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1. Background

Sub-Saharan Africa remains the region most affected by HIV/AIDS. Some 1.7 million people were

newly infected with HIV in 2007, bringing to 22.5 million the total number of people living with the
o
virus.

Male circumcision (MC) is common in many African countries and is almost universal in North
Africa and most of West Africa. By contrast, it-is-less-common in southern Africa, where self-reported
prevalence is around 15% in several countries (Botswana, Namibia, Swaziland, Zambia, and Zimbabwe)
although the rate is higher in others. Prevalence in Central and Eastern Africa varies from approximately
15% in Burundi and Rwanda to 70% in the United Republic of Tanzania, and 93 % in Ethiopia®.

There is a strong geographical correlation between male circumcision practices and lower HIV
prevalence, and numerous observational studies have also identified lack of circumcision in men as a risk
factor for acquisition of HIV, particularly among men at higher risk of acquiring HIV. It has been
difficult, however, to determine the apparent protective effect of male circumcision 'since many factors
such as religion and ethnicity are associated with male circumcision and also have a major influence on
risk behaviour.

On 13 December 2006, two randomized controlled trials (RCTs) in Kenya and Uganda on the
impact of male circumcision on HIV incidence in men confirmed results of a similar trial in South Africa
which demonstrated at least a 60% reduction in risk’. The challenge now is how to translate this research
evidence into policies in countries most affected by the HIV epidemic and with low MC prevalence rates.
Another critical issue is to support the implementation and rapid scale up of comprehensive and
sustainable country programmes.

In March 2007, following the release of the findings from the Kenya and Uganda trials on MC and
HIV prevention, WHO convened an international consultation in Montreux, Switzerland, on “Male
Circumcision and HIV Research; Implications for Policy and Programming” to examine the results of the
trials and their implications for countries, particularly those in sub-Saharan Africa and elsewhere with
high HIV prevalence and low male circumcision rates. The consultation reviewed the detailed trials and
their findings and then defined specific policy recommendations for expanding, promoting, and
integrating male circumcision into other health services within the context of a comprehensive prevention
package.

Using WHO/UNAIDS recommendations as a reference, the WHO Regional Office for Africa
shared an information note on MC and HIV prevention at the 57" Session of the Regional Committee.
The debate generated interest and inputs from the ministers were incorporated. into the final draft that was
released in September 2007. During the discussions, the ministers recommended that a consultative
meeting be organised early in 2008 to review the evidence on MC and HIV prevention and discuss the
way forward.

The consultation took place in Brazzaville at the WHO Regional Office for Africa from 2 to 4 April
2008. It brought together country representatives, principal investigators involved in the three randomised
controlled trials, research experts, HIV/AIDS programme managers, and development partners involved

' 2007 UNAIDS Epidemiological report.
2 Male circumcision: Global trends and determinants of prevalence, safety and acceptability, February 2007.
3 WHO-UNAIDS recommendations on MC and HIV prevention, March 2007.

Consultation on male circumcision and HIV prevention in the African Region Page vii



in supporting scale up of HIV/AIDS interventions in the African Region. Details are repeated in Section I
of this report.

The consultative meeting produced three products:

e The meeting report itself which highlights the processes and provides a summary of the
discussions that took place;

e The meeting conclusions and recommendations;
e A document on strategic directions for scaling up MC in Sub-Saharan Africa.
The first section of this report is a summary of the discussions; the second section deals with the

conclusions and the recommendations; and the third section highlights the strategic directions for scaling
up safe MC in the context of HIV prevention.
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PART I

SUMMARY OF THE DISCUSSIONS






1. Objectives and Expected Outcomes

1.1. General Objective

The general objective of the meeting was to contribute to the scaling up of effective and evidence
based HIV prevention interventions in the African Region.

1.2. Specific Objectives

The specific objectives of the meeting were to:

Review the evidence on male circumcision (MC) and HIV prevention;

Review the WHO-UNAIDS recommendations;
Share country experiences in implementing MC for HIV prevention;

Based on the reviews, agree on the strategic directions for scaling up MC for HIV prevention
in the WHO African Region;

Formulate recommendations for the way forward.

1.3. Expected Outcomes

The expected outcomes were:

To review evidence on MC and HIV prevention and WHO-UNAIDS recommendations;
To share country experiences in implementing MC for HIV prevention;
To agree on orientation for scaling up MC prevention in the WHO African Region;

To formulate recommendations from the meeting.

2. Method of work

Presentations were made in plenary sessions followed by in-depth discussions;

Groups reviewed the draft document on strategic orientations for scaling up Male
Circumcision in the WHO Africa Region;

A team was put together to draft the meeting’s conclusions and recommendations.

3. Participants

Participants were selected based on the magnitude of the HIV burden and the MC rates in their
countries. Priority was given to countries with high HIV prevalence and lower MC rates. The countries
invited included Botswana, Burundi, Kenya, Malawi, Mozambique, Namibia, Lesotho, Rwanda,
Tanzania, South Africa, Swaziland, Uganda, Zambia and Zimbabwe. Participants from Mozambique
could not attend the meeting.
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Country representatives were senior officials, health policy makers, HIV/AIDS programme
managers, epidemiologists, senior researchers, experts working on HIV prevention and MC and
development partners involved in HIV/AIDS programming and implementation.

There was also participation from Senegal and Ghana, two countries that culturally practice MC;
the principal investigators of the 3 Randomized Controlled Trials (RCTs) in South Africa, Kenya and
Uganda; experts or researchers involved in MC work and HIV prevention in the African Region;
participants from Health Bureaus of sub-regional organizations (SADC and ECA) and from civil society
organizations.

Participants from the World Health Organisation included Regional Office and HIV intercountry
support teams staff; staff from the HIV/AIDS Unit, Sexual and Reproductive Health, Health Promotion,
Child and Adolescent Health, as well as the WHO/HQ focal person for new technologies. Other UN
agencies and partners included UNAIDS and Family Heath International. The list of participants is
attached to this report.

4. Opening session

The meeting was opened by the Director, Programme Management (DPM) on behalf of the
Regional Director. DPM stated that it was an opportunity to review evidence and recommendations with
respect to MC as an additional prevention tool; share early experiences and chart the way forward. He
highlighted the need to reverse the trend of HIV through intensified prevention, stating that MC could
make a difference in 10 years if implemented on a wide enough scale and if we continued to strengthen
health systems. He noted that some countries had endorsed MC as an integral part of their prevention
plans and policies but others were still hesitant despite the evidence.

The Director of AIDS, Tuberculosis and Malaria in the Regional Office stated that the results of the
randomized controlled trials were promising yet challenging, compared to other new interventions. He
added that this was the second time since the advent of Prevention of Mother-To-Child Transmission
(PMTCT) that there was evidence of an effective additional prevention tool.

The representative from UNAIDS said MC was a surgical intervention which prevented HIV and
some other sexually transmitted infections but we had to be aware of risk compensation.

The objectives and expected outcomes of the meeting were introduced by the Programme Manager
for HIV/AIDS in the Regional Office.

5. Presentations and discussions

5.1 Session on Evidence on MC and HIV prevention

5.1.1 Presentations

The first objective was to update participants on the evidence on MC and HIV prevention. A
presentation was made by WHO on the ‘Overview of the observational and epidemiological evidence on
MC and HIV prevention’. The presentation highlighted the prevention research landscape, the historical
perspective and prevalence of MC, determinants and health benefits of MC, and findings from
observational and epidemiological evidence. Information was also shared on the biological rationale for
the MC- HIV link and on modeling of the impact of MC on HIV prevalence and incidence.
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The principal investigators made detailed presentations on the findings from the 3 randomized
controlled trials (RCTs). Features of all three studies were presented, including details of their objectives,
locations, the trials, study design, study population and recruitment, results, discussion, conclusions and
recommendations.

