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Abstract

A study was conducted to assess community perception towards male
circumcision and HIV prevention in Makete District. A cross-sectional research
design was used employing quantitative and qualitative  for data collection.
Quantitative data were collected using a questionnaire administered to 420
respondents, while qualitative data were collected using a cheklist with questions
administerd to key informants and focus group discussants. The prevalence rate
Jor HIV/IAIDS was found to be 11% determined using secondary data from Makete
district Hospital. It was noted that 59.7% of the respondents had a negative
perception towards male circumcision while 32.7% had a positive perception.
Positive perceptions of men and women were found to be an important aspect
towards male circumcision. It was also noted that cultural factors hinder men to
opt for male circumcision. The need for including women in the campaign towards
male circumcision was found to influence male circumcision of their sexual
partner. These findings lead to the conclusion that in order to have an effective
HIV/AIDS prevention programs, a combination of approches is required
Nonetheless, male circumcision should never replace other known methods such
as use of condom for HIV prevention.
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Introduction

he HIV/AIDS pandemic poses the greatest health challenge in

Tanzania during these times, particularly in Makete district. The
overall prevalence rate of HIV for Makete District in 2008 was 16.9%
compared to National average, which was 7% (MDC, 2008). There are
many factors leading to high prevalence of HIV in Makete district
including economic factors such as low income among people in the district
leading to transactional sex; these are encouraged by social-cultural factors
that telerate multiple concurrent partners, substance abuse, gender
inequalities, widow inheritance, polygamy and low tlevel of male
circumcision (MC) practices (TACAIDS et al.,, 2008%). Male circumcision
has recently been proved to be a preventive measure towards the spread of
HIV/AIDS worldwide (Auvert et al, 2005). Evidence from research has
indicated that the spread of HIV/AIDS was higher in communities where
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non-circumcision was common compared to other communities where
circumcision was commonly practices (Bailey et al., 2007; Gray et al.,
2007; TACAIDS, 2008%). There is convincing evidence from three
randomized clinical trials conducted in South Africa, which indicate that
circumcision reduced men’s risk of becoming infected with the HIV virus
(Auvert et al., 2005; Bailey et al., 2007; Gray et al., 2007). One of the
randomized controlled trial indicated that male circumcision reduces sexual
transmission of HIV from women to men by 60%, offering an intervention
of proven efficacy for reducing the spread of HIV through sex (Williams et
al., 2000).

On the other hand, circumcision has not been shown to directly protect
females from acquiring HIV from an infected male partners (Wawer et al.,
2009). There are also biological studies of men’s foreskin of their sexual
organ, which show a high concentration of cells very susceptible to HIV
infection (Patterson et al., 2002). Studies have indicated that routine
circumcision across sub-Saharan Africa could prevent up to six million new
HIV infections and three million deaths in the next two decades (Williams
et al., 2006). Given such strong evidence, the World Health Organization
(WHO) and the Joint United Nations Programme on HIV/AIDS (UNAIDS)
recommended that male circumcision should be considered as imperative
and additional intervention for HIV prevention (WHO, 2007). In this
regard, Tanzania is at its initial stages of introducing and scaling-up male
circumcision services (MDC, 2011).

In Tanzania, male circumcision is largely done as a cultural or religious
practice. About 75% of the men are circumcised in regions where this
practice is prevalent including; Mara, Arusha, Manyara, Singida, Dodoma,
Morogoro, Tanga and Coast regions (TACAIDS, 2008). In the remaining
regions of mainland the prevalence of male circumcision is much lower; for
instance, the prevalence of male circumecision is lowest in Shinyanga (21%),
Mwanza (21%), Kagera (26%) and Iringa (29%) (TACAIDS, 2008).

