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Voluntary medical male circumcision (VMMC, 
https://www.who.int/teams/global-hiv-

hepatitis-and-stis-programmes/hiv/prevention/
voluntary-medical-male-circumcision) has reduced 
HIV acquisition by ≈60% among men who engage in 
heterosexual sex and is an essential part of the Joint 

United Nations Program on HIV/AIDS strategy for 
ending AIDS by 2030 (1–4). In 2007, the World Health 
Organization and the Joint United Nations Program 
on HIV/AIDS recommended that countries in which 
prevalence of medical male circumcision was low and 
prevalence of HIV infection was high should be prior-
itized for VMMC (5). Countries originally prioritized 
were Botswana, Eswatini, Ethiopia, Kenya, Lesotho, 
Malawi, Mozambique, Namibia, Rwanda, South Afri-
ca, Tanzania, Uganda, Zambia, and Zimbabwe; South 
Sudan established a program in 2018 (6). Since the 
start of the program, the US President’s Emergency 
Plan for AIDS Relief (PEPFAR) has supported most 
VMMCs performed in prioritized countries (7). Most 
VMMCs are performed through conventional surgi-
cal methods, but some countries use device-based 
methods (8). VMMC programs provide a unique op-
portunity for men to access reproductive and sexual 
health services, beyond primary care, by providing a 
package of services that includes voluntary HIV test-
ing, linkage to HIV care and treatment, and other HIV 
prevention services (5,9).

During 2008–2020, a total of 26.8 million VMMCs 
were performed in prioritized countries and were es-
timated to have averted 340,000 new HIV infections 
in men. Future population-level benefits are projected 

Beginning in March 2020, to reduce COVID-19 transmis-
sion, the US President’s Emergency Plan for AIDS Relief 
supporting voluntary medical male circumcision (VMMC) 
services was delayed in 15 sub-Saharan African coun-
tries. We reviewed performance indicators to compare 
the number of VMMCs performed in 2020 with those 
performed in previous years. In all countries, the annual 
number of VMMCs performed decreased 32.5% (from 
3,898,960 in 2019 to 2,631,951 in 2020). That reduction 
is largely attributed to national and local COVID-19 miti-
gation measures instituted by ministries of health. Over-
all, 66.7% of the VMMC global annual target was met in 
2020, compared with 102.0% in 2019. Countries were not 
uniformly affected; South Africa achieved only 30.7% of 
its annual target in 2020, but Rwanda achieved 123.0%. 
Continued disruption to the VMMC program may lead to 
reduced circumcision coverage and potentially increased 
HIV-susceptible populations. Strategies for modifying 
VMMC services provide lessons for adapting healthcare 
systems during a global pandemic.
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 Effects of COVID-19 Pandemic on Male Circumcision

to be larger, including reductions of HIV infection up 
to 30%–40% in women (10,11). Timely VMMC among 
the priority age group, male clients 15–29 years of 
age, contribute to population-level HIV prevention 
benefits (12). However, depending on the length and 
severity of COVID-19, those population-level benefits 
could be affected (13).

Starting in March 2020, to minimize COVID-19 
transmission risk, national governments instituted 
mitigation measures that led to the suspension or 
pausing of VMMC services. VMMC programs were 
vulnerable to the effects of mitigation measures, 
given that interventions such as suspending elective 
medical interventions and closing healthcare facili-
ties directly affected services. Differences in demand 
for VMMC also resulted from changes in healthcare-
seeking behavior; potential clients avoided healthcare 
settings because of the risk for nosocomial acquisition 
of disease. In addition, VMMC programs were affect-
ed by PEPFAR guidance released in April 2020, which 
recommended phasing out circumcisions among 
male clients 10–14 years of age (14). This change in 
guidance was prompted by an increase in reported 
adverse events among those 10–14 years of age and by 
modeling estimates demonstrating that the greatest  

reductions in HIV incidence were achieved by tar-
geting men >15 years of age (15,16). The change in 
client age can potentially affect circumcision cover-
age given that, historically, the greatest proportion of 
VMMC male clients were 10–14 years of age.

Reports of the effects of the COVID-19 pandemic 
on public health services are limited, particularly in 
low-resource settings (17–19). To elucidate the effects 
of the COVID-19 pandemic on VMMC services, we 
compared VMMC services performed in 2020 with 
previous years among the 15 prioritized countries. 
Quantifying disruptions from the COVID-19 pandem-
ic on a specific elective surgical procedure, VMMC, is 
valuable given that these procedures indicate pandem-
ic-related disruptions to broader healthcare systems.

