
ii 

 

 
ACCEPTABILITY OF MALE CIRCUMCISION BY THE COMMUNITY AS 

      A  MEANS OF HIV/AIDS PREVENTION IN NYANZA DISTRICT, RWANDA 

 

 

 

 

 

 JEAN EMMANUEL HABYARIMANA 

MPH/0303/13 

 

 

 

 

A  Thesis  Submitted  in  Partial  Fulfillment  for   the  Award  of  the  

Degree  of  Master   of  Public  Health (Health Services  Management 

option)     

 of Mount Kenya  University 

 

 

 

 

 

 

                                        

JULY 2016 



iii 

 

DECLARATION 

 

This thesis is my original work and has not been presented to any other Institution. No part 

of this thesis should be reproduced without the authors’ consent or that of Mount Kenya 

University. 

 

Students Name: Habyarimana Jean Emmanuel  

 

MPH/0303/13 

 

Sign ____________________ Date: ........................................... 

 

 

This thesis has been submitted with my approval as The Mount Kenya University 

Supervisor. 

 

Name: Dr. Juma Joseph Nyamai, PhD 

Sign ____________________ Date: ....................................... 

 

 



iv 

 

DEDICATION 
 

It is with great pleasure that I dedicate this Study to the family of Yabaragiye Francois 

Savie and Nkurikiyimukiza Gaspard who have always been there for me. I also extend my 

gratitude to my father, mother, brothers and sisters, for their support and encouragement. 

 

                         

 

 

 

 



v 

 

ACKNOWLEDGEMENT 

 

I wish to express my sincere gratitude to my sponsor, global fund for enabling me to 

undertake a Master of Public Health programme at Mount Kenya University. I am also 

grateful to the entire management team of the Unity of Mount Kenya, in particular the 

School of health science for facilitating my learning. My utmost gratitude goes to my 

supervisor Dr. Joseph Juma Nyamai, for his guidance and support during this research 

period. 

 



vi 

 

ABSTRACT 

 
This study seeks to determine the factors contributing to acceptability of male circumcision 

in Nyanza district. It discusses the knowledge and perceptions of the people of Nyanza on 

male circumcision and identifies several appropriate strategies for promoting male 

circumcision. The research employed quantitative research methods. Data was gathered 

using a questionnaire in order to establish the relationship between the independent and 

dependent variables. The sample size was 216 respondents who were circumcised from 

January 2013 to December 2013. The sampling procedure method was purposive which 

selected 108 circumcised respondents and stratified methods was took 108 respondents data 

was collected using questionnaire .Data was analyzed using SPSS version 16. The data was 

presented using tables, frequencies, bar graphic, pie charts and percentages of responses 

from the answered questionnaire. The significance of the study was demonstrated as it 

helped the government to know the factors contributing to male circumcision and dictate 

policy that could improve the situation. In the community, this study brought information 

for preventing HIV/AIDS through male circumcision. Lastly, the study increased the 

researchers’ level of knowledge regarding male circumcision, allowing him to contribute 

his findings to the current literature on the topic the findings of the study have shown the 

following awareness of respondents on male circumcision: the findings of study has shown 

that awareness of respondent on male circumcision 96.8% of respondents have more 

information on male circumcision while 72.7% of respondents declared that male 

circumcision protected against HIV/AIDS,92.6% of respondents accepted that male 

circumcision promoted genital hygiene. Based on the above, the study concluded that 

raising people’s knowledge on the benefits of male circumcision would help in changing 

people’s perceptions and would therefore increase the societal acceptability of the 

procedure. It was recommended that the government collaborate together with the private 

sector to put in motion awareness campaigns on how male circumcision can reduce chances 

of getting HIV.  
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DEFINITIONS OF KEY TERMS 

 

Acceptability                                         : Is like to be influenced by a number of factors. Age, religion,    

Socio cultural, and knowledge 

Community        : A group of people living in the same place having a particular 

characteristic in common 

HIV/AIDS                                                                 : Is a chronic potentially life threatening condition caused by   

immunodeficiency virus 

Male circumcision : Removal of the fore skin that covers the head of the penis 

Prevention                       : Reduce something bad from happening. 
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CHAPTER ONE: INTRODUCTION 

1.0 Introduction of the study  

 

 This chapter gives information on male circumcision as a means of HIV/AIDS prevention 

in Nyanza district. The chapter begins by introducing background information on male 

circumcision and explains the main concept that should be applied in this research study. 

However, the chapter highlights the problem statement, objectives, research question and 

significance of study. 

1.1 Background of the Study 

 

Male circumcision is one of the oldest and most common surgical procedures worldwide, 

and is undertaken for many reason such as religious, cultural, social and medical. In the 

world approximately 30% of males representing a total of approximately 665 million men. 

In addition there was an estimated 120 million circumcised men in India, and then two 

thirds of them are Muslim. Other common determinants of male circumcision are ethnicity, 

perceived health and sexual benefits, and the desire to conform to social norms. Male 

circumcision is common in Israel, the United States of American, Canada, Australia and 

New Zealand, and in much of the Middle East, Central Asia and West Africa. The median 

age at circumcision varies country to country. In several countries, prevalence of non 

religious circumcision has undergone rapid increased and decreased, reflecting cultural 

mixing and changing perception of health and sexual benefits. (UNAIDS, 2013). 
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The high HIV infection rate is against a background of many preventive strategies being 

put in place. In the prevention of HIV prevalence, the study carried out by WHO has 

recently  shown that  male circumcision has been considered as an additional strategy in 

the prevention of the spread of HIV/AIDS (WHO, 2013). 

 

In the second half of the 1980, the hypothesis that male circumcision might play a 

significant role in reducing HIV infection was suggested (Hallet et al., 2012). 

A number of observational studies demonstrated that combination between reduced HIV 

infection and male circumcision contribute significantly to the prevention of HIV 

prevalence. These findings are consistent with the three Randomized controlled trials which 

were done in South Orange farm, Kisumu Kenya in the Rakai District of Uganda. These 

trials revealed that male circumcision can reduce heterosexual HIV transmission up to 60% 

(UNAIDS, 2013).  

 

Male circumcision is now being considered as an important intervention in the prevention 

of the spread of HIV heterosexually (WHO, 2013). Further studies suggest that male 

circumcision in sub Saharan Africa can prevent about 6 million new HIV infections and 3 

million deaths could be averted over next 20 years if the majority of men in sub Saharan 

Africa became circumcised (Williams, 2011). 

 

Male circumcision involves that removal of the foreskin that covers the head of the penis.  

The foreskin creates a moist delicate part of the penis and the inner surface of the foreskin 

contains cells that are especially vulnerable to infection by HIV. If the fore skin is removed, 

the skin on the head of penis tends to become tougher and more resistant to infection. In 

addition, any small tears in the fore skin that occur during sex make it much easier for the 

virus to enter the body (Lukobo & Bailey, 2012). 
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The proven benefit of male circumcision applies to men, it is unclear whether it has not   

been proven also reduce HIV transmission from an infected circumcised man to a woman. 

However, if men will be initially protected through circumcision then this paterner has 

considerably lower chance of being infected (WHO, 2013) the debate now is to analyze 

whether male circumcision offers partial protection from HIV transmission if yes, for which 

extend?  how the circumcision promotion be scale up, also in addition to this, made 

accessible and acceptable by the general majority of sub-Saharan African countries? 

1.2 Statement of the Problem 

 

According to WHO (2013), 20% men were circumcised in developed country, for religious, 

cultural, medical and reasons. In Africa the practice varied from country to country. 

Researchers have note significant variation in HIV prevalence in certain Africa and Asian 

countries that seemed to be associated with level of male circumcision in the community. 

In areas where circumcision is common, HIV prevalence tends to be lower, and conversely 

areas of higher HIV prevalence overlapped with region where male circumcision is not 

commonly practiced. Countries in West Africa, where male circumcision is common, have 

HIV prevalence levels well below those of countries in eastern and Southern Africa despite 

the presence of similar risk factors. 

According to UNAIDS (2013), in 2014 Benin had a HIV prevalence of 1.8%, while 

Cameroon had 5.4%.In countries of southern and eastern Africa with HIV prevalence, male 

circumcision rates are generally under 20%. Most countries in eastern Africa included 

Rwanda; have low levels of male circumcision and coincidentally have the highest burden 

of HIV/AIDS in the world. 
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Male circumcision has been perceived as a cultural/traditional act that is backward and not 

necessary. Colonization and urbanization have contributed to the disappearing of initiation 

ceremonies that used to be existent in the past. The problem is even worse because 

circumcision facilities are not easily accessible by all those needing them in the formal 

health sector in towns and other places. Only a few can afford the cost of the surgical 

procedure. People have seems not acceptable to many people. It is against this background 

that the researcher has decide to carry out this study to determine the acceptability of male 

circumcision by the community as means of HIV/AIDS prevention in Rwanda case study 

Nyanza district.  

1.2.1  Gaps of male circumcision 

 

According to the Third Health Sector Strategic Plan 2012/2018 MOHSS/DSP (2013) the 

following gaps and challenges in accessing quality male circumcision care were identified: 

despite showing great improvement in participation among  of 90.7% of the Rwandan 

population enrolled in health insurance, the Community based insurance scheme, the policy 

has its own Challenge; such as limited budget availability at health facilities, inadequate 

specialized doctors and general practitioners with training on circumcision, inadequate 

health infrastructure, and limited geographical access to health services.  
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1.3  Objectives of Study 

 

1.3.1  General objective  

 

To determine the factors contributing to acceptability of male circumcision as means of 

HIV/AIDS prevention in Nyanza district  

 

1.3.2 The specific objectives 

 

1) To ascertain the level of knowledge in Nyanza district on male circumcision   

2) To determine the perceptions of both uncircumcised and circumcised on male  

circumcision in Nyanza district 

3) To identify   factors associated with the acceptability of male circumcision in Nyanza 

district  

4) To determine strategies for promoting male circumcision in Nyanza district  

1.4 Research Questions/Hypothesis 

 

1) What is the level of knowledge on male circumcision in Nyanza district? 

2) What are the perceptions of both uncircumcised and circumcised on male circumcision 

in Nyanza district? 

3) What are the factors associated to the acceptability of male circumcision in Nyanza 

district? 