A national high profile campaigns to promote male circumcision was
introduced in 2010. The Ministry of Health, with support from President's
Emergency Plan for AIDS Relief (PEPFAR) through USAID’s Maternal
and Child Health Integrated Program, launched the campaign in Iringa
region (MDC, 2011). During six weeks of Voluntary Male Circumcision
Campaign (VMMC) under medical care, 10,352 adolescent and adult males
were circumcised. Statistics from the exercise indicate that over three
quarters of the beneficiaries of the campaign were young male adults; only
24% of circumcised communities were older than 20 years indicating less
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demand of VMMC by male adults (MDC, 2011). Regardless of the
campaign initiatives, male circumcision in the region is still low (Mahle et
al, 2011), and community response on male circumcision in the district is
still low (MDC, 2011). Individual perceptions towards male circumcision
have been said to contribute to low prevalence of male circumcision. Apart
from the number of circumcised male, very few studies have been
conducted to assess male circumcision in Makete district mm a wider
context. For instance, there i1s no information regarding other achievements
of the circumecision campaign in relation to attitudes, practices and beliefs
about sex, in relation to male circumcision. The purpose of this paper is to
assess the perceptions prevailing among male and female members of the
community in Makete district regarding male circumcision as a strategy for
preventing new infections of the HIV virus.

Conceptually, this paper borrowed some ideas from the cognitive
dissonance theory, which holds that contradicting cognition serve as
driving forces that compels the mind to acquire or invent thoughts or belief,
or to modify existing behiefs (Festinger, 1957). Similarly, inadequate
knowledge (conflicting cognition) towards male circumcision might
influence the perception of men and women in the arca. Positive perception
and the correct information regarding male circumcision is required for
behavioral change, which would in turn enhance prevention of HIV.

Methodology

A cross-sectional study was conducted in Makete District, which is located
at the extreme Western end of Njombe Region'! about 110 km from the
regional headquarters. Makete district was chosen because it has high
prevalence of HIV/AIDS (16.9%) with low prevalence of male
circumcision (MDC, 2011). The District has a population of 97,266, being
45,300 male (46.6%) and 51,966 female (53.4%) as per 2012 census.

Makete District was purposively selected, followed by simple random
sampling to select one ward from each of the six divisions and one village
from each of the selected wards. Qualitative data were collected from
elders, traditional healers, influential community members including youths
and religious leaders using Focus Group Discussion (FDG) methods. Five
to seven men and women participants from each village were involved in
the focus group discussion. Two focus group discussions were convened in
cach village (one for women and another for men alone grosparately).

" Until 2011 Makete district was part of Iringa region. Following the establishment of
Njombe region, Makete district is now one among four districts in Njombe region
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Respondents for quantitative data collection were determined using
Fisher’s formula as indicated in appendix |. A total of 70 men and women
respondents were randomly sclected from each village making a total of
420 respondents. Quantitative data were collected using a structured
questionnaire administercd to men and women in the study area.
Qualitative data were gathered through FGI and key informant using a
checklist. Issues related to knowledge and perception of communities
towards male circumcision was included in the checklist.

Determination of community’s perception

Perception was measured using a bipolar Likert scale. The format of a
typical five-level Likert was used in which the respondent was asked to;
strongly disagree, disagree, ncither agrec nor disagree (uncertain), agree or
strongly agree against the statements. Statements that were used to
construct the Likert scalc included assumptions that; (1) male circumcision
leads to infidelity among men, (it) circumcision makes the male sexual
organ firm, not easily prone to cuts and bruiscs thus reducing the chances
of contracting othcr scxually transmitted discases, (i1i) the belief that men
who practice male circumcision were Muslim, Christian and (1v) that male
circumcision improves hygicne for men.

Fourteen (14) statements (represented in Table 2) were developed to assess
the respondents’ attitudes in relation to different aspects of male
circunicision. Positive and Negative statcments towards male circumeision
were developed and included 1n the questionnaire A numerical score was
given by each respondent for each question indicating their negative,
neutral or positive attitude towards malc circumcision. The score for each
respondent for cach question was recorded, and their total score was
computed. The proportion of respondents falling under each of the five
categories (scoring | to 5) was then detcrmined, and the findings are
presented in Table 2 below.

Study findings

Social economic characteristics

The age distribution of respondents indicates that the youngest respondent
was 17 years old and the oldest was 73 years old. Slightly more than one
third (34%) of respondents were between 25 and 35 years old and nearly a
third (29.3%) fell in between 36 and 45 years old. This implies that
majority of the respondents were in the reproductive age, which is also
sexually active, therefore at high risk of acquiring HIV infection
(TACAIDS, NBS and Macro, 2005). Religious affiliation was dominated
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by Christians. Majority (65.5%) of the respondents were protestants
(Lutherans, Assemblies of God and the Seventh Day Adventist), followed
by Roman Catholics (29%). Followers of traditional beliefs and Muslims
constituted a minority, being 4% and 1.2% respectively (Table 1). About
52.1% of respondents were male while 47.9% were females.