Collection of PEPFAR Monitoring, Evaluation 
and Reporting (MER) data is considered a public 
health program activity. The US Centers for Disease 
Control and Prevention Office of Human Research 
Protection Procedures determined that collection of 
MER data as nonresearch.

Methods
To quantify the effects of the COVID-19 pandemic on 
VMMC services in US government fiscal year 2020, we 
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analyzed key performance indicators from the MER 
database (20). All PEPFAR-supported VMMC pro-
grams report indicators quarterly in accordance with 
the US government fiscal year (October 1 through 
September 30 of the following year). Primary indica-
tors reported include the total number of male clients 
circumcised and achievement of annual targets at the 
national level. Disaggregated indicators reported in-
clude VMMC performance by client age group and 
follow-up visit attendance (defined as client return 
for a postprocedure visit within 14 days of circumci-
sion). To provide more information about the effects 
of the updated policy to phase out VMMC among cli-
ents <15 years of age, annual and quarterly VMMC 
results were reported separately for clients <15 and 
>15 years of age. We compared reported indicators 
in 2020 with those from 2016–2019 among all priori-
tized countries. We compared quarterly performance 
for the total number of nonmilitary VMMC sites and 
the number of clients per site across 14 countries for 
2020. Nonmilitary VMMC sites are typically located 
at civilian health facilities, and military sites generally 
offer services at military facilities and target service 
members, their families, and the surrounding com-
munities. We excluded from the site-level analyses 
military-supported VMMC sites because they do not 
report disaggregated VMMC indicators at the site 
level, as well as South Sudan because its program of-
fers VMMC only at military sites.

To supplement the quantitative results, we con-
ducted an exploratory review of narrative reports for 
April–June 2020. Programs submit narrative reports 
every quarter as one of the MER reporting require-
ments. Narrative reports provide an opportunity for 
programs to describe specific site-level issues that may 
have affected VMMC performance. We reviewed nar-
rative reports to identify the following references to the 
effects of COVID-19 on VMMC services: national and 
local COVID-19 mitigation measures, efforts to main-
tain demand in VMMCs, and reallocation of resources. 
First, we reviewed narratives to broadly identify emer-
gent themes across countries, and then we conducted 
a more thorough review in which countries were cat-
egorized into 1 of 3 impact levels. We analyzed narra-
tive reports by using Microsoft Excel (https://www.
microsoft.com) and used Stata 16 software (https://
www.stata.com) for all other analyses. 

Results

VMMC Performance
The total number of VMMCs performed each year 
in the 15 prioritized countries decreased 32.5%, from 

3,898,960 in 2019 to 2,631,951 in 2020 (Appendix Table 
1, https://wwwnc.cdc.gov/EID/article/28/13/21-
2455-App1.pdf). In most (11 of 15) countries, the 
total number of VMMCs performed was lower in 
2020 than in 2019; mean percentage reduction was 
49.4% (Appendix Table 2). The total number of an-
nual VMMCs performed during 2016–2019 ranged by 
country from an average of >1,000 in South Sudan to 
>700,000 in Tanzania. Among 6 countries with larger 
programs (Kenya, Mozambique, South Africa, Tan-
zania, Uganda, and Zambia), performing on average 
of >250,000 VMMCs annually during 2016–2019, all 
countries except Zambia experienced a reduction of 
>100,000 VMMCs performed in 2020 compared with 
2019. Among the larger programs, the largest reduc-
tion in performance was in South Africa; 513,631 
VMMCs performed in 2019 decreased by 68.9% to 
159,739 in 2020.

Achievement of Annual Targets
Among all 15 countries combined, 66.7% of the 
3,948,875 annual target (median 200,000, interquar-
tile range 30,074–399,387) was met in 2020, com-
pared with 102.0% of the 3,822,403 annual target in 
2019 (median 145,035, interquartile range 31,884–
430,986) (Appendix Table 1). The mean percentage 
achievement of annual targets was 62.2% in 2020 
compared with 98.1% in 2019. In 2020, most (12 of 
15) countries did not meet their annual national 
target (Appendix Table 2). Among the 12 countries 
that did not meet their national target in 2020, seven 
countries had either surpassed or achieved 90.0% of 
their annual target in 2019. Countries that exceeded 
their national annual targets in 2019 (South Africa 
by 101.0% and Zimbabwe by 104.9%) achieved less 
than half (30.7% and 42.6%, respectively) of their 
annual target in 2020.