A WHO expert made a presentation on WHO/UNAIDS recommendations on MC and HIV
prevention. These were drawn from the “WHO/UNAIDS consultation on male circumcision and HIV
prevention: research implications for policy and programming”. Montreux, 6—8 March 2007”. The eleven
conclusions and related recommendations were presented.

5.1.2 Main issues

The main issues for discussion included MC as part of a comprehensive package; its
implementation within each country’s context and the challenges of rolling it out. Specifically discussed
were communication, cost, age at which circumcision is best performed, access concerns (especially for
youth and rural areas), and the capacity of the health sector in non-circumcising communities to scale up
MC. Strong points were articulated on the cultural dimension of MC and the need to look more closely at
traditional circumcision. In circumcising communities, issues included assessing and building capacity to
provide safe circumcision, engaging traditional circumcisers and making facility-based and neonatal
circumcision more popular. There was some deliberation on whether it is possible to influence changes of
culture of non-circumcising communities in the long term.

On the RCTs, issues raised revolved on early resumption of sex before wound healing, client loss to
follow up and recruitment of HIV positive men. The main challenge was identified as the rolling out of
MC as part of the comprehensive HIV prevention strategy, with emphasis on safe MC and issues related
to youth and universal access.

5.1.3 Key conclusions from the discussions

The key conclusions from the discussions were that MC is additional and must be delivered as part
of a comprehensive package of prevention interventions in response to HIV and that it must be seen as an
opportunity to reach men. It should be scaled up within the broader local context, and correct packaging
of communication is critical. Health systems issues must be addressed to ensure that services are provided
safely. Consideration must also be given to the fact that MC is easier to perform in infants and children.
Maximizing the public health benefit is crucial and traditional circumcisers and communities should be
engaged in the scale up. There should also be facilitation of involvement of partners in the decision to
undergo MC and to provide support until the wound heals. There should also be consideration for
targeting higher risk populations first for better effects.
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5.2 Session on sharing country experiences
5.2.1 Presentations

The second objective was to share country experiences in the implementation of MC for HIV
prevention. Presentations were made by Botswana and Swaziland. Country experiences were also shared
by Ghana and Senegal on MC in the context of traditional or cultural practices.

The presentation from Botswana was entitled “Botswana safe MC add-on strategy for HIV
prevention”. This was an overview of the past practice of MC in Botswana, where MC rates were
estimated to be below 20%, and a report on progress since October 2007. High level political commitment
has resulted in the development of structures, consultations and the development of a strategy. The
presentation also discussed challenges including shortage of skilled human resources, and the way
forward.

The presentation from Swaziland was entitled “Male Circumcision for HIV prevention: the Swazi
Experience”. A background on Swaziland and the country’s HIV and MC situation was given. It also
highlighted Swaziland’s process of preparing for and scaling up MC which included the constitution of a
multidisciplinary task force, development of a policy, formation of clinical and behaviour change
communication committees. All this was done to support the integration of MC into existing prevention
strategies and programmes.

The second presentation from Swaziland “Circumcision for HIV prevention in Swaziland;
achievements and aims”, described the Swaziland Task Force and its operations which included having
‘circumcision Saturdays’, standardized protocols and specifically trained doctors and facilities and
methods of patient recruitment and follow up. Government policy, plans, and short- and long-term
strategies were also described.

The presentation from Ghana “Male Circumcision and HIV in Ghana” focused on the background
of HIV and MC prevalence, regional variations and type of MC practitioners. It highlighted collaboration
between clinical and traditional practitioners in making the practice safer through capacity building and
how to scale up, monitor and strengthen referrals and linkages.

The experience from Senegal “Questions on the promotion of MC for the prevention of HIV in the
context of cultural practice in Africa” focused on the social and cultural context of MC in Senegal.
Traditional surgeons cannot be found in all ethnic groups but other groups take their children to them. It
also elicited the fact that MC is not seen as a medical procedure but largely as a social practice, with a
variety of reasons why it is performed.

5.2.2 Main issues
The main issue was Botswana’s progress, which was found to have been remarkable since
November 2007, thanks to the political commitment from the President of the country. Swaziland had

also progressed as far as developing a detailed and budgeted plan, indicating how many circumcisions
could be done within a specific period of time for maximum public heath impact.
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5.2.3 Key conclusions from the discussions

Political commitment is key to scaling up MC. It is also critical to have policies and realistic plans
developed, taking into consideration the realities on the ground. Integration, training, standardization of
the procedure and equipment also facilitates roll out, and task shifting must be considered in order to ease
the human resource challenges. There is a need to target most at-risk men in the context of HIV status,
particularly sero-discordant couples.

Sharing of information, documentation and experiences provides encouragement and ideas and
there is a need to ensure that there is balance between culture and medicine as well as dialogue between
communities and service providers.

5.3 Session on strategic directions for scaling up MC for HIV prevention
5.3.1 Presentations

The third objective of the meeting was to review and agree on the strategic directions for scaling up
MC for HIV prevention in the WHO African Region. A presentation was made on proposed strategic
directions, and an update given on the Global/Regional level partnerships to support scale up of MC
activities.

Three groups were constituted to review the draft AFRO document “Strategic directions for scaling
up MC in the WHO African Region”, provide inputs and report back to the plenary session.

5.3.2 Main issues

Participants felt that the document was well written but could be strengthened; they gave
suggestions. These included adding an executive summary; a preamble introducing MC as a new
technology to complement other interventions; document references and in some areas, provide more
details. There were also suggestions to harmonize terms, annex all tool kits and reorganize or restructure
the document for better flow. It was thought that some points needed more emphasis including the
compelling nature of evidence; the role of traditional providers of MC services and how to work
effectively with them by making traditional MC more safe (infection prevention and pain management)
and effective for HIV prevention through emphasis on complete removal of foreskin. It was also felt that
the document needed to specify that available evidence and proposed strategic directions relate to scaling
up in the formal health sector (medical circumcision as opposed to traditional circumcision).

Other suggestions were the inclusion of issues of involvement of women and families in an
enhanced package; adolescent services; community outreach; acceptability and stigma- associated with
HIV and MC. Health system challenges such as infrastructure, referral systems and definition of packages
and processes of integration of MC with existing services also needed to be highlighted. The document
could also clearly spell out linkages with national HIV strategic plans and MC, integration of private
health providers and inclusion into in- and pre-service curricula of health workers. The roles of other
development partners and UN agencies as sponsors could also be better clarified. Research needed to be
stressed, particularly in social and cultural practices, the perceptions of indirect benefits for women and
the best methods of collaboration.

An additional strategic direction was suggested which would deal with human rights, and ethical
and legal issues. It was proposed to include key points from the UNAIDS guidelines, e.g.: non-
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discrimination, informed consent, sensitivity to socio-cultural concerns especially in traditional contexts,
confidentiality, age at time of consent, safety and quality assurance.

5.3.3 Key conclusions from the discussions

The revised document which incorporates suggestions made by the groups constitutes Part III of
this report.

6. Drafting of the conclusions and recommendations of the consultative
meeting

A smaller group of participants, drawn mainly from country delegates, was constituted to draft key
conclusions and recommendations of the meeting, taking into account the presentations and the rich
discussions which were held during the plenary sessions. The final recommendations adopted by the
plenary session are presented as Part II of this report.
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PART Il

CONCLUSIONS AND RECOMMENDATIONS



Conclusions and Recommendations

Conclusion 1

Having discussed the available research evidence from the observational, epidemiological and
randomized controlled trials, the meeting participants concurred with the conclusions and
recommendations of the Montreux 2007 international consultation.

The meeting participants agreed that the evidence that MC performed by well-trained medical
professionals is safe and reduces the risk of HIV acquisition in men is indeed compelling.

Participants noted that there remain research gaps and unanswered questions that still need to be
addressed. Critical issues that emerged from the consultation include the implications for women of MC
for HIV prevention, the effectiveness of the protective effect over the long term, models for scaling up,
traditional providers.

