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ABSTRACT

Male circumcision (MC) is now recommended as an additional public health

intervention to reduce HIV infections. As a consequence, preparations are underway to

roll-out projects promoting circumcision among men, especially in communities that do

not traditionally practice it, and where HIV prevalence rates remain high. However, there

is still limited research on how such projects can be successfully implemented, especially

in communities in Kenya where MC is not a cultural practice. Against this backdrop, this

study assessed factors influencing planning and implementation of the MC intervention

for HIV prevention in Nyando District, Kenya. The objecrives of the study were to:

assess attitudes and willingness to accept MC; identify psychosocial factors influencing

successful planning and implementation of the MC intervention; establish the feasibility

of planning and implementing the MC intervention within the local healthcare delivery

system; and determine how to integrate Me into community-wide HIV prevention

programs.

The study was a descriptive research, which combined qualitative grounded

theory methods with a quantitative cross-sectional design, in two phases of data

collection. The target population was men and women, aged 15 to 34 years inhabiting

Nyando division of Nyando district (N=50,OOO), the community's opinion leaders, and

local health providers. Purposive sampling technique was employed to obtain a sample of

local community leaders, youths and adults, and health providers to participate in focus

group discussions and key informant interviews. Multistage sampling technique was used

to select approximately 413 men and women aged between 15 to 34 years to respond to

structured questionnaires. Qualitative data was analyzed through content analysis of

discussion and interview transcripts, creating categories, themes, and patterns. The data

were then evaluated and analyzed to determine the usefulness of the information in

answering research questions. For the quantitative data analysis, means and percentages

were used to summarize the data; multinomial logistic regression analysis was used to

examine demographic factors associated with willingness to circumcise. In addition,

Pearson Chi square (X2) test for independence was employed to assess association

between belief factors and willingness to circumcise.

The results showed that majority of uncircumcised men (71 %) expressed

willingness to circumcise. Also, majority of men (87%) and women (96%) expressed

willingness to circumcise sons. Willingness to circumcise was higher among young males
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approximately 3,000,000 people (CBS, 2006). Compared to other ethnic groups in

Kenya, the Luo community has the highest prevalence of 21%; 18% for males and 26%

for female (Montana et al., 2007). Rural areas of Nyando, Migori and Suba districts lead

in HIV prevalence in the province (NACC 2007).

There appear to be several reasons for high HIV prevalence in Nyanza province,

in it and among its Luo-inhabited districts such as Nyando. First, Nyanza is a major

overland trade route, with several truck-stops on the interstate highway feeding Uganda,

Rwanda, Burundi and Congo. The trade route cuts through Nyando district, with a busy

stop-over in the district's headquarters at Awasi Town. Commercial and unprotected sex

with truck-drivers at these stopovers has been. blamed for the relatively high mv
prevalence among communities living along the highway (Adari, 2004). As a result, HIV

gradually migrated along sexual dyads which link urban and rural networks, leading to

rapid increases in HIV/AIDS in rural areas (Luke, 2002).

Secondly, IPAR (2004) identified poverty as another causal (as well as

consequent) factor for high HIV infections in the region. It is the leading predisposing

factor to casual sex and promiscuity. Furthermore, poverty is perpetuated by the high cost

of taking care of the medical and nutritional needs of the infected, funeral expenses, .

increased dependency from the swelling number of orphans, reduced number of hours

spent in economic activities to take care of the ill and lack of will and hopelessness.

Thirdly, the relatively high HIV prevalence among the dominant Luo ethnic group

has been associated with risky cultural practices such as ter (widow inheritance),

polygamy, and other practices that include sex before ceremonies like harvesting,

opening of new house or home, and or marriage of sons (Agot et al., 2007; Caldwell &

Caldwell, 1994; Luke, 2002; IPAR, 2004). Luke (2002), however, observed that wife

inheritance factor should be considered within the context of other socio-cultural factors
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since there are some other ethnic groups in Kenya, like the Maasai, that practice women-

sharing,but have low HIV prevalence.

Fourthly, high sexual risk behaviors along the shores of Lake Victoria such as

sex-for-fish (joboya) and carefree lifestyles of the beach community, have also been

associated with high HIV infections in the region (IPAR, 2004). Beach culture is

conducive to casual and commercial sexual practices, hence playing a major role in the

spread of the scourge, not only among the Luo but in the Lake Victoria gulf in East

Africa. The peculiar characteristics of the beach community are that men have sex at

random and can change partners at leisure; and each woman at the beach must have a

husband at anyone time, to be assured of fish supplies and other favours; and in addition

condom use is low. The consequences of the beach culture are felt not only among the

immediate community but also in many neighboring hinterlands. This is because as the

beach people move to the hinterlands to visit spouses and relatives, they can)' the virus

alongwith them (IPAR, 2004).

Lack of circumcision has also been considered a risk factor for HIV infection

among the Luo. Unlike the great majority of others in Kenya, the Luo do not practice

traditional Me (Agot et al., 2004). Several prior studies in Kenya have shown a

significant relationship between Me and HIV risk (Auvert et al., 2001). KDHS (2003)

found that in Nyanza Province, 21 percent of men who were uncircumcised were HIV

infected, compared with 2 percent of those who were circumcised. Moreover, KAIS

(2007) reported that 13 percent of men who were uncircumcised were HIV infected,

compared with 3 percent of those who were circumcised. These evidences make an

urgent case to explore how projects to promote Me can be designed and implemented

among the Luo community.

Approximately 30% of adult men worldwide are circumcised. In SSA, about two-

thirds of men are circumcised (WHO&UNAIDS, 2007a). Me is practiced by many
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communities in Kenya, largely for religious and cultural reasons (NASCOP, 2008).

Approximately 84% of Kenyan men are circumcised (KDHS, 2003). More than 90% of

men are circumcised in North Eastern, Eastern, Coast, and Central Provinces; more than

80 percent in Nairobi, Rift Valley and Western Provinces. In Nyanza, MC prevalence

overall is 46%, although there is wide variation within districts ranging from 17% to 99%

(NASCOP, 2008). Approximately 90% of Luo men are not circumcised (Buve et al.,

l 2000). In Luo-inhabited districts of Nyanza province, the few cases of MC have generally

resulted from clinical indications and religious reasons, especially among Nomiya

Church, which requires its male members to circumcise (Matson et al., 2005).

The hypothesis that MC might reduce risk of HIV infection was first proposed in

1986 by Fink (Bongaarts et aI., 1989; Fink, 1987). Several biological research

explanations have been documented to explain how MC may reduce the risk of HIV

infection. Some research evidence suggest that removal of the foreskin reduces ability of

HIV to penetrate the skin of the penis, and that on the underside of the foreskin are

located many special immunological cells such as Langerhans cells which are prime

targets for HIV (Morris, 2007; Moses et al., 1998; Weiss et aI., 2000). Other explanations

are that the uncircumcised penis is more susceptible to minor trauma (small tears in the

delicate skin of the inner surface of the foreskin) during sexual intercourse, which could

allow a portal of entry for mv (Morris, 2007). Further, some research evidence suggests

that uncircumcised men are more prone to ulcerative disease and other STIs (Husain &

Lahner, 1995). Moreover, there are some research evidence suggesting that the preputial

sac serves as a reservoir for pathogenic organisms present in the pool of smegma (a

whitish film consisting of neutral lipids, fatty acids, sterols and exfoliated cells) that

accumulates beneath the prepuce (Aral & Holmes, 1999; Husain & Lahner, 1995). These

factors can enhance HIV transmission (Morris, 2007; Simon et al., 2006).
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local health facilities are often overburdened and resource-limited. It is not known the

implicationof introducing Me into the existing healthcare service delivery system.

There is limited research on how Me projects can be successfully planned and

implemented, especially in Nyando and other rural regions of Kenya's Nyanza Province,

with high HIV prevalence, and where Me is not a cultural practice. This creates a gap

between Me policy design and the socio-cultural, contextual, and programmatic

implicationsof the new intervention.

1.3 Objectives of the Study

The overall objective of this study was to 'explore factors that influence planning

and implementation of the Me intervention in HIV prevention in Nyando District,

Kenya.Specific objectives were to:

1. Assess the attitudes and willingness to accept Me intervention.

2. Identify psychosocial factors influencing the successful planning and implementation

of the Me intervention.

3. Establish the feasibility of planning and implementing the Me intervention within the

local healthcare delivery system.

4. Determine how the Me intervention can be integrated into community-wide HIV

prevention programs.

1.4 Research Questions

Answers to the following research questions were sought:

1. What are the attitudes and willingness to accept Me intervention?

10



\
2. Which psychosocial factors int1uence the successful planning and implementation of

the MC intervention?

3. What is the feasibility of planning and implementing the MC intervention within the

local healthcare delivery system?

4. How can the MC intervention be integrated into community-wide HIV prevention

programs?

1.5 Justification of the Study

Research evidence showing a HIV preventive effect of MC suggests need to

strengthen HIV prevention programs by including MC as an additional strategy for

reducing HIV prevalence in highly affected regions with low MC prevalence. The Luo,

one of the largest ethnic groups in Kenya, inhabiting Nyanza Province, is traditionally

non-circumcising, and has the highest HIV prevalence. Nyando district has a very high

disease burden in the province, and is among the HIV hyper-endemic districts in the

province (NACC, 2007). The HIV/AIDS pandemic has reversed many of the health,

social and economic development gains made over the past several decades by the

community (NACC, 2007). Reducing HIV infection among Luo men through MC may

significantly reduce infection of women (Moses et al., 1998). Little is known about

whether MC interventions would be feasible or acceptable among the Luo community.

This study has generated data that will inform planning and implementation of such

projects. In addition to generating data on various socio-cultural factors that may

potentially int1uence MC project planning and implementation, the study assessed views

of appropriate approaches to improve its adoption and sustain ability of MC projects in

such communities. The study provides data that informs national and international policy
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designon MC promotion for HIV prevention, as well as reinforcing the existing public

healthpolicyand preventive interventions.

It is anticipated that this study will be a valuable reference document on planning

and implementingMC projects and how to integrate Me services into existing HIV

preventivestrategies.There is a dearth of studies, especially conducted in communities of

Nyandodistrict, focusing on factors influencing planning and implementation of Me

projectsfor HIV prevention. The study has generated invaluable data to projects that are

planningto promote Me as an additional HIV preventive strategy in Nyando, the wider

yanzaProvince,and other regions in SSA with generalized and high HIV prevalence.

Additionally, the findings and recommendations adduced from this study should

guidethe Ministry of Health and other public health practitioners in Nyando district and

thewiderNyanza province in decision-making and policy design aimed at reducing new

HIVinfectionsand reversing the socio-economic impact of the pandemic. Moreover, the

generalpopulation of Nyando district will also benefit from this study. The study will

make recommendations on most appropriate models for delivering Me services for

preventingHIV, a pandemic that has significantly reversed socio-economic development

in the district (GOK, 2002). Since research is a process, this study should also provide a

pringboardfor further research on how to plan and integrate Me into existing HIV

preventive strategies, especially in resource-limited and HIV hyper-endemic

communities.

1.6 Scopeand Limitations of the Study

This study was geographically limited to Nyando division, Nyando district, in

yanzaprovince of western Kenya. Six randomly selected rural villages of the division
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were included. Not all residents were interviewed. Instead, purposive and random

samplingprocedures were employed for the qualitative and quantitative aspects of the

study respectively. Due to limitations arising from the nature of qualitative research

methods employed, qualitative findings of this study may be limited in its extent of

generalization.However, the data provides useful insights for programmatic planning and

implementationof the MC intervention in Nyando and other regions. Furthermore, this

studydoes not assess whether MC can reduce risk of HIV infections in the study area. It

focuseson how socio-cultural and related factors around MC can influence planning and

implementationof MC projects in Nyando district:

1.7 Organization of the Thesis

This thesis comprises of seven chapters. Chapter 1 gives background to the

researchproblem. It provides a contextual background to HIV/AIDS situation in Nyanza

Province, Luo cultural practices with regard to HIV and a contextual background to the

HN protective effect of MC. It also presents rhe problem statement, study objectives,

researchjustification, and scope and limitations of the study. Chapter 2 gives a review of

studies on the HIV situation in Kenya and current HIV preventive strategies. It also

reviews literature specific to MC and HIV prevention, acceptability of MC and factors

that influence its uptake. In addition, it presents a conceptual framework for the study.

Chapter 3 outlines the study area, research design, study population and sample, and

methodsused to collect and analyse the data.

Chapter 4 highlights the socio-demographic characteristics of the survey

respondents and results on acceptability of MC among men and women in the study.

Chapter5 is devoted to perceived factors influencing implementation of MC projects and
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adoptionof the practice in the study area. It presents qualitative and quantitative data on

perceived barriers and facilitators to planning and implementation of MC projects.

Chapter 6 focuses on the feasibility of implementing MC projects into the local

healthcare delivery system, and how the MC intervention can be integrated into existing

community-wide HIV prevention programs in Nyando. Chapter 7 discusses study

conclusions and recommendations for future policy and research.
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CHAPTER TWO

LITERA TURE REVIEW

2.0 Introduction

This chapter reviews literature on factors influencing planning and

implementationof MC projects for HIV prevention. It includes literature on HIVIAIDS

situationin Kenya, its impact, and current HIV prevention strategies. Research evidence

on the relevance of MC as a HIV preventive measure is also highlighted. Besides,

literatureis reviewed on attitudes and willingness to uptake MC and factors influencing

planning and implementation of MC in HIV/AIDS prevention projects. Perceptions of

healthproviders of feasibility of introducing safe medical MC services in health facilities,

and ways of integrating MC into existing HIV preventive strategies and projects are also

explored. Finally, a conceptual framework for the study is presented.

2.1 The HIV IAIDS Situation in Kenya

From a single reported case in Kenya in 1983, national HIV prevalence rose

sharply,from as low as five percent in 1990 to as high as 14% national prevalence rate in

the adult population aged 15-49 years in 2001 (NACC, 2005; 2007). As a result of multi-

sectoral responses and synergistic efforts of projects working toward preventing and

managing the pandemic, overall national prevalence has been on a steady decline. Two

most recent population-based surveys have been conducted to document the HIV

situation in Kenya (KDHS, 2003; KAIS, 2007).

KDHS (2003) estimated HIV prevalence among Kenyan adults age 15-49 at

6.7%. Five year later, KAIS (2007) reported that 7.8% of adults age 15-49 are infected
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withHIV, the virus that causes AIDS. Success of HIV care and treatment, leads to more

HIVinfected people surviving longer, and thus partially explains this slight increase in

HIVprevalence (Makokha, 2007; Montana et al., 2007). According to HIV service data,

about 10,000 adults were on the life-saving anti-retroviral therapy (ART) in 2003

comparedto 190,000 by the end of June 2008 (NASCOP, 2008). As more people access

ART,more HIV infected people survive and the higher the likelihood of a slight increase

in IllV prevalence (UNAIDS, 2008). This trend suggests need to strengthen HIV

preventiveprograms to reduce new infections (NACC, 2008; NASCOP, 2008; Simon et

al., 2006; UNAIDS, 2006). However, little research has been done to understand

communityperceptions of how to plan and implement MC services in HIV prevention

projects,especially in Nyando district in Nyanza Province.

2.1.1 Gender disparities in HIV prevalence

Results of KDHS (2003) and KAIS (2007) revealed gender variations in HIV

prevalence across all categories of the population. According to KDHS (2003), HIV

prevalence in women aged 15- 49 years was nine percent while for men was under five :

percent.KDHS further revealed that HIV prevalence rate among young girls aged

between 15- 24 was 5.8% compared to 1.2% for young men in the same age range.

Moreover,the survey showed that gender difference was most pronounced among young

people in the 15-24 age range, where female prevalence is nearly five times higher than

maleprevalence. Results of KAIS (2007) reported HIV prevalence of 8.7 percent among

women aged 15-49, compared to 5.6% among men. The survey further reported that

young women aged 15-24 are more likely to have HIV compared to young men in the

same age group. The KAIS report further revealed that approximately two thirds of the
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estimated 1.4 million people in the country living with HIV are women. This review

suggeststhat in Kenya, women still bear the heaviest HIV burden.

Farmer (2001) asserted that gender inequalities of HIV infection could result from

several factors including biology, poverty and the social construction of HIV/AIDS. In

terms of biology, Morris (2007) observes that several factors explain the greater

susceptibilityof heterosexual women to infection from HIV than men. Firstly, the greater

area of mucous membrane is exposed during sex in women than in men. The second

factoris micro-tears that may occur in vaginal (or rectal) tissue as a result of heterosexual

penetration. Thirdly, the greater quantity of fl~ids transferred from men to women.

Lastly, the higher viral content of male sexual fluids deposited into the woman during

unprotectedheterosex.

On social construction of HIV/AIDS, Farmer (2001) further argued that gender

norms may also have an impact on HIV transmission. For example, in many African

cultures, gender norms allow men to have more sexual partners than women, and

encourage older men to have sexual relations with much younger women. Furthermore,

women are socialized as relatively powerless to make sexual decisions and thus are at

higher risk of HIV infection than men (Glynn et al., 2001). Moreover, biased power

relations in sexual negotiations inhibit many women from abstaining from sex or

negotiating condom use (Flood, 2003; Idele, 2002; UNAIDS, 2006). Additionally,

poverty and economic disparities between men and women in developing countries,

partiallyexplain the gender inequality in HIV infection (Farmer, 2001).

