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CHAPTER 1: OVERVIEW OF MALE CIRCUMCISION AS AN HIV PREVENTION STRATEGY

This chapter provides information on the following:

¢ need to prioritize safety when providing male circumcision

o various terms used for male circumcision, from clinical and programmatic perspectives, and how the procedure
is performed

e biomedical basis for male circumcision for reducing the risk of HIV infection

e World Health Organization’s minimum package of services to be provided in male circumcision for HIV
prevention programmes and optional expanded service packages

¢ importance of informed consent (and assent for minors) to ensure that clients are opting to undergo the
procedure voluntarily

e importance of ensuring confidentiality and privacy, and providing kind, respectful care to all clients seeking
male circumcision

e benefits and risks of male circumcision, including benefits to female partners

e typical client flow through male circumcision services

1.1. INTRODUCTION

More than 14 million adolescent and adult males in east and southern Africa have undergone male circumcision (removal
of the penis foreskin) for HIV prevention in the past decade. Since 2007, the World Health Organization has recommended
male circumcision as part of a comprehensive public health prevention effort to end the region’s HIV epidemic. Although
much of the information and guidance provided in this (Manual for male circumcision under local anaesthesia and HIV
prevention services for adolescent boys and men (Manual)) is based on experience in limited-resource settings in African
countries, the Manual is intended to support safe male circumcision anywhere in the world, wherever providers are doing
circumcisions on adolescent and adult males for health promotion and partial protection against HIV (see Box 1.1). The
many young men who are electing to undergo the procedure are helping to protect their own health and well-being and
the well-being of their partners. In this elective surgical procedure, every effort must be taken to mitigate the risk of
adverse events. The provider who performs the procedure, along with his or her team, is responsible for providing the
safest care possible.

Box 1.1. Intent of Manual for male circumcision under local anaesthesia and HIV
prevention services for adolescent boys and men (Manual)

This Manual is intended to support safe conventional or device-based surgical circumcision anywhere in the
world where providers are doing circumcisions on adolescent and adult males for health promotion and partial
protection against HIV.

1.1.1. What male circumecision is and how it is performed

Male circumcision is the permanent and complete removal of the foreskin (or prepuce), the fold of skin that covers the head
(or glans) of the penis. Male circumcision can be performed by several conventional or device-based surgical methods (see
Box 1.2). It can be performed for medical reasons or as part of traditional and religious practices (called traditional foreskin
cutting in this Manual). Male circumcision can be performed for therapeutic reasons, such as to correct a pathological
condition (for example, phimosis). It can also be performed for elective purposes, such as improved hygiene, prevention of
HIV or other sexually transmitted infections, and aesthetic preferences. In this Manual, male circumcision refers to elective
(versus therapeutic) circumcision of males performed by trained health care providers, unless otherwise noted.
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This Manual is primarily concerned with male circumcision for adolescents—at least 10 years old—and adults performed
under local anaesthesia. The 10-year age cut-off is based on evidence of safety and the client’s capacity to assent and
cooperate (7). Male circumcision may also be performed during early infancy, that is, under two months of age. For more
information on medical circumcision of male infants, refer to the Manual for early infant male circumcision under local
anaesthesia (2) and its accompanying learning package.

Although traditional foreskin cutting is not the subject of this Manual, some information on the practice is relevant here.
Traditional foreskin cutting has been widely performed for religious and cultural reasons, often within two weeks of

birth or at the beginning of adolescence, as a rite of passage into adulthood. Whether performed for religious or cultural
reasons, traditional foreskin cutting is often associated with higher rates of complications than circumcision that is
performed within the formal health care sector and has sometimes even led to death (3, 4). For additional information on
this practice, as well as considerations for male circumcision programmes in countries where traditional foreskin cutting is
practiced, refer to the World Health Organization’s 2010 consultation with traditional circumcision providers (5).

Box 1.2. Important note about device-based surgical methods

In 2013, the World Health Organization stated that the male circumcision devices it prequalifies are efficacious,
safe and acceptable as additional methods of male circumcision for HIV prevention among healthy men. A list
of devices that have been prequalified by the World Health Organization is available on its website. Although
some information and guidance related to these devices are provided in this Manual, no information is given for
applying or removing the devices. Providers who perform circumcisions using device-based surgical methods
should be appropriately trained and competent in the use of the specific device (and consult manufacturer’s
instructions for use). See the Bibliography section for additional information.

1.1.2. Male circumcision and HIV infection

A randomized controlled trial is the gold standard for scientific studies, and three such trials conclusively determined

that male circumcision reduces female-to-male HIV transmission by about 60% (6—8). Long-term follow-up demonstrates
that the protective effect continues beyond five years (9—11). Responding to this evidence, in March 2007, the World
Health Organization and UNAIDS issued recommendations on male circumcision and HIV prevention: male circumcision
programmes would have the greatest population-level impact in countries with a primarily heterosexually driven epidemic,
high prevalence of HIV, low prevalence of male circumcision and large populations at risk for HIV. There is insufficient
evidence to suggest that circumcision reduces HIV infection among men who have sex with men (72, 13). More recently,
reduced incidence of HIV has been shown in community-level studies of HIV prevalence in areas where rates of male
circumcision have increased through male circumcision programmes (9, 74).

1.1.3. Biological explanations for the protective effect of male circumcision

The mechanisms through which male circumcision reduces the risk of HIV transmission have been widely studied (75),
resulting in the following findings:

The primary target cells through which HIV enters the body are immune system target cells with CD4 receptors, including
Langerhans cells. These cells are present in high density in the epithelium of the inner foreskin and are close to the surface
(16-22).

In an in vitro study, HIV uptake by cells from the mucosal surface of the foreskin was seven times more efficient than
uptake by cells from tissue of the female cervix (23).

