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This position paper seeks to explore the ethical concerns surrounding the use of medical male circumcision as an effective method of
preventing HIV infection in sub-Saharan Africa. The study explores research that looked at the effectiveness of medical male circumcision
in clinical trials. While clinical trials reveal that medical male circumcision showed statistically significant results in HIV prevention, there
is still a paucity of studies that take into consideration the ethical challenges posed by medical male circumcision in sub-Saharan Africa.
This paper argues that rolling out medical male circumcision to the larger community without adequately addressing the ethical concerns
could weaken programme initiation, implementation and evaluation in sub-Saharan Africa.

The use of medical male circumcision to prevent HIV infection
in sub-Saharan Africa can result in ethical dilemmas for health
educators and uncertainty among participants. Ethical dilemmas
are experienced when health educators fail to take a firm stance
on health interventions as a result of conflicting ideas about
the efficacy of an intervention." Research indicates that health
educator ambivalence towards medical interventions could
weaken programme effectiveness.? This paper argues that rolling
out medical male circumcision without adequately addressing
the ethical concerns could weaken programme initiation,
implementation and evaluation in sub-Saharan Africa. A survey
of the literature on medical male circumcision clinical trials shows
that medical male circumcision raises ethical questions among
implementers and participants. The ethical concerns highlighted in
this paper relate to: competition with traditional values, perceived
replacement of traditional authority, measurement of medical male
circumcision effectiveness in HIV prevention, double protection,
playing God, double agency, domination of women by men, poverty
and HIV risk and social marketing of medical male circumcision in
HIV prevention.

Circumcision is not new to Africa.® Several ethnic groups in Africa
practise male circumcision.® The practice has been in place since
time immemorial in some of the countries, e.g. Kenya, Malawi,
South Africa, Nigeria, Zambia and Zimbabwe. In fact, in every
country in Africa, there is an ethnic group that practises circumcision
for cultural or religious reasons.® Circumcision is associated
with ethnic marks, virility, masculinity and agricultural produce
abundance, and it is a rite of passage.* Among Africans, there are
men with shondo, a Shona term for a penis that does not have a
foreskin through natural developmental processes at puberty. The
foreskin falls back at puberty. On the other hand, there are men
with shondo through traditional male circumcision. At the moment
there is no adequate research evidence as yet in sub-Saharan
Africa that indicates that men with shondo are less susceptible to
HIV infection. What is now being supported by the World Health
Organization (WHO) is that societies that practise traditional male
circumcision show lower HIV prevalence than non-circumcising
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societies.® Although circumcision has long been perceived to
promote health among African traditions, traditionalists and cultural
activists in sub-Saharan Africa have not yet claimed that they
practise circumcision in order to reduce HIV infection.* It is done
to promote a cultural sense of manhood and sexual enhancement.
This paper does not compare traditional male circumcision with
medical male circumcision as a means to prevent HIV infection.
It is the position of this paper that communities in sub-Saharan
Africa know of men with shondo, both ‘naturally occurring’ and
the ‘socially acquired condition’ through traditional circumcision,
who are living with HIV and among those dying of AIDS. In fact,
communities practising traditional male circumcision were until
recently discouraged from practising circumcision and warned
that their traditional practises fuelled the spread of HIV. The irony
now in traditional male circumcision research is that circumcision
is reported to have contributed significantly towards the reduction
of HIV infection among ethnic groups that practise traditional male
circumcision in sub-Saharan Africa.? Evidence that societies which
practise circumcision in sub-Saharan Africa show less prevalence
of HIV and AIDS than non-circumcising societies is now used as
the basis for launching medical male circumcision on a larger
scale. In this context, medical male circumcision is considered to
be scientifically more hygienic in preventing HIV infection in sub-
Saharan Africa.® Although the findings are scientifically valid, they
tend to contradict what health educators used to teach in sub-
Saharan Africa, that traditional male circumcision exposes people
to HIV infection. The evidence might give hope to traditionally
circumcised men that they are less vulnerable to HIV infection
than uncircumcised men, but a cloud of uncertainty will still hover
over communities about the dramatic change in information about
HIV risk. Health educators have to revisit the health messages
they communicated about circumcision and HIV risk when they
introduce medical male circumcision in HIV prevention. At the
moment, there is no research evidence or public health promotion
material in South Africa that indicates that provinces that practise
traditional male circumcision have lower rates of HIV infection and
AIDS than those that do not practise traditional male circumcision.
Researchers in South Africa, one of the countries participating in
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medical male circumcision clinical trials in sub-Saharan Africa,
have not yet published evidence similar to what was found in
Kenya, that non-circumcising societies are more vulnerable to
HIV infection than societies that practise traditional circumcision.®
There are reports of teenagers who die from botched circumcision
every year in the Eastern Cape Province of South Africa, but there
is no corresponding evidence showing lower HIV prevalence and
AIDS cases in that province.* In this case, health educators in
sub-Saharan Africa could experience ethical dilemmas in believing
the WHO's perspective that traditionally circumcising communities
are relatively safer from HIV infection than non-circumcising
communities when HIV and AIDS statistics in sub-Saharan
Africa are generally high.5 National HIV prevalence, incidence
and behaviour surveys in South Africa show differences in HIV
infection rates according to province, race, gender and income as
measured in terms of poverty indicators, and nothing is reported
about the circumcision status of participants.® Some researchers
take the position that adult male circumcision, be it traditional
or medical, is not effective in reducing sexually transmitted
infections.” Other researchers regard medical male circumcision
as an unnecessary distraction that diverts attention and resources
away from research that focuses on finding a cure for HIV.8

