
Male circumcision has been practised for thousands of 
years as part of a religious ceremony shortly after birth, as 
a traditional ‘coming of age’ at puberty in some cultures 
and as a medical procedure to prevent urinary tract and 
sexually transmitted infections, and for the treatment of  
phimosis.  Simply put, male circumcision is the surgical 
removal of all or part of the prepuce (foreskin). 

The surgical incision of healthy skin, particularly if 
done in childhood, for the prevention of diseases that 
may or may not occur years later has always been 
controversial. However, observational studies indicate 
that male circumcision may have beneficial effects in 
the prevention of HIV.1,2  In a prospective study of 2 298 
HIV-uninfected men attending sexually transmitted 
clinics in India, Reynolds et al.1 noted that circumcision 
was protective against HIV-1 infection (relative risk (RR) 
0.15; 95% confidence interval (CI) 0.04 - 0.62; p=0.0089) 
but did not protect against other sexually transmitted 
infections (STIs) such as gonorrhoea. These authors 
suggested a biological rather than a behavioural effect 
for this reduction in acquiring HIV-1 in adult males. 
More recently, two randomised, controlled clinical trials 
(RCTs) have shown considerable benefit of medically 
performed adult male circumcision in reducing the 
transmission of HIV in men,3,4 confirming findings from 
an earlier study in South Africa.5 These three trials 
have significant public health implications in the fight 
against HIV/AIDS.3-5 The South African trial was carried 
out near Johannesburg; 3 274 young men aged 18 - 24 

years were randomised to immediate (N=1 617) or later 
(N=1 657) circumcision. Following a planned interim 
analysis the trial was halted, as a 60% relative reduction 
in HIV risk associated with circumcision was found.5  
Although these findings were seen in a positive light, 
concerns were raised about a number of  methodological 
factors in this study. The results of two ongoing studies 
in Kenya and Uganda were therefore eagerly awaited. 
The results of these latter studies were published in The 
Lancet in February 2007.3,4 Both trials involved adult, 
HIV-negative, heterosexual male volunteers randomly 
assigned to either intervention (circumcision performed 
by trained medical professionals in a clinic setting) or 
no intervention (no circumcision). Men in the control 
group were offered circumcision at the end of the study. 
All participants were extensively counselled in HIV 
prevention and risk reduction techniques.

In Kenya, Baily et al.3 randomly assigned men aged 
18 - 24 years to circumcision (N=1 391) or delayed 
circumcision (N=1 393); an interim analysis showed 
significant benefit from circumcision. There was an 
estimated 53 - 60% reduction in RR of HIV infection 
associated with circumcision.

The study in Uganda4 included 4 996 men aged 15 - 49 
years and showed similar findings following an interim 
analysis. The estimated reduction in the RR of HIV 
infection was 51 - 55%. The HIV incidence was 0.66 per 
100 person-years in the circumcision group and 1.33 per 
100 person-years in the control group.
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Background. Recent randomised trials carried out in South Africa and on the African continent have rekindled the 
debate on male circumcision for preventing conditions that may or may not occur in the future.

Method. The recent literature on adult male circumcision for the prevention of HIV transmission was reviewed 
and the traditional, religious, ethical, and public health issues of  introducing male circumcision as a public health 
measure are discussed.

Conclusion. Male circumcision should be regarded as another strategy in the fight against the HIV 
pandemic. The main HIV strategies of single-partner relationships and consistent condom use should remain the 
main strategic policy against the HIV pandemic.
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Hypothesis 
The biological reasons for decreased susceptibility to 
HIV in circumcised men are thought to be  multifactorial.  
Firstly, the internal mucosal layer of the prepuce has been 
shown to have a greater concentration of Langerhans 
cells and other HIV target cells such as macrophages and 
CD4 dendritic cells than cervical mucosa. It therefore 
has the ability to absorb  the  HIV more efficiently, and 
it is plausible that removal of the foreskin is a likely 
mechanism in reducing the chances of HIV infection. 
Secondly, the foreskin is susceptible to tears, abrasions 
and infections, particularly near the frenulum, facilitating 
HIV transmission. Thirdly, circumcision results in 
increased keratinisation of the glans when not protected 
by the foreskin; this acts as a protective keratin layer, 
minimising HIV penetration of the surface epithelium.3-6 
Lastly, it is also hypothesised that male circumcision 
leaves only a small mucosal surface area in the urethral 
meatus open to recurrent infective exposures, which 
may induce a mucosal immune response and further 
protection above that of circumcision.7     

The abovementioned RCTs now provide firm evidence 
that the risk of acquiring HIV infection in males is halved 
by medically performed male circumcision.3-5 It should be 
remembered however, that consistent use of condoms and 
monogamous sexual relationships remain an important 
primary prevention strategy against acquiring HIV 
infections, because male circumcision does not provide 
100% protection. Furthermore, circumcision may not be 
protective against the ‘receptive’ partner in homosexual 
relationships, and its protective effect in transmission 
from male to female is unknown. In addition, as Reynolds 
et al.1 have reported, adult male circumcision is not 
protective against other STIs, indicating that there are 
other routes of infection for gonorrhoea and chlamydia.1 
Gonorrhoea classically infects the urethra in males.

Concerns about male 
circumcision 
Concerns have been raised over the fact that male 
circumcision may lead to ‘behavioural disinhibition’ and 
hence increased risk taking and reduced condom use. 
The Ugandan and Kenyan trials did not reveal evidence of 
‘risky behaviour’ associated with circumcision. However,  
there was declining incidence of HIV infection in the 
control group in the Kenyan study, probably indicating 
an effect of continued counselling and education in a 
trial setting.2,3 In the Indian study by Reynolds et al.1 
there was no evidence of difference in sexual behavioural 
risk factors between circumcised and non-circumcised 
populations. 