The highly vascularized foreskin mucosa and the mucosa at the frenulum are prone to tearing and bleeding during
intercourse. These microinjuries allow easy entry of HIV into the bloodstream (22).

A factor that further facilitates transmission of the virus is the presence of an ulcerative sexually transmitted infection—
such as herpes simplex, chancroid or syphilis—which tends to be more common in uncircumcised men (22, 24, 25, 28-30).
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Research on the microbial environment of the foreskin has demonstrated a high concentration of anaerobic bacteria
causing inflammation, which may recruit immune system target cells to the surface of the foreskin (26, 27, 31).

1.2. WORLD HEALTH ORGANIZATION’S MINIMUM PACKAGE OF SERVICES AND
RECOMMENDATIONS FOR MALE CIRCUMCISION PROGRAMMES

In 2007, the World Health Organization and Joint United Nations Programme

on HIV/AIDS (32) recommended male circumcision as a strategy that provides

partial protection against HIV infection and that it is an important part of a Box 1.3. Safer sex
comprehensive HIV prevention package. Recently, viral suppression with early .

initiation of antiretroviral treatment has been identified as another key prevention practlces

strategy. Based on the evidence of partial protection provided by circumcision, the Safer sex practices include

World Health Organization now recommends the following, along with services delaying the age of first
directly related to the circumcision procedure, as essential components in the intercourse, abstinence from
minimum male circumcision package: penetrative sex, reduction in

the number of sexual partners,
having only one sexual partner
at a time, and correct and
consistent use of male or female
condoms.

e HIV testing services

e active or supported referral of clients who test positive for HIV to HIV care and
treatment programmes

e screening for sexually transmitted infections and provision of or referral for
treatment

e promotion and provision of condoms

e promotion of safer sex practices (see Box 1.3)

1.2.1. HIV testing and referral of HIV-positive clients

Over the past 30 years, global availability and uptake of HIV testing services has increased sharply. Despite the growing
number of people receiving HIV testing every year, half of all people with HIV remain unaware of their status (33). HIV
testing coverage continues to be low in most endemic settings, and late diagnosis and linkage to prevention, care and
treatment services persist (34).

Male circumcision services provide an excellent opportunity for adult males to learn their HIV status and to identify
undiagnosed HIV. Because of the low rate of HIV infection in young clients, HIV testing does not need to be routinely
offered to adolescents under 15 years of age unless requested or clinically indicated. Priorities are linking HIV-positive
clients to HIV care and treatment, and providing male circumcision services to HIV-negative high-risk men, such as those
treated for sexually transmitted infections. Effectively scaling up HIV testing services to diagnose 90% of all people with
HIV by 2020 has been highlighted as the first of three global targets set by the United Nations, as part of the strategy of
the Joint United Nations Programme on HIV/AIDS: Fast-Track: Ending the AIDS Epidemic by 2030 (35, 36).

The World Health Organization and UNAIDS promote the routine offering of HIV testing services at health facilities; this
includes clinics offering male circumcision services, particularly in settings with high HIV prevalence and incidence (37).
Furthermore, HIV testing with linkages to prevention, treatment and care should be offered to all adolescents living in
areas with a generalized epidemic. However, this service should remain voluntary, and clients should have the option to
refuse the offer of an HIV test without affecting their access to male circumcision or other care and services offered at the
male circumcision site. Male circumcision clients who are not ready to test for HIV can be offered the test again during
postprocedure visits and informed about self-testing (37).

The remaining elements of the minimum services package (screening for sexually transmitted infections, provision of
condoms and promotion of safer sex practices) are all covered in detail in subsequent chapters of this Manual.
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1.3. MAKING SAFETY A PRIORITY

The foundation of good health care is providers who have training and resources to perform services according to global
safety standards. Use of the World Health Organization’s Surgical safety checklist and implementation manual (see the
Bibliography section and Chapter 7, Section 7.6.2), which has been adapted for the male circumcision procedure, supports
many of the safe practices discussed below.

1.3.1. Standard precautions for infection prevention

Infection prevention and control are vital to protecting both clients and clinic staff. This includes hand hygiene; use of
personal protective equipment; safe handling of needles, syringes and sharp instruments; and appropriate measures for
cleaning and proper waste disposal. A major concern is the potential transmission of bloodborne pathogens, such as
hepatitis B and C virus, and HIV, to clients or health care providers. This risk is greatly reduced by implementing standard
precautions.

1.3.2. Client eligibility and deferral or referral as appropriate

Providers must perform appropriate screening to ensure eligibility for male circumcision. Some conditions, such as acute
febrile illness or infection, must be treated before a client can safely undergo the procedure. Other contraindications to the
procedure at the clinic level include known or suspected bleeding disorder, hypospadias and pathological phimosis; clients
with such conditions should be referred as appropriate.

1.3.3. Tetanus mitigation (based on national policy)

Tetanus is a deadly disease that is preventable through proper vaccination and wound care. Clinics should ensure that
clients are offered tetanus toxoid-containing vaccination according to the client’s need and in line with national policy and
male circumcision method.

1.3.4. Safe anaesthesia

Local anaesthesia is recommended for male circumcision services and is simpler, safer and less expensive than general
anaesthesia (see Chapter 9, Section 9.4).

1.3.5. Haemostasis

Providers can help prevent life-threatening bleeding by carefully screening clients to identify bleeding disorders. All
providers must be competent to use surgical techniques to stop bleeding (see Chapter 8, Section 8.4.1). If bleeding cannot
be stopped using surgical techniques, then all providers must be competent to control blood loss by applying pressure.