Recommendations

1.1  Urgent steps need to be taken to determine the research gaps and identify research priorities.
This agenda needs to be determined and led within the Region with the full involvement and
engagement of the relevant regional bodies.

1.2 The proposed WHO/UNAIDS/UNFPA/UNICEF meeting at the end of June (2008) to
determine the implications of MC for women is critical and needs to be supported.

Conclusion 2

Having reviewed and discussed the WHO/UNAIDS policy and programme recommendations for
MC and HIV prevention, the meeting participants agreed that the recommendations address many of the
critical issues and questions facing countries. The participants endorsed the recommendations,
encouraged countries to consider them and customize them to suit particular local contexts.

Recommendations
2.1  WHO should lead advocacy within the Region to disseminate the recommendations.

2.2 Traditional MC plays an important role in the African Region, and meeting participants
strongly recommended that regional and country consultations be held to review and assess
the role of traditional practitioners, determine the synergies, investigate possible models of
collaboration and make specific recommendations on their role to maximize the contribution
to HIV prevention.

2.3 Considering the critical human resource constraints within the Region, task-shifting strategies
should be considered to increase the number of MC providers if safe, quality services are to
be scaled up to reach a substantive mass over a short period of time.

2.4 Tt is urgent that the UNAIDS-led Decision-Makers tool be made available to countries and
that they are supported to use it to determine resource requirements for alternative
programming choices and impact on the epidemic.
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2.5 Scale up plans should have strong communication components. Appropriate communication
strategies need to be developed in line with the UN Male Circumcision and HIV Prevention
in Southern and Eastern Africa, Communication Guidelines. Documents should be widely
disseminated and countries supported to develop communication strategies.

2.6 MC monitoring and evaluation guidelines need to be urgently finalized, and countries should
be supported to implement them.

Conclusion 3

The meeting participants recognized that the country experiences shared at the meeting were
encouraging and provided useful guidance to others who are planning on scaling up.

Recommendations

3.1 Where relevant, countries need to develop national policy and strategy through a consultative
process to guide roll out. This process should cover a thorough discussion of the evidence and
the limitations of MC. Operational guidance needs to be developed to support country
programme planning and implementation.

3.2 Mechanisms should be put in place for ongoing exchange of experiences and South-South
collaboration.

3.3 Tools and guidelines being developed by the WHO-led UN Inter Agency Task Team and
partners need to be disseminated and countries supported to use them.

3.4 Systems and mechanisms need to be developed to provide technical support to countries for
scaling up through the WHO-led UN Inter Agency Task Team and the implementing partners
of the President’s Emergency Plan for AIDS Relief (PEPFAR); all such support should be
coordinated.

Conclusion 4

The meeting reviewed the WHO document, Male Circumcision for HIV Prevention Strategic
directions for the African Region, commended WHO for the efforts, and endorsed the document with
suggested amendments.

Recommendations

4.1 The document needs to be revised based on the suggestions provided by the meeting
participants; it should be finalized as soon as possible and disseminated.
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PART IlI

STRATEGIC DIRECTIONS FOR SCALING UP
MC FOR HIV PREVENTION IN
THE AFRICAN REGION



CBO
FGM/C
GFATM
HIV

MC
NGO
PEPFAR
PITC
PMTCT
STI
SADC
UNGASS
WHO

Abbreviations

Community-based organizations

Female genital mutilation/cutting

Global Fund to Fight AIDS, Tuberculosis and Malaria
Human immunodeficiency virus

Male circumcision

Non-governmental organizations

President’s Emergency Plan for AIDS Relief
Provider-initiated testing and counselling

Prevention of mother-to-child transmission of HIV
Sexually transmitted infection

Southern Africa Development Community

UN General Assembly Special Session on HIV/AIDS
World Health Organization
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Introduction

This document aims to outline regional strategic orientations to improve the availability,
accessibility and safety of MC within the context of broader HIV prevention and improved sexual
and reproductive health. It provides strategic orientations on moving from science evidence to
programme implementation.

The publication’s primary target is programme managers in eastern and southern Africa with the
responsibility of advising or taking decisions in relation to MC and HIV prevention.

The background section (Section 1) places MC in the context of broader HIV prevention strategies,
and highlights the available evidence on MC and reduction of risk of HIV infection. This section provides
information on the preparatory activities that have taken place at the regional level following the release
of findings from three randomised controlled trials in Africa which established that MC reduces by 60%
the likelihood of men acquiring HIV infection through heterosexual contact. Section 2 analyses the status
of MC in the African region; Section 3 discusses the proposed strategic orientations for scaling up MC;
and Section 4 is a conclusion.

1.  Background
1.1 The HIV prevention challenge

According to current estimates of the global prevalence of human immunodeficiency virus (HIV)
infection, sub-Saharan Africa is the hardest hit region, with more than 2.5 million new HIV infections
occurring in 2007. More than 8 countries in sub-Saharan Africa have hyper-endemic HIV (i.e. prevalence
above 15%4 among adults in the general population), and most of the remaining countries have generalized
epidemics.

Prevention efforts in the African Region have been limited in scale and pace and have had variable
impact on the spread of HIV. Risk reduction programmes have included counselling on delayed sexual
debut, reducing the number of concurrent partners, and consistent and correct male and female condom
use, as well as the treatment of sexually transmitted infections (STIs) and HIV testing and counselling.
The existing approaches to preventing heterosexual HIV transmission that have demonstrated impact need
to be scaled up, and new, proven approaches added.

One recently proven approach is male circumcision—a one-time intervention that provides males
significant, but not complete, protection from HIV infection.

There are other new prevention technologies currently being researched, such as microbicides and
vaccines, with disappointing results so far.

* UNAIDS-WHO Epidemiological report, 2007.
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1.2 Male circumcision and HIV prevention evidence

Three randomized controlled trials that took place in Orange Farm, South Africa; Rakai, Uganda;
and Kisumu, Kenya demonstrated that male circumcision confers in males about a 60% reduction in the
risk of HIV infection from heterosexual intercourse.” The trials provided scientific confirmation of the
partially pr60tective effect of MC from HIV infection observed in sub-Saharan African countries since the
late 1980s.

A review of 13 studies in 10 East and southern African (ESA) countries showed that MC would be
acceptable for reasons of hygiene and prevention of sexually transmitted infection. However, its cost, fear
of pain and concerns for safety were some of the main barriers identified.”

1.3 Preparations for male circumcision programming

In preparing for the scale up of MC for HIV risk reduction recommended by WHO and UNAIDS,
in-country consultations were held in 2006 and 2007 in Botswana, Lesotho, Kenya, Malawi, Swaziland,
Tanzania and Zambia. A regional consultation was subsequently held in Nairobi, Kenya in November
2006. The meetings sought to familiarize stakeholders from government, private sector, traditional health
care setting, donors, NGOs and the UN with the new evidence on the HIV-protective effect of MC, and to
explore the implications of this knowledge for the development of HIV prevention programmes and male
sexual and reproductive health services.

In March 2007, a WHO/UNAIDS global consultation was convened in Montreux, Switzerland to
discuss the policy and programmatic implications of the new evidence on MC and HIV prevention.

In May 2007, a sub-regional consultation was held in Harare in collaboration with the SADC
Secretariat. Participants from 12 East and Southern Africa countries with settings of high HIV prevalence
and low MC rates® attended the meeting. The meeting was aimed at discussing and agreeing on the policy
and programmatic implications of the available evidence for MC in the context of HIV prevention in the
sub-region, and developing or updating plans of action at the country and sub-regional levels. The
presentations made at this meeting showed that good progress had been made over the past year towards
addressing the issue of MC for HIV prevention.

The countries agreed on the following next steps:

. Advise country leaders and other key stakeholders of the national road-maps for scaling up
MC;

. Develop policy guidance that defines the demographic groups to be targeted for circumcision
and the modalities for achieving this;

. Engage national stakeholders, in particular traditional leaders and practitioners, women, the
youth, and faith-based organizations, and develop, where appropriate, national task teams on
MC;

Auvert et al., 2005; Bailey et al., 2007; Gray et al., 2007.