The WHO argues that medical male circumcision is most effective
in regions with high HIV prevalence and low levels of male
circumcision.® Medical male circumcision as espoused by leading
researchers in clinical trials is presented as an operation that is
markedly different from traditional male circumcision.® Africa has
been identified as a region befitting the WHO's criterion for rolling
out medical male circumcision because of high cases of HIV and
AIDS in traditionally non-circumcising societies.®* Even though
the WHO's approach to HIV prevention is backed by scientific
evidence, it could create a false sense of security among traditional
leaders that at least traditionally circumcising societies are less
vulnerable to HIV infection than non-circumcising societies.® The
WHO and other promoters of medical male circumcision need
to step up the campaign and show evidence that medical male
circumcision and traditional circumcision both reduce HIV risk.?
Even though the WHO indicates that traditional male circumcision
should be discouraged because of associated health risks, the idea
of ranking or comparing modern methods with traditional methods
does not usually yield the desired effect because of religious,
cultural and political reactivism.® There are researchers who have
taken the firm position that medical male circumcision rolled out
on a large scale will increase HIV infection in sub-Saharan Africa
in the long term although there is evidence of HIV prevention in
clinical trials with relatively small samples.® The back and forth
arguments about the effectiveness or efficacy of medical male
circumcision in preventing HIV infection could render programme
initiation, implementation and evaluation ineffective.® This could
create scepticism among project implementers and participants.®

Traditional practices and authority

Medical male circumcision in sub-Saharan Africa can be perceived
as a replacement for traditional male circumcision under the
pretext of HIV prevention.® The medical doctor is supplanting the
traditional circumciser in the eyes of the community.® This could be
worsened by the perception of some political figures and religious
leaders in sub-Saharan Africa that medical professionals are
generally sceptical of traditional practices, authority and values.™
Traditionalists argue that the medical model to HIV prevention
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has long condemned traditional male circumcision and has been
urging African governments to ban the traditional practice because
it is regarded as retrogressive and hindering the achievement of
health objectives.™ It is argued by supporters of the medical model
that traditional male circumcision causes HIV infection because the
traditional circumcisers use one knife, razor blade, or other sharp
objects to circumcise many initiates in one place.® This practice
exposes participants to HIV infection.® Cases of excessive bleeding
are reported in traditional male circumcision.®* The methods are
unhygienic and the traditional circumcisers are usually illiterate and
untrained.® Traditional male circumcision is sometimes described as
shocking, alarming and unacceptable.! It is reported that traditional
male circumcision causes permanent scars, erectile dysfunction,
mutilation of the tip of the penis, and damage to the penis gland."
Despite evidence against it, it is argued in this paper that traditional
male circumcision will continue to be practised in sub-Saharan Africa
because traditionalists and cultural activists might perceive medical
male circumcision as a threat to ‘initiatives of collaboration’ or the
coexistence of traditional practices with modern medical practices
in the promotion of public health.® The perceived replacement of
traditional authority and values could result in community resistance
to the use of medical male circumcision in HIV prevention.®
Community defensiveness can be ethically justifiable in the context
of freedom to practise religious beliefs, right to seeking alternative
medical care or the right to a second opinion in personal health
matters." Traditional circumcision is an expression of human rights
to exercise freedom of conscience, practise religious rites and show
human difference and preference in health promotion. These are
ethical values observed by health educators in respect of people’s
rights and dignity."