1.3.6. Emergency plan

Although the risk of adverse events in male circumcision is low, the team should be able to identify conditions that require
emergency care, and have a plan that outlines roles and responsibilities of all team members in an emergency, outlines
each step in the emergency response, and identifies emergency referral facilities.

1.3.7. Postprocedure instructions and follow-up

Key postprocedure messages relate to the following:

e proper hygiene practices

e proper wound care and warnings against the use of home remedies on the wound

o the need for abstinence during the wound-healing period (or wearing a condom if abstinence is not possible)

e the importance of returning for follow-up care as recommended and
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e description of symptoms that indicate a need to return to the clinic or a need to seek medical attention immediately

1.4. CONFIDENTIALITY AND PRIVACY

Confidentiality means that health care providers and other staff protect and do not share a client’s personal information—
it is an individual’s right to decide when and with whom to share information about his health. All client information
should be kept confidential, and client records should be safely secured. Privacy is about making sure that anyone who is
not accompanying or directly interacting with the client neither hears (audio privacy) nor sees (visual privacy) the client
during discussion of personal health matters, physical examination and surgical procedure.

1.4.1. Informed consent and assent

Informed consent and assent are critical components of male circumcision service delivery. The client—or in the case of a
minor, the client and his parent(s)/guardian(s)—must be given understandable, complete, accurate information about the
risks, benefits and limitations of the procedure. All clients—or parent(s)/guardian(s) in the case of a minor—need to sign
a consent form to document the consent process before the procedure. Consent or assent is also needed for HIV testing.

1.5. EXPANDED OPTIONAL SERVICES

For many adolescent boys and men, accessing male circumcision services is their first encounter with health services since
early childhood. Male circumcision programmes may supplement the minimum package, defined by the World Health
Organization, with services that include tuberculosis screening, HIV treatment eligibility determination, antiretroviral
therapy initiation, oral pre-exposure prophylaxis for HIV prevention, HIV testing services for couples or for sexual partners
of clients, and screening for noncommunicable diseases or problems (for example, substance use or mental health
problems). Hence, policy-makers and decision-makers are encouraged to consider these and other options as they apply
to local needs and individual clients. Opportunities for providing additional services must be balanced with resources
available. In addition, clear mechanisms of linkage and referral are essential to facilitate male circumcision clients’ access
to these additional services. When considering the offer of expanded services, great care has to be taken when other
information is offered in the context of the circumcision procedure.

1.6. BENEFITS, RISKS AND LIMITATIONS OF MALE CIRCUMCISION

The decision of an adult or adolescent male to be circumcised, or of parent(s)/guardian(s) to have their son circumcised,
can be based on various factors. These factors include cultural, religious and personal preference, and evidence-based
information on the benefits, risks and limitations of the procedure, which are given to the client through education and
counselling by a trained male circumcision service provider, as described in Chapter 6.

1.6.1. Benefits for males

Male circumcision offers a range of benefits related to general health and disease prevention, or for personal preferences
(see Box 1.4). Potential health benefits of male circumcision are the following:

¢ reduced risk of female-to-male transmission of HIV

e reduced risk of some sexually transmitted infections, including, syphilis, herpes, chancroid and ulcers (29, 30, 38-40)
o reduced risk of human papillomavirus and resultant lower risk of penile cancer (41-43)

e possible increased ease of keeping the penis clean or having better hygiene

¢ reduced inflammation of the glans (balanitis) and the foreskin (posthitis)

¢ reduced risk for formation of foreskin scar tissue, which may lead to phimosis (inability to retract the foreskin) and
paraphimosis (swelling of the retracted foreskin, resulting in the inability to return the foreskin to its normal position)
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1.6.2. Benefits to female partners

As men accrue the benefits of reduced HIV and sexually transmitted infections, their female partners experience secondary
health benefits, including reduced risk of contracting the following:

e HIV—as more men are circumcised, fewer men will become infected with HIV, thereby decreasing the chance that a
woman will encounter an HIV-positive sexual partner; thus over time, female HIV incidence will decline (44)

¢ human papillomavirus and, therefore, of developing cervical cancer (42, 45)

e herpes simplex virus, syphilis, trichomonas vaginalis and bacterial vaginosis and, therefore, of developing related
consequences to pregnancy outcomes, including preterm labour (25, 46, 47)

Box 1.4. Limitations—what male circumcision can and cannot do

When discussing the benefits of male circumcision, it is important to help clients to also understand the
limitations of the procedure.

e Although male circumcision reduces the client’s risk of becoming infected with HIV, that risk is not eliminated.
Male circumcision provides partial (not 100%) protection against female-to-male HIV transmission. After male
circumcision, clients must practice additional risk-reduction strategies to further reduce the risk of acquiring
HIV; such strategies include correct and consistent condom use, fewer sexual partners, and avoidance of
concurrent sexual partnerships.

e There is insufficient evidence to determine whether circumcision reduces HIV infection among men who have
sex with men (72, 13). Also, circumcision does not provide any direct protection against HIV transmission from
HIV-positive men to their female partners.

e Male circumcision is not a cure for erectile dysfunction, sexual performance problems, infertility and other
conditions that some clients may believe the procedure will address. It is important for the provider to assess
the client’s beliefs about the benefits of male circumcision.

1.6.3. Risks of male circumcision

As with all medical procedures, male circumcision poses a level of risk to clients, albeit that risk is low. The vast majority
of clients of male circumcision programmes do not experience any adverse events; however, when such events occur,

they are usually mild and quickly resolved. In cases where moderate or severe adverse events have occurred, accurate
identification and treatment have limited the severity of outcomes. One study followed the outcome of male circumcision
in more than 1 million men across six African countries; the study occurred from 2010 to 2012 and found the combined risk
of moderate and severe adverse events to be less than 1% (48). In rare instances, complications progressed, resulting in
permanent deformity or disability. Death following male circumcision is extremely rare; causes include tetanus, bleeding
disorders and local anaesthetic toxicity.