The combination of biological and socio-cultural factors implies that, in most

places where heterosexual sex is the main mode of HIV transmission, such as in Nyanza
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province of Kenya (Auvert et al., 2001; Buve et al., 2000), infection rates are much

higher among young women than among young men (KDHS, 2003; KAIS, 2007). This

suggeststhat HIV preventive strategies can only be viable and effective prevention option

for women if it is implemented as part of a multi-faceted package of interventions that

seekto redress deep-rooted gender inequalities, and where men are effectively targeted in

efforts of preventing new infections. Westercamp and Bailey (2006) argued that if

sufficientnumbers of males take individual steps to avoid HIV infection, there could be

an effect similar to 'herd immunity' since preventing men from becoming infected will

alsoprotect their sex partners. Limited studies have been conducted to understand socio-

cultural beliefs and community perceptions that influence willingness to accept and

support MC as a HIV preventive measure. This study explored socio-cultural factors

influencing the planning and integration of MC as an additional, HIV preventive strategy

in Nyando district of Kenya's Nyanza Province.

2.1.2 Rural- urban disparities in HIV prevalence

KDHS (2003) reported an average urban prevalence of 10-12% which was nearly

twice that in rural areas estimated at 5-6%. The absolute number of people infected is

larger in rural than urban areas since 80% of the population lives in rural areas (Idele,

2002).A comparison of HIV prevalence estimates from KDHS (2003) and KAIS (2007)

shows a marginal decline in mv prevalence in urban areas, among adults aged 15-49

years from 10% in 2003 to 9.2% in 2007. Rural areas reported an increase in HIV

prevalence from 5.6% in 2003 to 7.4% in 2007. Montana et al. (2007) attributed this to

increased access to HIV educational and preventive services in urban areas than rural
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areas. This suggests need for strengthening HIV preventive programs in rural areas,

especiallywhere HIV prevalence is high.

KAIS (2007) further reported that higher prevalence in rural areas was more

pronounced in men than in women. This suggests that HIV preventive services in rural

areasshould be used as an opportunity to address the sexual health needs of men, and to

promote safer and responsible sexual behaviour. This study investigated factors

influencingthe introduction of MC as an additional HIV preventive strategy that focuses

on male involvement in Nyando, a rural setting in Nyanza Province.

2.1.3 Regional and ethnic disparities in HN prevalence

KDHS (2003) and KAIS (2007) both showed significant provincial disparities in

HIV/AIDS prevalence surveys. According to KDHS (2003), Nyanza Province had an

overall prevalence of 15.1%, followed by Nairobi with 10%. All other provinces had

levels between four and six' percent overall, except North Eastern where no respondent

tested positive. KAIS (2007) also reported provincial disparities in HIV prevalence.

Provinces with the highest HIV rates include Nyanza (15.3%), Nairobi (9%), Coast

(7.9%), and Rift Valley (7%). North-Eastern province has the lowest HIV prevalence at

one percent. Nyanza province accounted for nearly half of infected adults in Kenya

(KAIS, 2007). Nyanza province comprises of 18 administrative districts of which 11 are

predominantly inhabited by Luo, six by Gusii, and one by Kuria ethnic groups (Kenya

NationalBureau of Statistics [KNBS], 2008).

Significant variance in HIV prevalence also exists among Kenya'S ethnic groups.

According to KDHS (2003), the group of people aged 15-49 and identifying themselves

as Luo had the highest prevalence (22%), with 17.5 percent of men and 25.8 percent of
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femalesinfected with HIV. KDHS (2003) revealed that HIV prevalence among the Luo

wasmuch higher than that of other larger ethnic groups in Kenya (7% for Luhya, 5% for

Kikuyu, 5% for Kamba, 3% for Kalenjin, and another 3% for other ethnic groups

combined).KIAS (2007) also reported highest HIV prevalence among the Luo compared

toother ethnic groups.

The high HIV prevalence and low MC prevalence in Luo Nyanza (Adari, 2004;

Agot et al., 2004; Caldwell & Caldwell, 1994, 1996; Luke, 2002) suggests that greatest

publichealth impact could result from prioritizing expansion of MC services for younger

males, among whom HIV prevalence may still be relatively low but incidence could be

high now, or in subsequent years (WHOIUNAIDS, 2007b). However, there is limited

researchevidence to inform MC policy design on socio-cultural implication of promoting

MC for HIV prevention. Hence, this study investigated factors influencing planning and

implementationof MC in HIV projects in rural Nyando of Nyanza Province.

The Kenya National AIDS Strategic Plan ([KNASP]-2005/6-2009110) notes that

managementof HIV in the next five years will largely depend on prevention of new HIV

infections in the 15-49 range and among populations that will be entering this age range

(NACC, 2005). KNASP recognizes the need to upscale already existing prevention

strategies, prioritizes on conducting further research to identify and integrate new

preventive measures into existing ones. The new preventive approaches would enhance

already existing ones to decrease the risk of infection among the general and high-risk

populations (Bailey et al., 2007; Muula, 2007). MC is now recommended as an additional

public health intervention to reduce HIV infections (WHOIUNAIDS, 2007b).

Consequently, preparations are underway to roll-out projects promoting circumcision
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among men, especially in communities that do not traditionally practice it, and where

HIVprevalence rates remain high. However, there is a dearth of research on how MC can

be successfully implemented, especially in communities in Kenya where MC is not a

cultural practice. Hence, this study investigated factors influencing planning and

implementationof MC projects in rural Nyando of Nyanza province.

2.2 Planning and Implementing Interventions to Prevent New mv Infections

Over 90% of HIV infections in African adults result from heterosexual

intercourse. The main strategies adopted in Kenya to prevent heterosexual HIV

transmission are increasing availability and access to counselling and testing; condom

promotion, strengthening treatment programs for STIs; more effective, targeted

behaviour change communication, and promoting abstinence, consistent safe sex and

delayedsex debut among young people (NACC, 2005).

NASCOP (2008) observed that, although success has been reported in individual

efforts to prevent HIV infection, the overall impact of HIV prevention efforts remains

limited. The KAIS (2007) reported that among adults aged 15-49 years, HIV incidence

(proportions of new infections) in 2007 has remained the same since 2003. In addition,

the survey revealed that 83 percent of the HIV-positi ve participants were unaware of their

current status, 57 percent of them had never taken an mv test, and 26 percent said they

were HIV-negative but later tested positive. Unaware of their HIV status, these

individuals are not only likely to miss the opportunity to access HIV care and treatment

in time, but also more likely to infect their spouses and/or sexual partners. This suggests
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need for strengthening HIV preventive programs to stem new infections, especially in

communities where HIV prevalence is high.

Gender and sexuality are key factors in explaining patterns of HIV transmission

and response to preventive messages (Campbell, 1995; Farmer, 2001; Flood, 2003).

Moreover, adoption of effective or ineffective HIV risk-reduction strategies depends on

social construction of gender and sexuality (Doyal, 1994; Lindegger & Durrheim, 2000;

Mahalik et al., 2007). Additionally, women's inferior economic and social status

increases their vulnerability to HIV and limits their ability to control their sexual and

social lives and protect themselves (Farmer, 2001). Protecting women from HIV

infection heavily depends on male involvement (Flood, 2003). However, heterosexual

men's role in the sexual transmission of HIV has rarely been addressed in research and in

educational campaigns (Connell, 2003; Flood, 2003; Lindegger & Durrheim, 2000).

Promotion of HIV interventions in Kenya thus needs to factor in the socio-cultural
.

context and men's understandings and practices that limit their adoption of safer sexual

behaviours.This study seeks to investigate attitudes and willingness of young Luo men of

ruralNyando to adopt of MC for HIV prevention.

Several socio-cultural aspects of heterosexual men's understandings and practices

limit their adoption of mv preventive behaviours such as abstinence, fidelity to one

uninfected partner, and condom use. First, sexual control and knowledge in many

cultures are constructed as male (Campbell, 1995; Barker & Ricardo, 2005; Mahalik et

al., 2007; Wilton 1997). If men are expected to be more knowledgeable and experienced

about sex, they would be less likely to seek information or learn about HIV prevention

from women. Secondly, penis-in-vagina intercourse and male intravaginal ejaculation is
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understood in some cultures as what defined 'real sex' (Bowleg, 2004; Connell, 2003;

Wilton, 1997). Thirdly, in many cultures, male achievement of intercourse with girls and

womenis conceived as an important source of masculine status (Bowleg, 2004; Holland

et al., 1994; Kimmel, 1994). Such norms can pressure young men into experimenting

with sex in unsafe ways, and at a young age (Gupta, 2001). Furthermore, in some

cultures, men distinguish between two types of women, "clean" and "unclean", on the

basis of their appearance and behaviour, and perceive the need to take precautions only

with the latter (Waldby et al., 1993; Wight, 1993). These reviewed studies reveal that

HIV prevention projects need to factor in the cultural context and male perceptions of

their sexuality and their adoption of mv risk-reduction strategies. Previous studies have

identified cultural perceptions and practices as key barriers to sexual risk reduction in

Nyanza Province, Kenya (IPAR, 2004). Thus, there is need to explore socio-cultural

factors that limit adoption of safer sexual behaviour among men .
.

Furthermore, Flood (2003) qualitatively explored why young heterosexual men do

not use condoms. From the study, several themes emerged to account for non-use of

condoms among the participants. Condoms were perceived to decrease penile sensation,

difficult to use, and inhibited sexual intimacy. Moreover, condoms were perceived

interrupt the "heat of the moment" of sexual episodes. This "moment" was defined as

passionate, sexually and emotionally intense, and verbally silent, and unable to

accommodateawareness or considerations of prophylaxis (such as condom use) or of the

possibleconsequences of the episode. Furthermore, young men emphasized the notion of

trust and the perception that condom use could not be used stable, regular sexual

relationships. Flood's study focused on adoption of condom use among young men. Few
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studiesin Kenya have explored perceived factors influencing promotion of MC to reduce

riskof HIV infection among males in Nyando division of Nyando district, Kenya.

KAIS (2007) found that among sexually-active, HIV-infected participants, less

than half had ever used a condom and less than 20 percent used a condom the last time

they had sex (KAIS, 2007). Other studies have found that many people do not use

condomsconsistently with their regular partners or spouses (KDHS, 2003; Welsh et al.,

2001). Previous studies in Kenya reported that condoms are often perceived as

ineffective, difficult to use, reduces pleasure, and may imply lack of trust in partner

(Buve et al., 2002; KDHS, 2003; Pulerwitz et al., 2006). Additionally, alcohol and

substance abuse may also lead young people to forget to use condoms (Kamau, 2006).

These results suggest an urgent need to strengthen HIV preventive strategies to prevent

newinfections.

Studies reviewed in this section show that there is need to integrate additional

effective strategies, which appreciate that HIV prevention must account for social

construction of masculinity and safe sex, to boost the synergistic effect of HIV

prevention. Moreover, both women and men should be empowered to challenge unequal

power relations and narrow constructions of gender and to transform the wider gender

and sexual relations within which HIV transmission occurs (Flood, 2003). MC has been

equated to an effective, partially protective vaccine in the fight against AIDS (Klausner et

al., 2008; Morris, 2007; Williams et al. 2006), and which centrally locates men in the

HIV preventive efforts. Kenya's MOH has included MC as an additional strategy for

preventingheterosexually acquired HIV infection in men (NACC, 2008). It is critical that

clear and correct information is provided on the continuing need for other HIV
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preventionmeasures, This will be necessary to prevent men developing a false sense of

securityand engaging in high-risk sexual behaviours which could undermine the partial

protection provided by MC. Promotion of MC services should appreciate the cultural

context (WHOIUNAIDS, 2007b). There is need to explore socio-cultural issues to

consider the context of introducing or expanding availability of MC services in non-

circumcisingcommunities of Nyanza province.

2.3 Willingness to Accept Me as a HIV Preventive Strategy

Based on epidemiological, clinical and ,experimental evidence, MC has been

shownto have a significant impact on the HIV pandemic in selected areas (Auvert, et al.,

2005; Bailey et al., 2007; Gray et al., 2007; Weiss et a!., 2000). Consequently,

WHOfUNAIDS (2007b) has recommended that MC be recognized and promoted as an

additional,important strategy for the prevention of heterosexually acquired HIV infection

in men. MC is common in many African countries, and is almost universal in North

Africa and most of West Africa (Drain et al., 2006; Thomas, 2003). In Kenya, the 2007

KAIS shows that over 80% of Kenyan men aged 15-64 years in all provinces except

Nyanza are circumcised. 89% of the 49% adults who are circumcised in the province are

from Kisii and Kuria ethnic groups, and few migrants living in the Province (KDHS,

2003). The 2003 KDHS reported that only 16% circumcision prevalence among Luo

men; these cases are generally due to medical indications and religion, especially the

Nomiya Church. Traditionally, unlike most other ethnic groups in Kenya, the Luo do not

practice MC (Buve et al., 2001). Most of male inhabitants of Nyando division, and the

largerNyando district, are of Luo origin and 99% of them are non-circumcised (KDHS,
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2003). Currently, there are efforts by MOH and other stakeholders to introduce Me

services in Luo Nyanza region, including Nyando division. Before and during

implementation of Me projects, there is need for an understanding of the project

community's Willingness to accept and support the intervention (WHOIUNAIDS,

2007b). Such an understanding will help to refine the project design and adapt it to

people's situations and cultures (Sawires et al., 2007).

Westercamp and Bailey (2006) reviewed 13 studies of the acceptability of Me in

sub-Saharan Africa to assess factors that will influence uptake of circumcision in

traditionally non-circumcising populations. Eight of these studies reviewed included

quantitative assessments of the acceptability of Me in six countries using interview

questionnaires. Four of the eight studies included women respondents. Willingness of

uncircumcised men to become circumcised varied from 29% in Uganda to 87% in

Swaziland. The variation depended in part on how the question was posed and the

context of the study. For example, one of the highest acceptability levels (81%) was

recorded in Botswana after an informational session in which participants were told about

the health benefits and risks associated with the procedure (Kebaabetswe et al., 2003). In

somestudies, adults were asked if they would be circumcised or prefer their partner to be

circumcised "if Me were proven to be protective against HIV and STIs" (Halperin et

ai., 2005; Lagarde et al., 2003). In others, participants were asked if they would accept

MC "if it were safe and affordable" (Kebaabetswe et al., 2003; Mattson et al., 2005;

Scottet al., 2005).

In Kebaabetswe et al.'s (2003) Botswana study, 316 male and 289 female

participants, age 18-74, in urban and rural settings, were interviewed. The results

26



reportedone of the highest Me acceptability levels at 81 percent. In Scott et a/"s (2005)

studyin rural Zulu South Africa, a cross-sectional convenience sample of 100 men and

44 women was surveyed. Fifty-one percent of uncircumcised men and 68 percent of

women favoured Me of themselves or their partners; while 50% of men and 73% of

women would circumcise their sons. In another study in Westonaria district, South

Africa,Lagarde et at. (2003) surveyed 482 men aged 19-29 years and 302 women aged

14-25 years. Results revealed that more than 70% of non-circumcised men stated that

they would want to be circumcised if Me were proved to protect against sexually

transmitteddiseases. Mattson et al. (2005) carried out a cross-sectional survey of 107

men and 110 women in Kenya's Nyanza Province. The study reported that 60% of

uncircumcisedmen and 69% of women who uncircumcised regular partners had reported

that they would prefer to be circumcised or their partners to be circumcised.

Westercamp and Bailey (2006) reported that in general, approximately the same

proportion of women would prefer circumcision for their partners or their sons as men

would prefer circumcision for themselves or their sons. In Botswana, Kenya, South

Africa and Swaziland, where men or women were asked about circumcision for their

sons, Westercamp and Bailey's review found that more adults would agree to the

procedure for their child than for their spouse or themselves. Approximately 75% of

parents would seek circumcision for their son if it was safe, affordable and shown to be

protectiveagainst mv and STIs. Across studies, the median proportion of uncircumcised

menwilling to become circumcised was 65% (range 29-87%). Sixty nine percent (range

47-79%) of women favored circumcision for their partners, and 71% (range 50-90%) of

men and 81% (70-90%) of women were willing to circumcise their sons. Studies
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restrictedto rural population found that 51% of men were willing to become circumcised,

whilemedian proportion in the same category was 45% (range 29-59%) in studies that

includedurban population (Westercamp & Bailey, 2006).

Although there are a number of previous quantitative studies on acceptability of

MC in SSA, all of these studies were however conducted from the hypothetical

perspectiveof 'if MC was confirmed as a HIV prevention strategy'. Acceptability studies

reviewedin this present study were all done before Me was conclusively recommended

as an additional HIV preventive strategy. Specifically, there is a dearth of studies on

acceptabilityand feasibility of neonatal circumcision; most previous acceptability studies

in SSA have focused on adult Me. Moreover, few acceptability studies have focused on

infant or neonate Me as a longer-term strategy to promote circumcision in the general

population,especially in communities that are traditionally non-circumcising (Sawires et

al., 2007; Muula, 2007). This study combined quantitative and qualitative methods to

explore willingness to accept Me among adult males, and readiness of potential or

currentparents to circumcise sons at infancy.