Quarterly Performance
The number of VMMCs performed during the first 2 
quarters of fiscal year 2020 (October–December 2019 
and January–March 2020) was 39.6% higher than the 
historic average during 2016–2019 (Appendix Table 
1). During January–March 2020, just more than half (8 
of 15) of countries increased the number of VMMCs 
performed compared with the same period in 2019; 
the average increase was 48.1% more VMMCs per-
formed per country. However, during the early CO-
VID-19 pandemic period, April–June 2020, the total 
number of VMMCs performed was 74.2% lower than 
it had been during the same period a year earlier. The 
number of VMMCs performed during April–June 
2020 decreased in 13 countries, by 18.3% to 100.0%, 
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Figure 1. US President’s Emergency Plan for AIDS Relief–supported VMMCs performed in 15 countries in sub-Saharan Africa, by 
quarter and fiscal year (October 1–September 20), 2016–2020. VMMC, voluntary medical male circumcision. 

compared with the same period in 2019. In South Af-
rica, no PEPFAR-supported VMMCs were performed 
during April–June 2020.

Historically, most VMMCs, an average of 57.8% 
of the annual VMMC total targets in 2016–2019, are 
performed during April–September (Figure 1; Ap-
pendix Table 1). However, during April–Septem-
ber 2020, only 35.0% of the annual total number of 
VMMCs were performed. Although the number of 
VMMCs performed increased for most countries (12 
of 15) during July–September 2020 compared with the 
previous period, most countries (8 of 15) performed 
fewer than half the number of VMMCs than they had 
in the corresponding period in 2019.

Performance by Age Group
In 2020, a total of 26.7% of all VMMCs were per-
formed for clients <15 years of age, representing a 
56.2% decrease from the 41.1% performed for persons 
in this age group in 2019 (Appendix Table 1). After 
the PEPFAR policy to phase out VMMCs for clients 
<15 years of age was released in April 2020, eight 
countries did not report VMMCs among male clients 
10–14 years of age during April–September 2020. The 
lowest number of VMMCs for male clients <15 years 
of age was reported during July–September 2020; 
6.3% of all VMMCs were performed for male clients 
in this age group, compared with 40.3% in the same 
period in the previous year.

The annual total number of VMMCs performed 
for male clients >15 years of age was 1,879,201 in 
2020 compared with 2,292,868 in 2019, representing a 
18.0% decrease in the number of VMMCs performed 
in clients >15 years of age. During July–September 
2020, most (94.3%) VMMCs were performed for cli-
ents >15 years of age, and the total volume of VMMCs 
conducted for persons in this age group was simi-
lar at 601,039, compared with 653,818 for the same  
period in 2019. However, clients >15 years of age 

 contributed to the decline in achievement of PEPFAR 
annual targets, which decreased from 60.0% in 2019 
to 47.6% in 2020.

Performance at the Site Level
Among the 14 countries reporting VMMCs at non-
military sites, the number of male clients circum-
cised at nonmilitary sites decreased 58.6%, from a 
mean of 1,857 clients/site during January–March 
2020 to a mean of 768 clients/site during April–June 
(Figure 2). The number of nonmilitary sites perform-
ing VMMCs per country declined 39.3%, from a 
mean of 183 sites during January–March to a mean 
of 110 during April–June 2020. Although the total 
number of nonmilitary sites performing VMMCs in-
creased 29.1% during 2020, from a mean of 110 dur-
ing April–June to 142 during July–September, this 
increase remained 19.1% below the mean number of 
nonmilitary sites performing VMMCs during Octo-
ber 2019–March 2020.

Follow-up Visits
Among all 15 countries, the overall proportion of 
VMMC clients who had a postprocedure follow-up 
visit increased from 89.6% in 2019 to 91.1% in 2020. 
Eight countries reported a decreased rate of follow-
up visits in 2020 compared with the previous year, 
and 7 countries reported either the same rate of fol-
low-up or an increase, ranging from 2.2% to 19.1%. 
The rate of client follow-up stayed the same, at 93% 
during October 2019–June 2020, and decreased to 
88% during July–September 2020.