Traditional male circumcision is a social institution that lies at the
centre of African traditional beliefs and way of life.'™® Circumcision,
as a traditional rite, includes traditional figures that are revered
and held in high esteem by society and initiates for the traditional
role they fulfil.' This comes with ascribed authority, teachings,
and performance of sexual rites that are sanctioned by society.®
The ethical concern of discrediting traditional male circumcision
in rolling out medical male circumcision in sub-Saharan Africa
is that the intervention assumes a paternalistic model." The
mode of operation is based on the ‘parent-child model’ and not
the ‘adult-adult model’ which facilitates effective communication
between the change agent and participants.™ It is argued in this
paper that organisations rolling out medical male circumcision
take a top-down approach towards communities and regions in
which they operate. They are protected by scientific and medical
methodologies that tend to weaken or take away the traditional
respect, autonomy, accountability or human dignity that was
previously bestowed upon the traditional circumciser.® Traditional
methods are non-falsifiable, hence the traditional circumciser
cannot provide scientific evidence to defend or justify their
relevance in the promotion of sexual health and HIV prevention.
In a traditional sense, medicalisation of male circumcision in HIV
prevention tends to alienate people in sub-Saharan Africa from
their traditional practices.” It should be emphasised that even
though patients have a right to practise their religion, the risk of
HIV infection should be reduced by practising safer sex. In the
context of HIV risk, both traditional male circumcision and medical
male circumcision do not adequately protect individuals against
HIV infection.? It is a professional and scientific responsibility of
health educators in sub-Saharan Africa to inform participants that
both methods cannot be effective without the use of condoms.™
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Traditional male circumcision is currently presented in a negative
lightin sub-Saharan Africa and yet it was part and parcel of a man’s
dignity, integrity, attractiveness among women, and authority in
circumcising societies." For example, some traditionalists in South
Africa would expect medical male circumcision to be performed by
a medical doctor who underwent the same traditional circumcision
rite in South Africa.® Similarly, some women would not like to
have sex with men who were not circumcised according to their
tradition because such men could be foreigners, social outcasts
or fugitives who have no regard for cultural values.' In the same
vein, there are men who would prefer to marry women from their
own ethnic group who underwent traditional rites of passage.
People with such views regard assimilation as anathema in the
preservation of ethnic identiy."® Medical male circumcision might
confuse women who believe in traditional or religious values of
masculinity through circumcision and equally so women who can
physically discern the difference between a penis with and without
a foreskin.”” In this regard, some women from non-circumcising
societies might prefer to have sex with uncircumcised men;
hence medical male circumcision could violate their sexual and
conjugal rights.”” Men from non-circumcising societies who are
persuaded to undergo medical male circumcision by promoters of
medical male circumcision might feel adulterated or anatomically
incomplete when the HIV scourge is over." In terms of partner
choice, some women might be interested in distinguishing between
‘doctor-circumcised men’ and ‘traditionally circumcised men’." It
can be argued from a traditional context that such circumcised
men could live with a permanent stigma among men and women
of their ethnic group because medical male circumcision is not
reversible. Reconstructive surgery can be expensive for most of
the participants in sub-Saharan Africa.

Circumcision and its associated implications can be regarded
as a cross-over and an abandonment of ethnic identity among
non-circumcising societies.' It is the position of this paper that
the recruitment of non-circumcising societies to undergo medical
male circumcision may have short-term benefits that might not be
comparable to the risk of living as a social outcast among one’s
own people.”” In theory, researchers in sub-Saharan Africa tend
to downplay the role of tribes, ethnic groups, religions, folktales,
myths, taboos, rituals and general beliefs that can interfere with
initiation, implementation and evaluation of community projects on
the ground.™lt is argued that HIV infection can better be prevented
through a change of attitude and behaviour than an ‘operation’.