2.4 Psychosocial Factors Influencing Planning and Implementation of Me
Projects

Projects considering planning and implementing Me intervention for HIV

prevention must first conduct operational research to identify individual and socio-

cultural factors that either promote or inhibit successful roll out of the intervention in

community-specific contexts, and to determine the best models and packages for service

deliveryin different communities, populations, and ages (Muula, 2007 & Sawires et al.,

2007;WHOIUNAIDS, 2007b). Such factors, from previous research literature have been
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classified as a dichotomy of reasons against (inhibitorslbarriers) factors or reasons for

(facilitators) circumcision of males (Westercamp & Bailey, 2006).

Culture has emerged as a major barrier to acceptability and implementation of

MC projects (Westercamp & Bailey, 2006). In traditionally non-circumcising

communities, lack of circumcision has been mentioned as an aspect of the ethnic identity

of communities that do not traditionally practice Me, and served as an ethnic marker

primarily used by others (Bailey et al., 2002; Kebaabetswe et al., 2003; Lukobo &

Bailey, 2007; Ngalande et al., 2006). In both Botswana and Swaziland studies, only two

percent of participants felt that circumcision would lead to disapproval by their

community (Kebaabetswe et al., 2003). However, in Botswana 22% cited "cultural

reasons" as a factor in their decision not to circumcise their male child (Kebaabetswe et

aI., 2003). In communities that practice traditional circumcision, it is unacceptable to

remain uncircumcised, to the extent that forced circumcisions of older boys are not

uncommon example, (Bailey et al., 1999; Lukobo & Bailey, 2007; Nnko et al., 2001). In

Kenya, majority of ethnic groups, except the Luo, Teso and Turkana are traditionally

circumcising. This review suggests that there are a wide range of socio-cultural issues to

consider in the context of introducing or expanding the availability of male circumcision

services. These issues differ according to circumcision history and practice in different

communities. There is need to explore perceptions of non-circumcising communities of

how culture may influence planning and implementation of Me services for HIV

prevention.

Religion has also been mentioned in previous qualitative studies as a key

determinant of successful implementation of Me projects of to reduce risk of HIV
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infection(Westercamp & Bailey, 2006). MC is universally associated with Islam and is

also considered fundamental to some minority Christian and animist sects (Thomas,

2003;UNAIDS, WHO, 2007). There is no clear consensus on compatibility of MC with

Christianbeliefs (Lukobo & Bailey, 2007; Ngalande et al., 2006; Nnko et al., 2001;

Rain-Taljaardet al., 2003; Scott et al., 2005). Different study populations have reported

varyingperceptions of Christian churches' positions on MC, ranging from condemning it

as a pagan practice (Lagarde et al., 2003; Rain-Taljaard et al., 2003) to viewing the

practice as consistent with Christian tradition according to the Bible and Jesus'

circumcision status (Lukobo & Bailey, 2007; Ngalande et aI., 2006). In Kenya the

NorniyaChurch and a few other small Christian sects require circumcision for church

membership (Mattson et al., 2005). These results suggest that before MC projects are

planned and implemented in a country, it would be prudent to consult and collaborate

withreligious leaders to learn the stance of the various churches regarding MC. In many

cases, churches can act as helpful advocates or obstructive opponents and may have

significantinfluence on acceptability of MC (Westercamp & Bailey, 2006).

Apprehension about pain during and after the procedure has been reported to be a

barrier to MC acceptability in most qualitative studies (Bailey et al., 2002; Kebaabetswe

et aI., 2003; Lukobo & Bailey, 2007; Ngalande et al., 2006). Fear of excessive bleeding,

infections,and difficulty in healing have also been expressed as concerns (Westercamp &

Bailey, 2006). Participants belonging to non-circumcising ethnic groups were familiar

with the circumcision practices in neighboring circumcising ethnic groups where pain

was a key characteristic of the procedure. As a rite of passage to becoming a man, the

endurance of the pain from circumcision is often an integral aspect of the ceremony
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(Westercamp & Bailey, 2006). In a quantitative study of 108 circumcised participants in

South Africa, 42.6% described the traditional procedure as "very painful", 34.4% as

"mildly painful", and 18.5% as "not painful" (Lagarde et al., 2003). In another study in

rural South Africa, 51 percent of the uncircumcised men said that they would be

circumcised if the procedure could be conducted safely with little pain (Scott et al.,

2005). Mattson et ai.'s (2005) quantitative study in Nyanza Province, Kenya also

reported that men who preferred to remain uncircumcised were concerned about the pain

and cost of the procedure, and pain was a significant deterrent for women to agree to

circumcision for their sons. Westercamp and Bailey (2006) observed that in most studies,

participants expressed that these pain and related complications could be minimized in

clinical settings. These results have an implication to projects seeking to scale up Me

services in Nyando, a traditionally non-circumcision community.

The cost of Me procedure was a significant barrier to Me acceptability by

participants in many studies (Bailey et al., 2002; Lagarde et al., 2003; Lukobo & Bailey,

2007; Mattson et al., 2005; Westercamp & Bailey, 2006). Some participants expressed

the opinion that if circumcision were promoted by the government, it should be provided

at health clinics and hospitals for free or at reduced cost (Bailey et al., 2002; Lukobo &

Bailey, 2007; Ngalande et al., 2006). Others recognized the need to pay for services

because a free circumcision was viewed as being of potentially poor quality (Ngalande et

al., 2006). Male and female participants in Zambia believed that, if the Me procedure

were free or extremely inexpensive, more men would be willing to get circumcised

(Lukobo & Bailey, 2007). In one study in Kenya, as many as 34% of participants who

initially stated that their preference was to remain uncircumcised changed their minds
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whenthe proposed cost of the procedure was set at 200 shillings (Mattson et al., 2005).

Theseresults suggest that promotion of Me services especially in poor populations must

factorin economic and other opportunity cost implications of men seeking to circumcise.

Thishas a major implication for projects promoting Me in Nyando, a rural setting that

has over 80% of its population in the poorest category for Kenya (CfX', 2008; GOK,

2002).

Westercamp and Bailey's (2006) review revealed that good penile hygiene,

reducedrisk of STIs and enhanced sexual pleasure were identified as key facilitators of

Me acceptability. Several previous studies reported that most participants expressed that

it was much easier for a circumcised man to maintain penile cleanliness (Bailey et al.,

2002;Lagarde et al., 2003; Lukobo & Bailey, 2007; Kebaabetswe et al., 2003; Mattson et

aI., 2005; Ngalande et al., 2006). Penile hygiene was also mentioned in some studies as a

mechanismof protection from STls (Bailey et al., 2002; Ngalande et al., 2006). Varied

reasonswere reported to support this argument, including the perceptions that the penile

foreskinwas more prone to ulcerations and scratches during sexual intercourse and this

provided a gateway for germs and viruses, including HIV (Lukobo & Bailey, 2007;

Ngalandeet al., 2006). Moreover, the foreskin provided a greater opportunity for dirt and

germs to accumulate beneath, thus increasing risk of infections (Bailey et al., 2002;

Lukobo & Bailey, 2007; Nnko et al., 2001; Rain-Taljaard et al., 2003). Some studies

also reported that participants expressed a belief that it would be easier to detect rashes

and/orulcerations with the foreskin removed allowing for earlier treatment (Bailey et al.,

2002; Ngalande et al., 2006). Me thus recognized as a medical procedure to enhance
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genitalhygiene and to reduce penile ulcerations and diseases of the penis (Bailey et al.,

2002;Lukobo& Bailey, 2007; Ngalande et al., 2006; Nnko et al., 2001).

How circumcision is perceived to influence sexual drive, sexual performance, and

sexualpleasure for the man himself or for his partner has also been identified as likely to

influencedecision making around Me (Westercamp & Bailey, 2006). However, there is

no clear consensus across studies on the role of Me on sexual activity. Great variability

in perceptionsof sexual pleasure and Me was described by different study populations.

In these studies, some participants believed that circumcision enhances sexual

performanceand pleasure for men and women (Bailey et al., 2002; Lagarde et al., 2003;

Lukobo& Bailey, 2007; Mattson et al., 2005; Ngalande et al., 2006; Nnko et al., 2001;

Rain-Taljaardet al., 2003). Other participants expressed that Me was associated with

loss of penile sensitivity, reduction in penis size, decreased ability to satisfy women,

excessivesexual desire, and increased promiscuity (Bailey et al., 2002; Rain-Taljaard et

al., 2003).

Additionally, common reasons given for favoring Me were the social, political,

and sexual benefits that could accrue when interacting with those in predominantly

circumcisinggroups (Bailey et al., 2002; Lukobo & Bailey, 2007; Ngalande et al., 2006).

The Luo believed that they were often discriminated against by other Kenyans due to

their circumcision status which led to political exclusion and even security concerns in

timesof social upheaval (Bailey et aI., 2002). Many younger men from traditionally non-

circumcisinggroups cited being accepted as a sexual or marriage partner by women from

otherethnic groups as an important reason to be circumcised (Bailey et al., 2002; Lukobo

& Bailey, 2007; Ngalande et al., 2006; Nnko et al., 2001).
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Most of the reviewed studies on barriers and facilitators of Me acceptability were

conducted before Me was formally recommended as an additional preventive strategy.

Further, few of such studies have been conducted among non-circumcising communities

in Kenya, as a community-specific prelude to planning and implementing Me projects in

Luo dominated districts of Nyanza province. This study identified perceived factors that

could influence successful planning and implementation of Me projects in rural Nyando

division of Nyando district, Kenya.

2.5 Feasibility of Implementing Me Projects in the Existing Healthcare System

2.5.1 The healthcare delivery system in Kenya

Since independence, the Kenyan government has given high priority to improving the

health status of its citizens. In a number of government policy documents and successive

National Development Plans, GOK has set forth that the provision of health services should

meet basic needs of the population and be geared to providing health services within easy

reach (GOK, 2005). The organization of the Kenya's health care delivery systems revolves

around three levels, namely the MOR headquarters, the provinces and districts.

The MOR headquarter sets policies, coordinates activities of NGO partners and

manages, and monitors policy implementation (GOK, 2005). The provincial tier acts as an

intermediary between the central ministry and the districts, oversees the implementation of

health policy at the district level, maintains quality standards and coordinates and controls all

district health activities, and monitors and supervises district health management boards

(DHMBs) which supervises the operation of health activities at the district level. The district

level concentrates on the delivery of health care services and generates their own expenditure
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plans and budget requirements based on the guidelines from the headquarters through the

provinces.The DHMBs provide local coordination and supervision of the delivery of health

careservices (GOK, 2005).

In Kenya, the health system, activities whose primary purpose is to promote, restore

or maintain health, is implemented through a network of facilities organized in a pyramidal

pattern (GOK, 2005). The network starts from dispensaries and health clinics/posts at the

bottom, up to the health centres, sub-district hospitals, district hospitals, provincial general

hospitalsand at the apex there is the Kenyatta National Hospital. Facilities become more and

more sophisticated in diagnostic, therapeutic and rehabilitative services at the upper levels

(GOK, 2005). Supporting these delivery systems are private health facilities and other NGO

health service providers.

In Nyando district, healthcare service delivery system is coordinated by the

Nyando DHMB. Currently, the board has initiated several healthcare delivery programs,

which include preventive, promotive, rehabil~tative and curative services. HIV/AIDS

program in the district includes Prevention of Mother to Child Transmission of HIV

(PMTCT), HIV Voluntary Counseling and Testing (VCT), HIV Care and Treatment, and

sexual and reproductive health interventions. In recognition of WHO and MOH

recommendations (WHOfUNAIDS, 2007b; NASCOP, 2008), the DHMT plans to

provide safe and medicalised MC as an additional HIV preventive measure. The

implementation of projects to provide safe MC services is a good opportunity to

strengthen and expand HIV prevention and sexual health programmes for men and also

provides a means to reach a population that is not normally reached by existing services.
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2.5.2 Delivering Me intervention through the local healthcare system

The implementation and promotion of Me as an additional HIV preventive

intervention should be made in a way that it fits into and does not disrupt delivery of

otherhealthcareprogrammes and services (Klausner et al., 2008; Morris, 2007; Sawires

et al., 2007). Safety of Me depends on the setting, equipment and expertise of the

provider(Morris, 2007). When circumcision is performed in clinical settings, by well

trainedand adequately equipped healthcare personnel, complication rates are low and

acceptabilityis higher among non-circumcising communities (Bailey et al., 2007; Weiss

et aI., 2000; Westercamp & Bailey, 2006). WHOIUNAIDS (2007b) recommends that

Me shouldnot be scaled up without appropriate mechanisms for quality assurance, safety

of services and client follow up. In Nyando district, local health facilities are often

overburdened and resource-limited (GOK, 2002). There is need to understand the

implicationof introducing Me into the existing healthcare service delivery system.

Before efforts to promote Me services in local communities commence, it is

essential that perceptions of local healthcare providers are sought on the feasibility of

introducingMe into the local healthcare system (WHOIUNAIDS, 2007, 2008). This is'

particularly important because with the increase in projects promoting Me as an

additionalHIV preventive measure, demand for circumcision at health facilities is poised

to increase significantly, especially among traditionally non-circumcising communities

(Mattson et aI., 2004; Muula, 2007). Information is thus needed about the health

provider's views on the feasibility of implementing projects to provide safe Me services

in localhealth facilities.

Scott et al. (2005) conducted in-depth interviews with four service providers from

ruralSouth Africa to explore views on the feasibility of introducing Me services in local
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healthfacilities. On whether Me should actually be promoted as a health intervention,

healthservice providers agreed that Me could be good as long as it was for health, not

cultural reasons. The respondents however expressed concern that if men and their

partnersbelieve that circumcision offers protection from HIV infection, they may be less

inhibited ("disinhibited") in their sexual activities and engage in higher HIV risk

behaviors,thereby mitigating a partially protective effect of Me. Projects promoting Me

needto carefully balance informational materials and educational messages that underline

thatMe is not a 'magic bullet' for HIV prevention but is complementary to other ways of

reducing risk of HIV infection (Agot et al., 2007; Westercamp & Bailey, 2006;

WHOIUNAIDS, 2007b). There is need to explore perceptions of members of

communitieswhere Me projects are initiated on the concept of risk reduction opposed to

riskelimination in HIV prevention.

Bailey et al. (2002) conducted semi-structured interviews with mne health

professionals in selected health facilities in Nyanza Province, Kenya, to learn their

experiencewith Me, to collect their views on the barriers and facilitators for Me in the

province,and their opinions on the cultural and logistic feasibility of promoting Me. The,

resultsindicated that all respondents had received training to perform circumcisions and

had assisted on at least one circumcision as part of their training. All respondents had

performedMes. None of them had performed any circumcisions for infants; the greater

majorityof operations were for adolescent and adult patients, who suffered from STI-

related complications. None of the respondents routinely discussed circumcision with

theirclients because the clients were generally not interested. The respondents explained

that the reasons given by the few Luo clients requesting Me were enhanced penile

hygieneand reduced risk of infections. All respondents were positive about promoting

Me. However, the respondents expressed concern that, if it were to become more
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commonin Nyanza, Me would put pressure on an already stretched health care system.

Respondentsmentioned the need for some additional training of the health professionals

in the Province. On their age preferences, all respondents expressed that Me could be

performedroutinely any time after age five, but before puberty was best, 'because the

boyheals faster and has not begun to have sex with women'. In addition, they expressed

that whilst it could be good for nurses to be trained in the procedure, men would not

allowthemselves to be circumcised by nurses, who are generally female.

In another similar study in Kenya, Mattson et al. (2004) interviewed 42 medical

practitionersin ten health facilities of Siaya and Nyando districts. The study revealed that

noneof the facilities had all the necessary requirements and supplies to safely perform

Me. The study further reported that although most clinicians reported training about

circumcision,most of them lacked sufficient knowledge to perform the procedure. They

alsoexpressed a belief that further training would be necessary if they were to offer Me

services.Overall, the health. providers were concerned about the ability of the existing

health care structure to cope with an increased demand on its services. This is in

consonancewith the other previous studies on feasibility of introducing Me in local

healthfacilities (Bailey et aI., 2002; Scott et al., 2005). These results suggest a need to

explorethe feasibility of providing Me services in local health facilities.

The previous studies on health providers' perceptions of feasibility of

implementingMe projects in Nyanza province were conducted more than 5 years ago

(Bailey et al., 2002; Mattson et al. 2004). Since its inclusion as an additional mv

preventivestrategy in March 2007, limited studies have been conducted to assess health

providers' perceptions of feasibility of introducing Me services in their local health

facilities, or the willingness of health professionals who are non-physicians to perform

theprocedure. Operations research is therefore needed on views on how feasible it is to
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introduce MC for mv prevention and to establish perceptions of local health

professionalsof MC services provision. This study explored the feasibility of planning

and implementingMC projects within existing local healthcare delivery system serving

Nyandodistrict population.