VMMC Narrative Reports
Our review of the narratives indicated that service 
disruptions varied from minimal to major. Countries 
categorized as minimally affected reported only slight 
modifications to their program and minor reduc-
tions in performance. Moderately affected programs  



Figure 2. Mean number of male 
clients circumcised per US 
President’s Emergency Plan for 
AIDS Relief (PEPFAR)–supported 
nonmilitary VMMC site and mean 
number of PEPFAR VMMC sites, 14 
countries in eastern and southern 
Africa prioritized for VMMC, by 
quarter, PEPFAR fiscal year 
2020. Scales for the y-axes differ 
substantially to underscore patterns 
but do not permit direct comparisons. 
Q, quarter; VMMC, voluntary medical 
male circumcision.
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reported suspending services for at least 1–2 months, 
and majorly affected programs reported suspending 
services for >2 months. Zambia and South Sudan were 
identified as having minimally disrupted programs, 
and although there were service disruptions men-
tioned in the narrative reports, overall performance 
was only somewhat affected. In South Sudan, ser-
vices continued with restrictions on the number of 
clients allowed in the waiting area. Moderately dis-
rupted programs had service suspensions during 
April–June but eventually resumed offering VMMCs 
to clients who sought services through walk-in visits; 
however, outreach efforts to recruit clients stopped. 
Among all countries, the most commonly reported 
mitigation measures that reduced VMMC services 
were curfews, shelter-in-place orders, and physical 
distancing requirements.

VMMC narrative reports also described redi-
recting efforts to support and assist local service 
providers with COVID-19–related activities. Those 
efforts shifted the focus of programs, and many 
diverted staff to support COVID-19 response, par-
ticularly during the early part of the pandemic (21). 
Other VMMC staff were used to support essential 
HIV clinical services (e.g., treatment services). In 
addition, programs adapted demand creation strat-
egies, which included logging clients interested in 
VMMC, booking clients for the next month, using 
COVID-19 contact tracers to also serve as VMMC 
mobilizers, and disseminating messages through 
community campaigns.

Countries that continued to offer VMMCs re-
ported adjusting services to minimize risk for CO-
VID-19 transmission. Adjustments included tele-
screening, space modifications to manage client 
flow, prior registration of clients, appointment-on-
ly visits, extended hours, and restricted numbers 
of clients allowed at a site per day. In some coun-
tries, to comply with restrictions in movements and 
curfews,VMMC sites were offered only at health  

facilities located in communities. Infection preven-
tion measures included distributing personal pro-
tective equipment to staff, screening clients for CO-
VID-19, and sanitizing spaces.

Discussion
VMMC is part of countries’ HIV prevention portfolio 
and can contribute to HIV epidemic control (22,23). 
To maximize these public health benefits, country-
specific VMMC program targets are established. 
However, because of the COVID-19 pandemic, most 
countries prioritized for VMMC did not reach these 
targets in 2020. A global target of 25 million VMMCs 
during 2016–2020 and 41.5 million by 2030 has been 
endorsed by countries prioritized for VMMC (24). 
Substantial progress has been made toward these tar-
gets, but those gains have been affected by the CO-
VID-19 pandemic.

Overall, the VMMC program has grown sub-
stantially since 2016; mean annual increase in the 
number of VMMCs performed during 2016–2019 is 
20.7%. VMMC performance before the COVID-19 
pandemic (October 2019–March 2020) indicated 
successful scale-up of the program and that per-
formance was on track to outperform the previous 
year. However, the number of VMMCs performed 
was substantially lower during April–September 
2020 than during the previous year; decreases were 
especially pronounced during April–June 2020. 
These patterns are consistent with known COVID-19 
mitigation measures, particularly in the early phase 
of the pandemic.

Reductions in the number of VMMCs performed 
during 2020 were similar to disruptions of other elec-
tive surgical procedures. In the United States, one 
study found that the overall rate of elective surgical 
procedures decreased 48.0% during the initial shut-
down of elective procedures in March 2020 compared 
with the previous year (25). In Ethiopia, a study 
found that elective surgeries dropped by 32.0% at a 
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major hospital after the COVID-19 pandemic was de-
clared (26). Compared with disruptions to other HIV 
prevention services (e.g., preexposure prophylaxis), 
VMMC services were more disrupted and time to 
service resumption was longer (27).