Measurement of effectiveness

Research in clinical trials indicates that medical male circumcision
reduces chances of being infected with HIV by between 50% and
60%.'® Medical male circumcision has demonstrated that men have
an approximately 60% less chance of becoming infected with HIV
through unprotected vaginal sex." However, this paper regards
the remaining 40% as a high risk in terms of patient or participant
protection from HIV infection. Infection with HIV is a matter of life or
death that calls for maximum protection of participants by avoiding
harmful acts by all means possible.' The findings reported in clinical
trials were based on properly controlled and monitored procedures
that might not be adhered to rigidly when large-scale population-
based medical male circumcision programmes are scaled up in
sub-Saharan Africa. It is well known that some hospitals and clinics
in sub-Saharan Africa have obsolete equipment and working
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environments that are not conducive to performing infection-free
medical male circumcision." It is contended in this paper that a
reduction of the risk of HIV infection is not enough to prevent HIV
infection in participants. Health educators have to tell participants
that they will be either infected or not infected in each sexual
encounter even if they have been circumcised. Non-infection
in one sexual encounter is no guarantee that the next would be
free of infection. In this regard, the ethical concern relates to the
amount or percentage of risk. Even though the percentage of HIV
infection risk is low, the chance of infection is either one or zero.
Quantification in percentages does not count much in protecting
the individual from HIV infection; it is only a statistical probability.
There is no percentage of HIV infection that can be regarded as
safer or any exposure to HIV infection risk that can be considered
to be safer in HIV prevention.™ In statistical terms, the argument
is valid but to translate that into HIV prevention, counselling and
behaviour change programmes for the public might be problematic.
By encouraging participants or patients to undergo medical male
circumcision, the health educator could experience the ethical
dilemma of exposing clients to psychological or medical harm
while at the same time trying to protect the participant or patient
from HIV infection.® It could be difficult for the health educator to
prove that medical male circumcision does not expose participants
to anxiety-arousing situations and that the health educator will not
be blamed in case of participant seroconversion after undergoing
medical male circumcision.

Double protection

Double protection against HIV infection in new HIV prevention
technologies has not been very effective in preventing HIV
infection among participants in sub-Saharan Africa.'® Clinical trials
have shown that combined protection methods in HIV prevention
have not consistently yielded results that health educators can
be enthusiastic about because some interventions do not pass
the third phase of the clinical trials."™ Medical male circumcision
as a ‘new HIV prevention technology’ is made effective by the
use of condoms in order to increase the chances of protecting
patients or participants from HIV infection.’® The male condom
on its own has a high HIV prevention rate that ranges from 70%
to 100%.% In this regard, the health educator’s concern is about
the interaction of the two interventions. It is difficult to explain to
participants what contributes better to HIV prevention — medical
male circumcision or the condom when the two prevention
methods are used together. Participants in sub-Saharan Africa
would like to know from health educators if the introduction of
medical male circumcision is an admission that condoms have
failed to prevent HIV infection or that they are unreliable. There
was an outcry in South Africa when millions of defective condoms
were distributed to poor communities and to date no one has
succeeded in getting compensation for medical injury relating to
HIV infection after using defective condoms.?' Non-disclosure,
dishonest communication, or withholding information about HIV-
infection risk and compensation for people who get infected in
medical male circumcision programmes raises ethical concerns
in sub-Saharan Africa. Governments and organisations that plan
and implement medical male circumcision programmes without
putting in place compensation mechanisms for participants who
get infected with HIV after undergoing medical male circumcision
behave in a manner that is tantamount to experimentation with
human life.?2 This paper argues that governments in sub-Saharan



Article

Africa should ask promoters of medical male circumcision and
manufacturers of condoms to release a joint public statement about
medical injury compensation implications, the complementary or
primary role of condoms in medical male circumcision and why a
combination of circumcision and condoms is now a better method
of preventing HIV infection than relying on condoms or medical
male circumcision only.