2.6 Integrating the MCintervention into Community-wide Preventive Health
Programs

In order to improve its public health effect, MC intervention should be integrated

into existing preventive health programs, especially reproductive health and HIV

preventionprojects, and promoted as an additional, but not independently sufficient

strategy(WHOIUNAIDS, 2007). Furthermore, since MC or non-circumcision has strong

cultural importance in different communities, there are a wide range of socio-cultural

issues to consider in the context of introducing or expanding the availability of male

circumcisionservices. These issues differ according to circumcision history and practice

in different communities. The role of interpersonal level factors and the social capital

should be understood as MC is integrated into community-based reproductive health

projects(Campbell, 2003; van Wyk et al., 2006). In addition, there is need to understand

howMC services may be promoted as part of a comprehensive prevention package which

includesinformation about risks and benefits of the procedure, counseling about the need

to adopt and maintain safer sex practices, access to HIV testing, condom promotion and

provision,and the management of sexually transmitted infections.

It is a generally conceded fact that social capital has an influence on promotion

and adoption of new health interventions (Glanz et al., 2002; Rollnick et al., 2002;

Stokolset al., 1996). Social capital is about the value of social networks, bonding similar

people and bridging between diverse people, with norms of reciprocity (Jamner &
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Stokols,2000). It is fundamentally about how people interact with each other and the

influencesthat these interactions can have on their behavioral outcomes; the web of

social relationships that influences individual behavior and thereby affects all other

aspects of their wellness. Peers, parents, colleagues, sexual partners and other

interpersonal influences can influence adoption of safer health behaviour, including

condomuse, abstinence and reduced sexual partners among men. Few theories of HIV

risk and prevention address broader contextual issues, despite evidence that parents,

peers,and dispositional factors (Breslow, 1996; Richard et al., 1996; Stokols et al., 1996)

influenceyouth risk behaviour. The social-ecological model highlights the impact of

multiple interacting systems (e.g., individual, family, community) on behaviour

(Bronfenbrenner,1986; Goodman et al., 1996; McLeroy et al., 1988). There are limited

empiricalstudies on the role of interpersonal factors on willingness to circumcise among

men of traditionally non-circumcising communities. This study explored the role of

interpersonal factors like peer groups, sexual partners, parents, religious leaders, and

other community opinion leaders on motivating circumcision-seeking behaviour among

youngmen of Nyando, a traditionally non-circumcising community.

In addition to the role of interpersonal influences, planning and integration of MC

into existing HIV preventive programs should also give careful attention to the consent

processand sustained condom promotion to minimize possibilities of men believing that

Me eliminates rather than reduces risk of HIV infection (Muula, 2007; Sawires et al.,

2007). This can cause men to relapse to high sexual risk behaviours, a phenomenon

referred to as 'behavioral disinhibition' (Westercamp & Bailey, 2006). WHOIUNAIDS

(2007b) recommends that countries should ensure that MC is provided with full

40

~-----------------------------------------



adherenceto medical ethics and human rights principles, in which informed consent,

confidentialityand absence of coercion should be assured. Where MC is provided for

minors (young boys and adolescents), WHOIUNAIDS suggests that there should be

involvementof the child in the decision-making, and the child should be given the

opportunityto provide assent or consent, according to his evolving capacity. Individuals

seekingto circumcise, or parents who are responsible for providing consent, including for

the circumcision of male infants, should be given sufficient information regarding the

benefitsand risks of the procedure in order to determine what is in his/her (or child's)

best interests. Consequently, there is need for training needs assessments and skill

buildingof health providers on MC, and effective monitoring of circumcision promotion

messages to ensure that prospective clients are aware of potential benefits and limits

(Sawireset ai., 2007).

Rennie et ai. (2007) reviewed literature on ethical challenges surrounding the

implementationof MC as an HIV prevention strategy. The authors observed that conflicts

betweencircumcision as medical intervention and marks of ethnic identity and current

scarcity of formal economic justifications for circumcision relative to other HIV-

preventionstrategies are critical to successful implementation of MC projects. They also

noted that potential burdens of the intervention on already fragile health systems,

differencesbetween results of acceptability studies and actual circumcision acceptance

and the impact of male circumcision promotion on the women's ability to negotiate

condomuse with circumcised partners may equally affect implementation of MC projects

to reducerisk of HIV infection among males.
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Research literature indicates that if Me is to be promoted in regions of high HIV

prevalence,a number of basic ethical conditions must be put in place (Muula, 2007;

Sawireset al., 2007; Rennie et aI., 2007). Rennie et al. (2007) observed that sufficient

materialand human resources to perform circumcisions safely; careful monitoring of the

quality of follow-up care must be considered. Further, they stressed the need for

international,national and local commitments to low-cost circumcisions to facilitate

equitable access. Furthermore, there is need to design flexible policies informed by

concernsof local communities regarding if, when, where and how circumcisions, should

beperformed.

Muula (2007) argued that traditionally in medical practice and disease prevention,

lifestylechanges to prevent disease are thought about first before medical treatment.

Surgery,even when disease has occurred is considered a last resort. Obviously, in some

exceptionalsituations where there are no known effective lifestyle changes and/or drugs,

surgerymay be the first option. He observed that although it is tempting to consider Me

asfirst among equals with all the other HIV interventions, that mindset will be difficult to

obtainfor some policy makers and health practitioners. Unlike abstinence and consistent

condomuse, he argued, which when practiced are nearly 100 percent effective against

sexual transmission, Me is not that effective. He cautioned on the consequences of

improperintegration of Me into existing HIV preventive programs.

Future initiatives to promote Me as part of comprehensive HIV prevention

policiesare likely to lose public trust and effectiveness if they are not grounded in respect

for persons, social justice, human rights and community values (Rennie et aI., 2007).

Additionally,public health effect of Me may not be realized if it is not integrated and
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promotedas an additional, not all inclusive, HIV preventive strategy. To ensure the

maximizationof its uptake, and HIV preventive effect, there is need for projects aiming

at promoting MC to assess community-related factors that might influence the

effectivenessof the implementation activities, and develop strategic policies which are

informedby baseline data. This study sought to avail such data as a precursor to planning

andimplementing MC in Nyando division, Nyando district, Kenya; such study findings

couldbe replicated in places with similar conditions in SSA.

2.7 Theoretical Framework

This study employed ecological model of health promotion and behavior change

as the theoretical framework (Glanz et al., 2002; Jamner & Stokols, 2000; McLeroy et

al., 1988;Rollnick et aI., 2002; Stokols et aI., 1996). The model emphasizes the need to

examine multiple levels of influence on behavior. It recognizes that decisions and

behaviorare the result of a synergy among these levels and cannot be well understood

without viewing the context in which decisions and behaviors occur. The model is

multifaceted, concerned with behavior, environmental change, and policy that help

individuals make healthy choices in their daily lives. It emphasizes the interaction

between,and interdependence of, factors within and across all levels of a health problem.

It highlightspeople's interactions with their physical and socio-cultural environments.

The ecological model emphasizes that effective prevention of HIV infection

requires intervention .on several levels, because factors influencing the adoption of

preventive health behavior occur on intrapersonal, interpersonal, and environmental

(social,cultural, economic, and political) levels (Campbell, 2003; van Wyk et al., 2006).

The model is useful for planning and implementation of MC as a community-based

health intervention (WHOIUNAIDS, 2008). MC projects target specific factors within
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communitiesto facilitate changes in socio-cultural values, norms and perceptions that

maypromotecircumcision-seeking behaviour among adult males.

Two key concepts of the ecological perspective help to identify intervention

pointsfor promoting health: first, behavior both affects, and is affected by, multiple

levelsof influence; second, reciprocal causation, the idea that individual behavior both

shapes,and is shaped by, the social environment (Glanz et al., 2002; Goodman et al.,

1996;Stokolset al., 1996). McLeroy et al. (1988) identified three levels of influence for

health-relatedbehaviors and conditions. These levels include: (1) intrapersonal or

individualfactors; (2) interpersonal factors, including socio-cultural perceptions; (3)

communitylevel factors, which include institutions like family, peer groups, churches,

healthcare institutions and public policy factors. Each level of influence can affect

adoptionof a desired health behavior, such as MC seeking. Correspondingly, factors at

eachof these levels may influence planning and implementation of projects to promote

and increase rates of safe MC in the project community. These levels comprised this

study'sconceptual framework.

Although there are many other health projects planning and promotion theories,

many of the predominant models of behavior focus on one dimension of health

promotion, such as knowledge attitudes, or skills (Glanz et al., 2002; McLeroy et al.,

1988;Stokols et al., 1996). These mono-dimensional approaches do not necessarily result

in desired behavioral change, such as uncircumcised men seeking MC services and

gettingcircumcised. The ecological perspective addresses multiple levels of behaviour

influence, leading to a more comprehensive approach to health projects planning and

implementation.Unlike other health promotion theories, the model provides a mechanism

for linking local environmental (socio-cultural, political, and economic) factors to health
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projectsplanning and preventive health behavior (Goodman et al., 1996; Jarnner &

Stokols,2000). The model emphasizes a shared framework for change targeted at

individualbehaviors and the environment, leading to improved project effectiveness

(Richardet al., 1996; Wanderman et al., 1996).

The ecological perspective is a logical choice as a theoretical framework in this

studyfor several reasons. First, this model assures comprehensive assessment of factors

tobe considered in conducting situation analysis for Me projects (Goodman et al., 1996;

Richardet al., 1996; Wanderman et aI., 1996; WHOIUNAIDS, 2007b, 2008). In order to

decidewhether and how to increase the rate of safe Me, it is important to understand the

determinantsand scale of current Me practices in a community, assess the capacity to

performsafe Me within various clinical settings and the capacity gaps, and determine the

willingnessof a population to support and come forward for Me (WHOIUNAIDS, 2008).

In the present study, the focus was individual, socio-cultural, and community-level

factorsinfluencing planning and implementation of Me projects in Nyando.

Secondly, this model considers and encompasses the respective viewpoints of the

target population, encourages the use of both quantitative and qualitative research

methodologies, and addresses the evaluation of outcomes (Jarnner & Stokols, 2000;

Richard et al., 1996; Wanderman et al., 1996). In this study, the model facilitated

exploration, not only of the quantifiable factors, but also qualitative perceptions of the

Nyando community on promotion of Me services. Thirdly, the ecological model is

specificallydesigned to facilitate community change and has opportunities for evaluation

embeddedthrough all phases of health projects planning (Rollnick et al., 2002; Stokols et

al., 1996). In this study, the model provided a framework for development of strategic
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policies and interventions directed toward reducing HIV infection in the district. Figure 1

presentsa schematic illustration of the factors investigated in this study.

Levels of Influencing •... MC Project • MC Project
Factors •... Management Effectiveness

~
Intrapersonal:
Individualcharacteristics that
influencewillingness to accept
MC, such as personal beliefs,
attitudes,and demographics.

Increased
Interpersonal: demand for
Interpersonal,processes, and supply of
perceptions,and influences to

Successful safeMCMC. Includes perceived social
and cultural factors influencing ..•.. planning and

f--+ services among

promotionof MC. implementation, people living
of MC projects in Nyando

Community: 1
Social institutions like the Reduced HIV
family, school. Social networks infection rates
and peer influences. Provider in Nyandoviewson introducing MC in
health facilities. Policy issues on 1how to integrate Me into

Good health &existingHlV prevention
projects. enhancement of

community
development

Figure 1. 1.Framework on ecological multiple levels of influence on planning and
implementation of MC Projects

As applied to this study, successful planning and implementation of MC projects

was conceptualized to be influenced by factor emanating from intrapersonal,

interpersonal and community levels. At the intrapersonal level, the study assessed factors

such as Me knowledge, attitude and beliefs, and the influence of demographics on
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willingnessto accept MC intervention projects. Chapter 4 of this thesis presents empirical

resultsrelating to this level.

At the interpersonal level, this study explored the influence .of interpersonal

perceptionsand primary groups like family, friends, and peers on MC acceptability and

perceivedfactors influencing its promotion in Nyando district. Also explored at this level

weresocio-culturalnorms that may constrain or facilitate planning and implementation of

MC projects. Chapter 5 of this thesis presents empirical results relating to the

interpersonallevel.

At the community level, this study expl~red perceptions of local health facility

providersof the feasibility of introducing MC into existing healthcare systems. The study

alsoexplored the role of social structures and networks in facilitating implementation of

MC projects, and how to integrate the intervention into community-based HIV prevention

projects.Chapter 6 of this thesis presents empirical results relating to this level. Overall,

theecologicalperspective allowed for an exploration of multilevel factors that impact on

circumcision-seeking behaviour, and planning and implementation of MC intervention

projectsthat combine behavioral and environmental components.
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CHAPTER THREE

RESEARCH METHODOLOGY

3.0 Introduction

This section provides a description of methods that were used to conduct this

study. It describes the study area, research design, target population, sample size and

sampling techniques. It also explains methods for data collection and procedures for data

analysis and presentation.

3.1 The Study Area

This study was conducted in Nyando Division of Nyando district in Nyanza

Province, Kenya. Nyando district borders Kisumu East district to the north, Rachuonyo

district to the south, and Rift Valley province to the east, extending into the shores of

Lake Victoria. The district is centered on the equator at 35°1OE. The district's

administrative capital is Awasi town, 30 kilometres East of Kisumu Town. Other major

urban centres in the district are Muhoroni, Chemelil, and Ahero.

Nyando district has a projected population of about 400,000 people; majority of

them identify themselves as of the Luo ethnic group. The district spans an area of 1,168

sq km (CBS, 2006) and is divided into 5 administrative divisions: Miwani, Muhoroni,

Lower Nyakach, Upper Nyakach, and Nyando. Nyando Division, divided into 6

locations, has approximately 80,000 people and 15,000 households. Ahero and Awasi are

the main urban centres in the division. Figure 2 is a map of the study area.
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Figure 3.1 Location of Nyando division, in rural Nyando district, Kenya.

The division is located along River Nyando, which periodically bursts its banks,

floodinglarge areas of the division. Nyando is one of the poorest divisions in Kenya,

with over 85% of its households falling into the poorest socioeconomic category for

Kenya(GOK, 2002; CDC, 2007). It has a significantly heavy disease burden; KDHS

(2003)estimated HIV prevalence in the district at 28 percent compared to the provincial

averageof 15percent and the national average of seven percent

Additionally, access to health interventions in rural Nyando is poor due to limited

transportationand communication infrastructure. Its health infrastructure includes several

governmenthealth facilities (mainly Ahero Sub-district Hospital, two health centers, and

five dispensaries) and private health facilities (mainly Awasi Mission Hospital). The
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district hospital is located in the neighboring Lower Nyakach division. The largest

hospitalin Nyanza province is located in Kisumu, the provincial headquarters of Nyanza.

Severallocal and international non-governmental organizations also provide healthcare

servicesthrough community-based intervention and research projects. Nyando, Kisumu

and Suba districts, which have the highest HIV prevalence in the province, have been

prioritizedas pilot districts scaling up the MC intervention. In April 2008, Nyando MOH

wasthe first in the province to initiate linkages with other local implementing NOOs such

as Nyanza Reproductive Health Society (NRHS) , APHIA II Nyanza, and other local

healthprojects, to roll-out a five-year MC pilot program, targeting men aged 18-34 years

in theregion.

3.1.1 Socio-cultural background of the Luo

The Luo of Kenya is a large Nilotic speaking ethnic group, inhabiting Southern

andCentralNyanza, along the eastern shores of Lake Victoria (Nyambedha, 2006). They

arepart of the migration of Nilotic groups over the past four or five centuries from the

Bahr-el-Ghazal region of South Sudan to the present settlements in Western Kenya

(Ocholla-Ayayo, 1986). They are homogeneous in language and are linked by marriage

andother kin ties. Their neighbors are: Kalenjin, Ousii, Maasai, Kuria, and Luhya ethnic

groups.They have contact with these neighboring communities as well as others in other

partsof the country. The Luo are traditionally both agriculturalists and pastoralists. They

growmaize, sorghum, millet and vegetables for food and subsistence, and various cash

cropssuch as coffee, sugarcane, tobacco, cotton, and ground nuts, depending on altitude

and rainfall, soils and access to markets (Nyambedha, 2006). Those living around the

lake shores and streams are involved in fishing. Cattle herding is also a fundamental
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aspectof the Luo social structure; they use cattle for dowry payments. Fishing and large

sugarplantations are a major economic activity that also provides source of livelihood

andsomemanualjobs for locals (Ocholla-Ayayo, 1980).

The Luo are a segmentary lineage society with kin-group formation based on

patrilinealdescent. Luo is a patriarchal society; one-third of its families are polygynous

(Ocholla-Ayayo, 1980). The largest lineage segment is called piny, defined as land

occupiedby the whole Luo community. The next lineage segment is gweng (village or

clan), composed of several households most of which are either closely or distantly

relatedto one another. In rural Luo, modem administrative units are based on the gweng

concept.The smallest lineage segment is variously referred to as jokakwaro, anyuola or

jodala, comprising people with the same grandfather, but may extend to include several

generations(Nyambedha, 2006; Ocholla-Ayayo, 1980). Homesteads (dala, plural is mier)

in the Luo community are distributed into lineage neighborhoods. It is common to find

severalhomesteads, independently identifiable by a compound head, with more than one

independenthousehold (Ocholla-Ayayo, 1980).

Reproduction is a key underlying concern for the Luo (Ocholla-Ayayo, 1980). It

is a basis on which social status is defined, and on which individuals are judged.