4) What are strategies for promoting male circumcision in Nyanza District? 
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1.5 Significance of the Study 

 

The result of this study influenced society, community, government, stakeholders and 

academic researchers to take in consideration different factors associated with preventing 

HIV/ AIDS.  And proposed a policy to improve the situation. 

1.5.1 Government 

 

The research contributed to the improvement of knowledge in relation to the acceptability 

of male circumcision and it also analyzed the role of government, community and 

stakeholders in preventing HIV/AIDS through male circumcision. 

15.2. Community 

 

In the community, this study also brought information for future similar studies in health 

sector.  

1.5.3 Researcher 

 

For the researcher this study increased the level of knowledge regarding male circumcision.  

As academic requirement of student of Masters of Public Health, the result of the study was 

hopefully make some contribution by adding to the current literature, for academic and 

other potential interested scholars for research related issues.  
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1.5.4 NGOS  

 

The study has shown different partners in health, factors contributing to improvement of 

male circumcision and barriers that reduced the level of acceptability of male circumcision. 

1.6 Limitations of the Study 

 

The study focused on male circumcision in Nyanza district from January 2013 to December 

2013 with a of target population of 216 respondents. The study analyzed the relation 

between dependent variables and independents variables. Is the lack of information 

contributing to the fact that the population of Nyanza district may fear to accept male 

circumcision? We tried to motivate this population by showing them the consequences 

related to the prevalence of HIV in the community particularly.  

1.7 Scope of the Study 

 

The research was conducted in15 health centers in Nyanza district in order to ascertain the 

acceptability of male circumcision to understand the social phenomena of male 

circumcision. 

1.7.1 Time scope  

 

The study of acceptability of male circumcision in Nyanza district covered the period of 

January 2013 to December 2013 as time scope. 
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1.7.2 Geographical scope  

 

As pertains of geographically scope, the study was carried out in Nyanza district located in 

the southern province of Rwanda. 

1.7.3 Content scope  

 

In terms of content scope, the study focused on factors that contributed to the level of 

acceptability of male circumcision in Nyanza district.  

1.8  Organization of the study  

 

This study was organized into five main chapters: 

Presents the introduction, background of the study, problem statement, objectives of study, 

research question, significance of study, limitation of study, scope of study, organization 

of the study as well as the target population. Presents the review of literature, including 

empirical literature, critical review, theoretical framework, concept framework and 

summary.  

Presents the research design, the target population, study area, sample size, sampling 

technique methods of data collection, methodology of data analysis, data presentation, and 

interpretation of data. Presents demographic characteristics of respondents, level of 

education, marital status and presentation of findings. Presents a summary of the study, 

knowledge of respondents about male circumcision, the perception of respondents about 

male circumcision, the factors influencing male circumcision, strategies for promoting 

male circumcision lastly, concluding  recommendations and suggestions  for further of 

study. 
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CHAPTER TWO: REVIEW OF RELATED LITERATURE 

2.0 Introduction  

 

In this chapter, the researcher reviews literature of some studies conducted by different 

authors focusing on knowledge of the benefits of male circumcision, people’s perception 

of male circumcision awareness and knowledge of male circumcision, and its societal and 

cultural  and acceptability in a given context.. 

 

2.1  Theoretical literature 

 

2.1.1 Male circumcision in America  

 

According to UNAIDS (2014), during the 20th century the prevalence of circumcision was 

increased 71% of the total population, in this country male circumcision practiced as 

preventive measure against a range of conditions and behaviors, including masturbation, 

syphilis and nocturnal incontinence in United State of America the prevalence of neonatal 

circumcision varied between 76-92% of male newborns were recorded as being 

circumcised in hospital. There is also regional variability, with lowest prevalence in this 

country due to the high proportion of Hispanics.  

 

2.1.2 Male circumcision in Asia  

 

UNAIDS (2014), study has shown that the prevalence of male circumcision was higher 

prevalent in Muslim Asian countries such as Bangladesh, Malaysia, Indonesia, Pakistan   

and also in Republic of Korea and Philippines, it was common in other part of south East 

Asia, including the Hong Kong, Thailand, Viet Nam, the Lao people’s, Cambodia, China, 
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Japan, and Taiwan, china only 3% of Chinese boys attending a clinic in the Hong Kong 

special administrative region were circumcision. A recent study of mothers of infant boys 

in Mysore in India, found that as expected, prevalence was associated with religion with 

57% of Muslim boys circumcision compared with 2.5% of non Muslim boys.  

2.1.3 Male circumcision in European countries  

 

According to UNAIDS (2014), Study shown that the prevalence of male circumcision in 

this continent was around 16% in United Kingdom there was little representative data from 

other European countries, Except for Denmark 1.5% and Slovenia 4.5% , with circumcised 

men in the latter survey being almost exclusively Muslim or non Slovenian origin.  

2.1.2 Male circumcision in Australia  

 

According to UNAIDS (2014), study has shown that the prevalence of male circumcision 

was around 59% males.In this continent male circumcision prevalence based on ethnicity 

and religious. Approximately two thirds of all males alive and circumcised today were for 

religious reasons. This section began by providing a condensed discussion of the 

importance significance of circumcision to Jews, Christian and Muslim in Australia.  

 

2.1.4 Male circumcision in Africa  

 

According to UNAIDS (2014), in West Africa, where circumcision was common both non 

Muslim and Muslim shown that the prevalence of male circumcision in Benin was 97.5%, 

96% in cote d’Ivoire, 95% in Ghana 90% and 89% in Burukinafaso.In sub- Saharan Africa, 

ethnicity was the determinant of male circumcision. Then the prevalence of circumcision   

was greater than 80% in most West Africa countries Gambia, Guinea Bissau, Liberia, 
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Malawi, Moritania, the Niger, Nigeria, Senegal, Sierra Leone, Togo, Chad, Democratic 

Republic of the Congo, Djibouti, Eritrea and Somalia. In contrast circumcision was less 

common in southern Africa countries , with prevalence estimated around 15% in Botswana 

and Swaziland, 10% in Zimbabwe, 17% in Zambia , 21% in Malawi and 35% in South 

Africa; the prevalence estimated was higher in Mozambique 60% Angola greater than 80% 

and Madagascar 98%, in Rwanda male circumcision was about 7%. 

2.1.6  Regional studies  

 

According UNAIDS (2014), in Eastern countries ethnicity was also major determinant of 

the prevalence of male circumcision in these country the prevalence of male circumcision   

was estimated 84% in Tanzania, 92,5% in Kenya, 25% in Uganda, 20% in Burundi. The 

prevalence of circumcision was influenced by ethnicity in these countries.  

2.1.7 Local studies  

 

The Plus News dated on  11 February (2013), study shown that the prevalence of male 

circumcision was 7%, then reported that Rwanda is a nontraditional circumcising country 

where by this process of adopting male circumcision  can be adopted as part of HIV 

prevention strategy. However experts are worried that a spike in requests before a planned 

public awareness campaign has been launched could have negative implications. Clinics in 

the city have recently been overwhelmed by requests for the procedure largely as a result 

of media reports indicating lower risk of HIV transmission in circumcised men. 

According to the Rwanda Biomedical Center (RBC), annual report (2013), after the 

development of a male circumcision operational plan and during its initial phase of 

implementation, phase one of implementation occurred in two pilot sites in Nyanza and 
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Musanze Districts involved and trainings of medical doctors and nurses in District hospitals 

and health centers, and provided male circumcision (M.C), services to a target of population 

3,000 men. 

According to the MC operational plan, there is a series of trainings which included:  

a) Master trainings of 31 surgeons and post graduates in collaboration with Rwanda surgical 

society. National Training of trainers: two per 41 districts Hospitals in this context, targeted 

toward two medical doctors and one nurse in each district hospital to become national 

trainers. A team of 82 participants was trained to become facilitators at their health center 

on M.C. 

b) Ongoing decentralized trainings with DH affiliated Health Centers:  According to reports 

8 Districts Hospitals and 97 Health centers have completed decentralized trainings.  

c) To integrate circumcision into the minimum package of health centers, strengthen the 

capacity of Community Leaders, Community Health Workers and Civil Society to Support 

Male Circumcision and HIV Prevention in Musanze and Nyanza Districts 80 participants 

were trained. Provision of M.C during weekends has been established in 3 DH Kibagabaga, 

Gahini and Kabgayi were expended in other remaining DHs.  

Regarding the procurement of M.C kits, in phase one, 38,600 disposable kits were 

distributed to the 40 district hospitals and their respective health centers that have 

completed decentralized trainings procurement for phase 2  including Reusable kits and 

autoclaves is still ongoing. A joint monitoring field visit to phase one pilot site has been 

carried out regularly to assess the challenges so that the strategies and way forward can be 

formulated. 

d) In collaboration with the RBC net team, male circumcision indicators have been created, 

validated, and incorporated in the monthly data collection at all district hospital sites and 
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in PBF although, the M.C, awareness program is gaining momentum , the following 

challenges highlighted : 

i) Regarding the M.C communication plan/Strategy, the MIFOTRA document that was 

supposed to be available in January 2012. is not yet available. 

ii)  M.C Registers, they were available and distribution was planned before the end of 

January 2012 including private clinics. 

iii) On the payment of intervention, according to strength project implementation, a 

proposal to reimburse for M.C under PBF was rejected.  

iv) To overcome the delays of request for training funds, DH had to pre-finance these 

trainings while waiting funds for strength project implementation.  

v) Funds for weekend scale up were not yet received at the time of writing and the scale up 

at Kibagabaga DH delay was due to administrative issues, the funds requested from the 

One United State to increase weekend scale up were still to be disbursed by mid 2011. 

2.2 Empirical literature 

 

Bramsted and Meltuish (2013), found that male circumcision is one of the most common 

surgical procedures carried out all over the World. According to Hassan (2011), who 

discuss, the psychological and social implications of MC in Jews and Muslims parents 

found that circumcision was considered as a mandatory procedure. Significant numbers of 

haemophilic boys (60%) and their parents (82%) were found to have an inferiority complex 

because the boys are unable to be circumcised. 
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2.2.1. The religions to precedents of circumcision  

 

Religion is a commonly cited reason for parents seeking circumcision for their sons. 

Circumcision has been practised for centuries within Judaism and Islam.  

Circumcision is one of the oldest traditions within Judaism. The initial practice of this M.C 

is laid down in the book of Genesis as the sign of a covenant between God and the 

descendants of Abraham (Hassan, 2011). 