Weiss et al., 2000.

Westercamp and Bailey, 2006

Botswana, Kenya, Lesotho, Malawi, Mozambique, Namibia, South Africa, Swaziland, Tanzania, Uganda Zambia and
Zimbabwe.
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. Integrate MC and its cost into existing national HIV prevention strategies as a means to
rapidly increase its uptake in countries; and

. Undertake resource mobilization to fund MC programmes.

In addition to the country and regional consultations, three global expert consultations were also
convened: “Strategies and approaches to MC programming” (Geneva, December 2006); “Perspectives
from social science on MC for HIV prevention” (Durban, January 2007) and “Male circumcision and HIV
prevention operational research implications” (Nairobi, June 2007).

In August 2007, male circumcision for HIV prevention was discussed at the 57" Session of the
WHO Regional Committee held in Brazzaville, Republic of Congo. The discussion generated
considerable debate, with the Ministers requesting the WHO Regional Office for Africa to organize an
African experts’ consultation to review available evidence and make recommendations on the way
forward. That consultation was held on 2—4 April 2008.

At the global level, WHO and other UN partners are developing a number of tools to guide the
scaling up of MC for HIV prevention. These include:

. A guide for standards, certification and accreditation and related facilities assessment tools;
. A guide on quality assurance to enhance the quality and safety of MC services;
. A guide for decision makers on human rights, ethical and legal considerations for safe MC

and comprehensive HIV prevention programming;

. A situational analysis toolkit for determining circumcision prevalence, gauging acceptability,
identifying key providers, estimating costs, and monitoring numbers of circumcisions
performed, their safety, and their potential impact on sexual behaviour.

. A step-by-step operational guide for scaling up MC services.

A number of countries are in the process of preparing for the scaling up of MC as part of
comprehensive HIV prevention strategies. Current efforts relate to the development of policy frameworks
and implementation plans; carrying out situation analyses, and estimating the cost implications for scaling
up MC.

This document proposes key strategic orientations for the scaling up of MC services as part of a
comprehensive package for HIV prevention in sub-Saharan Africa.

2. Analysis of the Situation of Male Circumcision in the African Region

Male circumcision is common in many African countries. It is almost universal in North Africa and
most of West Africa. In contrast, it is less common in southern Africa, where self-reported MC
prevalence is around 15% in several countries (Table 1). In most of West, Central and North Aftica,
infant and childhood MC is widespread.
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Table 1: Male circumcision prevalence in a selection of eastern and southern African countries

Country MC prevalence
(%)
Botswana, Namibia, Swaziland, Zambia, Zimbabwe 15
Burundi, Rwanda 15
Malawi 21
South Africa 35
Lesotho 48
Mozambique 60
Madagascar >80
Tanzania, Kenya and Ethiopia 70-93

Around 20% of adults in southern Africa are living with HIV and AIDS. Notably, the countries in
this region with high HIV prevalence (Botswana, Lesotho, Malawi, Mozambique, Namibia, South Africa,
Swaziland, Zambia and Zimbabwe) have low MC prevalence, whereas in the two southern African
countries with low HIV prevalence (Angola, 3.7% and Madagascar, 0.5%), over 80% of the males are
circumcised.

The wide variation seen in MC prevalence in Africa is partly due to different ethnic traditions—
some ethnic groups stopped the practice centuries ago. In more recent history the two main reasons
appear to be the abandonment of MC because of factors such as wars, and in some cases its banning by
European missionaries and colonial administrators.’

The age at circumcision varies by country and within countries. Neonatal circumcision is common
in some countries (e.g. Ghana) but in other countries median age at circumcision varies from boyhood (5—
16 years in Burkina Faso, Zambia, and Kenya) to the late teens or twenties (parts of Tanzania and South
Africa). In countries like Senegal, MC at age 40 has been reported.

The degree of foreskin removed also varies in traditional circumcision. For example a study among
the Babukusu in Kenya found that traditional circumcisions were highly variable, with some resulting in
insufficient removal of foreskin, and others with excessive skin removed.

? Male circumcision: Global trends and determinants of prevalence, safety and acceptability. WHO-UNAIDS Contributing to

Heath Worldwide, February 2007
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2.1. Challenges for programming

The main challenge to scaling up MC will be to maximize its impact in reducing HIV infection,
while assuring the procedure’s safety. Fortunately, this scale up will have the benefit of the many lessons
learned from numerous global health initiatives, on how to effectively introduce new technologies in
resource-limited settings. For example, the yellow fever and polio eradication campaigns have shown that
coordinated efforts can lead to success.

Lessons have also been learned from the poor scale up and uptake of other interventions such as the
prevention of mother-to-child transmission (PMTCT) of HIV. To date, PMTCT programme
implementation has been dismally low in regions and countries where it is most needed. Currently, only
about 10% of women attending antenatal clinics in sub-Saharan Africa receive PMTCT services. The
reasons for this include poorly coordinated programme implementation globally and within countries,
lack of a well envisioned scale-up strategy, lack of sustained technical assistance to countries, lack of
political commitment and poor communication from the global to the grassroots levels.

Various consultations on MC for HIV prevention conducted during 2006-2007 reveal that the main
challenges to MC scale up in Africa include:

. Limited access to health services;

. Low integration of MC into overall health service delivery;

. High competition with other priorities and surgical emergencies and limited availability of
surgical facilities;

. Cost of the surgery, post-operative care and adverse events management;

. Poor quality services resulting in post-procedure infections or other negative consequences;

. Low involvement of women and families, and perceptions of indirect benefits for women;

. Challenges to working effectively with traditional MC providers;
. Cultural or religious meanings attached to traditional MC, which may compromise safety;

. Poor communication strategies and inadequate counselling, leading to confusion and
misunderstandings about the degree of protection conferred by MC, and risk compensation
among newly circumcised males.

2.2. Opportunities for male circumcision

If correctly planned, increased provision of accessible, safe MC services could also increase
opportunities to educate adolescents and adult men in areas of high HIV prevalence about a variety of
reproductive and sexual health topics, including hygiene, sexuality, gender relations and the need for a
combination of prevention strategies to further decrease their risk of HIV acquisition and transmission.

The introduction of MC services could also provide opportunities for capacity building in the health

sector. This might include upgrading of health facilities, and training of personnel in minor surgical
procedures and counseling.
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3. Strategic directions

In outlining a generic framework to improve the availability, accessibility and safety of MC
and sexual health services as an integral component of comprehensive HIV prevention, this document
attempts to answer a number of questions, including the following:

. Which region/sub-region should be prioritized?

. What should be the goal and who should be involved in MC programming?
. What are the possible approaches to service delivery?

. What populations groups and age groups should be prioritised, and why?

. Which cadres should be involved in the scale up of MC?

. What are the entry points and which services should be integrated?

. Which mechanisms should be put in place in order to ensure accessibility (geographical and
financial) of male circumcision services?

The WHO-sponsored publication “Strategic Approach to Strengthening Reproductive Health
Policies and Programmes” describes a three-stage process for processing policies and programmes. The
Strategic Approach starts with the desired end in mind, namely stronger institutions for large-scale,
sustainable services and effective policy that will lead to improved access to and quality of care. The
implementation of the Strategic Approach involves three stages: (1) strategic assessment to identify needs
and priorities; (2) testing of health-service innovations on a limited scale; and (3) scaling up so that the
benefits of proven innovations reach more people. This section outlines 17 strategic orientations that
countries may consider in scaling up male circumcision services.

Strategic direction No.1:

Countries in East and Southern Africa should prioritize male circumcision as a key HIV
prevention strategy

Modelling studies suggest that universal MC in sub-Saharan Africa could prevent 5.7 million new
cases of HIV infection and 3 million deaths over 20 years (Williams et al., 2006). The greatest
population-level impact of MC will occur in settings where the prevalence of heterosexually transmitted
HIV infection is high (HIV prevalence in the general population exceeds 10%), levels of MC are low
(below 20%), and populations at risk of HIV are large. The impact would still be considerable in settings
with adult HIV prevalence of between 3% and 10%, mainly heterosexual transmission, and low rates of
male circumcision.