PEPFAR recommends that VMMC programs con-
duct COVID-19 readiness assessments to determine if 
sites can reopen. By the end of September 2020, all 
countries had resumed VMMC services. However, 
the rate of resumption was not uniform, most likely 
because of varying COVID-19 epidemiology and dif-
ferences in response policies (28). Countries such as 
South Africa experienced severe effects, given that 
they reported some of the highest COVID-19 case 
counts on the continent, prompting ongoing national 
COVID-19 mitigation measures (29–31). Zimbabwe 
was also affected by high COVID-19 cases counts and 
subsequent national lockdowns (32).

One success for VMMC programs in 2020 was 
implementation of the new PEPFAR guidance to stop 
providing VMMCs for clients <15 years of age. This 
success is demonstrated by performance of 11.3% of 
VMMCs for clients 10–14 years of age during April–
June 2020, compared with 41.0% during the same pe-
riod in 2019. Implementation of the updated PEPFAR 
guidance released in April 2020 varied across countries; 
clients <15 years of age continued to be circumcised 
throughout 2020. This variability probably resulted 
from some countries continuing to perform device-
based circumcisions for clients 13–14 years of age, 
given that a World Health Organization prequalified 
medical device has been approved for use in this age 
group. Although overall the number of VMMCs con-
ducted for clients >15 years of age decreased in 2020 
compared with 2019, the number of VMMCs conduct-
ed for clients in this age group was the highest during 
July–September, compared with the same period dur-
ing 2016–2018. This increase probably directly resulted 
from programs adapting demand creation strategies to 
target older clients. Follow-up visits may have poten-
tially increased in 2020 compared with 2019 because 
programs started conducting virtual follow-up visits 
when in-person visits were not safe or feasible.

Narrative reports from April–June 2020 sug-
gest that governments enacted various types of 
COVID-19 mitigation measures given the different 
public health needs, priorities, and resources across 
countries. Although these measures presented new 
challenges to reaching HIV epidemic control targets, 
they also provided opportunities for improvements. 
Innovative approaches that enabled continuation of 
VMMC services included programs offering virtual 
follow-up visits, using web-based mobile apps for 

real time reporting, increasing flexibility for clients 
who prefer off-hour services, and adopting practices 
to avoid overcrowding.

Lessons learned from the COVID-19 pandemic 
can be used to inform other elective surgical and  
prevention services and to update VMMC policies 
and guidelines to help prepare for future global and 
national emergencies. Mechanisms for rapid avail-
ability and allocation of funding to safely resume 
services and carry over unused funds can be estab-
lished. We recommend greater financial support for 
programmatic components, such as demand creation 
activities that can be safely implemented during the 
pandemic, including adaptating social and digital 
media platforms. These activities may be more costly 
than traditional in-person mobilization efforts. Those 
costs are a result of extended site hours, expanded 
numbers of VMMC sites, and increased transporta-
tion to sites to limit the number of clients in a vehi-
cle. Support to maintain VMMC services during the  
COVID-19 pandemic is particularly valuable, given 
that modeled estimates have demonstrated that, in 
certain settings, the risk for death from HIV may be 
far greater than the risk for death from COVID-19 (33).

The pandemic will probably have long-term ef-
fects on VMMC program practices; country reports 
describe challenges with VMMC-eligible men ex-
pressing concerns about visiting public health fa-
cilities for fear of contracting COVID-19 or overbur-
dening healthcare services (34). Factors that could 
continue to keep VMMC programs from resuming 
services to prepandemic levels include ongoing travel 
restrictions, varying global COVID-19 epidemiology, 
and low COVID-19 vaccination coverage.

Of the 4 limitations to our study, the first is the 
limitation to PEPFAR program data, which captured 
the timing of pausing and resuming VMMC services 
on a quarterly basis only. Thus, temporal trends be-
tween mitigation measures or national COVID-19 ep-
idemiology and decisions to pause services could not 
be described at a weekly or monthly level. Second, 
COVID-19 mitigation measures were not uniformly 
implemented across or within all countries, and the 
extent to which these measures were executed was 
not included in this analysis. Third, the findings 
from this analysis are limited to PEPFAR-supported 
sites in 15 countries in eastern and southern Africa. 
Last, this analysis was ecologic, and the effect of the  
COVID-19 pandemic on VMMC in 2020 cannot be 
distinguished from other effects such as changes in 
client age eligibility.

