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T
HE detection of the first cluster of sex
workers with HIV in India was in 1986,
and Phase I of the National AIDS Control

Programme of India was launched in 1992.
Although the estimated number of those
infected is second only to South Africa, the
adult HIV prevalence in India is still low (0.9%).1

India’s success in prevention and control of
HIV infection can best be attributed to coverage
by comprehensive, targeted interventions among
all ‘‘at risk’’’ sub-populations, such as sex workers,
injecting drug users and to some extent men who
have sexwithmen andmigrantworkers; strength-
ening sexually transmitted infection (STI) clinics;
and implementation of strategies to enhance
blood safety and community involvement.

The HIVepidemic in India is heterogeneous and
varies by geographical areas and sub-populations.
Of its 35 states and union territories, six states
are designated as high HIV prevalence, based on
HIV prevalence amongst antenatal (N1%) and
STI (N5%) clinic attendees. These include the
peninsular states of Maharashtra, Andhra Pra-
desh, Karnantaka and Tamil Nadu and the
north-eastern states of Nagaland and Manipur.
However, isolated pockets of high prevalence
are present even in other parts of the country.
Excepting the northeastern states, where HIV
largely spreads through injecting drug use, 85%
of HIV transmission is through sexual contact,
with heterosexual transmission the predom-
inant route of transmission. Though a recent
study has reported a decline in the HIV prev-
alence rate in South India,2 a small increase in
prevalence translates into very large numbers
because of the total population size. This is
easily compounded by an environment of
stigma, which keeps HIV and AIDS under cover
and is a barrier to effective prevention and
treatment efforts. The epidemic in India is yet to
mature, which means an increased investment
in prevention today could avert a potential
socio-economic and public health crisis in
future. The focus of prevention both on the part
of the public health system and NGO partners,
up to the present time, has been on behaviour
change communication, condom promotion and
treatment of STIs.

Now, the compelling evidence of the role of
male circumcision in reducing the acquisition
by circumcised men of HIV3–5 has introduced
a new dimension to the prevention armamen-
tarium. Its advantage over other prevention
options, such as condom promotion and behav-
iour change, is that it is a one-time intervention
that does not have issues of adherence or sus-
taining change that constrain other strategies.
However, it would be wrong to consider it as
a ‘‘magic bullet’’. Male circumcision should be
provided as part of a comprehensive HIV pre-
vention package which includes correct and
consistent use of male and female condoms,
reduction in the number of sexual partners,
delaying the onset of sexual debut, STI manage-
ment and HIV testing and counselling. Inter-
national health organisations and some donor
agencies are now encouraging countries with
high HIV prevalence and low male circumcision
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rates to provide male circumcision through
public health programmes.6

Nevertheless, the promotion of a procedure
that has profound cultural implications, risks of
biological and social complications, and bene-
fits that are realised only one or two decades
later and only when a high population coverage
has been achieved, and is only partially protec-
tive, presents a formidable public health and
political challenge. Consideration by countries of
local sensitivities and practices before embark-
ing on such a programme is warranted.
Could male circumcision be introduced
successfully in India?
The important question that arises in relation
to India is this: given the evidence and need,
can male circumcision be introduced in India
as a prevention option? Male circumcision is
strongly identified with religion in India. It is
only practised among Muslims, who constitute
over 13% of the population, which amounts to
a large number in a country of over one billion
people.7 Male circumcision is considered a
marker of religious identity and proof of belong-
ing to a religion. The significance of this is com-
pounded by stories of men (albeit anecdotal)
being identified as Muslim or Hindu during
communal strife according to whether or not
they were circumcised, with their lives hanging
in the balance. The potential negative response
due to this religious connotation will need to be
responded to with great sensitivity.

Despite the efficacy of male circumcision, pro-
tection would depend upon its uptake by most
communities. Cultural and religious beliefs, atti-
tudes and perceptions will have a major impact
on its acceptability. Typically, in India, the
burden of sexual and reproductive health has
been borne by women, with male participation
being very low. Current condom use is 5% and
vasectomy rates are 1%.8 Worse still, vasectomy is
more likely to be accepted if at all by older men9

and those whose wives are more literate.10

Whether younger men who have not revealed
their risk behaviours will now come forth to adopt
a procedure that would help to protect themwould
perhaps require a sea-change in thinking.

Research on male circumcision in India,
whether social or bio-medical, has been non-
existent. The only study carried out amongst a
54
cohort of men attending STI clinics suggested a
biological rather than a behavioural explanation
for the protective effect of male circumcision
against HIV.11 Interestingly, it revealed that male
circumcision can protect against HIV but not
against classical STIs, emphasising the impor-
tance of behaviour change strategies among
circumcised men. There are no data available on
current practices, facilities available or compli-
cations of the procedure. In the rural and also
perhaps in the urban areas, circumcision is car-
ried out largely by unskilled traditional pro-
viders, who could be the local religious priest or
barber. Further, given the size and scale of India,
there may be regional differences in practices.
Most of what is known about circumcision prac-
tices is through hearsay and in the first instance,
there is a need to mount multi-site studies to get
a clearer understanding of what is happening on
the ground.

Besides research on social, cultural and reli-
gious practices and beliefs, attitudes towards
and understanding of the benefits of this
intervention will need to be studied in both cir-
cumcising and non-circumcising communities
in India to guide introduction of this interven-
tion. Qualitative data on barriers to acceptance
would guide development of communication
messages and help in sensitising communities.
Modeling of data for States reporting a gener-
alised HIV epidemic and cost-effectiveness
studies will help in undertaking advocacy
with policymakers.

The WHO/UNAIDS recommendation for coun-
tries like India, where HIV is largely concen-
trated in specific population groups, is that there
would be a limited public health benefit of pro-
moting male circumcision in the general pop-
ulation.6 Nonetheless, men at higher risk for
acquiring infection, especially those living in
states reporting a generalised HIV epidemic,
would benefit from it and there is a need to
provide them with correct and context-specific
information, that should include the risks and
benefits of male circumcision. For this, non-
governmental organisations, community-based
organisations, professional organisations and
Ministries of Health could be involved in deve-
loping and disseminating communication mes-
sages providing this information. Initially, this
information could be given in the high preva-
lence states, to those with multiple sexual
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partners and STI clinic attendees, so that a volun-
tary demand for the procedure is generated. Based
on this experience, information dissemination
can be widened to other groups and communities.

The voluntary demand for male circumcision
may be small to begin with, considering the
cultural and religious sensitivity and corre-
sponding issues of acceptability. The Indian
public health delivery system will need to be
sensitised to this new indication for circum-
cision, so that the demand can be met through
provision of quality counselling and surgical
services. Male circumcision services should be
integrated into the District Health System and
can easily be made available up to the first
referral unit level, which covers a population of
100,000. Provision of safe male circumcision ser-
vices in primary health care would also enhance
access to quality services for the circumcising
Muslim community. Systems would need to be
developed and put in place for monitoring qual-
ity of care, safety and complications, not only in
the public sector, but also in the private health
sector, which addresses 80% of the health care
needs of the population.12 Given the stigma
attached to HIV and AIDS, a major concern is
whether those accepting this intervention stand
a risk of being labelled as at higher risk for HIV
exposure. A major challenge then would be the
positioning of this intervention so as to avoid
this stigma.
Analogy to the vasectomy programme
in India
The only surgical intervention analogous to
male circumcision for public health benefit in
India was the vasectomy programme, carried out
in the late 1960s and early 1970s. It is critical
that countries embarking on a male circum-
cision programme benefit from the lessons
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