Animals,farm products, and women remain key products of exchange. Fertility is at least

as much a woman's concern as it is a man's. The success of marriages and the wives'

socialstatus both depend on their producing children (Ocholla-Ayayo, 1980). In addition

to reproduction, age is deeply respected in Luo culture. Elder men control allocation of

resource such as land, and have a major influence on community decision-making

processes.According to Luo ideology, age, wealth, and respect come together, and it is
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considerednatural that elders control family and community resources. Elder men are

alsotherepresentatives of their families to the outside world; they have major influence

oncommunityand household decision-making. This explains the role of Luo Council of

Elders on community acceptability of MC, a culturally alien practice, as a HIV

preventivemeasure.

Presently, the Luo have no elaborate ceremonies marking adulthood such as male

orfemalecircumcision. However, Ocholla-Ayayo (1980) noted that in the past there were

twoimportant stages for boys and girls, namely nak and chodrouk. Boys and girls were

notconsideredgrown up until nak which involved the removal of six lower teeth (mainly

incisors).This was culturally compulsory in the past but the intensity with which it is

practicedhas waned over time. Chodrouk involved cutting of the ligament frenulum of

thepenis;no ceremony was involved in this act (Ocholla-Ayayo 1980).

Previous national surveys (KAIS, 2007; KDHS, 2003) report that HIV prevalence

in all Luo districts is more than twice the county's national prevalence. Kisumu, Suba

andNyando districts have the highest HIV prevalence in Nyanza Province (NASCOP,

2008). In past studies, the all-time-high HIV prevalence among the Luo has been

attributedto cultural practices, including widow inheritance and ceremonies associated

with death; initiation ceremonies, rituals and risky practices relating to sexual contact

betweenparents, or between one parent and a stranger in the event of marriage of sons,

settingup a new homestead and major agricultural activities such as ploughing, sowing

andharvesting. Social gatherings such as discos, weddings and parties extending into

thenight have also been documented as providing opportunities for the youth to indulge

in unprotected casual sex. Its high HIV prevalence combined with a high proportion of
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infectionsattributable to lack of circumcision makes Nyando, one of the Luo-inhabited

districts,appropriatefor consideration of MC interventions.

3.2 ResearchDesign

This study was a descriptive research, which combined qualitative and

quantitativemethodologies' (Creswell, 2003). Descriptive research is a process of

collectingdata in order to answer questions concerning the current situation (Mugenda &

Mugenda,2003). In this study, qualitative and quantitative methods supplemented each

other.Qualitativemethods provided in-depth explanations of socio-cultural influences on

planning and implementation of MC projects in the project community, while

quantitativemethods provided numeric descriptions of MC acceptability and factors

influencingadoption of MC (Creswell, 2003; Mugenda & Mugenda, 2003). The study

wasconducted in two phases: the first phase was a qualitative inquiry, while the second

phasewas a quantitative cros -sectional survey.

Phase 1 was a qualitative inquiry, founded on the doctrine of grounded theory

(Strauss& Corbin, 1990) to explore and better understand socio-cultural issues to consider

in thecontextof planning and implementing MC projects in Nyando division. Developed

by Glaser and Strauss in the 1960s, grounded theory is a qualitative methodology that

looks systematically at qualitative data in order to discover social-psychological

processesand develop in-depth understanding of major themes relating to a phenomenon,

their relationships, and the context and process (Charmaz, 2006; Bowen, 2005; Dick,

2(05). In this study phase, grounded theory was a means to generate systematically

theoreticalconstructs that illuminate psychological and socio-cultural processes relating

to Me that are common among youth, community leaders and elders, and local health
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providersin Nyando division. This understanding is necessary to design and implement

projectsto promote MC as an RIV preventive measure among the non-circumcising Luo

communityof rural Nyanza province. The findings from the qualitative phase also

informedthe development of a quantitative survey instrument.

Phase2 of the study was a cross-sectional survey of youth and young adults in the

sexuallyactive age bracket (15-34 years), and currently targeted by some projects

seekingto promote MC in the district (NACC, 2008). A cross-sectional survey is a

present-orientedmethodology used to investigate populations by selecting samples and

collectingdata at one point in time, in order. to analyze and discover occurrences

(Mugenda& Mugenda, 2003). This design enabled the researcher to quantitatively

describefactors influencing MC in Nyando division, using a representative sample of the

population(Creswell, 2003). Due to constrictions of time and finance, cross-sectional

surveyenabled the researcher to reduce operational costs and to collect data within the

shortestperiod of time possible. Data collection lasted four months.

3.3 Target Population

The target population comprised of all men and women, aged 15 to 34 years,

inhabitingNyando Division. Nyando division has an estimated youth and young adult

populationof 50,000 (CBS, 2006; GOK, 2002). The target population has been defined

as sexually active and at high-risk of HIV infection (Ross et al., 2006; NACC, 2008);

theirperceptions about how to plan for and implement MC projects are quite relevant. In

addition,males in this age set are currently the target population in the five-year MC pilot

program,recently unveiled by Kenya's MOR (NACC, 2008). Females in this age bracket

havealso been targeted to get their views on MC and their role in promoting its adoption
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by their male partners in the region. Research has shown that adolescents and young

adultsin rural settings are more likely to have sexual relationships within the context of

theirneighborhoods and that sexual preferences of females can significantly influence

behaviorsoftheir male peers (Bull & Shlay, 2005). Thus views of men and women were

useful in exploring barriers and facilitators to uptake of Me, with the intent to

determininghow Me projects may be planned and implemented in the community.

The study also targeted local community leaders and elders within the division.

Theirviews on cultural issues relating to Me are significant in informing planning and

implementingMe projects. Additionally, health professionals, stationed in the health

facilitiesserving the division were also targeted for in-depth interviews. Specifically the

Nyando district medical officer of health, Ahero sub-district hospital medical

superintendent,and nurses and clinicians selected from health facilities, were targeted.

Theirviews were sought on how to integrate Me within existing health care systems and

howtoplan, promote and provide safe Me services in the division.

3.4 Sample Size and Sampling Strategy

This study was conducted in six villages of Nyando division. Multistage

samplingprocedure was used to select these study villages. In the 1st stage of sampling,

onesub-location was randomly selected from each of the six administrative locations that

makeup Nyando division. In the 2nd stage, one village was randomly selected from each

selectedsub-location. Accordingly, Kobong'o, Komolo, Kalwande, Waradho, Kaloo, and

Kanyang'orowere selected as the study villages. Both the qualitative and the quantitative

phasesof this study were conducted in these six villages. Further sampling procedures for

thequalitative and quantitative phases are discussed in the following sections.
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3.4.1 Sampling strategy for the qualitative inquiry

Participants for the qualitative inquiry were purposefully selected based on

groundedtheory's theoretical sampling and availability (Bowen, 2005; Charmaz, 2006;

Strauss& Corbin, 1990). The goal of theoretical sampling is to enable the researcher to

seekout individuals who are able to help answer the research questions and, thus, offer

thebestchances for creating solid theory (Strauss & Corbin, 1990). The participants were

thereforerecruited through the local provincial administration and from established youth

groupsin the community. A total of 126 male and 107 female out-of-school youths and

youngadults (15-34 years) participated in 24 focus group discussions (FODs).

Further, purposive sampling technique was used to select 12 community leaders

andelders for in-depth interviews; at least two from each study village. The informants

wereselected, at the researcher's discretion, mainly for their knowledge and ability to

shed light on a wide range of issues of interest in this study. In addition, purposive

samplingmethod was used to select health professionals from the Ahero sub-district

hospitaland the seven other health facilities serving the division to participate in key-

informantinterviews.

3.4.2 Sampling size and strategy for quantitative survey

For the quantitative survey, an initial sample size of 476 males and females aged

15-34years was considered appropriate to participate in the study (N=50,000), allowing

for a 20% non-response rate (approximately 79 people). This sample size was obtained

from Israel's (1992) published statistical table (see appendix F). Use of published

statisticaltables is recommendable for determining the size of a randomly chosen sample

from a given approximate population (Creswell, 2003). From the table, for an
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approximate research population of 50,000 units, data must be collected from a

minimum of 397 subjects in order for the sample population to be within ± 0.05 of the

population, with a 95 percent level of confidence, and a degree of variability value of

p=.5.Thus, the sample size of 476 was obtained by adding the recommended sample size

from the published table (376 respondents) and an allowable non-response rate 20% of

this sample size (79 respondents).

Multi-stage sampling method was employed to (1) select households with persons

aged 15-34 years eligible for participation, and (2) to recruit all eligible members of the

selected households to participate in the survey. These individual household members

aged 15-34 years were the unit of analysis in this quantitative study. The first and second

sampling stages were to randomly select six sub-locations, and then six villages, one

from each sub-location, using the procedures preciously described in this section.

Subsequently, in order to obtain the sampling frame, an initial household census was

carried out in the 6 selected-villages to enlist households.

A household was defined as a unit, with· a definite household head, and consists of

all the people that eat from the same pot (CBS, 2006; GOK, 2002). Thus, if a young man

eats all meals with his parents but lives in a separate structure, he is still considered a

part of his parents' household. Only households with at least one person aged 15-34

years, were considered eligible to participate in the study. A total of 892 eligible

households were enlisted. In the third stage of sampling, 120 eligible households (14%)

were selected from each village with at least one adult aged 15-34 years were randomly

selected from each of the selected sub-locations. It was presumed that each household

had an average of 4 people aged 15-34 years (CBS, 2006); thus 120 households would

imply approximately 480 potential study respondents.
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The size of sampled households from each village was a proportion of the total

populationof households in the village to the total number of households in the selected

tudy villages. The size of each village was determined using the formula:

Size (n) = Number of households in the village x 120
Total number of households (892)

Table 3.1 summarizes selected locations, sub locations, villages, and the

proportion of households selected from each village.

Table 3.1. Selected households by location, sub-location and village

Location Sub-location Village Total Selected Households
Households n

Onjiko Kabongo Kobong'o 162 22

Awasi Wanganga Komolo 105 14

Kochogo Kochogo Central Kalwande 149 20

Wawidhi Ayweyo Waradho 123 17

KalmIa Ombaka Kaloo 178 24

E. Kano Achego Kanyang'oro 175 24

----
Total 892 120

As shown in table 3.1, 24 households were selected from Kaloo village, another

24 from Kanyang'oro, 22 from Kobong'o, 20 from Kalwande, 17 from Waradho, and 14

from Komolo villages. All men and women aged 15 - 34 years, who live in the selected

households, were approached to participate.
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throughsocial networks (Bull & Shlay, 2005). Interpersonal influences in such a

communityare also more significant among people who have a greater sense of identity

and commonality (Grzywacz & Fuqua, 2000). In this study, the role of interpersonal

influencesand social networks in facilitating successful implementation of Me projects

wasexplored.

4.1.3 Marital status of respondents

Half of the survey respondents were married, 44% were single, five percent

separatedor divorced, while two percent of them were widowed. Table 4.3 displays the

maritalstatus distribution of male and female respondents in the survey.

Table4.3. Marital status of male and female survey respondents

Gender
Maritalstatus Male n (%) Female n (%)

n=193 n=220
Single 89 (46.1%) 96 (44.9%)

Married 94 (48.7%) 111 (50.5%)

Separated/divorced 9 (4.7%) 8 (3.6%)

Widowed 1 (0.5%) 5 (2.3%)

As indicated in Table 4.3, 50.5% of female respondents were married, 45% were

single,about four percent were divorced or separated, while only 2.3% were widowed.

Nearly half of the male respondents were married, 46% were single, and about five

percentwere divorced, separated or widowed. A near equal proportionality of married

and single population of respondents reflects village orientation where many people

marry in their 20s and early 30s. Marital status may also affect sexual behaviour and

riskof HIV infection.
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Studies in SSA show that young single males and females do not confine

themselves in monogamous relationships (Hogsborg & Aaby, 1992; IPAR, 2004;

Sheltonet al., 2004; Welsh et al., 2001). Single women, both unmarried and formerly

marriedhave been reported to be more likely to be infected with HIV than married ones

(Glenn et al., 2001). Other research in Kenya has indicated that people in married

relationships are less likely to use HIV protective strategies such as condoms (IP AR,

2004; KAIS, 2007; KDHS, 2003; Welsh et al., 2001). Furthermore, some previous

studiesin traditionally non-circumcising communities has shown that unmarried men are

morelikely to circumcise than married men (Halperin et al., 2006; Mattson et al., 2005;

Scott et al., 2005). This study, therefore, included marital status as an independent

variable to examine predictors of MC acceptability and preference.

4.1.4 Religious affiliation of respondents

Majority (54%) of the respondents were Protestants, 39% were Catholics, 5%

wereMuslims, while only three percent reported 'no or other religion'. Table 4.4 displays

thereligious affiliation characteristics of male and female respondents in the survey

Table4.4. Religious affiliations of male and female survey respondents

Gender
Religion Male n (%) Femalen (%)

n=193 n=220

Catholic 74 (38.3%) 87 (39.5%)

Protestant 102 (52.8%) 118 (53.6%)

Muslim 13 (6.7%) 8 (4.5%)

Other 4 (2.1 %) 5 (2.3%)
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As the results presented in Table 4.4 indicates, about 40% of females and 38% of

maleswere Catholics, 52.8%s males and 53.6% females were Protestants, 6.7% males

and4.5%females were Muslims, while only 2.1% of males and another 2.3% of females

eitherdidnot have a religion or responded 'don't know'.

Religion has been "reported as a major influence on Me. Islam and some

indigenousAfrican Christian religions (especially the Nomiya Church) in Kenya insist on

circumcisionas a qualifying factor for membership have been identified previously as a

predictorof MC preference (Bailey et al, 2002; Mattson et al., 2005). In this study,

religionwas included as an independent variable in order to examine whether religious

affiliationhas any influence on willingness to circumcise, whether men would be willing

to circumcise for religious reasons. The study further explored how local religious

structurescould help facilitate implementation of MC projects in the community.

4.1.5 Educational status of respondents

About 42% of the survey respondents had secondary level of education, 41% of

themhad up to primary level of education, while only 18% of them had post secondary

education.Figure 4.1 displays educational attainment distribution of male and female

respondents.
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Figure 4.1. Educational level distribution of survey respondents

As indicated in Figure 4.1, 46% of the male respondents had up to primary level

of education or less, 34% of them had up to secondary level education, while 20% of

themhad post-secondary education. Among the female respondents, 48% of them had up

to secondarylevel of education, 36% of them had up to primary level education or less,

while 15% of them had post secondary level of education. On overall, 41.4% of the

respondentshad up to primary level education.

The results indicating that more than 40% of the respondents (aged 15-34 years)

had less than secondary education reveals a relatively low education, poor progression

73



from primary to secondary school, and reflects high levels of poverty in the population.

Education increases chances of upward mobility and accumulation of wealth; these

resourcesmake it easier for an individual to have access to more casual sexual partners.

Researchin Kenya has shown that education is associated more with high risk behavior

such as casual sex (Glenn .et al., 2001). Research has also identified education as a

moderatorfor circumcision preference (Halperin et al., 2006; Mattson et al., 2005; Scott

et al., 2005). This study also included education as an independent variable in predicting

willingnessto circumcise.

4.1.6 Employment status of respondents

Approximately 44% of the survey respondents were unemployed, 42% were self-

employed, 8% seasonally employed, 7% of them were in regular employment. Data

presented in Table 4.4 summarizes the employment characteristics of the male and

femalerespondents in the survey.

Table4.5. Employment status of male and female survey respondents

Gender

Education Malen (%)

n=193

Female n (%)

n=220

Regular

Seasonal

Self-employed

Unemployed

15 (8%)

15 (8%)

93 (48%)

70 (36%)

11 (5%)

20 (9%)

79 (36%)

110 (50%)
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Asillustrated in Table 4.5, majority of the female respondents (50%) reported that

theywere unemployed as compared to 36% of the men. Majority of men were self

employed(48%) as compared to 36% of the females. About 16% of the males and 14%

ofthefemaleswere either regularly or seasonally employed. Unemployment is associated

withpoverty;previous research has found that Nyando is one of the poorest divisions in

Kenya,with over 85% of its households falling into the poorest socioeconomic quintile

forKenya(CBS, 2006; CDC, 2007; OOK, 2002). Inability to take some time off from

dailywork and perceived costs related to MC, which have previously been reported as

barriersto MC uptake (Westercamp & Bailey, 2906; Mattson et al., 2005; Scott et al.,

2(05), may result from employment status. This study also included employment as an

independentvariable in predicting willingness to circumcise.

4.2 Acceptability of Me among Survey Participants

This section presents data on willingness to accept MC among the population

living in Nyando division. Results relating to current circumcision status of male.

respondentor current (or immediate previous) sexual partner of female respondent is first

presented.Secondly, is a summary of responses on willingness of male respondents who

arenotcurrently circumcised to circumcise in future if the procedure could be performed

safely,with less pain, and at a low cost. Thirdly, is a presentation of data on male and

femalerespondents' willingness to circumcise their sons in the future 'if the procedure

couldbe performed safely, with less pain, and at a low cost'. These three conditions for

willingnessto circumcise were informed by previous studies on MC acceptability which
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uggestthat safety, cost and pain are major predictors of willingness to circumcise among

adult males (Mattson, et al., 2005; Scot et al., 2005; Westercamp & Bailey, 2006).

