruitment process lasted about 1 h. It was composed of a

group information session and individual counseling. At each

recruitment point, group information sessions, individual counsel-

ing, and VCT were conducted separately. The group information

session, offered to groups of up to 15 participants, was open to all

community members, including parents, friends, and partners of

young men. The goal of this session was to deliver information

about AMC as well as public health messages on HIV prevention,

such as the promotion of consistent condom use, the reduction of

the number of sexual partners, HIV testing and risk reduction

counseling (VCT), and STI treatment. A significant part of this

session was devoted to explaining the risks and benefits of AMC

and its association with HIV to ensure that the preventive role of

AMC, in comparison with the role of other prevention strategies,

was well understood. Individual counseling was subsequently

offered to willing male and female session participants, either

individually or as couples. During this counseling, recommenda-

tions on HIV prevention methods and sexual health were

reinforced, safe sex messaging was adapted to the personal

situation of the participant(s), and rapid HIV testing using two

parallel tests was offered and strongly recommended.

AMC was offered to all volunteers, regardless of their HIV

status. Volunteers who tested HIV-positive during VCT were

offered a CD4 count and obtained their results in 20 min. If their

CD4 was above 200, they could be circumcised by the project, but

were strongly advised to join a local NGO or a local public or

private health care facility that could provide care and support to

HIV-positive people. Individuals with a CD4 count below 200

were first referred to one of these organizations to receive

antiretroviral treatment as well as drugs to prevent opportunistic

infections before undergoing AMC. In such cases, the project staff

ensured that these men had initiated and received proper care.

To be circumcised by the project, proof of age was required,

such as a National Identity Document or a birth certificate. Once

volunteers had attended both information session and individual

counseling, they were required to sign a consent form. Those aged

15 through 17 y were required to sign an assent form and present

a signed parental consent form to be included. In addition, men

aged 15 y needed to present a medical doctor’s certificate stating

that they would benefit from AMC for health reasons. These

certificates were provided by the study medical circumcisers.

All volunteers received a personalized participant’s card with

their photo and were given a day appointment for AMC surgery at

least 3 d after the recruitment process and no later than 10 d after.

This 3-d period was designed to allow volunteers to have

additional time to make their final decision before becoming

project participants and undergoing AMC surgery.

Surgery
Most AMCs were performed at the project’s main center, which

was placed under the auspices of the Department of Urology of the

University of the Witwatersrand. This department provided AMC

training for the project’s medical circumcisers and nurses. For

AMC surgery and the follow-up visit, participants were transport-

ed to and from the project’s main center to the locations where

they had been recruited.

Adult Male Circumcision Roll-Out in Africa
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On the day of their appointment and prior to AMC surgery,

volunteers were asked to answer a short general health

questionnaire and undergo a genital examination to check for

the absence of AMC contraindications such as some penile

abnormalities and signs of STI. In the event of symptomatic STI,

the AMC surgery was rescheduled and participants were offered

immediate treatment, either at the project’s main center or at a

local clinic, free of charge. Information collected with the health

questionnaire and during the genital examination was recorded in

a confidential participant’s medical file.

The surgery room, adapted from that of a local circumcising

medical doctor to optimize the use of space, was divided into 11

surgical bays. AMC surgeries were performed according to

international recommendations [23], using the forceps guided

method, electrocauterization for hemostasis (electrocautery), and

sterilized disposable circumcision kits, in order to ensure

practicality and maximize quality and speed. The circumcision

kits used had been upgraded from a previous disposable kit

designed by the project’s research team [1]. Metallic surgical

instruments, such as forceps, were recycled by the company

producing the circumcision kits. The AMCs were standardized

and performed using task-sharing by a medical team composed of

five nurses and a medical circumciser. The nurses administered

local anesthesia, assisted during surgery and completed suturing

under the supervision of the medical circumciser. The medical

circumciser applied the forceps, cut the foreskin, controlled the

bleeding using electrocautery, initiated the suturing, and conduct-

ed a final check-up before participants were discharged. This

surgical organization was specifically designed to handle a high

number of AMCs. It was streamlined to optimize the medical

circumciser’s time spent per participant and control individual

costs.

AMC surgery for traditional initiates was conducted in groups,

according to the same method, but could only be performed by

male medical staff and in the presence of the traditional

circumciser, as per his request.

Some local medical doctors, who were already performing

AMC in the community, were associated with the project and

were referred participants for surgery. The surgical method and

kits used were identical to the ones employed at the project’s main

center.

After the procedure and before leaving the center, participants

were (a) given analgesics for the relief of pain to be taken within the

next 2 d, (b) reminded by the nurses of the required 6-wk

abstinence from sexual activities, including masturbation, and (c)

given orally detailed postoperative instructions on wound care and

management, follow-up visit attendance, and actions to take in

case of an adverse event. These instructions were also included in a

‘‘postoperative care’’ written document provided in their preferred

language.

Participants were asked to return for one follow-up visit, 2–4 d

after AMC surgery, which was conducted at the project’s main

center by trained nurses. At least two reminder phone calls were

placed to participants who had not returned for their follow-up

visit. If they still would not attend, they received a follow-up

consultation over the phone conducted by a member of the study

staff.

In case of an adverse event, participants were advised to return

to the project’s main center immediately, or call the 24-h

emergency toll-free phone number to reach the response team

who could make home visits after hours. Once at the project’s

main center, they were referred by the attending nurse to one of

the study’s medical circumcisers. For adverse event follow-up,

participants were collected at home and brought to the project’s

main center. They were monitored daily or weekly, depending on

the type and severity of the adverse event.

Project Monitoring and Evaluation
In order to provide feedback and incorporate the views of

stakeholders and project beneficiaries, community involvement

was encouraged. Community workshops were regularly organized,

during which questions and concerns from stakeholders and

community members were addressed to the project team. CAB

meetings were held every 3 mo from the beginning of the project.

