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Abstract
As the impervious HIV/AIDS epidemic continues to ravage the regions of the world, with an estimated 33.4 million people battling the human immunodeficiency virus (HIV), there is an unprecedented need to heap on HIV prevention methods. Male circumcision is one of such preventive measures.  This paper critically reviews the evidence that adult male circumcision is efficacious in HIV prevention, while exploring its feasibility and acceptability in sub-Saharan Africa. This is a critical analysis of the literature. Relevant citations were selected after a search of EMBASE and MEDLINE using the terms HIV/AIDS and circumcision. Biological and various observational studies suggest reduced HIV acquisition risk in circumcised men.  This is consolidated by additional evidence from three randomized controlled trials in sub-Saharan Africa. There is strong evidence that safe male circumcision in HIV prevention is feasible, effective and acceptable; hence could be added to the arsenal of HIV prevention packages in high-incidence settings. However, to maximize infections-averted, a much broader evidence base is called for in terms of optimal ways of improving behavioural change and operational management. 
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Introduction
The HIV/AIDS pandemic rages on with an estimated 33.4 million people living with the virus, of whom some 2 million have died (WHO/UNAIDS 2008). With predominantly heterosexual HIV transmission, Sub-Saharan Africa bears the brunt of the pandemic; accounting for 67% of all people living with HIV/AIDS, and 75% of AIDS-related deaths (WHO/UNAIDS 2008). Consequently, the devastatin1.5g social, health, and economic impact has never been greater, nor the need for a vaccine/cure more urgent.
However, with the elusive hope of a vaccine/cure, the onus is on preventive strategies. Hence, efforts are unprecedentedly geared towards finding new preventative measures, as additions to the arsenal of existing ones. Male circumcision is one of the new prevention methods; more relevant in countries of Sub-Saharan Africa with heterosexual epidemics and low rates of male circumcision (Weiss, Quigley and Hayes, 2000). 
Male circumcision is the surgical removal of some or whole of the foreskin (prepuce) from the penis (Alanis & Lucidi 2004). The precise biological rationale behind the protective effect of male circumcision against HIV infection is unknown. However, various proposed biological mechanisms evolve around the anatomy of the foreskin. The soft mucosal surface of the inner foreskin is highly prone to micro tears during sexual intercourse, which facilitates HIV entry (Bailey et al. 2001). Similarly, the inner foreskin is highly vulnerable to ulcerative sexually transmitted diseases (Weiss et al. 2006) which increase susceptibility to HIV. Further, the damp, warm sub-preputial space favours survival and proliferation of micro-organisms. This may be accentuated by poor penile hygiene (O’Farrell et al 2006). Moreover, the mucosal surface of the inner foreskin has a high density of Langerhans cells (the main HIV target cells) and a minimal overlying protective layer of keratin; which makes it highly receptive to the virus (Patterson et al. 2002; McCoombe and Short 2006). 
Various observational and experimental studies have also shown compelling evidence that male circumcision is efficacious against heterosexual HIV acquisition. This review primarily evaluates the studies on which the evidence is based, with a focus on sub-Saharan Africa over the last two decades. Secondarily, it examines the acceptability of male circumcision as a public health tool in traditionally non- circumcising countries of sub-Saharan Africa. 
Overview of the Evidence 
Observational studies
A possible protective effect of male circumcision on the risk of HIV acquisition was first opined in the mid 1980s (Fink, 1986), although this was speculative. Since then, this effect has been examined in a plethora of observational studies including ecological, cross-sectional and case-control studies. 