Playing God

‘Playing God’ is a medical ethics concept that refers to taking an
action that resembles God saving people’s lives. For example,
the concept looks at bioethical issues such as ‘mercy killings’
or euthanasia and situations in which the physician and patient
agree to withdraw life-sustaining medical equipment or treatment
and let the patient die.?® The concept posits that it is unethical to
manipulate human genes, be involved in experimentation that
disturbs the natural structure of humanity, modify humanity for
whatever purpose and meddle in the design of nature.?* Medical
male circumcision involves operating on a patient to remove the
foreskin or prepuce. The penis is disfigured in the sense that the
procedure changes its anatomy and normal functioning. In some
situations, the penis is mutilated or modified in such a manner
that causes discomfort, stigma, or difficulties in an individual's
sex life.?® The operation alters the design of a man’s sexual
organ in a bid to save him from HIV infection. Like medical male
circumcision, traditional male circumcision plays God by altering
the anatomy of the penis in a bid to enhance sexual pleasure.
The ethical concern regarding medical male circumcision is
that the operation alters the configuration or anatomy of the
penis as a way of protecting the individual from HIV infection.?*
Medical doctors and other health practitioners could face the
ethical dilemma of violating the ethical concept of playing God
when they modify humanity in order to protect people from the
ever-changing nature of a myriad of diseases and viruses that
affect people on a daily basis.?* Altering body parts, genes, and
physical appearance will not guarantee the continued existence
of humanity in the face of adversity.?* It is the position of this
paper that alterations of human anatomy could make humanity
more vulnerable to new diseases. Medical research in HIV
prevention should focus more on modelling the configuration of
the disease than the reconfiguration of humanity.

Double agency

Implementers of medical male circumcision can experience
‘double agency’ in rolling out medical male circumcision.?® There
is conflict of interest between serving the consumer, patient or
participant and financial gain. They can be tempted to work
as ‘hired guns’ who testify to whoever pays them.' In medical
male circumcision programmes, medical doctors and health
educators working for non-governmental organisations could
be caught between reporting adverse events following medical
male circumcision and promoting the project for financial gain.?”
Medical scientists are employed as specialist consultants and
health educators as promoters of medical male circumcision for
which they receive a salary. Whistle-blowing by implementers
of medical male circumcision against organisations that fund
medical male circumcision research could result in research
contracts between the international sponsors and governments
in sub-Saharan African countries being terminated and
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employees retrenched.?® Medical scientists and other health
professionals with a background in medical ethics and health
law are inclined to report ethical violations but some government
officials and politicians who brought the donor funds into the
country might not easily be persuaded to abandon the project
altogether.?®

Gender issues and therapeutic
misconception

The promotion of medical male circumcision in sub-Saharan Africa
could worsen the unequal power relations between men and
women in relation to negotiation for safer sex.*® Young men from
traditionally circumcising societies in sub-Saharan Africa were
taught in circumcision schools cultural values relating to marriage
as an institution that is central to societal functioning, protection of
women and children and the upholding of women'’s rights and role
in society.®' In contrast, medical male circumcision in sub-Saharan
Africa does not provide cultural education but HIV prevention
counselling before and after circumcision. It is argued in this paper
that, as a result of the publicity of medical male circumcision in
HIV prevention through the media, men from non-circumcising
societies could seek medical male circumcision and be tempted to
ignore the use of condoms through therapeutic misconception.®?
Therapeutic misconception happens when the positive effect of
medical male circumcision advertisements and publicity results
in participants overestimating the benefits of medical male
circumcision and underestimating HIV infection risk.>?> Research
indicates low condom use among men and women in sub-Saharan
Africa. In South Africa, a negative attitude towards condoms and
low condom use are attributed to various reasons such as: cheap
and free condoms are made for Africans, condoms have poison
in the lubricant, and that manufacturers of condoms can use
biological weapons and poison like what happened during the wars
of liberation in Africa.®® There are misconceptions about HIV from
one country to another in sub-Saharan Africa such as having sex
or forced sex with a virgin will cure HIV infection.®** The argument
of this paper is that circumcised men are more likely to show low
and inconsistent condom use after undergoing medical male
circumcision, and medical male circumcision might be relied upon
as protective enough to prevent HIV infection. Men could develop
a false sense of security in terms of protection from HIV infection
and they could dominate and abuse women in the negotiation for
safer sex. It should be raised as an ethical concern that medical
male circumcision protects the man and not the woman from
HIV infection.”® Some of the circumcised men could become
sexually reckless and use circumcision as a courtship quality or
carrot to attract more women. Women could prefer to have sex
with circumcised men and this could result in unprotected sex.® It
should be noted that some men and women in sub-Saharan Africa
have a negative attitude towards the female condom and wet sex.
Vaginal douching using chemicals and traditional herbs to make
sure that there is a lot of friction during sexual intercourse is a
common practice in sub-Saharan Africa.® This practice, called dry
sex, in sub-Saharan Africa, renders condoms ineffective and even
the medically circumcised man will have bruises that predispose
him to HIV infection. The position of this paper is that if the attitude
towards condoms is generally negative among men and women,
medical male circumcision is less likely to make men in sub-
Saharan Africa use condoms correctly and consistently.
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Poverty and HIV