To monitor the project’s acceptability among the community, an

evaluation study based on 11 focus group discussions among a

total of 65 circumcised men, uncircumcised men, and female

partners of both circumcised and uncircumcised men aged 15 to

49 y was conducted by independent researchers 15 mo after the

beginning of the project. Finally, in August and September 2009, a

postsurgery, anonymous, self-administered questionnaire was

systematically proposed to all participants coming for AMC.

The aim of this questionnaire was to collect information on

participants’ experiences and perceptions of the project. They

were asked about (a) the communication source that had

influenced them to join to the project, (b) their reason for

undergoing AMC, (c) their opinion on the quality of the

information provided during the information session and individ-

ual counseling, (d) their opinion on the on-site wait time for

counseling and AMC surgery, (e) the likelihood that they would

adhere to the 6-wk postsurgery abstinence period, and (f) their

opinion on the quality of the services provided by the medical

circumcisers. This questionnaire was completed by 1,158 partic-

ipants, corresponding to a response rate of 85.8%.

Standard operating procedures were established for the

recruitment, enrolment, counseling, and general processing of

volunteers, the preparation of medical staff and participants, as

well as the maintenance of the surgery room. These documents

were regularly discussed and reviewed. In addition, independent

audits of all the documents used for the outreach, communication,

and recruitment activities, as well as all the forms used at the

project’s main center for surgery and follow-up, were conducted

recurrently. External and internal quality controls using the WHO

Quality Assessment Toolkit [27] were conducted.

The project’s main center surgery was visited twice by the

WHO Quality Assurance coordination team and was regularly

audited by senior surgeons of the University of the Witwatersrand

Urology Department. Independent audits on Good Clinical

Practice were conducted every year. Collaborating medical

doctors were regularly monitored by the project’s medical staff,

and feedback sessions were encouraged. Protocols for the

identification and treatment of adverse events were established

and adverse events management training was provided to medical

circumcisers and nurses. All adverse events were described in

detail, recorded in a specific adverse event form, and reported to

the investigators and the Data and Safety Monitoring Board.

In addition to the confidential participant’s medical file, as

described above, a participant form was created in order to record

basic demographic details on volunteers such as age and preferred

language—Sesotho, IsiZulu, Setswana, or IsiXhosa—which was

used as a proxy for ethnic distribution because there is frequent

mixing between the Sothos, Zulus, Tswana, and Xhosa ethnic

groups in the Orange Farm community. The dates of every

contact with project services, including the information session,

individual counseling, HIV testing, AMC surgery, and follow-up

visit were also recorded on this form to allow for the monitoring of

the project’s activities and keep track of participant flow through

the procedures.
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Results

Findings from the activities conducted before the start of the

project were as follows: The community consultation showed high

levels of acceptability and support for the project and the cross-

sectional survey indicated that willingness to undergo AMC was

high and predicted a substantial AMC uptake among uncircum-

cised adult men, who were for the most part unaware of the AMC

trial that had been conducted previously in the community

(Table 1). The focus group discussion study showed that the

quality of AMC messaging was satisfactory and that information

recall remained high in the 4-mo time frame (see Table S1). The

nested study suggested that the vast majority of respondents

displayed high counseling recall and reported high adherence to

behavioral directives after 2 mo (Table 2).

From the community workshops conducted during the course of

the study, it appeared that the Bophelo Pele project was well

known within the community, that it was receiving good public

support, and that its goals were well perceived. Feedback from

CAB meetings, which were held as planned, indicated that the

issues most frequently raised were the dissemination of the

program to other neighboring townships, where demand for

AMC services was increasing, and the community’s wish for the

enrollment of younger adolescents. Results from the evaluation

study showed that all participants rated the project’s reliability, the

usefulness of the information provided, and staff friendliness as

excellent or good. The project’s accessibility and turnaround time

were rated as excellent or good by 93.3% of participants.

The project’s main center surgery was satisfactorily audited by

the WHO Quality Assurance coordination team and by officials

of the University of the Witwatersrand, and favorably reviewed

through independent Good Clinical Practice audits. With the

surgical team composition and the task-sharing set-up, six to ten

AMCs could be performed per hour, using four surgical bays, for

an average medical circumciser time of 7.5 min per AMC, and a

total procedure time of 20 min. The surgery had the capacity to

perform up to 150 AMCs per day. With this optimized use of

space and personnel, AMC cost was reduced to ZAR300 per

AMC (about EUR30 or US$40). This estimate consisted of the

salaries of the surgical team, as well as the cost of the

circumcision kits and of the rental and maintenance of the

surgical space.

As of November 2009, a total of 14,011 AMCs had been

performed, averaging 740 per month in the preceding year.

Most AMC surgeries occurred at the project’s main center, but

265 AMCs (1.9%) were carried out by the three Orange Farm

collaborating medical doctors. About two-thirds (67%) of

participants returned for their follow-up visit. From the initial

survey, it was estimated that 35,851 clinically uncircumcised

men, aged 15 y and over, lived in Orange Farm. AMC uptake,

defined as the proportion of men undergoing the procedure

among all eligible men in the township, was calculated to be

39.1% (14,011/35,851). Figure 1 shows the number of AMCs

performed per month since the beginning of the project. It

appears that the saturation level, which is the point when all

willing eligible men have been circumcised, has not yet been

reached and that uptake is still increasing. This observation is

suggested by the facts that (a) the number of AMCs performed

in the last months of 2009 was comparable to the number

performed during the corresponding months in 2008 (Figure 1);

(b) residents who had moved to Orange Farm in the year before

being circumcised represented only 13% of the AMCs

performed in the previous 2 mo; and (c) assuming a birth rate

of 18/1,000, the number of AMCs needed to circumcise all

young men turning 15 every month was estimated to be less

than 150, which was only about a fifth of the number of AMCs

performed monthly in the prior year.

Table 1. AMC knowledge and willingness to undergo AMC
among a representative sample of Orange Farm male
residents (n = 802).