Ecological studies
Some of the ecological studies have demonstrated that HIV prevalence in Africa is inversely correlated with the level of male circumcision practices. In a study of the geographical pattern of HIV prevalence in Africa, Moses et al (1990) found low HIV prevalence in areas with high rate of male circumcision practices. This corroborates the finding from a prior ecological study in Africa by Bongaarts et al. (1989). However, the studies may have been fraught with lack of control for confounding factors: sexual risk behaviour, religion, culture; the use of crude indices of HIV prevalence; and old anthropological data of male circumcision. Similar findings on the mappings of HIV prevalence in Africa resulted from a study by Halperin and Bailey (1999). Countries like Zimbabwe, Botswana and Zambia with low circumcision practices (<20%) have high HIV prevalence, while countries with high rates of male circumcision (>80%) e.g. Cameroon, Gabon and Ghana, have low HIV prevalence. Like the other ecological studies, the inadequate control for confounding factors leaves little ground for the validity of the finding.
Furthermore, the inverse correlation of HIV prevalence with circumcision rates was confirmed in a large community-based, multi-site study by Auvert and colleagues (2001). The authors conducted a random household survey on sexually active men aged 15-49 years in four Sub-Saharan African cities with contrasting HIV prevalence. The survey entailed testing for HIV and other sexually transmitted infections (STIs), genital examination to verify circumcision status, and interviews on socio-demographic characteristics and sexual behaviours.  In two of the cities, Cotonou, in Benin, and Yaoundé, in Cameroon, where HIV prevalence was low (approximately 4%), nearly all the men were circumcised. The other two cities in eastern and southern Africa (Kisumu, Kenya and Ndola, Zambia) with HIV prevalence rates of 22% and 26% respectively, had low circumcising populations. The authors found male circumcision to be a major predictor of the heterogeneity in HIV prevalence in Sub-Saharan Africa. Another explanatory factor was sexually transmitted infections. A conceivable weakness of this study, however, is limitation in the validity of self-reported data on sexual behaviours.
Studies in the general population
A cross-sectional study in a population-based cohort in Rakai district of Uganda, also reported a significant protective effect of circumcision (adjusted OR 0·39, 95% CI 0·29–0·53), but only in those circumcised before age 21 years (Kelly et al 1999). This finding is at variance with that obtained in a study conducted by Quigley and colleagues (1997) in Tanzania, which found significant protective effect of circumcision against HIV infection only in those circumcised at age 15 years or more. This variation implies that age at circumcision is a likely confounder of the protective effect of circumcision on HIV infection. A criticism that runs across these two studies by Kelly et al and Quigley et al respectively is the self-reporting of circumcision status by the participants. This may have led to misclassification of circumcision status, with subsequent bias of the findings (Diseker et al 2001). Moreover, participants who have had sexual relations before circumcision may have flawed the findings.
  Another cross-sectional study of circumcised and uncircumcised men in Kigali, Rwanda, found a significant protective effect of male circumcision on HIV infection in Muslims (crude RR 0.79 ; 95 CI 0.02-1.20 ) as opposed to the weak association noted in Christians (crude RR 0.79; 95 CI 0.50-1.23) (Seed et al 1995). This study is limited by the confounding of religion.
Studies in High-risk population
In contrast to the above studies carried out in the general population, some of the observational studies have investigated protective effect of male circumcision against HIV susceptibility among high-risk populations.
In a cohort study conducted on 746 Kenyan trucking company employees, the incidence of HIV infection was significantly lower in circumcised men (2.5 per 1000 person-years) than  in uncircumcised men (5.9 per 1000 person-years). The effects were even stronger after controlling for potential confounders (adjusted rate ratio 0.25; 95% confidence interval 0.1-0.5) (Lavreys et al 1999). A similar trend was observed in the incidence of genital ulcer disease (GUD) in circumcised men (6·5 per 1000 person-years) compared to uncircumcised men (15·2 per 1000 person-years) following adjustment for confounders. This suggests that the protective effect of male circumcision on HIV acquisition could be partially attributed to the protective effect of circumcision against ulcerative STIs. This study may have been susceptible to bias due to low power to analyse the association within the uncircumcised stratum (only 13% of the participants were circumcised) when adjusting for confounders. Here lies the inability to separate the effect of ethnicity from circumcision. In addition, the substantial loss to follow-up may have biased the result.