Many countries in East and southern Africa fall within the categories above and are therefore a
priority. These countries need to identify priority geographic settings where the greatest impact of MC on
the HIV epidemic can be realized. In African countries with areas where most of the circumcision is
carried out by traditional or religious circumcisers, there is need to focus on improving safety and
reinforcing behaviour change messages.
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Strategic direction No. 2:
Define a clear goal for male circumcision programming

Given that there are many issues to be addressed in order to successfully introduce and scale up MC
for HIV prevention, it is critical to have a sound and comprehensive strategy. As part of the strategy
development process, it is important to agree on a clear goal for the programme consultations; situation
analyses should help in the goal-definition phase, and each country should define a goal, based on its own
local context. Examples of goals may be:

. To introduce safe MC as an HIV prevention approach and get as many willing males as
possible circumcised. This may be the goal in settings with high HIV prevalence and low
rates of MC.

. To provide safe male circumcision services. This could apply to settings with high MC rates,

mostly done in the traditional or religious sector.

. To use MC as an entry point to working with adolescent boys and young men—a population
that does not often access health services.

. To introduce MC within the context of a broader HIV prevention and sexual and reproductive
health programme.

. A combination of objectives.
Strategic direction No. 3:

Conduct a comprehensive situation analysis

A situation analysis should be undertaken to describe existing MC prevalence and practice, cultural
and political attitudes, and to map out the anticipated scope of MC scale up in terms of human resources
and training needs, infrastructure, commodity and logistical requirements, costs and funding, and systems
for monitoring, evaluation and follow-up.

In support of countries’ preparations for the scale up of MC as part of a comprehensive HIV
prevention package, WHO has developed a Situation Analysis Toolkit. The aim of the toolkit is to assist
countries that are planning to augment the availability of and demand for safe MC services for HIV risk
reduction. The toolkit provides guidance in determining the prevalence of MC in various populations, and
assessing cultural and political attitudes towards MC and the capacity of existing medical services to
deliver safe MC services.

The toolkit is available and countries are being supported to carry out the situation analysis as a

basis for planning the scale up of MC services. Country experiences with situation analyses should be
shared.
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Strategic direction No 4:
Conduct key stakeholder consultations

The introduction and expansion of safe MC services in Africa must take into account local socio-
cultural, religious and traditional values to ensure acceptability by communities and build on existing
cultural practices. Consultations are an important step towards reaching consensus among key
stakeholders in a country and creating an enabling policy environment for MC programming. Countries
and international development partners should make resources available to support community and
stakeholder consultations. These should involve traditional practitioners in areas where they perform MC,
to ensure the engagement and participation of all relevant partners in the design of safe MC programmes.

Strategic direction No. 5:

Integrate male circumcision services into a comprehensive package for HIV prevention
Because it is only partially effective in protecting an individual against HIV, MC should not be

delivered in isolation, but as part of a comprehensive HIV prevention package. The recommended

minimum package includes:

. Information about the risks and benefits of the procedure;

. Counselling about the need to adopt and maintain safer sex practices, particularly in the post-
procedure healing period but also long term;

. Promotion of and access to HIV testing and counselling;
. Promotion of condoms and their provision;
. Management of sexually transmitted infections where required; and

. Surgical MC as described in the WHO/UNAIDS/JHPIEGO Technical Manual for Male
Circumcision under Local Anaesthesia.

Based on the WHO expert consultation meeting on MC of March 2007, the procedure is not
recommended for HIV-positive men as an intervention to reduce HIV transmission. However, if
medically indicated, MC should be provided to all willing men irrespective of their HIV status. It is
recommended that HIV testing is offered to all seeking MC in line with the provider-initiated testing and
counselling (PITC) strategy. Male circumcision would thus be an entry point for PITC.

A key challenge is that of targeting MC to seronegative males, while ensuring that seropositive ones
are not denied the service. Programmes would have to be very careful in their targeting strategies;
denying HIV-positive males the services could lead to their further stigmatization and discrimination.

If a country has the resources to provide other comprehensive sexual and reproductive services, it
may use MC as an opportunity to reach out to men, a group that is otherwise hard to reach. An enhanced
package would feature community and social aspects, including reaching sexual partners with counselling
services.
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The enhanced package could include, in addition:

. Counselling on life skills (e.g. negotiation, communication and decision-making, parenting,
and prevention of gender-based violence and substance abuse);

. Health education and use of health services;

. Family planning information and skills; and

. Vaccinations for children/integrated management of childhood illness (IMCI).
Strategic direction No. 6:

Target young male population for greatest public health impact

Male circumcision would be most effective if males were targeted before they were sexually active.
The personal benefit of MC is immediate. However, the full public health benefit will only be seen after a
large proportion of men are circumcised. In order to maximise the public health benefit priority countries
should consider first targeting adolescents as a top priority, then young men, and finally older men at
particularly high risk of HIV. The priority list would then be:

. Specifically targeting circumcision services at younger males. Experience from reproductive
health programmes for young people indicates that boys should be reached before the median
age at sexual debut (typically 15—17 years). Consideration should also be given to “easy to
reach” boys, e.g. boys with 12—14 years old. This age group can cope better with surgery
under local anaethesia than younger age groups.

. Priority could also be given to HIV-negative men of any age who have indications of being at
higher risk for HIV, such as men with sexually transmitted infections.

. Since neonatal circumcision is a less complicated and risky procedure than circumcision of
young boys, adolescents or adults, countries should consider how to promote neonatal
circumcision in a safe, culturally acceptable and sustainable manner. This will have benefits
for HIV prevention in the long term.

Strategic direction No. 7:

Foster stronger collaboration between traditional and formal health care systems

Information on MC practices in traditional settings is required, and ways should be found to engage
traditional practitioners to improve the safety of their services. Recognizing the importance of traditional
health care providers in the African Region, there is need to find ways of collaborating with them.

A regional consultation on traditional MC will be organized to review current practices and discuss

collaboration of this sector with the formal health sector, and the implications for scaling up MC in the
context of HIV prevention.

Page 20 Consultation on male circumcision and HIV prevention in the African Region



Strategic direction No. 8:
Ensure safety and standardized services

Ensuring safety in MC service delivery is of paramount importance. The various competencies
needed for each element of MC services should be determined: pre-surgical assessment, pre-surgical
counselling, circumcision, post-surgical care and referral. Aspects to consider in determining who should
provide the services include the knowledge required, the task’s complexity, risk of harm and current
evidence.

The safety of MC depends on the setting, equipment and expertise of the provider. The three large
scale randomized controlled trials show that very low complication rates can be achieved (less than 3 %)
when MC is performed by trained workers in adequately equipped medical settings. However, high rates
of complications have been found when MC is provided by untrained, poorly equipped providers and in
some traditional settings.'” MC should not be scaled up without the assurance of quality and safety of
services, properly trained staff and appropriate follow-up of clients.

Certification guidelines will be made available to help countries with the processes of certification
and accreditation of health facilities that will be involved in the scale up of MC. WHO will also support
the training of trainers who will be called upon to cascade the training in countries. It is important that the
training conducted is linked to supervision and capacity building at the service delivery point.

Appropriate referral systems must also be put in place, with well equipped satellite referral centers
able to handle post-surgical complications.

Strategic direction No. 9:

Ensure that standardized male circumcision surgical services are provided

The WHO/UNAIDS/JHPIEGO Technical Manual for Male Circumcision under Local Anaesthesia
has been developed as part of the work to support countries in providing safe MC services, and ensuring
that circumcised men do not perceive themselves as fully protected against HIV and other sexually
transmitted infections, and consequently forgo other HIV risk-reduction strategies.