To optimize the HIV prevention benefits of 
VMMC, steps can be taken to increase program  
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resilience to ensure that HIV prevention interventions 
are able to quickly adapt to public health emergencies, 
particularly to COVID-19 mitigation measures. These 
efforts are relevant given that the severity of the ef-
fect of COVID-19 in countries prioritized for VMMC 
remains unknown. If healthcare systems are not able 
to maintain HIV prevention programs while manag-
ing the response to the COVID-19 pandemic, they are 
likely to experience increasing HIV incidence.

The findings and conclusions in this report are those of  
the authors and do not necessarily represent the official 
position of the funding agencies.
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Table 1. Annual results of PEPFAR-funded voluntary medical male circumcision indicators, among 15 prioritized countries in sub-Saharan Africa, fiscal years, 2016–2020* 

Fiscal year 
VMMCs performed, 

no. (%)   

Difference in no. 
VMMCs performed 
compared with the 

prior year, % 

Annual 
PEPFAR 
program 
targets 

Achievement 
of PEPFAR 

annual target, 
% 

VMMCs performed, by quarter, no. (%) 

Quarter 1 (Oct–Dec) Quarter 2 (Jan–Mar) Quarter 3 (Apr Jun) Quarter 4 (Jul–Sep) 
Total 15,928,896 NA 17,769,866 89.6† 3,459,689 (21.7)‡ 3,539,253 (22.2)‡ 4,274,494 (26.8)‡ 4,656,043 (29.2)‡ 
 2016 2,293,001 (14.4) NA 2,452,414 93.5 485,067 (21.2)‡ 438,130 (19.1)‡ 640,017 (27.9)‡ 730,585 (31.9)‡ 
 2017 3,383,949 (21.2) 47.6 3,662,622 92.4 533,611 (15.8)‡ 570,772 (16.9)‡ 1,180,204 (34.9)‡ 1,099,380 (32.5)‡ 
 2018 3,721,035 (23.4) 9.9 3,883,552 95.8 707,191 (19.0)‡ 838,115 (22.5)‡ 1,083,353 (29.1)‡ 1,092,343 (29.4)‡ 
 2019 3,898,960 (24.5) 4.8 3,822,403 102.0 859,987 (22.1)‡ 852,995 (21.9)‡ 1,089,946 (28.0)‡ 1,096,044 (28.1)‡ 
 2020 2,631,951 (16.5) −32.5 3,948,875 66.7 873,833 (33.2)‡ 839241 (31.9)‡ 280,974 (10.7)‡ 637,691 (24.2)‡ 
Clients <15 y§ 6,554,675 (41.1) NA NA 36.9 1,436,402 (41.5)¶ 1,410,195 (39.8)¶ 1,681,811 (39.3)¶ 1,878,675 (40.3)¶ 
 2016 1,030,182 (44.9) NA NA 42.0 201,577 (41.6)¶ 147,551 (33.7)¶ 260,532 (40.7)¶ 418,406 (57.3)¶ 
 2017 1,523,520 (45.0) 47.8 NA 41.6 194,132 (36.4)¶ 268,188 (47.0)¶ 458,986 (38.9)¶ 504,432 (45.9)¶ 
 2018 1,694,318 (45.5) 11.2 NA 43.6 327,115 (46.3)¶ 371,303 (44.3)¶ 483,932 (44.7)¶ 474,470 (43.4)¶ 
 2019 1,604,016 (41.1) −5.3 NA 42.0 359,558 (421.8)¶ 353,563 (41.4)¶ 446,653 (41.0)¶ 441,202 (40.3)¶ 
 2020 702,639 (26.7) −56.2 NA 17.8 354,020 (40.5)¶ 269,590 (32.1)¶ 31,708 (11.3)¶ 40,165 (6.3)¶ 
Clients >15 y§ 9,275,813 (58.2) NA NA 52.2 1,881,874 (54.4)¶ 1,957,238 (55.3)¶ 2,404,293 (56.2)¶ 2,820,654 (60.6)¶ 
 2016 1,108,891 (48.4) NA NA 45.2 232,912 (48.0)¶ 190,692 (43.5)¶ 298,833 (46.7)¶ 455,115 (62.3)¶ 
 2017 1,866,041 (55.1) 68.3 NA 50.9 280,204 (52.5)¶ 324,033 (56.8)¶ 632,494 (53.6)¶ 515,548 (46.9)¶ 
 2018 2,128,812 (57.2) 14.1 NA 54.8 357,005 (50.5)¶ 438,577 (52.3)¶ 577,144 (53.3)¶ 595,134 (54.5)¶ 
 2019 2,292,868 (58.8) 7.7 NA 60.0 492,102 (57.2)¶ 498,579 (58.5)¶ 643,157 (59.0)¶ 653,818 (59.7)¶ 
 2020 1,879,201 (71.4) −18.0 NA 47.6 519,651 (59.5)¶ 505,357 (60.2)¶ 252,665 (89.9)¶ 601,039 (94.3)¶ 
*Fiscal years, October 1–September 30. VMMC, voluntary medical male circumcision; NA, not applicable; PEPFAR, US President’s Emergency Plan for AIDS Relief.  
†Among the combined annual PEPFAR program targets from 2016 - 2020 
‡Totals do not equal annual cumulative total because reported disaggregated totals by age are slightly less (90%–95%). 
§Among annual no. of PEPFAR supported VMMCs performed 
¶Among the quarterly sum of no. of PEPFAR supported VMMCs performed in corresponding year 
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Table 2. US President’s Emergency Plan for AIDS Relief–supported VMMCs performed, by country, fiscal years 2019–2020, by age category and achievement of annual targets, among 15 sub-Saharan African countries* 