However, intact foreskin has been shown to increase susceptibility to HIV acquisition independently of ulcerative STIs. In a study population of men with GUD from clientele of STI clinics in Nairobi, Tyndall et al (1996) claimed a 5·3-fold (95%, CI 2·3–13·1) increased risk of HIV seroconversion in favour of uncircumcised men with GUD. There are two reservations about the findings of this study. First, there may have been population bias since the samples were derived from STI clinics, which may not be reflective of the general population. This may also be the cause of the second limitation, that the generalisability may be limited. 
Nonetheless, the synergistic effect of the two risk factors namely - lack of circumcision and GUD, has a direct correlation with the HIV seroconversion status. Cameron et al (1989) conducted a longitudinal study on 370 HIV-seronegative Nairobi male STI patients, after they had sex with HIV-seropositive female sex workers (with high HIV infection rates). After the 2 week follow-up, the authors estimated that 2.5% of circumcised men without GUD became seroconverted as opposed to the 52% of uncircumcised men with GUD. By extension, 13.4% of circumcised men with GUD seroconverted as opposed to 29% of uncircumcised men without GUD – meaning that lack of circumcision played a far greater role than GUD in potentiating HIV seroconversion. This study is fraught with methodological limitations. Given the higher number of circumcised men lost to follow-up, selection bias may have occurred. In addition, the inadequate follow-up of two weeks may have led to a considerable proportion of missed seroconversions – culminating in further bias, not least if this varied in the circumcised and the uncircumcised strata of the study.
Partner studies
Similar strong association between circumcision status and seroconversion was also noted in partner studies. In Rakai, Uganda, an elegant partner study was conducted by Gray and colleagues (2000) on male partners of HIV-positive women in regular sexual relationships (discordant couples). The authors found that 29% of 137 of uncircumcised men (incidence rate 16·7 per 100 person-years), and none of 50 circumcised men seroconverted over a period of 4-years (p<0.001). In the same cohort population, Quinn et al (2000)  analysed  HIV incidence in  224 discordant couples of HIV infected men and their HIV-negative female partners and found that the incidence of HIV infection was 5·2 per 100 person-years in women with circumcised partners, and 13·2 per 100 person-years in women with uncircumcised partners. This was only a statistically significant effect when the viral load in the infected male partner was below 50,000 copies per milliliter, thus suggesting that the combination of circumcision and lower viral loads reduces male-to-female transmission. However, the effects of religion and circumcision could not be delineated in this study thus complicating its generalisability to the whole population.
 Summarily, though the evidence from observational studies in support of male circumcision as an effective HIV prevention measure is compelling, inadequate control for potential confounding cannot be overemphasized. Moreover, not all the observational studies found a protective effect of male circumcision on HIV acquisition.  A  cross-sectional  study by Auvert et al (2001) in Carletonville, South Africa,  found no effect of circumcision on HIV serostatus  (OR 1·6, 95% CI 0·7–3·2) .On the other hand, a study by Chao et al (1994) found a positive correlation between the HIV serostatus of pregnant women in Rwanda and the circumcised status of their partners. These two studies, however, may have been biased by the self-reporting of sexual behaviours.
Compelling results with no proof of causality in the observational studies provided rationale for randomised trials of male circumcision to prevent HIV infection .
Randomised controlled trials (RCT’s) 
In stark contrast to the substantial number of observational studies, there is paucity of randomized controlled trials (RCTs) to determine the efficacy of male circumcision in reducing heterosexual HIV acquisition. Three RCTs were conducted in areas with low rate of male circumcision and high prevalence of HIV. Specifically, they were conducted in South Africa, Uganda, and Kenya by Auvert et al (2005), Gray et al (2007) and Bailey et al (2007) respectively. 