Category Percent Result (n)

Background characteristics

Age (y)

Under 21 52.2 (419)

21 and over 47.8 (383)

Preferred language

Sesotho or Setswana 42.5 (341)

IsiZulu or IsiXhosa 55.2 (443)

Other 2.3 (18)

Relationship status

Ever married or living with someone as married 6.5 (52)

Committed to someone but not living together 42.8 (343)

Single 50.7 (407)

Secondary school level completed

Yes 26.4 (212)

No 73.6 (590)

Self-reported circumcision status

Circumcised 30.4 (244)

Uncircumcised 69.6 (558)

Knowledge of AMC trial conducted in Orange
Farm in 2002–2005

Know about AMC trial

Yes 36.0 (289)

No 64.0 (513)

Know results of AMC trial

AMC reduces the risk of HIV infection 2.1 (17)

AMC stops the risk of HIV infection 0.4 (3)

Other answer 1.0 (8)

Do not know 96.5 (774)

Knowledge about AMC and HIV risk

HIV risk of self-reported circumcised men
compared with uncircumcised men

Fully protected against HIV 9.4 (75)

Less at risk of being infected with HIV 51.6 (414)

Same risk of being infected with HIV 29.8 (239)

More at risk of being infected with HIV 9.2 (74)

HIV risk of female partners of circumcised men

Fully or partially protected against HIV 5.2 (41)

Not protected against HIV 60.3 (484)

Do not know 34.5 (277)

Willingness to undergo AMC

If offered free of charge at doctor’s officea

Would agree to get circumcised 74.6 (416)

Would not agree to get circumcised 25.4 (142)

Data are from the cross-sectional survey conducted in 2007.
aAmong self-reported uncircumcised men.
doi:10.1371/journal.pmed.1000309.t001
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The rate of adverse events since the beginning of the project was

1.8% (257/14,011). Most were due to bleeding, infections, and

swelling. Thirteen adverse events occurred during surgery. Among

all adverse events, nine resulted in participant hospitalization,

representing 0.064% of the AMCs performed. They were all

treated without any major permanent damage. However, one case

resulted in minor scarring on the penis.

A total of 4,760 VCT sessions were performed, 901 among

women, and 3,859 among men, which corresponded to 27.5% of

those who underwent AMC. HIV prevalence among female and

male participants was 18.9% and 8.7%, respectively.

Figure 2 illustrates the age distribution of the project’s

participants and men in the community in the 15- to 49-y age

range, using data collected from both the cross-sectional survey

and the participant’s form. Among participants, the mean

(median) age in years was 21.6 (19). Although the oldest volunteer

was 68 y old, participants were on average younger than men

from the broader Orange Farm community, among whom mean

(median) age was estimated at 24.5 y (22). As shown in Table 3,

there is a slightly lower proportion of men speaking IsiZulu among

project’s participants in comparison with their proportion in the

population, which is probably due to the fact that Zulus do not

traditionally practice circumcision. The first group of 11 Sotho

traditional initiates was brought in by a traditional circumciser in

November 2009 and more collaboration is expected in the future.

On the basis of the postsurgery questionnaires, and as indicated

in Figure 3, 39% of participants reported that friends and/or

family were the communication sources that had influenced them

to join the project. The remaining 61% cited direct project

outreach and communication activities, such as household visits,

street talks, pamphlets, radio, seeing the project’s main center, and

clinic talks. Among these direct communication sources, house-

hold visits and street talks were identified as most influential (30%

and 27% of direct sources, respectively). Figure 4 illustrates the

reported reasons for undergoing AMC, which were reduction in

the risk of STI acquisition for 48% of participants, and better

hygiene for 29%. Only 11% reported undergoing AMC because

of their culture. Furthermore, over 94% of participants found that

the information provided during the group session and the

individual counseling was either good or very good. On-site wait

time for counseling was considered short or acceptable for 75% of

the participants, and 84% found on-site wait time for surgery

acceptable. Over 84% of participants reported that they were

either likely or very likely to adhere to the 6-wk postsurgery period

of abstinence, and only 6% stated that they were either unlikely or

very unlikely to adhere to the recommendation. Lastly, the vast

majority of participants (92%) were satisfied with the services

provided by the medical circumcisers.

Discussion

As indicated by the substantial levels of community support,

AMC uptake, and participants’ satisfaction, the roll-out of free

medicalized AMC as an intervention against HIV in the Orange

Farm community has been a success. The study has shown that the

Table 2. Counseling recall and adherence to behavioral
directives among a subsample of men (n = 311) undergoing
AMC.

Category Percent Result (n)

Background characteristics

Age (y)

Under 21 48.2 (150)

21 and over 51.8 (161)

Preferred language

Sesotho or Setswana 39.9 (124)

IsiZulu or IsiXhosa 59.8 (186)

Other 0.3 (1)

Relationship status

Ever married or living with someone as married 3.9 (12)

Committed to someone but not living together 37.9 (118)

Single 58.2 (181)

Secondary school level completed

Yes 32.2 (100)

No 67.8 (211)

Recall of counseling messages 2 mo
after counseling provision

How long is the abstinence period after AMC?

6 wk 98.4 (306)

Other answer 1.6 (5)

Can men have sexual intercourse during
the six wk following AMC?

Yes 6.8 (21)

No 93.2 (290)

What is the effect of AMC on HIV?

Reduction of the risk of infection in men 97.4 (303)

Other answer 2.6 (8)

When circumcised, can men get infected
with HIV?

Yes 99.0 (308

No 1.0 (3)

Can risky sexual behavior counteract
the benefits of AMC?

Yes 95.8 (298)

No 4.2 (13)

Does AMC protect women from getting
infected with HIV?

Yes 16.4 (51)

No 83.6 (260)

Once circumcised, is it still necessary to use
condoms?

Yes 99.4 (309)

No 0.6 (2)

Adherence to behavioral directives

Had sexual intercourse in the 6 wk
following AMC?

Yes 12.5 (39)

No 87.5 (272)

Protected sexual intercourse in the 6 wk
following AMCa?