4.2.1 Circumcision status of male or primary partner offemale respondents

Male respondents were asked to indicate their current circumcision status while

female respondents were asked about the circumcision status of their current (or

immediate past) sexual partner. Data presented in Figure 4.2 summarizes the self-

reported circumcision status of male respondents and reported circumcision status of

currentor most previous partners of female respondents,
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~
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Q,j
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40%S
=~ 30%'"Q,j

~
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fl Circumcised

• Uncircumcised

o Unsure

Figure4.2. Circumcision status of self/primary partner of survey respondents
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Results indicated that 90% of the male respondents reported that they were not

currentlycircumcised, while only 10% of them reported that they were circumcised. This

resultis in agreement with previous studies indicating that nearly 90% of men of the Luo

originare uncircumcised (Buve et al., 2000; KAIS, 2007; KDHS, 2003; Mattson et al.,

2(05). This result has foremost implication to planning and implanting projects to

promoteMe as a public health intervention; the low MC prevalence, coupled with its

highHIV prevalence (GOK, 2002) suggests an urgent need to consider designing and

implementingMC interventions in the community.

Among the female respondents, 84% reported that their current or immediate past

malepartner was uncircumcised, while 11% of them reported circumcision of their

partners,while five percent were either unsure or did not know the circumcision status of

theircurrent or immediate past partner. The high percentage of non-circumcision status

amongfemale respondents' sexual partners in this study suggests higher intraethnic or

intracommunitysexual relations. It may imply that females draw their sexual partners

fromthe same Luo cultural background, and possibly, from the Nyando community.

Morris(2007) suggested that promoting MC among these men could impact on the

overallHIV prevalence in the community.

4.2.2 Acceptability of adult Me among survey respondents

The 173 (89.6%) male survey respondents, who reported that they were not

currentlycircumcised, were asked their willingness to circumcise in the future. Previous

studieson acceptability of MC (Westercamp & Bailey, 2006) indicated that safety, cost,

andpain were primary predictors of decisions to circumcise. Qualitative results from this

studyalso identified these themes as key barriers to acceptability of Me. Consequently,
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inthesurvey,male respondents were asked to indicate their willingness to circumcise in

future'if the procedure could be performed safely, with less pain, and at a low cost'.

Figure4.3 illustrates their responses.

123 (71%

!I Willing to circumcise • Unwilling to circumcise o Unsure

Figure 4.3. Willingness of male respondents to be circumcised or not

As shown in Figure 4.3 above, majority (71%) of the men who were currently

uncircumcisedreported willingness to circumcise in future if the procedure could be

performedsafely, with less pain, and at a low cost; 25% reported that they would still not

be circumcised, while 4% were unsure. That majority of current and potential parents

expressed readiness to embrace circumcision for their male children is a positive

indicator of acceptability and potential demand for MC services, and a predictor of

successfulimplementation of MC projects in the community.
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It wasof interest to explore acceptability of Me intervention among women in the

studyarea. Female respondents were asked to indicate their preference between

circumcisedand uncircumcised men, if they had a choice. The results indicated that 181

(83%) of female respondents reported that if they had a choice, they would prefer their

partnersto be circumcised. Thirteen percent of them reported that they did not have any

preference,while only six percent of them reported that if they had a choice, they would

preferuncircumcised men as sexual partners. This result is consistent with findings from

previousstudies in this Nyanza region of Kenya (Mattson et al., 2005) and in other areas

ofsub-SaharanAfrica (Lagarde et al., 2003; Kebaabetswe et al., 2003; Scott et al., 2005).

It suggeststhat, women can significantly influence adoption of Me, and are an essential

factorto successful implementation of Me projects. Bailey et al. (2002) study suggested

that women perceived themselves as vulnerable and would support efforts aimed at

reducingHIV infection among their males.

Willingness to consider circumcision for self among the men in this study was

higherthan previously reported in acceptability studies in SSA (Westercamp & Bailey,

2(06). Among the Luo people, Mattson et al (2005) reported that sixty per cent of

uncircumcisedmen (n=64) and 69% (n= 68) of women who had uncircumcised regular

partners reported that they would prefer to be circumcised or their partners to be

circumcised.The passage of time and new evidence and media coverage on the benefits

of Me could have resulted in significant changes in acceptability levels for Me

interventionthat is reported in this study.
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Qualitative results from key informant interviews with Nyando district medical

officerof health (DMOH), the medical superintendent for Ahero sub-district hospital

(ASDH), and practitioners at the SDS, who have been trained to conduct Me, indicated

that there was an increased demand for Me services. The DMOH reported that the

ASDH alone performed an-average of three voluntary medicalised Me per day, and

projected that the number would increase with more community-wide awareness,

education and mobilization activities aimed at building demand for the services. One

trainedMe provider in the ASDH, indicated that most volunteers for Me were young

men,referred from VeT centers or by already circumcised peers. He said:

Sometimes young men stop me and informally ask me that they would want to get
circumcised. They say that a friend of theirs was circumcised by me and this has made
him too to come. The demand is more than we can do here, because we also have other
regular duties (Trained Me Provider, ASDH, 43 yrs old, during an interview on July 8,
2008).

The number of males willing to circumcise, and those actually seeking the

procedure could increase significantly in the future with greater public debates and media-

coverage on research findings that culminated to the WHO recommendation that Me be

promoted as an additional HIV preventive measure. As this demand increases in Nyanza

province, and in Nyando division, it is important to determine demographic factors that

could predict willingness to circumcise. This could aid projects planning and promoting

Me services to prioritize target populations, and to ensure that clear and consistent

messages are delivered to different sub-groups of the populations. WHOIUNAIDS

(2007b) emphasized that the messages should be carefully tailored, culturally sensitive,
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draw on local language and symbols, and be appropriate to the particular level of

developmentand understanding of the population groups for which the messages are

designed.

4.2.3 Demographic factors associated with willingness to circumcise among

male respondents

In order to identify demographic characteristics variables that appear to be more

associatedwith willingness to circumcise in the future among men in the survey,

multinomiallogistic regression analysis was employed. Demographic factors of age,

maritalstatus, religion, educational attainment, and employment status were treated as

independentvariables and added to a single regression model. The dependant variable in

themodelwas uncircumcised male respondents' willingness to circumcise in the future.

The analysis was run using SPSS and the results summarized. For each variable, an

estimatedodds ratio (OR), 95% confidence interval (Cl) for the odds ratio, and p value

wereextracted from the SPSS output's parameter estimates table. OR is the likelihood

thata respondent would be willing to circumcise if a certain factor (e.g. marital status =

married,unmarried) is present. It was used to identify demographic variables that appear

to be more associated with willingness to circumcise than another. Table 4.6 reports a

summaryof these results.
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Table4.6. Multinomial logistic regression analysis to determine demographic factors
associated with willingness of uncircumcised men to be circumcised. OR,
C] and p-values were used to interpret the results.

Circumcision willingness
Odds

Factor Would Wouldn't Ratio 95% CI for the p
Circumcise Circumcise (OR) OR value

n (%) n=123 n(%)n=50
Ai&

<25 yrs 55 (44.7%) 6 (12.0%)
.00*5.93 2.35 to 14.94

~ 25 yrs 68 (55.3%) 44 (88.0%)

MaritalStatus

Unmarried 75 (61.0%) 20 (40%)
2.34 1.2 to 4.59 .02*

Married 48 (39.0%) 30 (60:0%)

Education

Primarylless 55 (44.7%) 25 (50.0%)
0.81 0.42 to1.56 .52

Secondary + 68 (55.3%) 25 (50.0%)

Religion

Catholic 49 (39.8%) 17 (34.0%) 1.5
0.72 to 2.98 .32

Protestant 57 (46.3%) 29 (58.0%)

Employment

Unemployed 46 (37.4%) 17 (34.0%) 1.15 0.58 to 2.31 .67

Employed 77 (62.6%) 33 (66.0%)

* P value is significant at a=.05
Note. Only one OR, CI, and p value is obtained for each independent factor (e.g. age).

Each factor has two levels (subgroups).

As indicated in Table 4.6, results of multinomial logistic regression analyses

revealed that age and marital status were significantly associated with willingness to be

circumcised; the odds of willingness to be circumcised in the future was approximately

six times higher among younger men than among older men (OR= 5.93; p=.OO). Also, the
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oddsof unmarried men's willingness to circumcise in future was approximately 2 times

higher than that for married men (OR= 2.34; p=.02). Education, religion and employment

did nothave any significant associations with willingness to circumcise.

Although some previous studies have shown that age and marital status are

predictors of circumcision preference (Scott et al., 2005), some have not shown any

associations.For example, Mattson and others (2005) found that none of the demographic

characteristics (i.e. age, religion, marital status, employment, and education) were

independently associated with uncircumcised men's circumcision preferences. Previous

qualitative research has associated circumcision of older men with perceptions of more

pain, longer time to heal, and higher rates of adverse effects (Bailey et al., 2002;

Ngalande et al., 2006). The present result showing that younger and single men were

morewilling to circumcise than relatively older population was corroborated by opinions

fromqualitative data. One male key informant, a village elder, expressed:

Circumcision is more meaningful for young men, more so those who have not married.
For older men, with wives and children, it looks awkward if people heard that you went
to be circumcised. It is better for younger men; older men have already lived most of
their lives without it. It makes no sense introducing it to them for example when they are
more than 40 years old (Male Elder, 57 yrs, Kanyang'oro village, East Kano location).

Previous studies on condom use in Kenya have shown that men in stable sexual

relationships are less likely to use condoms consistently (Glenn et al., 2001; KDHS,

2003; KAIS, 2007). This implies need for community dialogue and couple counseling on

the overall public health implication of MC as opposed to promoting it purely as a HIV

preventive measure. These results have practical implications to projects that plan to

design and implement MC projects in the study area.
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4.2.4 Willingness to circumcise sons infuture among survey respondents

In order to further explore acceptability of Me in the study area and its

implicationto designing and implementing Me projects, male and female survey

respondentswere asked to indicate if they would be willing to circumcise their sons in

future.Guidedby previous Me acceptability studies (see Westercamp & Bailey, 2006)

whichshowed that safety, cost, and pain were primary predictors of circumcision, and

qualitativeresults from this study, which identified these themes as barriers to

acceptabilityof Me, survey respondents were asked if they would consider circumcision

oftheirsons in the future 'if the procedure could be performed safely, with less pain, and

ata lowcost'. Results showed that 379 (92%) of the survey respondents were willing in

futureto circumcise sons. Figure 4.3 summarized responses of male and female

respondents.
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Figure 4.4. Survey respondents' willingness to circumcise sons
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As shown in Figure 4.3, an overwhelming majority (96%) of the female

respondentsand a significant majority (87%) of male respondents were willing to have

theirsonscircumcised if the procedure could be performed safely, with less pain, and at a

lowcost.This result positively indicates that projects planning to design and promote MC

services must include a provision for community education and delivery of MC services

tomalechildren. It implies that circumcisionof male children may also be considered as

strategyto promote circumcision in the general population, although has a long-term

impacton HIV incidence (Muula,2007; Sawireset aI., 2007;WHOIUNAIDS,2007b).

It was of interest to further explore the preferred age for circumcising sons among

the survey respondents. Respondents who reported that they were willing to consider

circumcisingsons in the future (n=379) were asked to indicate 'the best time for him to

be circumcised'. The results showed that 51% of the survey respondents preferred to

circumcisesons when they are children, perhaps 2-8 years old, 39% of them indicated

that at birth or infancy was best time, eight percent were for circumcision of sons at

puberty,while only three percent indicated preference for some other time. A gender-

basedanalysis of the responses is summarized in table 4.7.

Table4.7. Male and female respondents' preferred age for circumcision of sons

Gender
Preferredage Malen (%) Female n (%)

n=167 n=212
Atbirth or infancy 60 (36%) 87 (41%)

Whena child 79 (47%) 112 (53%)

Atpuberty 21 (13%) 6 (3%)

Someother time 7 (5%) 2 (1%)
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From the results, majority of respondents preferred circumcision of sons when

theyare still children or during infancy. Several factors explain this preference. Previous

studieshave indicated that circumcising at birth or at least within a few months of birth

can be a reasonable thing to do as there normally remain many years before sexual

exposure(Morris, 2007; Muula, 2007). Neonatal circumcision is considerably safer and

substantially less expensive than adolescent or adult circumcisions (Fergusson et aI.,

2006; Wiswell & Geschke, 1989). Qualitative results from FGDs among men and women

aged between 15-34 years indicated that majority of people would prefer infant Me

becauseof reduced adverse effects, and because it allows for a gradual and generational

introduction of Me. One male discussant observed:

It is easier to circumcise them as children or at infancy like in the bible because it is not a
cultural ritual in this community; Luo people are only doing it for health protection ... so
just like infant vaccinations, it is easier if done during infancy. As mothers dress the
wound of umbilical code, the penis also heals (Female, 26 years old).

.
Another discussant observed thus:

My opinion is that it should be done at infancy ... when still at the health facility; mother.
is counseled and allowed to make decision that will protect the child in future. Why wait
yet this thing is helpful... convincing an adult is very difficult, I tell you... if left to
become big, then they begin to fear pain because they have been taught that this thing is
very painful. When they are 16+ then the rumours will discourage him. It should be
included in the maternal prenatal counseling package... so that mothers can decide
(Female, 23 years old).

Few discussants who opposed circumcision at infancy or early childhood argued

that sons should be allowed to choose whether to circumcise or not when they become

adults, and that "parents should not decide for them if it is not our culture ... and by the

time they are adults, HIV will no longer be a such a big threat" (Male, 32 years old).

This argument is supported by previous studies that suggest that circumcision of
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neonates,in whom the procedure is simpler and less risky, is a long-term strategy, and

maytakeup to 20 years to create an impact on HN incidence (Muula, 2007; Sawires et

a1., 2007;WHOIUNAIDS, 2007b).

Previous researchers have argued that since neonatal circumcision is a less

complicatedand risky procedure than circumcision performed in young boys, adolescents

oradults,countries should consider how to promote it in a safe, culturally acceptable and

sustainablemanner (Muula, 2007; Rennie et al. 2007; Sawires et aI., 2007). However,

Rennieet al. (2007) suggested that there is need to address ethical concerns of

compromisinga child's bodily integrity for an issue that might not affect him for many

yearsto come.

4.2.5 Demographic factors associated with willingness to circumcise sons

It was of interest in this study to identify demographic variables that were

associatedwith willingness to circumcise sons in the future. To achieve this, multinomial

logisticregression analysis was employed. Demographic factors of gender, age, marital

status,religion, educational attainment, and employment status - independent variables -

wereadded to a single regression model. The dependant variable in the model was

surveyrespondents' willingness to circumcise their sons in the future. For each variable,

estimatedodds ratio (OR), 95% confidence interval (Cl) for the odds ratio, and p value

wereextracted from the SPSS output's parameter estimates table. OR is the likelihood

that a respondent would be willing to circumcise male child if a certain factor (e.g.

gender= male or female) is present. It was used to identify demographic variables that

appearto be more associated with willingness to circumcise male child than another.

Table4.8 reports a summary of these results.
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Table4.8. Multinomial logistic regression analysis to determine demographic factors
associated with willingness of male and female respondents to circumcise
sons. OR, CI and p-values were used to interpret the results.

Willingness to circumcise sons in future Odds
Factor Would Wouldn't Ratio

95%CI p
Circumcise Circumcise (OR) for OR value

n (%) n=379 n (%) n= 34
Gender

Female 212 (55.9%) 8 (23.5%)
4.13 1.82-9.35 .00*

Male 167 (41.1 %) 26 (76.5%)

~
<25 yrs 139 (36.7%) 7 (20.6%)

.04*2.23 0.95-5.26
~ 25 yrs 240 (63.3%) 27 (79.4%)

MaritalStatus

Unmarried 212 (55.9%) 16 (47.1 %)
1.43 0.71-2.89 .32

Married 167 (44.1 %) 18 (52.9%)

Education level

Secondary + 228 (60.2%) 17 (50.0%)
1.51 0.75-3.05 .25

Primary/less 151 (39'.8%) . 17 (50.0%)

Religion

Catholic 149 (39.3%) 12 (35.3%)
1.20 0.56-2.57 .89

Protestant 186 (49.1 %) 18 (52.9%)

Employment

Unemployed 169 (44.6%) 11 (32.4%)
1.68 0.80-3.55 .17

Employed 210 (55.4%) 23 (67.6%)

* P value is significant at 0.=.05
Note. Only one OR, CI, and p value is obtained for each independent factor (e.g.

gender). Each factor has two levels (subgroups).

As indicated in Table 4.8, results of logistic regression analyses revealed that

gender and age of respondents were significantly associated with their willingness to

circumcise their sons in future. The odds of willingness to circumcise sons in the future
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wasapproximately four times higher among women than among men (OR= 4.13; p=.OO).

Also, the likelihood of willingness to circumcise sons in the future was approximately

twotimes higher among younger people as compared to older people (OR= 2.23; p=.04).

Marital status, education, religion and employment did not show any significant

associationswith willingness to circumcise sons in future.