2.2.2 Circumcision and the prevalence of sexually transmitted diseases including HIV 

 

According to Hassan (2011), five prospective studies involving heterosexual transmission 

of HIV-1 found a statistically significant association between uncircumcised and an 

elevated risk for acquisition of HIV. A series of six studies conducted by three different 

teams working in Rwanda, Uganda, Kenya, Tanzania and the United Sate of America found 

no relation between male circumcision and HIV status. The risk of contracting HIV was 

lower among circumcised men in the developing world, but this was not the case in 

developed countries. Hassan’s study indicated that at least 16 studies have examined the 

relation between circumcision and sexually transmissible diseases other than HIV. 

In a sample done in South Africa, 70% of non-circumcised men would prefer to be 

circumcised if it reduced the risk of sexually transmissible diseases. In the same study, 

circumcised men believed they were at lower risk and as a result took part in more risky 

sexual behaviour. 

Male circumcision affords over 60% protection against HIV, as confirmed by 3 large RCTs 

and later endorsed by a Cochrane review. Meta-analyses of observational studies found 

protection to be similar or stronger than in the RCTs. 



15 

 

2.2.3 Circumcision and penile cancer  

 

According to Hassan (2011), he has shown a number of series of cases published between 

1932 and 1986 found that all penile cancers occurred in uncircumcised individuals; these 

studies also found that the absence of neonatal circumcision increased the risk for penile 

cancer. 

They identified other risk factors for penile cancers are: 

a) Phimosis (occurring exclusively in uncircumcised males); 

b) Infection with human papilloma virus. 

2.2.4 Sexually Transmitted Infections 

 

According to Morris (2012), Male circumcision protects against many, but not all, sexually 

transmitted infections In the case of syphilis, genital herpes and chancroid, a meta- analysis 

of 26 studies, including 2 from Australia, found lower prevalence in circumcised men 

recent meta-analysis of 23 studies, including 10 from the USA, found overall prevalence 

of  such viral types to be 41% lower overall in circumcised men, but Longitudinal studies 

in two New Zealand populations found self-reported lifetime STIs was higher in 

uncircumcised men in one. 

2.2.5 Cervical Cancer and STIs in Women 

 

According to Morris (2011), Over 99% of cervical cancers are caused by oncogenic human 

papilloma virus type that are an epidemic worldwide, including Australia. A large 

multinational study found cervical cancer in monogamous women whose male partner was 

high-risk (had had six or more partners or was aged <17 at first sexual intercourse) to be 4 
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times higher if the man was uncircumcised, and twice as high if he had an intermediate 

sexual behavior risk index. 

A meta-analysis of 14 studies, two performed in Australia, confirmed the ability of M.C to 

protect against cervical cancer. Secondary data from a RCT showed M.C reduces human 

papilloma virus acquisition in the female partners by at least 28%. 

2.2.6 Penile Cancer and Prostate Cancer 

 

According to Morris (2012), Male circumcision  greatly reduces the risk of penile cancer 

studies from the USA, Australia and other countries, found M.C,reduced 97%  penile 

cancer infection. One reason could be that circumcised men clear prostate cancer infections 

more quickly, so reducing incident infection 60%. 

 

2.2.7 Effect of Male circumcision on Sexual Function, Sensation and Satisfaction 

 

According to Morris (2012), studies have found no adverse effect of M.C on penile 

sensitivity, sexual satisfaction ,premature ejaculation, intravaginal ejaculatory latency time 

and erectile function Such findings have now been supported by two large RCTs. One of 

these found that MC improved sensation during sexual intercourse, leading to reports of 

better sex. Two studies that found MC reduced risk of premature ejaculation were regarded 

by the men as a benefit. A minority of studies has reported moderate adverse effects. 

 

2.2.8 Hygiene 

 

According to Morris (2012), study has shown that a circumcised penis is generally easier 

to clean. Even if the male or his parents routinely retract the foreskin to clean under it, 
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pathogenic bacteria. Better hygiene is often stated as the main reason why Australian 

parents have wanted their baby boy circumcised. Penile hygiene has been found to be 

inferior in uncircumcised schoolboys and London men. 

 

2.3. Critical review. 

 

According to Darby et al., (2011) criticized use of the term‘‘surgical vaccine’’ which was 

used commonly when referring to M.C, saying ‘‘Circumcision provides nothing like the 

kind or level of protection provided by a vaccine’’.  

Other studies shown that the 75% protection afforded by M.C against HIV is on a par with 

influenza vaccinations (Fiore, et al., 2012). My opinion is that this study doesn’t show if 

male circumcisions reduce 60% of risk of acquiring HIV the combination of this practice 

condom may be much reliable. 

According to Amico et al.,(2012), criticized male circumcision because it brought 0.9 of 

deaths per 10, 000 circumcisions’’ while Bollinger (2012), assumed sex differences in 

infant mortality in the USA are entirely due to MC. However sex differences are also seen 

in countries with low neonatal M.C the cause is multifactorial (Dowset & Couch, 2013). 

Deaths caused by medical M.C are negligible, according to Darby and Van Howe (2012) 

who confirmed that they are mostly caused by general anesthesia, with local anesthesia 

being safer.  My opinion on this when a surgical circumcision is done in unmoral medical 

condition it can tend to infection therefore cause the death to the beneficiary to the M.C. 

Forbes (2012), claimed that ‘‘evidence of the protective effect of circumcision against other 

sexually transmitted infections in Australia is limited’’. Such more cost effective’’ 

(Bollinger, 2012), they also say ‘‘a circumcision program would be five times more costly 

than providing free condoms’’. A systematic review of cost-effectiveness studies 

(Galarraga, 2013) offered no support for this claim, even for the African HIV pandemic. 
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Moreover, medical M.C is a one-time, permanent procedure that confers lifelong 75% 

protection against HIV, whereas condoms must be used correctly and consistently for an 

entire lifetime each time a person has sex with a partner not assured of being HIV negative. 

In my opinion, the cost effective of circumcision is not limited because different countries 

must follow the publication of WHO which has clear objective of reducing the number of 

people infected by HIV. 

 

According to Hill et al.,(2012), circumcision increased the difficulty of masturbation for 

63% of the men and decreased pleasure for 48%, he also indicated that male circumcision 

cause infection, and hemorrhage, as well as possible death. My opinion is that masturbation 

and decrease of pleasure of sexuality are not the main reason of missing up M.C towards 

reduction HIV prevalence. 

In the RCTs conducted by Hill et al., (2012), they considered only heterosexual female-to-

male transmission of HIV in high risk areas of sub-Saharan Africa, where large segments 

of the population are HIV positive. In the USA, the disease vectors primarily are 

homosexuality and illicit drug use, so these RCTs are not applicable to that context also the 

incidence of HIV infection is much lower there than in Africa, so circumcision would not 

be an effective intervention in the USA or other developed nations. I think that author has 

a bias on circumcision because he encourages Male circumcision in Africa than America. 

While M.C program should be extend to the entire worldwide population for the objective 

of limiting HIV propagation. 

  

Even if circumcision were found to be effective at preventing sexual transmission of HIV 

infant circumcision would be of no value for at least 15 years More than 30 HIV vaccines 

are now under development. Some have advanced to second stage of randomized controlled 
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trials and are likely to become available between 2015 to 2020. A child born in 2007 has 

an excellent chance of being protected against HIV before he reaches sexual maturity, so 

infant or child circumcision cannot be recommended to prevent HIV infection. Neonatal 

circumcision to prevent HIV infection is not indicated for the United State of America. I 

disagree with the author argued that circumcision is important for adult personal than infant 

because children under 15 years may to do intercourse with their girl friend in American.    

 

2.4 Theoretical framework  

2.4.1 The lesser evil  

 

The principle of the lesser evil is traceable within Ancient Greek thought. This principle 

states that in an ethical dilemma when one is faced with “two evils, the lesser one is to be 

always chosen”. The principle was later adopted by Catholic thinkers as a moral axiom. 

Currently, it plays an important practical role in law, political science, theology, medicine, 

bio-medical ethics and political philosophy and the media (Spielthenner, 2012). 

As already mentioned, the principle of the lesser evil is used when an individual (s) is faced 

with two conflicting situations that demand an ethical solution.In such circumstances, the 

principle of the lesser evil demands one to always discern the situation and choose 

consequently.The lesser evil of the two evils. “Evil” has been  used both as a predicate of 

actions and to come up with a quick solution, evil can be also described in terms of pain, 

sickness, loss or even death. Depending on the various reasons behind human actions, evil 

takes different forms such as moral, physical, pre-moral or non moral evils. 

2.4.2 Utilitarianism  
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According to Bramsted (2013), the term ‘Utilitarianism’ was originally taken to describe 

the school of thought formed by Jeremy Bentham (1748-1832). It was also used to describe 

those in the history of ethics whose criterion for moral judgment was based on maximizing 

the good. It is also important to mention that many who ascribe to the utilitarian school of 

thought share the conviction that human actions are to be morally assessed in terms of their 

production of maximum value (Beauchamp, 2011). 

 

However, Utilitarianism is not a single ethical theory; it belongs to a broad group of ethical 

theories called ‘Consequentiality theories.’ These theories hold that the rightness or 

wrongness of an action depends solely on its consequences. The utility principle states that 

an act is morally right if there is no other possible act that has overall seen better 

consequences Beauchamp (2011), the implication of this theory is that when deciding 

whether an action is right or wrong, it is always necessary to go beyond consequences of 

taking action. If the consequences of an action are better than the consequences of its 

alternative(s), then this action is worth pursuing. 

 

2.4.3 Factors influencing the acceptability of male circumcision 

 

According to the CNLS (2012), Factors contributing to acceptability of male circumcision 

can be classified into two broad categories: 

 1) Socio- cultural and economic factors 

2) Service related factors 
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2.4.4   Socio-cultural and economic factors 

2.4.5   Cost  

 

Male circumcision is not a free procedure in Nyanza district. Due to low income generation 

of the majority of rural population of Nyanza District, the medical fees for male 

circumcision may be a barrier of intervention of M.C for the prevention of HIV. 

2.4.6  Religion 

 

 Religion is a major determinant of acceptability of male circumcision. Male circumcision 

is associated with Islam and Judaism.  

This perception may affect the uptake of male circumcision in Nyanza district where the 

population is predominantly Christian. 