When adverse events do happen, they typically occur within the first week after the procedure, although this is not always
the case. More information on risks of male circumcision is in Chapter 6 and the management of adverse events is in
Chapter 10.

1.6.4. Risk compensation

Risk compensation is the practice of increasing sexual risk behaviour because of a false sense of security. This is a
concern with any partially protective intervention against HIV, including male circumcision. Three studies have compared
men'’s sexual risk behaviours before and after circumcision; they found that behaviour did not significantly change after
circumcision (49-52). Additional studies have indicated that there are higher-risk behaviours among circumcised men
than among their uncircumcised counterparts (53-55). It may be, however, that men choosing circumcision engage in
higher-risk behaviours before becoming circumcised and simply continue those behaviours after circumcision (this is not
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risk compensation). A good way to help clients avoid engaging in risk compensation behaviour is to ensure that they
understand that male circumcision provides only partial (versus full) protection against HIV (53-55).

1.6.5. Sexual function and satisfaction after male circumecision

A systematic review (56) of studies on the effect of male circumcision on sexual sensation, function or satisfaction did
not demonstrate any significant changes. The only consistent finding was a slight prolongation in the time to ejaculation
(about 30 seconds longer). A study of female sexual partners of men who had been circumcised during the partnership
found that most women either had no preference or preferred circumcision for their partners; only 3% preferred their
partners to be uncircumcised. Women reported preferring circumcision because of improved hygiene and longer duration
of coitus (57, 58).

1.7. TYPICAL CLIENT FLOW THROUGH MALE CIRCUMCISION SERVICES

Based on resources available, onsite capacity and other factors, male circumcision teams should decide how to provide
critical services for safe circumcision at appropriate stages in the male circumcision process. Steps in client flow are shown
in Fig. 1.1 and listed below:

e registration and waiting

e group education about male circumcision, HIV risk reduction and other aspects of reproductive and sexual health,
including the circumcision procedure—by itself and as part of a comprehensive HIV prevention strategy

e individual counselling, including the offer of HIV testing services
e screening to determine client eligibility, followed by informed consent or assent, as appropriate
e the circumcision procedure

¢ immediate postprocedure care, including wound care instructions and follow-up at 48—72 hours, seven days and
six weeks

Fig. 1.1. Education and counselling integrated with other male circumcision services

~  Clinical Screening  ~~

Individual HIV Testing
and Counselling

Group/General
Education

Registration
and Waiting

Source: Adapted from (59)
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1.8. KEY MESSAGES

Male circumcision is permanent removal of the foreskin, either through the use of conventional or device-based surgical
methods.

Male circumcision is a one-time procedure that reduces the risk of female-to-male HIV transmission by about 60%.

Male circumcision provides partial protection and should be offered as part of a minimum package of services as
defined by the World Health Organization. Such package should include the following:

e HIV testing services

e active or supported referral of clients who test positive for HIV to HIV care and treatment programmes
e screening for sexually transmitted infections and provision of or referral for treatment

e promotion and provision of condoms

e promotion of safer sex practices

Informed consent (and assent, for minors) is a critical component of male circumcision service delivery to ensure that
the procedure is being accepted voluntarily.

Assurance of confidentiality and privacy is an important aspect of quality health services and supports the
effectiveness of education and counselling.

In addition to partially preventing HIV, male circumcision provides other health benefits for men and women.

The rate of reported adverse events following the 14 million male circumcisions that have been performed in Africa has
been low.

Client safety is a priority.



CHAPTER 1: OVERVIEW OF MALE CIRCUMCISION AS AN HIV PREVENTION STRATEGY u

REFERENCES

1. Safe, voluntary, informed male circumcision and comprehensive HIV prevention: programming guidance for decision-
makers on human rights, ethical and legal considerations. Geneva: Joint United Nations Programme on HIV/AIDS;
2007 (http://www.unaids.org/sites/default/files/media_asset/jc1552 circumcision en_0.pdf, accessed 5 May 2017).

2. World Health Organization and Jhpiego. Manual for early infant male circumcision under local anaesthesia. Geneva:
World Health Organization; 2010 (http://apps.who.int/iris/bitstream/10665/44478/1/9789241500753 eng.pdf,
accessed 2 March 2017).

3. Bailey RC, Egesah O, Rosenberg S. Male circumcision for HIV prevention: a prospective study of complications in
clinical and traditional settings in Bungoma, Kenya. Bulletin of the World Health Organization. 2008;86(9):669—677.
doi: 10.1590/50042-96862008000900010.

4. Male circumcision: global trends and determinants of prevalence, safety and acceptability. Geneva: World
Health Organization and Joint United Nations Programme on HIV/AIDS; 2007 (http://apps.who.int/iris/
bitstream/10665/43749/1/9789241596169 eng.pdf, accessed 2 March 2017).

5.  Traditional male circumcision in the context of HIV prevention. Meeting report, Johannesburg, South Africa.
13-15 April 2010. Geneva: World Health Organization; 2010 (http://www.who.int/hiv/pub/malecircumcision/
meetingreport _tmc apr10/en/, accessed 2 March 2017).

6.  Auvert B, Taljaard D, Lagarde E, Sobngwi-Tambekou J, Sitta R, Puren A. Randomized, controlled intervention trial of
male circumcision for reduction of HIV infection risk: the ANRS 1265 Trial. PLoS Med. 2005;2(11):e298. doi: 10.1371/
journal.pmed.0020298.