In 2005, Auvert et al. reported the outcome of the study in South Africa conducted on 3,274 uncircumcised, HIV-negative men.  Immediate (at study entry) and delayed circumcision (at the end of the study) were offered to the intervention group and the control group respectively. Interim statistical analysis showed that 20 of the circumcised cohort (incidence rate 0.85 per 100 person-years) and 49 of the uncircumcised group (2.1 per 100 person-years) became HIV infected. Adjustment for crossover effects gave a 61% protective effect of circumcision against HIV. The trial was stopped prematurely by the study’s Data Safety Monitoring Boards (DSMB) due to the overwhelmingly positive findings. The study, however, has various methodological limitations. First, generation of the randomization sequence was not detailed. Second, inadequate allocation concealment in this study may have caused selection bias. Third, short duration of follow up in this study may have left little ground to explore the efficacy of male circumcision in HIV prevention. Fourth, the study did not control for non-sexual causes of HIV transmission; 23 out of the 69 HIV seropositive men contracted the virus from non-sexual causes, in which case, male circumcision will not be protective. Lastly, contamination may have occurred as some of the participants did not adhere to the arm they were randomly assigned to - 10.3% of men in the circumcised group had been circumcised outside the trial before the end of the study. A virtue of this study though, is that the sample was representative of the population, hence the result is generalisable.    
The Ugandan study by Gray et al. also reported a substantial efficacy of male circumcision against HIV acquisition of 51-60%. In the study, 4,996 uncircumcised, HIV-negative men were randomly allocated to a control group and an intervention group. While the intervention group was offered immediate circumcision (study entry), the control group was offered delayed circumcision (at the end of the study after 24 months). The study was also stopped on the recommendation of study’s Data Safety Monitoring Boards (DSMB) due to the significant protective effect of circumcision against HIV infection; and men in the control group were offered male circumcision intervention. The Ugandan trial demonstrated HIV seroconversion rate of 0.66 cases per 100 person-years (22 cases) in the intervention group and a seroconversion rate of 1.33 cases per 100 person-years in the delayed circumcision group (45 cases). In this study, possible bias in the self-reporting of sexual behaviours, inadequate control for non-sexual means of HIV transmission and short duration of follow-up may have flawed the findings.
Moreover, in 2007, Bailey and colleagues reported the outcome of the Kenyan trial in Kisumu. Of the 2,784 uncircumcised, HIV-negative male participants, half were circumcised during the trial, and the other half, at the end of the trial. This study was also stopped prematurely because of the overwhelming evidence that male circumcision is markedly protective against HIV acquisition.  22 men (2.1% 95 CI 1.2-3.0) in the circumcised arm of the study as opposed to 47 men (4.2% 95 CI 3.0-5.4) in the control arm of the cohort had HIV infection. The protective effect of male circumcision was 53% (95 CI 22-72) while with adjustment of crossover effects, protection effects increased to 60%. Bailey et al however, acknowledged that there may have been shortcomings in their findings. Blinding to the intervention could not be achieved with the medical personnel, but the non medical staff were blinded - though some of the participants divulged their circumcision status. There may have been possible bias in the self-report of sexual behaviours; which could be underreported or over reported. Further, generalisability of this study could be limited. In addition, short duration of follow up is another limitation to this study. However,  results of the long-term follow up from the Kenyan study has blunted the claim that short duration of follow up may have led to the overestimation of the effects. At 42 month follow-up, the protective effect was 64% (Bailey et al 2008).      
In summary, the results of the three large studies are compelling and remarkably consistent; all showing that circumcision has a protective effect of 50-60% against heterosexual acquisition of HIV infection. Interestingly, this is also consistent with the meta-analysis of observational studies by Weiss et al (2000). In this context, this finding excels the results of trials for other HIV preventive strategies e.g. cellulose sulfate microbicide (Weiss et al 2008)

Acceptability of male circumcision as a public health tool in the fight against HIV in sub-Saharan Africa 
Following the compelling evidence that male circumcision is efficacious in heterosexual HIV prevention, from the observational  studies and randomized clinical trials, UNAIDS/WHO (2007) endorsed male circumcision as an additional preventive strategy for HIV in regions of heterosexual epidemics and low rates of male circumcision. However, the effectiveness of male circumcision depends on individual uptake and the community acceptance of the procedure.