 

2.4.7  Culture  

 

In Rwanda culture male circumcision was normally associated with adolescent school 

initiation as characteristic of Bantu identity, which commonly defined age-grades (Jeff, 

2012). 

 Circumcision in some cultures is considered as an element of ethnic identity. Some 

traditionally none circumcising communities feels that they may lose their cultural identity 

if they embrace the practice. Consequently, these ethnic groupings may suffer rejection 

from the community by accepting male circumcision. 

 

2.4.8  Effects on sexual pleasure  
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There are misconceptions that male circumcision reduces sexual pleasure by reducing 

glands sensitivity. This may discourage a number of male adults from getting circumcised. 

Due to the fact that they feel that they cannot fully enjoy sex with a circumcised penis. 

 

2.4.9  Embarrassment 

 

Male circumcision involves manipulation of the private organs. Such procedures 

considered sensitive and highly private.  

This may affect the uptake of male circumcision. The majority of people if they are to seek 

male circumcision would rather have it where they will be assured of confidentiality. 

2.5  Fear of pain 

 

 Male circumcision is an invasive procedure. When the anesthetic agent wears off pain is 

often experienced until complete healing takes place. The idea of experiencing pain is often 

detested and affects the uptake of male circumcision. 

 

 

2.5.1 Service related factors 

2.5.2 Lack of experts  

 

Safe male circumcision is achieved by well trained staff. There is few medically trained 

Staff in Nyanza district that know how to handle male circumcisions. Consequently, this 

staff is likely to be overstretched by the increased number of people desiring to be 

circumcised. The health sector in Rwanda is already operating with a shortage of required 
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qualified staff. The Human resources available in Nyanza district are inadequate and act as 

a deterrent to people who may desire to be circumcised. 

2.5.3  Inadequate sensitizations 

 

 Staff attitude is one of the major determinants of the utilization of health services.  

Perceived negative attitudes of staff deter people from accessing health services like male 

Circumcision. Positive staff attitudes would encourage utilization of health services. 

 

2.6. Conceptual framework 

 

According to Wills (2012), a concept framework is a scheme of concepts with an 

illustration that attempts to show the flow between relevant variables of the study. 

 These independent variables are factors that contribute to the male circumcision and the 

dependent variable is acceptability of male circumcision is independent. 

Below is a conceptual framework for this study:      
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Independent Variables                                                        Dependent variable 

 

 

 

 

 

                                                                       Intervening variables  

(Source: Researcher)          

 

 

 

 

 

 

 

 Source: Researcher 

                                                            Figure 2.1: Figure Conceptual Framework 

 

The conceptual framework was analyzed the relation between three variables such as 

independent, dependent acceptability and moderate variable. 

2.6.1 Dependent variables 

2.6.2  Acceptability of male circumcision 

 

Acceptability of male circumcision is likely to be influenced by a number of factors. Age, 

religion, Socio cultural, knowledge and economic status are likely to be cardinal to whether 

an individual may express willingness to be circumcised or not. 

 

Level of education 

Age  

Social culture 

Religion 

Income 

Marital status 

Acceptability of male 

circumcision 

Government policy: Target 0.5% HIV prevalence  

Personnel for circumcision: WHO policy suggest 

one nurse per 10000 people 

Financial for circumcision: Ministry of health 

provide 20% of the total budget 

Income 

Marital status 



25 

 

2.6.3  Independent variable 

2.6.4  Knowledge on male circumcision  

 

Knowledge of the benefits of male circumcision has a significant impact on the utilization 

of health services. Individuals that may be empowered with knowledge may take advantage 

of the available services. 

2.6.5   Socio cultural beliefs religion 

 

Socio cultural beliefs are significant in determining how male circumcision is viewed in 

the community. It has been established that the major factor of male circumcision globally 

is religion; almost all Jewish men and Muslims are circumcised. 

2.6.6   Income  

 

Economic status largely influences people’s willingness of practice male circumcision. 

Studies on male circumcision have shown that certain individuals may be willing to go for 

male circumcision if it is offered free of charge or with minimal fees. 

2.6.7  Marital status 

 

One’s marital status may play a big part whether he would like to be circumcised or not. A 

single man may find it easier to be circumcised because he has no spouse to consult. 
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2 .6.8.  Intervening variables 

2.6.9. Government  

 

In Rwanda, HIV incidence pushing the country to establish policy to reduce the number of 

people infected by HIV/AIDS Rwandan policy estimate 0.05% the prevalence of HIV in 

2020.  

2.7. Personnel for circumcision 

According WHO policy announce that every country one nurse for one hundred thousand 

population to promote male circumcision the country need to increase health care providers 

of male circumcision. 

2.7.1. Financial corrected for circumcision 

 

The ministry of health in Rwanda received 20% of budget from ministry of finance and 

planning to promote health care service to the population. 

2.8. Summary 

 

From the literature reviewed, it is evident that there are different perceptions of male 

circumcision in different communities. The researcher reviewed different studies on male 

circumcision and found out that the procedure was generally acceptable by most of the 

respondents if it was done safely and at reasonable cost. Some authors have shown the 

procedure’s limitation while others demonstrated the benefits of male circumcision. This 

has affected the acceptability of the procedure. This is where all concerned stakeholders 

should work hard for increasing the awareness of this practice towards reduction of HIV 

prevalence. 
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CHAPTER THREE: RESEARCH METHODOLOGY 

3.0 Introduction 

 

This chapter describes the research methodology comprising the study design, study 

Setting, study population, sample selection, sample size, data analysis, data collection 

techniques, ethical considerations, reliability, validity, dissemination and utilization of 

results and limitations of the study. 

3.1 Research design  

 

The study adopted a descriptive cross sectional study design. This study has no positivism 

in knowledge. It assumed that knowledge and acceptability of male circumcision by the 

people of Nyanza district were relative and were not amenable to any form of 

classification.The knowledge and acceptability of male circumcision as an HIV prevention 

method depended on the respondents in their different situation. The research assumed that, 

human nature was a product of environment in which a person lived. Based on the above 

consideration, this research was based on the understanding that, the acceptability of male 

circumcision as HIV infection prevention in Nyanza district. It was found to use 

quantitative method.    

3.2 Target Population 

 

The target population is the total group of individual or things meeting the designated 

criteria of interest to the researcher (Basavanthappa, 2012). In this study, the target 

populations of this research were 470 male circumcision volunteer in Nyanza District out 

of which 216 respondents were chosen in 15 health centers. All data is representative of the 

target research population of the study. Therefore the population of the study was:  
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Table 3. 1: Target population of the study 

Name of health center   Population attending male circumcision  service every month   

1. MUCUBIRA H.C 22 people  

2. NYANZA H.C 26 people  

3.BUSORO H.C  30 people 

4. NYARUSANGE H.C  23 people 

5. NYAMURE H.C  25 people 

6.MWEYA H.C  28 people 

7. CYARATSI H.C  27 people 

8. KIRAMBI H.C  24 people 

9. NYAMIYAGA H.C  29 people 

10. RUYENZI H.C 34 people 

11. GAHOMBO H.C 36 people 

12. GATAGARA H.C 38 people 

13.NTYAZO H.C 40 people 

14. HANIKA H.C  42 people 

15. KIBIRIZI  H.C  46 people 

Total   470 people  

 

Source: HMIS (2013) 

3.3 Study area 

 

The District of Nyanza is one of the 8 Districts that make up the Southern province. It is 

made up of 10 Sectors that are subdivided into 51 Cells and 420 villages. Nyanza District 

is located in an area with a wet, tropical climate. This area has an alternation of two wet 

seasons and two dry seasons. The western and mountainous part of the District records 

relatively fresh temperatures and abundant rains compared to the low altitude eastern part 

whose annual average temperature is 20 degree centigrade.  
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The total populations 323,388 inhabitants (162, 511 females and 160, 877 males), with a 

population density (481inh/Km2) and average population growth (3.7%), an average 

annual respectively Nyanza District development plan (2013).The district shares borders 

with Ruhango district to the North, Gisagara District and Republic of Burundi to the South, 

Huye district and Nyamagabe to the West and Bugesera to the East.  

 

In the health sectors,  Nyanza district has one Hospital Nyanza Hospital and 15 health 

centers namely Nyarusange, Mucubira, Ruyenzi, Gatagara, Cyaratsi, Kibirizi, Gahombo, 

Nyamiyaga, Nyamure, Kirambi, Mweya, Nyanza, Hanika, Ntyazo, Busoro. (Nyanza 

District development plan , 2013). 

3.4 Sampling Procedure 

 

At the health center level, the health center units were systematically sampled from a 

sampling frame of 470 respondents. Random sampling of the health centers was done to 

achieve an essentially random sample, where all eligible respondents had an equal chance 

to participate in the study. In order to obtain the sampling interval, the respondents were 

divided by the sample size. The first health center was randomly selected, using the table 

of random numbers. One randomly selected man aged 15 years or older was interviewed 

using a questionnaire.  

 

3.5.1 Inclusion criteria 

 

a) Only males above 15 years residing in the sampled fifteen health centers. 

b) Only those who consented were included in the study. 
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3.5.2 Exclusion criteria 

 

a) All women 

b) Men under 15 years. 

c) Men above 15 years who did not consent 

3.5.3. Sampling size  

 

In this study, the sample was calculated using the Yamane formula (Yamane 1967), with a 

margin of error of 5% and confidence level of 95%. This formula is written as 

 
 21 eN

N
n


  

Where N=total population, n=sample size, e= margin of error (0, 05). It was applied to 

circumcised and uncircumcised males in each selected sampled health centre. Using the 

following table.  
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Table 3. 2: Sample size 

Name of health center  Population attending male 

circumcision  service every month   

Sample   

1. MUCUBIRA H.C 22 people  10 

2. NYANZA H.C 26 people  12 

3.BUSORO H.C  30 people 14 

4. NYARUSANGE H.C  23 people 11 

5. NYAMURE H.C  25 people 11 

6.MWEYA H.C  28 people 13 

7. CYARATSI H.C 27 people 12 

8. KIRAMBI H.C  24 people 11 

9. NYAMIYAGA H.C  29 people 13 

10. RUYENZI H.C 34 people 16 

11. GAHOMBO H.C 36 people 17 

12. GATAGARA H.C 38 people 18 

13.NTYAZO H.C 40 people 18 

14. HANIKA H.C  42 people 19 

15. KIBIRIZI  H.C  46 people 21 

Total   470 people  216 

Source: Researcher  

With a total number of 470 circumcised males registered in the selected health care 

institutions based on patients who needed primary care and those who had a willingness to 

undergo male circumcision, the researcher applied the formula and the total sampled 

circumcised males for the study turned out to be 216 respondents.  