7. Bailey RC, Moses S, Parker CB, Agot K, Maclean I, Krieger JN, et al. Male circumcision for HIV prevention in young
men in Kisumu, Kenya: a randomised controlled trial. Lancet. 2007;369(9562):643—-656. doi: 10.1016/50140-
6736(07)60312-2.

8.  Gray RH, Kigozi G, Serwadda D, Makumbi F, Watya S, Nalugoda F, et al. Male circumcision for HIV prevention in men
in Rakai, Uganda: a randomised trial. Lancet. 2007;369(9562):657-666. doi: 10.1016/50140-6736(07)60313-4.

9. Kong X, Kigozi G, Ssekasanvu J, Nalugoda F, Nakigozi G, Ndyanabo A, et al. Association of medical male circumcision
and antiretroviral therapy scale-up with community HIV incidence in Rakai, Uganda. JAMA. 2016;316(2):182-190.
doi: 10.1001/jama.2016.7292.

10. Gray R, Kigozi G, Kong X, Ssempiija V, Makumbi F, Wattya S, et al. The effectiveness of male circumcision for HIV
prevention and effects on risk behaviors in a posttrial follow-up study. AIDS. 2012;26(5):609-615. doi: 10.1097/
QAD.0b013e3283504a3f.

11. Mehta SD, Moses S, Agot K, Odoyo-June E, Li H, Maclean |, et al. The long-term efficacy of medical male circumcision
against HIV acquisition. AIDS. 2013;27(18):2899-2907. doi: 10.1097/01.aids.0000432444.30308.2d.

12.  Wiysonge CS, Kongnyuy EJ, Shey M, Muula AS, Navti OB, Akl EA, et al. Male circumcision for prevention of
homosexual acquisition of HIV in men. Cochrane Database Syst Rev. 2011;(6):CD007496 (https://www.ncbi.nlm.nih.
gov/pubmed/21678366, accessed 24 November 2016).

13. Zhou C, Raymond HF, Ding X, Lu R, Xu J, Wu G, et al. Anal sex role, circumcision status, and HIV infection among
men who have sex with men in Chongqing, China. Arch Sex Behav. 2013;42(7):1275-1283. doi: 10.1007/s10508-012-
0008-6.



m MANUAL FOR MALE CIRCUMCISION UNDER LOCAL ANAESTHESIA AND HIV PREVENTION SERVICES FOR ADOLESCENT BOYS AND MEN

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

Auvert B, Taljaard D, Rech D, Lissouba P, Singh B, Bouscaillou J, et al. Association of the ANRS-12126 male
circumcision project with HIV levels among men in a South African township: evaluation of effectiveness using cross-
sectional surveys. PLoS Med. 2013;10(9):e1001509. doi: 10.1371/journal.pmed.1001509.

Morris BJ, Wamai RG. Biological basis for the protective effect conferred by male circumcision against HIV infection.
Int J STD AIDS. 2012;23(3):153-159. doi: 10.1258/ijsa.2011.011228.

Dinh MH, Fahrbach KM, Hope TJ. The role of the foreskin in male circumcision: an evidence-based review. Am J
Reprod Immunol. 2011;65(3):279-283. doi: 10.1111/j.1600-0897.2010.00934..x.

de Witte L, Nabatov A, Pion M, Fluitsma D, de Jong MAWP, de Gruijl T, et al. Langerin is a natural barrier to HIV-1
transmission by Langerhans cells. Nat Med. 2007;13(3):367-371. doi: 10.1038/nm1541.

Ganor Y, Zhou Z, Tudor D, Schmitt A, Vacher-Lavenu MC, Gibault L, et al. Within 1 h, HIV-1 uses viral synapses
to enter efficiently the inner, but not outer, foreskin mucosa and engages Langerhans-T cell conjugates. Mucosal
Immunol. 2010;3(5):506-522. doi: 10.1038/mi.2010.32.

Lemos MP, Lama JR, Karuna ST, Fong Y, Montano SM, Ganoza C, et al. The inner foreskin of healthy males at risk
of HIV infection harbors epithelial CD4+ CCR5+ cells and has features of an inflamed epidermal barrier. PLoS One.
2014;9(9):e108954. doi: 10.1371/journal.pone.0108954.

McCoombe SG, Short RV. Potential HIV-1 target cells in the human penis. AIDS. 2006;20(11):1491-1495. doi:
10.1097/01.aids.0000237364.11123.98.

Patterson BK, Landay A, Siegel JN, Flener Z, Pessis D, Chaviano A, et al. Susceptibility to human immunodeficiency
virus-1 infection of human foreskin and cervical tissue grown in explant culture. Am J Pathol. 2002;161(3):867-873.
doi: 10.1016/50002-9440(10)64247-2.

Szabo R, Short RV. How does male circumcision protect against HIV infection? BMJ. 2000;320(7249):1592-1594. doi:
10.1136/bmj.320.7249.1592.

Estrada CR, Pessis DA, Chaviano AH, Patterson BK, Landay A, Siegel JN, et al. Biologic mechanisms of HIV infection
of human foreskin: Implications for transmission. Journal of Urology. 2002;167(4):27-28.

Auvert B. 2012, ANRS-12126-Impact of male circumcision roll-out on HSV-2 prevalence among men: Orange Farm,
South Africa, paper presented to 19th Conference on Retroviruses and Opportunistic Infections, Seattle, Washington,
5-8 March.

Gray RH, Kigozi G, Serwadda D, Makumbi F, Nalugoda F, Watya S, et al. 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.
2009;200(1):42 e41-47. doi: 10.1016/j.ajog.2008.07.069.

Liu CM, Hungate BA, Tobian AAR, Serwadda D, Ravel J, Lester R, et al. Male circumcision significantly reduces
prevalence and load of genital anaerobic bacteria. mBio. 2013;4(2):e00076—e00013. doi: 10.1128/mBi0.00076-13.