Thirteen studies in nine Sub-Saharan African countries which were executed to explore the level of acceptability of male circumcision, yielded considerable positive results. The study designs of the studies involved open-ended questions asked in group discussions. Alternatively, close-ended questions were asked during one-on-one interviews. Men were asked about their circumcision preference for themselves and their sons, and women, for their husbands and sons. The acceptance rates ranged from 29% in Uganda (Bailey et al 1999) to 87% in Swaziland (Tsela and Halperin 2006). Variance in acceptability rates largely dependent on how the questions were asked, clear understanding of the questions by the participants, information session on the health benefits and risks of HIV. A cross-sectional study conducted in 9 geographical representative locations in Botswana yielded a 60% acceptance rate which increased to 80% after a one hour information session on the health benefits of circumcision. Moreover in Malawi, where 32 focus group discussions were conducted with 159 men and 159 women aged 16–80 years, acceptance rates varied by region. A similar acceptability study conducted by Lukobo and Bailey (2007) in Zambia, showed a reasonable acceptability rate similar to what obtained in Kenya, Zimbabwe, South Africa and Tanzania, where approximately 45 to 70% of uncircumcised men wanted to be circumcised.  
Barriers to circumcision in most of the studies include bleeding, cost, and pain; while facilitators include hygiene, reduced risk of HIV or other STI, religion, medical conditions, and enhanced sexual pleasure (Westercamp and Bailey 2007). The geographical restrictions of these studies suggest  limited generalisability, while participants understanding and interviewers subjective interpretation of the respondents answer may have caused further bias. The acceptability rates in most of these studies highlighted the potential of the procedure as a population-level intervention in the fight against HIV. 

Conclusions 
Due to the overriding influence of culture, religion, socio-economic status etc, on the practice of male circumcision in disparate countries, a holistic approach to its implementation as a public health tool for HIV prevention is important to maximize the benefit. There should be broad community engagement, with adherence to medical ethics and human rights principles. Trained providers, in clinical settings, should do the procedure at affordable costs. 

Bibliography
Auvert B, Ballard R, Campbell C, Carael M, Carton M, Fehler G, Gouws E, Macphail C, Taljaard D (2001) HIV infection among youth in a South African mining town is associated with herpes simplex virus-2 seropositivity and sexual behaviour. AIDS; 15 (7): 885–98.
Auvert B, Taljaard D, Lagarde E, Sobngwi-Tambekou J, Sitta R, Puren A (2005) Randomized, controlled intervention trial of male circumcision for reduction of HIV infection risk: The ANRS 1265 Trial. PLoS Med 2:e298
Bailey RC, Moses S, Parker CB, Agot K, Maclean I, Krieger JN, Williams CF, Campbell RT, Ndinya-Achola JO (2007) Male circumcision for HIV prevention in young men in Kisumu, Kenya: A randomised controlled trial. Lancet; 369 (9562): 643–656.
Bailey C, Neema S, Othiena R (1999) Sexual behaviours and other HIV risk factors in circumcised and uncircumcised men in Uganda. Journal of Acquired Immune Deficiency Syndrome; 22 (3): 294-301
Bailey C, Plummer A, Moses S (2001) Male circumcision and HIV prevention: current knowledge and future research directions. Lancet Infectious Diseases; 1 (4): 223-231
Bongarrts J, Reining P, Conant F (1989) The relationship between male circumcision and HIV infection in African populations. AIDS; 3(6): 373–397.