Yes 82.1 (32)

Category Percent Result (n)

No 17.9 (7)

aAmong those having had sexual intercourse in the 6 wk following AMC.
doi:10.1371/journal.pmed.1000309.t002

Table 2. Cont.
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scale-up of comprehensive, high-quality AMC services can be

achieved according to international recommendations and oper-

ational guidelines in a low-income African setting with low AMC

rates and high HIV prevalence.

Three main factors have contributed to this success: community

involvement, the outreach and communication strategies, and the

quality of the services offered to participants.

Community involvement has been actively sought and, from the

beginning of the project, political, traditional, religious, medical,

and other community key stakeholders have been engaged and

consulted. The CAB has been active and influential in garnering

support for the project and generating helpful suggestions.

Through these activities and the organization of community

workshops, institutional support has been secured, partnerships

with key community groups have been formed, and advocacy has

been fostered. In addition, extensive qualitative and quantitative

research was conducted in preparing the project to inform the

community, and, more importantly, to assess and take into

account its needs and expectations. All these activities have

enabled the building of strong ties with the Orange Farm

community, and the development of a sense of community

ownership of the project, which ensured its acceptability and

feasibility. In addition, the research team was already familiar with

the Orange Farm setting and was known within the community

since it had led the randomized clinical trial of the effect of AMC

on HIV acquisition [1]. This connection probably facilitated the

rapid implementation of the project.

Diverse communication strategies delivered collectively and at

the individual level by trained fieldworkers and counselors have

been used to increase project awareness, AMC and HIV

knowledge, and to effectively drive demand for services, as

reported by a large majority of participants. Outreach activities

have been particularly important to make the project known since

the National South African Campaign on Medical Male

Circumcision has not been launched yet [28].

The project’s team, mostly locally recruited, was highly

motivated, experienced, and friendly. Every effort was made to

provide prompt, high-quality services and to accommodate the

participants’ needs. There were no wait lists for services, Saturday

appointments were offered, and the operating hours were flexible.

Participants who had missed their day appointment could still

come at a later date and undergo circumcision on that day. The

surgical team operated until all scheduled and unscheduled

surgery appointments had been honored. As a result, most

participants reported high satisfaction with the services they

received. This earned the project a good reputation and facilitated

the intervention despite some resistance and protests from local

groups who, at the beginning, were not convinced of the project’

scientific relevance or its acceptability in the community.

Through the project, a sizeable proportion of eligible Orange

Farm male residents have undergone AMC in less than 2 y, and

uptake is still increasing. Participants have been from both

traditionally circumcising and noncircumcising communities.

Most reported that health concerns were more important than

cultural factors when deciding to undergo AMC. This viewpoint is

in agreement with findings from a review of male circumcision

acceptability in sub-Saharan Africa, which found that AMC

appeared to have become more an issue of personal choice than

ethnic identity [17]. However, for young men who might prefer to

undergo a traditional ritual, the project’s collaboration with

traditional circumcisers in providing safe AMC alongside

traditional rites may be a way to limit the high rate of

Figure 1. Number of AMCs performed monthly through the project in 2008 and 2009.
doi:10.1371/journal.pmed.1000309.g001
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complications associated with traditional circumcision [29,30].

Undeniably, the uptake will be further facilitated when messages

in favor of AMC are delivered at a national level and by

traditional leaders. In this regard, the recent call made in

December 2009, by the Zulu King, for the revival of the practice

of male circumcision to help fight the spread of HIV, is expected

to increase AMC uptake among young Zulu men in the future.

This practice had been abolished by Zulu leaders at the beginning

of the 19th century [31]. Interestingly, in his statement, the King

has recommended that medical doctors be involved.

The Bophelo Pele project has been meticulous in the

organization of the surgery room, the training of medical staff,

the establishment of task-sharing, the formulation of detailed

standard operating procedures, and the standardization of the

surgical technique used, in order to ensure safety and quality as

well as to optimize costs, time, staff, and space. The project’s

surgery, which is suitable for low-income settings, can deliver a

high volume of AMCs while adhering to international guidelines

and recommendations. Results from internal and external audits

show that the project offers quality services by international

standards. In addition, as recommended by UNAIDS/WHO

[5], the provision of AMC services has been successfully

delivered as part of a comprehensive HIV prevention package.

Indeed, the project has been a unique opportunity to test

participants for HIV, educate them on broader HIV prevention

strategies, and engage them on other aspects of their sexual

health.

The Bophelo Pele project nonetheless has two main potential

limitations. The first is that this study was carried out in the

community where the first AMC trial was conducted, which could

have had an influence on the study findings. However, three

arguments suggest that this influence may be negligible: (a) the

AMC trial ended in 2005, over 2 y before the implementation of

the project, (b) the trial was conducted among a sample of about

3,000 men, who represent a small proportion of the total Orange

Farm population, so it is unlikely that a large proportion of men

from the community would have been informed of the trial

through its participants, and, more importantly, (c) in the baseline

cross-sectional survey, no evidence of such an influence was found,

since only a small proportion of the surveyed men could correctly

recall the trial findings. The second potential limitation concerns

the financial and human resources allocated to the outreach and

communication activities, which may seem intensive and not easily

replicable in other low-income settings. However, once there is

political engagement and government leadership is established,

such intensive community outreach and communication activities

may not be necessary.

Figure 2. Age distribution among project participants and men of the community.
doi:10.1371/journal.pmed.1000309.g002

Table 3. Language distribution among project participants
and men of the community.

