
Dr. Njeuhmeli describes the impact of the DMPPT 2.0  

 

Modeler: Dr. Njeuhmeli, can you tell us how the DMPPT 2.0 influenced strategic planning and 

implementation decisions at the country-level? 

 

Dr. Njeuhmeli: The scale-up of VMMC was no longer the same after each country finished their 

exercise. We moved from a country having a blanket target to say, "we need to circumcise ‘x’ number 

of men in five years, aged 15-49" to countries having a huge amount of data understanding the 

potential impact of the age group 10-14, 15-19, 20-24 and so on. And some countries then understood 

that we actually might spend a lot of resources trying to reach out to men above 30 years old, yet they 

are actually not contributing that much of the potential HIV infection because the size of the 

population is not as big as the size of the population of the 10-14 who are going to age 15-19 in just 

between one to five years coming down the road. I think people started to appreciate the power of 

some parameters—like the aging, like the movement of the population, like the size of the population, 

of the sub-population—in actually understanding the impact of each of those age groups in the overall 

potential impact of VMMC to avert HIV infection. It changed completely the way stakeholders 

understood the importance of each of those age groups. Countries that moved from the blanket age 

group 15-49 to say, “I think for us we want to focus on the age group 15-29” or “10-29”, depending on 

the countries.  

 

There was a lot of decisions, a lot of critical decisions that was made as a result of all of those country 

exercises. Decisions related to age prioritization—there were several perspectives, so those decisions 

were sometimes in line, depending on their perspective, sometimes a little bit of difference, depending 

on the perspective. A lot of decisions related to geographic prioritization. A lot of confirmation also on 

what actually the previous program was already doing well, particularly on geographic prioritization. 

The modeling actually came to confirm that the intervention from the beginning was very well-planned 

in terms of geographic prioritization. But he did have some countries to be much more specific and 

much more precise when it comes to geographic prioritization of use of resources. It gave some good 

information to implementing partners, particularly for demand creation. It provided also some useful 

information to donors, to WHO and UNAIDS, as WHO and UNAIDS was already thinking about the next 

steps after the end of the first five years of the phase of the Joint Strategic Action Framework to scale 
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up VMMC in Eastern and Southern Africa. The DMPPT 2.0, to really have the long list of decisions of 

influence that the model had on the program, we probably need to do it country-by-country, but the 

list is very huge.  


