Gender-related effects of expanded adult male circumcision programs in Southern Africa:

The impact of relationship dynamics and potential risk compensation on heterosexual HIV transmission
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CONCLUSIONS ePrograms offering male circumcision in Southern Africa may confer substantial health benefits in terms of HIV infections prevented, even for short-term programs with modest coverage goals.
However, changes in sexual risk behaviors could greatly impact program outcomes and the consequences may be more severe for women.

eWomen do not receive direct protection from male circumcision and they are therefore more vulnerable to risk compensation in men. This effect is magnified in societies where women have a
decreased ability to negotiate safe sex, such as in the decision to use condoms.

eThese factors will risk-red ling efforts in programs to expand male circumcision, which should be gender-specific and targeted to both men and women.
Further, femals olled for HIV pr ion are urgently needed.