Price LB, Liu CM, Johnson KE, Aziz M, Lau MK, Bowers J, et al. The effects of circumcision on the penis microbiome.
PLoS One. 2010;5(1):e8422. doi: 10.1371/journal.pone.0008422.

Réhl M, Tjernlund A, Mehta SD, Pettersson P, Bailey RC, Broliden K. Comparable mRNA expression of inflammatory
markers but lower claudin-1 mRNA levels in foreskin tissue of HSV-2 seropositive versus seronegative asymptomatic
Kenyan young men. BMJ Open. 2015;5(2):e006627. doi: 10.1136/bmjopen-2014-006627.

Tobian AAR, Serwadda D, Quinn TC, Kigozi G, Gravitt PE, Laeyendecker O, et al. Male circumcision for the prevention
of HSV-2 and HPV infections and syphilis. New Engl J Med. 2009;360(13):1298-1309. doi: 10.1056/NEJM0a0802556.



30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

CHAPTER 1: OVERVIEW OF MALE CIRCUMCISION AS AN HIV PREVENTION STRATEGY

Weiss HA, Thomas SL, Munabi SK, Hayes RJ. Male circumcision and risk of syphilis, chancroid, and genital herpes: a
systematic review and meta-analysis. Sex Transm Infect. 2006;82(2):101-110. doi: 10.1136/sti.2005.017442.

O’Farrell N, Morison L, Moodley P, Pillay K, Vanmali T, Quigley M, et al. Association between HIV and subpreputial
penile wetness in uncircumcised men in South Africa. J Acq Immun Def Synd. 2006;43(1):69-77. doi: 10.1097/01.
qai.0000225014.61192.98.

Technical consultation on male circumcision and HIV prevention: research implications for policy and programming—
conclusions and recommendations; Montreux, 6—8 March 2007. Geneva: World Health Organization and Joint United
Nations Programme on HIV/AIDS.

Consolidated guidelines on HIV testing services. Geneva: World Health Organization; 2015 (http://www.who.int/hiv/
pub/guidelines/hiv-testing-services/en/, accessed 2 March 2017).

Global health sector response to HIV, 2000-2015: focus on innovations in Africa. Geneva: World Health Organization;
2015 (http://www.who.int/hiv/pub/progressreports/2015-progress-report/en/, accessed 2 March 2017).35.

March 2014 supplement to the 2013 consolidated guidelines on the use of antiretroviral drugs for treating and
preventing HIV infection—recommendations for a public health approach. Geneva: World Health Organization; 2014
(http://www.who.int/hiv/pub/guidelines/arv2013/arvs2013upplement _march2014/en/, accessed 2 March 2017).

March 2014 supplement to the 2013 consolidated guidelines on the use of antiretroviral drugs for treating and
preventing HIV infection—recommendations for a public health approach. Geneva: World Health Organization; 2014
(http://www.who.int/hiv/pub/guidelines/arv2013/arvs2013upplement march2014/en/, accessed 2 March 2017).

Fast-tracking combination prevention: towards reducing new HIV infections to fewer than 500 000 by 2020. Geneva:
Joint United Nations Programme on HIV/AIDS; 2015 (http://www.avac.org/sites/default/files/resource-files/Fast-
tracking _combination px UNAIDS.pdf, accessed 24 November 2016).

Global health sector response to HIV, 2000-2015: focus on innovations in Africa. Geneva: World Health Organization;
2015 (http://www.who.int/hiv/pub/progressreports/2015-progress-report/en/, accessed 2 March 2017).

Mabhiane S-G, Legeai C, Taljaard D, Latouche A, Puren A, Peillon A, et al. Transmission probabilities of HIV and herpes
simplex virus type 2, effect of male circumcision and interaction: a longitudinal study in a township of South Africa.
AIDS. 2009;23(3):377-383.

Nasio JM, Nagelkerke NJ, Mwatha A, Moses S, Ndinya-Achola JO, Plummer FA. Genital ulcer disease among STD
clinic attenders in Nairobi: association with HIV-1 and circumcision status. Int J STD AIDS. 1996;7(6):410-414. doi:
10.1258/0956462961918374.

Pintye J, Baeten JM, Manhart LE, Celum C, Ronald A, Mugo N, et al. Association between male circumcision and
incidence of syphilis in men and women: a prospective study in HIV-1 serodiscordant heterosexual African couples.
Lancet Glob Health. 2014;2(11):e664—e671. doi: 10.1016/52214-109X(14)70315-8.

Auvert B, Sobngwi-Tambekou J, Cutler E, Nieuwoudt M, Lissouba P, Puren A, et al. 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. 2009;199(1):14-19. doi: 10.1086/595566.

Castellsague X, Bosch FX, Munoz N, Meijer CJLM, Shah KV, de Sanjose S, et al. Male circumcision, penile human
papillomavirus infection, and cervical cancer in female partners. New Engl J Med. 2002;346(15):1105-1112. doi:
10.1056/NEJM0a011688.

Hernandez BY, Wilkens LR, Zhu X, McDuffie K, Thompson P, Shvetsov YB, et al. Circumcision and human
papillomavirus infection in men: a site-specific comparison. J Infect Dis. 2008;197(6):787-794.



m MANUAL FOR MALE CIRCUMCISION UNDER LOCAL ANAESTHESIA AND HIV PREVENTION SERVICES FOR ADOLESCENT BOYS AND MEN

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

Njeuhmeli E, Forsythe S, Reed J, Opuni M, Bollinger L, Heard N, et al. Voluntary medical male circumcision: modeling
the impact and cost of expanding male circumcision for HIV prevention in eastern and southern Africa. PLoS Med.
2011;8(11):e1001132.