Language
Percent Participants
(n = 14,011)

Percent Community
(n = 802)

Sesotho 49.0 40.8

IsiZulu 42.2 54.5

Other 8.8 4.7

doi:10.1371/journal.pmed.1000309.t003
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This study identified three general challenging issues associated

with AMC scale-up in Africa. Firstly, because AMC services are

offered through the project regardless of HIV status for ethical

reasons and to avoid stigmatization [5], the low uptake of VCT is

of concern, particularly in light of the potential consequences of

newly circumcised seropositive men resuming sexual activity

prematurely. However in Kenya, where a large AMC project is

being conducted, VCT acceptance was 22.8% before the

introduction of provider-initiated testing and counseling [32]. In

effect, this finding is in agreement with other studies conducted in

South Africa, where uptake of HIV testing remains comparatively

low [33–35], although provider-initiated VCT uptake is slightly

higher [36]. A nationwide campaign encouraging citizens to

undergo HIV tests was launched recently and VCT uptake is

expected to increase in the foreseeable future. Secondly, the

unsatisfactory proportion of participants coming of their own

volition for their follow-up visit, despite our efforts, is also of

concern. Operational research is needed to identify its causes and

achieve improvements. Lastly, although research conducted in the

context of this study has shown that AMC information recall was

satisfactory after 4 mo, uncertainties remain about the long-term

recall of counseling messages.

In the Bophelo Pele project, the organization of AMC service

delivery is essentially vertical, aside from its association with local

medical doctors, so it is not integrated into an existing health

infrastructure. This organization has allowed for quick project

implementation, but it has been argued that it could limit the

adoption and dissemination of a health intervention [37]. Despite

its vertical character, the project has forged strong collaborations

with local NGOs, local public health care facilities, and private

medical practices, and has put in place efficient referral systems for

AMC, HIV, and STI care and management. The project has been

designed as a catch-up intervention to generate a high number of

AMCs in the shortest time among men aged 15 y and older,

because it is expected to be most cost-effective and have the largest

and most immediate impact on HIV incidence [7,19]. In fact, the

project is only meant to be sustained in the short term, until

saturation level among adults has been reached. Once this is

achieved, the provision of circumcision to children and newborns

will be the next public health priority because it is more likely to be

sustainable [38], although its cost-effectiveness and impact on the

epidemic can only be evidenced after a few decades [19].

The generalization of AMC in South Africa is a foremost

priority because the country contributes the largest proportion of

uncircumcised adult men living in Southern and Eastern Africa,

and a successful roll-out would fulfil over a quarter of the

estimated AMCs that are needed in these regions [9]. The

Bophelo Pele project was the first AMC community project to be

implemented in Africa following the 2007 UNAIDS/WHO scale-

up recommendations [5]. This project was set up at a site

representative of South African communities in order to ensure

that it could be replicated in other communities. A modeling study

[9] has estimated that to generalize AMC in South Africa, an

average of 549 (95% confidence interval [CI] 401–798) medical

Figure 3. Communication sources that influenced participants to join the project.
doi:10.1371/journal.pmed.1000309.g003
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circumcisers, each performing ten AMCs a day for 5 y, would be

required. This number could be overestimated since it is well

below the current daily yield of the Bophelo Pele project’s medical

circumcisers, as shown in this study.

The Bophelo Pele project is well known internationally and has

been visited by national and international public health officials

and stakeholders. The project is already considered a model for

the roll-out of comprehensive AMC services by numerous health

and developmental agencies such as the Bill & Melinda Gates

Foundation, Population Services International (PSI), The United

States Agency for International Development (USAID), the U.S.

President’s Emergency Plan for AIDS Relief (PEPFAR), and by

WHO and UNAIDS, which have used the experience gained from

this project to inform the UNAIDS/WHO operational guidelines

and recommendations to generalize AMC, known as MC MOVE

(Model for Optimizing the Volume and Efficiency of Male

Circumcision Services). Indeed, key characteristics of the project,

such as the community mobilization strategies, its organizational

structure, the innovative surgical organization, and the standard-

ized surgical procedure, which this study has proven to be effective

and adapted to low-resource settings, are compatible with and

adaptable to a variety of health systems. To date, the project has

already been successfully replicated at three sites in Zimbabwe,

Swaziland, and Botswana.

Along with similar ongoing interventions in Southern and

Eastern Africa, such as those conducted in Kenya and Uganda,

the Bophelo Pele experience shows promise that AMC is a

prevention method that can be scaled-up in the general population

to fight the HIV epidemic in these regions. Now that the feasibility

of AMC scale-up has been demonstrated, further research can be

envisaged to precisely determine its impact on sexual behavior,

and the extent to which it can curb the spread of HIV and other

STIs at the population level.

Supporting Information

Table S1 Quality of AMC messaging and information recall

among Orange Farm Residents.

Found at: doi:10.1371/journal.pmed.1000309.s001 (0.03 MB

PDF)

Acknowledgments

The authors would like to thank all those who agreed to take part in this

study and answer the questions put to them.

The authors would like to thank the medical doctors Bhekuyise Gwala,

George Shilaluke, and Dumiso Zulu who worked for the project.

The authors would like to thank Mohamed Haffejee and Muhammad

Barmania from the University of the Witwatersrand Urology Department

for their help and advice regarding the surgical unit.

The authors would like to thank Portia Ntshangase for leading the

ANRS 12126 Bophelo Pele Community Advisory Board.

The authors would like to thank Janine Barnes and Siza Nyuliwe from

Society for Family Health (SFH) for their help in the communication plan.

The authors would like to thank Frans Radebe, Veerle Dermaux-

Msimang, and Venessa Maseko from NICD for their help with the

management of the project.