Majority (80.2%) of the respondents had standard seven level of education,
which 1s regarded to be too low for influencing the respondents’ knowledge
and perception towards male circumcision for HIV prevention. This is
inline with what was reported by Wolfe and Behrman (1987) who pointed
out that education is a key determinant of the lifestyle and the status an
individual will attain in society. Education attainment has a positive effect
on health — seeking behavior and attitudes. Education attainment is also
strongly related to awareness, knowledge, perception and behavior towards
prevention of HIV, care and support regarding HIV/AIDS.

Results in Table 1 also show that about 89% of the respondents were small
scale farmers; followed by those who were employed (6%), while 5% were
engaged tn petty business. Farmers in Makete district face many challenges
including low productivity and poor access to markets, which means most
of the farmers eamn low income levels. Such low income increases the
likehihood of the affected persons engaging in risky behavior, such as
young women engaging in sexual transactions with older men, hence
increased their vulnerability to HIV infection (Gupta et al., 2003).

Table 1: Social economic characteristics of study respondents (n= 420)

Characteristics Frequency in %
Age in years

25-35 34.0
36 —45 293
46 -60 20.2
1824 10.5
60> 5.0
<18 1.0
Religion

Protestant -~ 65.7
Roman Catholic 29.0
Traditional 4.0
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Characteristics Frequency in %
Mushm 1.2
Sex

Female 48
Male 52
Education level

Standard seven 80.2
wducation &
cincation. 60
Certificate level 2.6
Diploma 1.4
Undergraduate 0.5
Occupation

?;rililnsgcale 29
Petty business 6
Salaried

employment >

HIV prevalence in Makete district

Information sources from the district indicate that HIV/AIDs prevalence
was 18.9% during 2006. The National HIV testing campaign in 2008
revealed the HIV prevalence rate of 16.9% for Makete district (Tanzania
HIV/AIDS Malaria Indicator Survey (THMIS) for 2007/2008). Secondary
data from Makete District hospital was used to calculate the HIV
‘prevalence rate for the year 2011 which was found to be 1% as indicated
in Fig. 1. This figure is lower than the overall prevalence for Iringa region,
estimated at 15.7%, being the highest in the country during 2007/2008
(TACAIDS et af., 2008). These findings suggest a declining trend of
HIV/AIDs infection rates i Makete district (Figure 1).
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Figure 1: Prevalence of HIV/AIDS in Makete District.

The decreasing trend in prevalence rate of HIV in Maketc District 1s
attributed to various initiatives including incrcased HIV/AIDS prevention
awareness programes such as; Voluntary Counselling and Testing (VCT),
Prevention of Mother To Child Testing provided to the community
members as well as the initiation of new HIV prevention services ltke malc
circumecission, just to mention a few. The district high volume campaign
towards male circumcision startcd in carly 2010 (MDC, 2011).

Perception of community towards male circumcision for HIV
prevention

The five levels of the Likert scalc were reduced into threc (Tablc 2) to
bring more meaningful results. From the findings, it is commonly believed
that male circumcision leads to high sexual dcsire among mcen (MDC,
2011). Research findings as prescnted in Table 2 indicated that 61.9% of
respondents strongly disagrecd with the statement that male circumecision
leads to infidelity among men. Nearly a third (27.8%) of the rcspondents
agreed with the statement whereas 10% were uncertain. Male circumecision
was linkcd to religious beliefs. About 70% rcspondents strongly disagreed
that malc circumcision s for Muslim only and not for Christians, which
mcans morc than half of the respondents associated the practice with the
Muslim faith. Similarly, many (65%) respondents strongly disagrced with
the statement that practicing male circumcision amounted to abusing Gods’
creation because thc fore skin is meant for protection of the male
reproductive organ (Tablc 2). Such perceptions arc likely to reducc thc rate
of practicing male circumcision. Providing the correct information on male
circumcision is neccssary to reversc such perceptions.
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In relation to hygiene, majority (81.9%) of respondents disagreed that male
circumcision improves hygiene of male sexual organ and hence, reducing
incidences of infections to the sex partners. This contradicts with Patterson
et al. (2002) who supports the statement that improved hygiene of the male’s
sexual organ (mainly the fore skin) would lead to prevention of STIs
among men. In addition, a good proportion (53.1%) of respondents
contended that male circumcision reduces chances for cervical cancer in
female sexual partners consistent with findings by (Williams ef al., 2006).
These findings reflect awareness within the community in relation to male
circumcision for disease prevention.