Wawer MJ, Tobian AA, Kigozi G, Kong X, Gravitt PE, Serwadda D, et al. Effect of circumcision of HIV-negative men
on transmission of human papillomavirus to HIV-negative women: a randomised trial in Rakai, Uganda. Lancet.
2011;377(9761):209-218.

Mirmonsef P, Krass L, Landay A, Spear GT. The role of bacterial vaginosis and trichomonas in HIV transmission across
the female genital tract. Curr HIV Res. 2012;10(3):202-210.

Nejad VM, Shafaie S. The association of bacterial vaginosis and preterm labor. J Pak Med Assoc. 2008;58(3):
104-106.

Centers for Disease Control and Prevention. Voluntary medical male circumcision — southern and eastern Africa,
2010-2012. MMWR. Morb Mortal Wkly Rep 2013;62(47):953-957.

Harper KN. No changes in sexual behaviour after voluntary medical male circumcision in the Dominican Republic.
AIDS. 2016;30(9):N13.

Mattson CL, Campbell RT, Bailey RC, Agot K, Ndinya-Achola JO, Moses S. Risk compensation is not associated with
male circumcision in Kisumu, Kenya: a multi-faceted assessment of men enrolled in a randomized controlled trial.
PLoS One. 2008;3(6):e2443.

Westercamp N, Agot K, Jaoko W, Bailey RC. Risk compensation following male circumcision: results from a two-year
prospective cohort study of recently circumcised and uncircumcised men in Nyanza Province, Kenya. AIDS Behav.
2014;18(9):1764-1775.

Msomi N. Do medically circumcised men take more risks in the bedroom? Bhekisisa. 29 March 2017 (http://bhekisisa.
org/article/2017-03-28-do-medically-circumcised-men-take-more-risks-in-the-bedroom-1, accessed 5 May 5, 2017).

Abbott SA, Haberland NA, Mulenga DM, Hewett PC. Female sex workers, male circumcision and HIV: a qualitative
study of their understanding, experience, and HIV risk in Zambia. PLoS One. 2013;8(1):e53809.

Kibira SPS, Makumbi F, Daniel M, Atuyambe LM, Sanday IF. Sexual risk behaviours and willingness to be circumcised
among uncircumcised adult men in Uganda. PLoS One. 2015;10(12):e0144843.

Kibira SPS, Sanday IF, Daniel M, Atuyambe LM, Makumbi FE. A comparison of sexual risk behaviours and HIV
seroprevalence among circumcised and uncircumcised men before and after implementation of the safe male
circumcision programme in Uganda. BMC Public Health. 2016;16(1):7.

Krieger JN, Mehta SD, Bailey RC, Agot K, Ndinya-Achola JO, Parker C, et al. Adult male circumcision: effects on
sexual function and sexual satisfaction in Kisumu, Kenya. J Sex Med. 2008;5(11):2610-2622.

Kigozi G, Lukabwe I, Kagaayi J, Wawer MJ, Nantume B, Kigozi G, et al. Sexual satisfaction of women partners of
circumcised men in a randomized trial of male circumcision in Rakai, Uganda. BJU Int. 2009;104(11):1698-1701.

Riess TH, Achieng MM, Bailey RC. Women's beliefs about male circumcision, HIV prevention, and sexual behaviors in
Kisumu, Kenya. PLoS One. 2014;9(5):e97748.

PEPFAR's best practices for voluntary medical male circumcision site operations: a service guide for site operations.
Washington, DC: United States President’s Emergency Plan for AIDS Relief; 2015 (https://www.malecircumcision.org/
resource/pepfars-best-practices-voluntary-medical-male-circumcision-site-operations-service-guide, accessed 5 May
2017).




CHAPTER 1: OVERVIEW OF MALE CIRCUMCISION AS AN HIV PREVENTION STRATEGY

BIBLIOGRAPHY
Counselling and education

PEPFAR’s best practices for voluntary medical male circumcision site operations: a service guide for site operations.
Washington, DC: United States President’s Emergency Plan for AIDS Relief; 2015 (https://www.malecircumcision.org/
resource/pepfars-best-practices-voluntary-medical-male-circumcision-site-operations-service-guide, accessed 2 March
2017).

Device-based surgical methods

Guideline on the use of devices for adult male circumcision for HIV prevention. Geneva: World Health Organization; 2013
(http://apps.who.int/iris/bitstream/10665/93178/1/9789241506267 eng.pdf, accessed 2 March 2017).

Male circumcision for HIV prevention: WHO Technical Advisory Group on Innovations in Male Circumcision—evaluation of
two adult devices; 2013 (http://apps.who.int/iris/bitstream/10665/85269/1/9789241505635 eng.pdf, accessed 2 March
2017).

Infant circumcision

World Health Organization/Jhpiego. Manual for early infant male circumcision under local anaesthesia. Geneva: World
Health Organization; 2010 (http://apps.who.int/iris/bitstream/10665/44478/1/9789241500753 eng.pdf, accessed 2 March
2017).

UNICEF/Jhpiego/Maternal and Child Health Integrated Program. Early infant male circumcision under local anaesthesia:
facilitators guide. 2014 (http://reprolineplus.org/resources/early-infant-male-circumcision-under-local-anaesthesia-
facilitators-quide, accessed 2 March 2017).

UNICEF/Jhpiego/Maternal and Child Health Integrated Program. Early infant male circumcision under local anaesthesia:
learner’s workbook. 2014 (http://reprolineplus.org/resources/early-infant-male-circumcision-under-local-anaesthesia-
learners-workbook, accessed 2 March 2017).