The authors would like to thank the staff of the ANRS 12126 Bophelo

Pele project for their tireless work: Advocate Sthembiso Ndlovu, Agenda

Gumbo, Andile Ngubane, Annah Zimba, Aubrey Nethavhani, Audrey

Mkhwanazi, Ausinyana Wessels, Bareng Mokgotle, Bonga Mbali Mlo-

nyeni, Bongani Mazibuko, Bongiwe Klaas, Caroline Masimini, Celiwe

Vilakazi, Choma Molokomme, Christina Maphisa, Disebo Ellen Mahlatsi,

Elias Tshepo Mashinini, Fikile Kate Mnguni, Funiwe PromiseTsimo,

Gabisile Hlongwane, Gaph Sipho Phatedi, Grace Nomsa Nhlapho,

Figure 4. Reasons for getting circumcised.
doi:10.1371/journal.pmed.1000309.g004

Adult Male Circumcision Roll-Out in Africa

PLoS Medicine | www.plosmedicine.org 10 July 2010 | Volume 7 | Issue 7 | e1000309



GugulethuThusi, Innocent Ndebo Maseko, Isaac Mokhere, Jabulani

Nhlapo, Judith Mbiza, Judith Shongwe, Keketso Makenete, Kenneth

Mxolisi Msibi, Khunjulwa Ndzimande, Lebogang Mokubung Matlala,

Lebogang Princess More, Lefu Sidwell Dumisi, Lerato Mbuso, Lesawana

Elizabeth Madibo, Lesbeth Shiburi, Lidia Nephalama, Limpho Matthew

Jonas, Lindelani Matodzi, Lorainne Malikguwa Motloung, Lorraine

Baloyi, Lucia Ndzamela, Lucky Mangwane, Lunghile Tryphina Masingi,

Madisha Molebogeng, Mahlambi Motshidisi Maja, Male Alina Chakela,

Manana Thamane, Mandisi Mfazwe, Mbuyiseni Jabulani Mbatha, Mgcini

Steve Dlamini, Momokete Ramasike, Motlalepule Tsepe, Mpho Tlebere,

Nompumelelo Prudence Tyantini, Nomsa Ndaba, Nthabiseng Lorraine

Xakayi, Nthatisi Lydia Tsotetsi, Oupa Kwaledi, Pamella Maseko, Patricia

Malembenkomo, Patrick Senzeni Shabangu, Portia Molefe, Precious

Mncube, Pulane Mankoe, Qiniso Ndlovu, Sarah Jones, Selloane Martha

Tabane, Sibongile Mdhluli, Sibongiseni Mpetsheni, Simangele Sylvia

Dlamini, Sindisiwe Portia Zwane, Sizwe Mazibuko, Smanga Jeffrey Dara,

Stanley Ramontshi Mokoena, Takalani Ratshihume, Tebogo More,

Thabile Precious, Thapelo Sheriff Makhabasela, Tsietsi Walter Mbuso,

Zandile Dhlamini, Zanele Ndwandwe, Zodwa Malembe, Zodwa Nkosi,

Lulu Hlongwane, Mangaliso Hither Ngubeni, Mabel Hunter, Robert

Matodzi, Zanele Dinah Mlaudzi, Phakiso Macdonald Thulo, Hector

More, Livhuwani Gail Ramovha, Marumo Lucky Twala, Mlungisi Eric

Nazo, Modukanele Jacob Marumo, Molebogeng Madisha, Ntombikayise

Madisha, Ntombizanele Patricia Mcira, Ralijeng Marabe, Sello Philp

Nhlapo, Serame Presto Tsotetsi, Sibongile Stella Chiya, Thabiso

Mpiloyakhe Nzama, Elizabeth Masenya, Fulufhelo Hope Nemudzivhadi,

Christian Lekgothoane, Andronica Manganye, Lena Nkgapela, Ntsolo

Matlitlhare Mathibeli, Tsamunwe Samuel Mudau, Nontembeko Mbam-

bazela, Noluvuyo Gloria Damoyi, Pinkie Nthote.

Author Contributions

ICMJE criteria for authorship read and met: PL DT DR SD DS CN JOD

TM CM DL SB BA. Agree with the manuscript’s results and conclusions:

PL DT DR SD DS CN JOD TM CM DL SB BA. Designed the

experiments/the study: DR BA. Analyzed the data: PL DR CM BA.

Collected data/did experiments for the study: DT DR SD DS CN JOD

TM BA. Enrolled patients: DT DR DS CN JOD TM. Wrote the first draft

of the paper: PL BA. Contributed to the writing of the paper: PL DT DR

CN TM CM DL SB. Performed the surgical procedures: DT SD JOD

TM. Designed and developed the surgical model used to perform the safe,

high-volume, high-quality surgery performed at the research site: DR.

Responsible for all the medical procedures staff and systems as the medical

manager: DR. Designed elements of the surgical model: SD. Part of initial

team that developed surgical model: TM. Performed on-site audit for

postoperative infection: DL. Financial management of the project: DL.

References

1. Auvert B, Taljaard D, Lagarde E, Sobngwi-Tambekou J, Sitta R, et al. (2005)

Randomized, controlled intervention trial of male circumcision for reduction of

HIV infection risk: the ANRS 1265 Trial. PLoS Med 2: e298. doi:10.1371/

journal.pmed.0020298.

2. Bailey RC, Moses S, Parker CB, Agot K, Maclean I, et al. (2007) Male

circumcision for HIV prevention in young men in Kisumu, Kenya: a

randomised controlled trial. Lancet 369: 643–656.

3. Gray RH, Kigozi G, Serwadda D, Makumbi F, Watya S, et al. (2007) Male

circumcision for HIV prevention in men in Rakai, Uganda: a randomised trial.

Lancet 369: 657–666.

4. Siegfried N, Muller M, Deeks JJ, Volmink J (2009) Male circumcision for

prevention of heterosexual acquisition of HIV in men. Cochrane Database Syst

Rev. pp CD003362.

5. WHO-UNAIDS (2007) New data on male circumcision and HIV prevention:

policy and programme implications. WHO-UNAIDS, editor. Montreux,

Switzerland: WHO-UNAIDS.

6. UNAIDS-WHO-SACEMA (2009) Expert group on modelling the impact and

cost of male circumcision for HIV Prevention: male circumcision for HIV

prevention in high HIV prevalence settings: what can mathematical modelling

contribute to informed decision making? PLoS Med 6: e1000109. doi:10.1371/

journal.pmed.1000109.