The sample size was calculated as follows:𝑛 =
470

1+470(0.052)
= 216 
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The sample size representing each health centre was calculated by multiplication of the 

population of the health center by the ration of sample size to the population of the study.  

The ration is calculated as follows: 

 

216

470
= 0.4595                                             

 For instance the sample size of Mucubira health centre is: 22×0.4595=10 

3.4.2 Sampling technique 

 

This research used purposive random technique for the target population who has more 

experiences on male circumcision during interviewed respondents; employed the stratified 

technique on the subgroup of respondents in order to categorize interviewees based on 

characteristics such as age. The Purposive sampling allowed the researcher to use cases that 

required information with respect to the objectives of the study. Purposive sampling also 

allowed the researcher to select circumcised men basing on the criterion of the target 

population. Stratified random sampling allowed the researcher to obtain desired 

representation from various subgroups in the populations. Respondents was selected in 

such a way that the subgroups were all represented in the sample. 

3.5. Data collection methods 

 

The collection of data occurred within the four weeks as planned. The questionnaire was 

distributed to target respondents in the research areas. The questionnaire was administered 

in order to have direct contact with the respondents and to ensure that questions received 

appropriate responses as well as making sure that the right persons answered them. The 

Questionnaire was collected the same day as it was administered. 
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After collecting the questionnaire, the responses were categorized and enumerate. The 

researcher used desk review to analyze published and unpublished secondary data for 

related ideas. 

 The purposive sampling targeted male respondents who have undergone male 

circumcision in order to collect specific answers through questionnaire in relation to the 

research questions at the center of this study. 

3.5.1 Data collection instruments  

 

The researcher used self-administered questionnaires to collect information from study 

participants. The researcher designed two self administered questionnaires, one for youth and 

the other for adults. Each questionnaire was accompanied by a cover letter explaining the 

purpose of the study to the prospective respondent. 

General instructions on completing the questionnaire and the importance of completing all 

questions were included. The cover letter explained why it was important that the potential 

respondent personally completed the questionnaire. 

 

3.5.2 Primary sources of data  

 

According to Bailey (2012), primary data is eyewitness account written by people who 

have experience a particular event or behavior. The primary data utilized were the HMIS 

and the observation circumcision service report.  
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3.5.3  Questionnaires technique 

 

According to Hermon et al., (2011), a questionnaire is a tool designed to ask the same set 

of questions to several people. A questionnaire was used to collect information about the 

of acceptability of male circumcision in Nyanza district. This is set out written questions 

that given to the respondents in order to collect information. The questionnaire comprised 

of open questions. 

3.5.4 Secondary data  

 

Secondary data collected from the HMIS report, the circumcision report, the internet, 

archives and several books discussing about literature review and evolution of male 

circumcision in Rwanda. Grinnell et al., (2010), the researcher obtained the secondary data 

from Nyanza health centers report. Was help me to show to population of Nyanza district 

HIV AIDS was big priority problem our country one solution of this issues is male 

circumcision. 

3.6. Administration of research instrument 

 

Data collection technique is the procedure of collection information needed to address a 

research problem (Polit & Hungler, 2011), questionnaire was used as data collection 

procedures. Data collection made with the help of trained research assistants. The purpose 

of the Study explained to the respondents and permission was asked from them to allow 

the Administration of research questionnaire. The result of research was maintained and 

confidentiality assured. 
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3.6.1 Validity 

 

Validity is the determination of whether a measurement instrument actually measures what 

it is purported to measure (Basavanthappa, 2012).Before beginning, the researcher 

consulted the supervisor ensure the to see questionnaire was formulated very well, the 

researcher organized a Pilot in preparation of questionnaire small group interviewed  to 

remove errors in the questionnaire. In order to ensure validity, all the variables of the study 

were covered in the questionnaire schedule. The questions were clearly constructed to avoid 

ambiguity.  

The instruments were pre tested before embarking on the main study to ensure that they 

captured the required information .Selection bias was avoided by making sure that the 

proper sampling techniques were used. 

 

3.6.2 Reliability of research instrument 

 

Reliability is the stability of the measuring instrument over time. It also measures the extent 

to which random variation may have influenced it and consistency of results, (Dempsey, 

2011), Reliability of the instrument was measured during the Pilot study. At the end of each 

interview during the pilot study, the respondents were asked for any questions that they did 

not understand clearly. Appropriate adjustments were made. 

3.7. Data analysis procedure  

 

The purpose of the statistical analysis was to increase the conciseness, clarity and objectivity 

with which results are presented and interpreted. The responses on all questionnaires were 

coded, summarized and presented in a table.  
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Data from the questionnaire was coded and analyzed using an SPSS Version 16 programme 

under the following variables, demographic data, knowledge of benefits and risks of male 

circumcision, people’s perceptions on male circumcision, acceptability of male circumcision 

and suggestions on implementing male circumcision programmes. Various statistical measures 

were applied to analyze data. 

3.8. Method of data analysis 

3.8.1. Quantitative data 

 

Following data collection, the structured interview schedules were sorted out and edited to 

ensure quality control. The closed ended responses were coded to ensure easy entry and 

analysis of data when assigned a computer. The open responses were categorized and 

assign suitable codes to bring related issues together. The codes were then entered and 

analyzed using an SPSS computer package. The data is presented using frequency tables, 

cross tabulations, bar charts and pie charts which are effective ways of communicating 

research results. 

3.8.4 Data Presentation 

3.8.5 Quantitative data 

 

The responses have been presented according to the layout of the questions. Some of the 

responses were grouped together to show an overall picture. The findings are presented 

using tables, pie charts, bar charts and cross tabulations. The tables are easy to read and 

understand. The bar charts and pie charts provide alternative ways of presenting the 

findings and prevent the monotony of presenting data using tables. Cross tabulations are 

useful in showing the relationships between variables. 
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3.9  Ethical consideration 

 

Ethical clearance was sought from the Nyanza district and the Ethics committee of the 

Mount Kenya University. Written permission was obtained from the Nyanza District 

management team. Verbal permission was also obtained from the counselors in the 

concerned localities. The purpose of the study was explained to all study participants. 

Privacy and confidentiality were maintained. The names of the respondents not written 

anywhere on the forms. The respondents were assured that the information they provided 

would not used against them in any way. 
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CHAPTER FOUR: RESEARCH FINDINGS AND DISCUSSION 

 

4.0. Introduction  

 

This chapter, presents, interprets analyses and discusses information collected from the 

respondents. It examines the data from the field in light of the objectives stated in chapter 

one of the study. It begins with the description of the demographic characteristics of 

respondents such as age, gender, educational level, the presentation and analysis of the 

findings as they relate to objective of study. Data was presented using tables. The research 

interpreted and analyzed the collected information using percentages and frequencies 

which measure the central tendency of selected sample.  

 

4.1. Demographic Characteristics of Respondents  

 

The researcher explored these variables because in many situations the background of the 

respondents determined the extent to which the respondent was able to give satisfactory 

information on study variables. The following tables indicated the information on 

descriptive characteristics of the respondents so as to determine their maturity, level of 

understanding  and knowledge; it included their ages, educational level, marital status and 

experiences at work. 
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Table 4. 1: Age category of respondents 

  Frequency Percent 

Valid 15-20 38 17.6 

20-25 136 63.0 

25-30 18 8.3 

30-35 5 2.3 

35-40 8 3.7 

40-45 8 3.7 

45 and above 2 .9 

Total 215 99.5 

Missing 999 1 .5 

Total 216 100.0 

 

Source: Primary data  

 

From this finding, there was nobody under 15 years. The majority 63.0% (136) of the 

respondents were aged between 20 and 25. This was followed by those in age group 15-20; 

which constituted 17.6% of respondents sampled. Those in age category of 25-30 followed 

with 8.3; those in age group of 35-45 had 3.7%, participants in age group of 30- 35 were 

2.3%, of the total sample group and lastly. Those who were above 45 represented 0.9% of 

the group. 

From the findings, the active working age group of men ages is 15- 25 constituted 81% of 

the total sample. 
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4.1. 3. Level of Education of Respondents  

The educational background of respondents has an effect on the diverse skills of the 

respondents and how they could analyze and perceive issues at the work place. 

Table 4. 2: Education level of respondents 

 

 Variable under 

consideration 

Frequency Percent 

Valid Primary 20 9.3 

Secondary 180 83.3 

University 15 6.9 

Total 215 99.5 

Missing 999 1 .5 

Total 216 100.0 

 

Source: Primary data  

Table 4.2 shows the education level of respondents. The findings showed that most of 

respondents were persons with secondary school educational qualifications. Those people 

with secondary school level of education represented 83.3% of the total sample, 9.3% of 

respondents completed only primary school and 6.9% of the total sample. Have a university 

degree. The fact that so many respondents had a secondary school level education 

underlines that these individuals understanding of issues related to male circumcision in 

Nyanza District likely have a decent understanding of issues related to male circumcision 

in Nyanza District. 

4.3 Marital status of Respondents 

 

Respondents were asked their marital status due to the role that marital status played when 

it came to the type of characteristics of respondents of study. 
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Table 4. 3: Marital status of Respondents 

  Frequency Percent 

Valid Single 186 86.1 

Married 26 12 

Divorced 2 .9 

Widowed 1 .5 

Total 215 99.5 

Missing 999 1 .5 

Total  216 100 

Source: Primary data 

As shown in Table 4.3, 86.1 % of respondents were single while 12.0% were married, 0.9% 

were divorced and 0.5% were widowed. These findings shown show that a key 

demographic to target in male circumcision campaigns are single men, because research 

shows they are more likely to undergo the procedure. 

 

4.2. Presentation of findings  

 

Of the 216 questionnaires distributed, all were returned with responses. In section, the this 

researcher presents the findings extracted from those questionnaires. 