Safe surgery

WHO surgical safety checklist and implementation manual. Geneva: World Health Organization; 2008 (http://www.who.
int/patientsafety/safesurgery/ss checklist/en/, accessed 29 August 2017).




MANUAL FOR MALE CIRCUMCISION UNDER LOCAL ANAESTHESIA AND HIV PREVENTION SERVICES FOR ADOLESCENT BOYS AND MEN



	MCULA Cover
	MCULA Front Matter
	MCULA_Chapter 1
	MCULA_Chapter 2
	MCULA_Chapter 3
	MCULA_Chapter 4
	MCULA_Chapter 5
	MCULA_Chapter 6
	MCULA_Chapter 7
	MCULA_Chapter 8
	MCULA_Chapter 9
	MCULA_Chapter 10
	Adverse-Event-Action-Guide-2nd-edition-first-revision-08242017
	SECTION 1-INTRODUCTION TO THE ADVERSE EVENT ACTION GUIDE
	PURPOSE
	AUDIENCE
	UPDATES IN THE SECOND EDITION
	ORGANIZATION OF THIS GUIDE

	SECTION 2-ADVERSE EVENT DEFINITION, CLASSIFICATION AND REPORTING
	Adverse Event DEFINITIONS
	Adverse Event SEVERITY
	Adverse Event TIMING
	Adverse Event RELATEDNESS

	OVERVIEW OF Adverse Event IDENTIFICATION, MANAGEMENT AND REPORTING
	REPORTING AND MONITORING Adverse events
	Adverse Event MONITORING AND INVESTIGATION
	DETERMINING REPORTING RESPONSIBILITIES


	SECTION 3-TREATMENT GUIDELINES FOR ADVERSE EVENTS IN MALE CIRCUMCISION
	GENERAL INFORMATION

	EXCESSIVE BLEEDING
	INTRA-OPERATIVE (OR PRIOR TO DISCHARGE FROM CLINIC) BLEEDING OR BLEEDING DURING DEVICE PLACEMENT OR WEARING

	Defined as: Oozing/swelling/haematoma/obvious bleeding during or immediately after initial surgery or during device placement and wearing
	Intra-operative bleeding that is difficult to control can be due to a number of reasons.
	Look for:
	Algorithm for Prevention and Management of Acute Bleeding DURING AND After MC
	POST-OPERATIVE EXCESSIVE BLEEDING OR EXCESSIVE BLEEDING DURING DEVICE WEARING, DURING DEVICE REMOVAL OR AFTER DEVICE REMOVAL

	INFECTION
	TETANUS

	WOUND DISRUPTION
	PAIN
	INTRA-OPERATIVE PAIN
	POST-OPERATIVE PAIN

	Pain is regarded as outside of normal parameters and should be classified as an AE when one or more of the following occur:
	SCARRING/DISFIGUREMENT/POOR COSMETIC RESULT; INJURY TO PENIS
	SCARRING/DISFIGUREMENT
	TORSION OF PENIS
	INSUFFICIENT SKIN REMOVAL
	EXCESS SKIN REMOVAL

	Look for:
	INTRA-OPERATIVE EXCESS SKIN REMOVAL
	POST-OPERATIVE EXCESS SKIN REMOVAL
	INJURY TO PENIS
	INTRA-OPERATIVE INJURY TO PENIS
	POST-OPERATIVE INJURY TO PENIS


	OTHER ADVERSE EVENTS: EXCESS SWELLING OF PENIS/SCROTUM INCLUDING HAEMATOMA, PROBLEM WITH VOIDING (URINATING), OTHER
	EXCESS SWELLING OF THE PENIS/SCROTUM INCLUDING HAEMATOMA
	PROBLEM WITH VOIDING (URINATING)
	OTHER: GASTRITIS

	SEXUAL DIFFICULTIES OR EFFECTS/UNDESIRABLE SENSORY CHANGES
	DEVICE DISPLACEMENT
	ANAESTHESIA-RELATED EVENTS
	SYSTEMIC TOXICITY FROM LOCAL ANAESTHESIA
	LOCAL INJECTED ANAESTHETIC DOSING
	Anaesthetic dosing charts


	EMERGENCY MANAGEMENT
	ANAPHYLAXIS TO LOCAL ANAESTHETIC AGENTS
	VASOVAGAL REACTION
	HYPOGLYCAEMIC REACTION
	Occupational Exposure

	SAFE INJECTION TECHNIQUE
	PREVENTING INJECTION-RELATED INFECTIONS

	SECTION 4-APPENDICES
	APPENDIX 1: ADVERSE EVENT RECORDING AND REPORTING
	Appendix 2: ADVERSE EVENT timing
	Appendix 3: ADVERSE EVENT CLASSIFICATIONS AND DEFINITIONS: DURING SURGERY OR PRIOR TO DISCHARGE FROM VMMC CLINIC, or DURING DEVICE PLACEMENT or wearing
	Appendix 4: ADVERSE EVENT CLASSIFICATIONS AND DEFINITIONS: POST-OPERATIVE PERIOD AFTER DISCHARGE FROM VMMC CLINIC OR DURING OR AFTER DEVICE REMOVAL
	Appendix 5: ANAESTHETIC DOSING
	Starting and Maximum Doses Of 1.0% Lignocaine with and without Bupivacaine, By Volume

	Appendix 6: Algorithm for Prevention and Management of Acute Bleeding DURING and immediately After MC, by MC providers
	Appendix 7: Algorithm for Management of Bleeding after MC, by non-MC Providers
	Appendix 8: algorithm for management of penile haematoma
	Appendix 9: VMMC EMERGENCY MEDICAL SUPPLIES, EQUIPMENT AND MEDICINES

	MUCULA Back Cover
	Blank Page