7. Williams BG, Lloyd-Smith JO, Gouws E, Hankins C, Getz WM, et al. (2006)

The potential impact of male circumcision on HIV in Sub-Saharan africa. PLoS

Med 3: e262. doi:10.1371/journal.pmed.0030262.

8. Nagelkerke NJ, Moses S, de Vlas SJ, Bailey RC (2007) Modelling the public

health impact of male circumcision for HIV prevention in high prevalence areas

in Africa. BMC Infect Dis 7: 16.

9. Auvert B, Marseille E, Korenromp EL, Lloyd-Smith J, Sitta R, et al. (2008)

Estimating the resources needed and savings anticipated from roll-out of adult

male circumcision in Sub-Saharan Africa. PLoS One 3: e2679. doi:10.1371/

journal.pone.0002679.

10. Kahn JG, Marseille E, Auvert B (2006) Cost-effectiveness of male circumcision

for HIV prevention in a South African setting. PLoS Med 3: e517. doi:10.1371/

journal.pmed.0030517.

11. Sobngwi-Tambekou J, Taljaard D, Lissouba P, Zarca K, Puren A, et al. (2009)

Effect of HSV-2 serostatus on acquisition of HIV by young men: results of a

longitudinal study in Orange Farm, South Africa. J Infect Dis 199: 958–964.

12. Tobian AA, Serwadda D, Quinn TC, Kigozi G, Gravitt PE, et al. (2009) Male

circumcision for the prevention of HSV-2 and HPV infections and syphilis.

N Engl J Med 360: 1298–1309.

13. Auvert B, Sobngwi-Tambekou J, Cutler E, Nieuwoudt M, Lissouba P, et al.

(2009) Effect of male circumcision on the prevalence of high-risk human

papillomavirus in young men: results of a randomized controlled trial conducted

in Orange Farm, South Africa. J Infect Dis 199: 14–19.

14. Gray RH, Kigozi G, Serwadda D, Makumbi F, Nalugoda F, et al. (2009) The

effects of male circumcision on female partners’ genital tract symptoms and

vaginal infections in a randomized trial in Rakai, Uganda. Am J Obstet Gynecol

200: 42 e41–47.

15. Mosconi AM, Roila F, Gatta G, Theodore C (2005) Cancer of the penis. Crit

Rev Oncol Hematol 53: 165–177.

16. Castellsague X, Bosch FX, Munoz N, Meijer CJ, Shah KV, et al. (2002) Male

circumcision, penile human papillomavirus infection, and cervical cancer in

female partners. N Engl J Med 346: 1105–1112.

17. Westercamp N, Bailey RC (2006) Acceptability of male circumcision for
prevention of HIV/AIDS in sub-Saharan Africa: a review. AIDS Behav 11:

341–355.

18. UNAIDS-WHO (2009) AIDS epidemic update. Geneva: UNAIDS.

19. White RG, Glynn JR, Orroth KK, Freeman EE, Bakker R, et al. (2008) Male

circumcision for HIV prevention in sub-Saharan Africa: who, what and when?
AIDS 22: 1841–1850.

20. WHO (2008) Male circumcision quality assurance: a guide to enhancing the

safety and quality of services. Geneva: WHO.

21. UNAIDS-WHO (2008) Male circumcision and HIV prevention in Eastern and

Southern Africa: communications guidance. Geneva: WHO.

22. PSI (2009) Training of counsellors for male circumcision: facilitator and
participant manuals. Washington (D.C.): Population Services International

(PSI).

23. WHO-UNAIDS-JHPIEGO (2008) Manual for male circumcision under local

anaesthesia; Version 2.5C. Geneva: WHO-UNAIDS.

24. Shisana O, Rehle T, Simbayi LC, Zuma K, Jooste S, et al. (2009) South African
national HIV prevalence, incidence, behaviour and communication survey

2008: A turning tide among teenagers? Cape Town: HSRC Press. 120 p.

25. Lagarde E, Dirk T, Puren A, Reathe RT, Auvert B (2003) Acceptability of male

circumcision as a tool for preventing HIV infection in a highly infected
community in South Africa. AIDS 17: 89–95.

26. Auvert B, Males S, Puren A, Taljaard D, Carael M, et al. (2004) Can highly

active antiretroviral therapy reduce the spread of HIV?: a study in a township of
South Africa. J Acquir Immune Defic Syndr 36: 613–621.

27. WHO (2009) Male circumcision services quality assessment toolkit. Geneva:
WHO.

28. WHO-UNAIDS (2009) Country experiences in the scale-up of male circum-

cision in the Eastern and Southern Africa region: two years and counting.

WHO-UNAIDS sub-regional consultation on male circumcision. Windhoek,
Namibia: WHO-UNAIDS.

29. Meissner O, Buso DL (2007) Traditional male circumcision in the Eastern

Cape–scourge or blessing? S Afr Med J 97: 371–373.

30. Weiss HA, Halperin D, Bailey RC, Hayes RJ, Schmid G, et al. (2008) Male

circumcision for HIV prevention: from evidence to action? AIDS 22: 567–574.

31. Ngcongco LD (1989) The Mfecane and the rise of new African States. Ade
Ajayi JF, ed. The UNESCO general history of Africa: Africa in the nineteenth

century until the 1880s. Paris: Heinemann/UNESCO/ University of California
Press. 837 p.

32. Herman-Roloff A, Bailey R, Agot K, Ndinya-Achola J (2009) A monitoring and
evaluation study to assess the implementation of male circumcision for HIV

prevention in Kenya: an interim analysis [Abstract LBPED01]. In: Proceedings
of IAS 2009; 19–22 July 2009; Cape Town, South Africa. Available: http://

www.ias2009.org/pag/Abstracts.aspx?AID = 3839.

33. Pettifor A, Macphail C, Suchindran S, Delany-Moretlwe S (2008) Factors

associated with HIV testing among public sector clinic attendees in Johannes-
burg, South Africa. AIDS Behav. In press.