Table 2: Attitude towards male circumcision for HIV prevention (n = 420)

No Statements Scores (%)

n @ 3
L Male circumcision leads to infidelity among men. 61.9 10.2 278
z Men who practice male circumcision are Muslim not Christian 70 33 267
3. Male circumcision reduce the size and strength of the male

sexual organ 588 21.0 20.2

4 Circumcision is not a new fashion so it should not be practiced 673 11.2 214
> Circumcised men fail to satisfy women during sex 579 221 20
6. Male circumcision is for young boys only and not older men 714 14 271
7. Male circumcision is like abusing God’s creation because the 65 64 285
foreskin is meant to protect the male sexual organ ' ’
8. Male circumcision improves male’s hygiene 81.9 124 58
9.  Male circumcision makes the male sexual organ firm and 836 110 54
therefore not easily prone to cuts ’ ) )
10." Male circumcision helps to reduce the risk of cervical cancer 455 14 531
for the female sex partners ’ ' '
11. . L . :
Male circumcision reduces the risk of getting STT through the 538 10 452
male organ.
2. Uncircumcised male partner cause vagina infection in women 367 1.4 619
13.

Uncircumeised male partner increase a woman'’s risk of breast

. 474 1.0 497
malignancy

14.  Male circumcision reduce the risk of urinary tract
contamination in children

Average score 597 15 327

353 1.0 638

Key; 1= Disagree, 2 = Uncertain, 3= Agree
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Average scores indicated more than a half (59.7%) of the respondents had
negative perceptions towards male circumcision, only 32.7% had positive
perception and 7.5% were neutral (Table 2). This is in contrast with
findings by WHO (2007), which has suggested that male circumcision can
reduce HIV/AIDS infection among men. This calls for strategies to change
prevailing negative perceptions so that communities can embrace male
circumcision. This will happen if concerted efforts are made to raise
awareness and provide the correct mformation

Negative perceptions towards male circumcision were also reflected during
FGD where participants had this to say; “God created our body parts which
are not supposed to be tempered with; there are other parts that can be
removed like hair in the armpits, but not the fore skin of the male sex organ.
Male circumcision is like abusing God’s creation because the foreskin is
meant for shielding the organs.” (a male participant, m Ilolo Village).
Another female participant in lkuwo Village said “/ reject male
circumcision because it is the same as turning my partner into Muslim.”

Such negative views however were m contrast to the scores of female
respondent to questions for the Likert scale. Out of 201 female respondents,
nearly three quarters (74.1%) preferred circumcised male sexual partners
while 26% of the respondents preferred uncircumcised partners. Such a
positive perception could help to promote more male circumcision. But
there are a significant proportion of female respondents who preferred
uncircumcised partners, representing a part of the population whose
negative attitudes need to be addressed through various means in order to
overcome the persistent high prevalence of HIV and AIDs in Makete
district.

Female respondents were asked to give reasons for preferring circumcised
men relative to uncircumcised sexual partner. The majority (72.5%) of
respondents contended that they prefer circumcised male partners for HIV
and other STDs’ prevention (Table 3). About 22.8% of female respondents
opted for circumeised male partner due to hygiene. These results indicate
that majority of women are awarc that it is important for men to be
circumcised for HIV prevention and hygiene. Consequently, females may
influence their male partners to practice male circumcision. During FGD
with women discussants, onc of the participants was quoted saying “You
enjoy a circumcised man as he is hygienically clean; however, there are
risks of infection with uncircumcised male partner” (Female participant,
Mahanji Village). Another female participant in the same village added that
“Some men take a week without taking shower, in such circumstances; the
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uncircumcised men would lead to high risk of infection to their partners.”
Another female participant in llolo Village added “... when uncircumcised
men have affairs out of their wedlock, they may contract HIV/AIDS, hence
infecting their wives.” (Female, Ilolo Village). Similarly, a man in
Ukwama village was quoted saying “‘male circumcision not only prevent an
individual from acquiring STIs but also improves men’s hygien. A man who
is not circumcised has a bad smell just like a male buck”