Poverty is controversially associated with HIV infection in sub-
Saharan Africa.®” It is argued that resource-poor communities
tend to show higher prevalence of AIDS-related deaths than
middle-class and wealthy communities.’” Resource-poor
communities in sub-Saharan Africa have limited access to health
facilities such as modern hospitals, clinics, antiretroviral drugs
(ARVs) and condoms, and they mainly suffer from preventable
diseases such as HIV, tuberculosis and malaria.®® In resource-
poor communities, condoms are regarded as expensive and
communities generally rely on donated condoms.* It can be
posited that people who regard condoms as expensive are more
likely to have sex without condoms. Research in South Africa
indicates that partners who establish stable relationships tend
to have inconsistent condom use, trusting each other in serial
monogamy.*® If medical male circumcision is rolled out to the
general public free of charge, it is more likely that some of the
circumcised men might not buy condoms when those provided
by government are not available at primary healthcare centres.
Previously disadvantaged communities might find it pointless to
travel long distances to rural healthcare centres or hospitals in
urban areas to have an operation that would still require them
to use condoms as they used to do before. There is an ethical
concern that among low-income groups with low literacy levels
and people without access to health communication through
the media, there could be a misconception that medical male
circumcision is meant to be an alternative to condoms. It is the
position of this paper that women who financially depend on
men might not have the power to ask men to use condoms after
medical male circumcision.*

Social marketing

Organisations that promote medical male circumcision use
social marketing techniques to attract HIV-negative males
to undergo circumcision in order to reduce chances of HIV
infection.*’ In sub-Saharan Africa, the strategy involves the
use of high-profile politicians of major political parties including
presidents and ministers to attract people to medical male
circumcision.*? Politicians of major political parties, especially
the ruling party, have a large following. Before the results of
medical male circumcision clinical trials are fully reported in
medical journals, politicians can appear on national television
and the print media urging people to save their lives by getting
circumcised.*? This approach raises ethical issues relating to
collective consent or group consent versus individual informed
consent in HIV prevention programmes. The leader as a role
model will publicly consent to being circumcised and he will
promise to mobilise resources and people to support the project.
Followers are more likely to do what their leader advises them
to do. It is the argument of this paper that social marketing in
medical male circumcision can be manipulative and deceptive
because political figures are not medically qualified to speak
about the efficacy of a medical procedure.*® If the recruitment
drive in medical male circumcision features prominent people
such as business executives, media personalities, top
government officials and celebrities, the public is more likely to
participate without necessarily first verifying the health benefits
and risks.
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Implications of the study

Although medical male circumcision has been proven to reduce
HIV infection in sub-Saharan Africa, it should be noted that
organisations promoting such interventions tend to report less on
the ethical implications of their findings and activities. The position
of this paper is that principal investigators in sub-Saharan Africa
tend to report less on ethical issues, medical complications and
cultural underpinnings that could affect programme initiation,
implementation and evaluation. At the moment, there is too much
media publicity about the efficacy of medical male circumcision
in HIV prevention but very little is reported about its effectiveness
globally, apart from the studies that were conducted mainly in
Kenya, South Africa and Uganda.

Conclusion

This paper does not dispute the scientific evidence reported
in clinical trials that medical male circumcision reduces HIV
infection, but argues that medical male circumcision raises
ethical concerns that need to be addressed during programme
initiation, implementation and evaluation in sub-Saharan Africa.
It is recommended that medical male circumcision should be
presented by health educators as a method that is introduced
in sub-Saharan Africa to complement community initiatives in
HIV prevention and not imposed as a replacement for traditional
male circumcision. It is recommended that promoters of medical
male circumcision should provide updated information about
the successes and failures of the programme in preventing
HIV infection among participants in sub-Saharan Africa. In this
context, promoters of medical male circumcision should provide
the public with information about patient injury compensation in
monetary terms and the procedures that a participant in medical
male circumcision HIV prevention clinical trials follows to settle
their claim. It is also recommended that the public in sub-Saharan
Africa should receive adequate education about HIV infection
risk, bioethics, health law and human rights before they undergo
medical male circumcision.
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