The technical manual is aimed at providers of MC services and programme managers. It describes
selected methods for MC chosen on the basis of their safety and practicality for use in resource-limited
settings.

For adults and adolescents three methods are described: the forceps-guided, the dorsal slit and
sleeve method; for paediatric and neonatal circumcision four methods are described: the dorsal slit; the
Plastibell; the Mogen clamp; and the Gomco clamp.

The recommended operative techniques are illustrated in detail for reference in the context of a
training course. After the training they can be used to reinforce what has been learnt.

The manual also addresses broader issues of sexual and reproductive health of men, and emphasizes
that MC must be set within the context of other strategies for reducing the risk of HIV infection.

10 Assessment of Clinical and Traditional Male Circumcision Services in Bungoma District, Kenya; Complication rates and
Operational Needs, April 2006, Special Report C. Bailey and Omar Egesah, Published by PSI, AIDSMARK and USAID.
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A full description of best practices in surgery and anaesthesia in resource-limited settings can be
found in the WHO publication Surgical Care at the District Hospital. The manual will be part of the
training package on MC and will be made available to countries.

The safety of MC should also be an integral part of infection-control measures to be implemented at
the health facility level.

Strategic direction No. 10:
Involve different cadres of service providers (“task shifting”) to reach high levels of coverage

In order for MC to have the desired impact on the HIV epidemic wide coverage is needed.
Modeling has shown that 50% uptake over 10 years would reduce HIV prevalence by more than 50%
over 20 years— very significant impact.

In order to meet the goal of universal access to HIV prevention, treatment and care, countries need
to identify and implement the most efficient models and strategies for scaling up to attain high numbers of
males circumcised in the first few years.

Countries in the African Region are faced with a shortage of skilled health professionals. In order to
scale up MC services it will be necessary to consider using available staff and consider “task-shifting”
(using nurses, midwives, clinical officers to perform the surgery). There is also need to strengthen
partnerships with private health care providers and include male circumcision in the curricula of all the
levels of pre- and in-service training.

Since MC services for HIV prevention must be offered as a package, training is required for
different cadres of staff, including counsellors, paramedical and medical practitioners, among others.
Each country will have to decide which health cadres should be involved in scaling up safe MC services.
Experience from family planning and reproductive health shows that non-physicians can be trained to
carry out some procedures. Non-physician (mid-level) providers should be trained in MC surgical
techniques in order to make the services widely available and accessible to all males.

The acceptability of female health care services providers performing MC needs to be carefully
researched because in sub-Saharan Africa the majority of middle-level providers are female.

Strategic direction No. 11:

Identify and use relevant entry points for male circumcision services

There are many health intervention programmes being successfully implemented in countries of the
African Region. These avenues can be used to promote MC to individuals who come in for other services.

There is need to review existing sexual and reproductive health services for men and women and
identify contact points that could be taken advantage of. Male circumcision could be promoted through,
for instance, postnatal care services, adolescent and reproductive health services, testing and counselling,

PMTCT services, and external consultations on sexually transmitted infections. Programmes such

as immunization that have a wide reach in the community could be used to promote MC services. Male
circumcision could be added to existing communication mobilization systems that involve a network of
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community-based health workers, traditional healers, and other public and private health providers. In
addition, recreational fora such as sporting events are other possible entry points.

Strategic direction No. 12:
Put in place an effective communication and advocacy strategy

Male circumcision is a new additional intervention for HIV prevention and its scaling up needs to
be supported by well planned advocacy and social and behavioural communication strategies appropriate
to the local culture. There is need to ensure that clear and consistent, culturally sensitive messages are
formulated and disseminated. There is also need to ensure that circumcised men do not develop a false
sense of security that could cause them to engage in risky behavior that would undermine the partial
protection provided by MC. Male circumcision should always be explicitly linked with the continuing
need for risk-reducing behaviour, notably consistent, correct condom use and reduced numbers of sexual
partners. A clear distinction must be made between MC and female genital mutilation/cutting (FGM/C) to
guard against the inadvertent encouragement of the latter.

Countries are advised to involve community beneficiaries when they develop communication
strategies and plans, to ensure that the social environment is conducive to MC scale-up. A
communications guidance note for programme managers has been developed and will be made available
to countries to guide their development of communication strategies and plans.

Strategic direction No. 13:

Strengthen health systems

Because MC is a surgical intervention and in order to maximize its public health impact, the service
should be integrated within the context of existing health care services, involving of a range of
government, private sector, community-based and non governmental organization partners.

Countries will need to develop strategies aimed at reaching high levels of coverage of MC in the
quickest possible timeframe. Integrated and coordinated approaches to deliver MC services with other
essential HIV prevention and sexual health services are most likely to be sustainable in the longer term.
However, vertical, stand-alone programmes that provide the recommended minimum package of services
may be useful in the short term to rapidly expand access to safe MC services and to train providers in
standardized procedures, especially where demand is high and health systems are weak. If such vertical
programmes are established there should be a clear strategy to ensure that these are integrated into
strengthened health systems as soon as is feasible. The catch up strategy would be a short term one, as the
intensity of demand for the services would reduce with time.

Health systems in sub-Saharan African countries are weak and there is a shortage of skilled health

professionals. The development and expansion of MC services for HIV prevention should not disrupt
health systems or the implementation of other health programmes.

Strategic direction No. 14:

Increase and sustain financial resources

Additional technical skills and resources will be needed to scale up safe MC, hence the need exists
to mobilize additional resources, without taking resources away from other essential services. Countries
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should mobilize the extra resources as part of their commitment to the Abuja Declaration and UN General
Assembly Special Session on HIV/AIDS (UNGASS) on mobilizing resources for health. Countries in the
African Region may consider applying for funding from initiatives like the Global Fund to Fight AIDS,
Tuberculosis and Malaria (GFATM), President’s Emergency Plan for AIDS Relief (PEPFAR), and other
bilateral and multilateral channels.

Strategic direction No. 15:

Put in place effective monitoring and evaluation, including operational research

Moving from evidence-based research to public health intervention will happen through a “learning
by doing” approach. There should be a clear strategy for monitoring and evaluation, and for conducting
operational research as services are scaled up, to determine the most effective ways to provide and sustain
MC services. It is also important to have systems in place to monitor post-circumcision behaviour.

The population-level impact of MC will need to be documented by monitoring the incidence and
prevalence of HIV through national demographic and health surveillance studies.

Research gaps should be continually identified and prioritized in order to obtain further information
for policy development and implementation of safe and sustainable MC programmes. A recent
consultation reviewed operational research issues for the scale up of MC services, and developed a set
of research priorities that must be implemented during the 2007/8 period. The five highest-priority
operational research items were:

1. Evaluation of task-shifting for the delivery of surgical services (that is, can individuals other
than doctors, clinical officers and nurses perform MC?);

Evaluation of different models of delivering clinical services;

Evaluation of counselling strategies to decrease risk compensation following circumcision;

Formative research concerning neonatal circumcision;

A

Formative research on the practices of traditional circumcisers, and evaluation of existing
services incorporating traditional circumcisers into the formal health care system.

A social science research agenda is equally important and needs to run concurrently with the above,
including research into socio-cultural practices that may facilitate the spread of HIV.
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Strategic direction No. 16:
Provide sustained, coordinated and integrated technical support

There is need to move rapidly and in a strategic manner with the implementation of MC for HIV
risk reduction. Governments should assume leadership of the process of developing plans and mobilizing
extra resources, and for the efficient use of available resources in the scale up process.

Countries are encouraged to form national task force teams on MC with clear division of labour
within existing structures such as the HIV Prevention Group, wherever possible. Ministries of health,
national AIDS coordinating bodies and other strategic ministries need to take the lead in the task force in
order to efficiently guide the allocation of technical and financial support from partners. The national task
force will coordinate the implementation of MC programmes.