Table 3: Reasons for not preferring uncircumecised male partner

(n=149)
Reasons Frequency Percent
Fd;ﬁ;gienei - __34 228
For HI\{' and other STI 108 725
prevention
For cultural reasons 7 4.7

Table 4: Reasons for preferring uncircumcised male partner (n=52)

Reasons Frequency Percent
Normm/culture 25 48.1
Moral reasons 16 30.8
Personal interest 7 13.5
To maintain body

temperature 4 7.7

A minority of female respondents however wanted culture and their
traditional moral values to be preserved. Out of 52 female respondents
26% preferred uncircumcised male partners; of these, 48.1% made this
choice to preserve their culture, while 30.8% were driven by moral beliefs.
During FGD, one of the female discussants was quoted saying; “/ thought
people who circumcise get changed into another religion. For me because |
am a Christian I don’t prefer a circumcised man™ (Female participant, Ilolo
Village).Such perception indicates lack of knowledge about the importance
of male circumcision towards HIV/AIDS prevention as it was
conceptualized by the cognitive dissonance theory. Both men and women
had contradicting cognition towards male circumcision. Another woman
from Mwakavuta Village also added that “/ wsed to think that male
circumcision is for Muslims only, it is very recently, I started hearing
people saying circumcision is for all men, this is not clear to me.” Similarly
a woman from Utweve Village was quoted saying that “/ usually hear that
a circumcised man is not sexually energetic. [ would not be able handle his
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inflexibility and coldness.” ‘Another female from Mwakavuta village addcd
that “There is no way we can compare the two [circumcised and
uncircumcised men] because we are already married to only one partner.
Such comments show that thc level of awareness regarding male
circumcision should also target female members of the community

Conclusion and Recommendations

Based on the findings discussed above, the study concluded that majority of
men and women had negative perception towards male circumcision. Such
poor perceptions were attributed to inaccurate or lack of mmformation
(conflicting cognition). Cultural factors and beliefs served as a big barrier
for not practicing male circumcision. Nonetheless, a good proportion of
women preferred circumcised male partner in order to mmimize the risk of
contracting HIV.  This means, awareness creation 1s necessary in order to
improve people’s knowledge, which would in turn change the perception of
men and women towards malc circumcision as an important factor for
HIV/AIDS prevention in Makcte District.

Based on the findings, it 1s recommended that 1t is important to use
diffcrent people within communities including; traditional leaders,
women’s and men’s groups as well as religious leaders to promote the
practice of male circumcision. However, male circumcision should not
replace other known methods of preventing HIV infections. Prevention
should always be considered as part of a comprehensive HIV prevention
package. Stakeholders advocating for male circumecision should also target
women 1n their work because women can mfluence their male partners to
change perceptions and embrace male circumcision as caring partners.
Religious leaders can be used to change the prevailing perception that male
circumcision is practiced by Muslims only. Further research 1s
recommended to comprehensively assess factors that hinder wider adoption
of male circumcision in Makcte district. Operational rescarch should be
conducted to assess the adoption and sustainability of the campaign for
voluntary circumcision of men.

Reference

Auvert, B. D, Taljaard, E., Lagardc, J. & Sobngwi-Tambckou, R. (2005).
Randomized, controlled Intcrvention trial of male circumcision for
reduction of HIV Infection risk. The ANRS 1265 PLoS Med. 2 (11)

Bailcy, R. C., Moses, S., Parker, C.B., Agot, K., Maclean, 1., Krieger, I.N.,
Williams, C. F., Campbell, R.T. & Ndinya- Achola, J.O. (2007). Male

194



circumcision for HIV Prevention in Young men in Kisumu, Kenya: a
randomised controlled trial. The Lancet. 369 (643): 56.