Cameron D, Simonsen J, D’Costa L, Maitha G, Cheang M, Piot P, Ronald R, Gakinya N, Ndinya-Achola O, Brunham C, Plummer F (1989) Female to male transmission of human immunodeficiency virus type 1:  risk factors for sero-conversion. Lancet; 2 (8660): 403–407.
Chao A, Bulterys M, Musanganire F, Habimana P, Nawrocki P, Taylor E, Dushimimana A, Saah A (1994) Risk factors associated with prevalent HIV-1 infection among pregnant women in Rwanda. International Journal of Epidemiology; 23(2):371-380
Diseker A, Lin S, Kamb L, Peterman A, Kent C, Lentz A, Douglas J, Rhodes F, Malotte C, Latesa M (2001) Fleeting foreskins: the misclassification of male circumcision status. Sexually Transmitted Diseases; 28(6):330-335

Fink A (1986) A possible explanation for heterosexual male infection with AIDS. New England Journal of Medicine; 314: 1167 
Gray R, Kiwanka N, Quinn TC, Sewankambo N, Serwadda D, Li C, Meehan MO, Lutalo T, Mangen FW, Nalugoda F, Kelly R, Chen MZ (2000). Male circumcision and HIV acquisition and transmission: cohort studies in Rakai, Uganda. AIDS; 14 (15): 2371–381.
Gray H, Kigozi G, Serwadda D, Makumbi F, Watya S, Nalugoda F, Kiwanuka N, Moulton H, Chaudhary A, Chen Z, Sewankambo K, Wabwire-Mangen F, Bacon C, Williams F, Opendi P, Reynolds J, Laeyendecker O, Quinn C, Wawer J (2007) Male circumcision for HIV prevention in men in Rakai, Uganda: A randomised trial. Lancet; 369 (9562):657–666.  
Halperin T, Bailey C (1999) Male circumcision and HIV infection: 10 years and counting. Lancet; 354:1813-1815
Halperin T, Fritz K, McFarland W, Woelk G (2005) Acceptability of adult male circumcision for sexually transmitted disease and HIV prevention in Zimbabwe. Sexually Transmitted Diseases; 32(4):238-239. 
Joint United Nations Programme on HIV/AIDS (UNAIDS) and
World Health Organization (WHO) (2008) Report on the global HIV/AIDS Epidemic. Geneva: UNAIDS
Kebaabetswe P, Lockman S, Mogwe S, Manderu R, Thior, Essex M, Shapiro L (2003) Male circumcision: an acceptable strategy for HIV prevention in Botswana. Sexually Transmitted Infections; 79 (3):214-219
Kelly R, Kiwanuka N, Wawer J, Serwadda D, Sewankambo K, Wabwire – Mangen F, Li C, Konde-Lule K, Lutalo T, Makumbi  F, Gray R  (1999) Age of male circumcision and risk of prevalent HIV infection in rural Uganda. AIDS; 13 (3): 399–405.
Lavreys L, Rakwar P, Thompson L,  Jackson J, Mandaliya K, Chochan H, Bwayo J, Ndinya-Achola O, Kreiss K (1999) Effect of circumcision on incidence of Human Immunodeficiency Virus Type 1 and other sexually transmitted diseases: a prospective cohort study of trucking company employees in Kenya. Journal of Infectious Diseases; 180 (2): 330-336 
Lukobo D, Bailey C (2007) Acceptability of male circumcision for prevention of HIV infection in Zambia. AIDS Care; 19(4): 471-477
[bookmark: ref2]Mattson L, Bailey C, Muga R, Poulussen R, Onyango T (2005) Acceptability of male circumcision  and predictors of circumcision preference among men and women in Nyanza Province, Kenya. AIDS Care; 17(2):182-194.  