 
Country 

Fiscal 
year 

Annual 
target 

VMMCs 
performed, no. (% 

achievement of 
annual target) 

Change in 
no. VMMCs 
performed in 

2020 vs. 
2019, % 

Client age <15 
y, % 

Client age >15 
y, % 

Quarter 1 (October - December) Quarter 2 (Jan–Mar) Quarter 3 (Apr–Jun) Quarter 4 (Jul– Sep) 

No. (%) 

Change in 
VMMCs 

performed in 
2020 vs. 2019, 

% No. (%) 

Change in 
VMMCs 

performed in 
2020 vs. 
2019, % No. (%) 

Change in 
VMMCs 

performed in 
2020 vs. 
2019, % No. (%) 

Change in 
VMMCs 

performed in 
2020 vs. 2019, 

% 
Botswana 2019 26,301 21,071 (80.1) −64.6 11,398 (54.1) 9,673 (45.9) 5,778 (27.4) −17.4 2,886 (13.7) −65.3 4,287 (20.3) −95.1 8,120 (38.5) −81.9 

2020 25,876 7,449 (28.8) 3,279 (44.0) 4,147 (55.7) 4,771 (64.0) 1,001 (13.4) 208 (2.8) 1,469 (19.7) 
Eswatini 2019 30,000 15,127 (50.4) −39.2 8,839 (58.4) 6,284 (41.5) 1,712 (11.3) 37.4 2,277 (15.1) 108.8 5,128 (33.9) −84.0 6,010 (39.7) −78.9 

2020 29,989 9,197 (30.7) 4,113 (44.7) 5,084 (55.3) 2,353 (25.6) 4,755 (51.7) 819 (8.9) 1,270 (13.8) 
Ethiopia 2019 31884 26,631 (83.5) 30.6 11,560 (43.4) 15,071 (56.6) 2,440 (9.2) 200.3 10,184 (38.2) 1.4 6,752 (25.4) 9.2 7,255 (27.2) 34.5 

2020 45596 34,786 (76.3) 3,519 (10.1) 31,267 (89.9) 7,327 (21.1) 10,326 (29.7) 7,373 (21.2) 9,760 (28.1) 
Kenya 2019 300,051 281,038 (93.7) −56.7 210,483 (74.9) 70,555 (25.1) 135,164 (48.1) −54.6 25,917 (9.2) −39.5 56,929 20.3) −77.5 63,028 (22.4) −49.6 

2020 200,000 121,576 (60.8) 63,630 (52.3) 57,907 (47.6) 61,338 (50.5) 15,669 (12.9) 12,806 (10.5) 31,763 (26.1) 
Lesotho 2019 36719 29,151 (79.4) −69.6 17,079 (58.6) 12,071 (41.4) 5,742 (19.7) −17.9 7,559 (25.9) −50.1 8,353 (28.7) −95.8 7,497 (25.7) −99.7 

2020 30074 8,861 (29.5) 2,622 (29.6) 6,239 (70.4) 4,716 (53.2) 3,770 (42.5) 353 (4.0) 22 (0.2) 
Malawi 2019 145,035 139,128 (95.9) −51.2 43,378 (31.2) 95,748 (68.8) 24,922 (17.9) −13.3 14,786 (10.6) 95.7 34,150 (24.5) −96.0 65,270 (46.9) −85.6 