Fisher, A. A, Laing, J.E., Stoekel, J.E. & Town Send, J.W. (1991). Hand
book for Family Planning Operations Research Design. Population Council.
New York. 52 -53 pp.

Festiger, L. & Calsmith, J. M. (1959). Cognitive consequences of forced
compliance. Journal of Abnormal and Social Psychology. 203: 58.

Gupta, G.R., Whelan, D. & Allendorf, K. (2003). Intergrating Gender into
HIV/ALDS Programme. WHO, Geneva. 65 pp.

Gray, R. H., G., Kigozi, D., Serwadda, F., Makumbi, S., Watya, F.,
Nalugoda, N., Kiwanuka, L.H., Moulton, M. A., Chaudhary, M. Z.,
Chen, N. K., Sewankambo, F., Mangen, M.C., Bacon, C. F., Williams,
P., Opendi, S. ], Reynolds, O., Laeyendecker, T. C. & Quinn. J.
(2007). Male circumcision for HIV prevention in men in Rakai,
Uganda: a Randomized trial. The Lancet. 369: 657 - 666.

Makete District Council (MDC) (2008). Makete District Council
HIV&ADS Operational Plan (2007). District HIV/AIDS control
Section. 12pp.

Makete District Council (MDC) (2011). Makete District Council Annual
report (2010). District Council Planning Department. 17pp.

TACAIDS, NBS & ORC Macro (2005). Tanzania HIV/AIDS Indicator
Survey 2003-04 Report, Dar es Salaam, Tanzania. pp 125 - 131.

TACAIDS, ZAC, NBS & MEASRE DHS (2008%). Tanzania HIV/AIDS and
Malaria indicator Survey 2007 - 08, Report. Dar es Salaam, Tanzania.

35pp.

TACAIDS (2008b). HIV Prevention Strategy for Tanzania Mainland, Dar
es Salaam, pp 9 - 28.

Wawer, M. J., Makumbi, F., Kigozi, G., Serwadda, D., Watya, S,
Nalugoda, F., Buwembo, D., Ssempijja, V., Kiwanuka, N., Moulton,
L. H., Sewankambo N. K., Reynolds, S.J., Quinn, T. C., , Opendi, P.,
Iga B.,, Ridzon, R., Laeyendecker, O. & Gray R. H. (2009).
Circumcision in HIV-infected men and its effect on HIV transmission

195



to female partners in Rakai, Uganda: a randomised controlled trial.
The Lancet. 374:229 - 37.

WHO (2007). New data on male circumcision and HIV prevention: Policy
and Programme Implications. World Health Organization, pp 4 -12.

Williams, B. G., Lloyd-Smith, J. O., Gouws, E., Hankins C., Getz W. M.,
Hargrove, J., Zoysa, 1., Dye, C. & Auvert, B. (2006). The potential
impact of male circumcision on HIV in Sub-Saharan Africa. 262pp.

Wolfe, B.L. & J.B. Behrman. (1987). Women’s schooling and children’s
health; Are the cffects robust with adult sibling control for women’s
background? Journal of health economics. 6(3) 239 - 254.

Appendix 1: Sample size determination using Fisher’s formula

Sinece the total population of Makete District was 120,818 which are more
than 10,000, Fisher formula was used to determine the sample size. The
total sample size for the study was 420 respondents. The sample size which
was needed to measure a given proposition with a given degree of accuracy
at a given level of statistical significance was caleulated by using a simple
Fisher formula, provided that the total population size was greater than
10,000 (Fisher et al,, 1991).

n=zpq
d2

Where:
n = the desired sample size (when population is greater than 10,000).
z = the standard normal deviate, usually set at 1.96 (or simply more than 2),
which corresponds to the 95 percent confidence level.
p = the proportion 1n the target population estimated to have a particular
characteristic. If there 1s no reasonable estimate, then use 50 percent (0.50).
g=10-p.
d = degree of accuracy desired, usually set at 0.05 or occasionally at 0.02.

n=  (2.05)%(0.5) (0.5)
(0.05)2

n=420.25; n=420

A sub sample of about 70 respondents from each village was obtained. The
study also involved 72 participants for focus group discussion, each village
had two (one for men and another for women) focus group discussion with
almost 5-7 participants per group.
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