 

4.2.1 Awareness of respondents about male circumcision 

 

Here, the researcher presents respondents views regarding the first objective of research 

related to knowledge of respondents about male circumcision in preventing HIV. 
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Table 4. 1: Level of knowledge about male circumcision 

  Frequency Percent 

Valid Yes 209 96.8 

 No 7 3.2 

 Total 216 100 

Source: Primary data 

Table 4.4, shows that majority 96.8% of respondents has more information about male 

circumcision but 3.2% has no information on male circumcision. According to George 

Chiwele (2011), his study shown that 99% population had knowledge on male 

circumcision.Mhamagara (2010), his research shown that 79.6% state male circumcision 

did not practice of their religion or culture. Compare the findings of other researchers there 

was similarity to knowledge on male circumcision based on our result of study. 

The objective of study was achieved. 

 This led the researcher to conclude that knowledge about male circumcision was the one 

reason influence the population of Nyanza District to practice male circumcision.  

4.2.2  Respondents’ levels in defining   male circumcision 

 

Respondents’ ability to in define male circumcision demonstrated their knowledge of the 

procedure, and helped the researcher understand the perceived benefits male circumcision. 
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Table 4. 5: Respondents’ levels in defining male circumcision 

Source: Primary data  

From the data shown in table 4.5, almost all respondents 89.8% were able to explain what 

male circumcision is while 10.2% of respondents were not able to explain male 

circumcision.These findings shown that the majority of respondents have skills to educate 

others on the role of male circumcision in preventing HIV. 

4.2.3. Perceptions of both uncircumcised and circumcised males on circumcision  

 

In this section, the researcher presents and discusses the major actions undertaken by the 

population of Nyanza District in preventing HIV through male circumcision. 

 

4.2.4. Male circumcision offer partial protection against HIV/AIDS 

 

The perception on male circumcision of respondents currently in Nyanza District is the 

most determinant of factor in increasing the male circumcision rate. 

  Frequency Percent 

Valid Yes 194 89.8 

Missing 999 22 10.2 

Total 216 100.0 
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Table 4.4: Perception of people on whether male circumcision offers partial protection 

against HIV/AIDS 

  Frequency Percent 

Valid Yes 157 72.7 

No 18 8.3 

Not sure 40 18.5 

Total 215 99.5 

Missing 999 1 .5 

Total  206 100 

Source: Primary data   

Table 4.4 shows that 72.7% of respondents declared that male circumcision protected 

partially against HIV, 18.5% of respondents were not sure if male circumcision is capable 

of preventing individuals from HIV, while 8.3% did not believe that male circumcision 

partially protected HIV. George Chiwele (2011), shown that about 50.1% of study 

respondents believed male circumcision did not offer partial protection against HIV. 

Compared to the findings of this study, Chiwele’s results differed vastly on whether the 

given population believed male circumcision prevented HIV.The study shown that 

objective of study was achieved. 

This shown that to the researcher that male circumcision must be sensitization at all level 

of local government.  
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4.2.5. The position of respondents about male circumcision in providing genital 

hygiene 

 

Genital hygiene is the best pushing people of Nyanza to practice male circumcision 

 

Table 4. 5: The position of respondents about male circumcision in providing genital 

hygiene 

  Frequency Percent 

Valid Yes 200 92.6 

No 13 6.0 

Total 213 98.6 

Missing 999 3 1.4 

Total  216 100 

Source: Primary data  

Table 4.5 shows that 92.6% of respondents affirmed that male circumcision promoted 

genital hygiene, while 6. % did not believe that male circumcision promoted genital 

hygiene.  

George Chiwele’s study (2011), showed that 87.5% of respondents believed circumcision 

provided genital hygiene. Mhamagara (2010), shown that 39.7% of respondents accepted 

male circumcision promoted genital hygiene. Based on the findings of other study there 

was a similarity to some of the findings of other researchers about perceptions on whether 

male circumcision promoted genital hygiene. However, Mhamagara’s work is evidence 

that there is still not a consensus on this issue the study shown that objective of study was 

achieved.This led the researcher to conclude that people had pleasure to be enjoyed by male 

circumcision.   
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4.2.6.. Perception of respondents if male circumcision reduces sexual pleasure 

 

The perception of respondents on whether male circumcision reduces sexual pleasure is 

one important barrier that continues to prevent high demand for male circumcision in the 

local institution.  

Table 4. 6: The understanding of people whether male circumcision reduce sexual 

pleasure 

  Frequency Percent 

Valid Yes 72 33.3 

No 108 50 

Not sure 34 15.7 

Missing 999 2 .9 

Total  216 100 

Source: Primary data 

According to Table 4.6, a 50% the majority of respondents accepted that male circumcision 

did not reduce sexual pleasure, 33.3% of respondents affirmed that male circumcision 

reduced sexual pleasure, while 15.7% were sure if male circumcision reduced sexual 

pleasure. In a study by George Chiwele (2011), 73.7% of respondents said that male 

circumcision did not reduce sexual pleasure. Mhamagara’s study (2010), had vastly 

different results, with only Shown that 12% of respondents believing accepted that male 

circumcision did not decrease sexual pleasure.Mubekapi Constance study (2013), found 

that 98% of respondents confirmed that male circumcision did not reduce sexual pleasure. 

Based on the findings of other studies, no similarities can be drawn between the work of 

previous researchers and the current study with regards to whether it is commonly believed 

that circumcision decreases sexual pleasure. The study shown that objective of study was 

achieved. This shown the researcher male circumcision did not reduce sexual pleasure.  
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4.2.7. Perception of respondents if male circumcision is a highly risk operation when 

performed in a hospital facility with proper and competent personnel 

 

Male circumcision is performed in health facility is agreement today. The research desired 

to know about who deals with it.  

 

Table 4. 7: The perception of respondents about whether male circumcision is a highly 

risk operation when performed in a hospital facility with proper and competent 

personal 

  Frequency Percent 

Valid Yes 147 68.1 

No 55 25.5 

Not sure 12 5.6 

Missing 999 2 .9 

Total  216 100 

Source: Primary data 

From Table 4.7 the majority of respondents 68.1% believed that the procedure was not 

high-risk when it was performed at a health facility, 25.5% of respondents believed male 

circumcision has risk when George Chiwele’s study (2011), 89.6%% of respondents said 

that male circumcision was not a high-risk procedure when performed at health facility by 

competent health personnel. Mhamagara’s study (2010), found that 39% of respondents 

believed male circumcision at health facility.Mubekapi Constance study (2013), found that 

50% of respondents confirmed that male circumcision performed at health area.There were 

similarities between the current study and the findings of other researchers if male 

circumcision has risk when performed in a health facility.  
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The study shown that objective of study was not achieved. It is performed in a health 

facility, but 5.6% of respondents were not sure if male circumcision has risk when 

performed around health in a facility. In the previously mentioned study. 

This shows the researcher male circumcision performed at health facility was curial 

protection for the benefits this services.    

4.2.8. Advice for circumcised men to use condoms to protect themselves against 

HIV/AIDS 

 

Table 4.8: The advice of benefits of male circumcision to use condoms to protect 

themselves against HIV/AIDS. 

  Frequency Percent 

Valid Yes 207 95.8 

No 6 2.8 

Total 213 98.6 

Missing 999 3 1.4 

Total  216 100 

Source: Primary data  

  

Table 4.8, shown that of the respondents 95.8% affirmed that it is good to use condom 

condoms during sexual intercourse even if you are circumcised, while the remaining 2.8%  

did not find it advisable to use condom during sexual intercourse. George Chiwele had 

similar results in his study (2011), in which 96.1% of respondents said that it was advisable 

for circumcised men to use condoms during sexual contact. 

 Compare on the findings of other study there was similarity to the findings of other 

researchers if male circumcision has risk when performed around health facility. The study 

shown that objective of study was achieved. This shows the researcher the majority of 

population of Nyanza district understood the role of condom in preventing HIV. 
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4.3. Factors associated to the acceptability of male circumcision by the population of 

Nyanza 

 

In this section the researcher presents views in relation to the objective of this research 

rerated to identify factor influencing male circumcision in Nyanza District. 

 

4.3.1 Religion factors  

 

 Religion has influence on their an individual’s beliefs regarding male circumcision. 

Table 4. 9: The position of own religion in accepting male circumcision 

  Frequency Percent 

Valid Yes 154 71.3 

No 57 26.4 

Total 211 97.7 

Missing 999 5 2.3 

Total 216 100.0 

Source: Primary data 

Table 4.9 shown that 71.3% of respondents have influence by religion 26.4% of 

respondents did not execute the message from religion. Were not influenced by religious 

factors.  In the study by George Chiwele (2011), 82.4% of respondents said that religion 

influenced their beliefs on male circumcision. Mahmagara (2010), found that 92% of 

respondents had a religious religion influence on their view of on male circumcision. 

Mubekapi Constance study (2013), found that 87% of respondents circumcised for 

religious religion. Comparatively, there were significant similarities between this study’s 

findings and the findings of the aforementioned researchers regarding religious influence. 

The study shown that objective of study was achieved. This shows that the religion has 

influence on male circumcision based on bible in Nyanza district.    
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4.3.2. Distribution of religion in promoting male circumcision  

In Nyanza district different religion has their role in promoting male circumcision  

Table 4. 10: Religion of respondents 

  Frequency Percent 

Valid Catholic 124 57.4 

Muslims 11 5.1 

Protestant 58 26.9 

Adventist church 16 7.4 

Others 6 2.8 

Total 215 99.5 

Missing 999 1 .5 

Total  216 100 

 

Source: Primary data 

 Table 4.10, 57.4% 11 shown the religion of the respondents in this particular study: 57.4% 

were Catholic 27% were Protestants 7.4% were Seventh Day Adventist 5.1% identified as 

Muslim, while 2.8%  responded other when asked about their religion catholic This shows 

that different religions have more important place in promoting male circumcision. 

 

 

 

 

 

 

4.3.3. The location of where male circumcision services are delivered 
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The health facility is the one area where male circumcision is delivered. 

Table 4. 11: The location of where male circumcision services are delivered 

  Frequency Percent 

Valid Health center 124 49.5 

Hospital 107 43.5 

Homes 94 .5 

Bush 1 .5 

Others 1 3.7 

Total 211 97.5 

Missing 999 5 2.3 

Total  216 100 

Source: Primary data  

Table 4.11, shows that 49.5% of respondents received information about male circumcision 

from health center, 43.5% received it  from a hospital, 3.7% got information from their 

friends, those who received  information from home and the bush represented  0.5%. 