34. Genberg BL, Kulich M, Kawichai S, Modiba P, Chingono A, et al. (2008) HIV

risk behaviors in sub-Saharan Africa and Northern Thailand: baseline

behavioral data from Project Accept. J Acquir Immune Defic Syndr 49:
309–319.

35. Peltzer K, Matseke G, Mzolo T, Majaja M (2009) Determinants of knowledge of

HIV status in South Africa: results from a population-based HIV survey. BMC
Public Health 9: 174.

Adult Male Circumcision Roll-Out in Africa

PLoS Medicine | www.plosmedicine.org 11 July 2010 | Volume 7 | Issue 7 | e1000309



36. Bassett IV, Giddy J, Nkera J, Wang B, Losina E, et al. (2007) Routine voluntary

HIV testing in Durban, South Africa: the experience from an outpatient
department. J Acquir Immune Defic Syndr 46: 181–186.

37. Atun R, de Jongh T, Secci F, Ohiri K, Adeyi O (2009) A systematic review of the

evidence on integration of targeted health interventions into health systems.
Health Policy Plan 25: 1–14.

38. Binagwaho A, Pegurri E, Muita J, Bertozzi S (2010) Male circumcision at

different ages in Rwanda: a cost-effectiveness study. PLoS Med 7: e1000211.

doi:10.1371/journal.pmed.1000211.

Adult Male Circumcision Roll-Out in Africa

PLoS Medicine | www.plosmedicine.org 12 July 2010 | Volume 7 | Issue 7 | e1000309



Editors’ Summary

Background. Acquired immunodeficiency syndrome (AIDS)
has killed about 25 million people since 1981, and more than 30
million people (22 million in sub-Saharan Africa alone) are now
infected with the human immunodeficiency virus (HIV), which
causes AIDS. There is no cure for HIV/AIDS. Consequently,
prevention of HIV infection is extremely important. Because HIV
is most often spread through unprotected sex with an infected
partner, individuals can reduce their risk of HIV infection by
abstaining from sex, by having one or a few partners, and by
always using a male or female condom. In addition, three trials
in sub-Saharan Africa recently reported that medicalized adult
male circumcision (AMC)—the surgical removal of the foreskin,
a loose fold of skin that covers the head of the penis—can
reduce HIV transmission rates in men by more than a half. Thus,
AMC delivered as a catch-up campaign—in the long-term,
circumcision of male infants is likely to be a more sustainable
strategy—has the potential to reduce the prevalence of HIV
(the proportion of the population infected with HIV) in sub-
Saharan Africa.

Why Was This Study Done? The World Health Organization
(WHO) and the Joint United Nations Programme on AIDS
(UNAIDS) now recommend that AMC programs should be
rolled-out wherever there is a generalized HIV epidemic and few
men are circumcised. Accordingly, these organizations have
defined a minimum package of AMC services and have issued
guidelines and tools designed to engage communities in the
roll-out and to ensure that appropriate AMC counseling and
surgical facilities are available. But is rapid AMC roll-out feasible
in real-life settings? Here, the researchers try to find out by
studying the ‘‘Bophelo Pele’’ (Health First) project. This project,
which follows the WHO/UNAIDS guidelines for AMC, aims to
offer free, safe AMC services to all men aged 15 years or more
living in the Orange Farm township in South Africa as part of a
community-based intervention against HIV. Orange Farm is in a
low-income region of South Africa where HIV prevalence is
15.2% and AMC prevalence is about 25%.

What Did the Researchers Do and Find? Before the
Bophelo Pele project started in January 2008, the researchers
consulted the community about the implementation of AMC,
helped to create a community advisory board, organized
community workshops to discuss the project, and surveyed
people’s knowledge about AMC and willingness to undergo
AMC. These activities indicated a high level of community
support for the project and a high level of willingness among
men to undergo AMC. Once the project started, the researchers
used multiple communication channels to tell the Orange Farm
residents about AMC and broader HIV prevention strategies and
provided eligible men with counseling about AMC and with
voluntary HIV counseling and testing during the recruitment

process. Three days after recruitment, eligible men were
circumcised free-of-charge at the project’s main center, where
three teams of one medical circumciser and five nurses were
able to complete up to 150 AMCs per day. By November 2009,
14,011 men had been circumcised (more than a third of the
eligible men in the township), and AMC uptake was still
increasing steadily. Nearly all the men circumcised over one 2-
month period rated the AMC services positively in a survey and
adverse effects (all mild) occurred after fewer than 1 in 50
circumcisions.

What Do These Findings Mean? These findings suggest
that the rapid roll-out of high-quality, free AMC as an
intervention against HIV has been successful in the Orange
Farm township. However, other findings highlight some of
the challenges that face AMC roll-out. For example, only a
quarter of the participants agreed to voluntary HIV
counseling and testing, which is worrying because newly
circumcised HIV-positive men have an increased risk of
transmitting HIV if they resume sexual activity too soon after
the operation. Similarly, only two-thirds of the participants
returned for a check-up after circumcision; this proportion
needs to be increased to ensure the safety and efficacy of
AMC programs. Nevertheless, these findings and those from
similar intervention programs in Kenya and Uganda indicate
that AMC scale-up should be feasible, at least in the short
term, as an HIV prevention strategy in low-income
communities where there is a high HIV prevalence and a
low AMC rate.

Additional Information. Please access these Web sites via
the online version of this summary at http://dx.doi.org/10.
1371/journal.pmed.1000309.

N Information is available from the US National Institute of
Allergy and infectious diseases on HIV infection and AIDS

N HIV InSite has comprehensive information on all aspects of
HIV/AIDS

N Information is available from Avert, an international AIDS
charity on many aspects of HIV/AIDS, including informa-
tion on HIV and AIDS in South Africa, and on circumcision
and HIV (in English and Spanish)

N More information about male circumcision is available
from WHO and from the Clearinghouse on Male Circum-
cision, including a June 2010 report from WHO/UNAIDS
entitled Progress in male circumcision scale-up: country
implementation and research update

N More information about the Bophelo Pele project is
available
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