At the regional level there will be a consolidated MC support team to coordinate multi-partner
support to countries. The WHO Regional Office for Africa will continue to provide technical leadership
and normative guidance for developing plans, implementing programmes and monitoring and evaluation
of MC scale up. Other partners include UN agencies, sub-regional economic groups, PEPFAR, and key
other technical partners. The various agencies will support countries in implementing activities according
to their respective roles and mandates.

A number of tools and guidelines have been developed by WHO and the Joint United Nations
Programme on HIV/AIDS (UNAIDS) and partners for countries to use as they prepare for the scaling up
of MC services, and some are already being tested.

Country experiences of MC policy and plan development, situational analyses and the piloting and
use of the various tools should be shared so that lessons can be learned, adapted and applied in other
countries.

Strategic direction No. 17:

Consider human rights, ethical and legal issues

There is need to review legal, policy and regulatory frameworks to ensure that the scale up of MC is
handled in the context of human rights and takes into account ethical and socio-cultural concerns, such as
non-discriminatory service delivery, informed consent, confidentiality, age of consent, safety and quality
assurance. Relevant tools are under development for these areas.

A clear distinction must be made between MC and female genital mutilation. The latter has
demonstrated adverse health effects and no known health benefits. For these reasons, the UN health
bodies and a number of medical associations consider FGM/C to be unacceptable, a form of violence
against women and girls and an infringement of their physical and psychosexual integrity.

4. Conclusion

This document outlines strategic orientations to improve the availability, accessibility and
safety of MC as an integral component of comprehensive HIV prevention programmes. It
highlights the need to prioritise countries in eastern and southern Africa with high HIV
prevalence and low MC rates for MC programming. The document provides orientations for
country action and details the support available from WHO and other partners for scaling up MC
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in the next two years. Implementing the strategies will require the integration of MC into HIV
prevention strategies and other health services, taking into account legal, ethical and socio-
cultural factors. It is important that countries realise that some of the questions that they have on
MC programming will be answered by a process of “learning by doing” throughout the course of
their implementation of the scale up.

Targeting young males will help attain maximum public health benefit. Improved access to safe
MC services will require the mobilisation of extra resources, efficient use of available ones, and improved
provision of services within strengthened health systems. Technical support at country and regional
levels, and strong country leadership, will be essential components to the implementation of the proposed
strategic orientations within countries.
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Annex 1: Agenda

Time Topic Presenter/Facilitator
Day 1, 2 April 2008
08:00 —09.00 REGISTRATION
Official Opening

09:00 — 10:00 Welcome, by Director of AIDS, Tuberculosis and
Malaria

Meeting objectives and expected outcomes AFRO
Introduction of participants
Statement from UNAIDS, on behalf of co-sponsors UNAIDS

Official Opening by the WHO Regional Director for
Africa

Administrative announcements including security AFRO
briefing

Objective no 1 To update participants on the evidence on MC and
HIV prevention

10.20-10.30 Group photo

10:30 - 12:30 Overview of the observational, epidemiological WHO/HQ
evidence on male circumcision and HIV prevention
Selected country presentations on observational data on Malawi, South Africa
HIV prevalence in relation with MC prevalence and Zambia
Discussion
Presentation of the evidence on male circumcision and Principal investigators

HIV prevention from the 3 RCTs

Discussions
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14:00-14:45 Discussions on evidence (ctd) WHO/HQ

Discussion

14:45-15:30 Presentation and discussion of the WHO-UNAIDS AFRO
Recommendations on MC and HIV prevention

Objective 2 To share countries experiences in implementing MC
for HIV prevention;

16:00-17:00 Country experiences with MC in the context of HIV Botswana , Swaziland
prevention
Discussions

17:00-17:30 Secretariat meeting

18:00-19:30 Cocktail

Day 2, 3 April 2008

09:00-09:30 Country experiences with MC in the context of Senegal, Ghana
traditional practice (ctd)
Discussions

Objective 3 To review and agree on the strategic orientations for

scaling up MC for HIV prevention in the WHO
Africa region;

09:30-10:30 Discussion on strategic directions for scaling up MC for AFRO
HIV prevention

Discussions

11:00-12:00 Update on Global/Regional level partnerships to UNAIDS
support scale up of MC activities (UN, PEPFAR, Gates,
GFATM)
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14:00-15:30 Group Work on strategic directions AFRO

16:00-17:00 Group Work on Strategic orientations (ctd)
17:00-17:30 Secretariat meeting
./'./” : K-.“-\‘\.
vé N
yd .
Day 3, 4 April 2008 / L
// N
09:00-11:00 Plenary report of group work \\AFRO
’ Followed by discussions \‘\,\

. \
11:30-13:30 f Finalization of draft of meeting recommendations

13:30-14:30 Presentation and adoption of the meeting

recommendations
14:30-15:00 Closing
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Annex 2: List of participants