According to the study by George Chiwele (2011), 59.7% of respondents mentioned that 

health facility as the place where they received information regarding MC. Mubekapi 

Constance study (2013), shown that 64% of respondents accepted that health facility was 

one area where male  circumcision derived.  Compare to the findings of other study there 

was not similarity to the findings of other researchers if health facility was the source 

information of male circumcision. The study shown that objective of study was not 

achieved.This shows that health facilities have more influence in promoting male 

circumcision in Nyanza district.   

4.3.4. Male circumcision considered to be an embarrassing procedure in own 

community  
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The promotion of male circumcision in a community can be seriously hindered if there is a 

prevailing belief in that community that the procedure is somehow embarrassing. It is 

therefore important to address this issue in the study. 

 

Table 4. 12: Male circumcision considered to be an embarrassing procedure in own 

community: 

  Frequency Percent 

Valid Yes 124 89.8 

No 107 8.8 

Total 213 98.6 

Missing 999 3 1.4 

Total  216 100 

 

Source: Primary data  

From Table 4.12, 89.8% of respondent’s respondents responded yes when they were asked 

if they believed male circumcision to be an embarrassing procedure while 8.8% did not 

find it embarrassing. An overwhelming George Chiwele’s (2011), 90.2% of respondents 

felt that male circumcision was considered to be embarrassing procedure in their 

community. These results are very similar to the results of the current study the study shown 

that objective of study was achieved. This shows that embarrassment of male circumcision 

has the main role in promoting male circumcision. As a result of both the current study and 

the Chiwele study, it is evident that feelings of embarrassment toward getting the procedure 

are extremely prevalent and are therefore likely to affect an individual’s desire to undergo 

male circumcision 
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4.3.5. Fear of pain  

Fear of pain is one risk of detested male circumcision in Nyanza District.  

Table 4. 13: Fear of pain 

  Frequency Percent 

Valid Yes 71 32.9 

No 138 63.9 

Total 209 96.8 

Missing 999 7 3.2 

Total  216 100 

Source: Primary data  

From Table 4.13, 63.9% of respondents did not fear male circumcision, while 32. 9% did 

fear the pain of the procedure. In George Chiwele’s study (2011), 51.4% of respondents 

said they had no fear male of undergoing circumcision.Mhamagara (2010), had 

significantly different results, with only 15.4% of participants claiming that they did not 

fear male circumcision medical services. Compare to the findings of other studies there was 

no similarity to the findings of other researchers if male people of Nyanza fear of male 

circumcision. The study shown that objective of study was achieved. 

 This shows that fear of male circumcision was one among the risks to constrain in Nyanza 

District. 
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4.4. Strategies for promoting male circumcision among the people of Nyanza District  

 

In this section, the researcher presents and discusses the major actions undertaken by the 

population of Nyanza District in promoting male circumcision. 

 

4.4.1. Suffer rejection from community by accepting to be circumcised 

 

The community considered male circumcision a major step of preventing HIV by utilizing 

the influence of a focal personal of community.   

Table 4. 14: Suffer rejection from community by accepting to be circumcised 

  Frequency Percent 

Valid Yes 140 64.8 

No 70 32.4 

Total 210 97.2 

Missing 999 6 2.8 

Total 216 100.0 

Source: Primary data 

From Table 4.14, 64.8% participants responded yes when asked if there was a possibility 

for rejection by the community by becoming circumcised while 32.4 % of respondents did 

not find community rejection to be a significant concern. In George Chiwele’s the study 

(2011), 76.2% of respondents from a non-circumcised community did not suffer rejection 

for being circumcised. Compare to the findings of other study there was no similarity to the 

findings of other researchers if people suffer rejection when member did not practice male 

circumcision. The study shown that objective of study was achieved. 

This shows that influence of society to their member in promoting male circumcision in 

Nyanza District. 
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4.4.2. The reasons of looking for circumcision services 

 

The people of Nyanza district have more reasons of looking circumcision services. 

 

Table 4. 15: The reasons of looking for circumcision services 

  Frequency Percent 

Valid Medical reasons 11 5.1 

Cultural 16 7.4 

Hygiene purposes 67 31 

Cosmetic reasons 11 5.1 

Prevention against 

STIs and 

HIV/AIDS 

85 39.4 

Others 11 5.1 

Total 201 93.1 

Missing 999 15 6.9 

Total  216 100 

 

Source: Primary data  

From Table 4.15, 39.4% of respondents sought out male circumcision because it prevented 

STIs and HIV/AIDS, 31.0% of respondents sought out male circumcision because it. It 

promoted genital hygiene, 7.4% of respondents practiced male circumcision for cultural 

reasons, 5.1% of respondents sought out male circumcision for cosmetic reasons. In the 

George Chiwele study (2011), 14.3% of respondents circumcised for hygiene purposes. 

The Mhamagara (2010), study found that 41% of respondents were circumcised for 

HIV/AIDS prevention reasons.Mubekapi study (2013), found that 50% of   respondents 

circumcised for hygiene reason, 41% of respondents circumcised for health reasons, 18%  

circumcised for religious reasons and 13% of respondents circumcised for cultural norms. 
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 Compare to the findings of other studies there was similarity to the findings of other 

researchers if male circumcision prevented STIs and HIV/AIDS. The study shown that 

objective of study was achieved. 

This shows that male circumcision were influence by different reasons in Nyanza District. 

4.4.3. Current occupation of respondents  

The occupation of respondents was another strategy of promoting male circumcision by the 

population of Nyanza district.  

 

Table  4. 16: Current occupation of respondents 

  Frequency Percent 

    

Valid Student 174 80.6 

Formally 

employed 

37 17.1 

Unemployed 4 1.9 

Total 215 99.5 

Missing 999 1 .5 

Total  216 100 

 

Source: Primary data  

From Table 4.16, 80.6. % of respondents were students 17.1% were formally employed 

and 1.9% of study participants were unemployed. George Chiwele’s study (2011), found 

that 62.1% that education level influenced male circumcision. Compare to the findings of 

other study there was no similarity to the findings of other researchers if occupation 

respondents has a greater   role in promoting male circumcision. The study shown that 

objective of study was achieved 

This shows that occupation respondents were other strategy of promoting male 

circumcision in Nyanza District. 
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4.4.4. Source of information concerning male circumcision 

 

Information on male circumcision in Nyanza district came from different area. 

 

Table  4. 17: Source of information concerning male circumcision 

  Frequency Percent 

Valid Health personal 95 44.0 

Media 46 21.3 

Teacher 18 8.3 

Relatives 8 3.7 

Friends 37 17.1 

Church 7 3.2 

Others 4 1.9 

Total 215 99.5 

Missing 999 1 .5 

Total 216 100.0 

Source: Primary data  

From Table 4.17, 44.0 % of respondents had gotten information about male circumcision 

from health personnel, 21.3% from media, 17.1% of respondents from friends, 8.3% from 

a teacher, 3.2% from church and 1.9% from others. In George Chiwele’s study (2011), 

59.7% of respondents mentioned a health facility as their source information on male 

circumcision. Compare to the findings of other study there was similarity to the findings of 

other researchers if health personnel was one source of promoting male circumcision. The 

study shown that objective of study was achieved 

This shows that there is more area where people gotten information about male 

circumcision in Nyanza District. 
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CHAPTER FIVE: SUMMARY, CONCLUSION AND    

RECOMMENDATIONS 

5.0 Introduction   

This chapter based on three sections such as summary, Conclusion and recommendations  

5.1  Summary of Findings 

The first objective was to ascertain level of knowledge about male circumcision in Nyanza 

district. Data was collected from both primary and secondary sources and it was analyzed 

to arrive to the significance of conclusion. As a result the researcher came up with the 

summarized result and interpretations the findings based on the specific objectives as 

established at the beginning of the study.  

 

5.1.1  Knowledge of respondents about male circumcision  

 

The first objective was to analyze how  knowledge can promote  male circumcision in 

Nyanza district .The study set out to identify knowledge of people related to on male 

circumcision in preventing HIV the majority age 80% had received some  information 

about male circumcision 93% accepted male circumcision improved  genital hygiene  73% 

agreed that M.C prevented HIV/ AIDS. 

 

5.1.2 The perception of respondents about male circumcision  

 

The second objective of this study was to establish the factors promoting the decision to 

undergo male circumcision. Most of respondent 73% were influenced of religion some how 

on their view toward circumcision, 91% of respondents pronounced that community 

influence played a significant role in acceptance of male circumcision. 
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5.1.3 The factors influencing male circumcision 

 

The third objective of the study was to identify factors promoting male circumcision. The 

researcher found that educational level, marital status, and age played a role in how much 

the procedure is promoted Additionally, the health institutions are very important to 

promoting male circumcision. Out of all respondents, 44.2% stated that the health services 

institution was the one who encouraged their circumcision service. 

 

5.1.4  Strategy of promoting male circumcision 

 

The fourth objective of the study was to identify for undergoing male circumcision. The 

researcher found that many reasons were given 39.4% of respondents accepted that male 

circumcision prevented STIs and HIV/AIDS, 31.0% of respondents declared that male 

circumcision promoted genital hygiene, 7.4% of respondents practiced male circumcision 

for cultural reasons, 5.1% of respondents practiced  male circumcision and for cosmetic 

reasons.  

 

5.2 Conclusion 

 

Most people knew about male circumcision in preventing HIV but very few had knowledge 

of protective effect of the procedure against HIV acquisition and transmission; some people 

had information of other benefits, such as improved hygiene and reduced chances of getting 

other sexually transmitted diseases.  
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Based on the findings of this study the researcher found that knowledge of respondents, 

religion, community, education level, marital status, age, sexuality transmission diseases 

and HIV those are played a paramount role in influencing male circumcision in Nyanza 

district. To sustain that knowledge, the researcher concludes that Nyanza district succeeded 

in some ways in promoting male circumcision. 

5.3 Recommendations  

 

Based on the findings and conclusion of this study, the researcher made the following 

recommendations in-order to make male circumcision an HIV preventive method that is 

accepted by many people; 

 

5.3.1 Government of Rwanda  

 

The government of Rwanda should established a policy regarding practiced male 

circumcision from health center up to district hospital in promoting the service of male 

circumcision to district level in reaching millennium goals to reduce spread of HIV/AID 

about 0.5%.  

 

 

5.3.2 Ministry of Health  

 

The Ministry of Health, Department of Health Promotion, Non- Governmental organizations 

and other organizations involved in the fight against HIV/AIDS should  also help by carrying 

out awareness campaigns to raise workplace knowledge on how male circumcision can reduce 

the chances of getting HIV; 
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Ministry of health must be in collaboration with health center must establish the channel which 

showed the population those are source information of male circumcision. 