The results showing that women and younger people are more likely than men to

bewilling to circumcise their sons in the future corroborates data presented earlier in this

chapter. Results previously reported in this chapter (section 4.2) has shown greater

circumcision preference among women and younger people compared to men and older

peoplerespectively. The results imply that projects planning to provide community-wide

Me interventions should appreciate and include into their project design the role of

womenand young people as motivators of the intervention. Theories of social and culture

change shows that younger people are more likely to embrace new cultural practices than

oldergeneration (Hofstede, 2001). Younger people are thus more likely to appreciate and

embrace MC as a new cultural practice arising from cultural integration and new

evidence that it reduces risk of HIV and other STIs. Like for many African communities,

social construction of gender roles that place child welfare and health more on African

women than men, could explain the significant preference for circumcision of sons

among women than male respondents in this study.

4.3 Conclusion

This chapter has presented results on socio-demographic characteristics of

respondents and their willingness to accept MC. Results show that 90% of males and

84% of female's regular sexual partners were uncircumcised. Approximately 70% of
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uncircumcisedmen reported that they could consider circumcision for themselves in

futureif the procedure could be performed safely, with less pain, at low cost, while 83%

of femalesreported that if they had a choice, they would prefer their partners to be

circumcised.Demographic factors of age and marital status were significantly associated

withwillingness to circumcise; the likelihood to be willing to circumcise was higher

amongyounger and unmarried men than older and married men respectively. On

circumcisionof male children, 96% of females and 87% of males reported willingness to

havetheir sons circumcised in future if the procedure could be performed safely, with

less pain, and at a low cost. Gender and age were significantly associated with

willingnessto circumcise sons in future; the likelihood to be willing to circumcise was

higher among women and among younger people than men and older people

respectively.Circumcision of sons at infancy or when still in early childhood was most

preferredby the respondents. These results have major implications to the process of

planning and rolling out MC projects in the study area. With the relatively high

acceptabilityof the MC intervention, there is need for MC programs to set objectives

aimedat maximizing the supply of MC services in the community, through availing

adequateresources to provide MC to those who seek such services.
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CHAPTER FIVE

PSYCHOSOCIALINFLUENCES TO PLANNING AND IMPLEMENTATION OF
THE MC INTERVENTION

5.1 Introduction

This chapter presents qualitative and quantitative results on psychosocial factors

influencingplanning and implementation of the MC intervention in Nyando district. The

aimof this description is to achieve an understanding of major psychological and socio-

culturalfactors that can affect the successful planning and implementation of the MC

intervention,especially among traditionally non-circumcising communities such as the

Luo inhabiting Nyando division of Nyando district, Kenya. Models of community

projectsmanagement suggest that conversion of project inputs into outputs is influenced

by two major sets of factors: constraints (barriers) and facilitators (Cleland & Ireland,

2002;Cooke & Tate, 2005; Mulwa, 2004). On the strength of this suggestion, this chapter

consists of two main sections: firstly, a presentation of results on perceived barriers to

MC projects planning and implementation. These factors were expressed as reasons

againstcircumcision (barriers) expressed by both male and female study participants. The

second section presents and discusses results on perceived facilitators to planning and

implementation of MC projects. These factors were expressed by study participants as

reasons to circumcise (facilitators) among the study participants. The last section is a

conclusion of major findings presented and discussed in this chapter.

5.1 Perceived Barriers to MC Projects' Planning and Implementation

Results from FGDs and key informant interviews conducted in this study revealed

that the reasons not to circumcise most frequently mentioned were cultural identity, pain
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and healingcomplications, actual and opportunity costs, reduced inhibition of sexual risk

behaviour,stigma and discrimination, and other factors relating to sexual satisfaction.

Thesefactors have a bearing on successful implementation of Me projects and the

numberof males willing to come forward for circumcision. This section presents both

qualitativeresults, collected in the first phase of this study, and quantitative results from a

subsequentsurvey of men and women in the study area.

5.1.1 Cultural traditions and ethnic identify

Non-circumcision was mentioned by most participants as a significant cultural

characteristicthat distinguished the Luo from other communities, and some expressed

fear that introducing circumcision could cause loss of this cultural identity. A male

participantin one of the FODs described this perception as follows:

Some of our people are slow at adopting circumcision because it may threaten our
cultural identity ...like we are married into others' cultures. Those promoting it should
first be sensitive to our ways and know that we are not doing anything wrong by not
circumcising our men, and that if we begin to cut our men, we are only improving on
how we are doing our things by adopting new technology. We should not feel like we are
being forced into a practice that is foreign just because of HIV (Male, 31 years old).

Some participants described removal of six lower teeth as initiation rite that was

associatedwith the Luo, but which had long been abandoned. One male participant said:

Long time ago, our people used to remove six of their lower teeth to symbolize that they
were adults and not children any more ... we were born when this practice had been
abandoned" (Male, 34 years old).

Some male discussants described a 'mini-circumcision' done by young boys,

whichinvolved separation of underside of foreskin from penile shaft to avoid pain during

penetrativesexual intercourse. A male discussant expressed the following:
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I remember that when we were young, we were being pressured by peers to cut the
tendon that connects the skin to the fore-glands ... we used hair of a cow or a large soldier
ant to cut it at once. 1 know that even now, the youth in this community are doing it. ..
when they go grazing cows together. That was like a mini-circumcision (Male, 33 years
old).

Many discussants mentioned several labels that were associated with circumcised

menor those with shortened prepuces. Terms like rayuom, apum, mwache, jomwa or

kimirwa featured prominently. Further exploration of the meaning of these words

revealedthat they are derogatory terms, often used to refer to men who are circumcised,

or whose prepuces are shortened. One male discussant stated: 'Rayuom' is an insult.

Someonetells you how different you are from other normal people' (Male, 29 years old).

Some participants expressed a perception that males, who were circumcised or

hadcongenitally shortened prepuces, were embarrassed and experienced isolation. In the

wordsof one male discussant:

You find that young boys who are circumcised do not wish to take off clothes and shower
with peers by the lake of river. ..You will really be humiliated you would even wish to
bath with pant like a woman ... or shower away from peers 1 think this causes some
feeling of isolation (Male, 16 years old).

Evidence emerging from the FGDs and key informant interviews conceded that

there were several cultural issues that could hinder smooth implementation of Me

projectsin the study area. It was of interest in this study to further explore quantitatively

the influence of cultural identity fears and willingness to circumcise among

uncircumcisedmen in the study area. Survey respondents were asked to indicate whether

or not circumcision hindered their cultural identity. They were asked to agree or disagree

with the statement 'male circumcision is like taking other people's culture and leaving

ourheritage'. Responses of male and female responses are summarized in Figure 5.1.
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Figure 5.1. Survey participants' responses on whether or not MC is like taking other

people'sculture and leaving our heritage.

As Figure 5.1 shows, 50% of males and 44% of females disagreed that 'male

circumcision is like taking other people's culture and leaving our heritage'.

Approximately48% of females and 45% of male respondents agreed with this statement.

Nosignificant variations were reported between males and females. However, it is worth

notingthat approximately 47% of the respondents had the view that to circumcise was to

takeother people's culture. This corroborates well with qualitative findings in this study,

and further suggests need to address how culture, traditions, and ethnic identity may

influencethe design and implementation of MC projects.
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Since uncircumcised males (15-34 years) are the principle targets for projects

implementingMC intervention in Nyanza province, it was of interest to examine further

whetherwillingness to be circumcised in future was associated with current beliefs about

culturalidentity fears among uncircumcised men. To achieve this, Pearson's chi square

testwasused. Descriptive report,;( results and significance level are given in Table 5.1.

Table5.1. Belief that MC is taking others' cultures as associated with willingness of
uncircumcised men to be circumcised.

Belie/thatMe is Circumcision willingness

takingothers' Would Circumcise Wouldn't Circumcise

cultures n (%) n=123 n(%)n=50

Disagree 81 (65.9%) 8 (16%)

Agree 36 (29.3%) 39 (78%)

Don't KnowlUnsure 6 (4.9%) 3 (6%)

8df=2

value value

36.7 .00*

As shown in Table 5.1, results of Pearson's chi square tests for association

revealed that the belief that MC is like taking other people's culture and leaving Luo

heritage significantly associated with willingness to be circumcised in future among

uncircumcised men (;( = 36.7; df = 2; p=.OO). This result suggests that the belief that

circumcision of males is an alien cultural practice influence males opting to uptake MC

services. Previous studies have also suggested that cultural norms, ethnic identity, and

religious affiliation are viewed as central factors in acceptability of circumcision (Bailey

et aI., 2002; Westercamp & Bailey, 2006).

Several previous studies have also concluded that circumcision was increasingly

an issue of personal choice rather than ethnic identity (Rain- Taljaard et aI., 2003; Scott et
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al., 2005). Urbanization, ethnic mixing, and exposure to other cultures are conducive to

higher acceptability of circumcision in traditionally non-circumcising ethnic groups

(Westercamp& Bailey, 2006). Recent media reports in Kenya indicate that Luo opinion

leadersare of the view that MC should be considered and promoted as a health issue,

guidedby personal choice rather than the cultural practice of non-circumcision (Menya,

2008,September 2S; Oywa, 200S, September 2S). Previously, the Luo Council of Elders

disapprovedpromotion of MC, terming it as a 'highly emotive cultural issue, fraught with

heavy, demeaning, and political undertones' (Akoko, 200S, July 22). The present

researchthus suggests need for a broad-based dialogue within the Luo community and

betweenother ethnicities on the cultural implication of designing and implementing MC

asa HIV preventive measure.

5.1.2 Perceived pain and healing complications

Most FGD participants mentioned that fear of excessive pain during circumcision

andhealing complications could be a major obstacle to seeking the procedure. A male

discussantstated:

The truth is let me bring the point home ... the truth is ... pain ... pain pain ... pain is
the problem What we really fear is the pain ... for a man as big as I am just imagine
that someone takes a knife and cuts you ... the pain is ... so much (Male, 23 years old).

Many discussants held a perception that pain was a key characteristic of

circumcisionpractices in neighboring ethnic groups. The participants said that they had

heardof circumcision ceremonies in these communities, in which endurance to pain was

anindicatorof being a man and an important experience. A female discussant expressed:

Their men are so proud when they talk about Me to us: They tell us of how painful the
experience is, and that it was proof of manhood to endure the pain; I think this scares our
Luo men even more. It is like they want to prove that they are more men than our men
(Female, 17 years old).
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Some participants expressed the perception that time to heal and other social

complications could also be barriers to men in the community seeking to circumcise.

Somediscussants expressed a perception that since men were socialized to tolerate pain,

theywould avoid incidences where they are seen as unable to bear it. For example, a

femalediscussant said:

When a man who is recently cut sees you, he thinks about sex and the penis erects, even
if it has not healed well. This causes more pain. They don't want to be seen crying. They
are taught from childhood that men never cry like a woman (Female, 28 years old).

A few participants proposed that circumcision be performed at a special place,

where circumcised men heal before returning. to the community. The participants

suggested that this place would also allow men to 'wear wrappers' as they heal without

feelinghumiliated. There was a belief among these discussants that wearing wrappers in

publicwould debase masculinity, as the following female participant expressed:

They need a place to stay until they get well and can put on trousers before being told to
go home... so that everi if people know that he went for Me, but not that he still covers
himself with a wrapper like a woman here at home (Female, 19 years old).

Participants suggested that more males would circumcise if the procedure was

performed in a professional setting and pain reduced through anesthesia. One female

participant expressed that, "these fears can reduce if the men were told that they would be

given strong pain killers during the procedure and as they are healing" (Female, 23 years

old).

Most discussants observed that more males would consider circumcising if the

procedure was performed in a professional setting and pain reduced through anesthesia.

Apprehension about pain and related healing complications associated with Me has
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directimplication on demand for and willingness to seek Me services, and thus on

successfulimplementation of Me projects in the community.

It was of relevance in this study to further examine quantitatively how pain and

healingcomplications perceptions could affect willingness to circumcise among

uncircumcisedmen, and consequently the design and implementation of Me projects.

Surveyrespondents were asked to indicate whether or not pain and healing complications

dueto circumcision were bearable or unbearable for an adult. The results summarizing

responsesfor male and female participants are presented in Figure 5.2.
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Figure 5.2. Survey participants' responses on whether or not pain and healing
complicationsfrom Me is bearable
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Results presented in Figure 5.2 show that 65% of females and 43% of males

reportedthat the pain and complications are unbearable, while 47% of male and 19% of

femalerespondents reported that the pain is bearable. The data showing that nearly 55%

oftherespondents believed that pain due to circumcision was intolerable for adult males

corroborateswell with qualitative data collected in this study. These results are also in

consonancewith previous studies, which have shown that fear of pain, and concern for

safetyconsistently emerged as barriers to acceptability of MC (Bailey et al., 2002;

Luboko& Bailey, 2007; Mattson et al. 2005; Ngalande et aI., 2006; Scott et al., 2005).

This result was further examined to ascertain how willingness to be circumcised

in future associated with beliefs about pain among surveyed uncircumcised men. To

achievethis, Pearson's chi square test was used. Descriptive report, I results and

significancelevel are given in Table 5.2.

Table5.2. Belief that pain and healing complications from MC is bearable as associated
with willingness of uncircumcised men to be circumcised infuture.

Circumcision willingnessBeliefthatpain and

healingcomplications

fromMC are:

Would Circumcise Wouldn't Circumcise n

n (%) n=123 (%) n= 50
value value

Bearable 75 (61%)

34 (27.6%)

12 (9.8%)

2 (1.6%)

13 (50.9%)

32 (64%)

5 (10%)

0(0%)

21.7 .00*
Unbearable

Aboutsame

DKIUnsure

As reported in Table 5.2, results of Pearson's chi square tests for association

revealed that the belief that pain and healing complications from circumcision is
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unbearable significantly associated with willingness to be circumcised in future among

the uncircumcised men <I = 21.7; df = 3; p=.OO). These findings suggest need to

consider designing activities within Me projects in the community that address

perceptionsabout pain and healing-related complications.

Community perceptions of pain were also related to the need for circumcision to

beperformed at some special place, which would guarantee that circumcised men heal

andwhere they would not see women who would exacerbate their pain. Such a place

wouldallow the men to wear leso (wrappers) during the healing process without feeling

humiliated. This leso was seen by some discussants as feminine and would debase

masculinity. This is illustrated by the following discussants in females-only FODs:

They fear that they will feel pain. They also want that if it is to be done, then they should
be nursed in a special place, and not that they come back home immediately after the cut.
They can stay at the circumcision place for sometime before they get back (Female, 27
years old).

Just imagine people watching your boyfriend wearing a leso and yet everyone knows that
he is not a Muslim ... everyone will know that he sharpened his penis .... fellow peers will
laugh at you (Female, 19 years old).

There was a general view that a good number of community youth and young

adults would seek Me if the procedure would be performed in a professional setting in

which the pain would be significantly reduced through anesthesia and pain relievers.

Overall, pain perceptions and related complications like excessive bleeding and possible

infections as a result of non-sterilized tools might socially construct adoption of Me

behaviour in this community and need consideration by projects promoting the Me

services in the area.
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5.1.3 Actual and opportunity costs

Most discussants observed that apart from actual cost of the procedure, there are a

myriadof additional associated costs that could obstruct circumcision-seeking behavior

in the community. These included expenses for wound dressing, medications, and

transport costs to visit the, health facility. Moreover, circumcision was least among

householdpriorities and its effects were considered as long-term. One woman said:

If there is a cost to circumcision in the hospital, they will ask: why spend money on this
thing yet you have lived all these years without it and no one is complaining? It may not
be seen as an urgent thing to compete with others needs for money in the house (Female,
22 years old).

In addition, there was fear that opportunity costs arising from temporary

immobilization of youth and adult males during healing from circumcision would lead to

lossof much needed household income. A male participant expressed:

If this man is the breadwinner of his house, and you want to put him down for 2 to 3
weeks, depending on how his body responds to wounds. He is both the driver and the
conductor of his family's livelihood. Economically this family will be affected, staved
because the man got circumcised (Male, 34-years old).

Many discussants mentioned accessibility to the nearest health facility as a barrier

to seeking Me. The participants expressed a perception that some people preferring

circumcision may not seek it because of transportation expenses to the nearest hospital.

As one male participant mentioned:

Sometimes it is even hard to have these people to pay 20 shillings for clinical records
book. Transport ... [to Me hospitals] will be a problem. It will not be accessible to these
people with low income. Maybe the NGOs promoting it can have mobile theatres .. .like
mobile voluntary counseling and testing services to perform the procedure or they can
have specific days that the procedures are done in nearby facilities (Male, 34 years old),

Perceptions of additional and opportunity costs and associations with willingness

to circumcise among uncircumcised men were further examined quantitatively. Survey
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respondentswere asked to indicate their agreement or disagreement with the statement

that"even if it was free, additional costs due to circumcision are still too much to

contemplate".The results summarizing their responses are presented in Figure 5.3.
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Figure 5.3. Survey participants' responses on agreement or disagreement that

additionalcosts due to MC are too much to bear

Results presented in Figure 5.3 show that 64% females and 30% males agreed that

even if it was free, additional costs due to circumcision were still too much to

contemplate.Nearly 60% of males and 26% of females disagreed with this statement.