Moses S, Bradley J, Nagelkerke N, Ronald A, Ndinya-Achola J, Ngalande R, Levy J, Kapondo P, Bailey C (2006) Acceptability of male circumcision for prevention of HIV infection in Malawi. AIDS and Behaviour; 10 (4): 377-385
Moses S, Bradley J, Nagelkerke N, Ronald A, Ndinya-Achola J, Plummer F (1990) Geographical patterns of male circumcision practices in Africa: association with HIV seroprevalence. International Journal of Epidemiology; 19 (3): 693–697.
Nnko S, Washija R, Urassa M, Boerma T (2001) Dynamics of male circumcision practices in Northwest Tanzania. Sexually Transmitted Diseases; 28 (4):214-218. 
[bookmark: ref3]O’ Farrell N, Morrison L, Moodley P(2006) Association between HIV and sub-preputial wetness in uncircumcised men in South Africa. Journal of Acquired Immune Deficiency Syndrome; 43 (1): 69-77
[bookmark: ref4]Quigley M, Mungati K, Grosskurth H, Todd J, Mosha F, Senkoro K, Newell J, Mayaud P, Ka Gina G, Klokee A, Mabey D, Gavyole A, Hayes R (1997) Sexual behavior patterns and other risk factors for HIV infection in rural Tanzania: a case control study. AIDS; 11(2): 237–248.
Quinn T, Wawer M, Sewankambo N, Serwadda D, Li C, Meehan O, Lutalo T, Gray H (2000) Viral load and heterosexual transmission of human immunodeficiency virus type 1. New England Journal of Medicine; 342 (13): 921–929.
Bailey R, Moses S, Parker C, Agot K, Maclean I, Krieger J, Williams C, Ndinya-Achola J(2008) The protective effect of male circumcision is sustained for at least 42 months: results from the Kisumu, Kenya trial. Presented at the XVII International AIDS Conference, Mexico City, Mexico, August 3-8, 2008 Scott E, Weiss A, Viljoen I (2005) The acceptability of male circumcision as an HIV intervention among a rural Zulu population, Kwa-Zulu Natal, South Africa. AIDS Care; 17(3):304-313.

Seed J, Allen S, Mertens T, Hudes E, Serufilira A, Carael M, Karita E, Van de Perre P , Nsengumuremyi F(1995) Male circumcision, sexually transmitted diseases and risk of HIV infection.  Journal of Acquired Immune Deficiency Syndromes; 8(1):83-90
Tsela S, Halperin T (2006) Knowledge, attitude and practice regarding male circumcision in the Manzini (central) region of Swaziland. In the XVI International AIDS Conference. Toronto, Canada.
Tyndall M, Ronald A, Agoki E, Malisa W, Bwayo J, Ndinya-Achola O, Moses S, Plummer F(1996) Increased risk for infection with the human immunodeficiency virus type-1 among uncircumcised men presenting with genital ulcer disease in Kenya. Clinical Infectious Diseases; 23 (3): 449–453.
Weiss H, Halperin D, Bailey C, Hayes R, Schmid G, Hankins C (2008) Male circumcision for HIV prevention: from evidence to action? AIDS; 22:567-574  
Weiss A, Quigley A, Hayes J (2000) Male circumcision and risk of HIV infection in sub-Saharan Africa: a systematic review and meta-analysis. AIDS; 14: 2361-2370
Weiss  A,  Halperin D, Bailey C,  Hayes J,  Schmid G,  Hankins  A (2008) Male circumcision for HIV prevention : from evidence to action? AIDS; 22 (5): 567-574
Westercamp N, Bailey R (2007) Acceptability of male circumcision for prevention of HIV/AIDS in sub-Saharan Africa: A Review. AIDS behaviour; 11(3):341-355


©Omobolanle Kazeem. This article is licensed under a Creative Commons Attribution 4.0 International Licence (CC BY).


1
		



2
This article is CC BY Omobolanle Kazeem		                           Essex Student Journal, 2010, Vol.3(1)
DOI: https://doi.org/10.5526/esj125