2020 206,396 67,943 (32.9) 11,979 (17.6) 55,964 (82.4) 28,249 (41.6) 28,932 (42.6) 1,381 (2.0) 9,381 (13.8) 
Mozambique 2019 430,986 390,498 (90.6) −51.1 197,823 (50.7) 192,675 (49.3) 66,068 (16.9) 41.7 89,078 (22.8) 2.7 104,407 (26.7) −98.0 130,945 (33.5) −97.2 

2020 392,015 190,895 (48.7) 89,705 (47.0) 101,190 (53.0) 93,600 (49.0) 91,508 (47.9) 2,064 (1.1) 3,723 (2.0) 
Namibia 2019 54,306 40,465 (74.5) −33.8 17,499 (43.2) 22,333 (55.2) 4,393 (10.9) −31.6 4,322 (10.7) −16.1 14,594 (36.1) −19.7 17,156 (42.4) −50.8 

2020 50,203 26,784 (53.4) 7,345 (27.4) 19,439 (72.6) 3,005 (11.2) 3,626 (13.5) 11,719 (43.8) 8,434 (31.5) 
Rwanda 2019 107,234 133,797 (124.8) 82.4 39,208 (29.3) 94,589 (70.7) 36,755 (27.5) 51.3 25,669 (19.2) 119.3 49,715 (37.2) −18.3 21,658 (16.2) 322.2 

2020 198,440 243,998 (123.0) 44,059 (18.1) 199,939 (81.9) 55,627 (22.8) 56,292 (23.1) 40,641 (16.7) 91,438 (37.5) 
South Africa 2019 508,645 513,631 (101.0) −68.9 222,541 (43.3) 289,875 (56.4) 127,772 (24.9) 23.4 104,768 (20.4) −26.9 173,935 (33.9) −100.0 107,156 (20.9) −96.6 

2020 519,998 159,739 (30.7) 42,550 (26.6) 117,169 (73.4) 97,907 (61.3) 58,143 (36.4) 0 (0.0) 3,689 (2.3) 
South Sudan 2019 1,031 1,461 (141.7) 19.2 27 (1.8) 1,434 (98.2) 365 (25.0) −2.2 453 (31.0) 9.7 305 (20.9) 52.8 338 (23.1) 24.6 

2020 1,545 1,741 (112.7) 35 (2.0) 1,706 (98.0) 357 (20.5) 497 (28.5) 466 (26.8) 421 (24.2) 
Tanzania 2019 748,738 778,084 (103.9) −30.2 306,254 (39.4) 471,830 (60.6) 144,219 (18.5) 25.1 232,661 (29.9) −13.7 169,349 (21.8) −76.6 231,855 (29.8) −47.2 

2020 749,356 543,194 (72.5) 233,293 (42.9) 309,883 (57.0) 180,437 (33.2) 200,849 (37.0) 39,567 (7.3) 122,341 (22.5) 
Uganda 2019 756,456 727,548 (96.2) −17.2 260,484 (35.8) 466,950 (64.2) 149,178 (20.5) 13.8 189,490 (26.0) −2.6 212,425 (29.2) −73.3 176,455 (24.3) 8.6 

2020 800,000 602,414 (75.3) 147,273 (24.4) 455,102 (75.5) 169,706 (28.2) 184,471 (30.6) 56,624 (9.4) 191,613 (31.8) 
Zambia 2019 338,874 480,257 (141.7) 1.0 126,920 (26.4) 353,294 (74.0) 95,843 (20.0) 15.0 77,751 (16.2) 44.7 156,328 (32.6) −32.7 150,335 (31.3) 4.6 

2020 399,387 485,243 (121.5) 49,760 (10.3) 435,483 (89.7) 110,235 (22.7) 112,518 (23.2) 105,256 (21.7) 157,234 (32.4) 
Zimbabwe 2019 306,143 321,085 (104.9) −60.1 130,526 (40.7) 190,485 (59.3) 59,636 (18.6) −9.1 65,194 (20.3) 2.6 93,289 (29.1) −98.2 102,966 (32.1) −95.0 

2020 300,000 127,919 (42.6) 49,237 (38.5) 78,682 (61.5) 54,205 (42.4) 66,884 (52.3) 1,697 (1.3) 5,133 (4.0) 
*VMMC, voluntary medical male circumcision. 

 