Theoretically, it is also possible that promotion of male 
circumcision may lead to ‘female genital cutting’ in 
some countries and that the same biological causality 
may be presented for female circumcision. A lot of effort 
has gone to reducing the prevalence of this harmful 

practice by international health bodies. Furthermore, 
there are a number of groups that argue against the 
widespread use of male circumcision, because of the 
perception that it is mutilating and traumatic.8

Implementing male circumcision 
as a health policy 
Studies in eastern and southern Africa have found 
reasonable acceptability of circumcision, ranging from 
29% to 80%.9 Barriers to circumcision include fear of 
infection, bleeding, pain and financial costs.

Scaling up of male circumcision obviously poses 
immense problems. Besides minimising of the compli-
cations associated with circumcision, there is a great 
deal involved in implementing this surgical procedure on 
a population-wide basis – training of appropriate health 
personnel, purchasing the appropriate surgical equip-
ment and instituting the necessary follow-up systems 
in poor countries. In addition, religious, social, cultural 
and financial resources need to be taken into account. 
In Asia, for example, cultural issues might be barriers 
to male circumcision. In South Africa the media, via the 
newspapers, indicate that there are already objections 
from traditional leaders. The National Traditional Health 
Practitioners Act indicates that traditional healers are 
allowed to perform male circumcision,10 but the Congress 
of Traditional Leaders of South Africa (CONTRALESA) 
does not allow monitoring or audits of this practice 
because it has cultural significance.11 If male circumci-
sion becomes a public health policy, there will clearly be 
a need to distinguish religious/traditional/spiritual cir-
cumcision from medically performed male circumcision 
for the prevention of HIV in adult males. All stakeholders 
in South Africa should be involved in discussions prior to 
instituting a public health programme on male circumci-
sion, and lessons learnt from the Indian sub-continent’s 
experience of ‘mass tubal  ligations’ must be carefully 
considered.  

Ethical issues 
Owing to the potential complications and the uncertainty 
of benefit in a low-risk population, male circumcision as 
a preventive measure worldwide has met with some 
controversy. Fox and Thomson12 state that it may be 
ethically inappropriate to subject neonates and children 
to the acknowledged risk of circumcision and argue 
that there is no compelling legal authority for the 
common view that circumcision is lawful. They argue 
that a surgical procedure which is a non-therapeutic, 
non-consensual excision of healthy tissue without clear 
medical benefits should not be tolerated by health 
professionals given the risk to young children. It is 
possible that this view might change, given the latest 
evidence from the Ugandan and Kenyan studies. If 
implementation of circumcision involves performing the 
procedure during infancy and childhood, then the ethical 
issue of the rights of the child and the parental cultural 
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rights must be taken into account.13,14 It may be argued, 
however, that circumcision in children is a feasible 
implementation strategy as the surgical procedure is 
simple and complications minimal.

Conclusion 
Although there is now good scientific evidence that 
medically performed male circumcision reduces HIV-1 
infection rates, it should be seen as just one of the strat-
egies in the global fight against the spread of this pan-
demic. All individuals should be provided with a range 
of prevention practices. Safe sexual practices, single-
partner relationships and the consistent use of condoms 
should remain the mainstay of this goal.
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Body After Baby

How to get that “before baby body” back - a problem 
suffered by millions of mothers worldwide! Until now!
Radiant Healthcare recently introduced the high power 
VelaShape system from Syneron Medical.  The Velashape 
is the only medical product in the world with FDA 
clearance for circumference loss and cellulite reduction!  
The VelaShape recontours the body, shapes and smoothes 
(tightens) out the skin.
The clinical success of the Vela Shape is ascribed to 
Syneron’s propriety ELOS technology using infra red 
light, radio frequency, massage rollers and vacuum, to 
effectively penetrate deep into the sub dermal layers to 
attack fat tissue on a cellular level.  Metabolising fat tissue, 
it shrinks fat cells and restructures the area surrounding 
the septae.  This evens out the skin’s outer layers and 
eliminates the appearance of cellulite for smoother skin 
and clinically measurable results. 

The VelaShape addresses the needs of the rapidly growing 
body shaping and body contouring market by providing 
fast, visible results, in as few as four office visits.  The 
higher power of the Velashape enables much quicker 
results in both cellulite and circumferential reduction 
applications.  With four treatments each spaced one 
week apart, patients will be able to see thinner thighs and 
improved skin texture within a 30—day period.

What do practitioners say 
about the Vela Shape?
“In the Velashape clinical 
trial conducted by our 
centre, patients achieved 
visible reductions in the circumference of the treated areas as well as 
improvement in skin tone, texture and tightness after only four 15-30-
minute treatments,” stated principal investigator Dr. Tess Maurice of 
Scripps Ranch Dermatology and Cosmetic Center in San Diego.
According to Plastic Surgeon Dr. Steve Mulholland of SpaMedica® Infinite 
Vitality Clinics, “In my practice Velashape is the perfect complement to 
any of my body sculpting procedures.  For example, I use it effectively in 
smoothing and tightening treatment areas for patients post liposuction.”

“The Velashape device will further cement Syneron’s leadership positioning in the body contouring 
market,” said Doron Gerstel, CEO of Syneron.  “The development of this device was based on our 
physicians’ demands for body shaping devices.  We are proud to offer the fastest and most effective 
non-surgical solutions for achieving cellulite improvement and circumferential reduction.” 

Photos courtesy of Gerald Boey, M.D., Canada
Post 7 treatments

The Vela Shape unit is the perfect ad-on medical device for any  practice. 

To find out more how the Vela Shape can take your practice to a new level, please feel 
free to contact Radiant Healthcare on 

+2711 7948253/2 

Or visit www.radianthealth.co.za or www.velashape.com for more information
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