NO | COUNTRY / NAMES FUNCTION POSTAL ADDRESS TEL & EMAIL ADDRESS
ORGANIZATION
I. PARTICIPANTS
l. Botswana Ms Hilda N. Matumo Principal Health Officer, STI Unit PO Box 82375 E-mail: hmatumo@gov.bw;
HIV/AIDS department ; Ministry of | Gaborone Tel: 4267 363 2254
Health Botswana
2. Burundi Dr Jean Rirangira Directeur technique du Conseil Service: BP 836 E-mail: rirangira@yahoo.fr;
National de Lutte Contre le SIDA CNLS, Bujumbura, Burundi Jean.rirangira@gmail.com
Privé: BP 5365 Tel: +257 222 52747
Mutanga, Cell.: +257 927 623 742 890
Bujumbura
3. Ghana Dr. Nii Akwei Addo National AIDS Control Program, PO Box KB 493, Korle B4 E-mail: naddo@nacpghana.org
Ministry of Health Accra, Ghana Tel: +233 628 456
+ 23320201 2868
4. Kenya Dr Harrison M. Kiambati | Ministry of Health Ministry of Health E-mail: hkiambati@yahoo.com ;
Afya Hse hcrs@health.go.ke
PO Box 30016-00100 Tel:+ 0733 482 694
Nairobi + 0203 564 046
5. Lesotho Mrs Anna Kampong MC Focal Point, Ministry of Health HA Leoele E-mail: annakampong@yahoo.com
and Social Welfare Box 2224, Maserul02 Tel: +09266 58 85 40 41
Lesotho +09266 22 31 63 63
6. Namibia Dr Marcus Goraseb Deputy Director, Special Services Harvey street Mohss E-mail: gorasebm@nacop.net
Windhoek Tel: +(61) 203 2868
Namibia
7. Rwanda Mme Héléne Balisanga VCT Program Officer & MC Focal TRAC-PLUS/CIDC E-mail: balisanga@yahoo.fr ;
Nyiramazaire, Point Boulevard de la Révolution balisangah@tracrwanda.org
Treatment and Research of AIDS B.P. 2717, Kigali Tel: +250 0886 8207
Centre Rwanda
TRAC PLUS/Centre for infectious
Disease Control (CIDC)
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NO [ COUNTRY/ NAMES FUNCTION POSTAL ADDRESS TEL & EMAIL ADDRESS
ORGANIZATION
8. Senegal Dr Adama Ndir Point focal suivi évaluation au sein Division SIDA/IST E-mail: ndiros@yahoo.fr
de la Division SIDA/IST IMS Medina Tel: +221 33 849 14 07 (O)
Ministére de la Santé BP : 7381 Cell.:+ 221 77 650 63 33
Dakar, Senegal
9. South Africa Dr Nomonde Xundu Department of Health P/B X828 E-mail: xundun@health.gov.za
Pretoria, 0001 Tel: +271 1231 20121
10. | South Africa Dr Sibusiso Sifunda Medical Research Council (MRC) Medical Research Council E-mail: ssifunda@mrc.ac.za
Box 19070 Tel: +27 21 938 0453
Tygerberg, 7505
11. | Swaziland Dr Vusi Magagula Deputy Director , Clinical services PO Box 3163 E-mail: magagulasam@gov.sa ;
MOH SW Mbabane, magmu(@realnet.co.sz
Swaziland, H100 Tel: +268 404 5554
12. | Uganda Dr Elisabeth Madraa HIV/AIDS programme manager, 6 Lourdel Road E-mail: emadraa@yahoo.com
Ministry of Health PO Box x7272 Tel: +256 414 257 409
Kampala, Uganda +256 772 695 109
+256 152 695 109
13. | Zimbabwe Mrs Cynthia Chasokela Director Nursing Services MOHCW E-mail: cmzchasokela@yahoo.com
Ministry of Health & Child Welfare | PO Box CY1122 Tel: +263 4 700 960
Causeway, Harare
Zimbabwe
Il. EXPERTS
14. | Swaziland Dr Groeneveld Adam Urologist P.O Box 19, Eveni E-mail: staghorn2000adam@realnet.co.sz
H103 Mbabane Tel: +268 618 4258
Swaziland
15. | Senegal Pr Cheikh Ibrahima Professeur d’ Antrhopologie Institut des Sciences de E-mail: cniang@sentoo.sn
Niang I’Environnement Tel: +221 825 1957
FAC de Science, UCAD
Dakar, Senegal
16. | Orange Farm South Dr Dirk Taljaard Coordinator Progressus Research Postnet suite 51 E-mail: dirk@progressus.co.za
Africa and Development Consultancy P/Bug XI, Tel: +27 82 454 6964
Northcliff 2115 +27 11 782 5687
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17. | RCT Kenya Dr Kawango Agot UNIM Project Coordinator Ondiek Highway E-mail: kawango@unimkenya.org
P.O Box 1764 Tel: +254 57 202 4065
Kisumu, Kenya Fax: +254 57 202 2984
18. | RCT Uganda Dr Godfrey Kigozi Rakai Health Science Program Rakai Health Science Program | E-mail: gkigozi@infocom.co.ug ;
Coordinator Uganda gkigozi@rhsp.org ;
gkigozi@insul.com
Tel: +256 77 259 326
HILIST
19. | WHO AFRO IST ESA Dr Morkor Newman Technical Officer HIV Prevention IST ESA E-mail: newmanm@zw.afro.who.int
Block A Highlands Tel: +263 234 1488
PO BE 773, Belvedere
Harare, Zimbabwe
20. | IST West Africa Mrs Louise Thomas- Technical Officer, IST WEST E-mail: maplehl@bf.afro.who.int;
Mapleh HIV Prevention and PO Box 03-7019 louisethomasmapleh@yahoo.com
Community Care Ouagadougou, Tel: +226 50 30 65 09
Burkina Faso +226 50 312592
Cell:+226 70 03 60 25
IV.WHO/HQ
21. | WHO/HQ Dr Kim Dickson Medical Officer new technologies WHO/HQ E-mail: dicksonk@who.int
Geneva, Switzerland Tel: +412279 14 548
V. PARTNERS
22. | UNAIDS/HQ Dr Catherine Hankins Chief Scientific Adviser to UNAIDS | 20, avenue Appia E-mail: hankinsc@unaids.org
and Associate Director, Evidence, 1211 Geneva 27, Tel: +41 22 79 13 865
Monitoring and Policy Switzerland
23. | UNAIDS/RST/ESA Dr Sibongile Dludlu Consultant Male Circumcision PO Box 6197 E-mail: dludlu@unaids.org
Rivonia 2128 Tel: +2711 517 1693
Johannesburg/South Africa
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ORGANIZATION
24. | UNFPA/SA Mrs Helen Jackson Regional Advisor HIV/AIDS UNFPA CST E-mail: jackson@unfpacst.co.zw
PO Box 4775 Helenj2001zw(@yahoo.com
Harare/Zimbabwe Tel: +263 338 524-7
25. | EAC Dr Stanley Sonoiya Health Coordinator, East Africa Community, E-mail: sonoiya@eachg.org ;
East African Community (EAC) Secretariat stanleysonoiya@yahoo.com ;
PO Box 1096 eac(@eachg.org
AICC Building Tel: +25527 250 42 53/8
Ngorongoro wing 6th floor Fax: +255 27 250 42 55/ 250 44 81
Arusha/Tanzania Cell : +255 78 45 35 448
26. | SADC Dr Banyana Madi Technical Advisor HIV and AIDS , Private Bag 0095 E-mail: bmadi@sadc.int
TB, Malaria Policy Development Gaborone, Botswana Tel: +267 3951 863 / 590 1047
and Harmonisation Fax: +267 3972 848
27. | SADC Dr Alphonse Mulumba Manager for Technical Collaboration | Private Bag 0095 E-mail: amulumba@sadc.int
and Research HIV and AIDS Unit Gaborone, Botswana Tel: +267 3951 863
SADC Secretariat Fax: +267 3972 848/ 3924 099
28. | Global Youth Coalition Mr Stephen Kasoma Regional Focal point Uganda E-mail: stephen@youthaidscoalition.org
on HIV/AIDS Tel: +256 712 195 860
+256 752 195 860
29. | African Youth and Mr Edford Mutuma Chairperson Plot. N°11867 E-mail: emutuma@gmail.com
Adolescent Network on Alick Nkhata Avenue Tel: +260 9 771 1744
Population and P.O Box 31966 +260 211257 979
Development Lusaka, Zambia
30. | Family Health Dr Kwaku Yeboah Director, Prevention and Mitigation 4401 Wilson Blvd, E-mail: kyeboah@thi.org
International Suite 700 Tel: +0017 03 64 71 914
Arlington/
USA, 22203

VI. SECRETARIAT

31. | WHO/AFRO Dr Rui Gama Vaz RPA BP 06, Brazzaville E-mail: vazr@afro.who.int
Congo Tel: +47 24139429
32. | WHO/AFRO Ms Vainess Mfungwe AO/RPA BP 06, Brazzaville E-mail: mfungwev@afro.who.int
Congo Tel:+47 24139680
Page 34 Consultation on male circumcision and HIV prevention in the African Region




NO | COUNTRY / NAMES FUNCTION POSTAL ADDRESS TEL & EMAIL ADDRESS
ORGANIZATION

33. | WHO/AFRO Dr Assimaweé Pana DP/RPA BP 06 , Brazzaville E-mail: panaa@afro.who.int
Congo Tel: +47 24139223

34. | WHO/AFRO Dr Innocent Ntaganira PREV/RPA BP 06 , Brazzaville E-mail: ntaganirai@afro.who.int
Congo Tel: +47 24139271

35. | WHO/AFRO Dr Kadidiatou Gouro VCT/RPA BP 06 , Brazzaville E-mail: gourok@afro.who.int
Congo Tel: +47 24139214

36. | WHO/AFRO Ms Tekle-Haimanot Shu- | PP/RPA BP 06, Brazzaville E-mail: teklehaimanots@afro.who.int

shu Congo Tel: 47 24139312

37. | WHO/AFRO Dr T. Lapnet-Moustapha | PHARM/RPA BP 06 , Brazzaville E-mail: lapnett2@afro.who.int
Congo Tel: +47 24139229

38. | WHO/AFRO Dr Abdikamal Alisalad EPS/RPA BP 06 , Brazzaville E-mail: alisalada@afro.who.int
Congo Tel: +47 24139952

39. | WHO/AFRO Dr Georges Ki-Zerbo MAL BP 06 , Brazzaville E-mail: kizerbog@afro.who.int
Congo Tel: +47 24139295

40. | WHO/AFRO Dr Thomas Sukwa TUB BP 06, Brazzaville E-mail: sukwat@afro.who.int
Congo Tel: +47 24139336

41. | WHO/AFRO/DRH Dr Andrew Mbewe IMP BP 06 , Brazzaville Email: mbewea@afro.who.int
Congo

42. | WHO/AFRO/DSD Dr Barry Saidou NHS BP 06 , Brazzaville E-mail: saidoub@afro.who.int

Congo
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