 

5.3.3 Nyanza District  

 

The District should educate their population how male circumcision did not reduce sex 

pleasure during community mobilization; 

Nyanza district should sensitized people the location where male circumcision was 

delivered; 

Nyanza district should mobilize their people male circumcision protected HIV/ AIDS and 

other transmission diseases; 

5.3.4  Religious 

 

Different religious should be involved in sensitization their believer the role of male 

circumcision in preventing HIV/AIDS. 

 

5.3.5  Health centers  

 

Health facilities should be elaborate the good way of delivery male circumcision medical 

services using community mobilization at sector level and increasing health personnel 

about this services. 
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5.3.6  Community level  

 

Community should encourage their member the advantages of male circumcision without 

rejected in order to promote male circumcision; 

Citizen of Nyanza district must understand that health facility was the location where  

Male circumcision did not have risk performed;  

People of Nyanza district must be sensitized fear of pain did not the reason of lose male 

circumcision. 

  

5.4  Suggestions for further study 

 

After analysis and presentation of these research results, the researcher believes that the 

research objectives have been achieved, but not exhausted. Thus, many other aspects or subjects 

may be considered for further studies such as knowledge of respondents in promoting male 

circmcision.The researcher has conducted this study in public institution; a further comparative 

study in private organizations could also be very interesting. 
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APPENDIX 1 : RESEARCH AUTHORIZATION LETTER 

FROM MOUNT KENYA UNIVERSITY 
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APPENDIX 2 : RESEARCH ACCEPTANCE  LETTER  FROM                                        

NYANZA DISTRICT 
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APPENDIX 3: CONSENT FORM  

 

Dear Sir/Madam, 

I am a student in the master program of Public Health from Mount Kenya (MPH), and I 

have to write a research paper. In this respect, I am carrying out a study on Acceptability 

of male circumcision by the community as a means of HIV/AIDS prevention in 

Nyanza District, Rwanda As male circumcised in one of these institutions. I would like 

to request your to help in taking part in this study. The information you will provide through 

this questionnaire will be used only for the academic purposes and will be treated with high 

confidentiality. 

 

 

Name & signature of participant 

 

 

Name..............................................                                          Signature 

 

Date.............................................. 

 

 

Name & signature of researcher  

 

Name...............................................                                    Signature 

 

 

Date............................................... 
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APPENDIX 4: CONSENT FORM TRANSLATED INTO      

KINYARWANDA 

 

Bwana /Madamu, 

 

Ndi umunyeshuri muri Kaminuza ya Mount Kenya mu cyiciro cya 3, none ndi kwandika 

igitabo kijyanye no kurangiza kwiga icyo cyiciro. Muri urwo rwego ndi gukora 

ubushakashatsi kwemere kwi siramuza kimwe muburyo bwo kwirinda virusi tera sida mu 

karere ka Nyanza.Nabasa ko wamfasha muri ubwo bushakashatsi. Nabizeza kandi ko 

amakuru muzatanga azakoreshwa mu ibanga rikomeye kandi agakoreshwa mu rwego 

rw’ubushakashatsi gusa.  

Tubashimiye ubufatanye. 

 

Amazina & umukono by’ubazwa 

 

 

Amazina.............................................                                          Umukono 

 

Itariki............................................. 

 

Amazina & umukono by’Umushakashatsi 

 

 

Amazina...............................................                                    Umukono 

 

 

Itariki............................................... 
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APPENDIX 5: QUESTIONNAIRE FOR MALE CIRCUMCISION 

 

SECTION A: DEMOGRAPHIC DATA 

1. Age ………….. 

2. Marital status  

1. Single 

2. Married 

3. Divorced 

4. Separated 

5. Widowed 

6. Cohabiting 

2. Religion 

1. Catholic 

2. Moslem 

3. Protestant  

4 Traditional religions  

5. Others (specify) …………………………………..  

3. Educational level.  

1. None 

2. Primary 

3. Secondary 

4. College 

5. University 

4. Occupation.  

           1. Student 

2. Formally employed 



73 

 

3. Self employed 

4. Unemployed 

SECTION B: KNOWLEDGE ON MALE CIRCUMCISION 

 

5. Have you ever heard of male circumcision?  

1. Yes 

2. No 

6. If yes, which is your source of information? (Multiple responses permitted)  

1. Health personnel 

2. Media 

3. Teacher 

4. Relatives 

5. Friends 

6. Church 

4. Others, (specify 

7. Do you know male circumcision? 

1. Yes 

2. No 

8. Can male circumcision offer partial protection against HIV?  

1. Yes 

2. No 

3. Not sure 

9. Do you think male circumcision can provide genital hygiene?  

1. Yes 

2. No 

10. Does male circumcision reduce sexual pleasure? 
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1. Yes 

2. No 

3. Not sure 

11. Is male circumcision a highly risk operation when performed in a hospital facility with 

proper equipment and competent personnel?  

1. Yes 

2. No 

3. Not sure 

12. Do you think it is advisable for circumcised men to use condoms to protect themselves 

against HIV?  

1. Yes 

2. No 

13. Do you know of any facility in your area offering male circumcision services? 

1. Yes  

2. No 

14. If yes, where is male circumcision services offered in your area? Multiple responses 

permitted  

1. Health Center 

2. Hospital 

3. Homes 

4. Bush 

5. Others, (specify)………………………………………………………. 
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3. SECTION C: SOCIO- CULTURAL BELIEFS 

 

15. Do you come from a religion that practices male circumcised?  

1. Yes 

2. No 

16. Is male circumcision considered to be an embarrassing procedure in your 

     Community?  

1. Yes 

2. No 

17. Do you think you can suffer rejection from your community by accepting to be 

circumcised?  

1. Yes 

2. No 

 

4. SECTION D: UPTAKE OF MALE CIRCUMCISION 

 

18.  What was the reason of practice male circumcision? (Multiple responses permitted)  

1. Medical reasons 

2. Cultural reasons 

3. Hygiene purposes 

4. Cosmetic reasons 

5. Prevention against STIs and HIV. 

6. Others, (specify)……………………………………………………… 

19. Would you undergo male circumcision if it offers partial protection against HIV? 

1. Yes  

2. No 
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20. Would you advice your male relatives or friends to go for male circumcision? 

1. Yes  

2. No 

21. Do you have any fears of undergoing male circumcision?  

1. Yes 

2. No 
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APPENDIX 6 : TRANSLATED QUESTIONNAIRE FOR MALE 

CIRCUMCISION INTO KINYARWANDA 

 

ICYICIRO A: AMAKURU KWIRANGA MIMERE 

 

1. Imyaka………….. 

2. Iranga mimerere  

1. ingaragu 

2. uwubatse 

3. umupfakazi 

4. uwatandukanye 

5. Umupfakare 

6. Ababana muburyo butemewe 

2. Idini 

1. Gaturika 

2. Umuyisiramu 

3. Umuporasitanti 

4 Idini gakondo  

5. Ayandi madini …………………………………..  

3. Ikiciro cyamashuri  

1. Ntiyize 

2. Amashuru abanza 

3. Amashuri yisumbuye 

4. Coreje 

5. Kaminuza 

4. Icyo akora.  

1. Umunyeshuri 
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2. umwuga wemewe 

3. Uwikorera 

4. Udakora 

ICYICIRO B: UBUMENYI KOBIJYANYE NO KWISIRAMUZA 

 

5. Wigeze wumva ibijyanye no kwisiramuza?  

1. Yego 

2. Oya 

6. Nimba ari yego nihe wakuye amakuru?  

1. Abakozi bokwa muganga 

2. Ibitangaza makuru 

3. Abarimu 

4. Abomufitanye isano 

5. Inshuti 

6. Urusengero 

4. Ahandi,  

7. Kwisiramuza urabizi? 

1. Yego 

2. Oya 

8. Ese kwisiramuza birinda kwandura virusi itera sida?  

1. Yego 

2. Oya 

3. Ntabyo nzi 

9. Kwisiramuza bituma umuntu agira isuku kugitsina?  

1. Yego 

2. Oya 
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10. Kwisiramuza bigabanya uburyohe  mu mibonano mpuza bitsina? 

1. Yego 

2. Ayo 

3. Ntabyo nzi 

11.Ese kwisiramuza bigabanya ingorane umuntu yahuranazo iyo bibereye kubigo 

by’ubuzima nabakozi babifitiye ubumenyi 

1. Yego 

2. Ayo 

3. Ntabyo nzi 

12. Ese nibyiza gukoresha agakingirizo mu kwirinda virusi itera sida  kumuntu wisiramuje 

? 

1. Yego 

2. Oya 

13. Waba uzi ahantu wabona serivici zijyanye no kwisiramuza? 

1. Yego 

2. Oya 

14. Niba ariyego nihe wabona ubwoburyo aho mutuye? 

1. Ikigonderabizima 

2. Ibitaro 

3. Murugo 

4. Mugihuru 

5. Ahandi, ………………………………………………………. 
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3. ICYICIRO C: UMUCO IMIBEREHO MYIZA N’IMYEMERE 

 

15. Waba uturuka mwidini riha agaciro igikorwa cyo kwisiramuza?  

1. Yego 

2. Oya 

16. Ise kwisiramuza bifatwa gute muri sosiyete ? 

1. Yego 

2. Oya 

17. Abatarisiramuje sosiyete ntibemera ? 

1. Yego 

2. Ayo 

 

4. ICYICIRO D: KWISIRAMUZA 

 

18.  Ni cyatumye wisiramuza?  

1. Impamvu zo kwamuganga 

2. Impamvu z’umuco 

3. Impamvu y’isuku 

4. Impamvu yo kwikingira 

5. Kwirinda virusi itera sida n’indwara zandurira mumibonano mpuza bitsina 

6. Ibindi,………………………………………… 

19. Waba warisiramuje ushaka kwirinda virusi itera sida? 

1. Yego 

2. Oya 

 

20. Ese waba wifuriza inshuti zawe nabo mufitanye iso gukora igikorwa cya kwisiramuza? 
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1. Yego 

2. Oya 

21. Waba utinya igikorwa cyo kwisiramuza?  

1. Yego 

2. Oya 

 

 

 

 

 

 

Source:Nyanza district map(2013) 