Thedata showing that nearly more females agreed that the opportunity costs were high

mayindicate the effect of circumcision on the household economics. In addition, the

results showing that 30% of males reported that there were many hidden costs to

circumcisionmay suggest another source of influence on adoption of MC among males

inthe area.
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Pearson's chi square was used to further examine how willingness to be

circumcisedin future associated with beliefs about additional opportunity costs from

circumcision.The result is reported in Table 5.3.

Table5.3. Belief that additional costs due to MC are to many as associated with
willingness of uncircumcised men to be circumcised infuture.

Beliefthatadditional Circumcision willingness laWould Circumcise Wouldn't Circumcise pcosts due to MC are value valuetoo many n (%) n=123 n(%)n=50

Disagree 73 (59.3%) 13 (26%)

Agree 37 (30.1%) 32 (64%) 18.2 .00*

DKlUnsure 13 (10.6%) 5 (10%)

adf=2

The chi square results presented in Table 5.3 revealed that the belief that even if it

was free, additional costs .due to circumcision are still too much to contemplate

significantly associated with willingness to. be circumcised in future among the

uncircumcisedmen (j = 18.2; df = 2; p=.OO).The result suggests that perceptions that

circumcision procedure was coupled with many additional opportunity costs may

possibly frustrate circumcision-seeking behaviour, and consequently the successful

implementationof MC projects in the study area.

ill addition, poverty featured in the FGDs and interviews as a contextual lens from

which cost was perceived. Unemployment, reliance on self-employment and

overburdenedhousehold budget were mentioned as barriers to the procurement of MC

procedure and to the facilitation of healing after Me. Some discussants suggested that

male circumcision services should be provided free or subsidized fees in the health

facilities.A youthful female in one of the group discussions had the following to say:
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Most people in this community cannot even afford a good meal a day ... poverty is the
issue; there is no money to buy food ... sometimes men would even say they have no
money for condom which is ten shillings. How do you expect them to pay for this
circumcision? I think the government should provide the service to anybody who wants it
at a very subsidized cost. . .like 200 shillings. This would motivate some people to try it
(Female, 21 years old).

Discussants also mentioned that accessibility to the nearest health facility was

equallya cost issue. It was argued that the transportation costs to and from the health

facility for Me services would bar many people who would otherwise be willing to

acceptthe procedure. In addition, participants raised concern about limited transportation

andcommunication infrastructure. Some informants observed thus:

I think the distance is also an issue ... for example if some one has to go as far as 50
kilometers to get a good place for Me, most of the men would not prioritize it (Female,
19 years old).

The fare to the health facility and accessibility is a very big factor to consider. You must
go back for follow-up and so on and this is money ... it may increase the burden in the
family... they should do it free ... and doing home-based visits after the man is
circumcised (Male Elder, 63 years old, Kobong' 0 village, Onjiko location).

Some people take their children to quacks saying that they do not even have money for
fare to visit the health facilities .... Willing men should be facilitated to reach the nearest
facility where they could get this service ... or they should introduce mobile community
outreaches and follow-ups. There are some people whose wounds don't heal easily. They
may need to visit the hospital several times (Male, 26 years old).

In facilitating successful implementation and adoption of Me, some discussants

advocated for incentives to those who undergo the procedure. These incentives included

daily care products like soap, food stuffs during healing process, and other promotional

items like t-shirts and caps. Payment for Me services emerged as a major barrier to

adopting Me against the backdrop of other household economic barriers associated with

the procedure. From these results, it is evident that cost-related factors in the face of other

reasons not to circumcise, could present a major barrier to implementing Me projects.

104



These results confirm findings of previous studies, which have consistently shown

thatthe cost factor is a major barrier to acceptability of Me, especially in resource poor

settings(Bailey et al., 2002; Kebaabetswe et al., 2003; Lagarde et al., 2003; Luboko &

Bailey,2007; Mattson et al., 2005; Ngalande et al., 2006; Scott et al., 2005). Westercamp

and Bailey (2006) reported that in non-circumcising communities circumcision is

regarded as a voluntary procedure that may be unlikely to take precedence over

competingneeds. These results indicate that the true cost of Me, which includes payment

for the procedure and opportunity costs of time away from work and other income

generatingactivities, may have to be supplemented by Me projects to achieve significant

uptakeof the intervention.

5.1.4 Perceived potential for increase in sexual risk behavior after circumcision

There was an expressed perception among most participants that promoting Me

would lead to a misconception that Me was some "magic bullet" against HIV, which

could have an adverse effect on other preventive methods. Some discussants expressed

that if men believed that circumcision offers protection from HIV infection, they may

engage in higher HIV risk behaviors like disuse of condoms and increase in multiple

sexualpartners. One male participant said:

It will increase prostitution ... will make them [circumcised men] more careless ... and then
as we try to prevent HIV through these projects, we are only increasing it. People will begin
to have reckless sex ... some youth will even experiment with how it feels to have sex when
circumcised ... to try it out. That is common, just like a new dress you have just
bought...you always want to wear it. ..or like a man who had married a second wife ... you
will have more sex with her than the first wife ... then the risk of getting infected would be
faster than those who are not circumcised ... yet you say it reduces infection (Male, 29 years
old).

Some discussants explained that the concept of risk reduction may be interpreted

to imply risk elimination, thereby lead to riskier sexual behaviors. A female participant

noted:

105

-



You know some of the men would interpret the message that MC fully prevents HIV and
not reduces the chances of getting it. They will just go spraying fire ... this can increase
HIV ... he would be perceived as the real man ... you remember the story AIDS is like a
road accident. ..everyone does sometime ... or the idea that having sex with a virgin cures
AIDS... didn't you hear of the cases of defiling young girls to cure AIDS? (Female, 29
years old).

Some discussants noted that the concept of risk reduction may be interpreted to

implyrisk elimination, thereby leading to riskier sexual behaviors. On this perception, a

femaleparticipant had this to say:

Many of these men who are going to come out of circumcision will feel that the sex speed
governor has been removed. Now that that you are cut, your chances of being infected
have reduced .. .it is like the speed governor has been removed. Men will no longer want
to use condoms. They have always disliked it. Sometimes they start using it during the
first round or when you've just met. .. then as you familiarize, he want to avoid using
it. ..like trust is already build (Female, 25 yrs).

Most discussants suggested that there was need for Me projects to facilitate

proper community education and counseling before and after the circumcision surgical

procedure in order to educate those seeking the procedure against the perception that Me

offers full protection against nrv. One male participant said:

I- think people should get enough counseling before and after the cut. Currently, people
think that a circumcised person takes a long time at playing; so once he get cut, he will
rush to try confirming if the thoughts he had earlier are really true. Then he gets involved
in risk behavior. You don't know how many girls he will encounter; and how many are
infected; again the longer he is going to take, the more likely that he will get HIV. I think
these people [MC project implementers] should know that counseling the youth first is
very important (Male, 22 years old).

Some discussants suggested that Me projects should emphasize on hygiene and

other Me benefits rather than on HIV risk reduction. In the words of a male participant:

It should be clear that we are doing it for hygiene .. .if you talk about HIV prevention, it is
going to make our youth very reckless .. .let us forget about emphasizing that MC reduces
HIV. It should be purely about hygiene and improved genital health (Male, 27 years old).

Two main themes on increased sexual risk behavior resulting from Me were

consistent across the FGDs: reduced condom use, and increase in number of sexual
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partners.These factors have significant implication to the design and implementation of

MC projects in the Nyando community. In a further exploration of these perceptions,

survey respondents were asked to indicate their agreement or disagreement with two

statements on reduced condom use and increased sexual partners among men, now that

MC is being promoted to reduce HIV infection. Figure 5.4 summarizes participant

responses on the belief that condom use is less necessary now that Me is promoted to

reduceHIV.
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Figure 5.4. Survey participants' responses on agreement or disagreement that condom

use is less necessary, now that Me is promoted to reduce HIV.

Results presented in Figure 5.4 show that 88% of females and 79% males, a

significant majority, disagreed that condom use would be unnecessary, now that Me is
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promoted to reduce HIV infection. Sixteen percent of males and 8% of females believed

that condom use was unnecessary now that Me is confirmed to reduce HIV infection.

Thispercentage is significant for public health concern; Me projects should thus design

correcthealth promotional messages to address these perceptions.

Figure 5.5 summarizes participant responses on the belief that circumcised men

cansafely have sex with many women, now that Me is promoted to reduce HIV .
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Figure 5.5. Survey participants' responses on agreement or disagreement that multiple

partners is permissible, now that Me is promoted to reduce HIV.
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Results presented in Figure 5.5 show that an overwhelming majority of

respondents,95% of females and 92% males, disagreed that circumcised men can safely

havesex with many women, now that Me is promoted to reduce HIV infection. Only

fourpercent of males and one percent of females believed that circumcised men can

safelyhave sex with many women, nowthat Me is promoted to reduce HIV infection.

The concern about possibility of increase in unsafe sexual behaviors among

circumcisedmales has been previously reported (WHOIUNAIDS, 2007b). Although

Agotet aI. (2007) study in Siaya district did not find any significant differences in risky

sexualbehaviors between circumcised and uncircumcised men, higher risk behaviors

havebeen found to be associated with circumcision status previously in South Africa,

Kenya,Uganda, and in Rwanda (Auvert et al., 2005; Bailey et al., 1999; Seed et al.,

1995;Tyndall et al., 1996). Lagarde et al. (2003) for example found a strong association

betweenthe reported number. of lifetime partners and circumcision status. The proportion

of circumcised men was significantly higher among those who reported more than four

lifetimenon-spousal partners than among those who reported between one and four.

Overall, the belief that circumcision could offer maximal protection from HIV

infection,need to be monitored carefully because it could lead to a good percentage of

menengaging in higher HIV risk behaviors, and mitigating the partially protective effect

of Me. These views resonate well with WHO's emphasis that counseling and education

must be provided to men who undergo circumcision, reinforcing the idea of Me

reducing,not eliminating, the risk of HIV and other STIs cWestercamp & Bailey, 2006;

WHOIUNAIDS, 2007b). These findings imply that designers of Me projects in Nyando

109



divisionmust include strategies to address perceptions of risk elimination as a result of

Me.

5.1.5 Perceived fear of discrimination against uncircumcised men

Another fear mentioned in every focus group was that if MC is promoted to

reduce HIV, men who decide to remain uncircumcised would be discriminated against.

The common argument was that the uncircumcised men would be labeled as risky or

assumed as HIV infected. Some male discussants feared being labeled as HIV 'walking

bombs' by other circumcising tribes, as explained, by the following male participant:

My greatest fear. ..now that people are being encouraged to circumcise, what would
happen to those who still prefer to stay uncircumcised? They will be perceived as
walking bombs ... like it is a taboo to have an affair with such a man. We are the only
community which is not traditionally doing this ... others might begin to judge our men as
people who are already dead, only awaiting death announcement (Male, 33 years old).

On the perception that promoting MC in the community could discriminate

against uncircumcised men, a female participant said thus:

I think that we should be careful how to promote this circumcision among our people. If
women are convinced that circumcision reduces HIV ... we will tend to discriminate
against uncircumcised men. I would encourage my daughters that they would rather go
for a circumcised man, whose chances of infection are lower than an uncircumcised one
(Female, 34 years old).

Some discussants expressed fear that uncircumcised Luo men may be shunned by

women and perceived as unwilling to playa role in HIV reduction. One male discussant

had this to say:

[ .•. J our women will begin to run away from us due to stigma that uncircumcised men are
dirty and prone to have AIDS. I don't think this is the way to take us. These people must
first thoroughly educate the whole community about this, not just to sneak in and separate
us from our ladies ... we have lived well all those years with our full penises and this
circumcision, a foreign practice may spoil it (Male, 18 years old).
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Some participants mentioned that some parents would prevent their daughters

frommarrying non-circumcised men. A female participant explained this perception as

follows:

I want my daughter to be safe. I [will] definitely tell her only to get involved with a man
who is circumcised. At least the man will have had a lower chance of getting HIV.
Surely, you cannot lead your daughter to death that you are aware of. At least I will
advice her to avoid the uncircumcised men (Female, 34 years old).

Many of the male participants who expressed perceived fear for discrimination of

uncircumcised men also talked about current concerns of stigma from community

memberstowards persons living with HIV/AIDS. One discussant explained that one of

hisrelatives had to cancel his wedding because a religious leader, who was to officiate at

thefunction, insisted on a "HIV certificate to prove their status before they get married in

church" (Male, 32 years old). These concerns of stigma associated with Me have
. .

implicationsto planning for and designing Me projects.

To further explore the belief that promoting Me would lead to labeling and

discrimination against men deciding to remain non-circumcised and how it influences

Willingnessto circumcise, survey respondents were asked to indicate their agreement or

disagreement with the statement that if circumcision was promoted to reduce HIV

infection, uncircumcised men would be discriminated against and labeled by peers and

potentialpartners. Figure 5.6 summarizes participant responses on the belief that if Me

is promoted as a mv preventive measure, then men who do not circumcise may face

discrimination and labeling.
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Figure 5.6. Survey participants; agreement or disagreement that promoting Me to
reduceHN would make uncircumcised men be·discriminated against

Results presented in Figure 5.6 show that majority of female respondents (80%)

agreed that uncircumcised men would be discriminated against and labeled by peers and

potential partners if circumcision was promoted to reduce HN infection, with only 16%

disagreeing with this statement. Among the males, 62% of them agreed with this

statementwhile 33% of them disagreed.

Inferential analyses using Pearson's chi square was employed to further examine

how willingness to be circumcised in future was associated with the belief that

uncircumcised men would be discriminated against and labeled if circumcision was

promoted to reduce HN infection. Table 5.4 presents these results.

112



Table5.4. Belief that if promoted to reduce HN, men who do not circumcise would be
discriminated against as associated with willingness of uncircumcised men to be
circumcised infuture.

If promotedto reduce HN, Circumcision willingness la p
uncircumcisedmen would be Would Circumcise Wouldn't Circumcise value valuediscriminatedagainst. n (%) n=123 n(%) n= 50

Agree 87 (70.7%) 16 (32%)

Disagree 36 (29.3%) 25 (50%) 31.9 .00*

DKlUnsure 0(0%) 9 (18%)

adf=2. -------_.-

The chi square results presented in Table 5.4 revealed that the belief that if

promoted to reduce HN, uncircumcised men would be discriminated against

significantly associated with willingness to be circumcised in future among the

uncircumcised men (j = 31.9; df = 2; p=.OO).This suggests that some men would be

willingto seek MC for fear of discrimination and labeling. Previous research has reported

perceived fears for stigmatization or discrimination for choosing to circumcise in a

traditionally non-circumcising community (Westercamp & Bailey, 2006). Other studies

have reported that cross-ethnic interactions between circumcising and non-circumcising

communities could make more men choose to circumcise to avoid social labeling by

peers (Bailey et al., 2002; Ngalande et al., 2006; Westercamp & Bailey, 2006). These

results suggest that projects planning to implement MC projects in Nyando division to

include objectives on relating to community education on ethical rights of males who

choose not to circumcise.
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5.1.6 Reduced sexual pleasure as a barrier toMe

Some discussants supported the theory that non-circumcision enhanced sexual

pleasure.The perception was that Me leads to loss of penile sensitivity, which affects a

man'ssexual pleasure. Few discussants observed that Me could lead to loss of penis size

and consequently the loss .of male's ability to satisfy women. Inability to satisfy the

womanwas perceived as a significant failure in the masculinity test. Supporters of non-

circumcision observed that the foreskin caused more friction, warmth and sensation,

increased penile size and filled the woman's vagina. This was perceived to enhance

pleasureto women and men. Some discussants observed:

I feel like this fold on the foreskin is a good thing because it creates rings on the penis,
and a bigger one at the foot of the rubber. This increases both size and friction. It is like
you have a natural and permanent studded condom (Male, 24 years old).

In my view, if circumcised, some part of penis is reduced. So it leaves it short; and you
may not satisfy her; you don't reach there. If you are not circumcised, the skin rolls back
and covers a wider diameter. Then the dick rubs the all ends as it penetrates; this is what
makes the woman to start shivering with sweetness. It hits all sides of her river (Male, 19
years old).

Few discussants expressed a perception that circumcision could lead to excessive,

sexualdesire and tendency to womanize. One participant expressed the following:

Circumcision for men may have an effect; when you sleep with a woman, when you are
circumcised, the rubber gets hardened, so it is not sensitive; but when you are not
circumcised, the rubber [prepuce] is sensitive and you get sexual satisfaction faster. The

. circumcised penis is not sensitive [... and the man] will have several women to fully
satisfy him (Male, 23 years old).

Some participants expressed a' perception that increased tendency to womanize

was immoral and risky in terms of HIV susceptibility. Evidence portraying Me as

facilitating sexual satisfaction is further presented in the following section.

114



5.2 Perceived Factors that may Enhance Adoption of the Me Intervention

Evidence emerging from qualitative analysis revealed that the principal reasons

favouring Me expressed in almost all discussion groups were hygiene, reduced risk of

SlDlHIV infection, ease in condom use, and cultural integration. In addition, these were

divergent themes in severalFGDs on Me and increase in sexual pleasure and satisfaction

amongmen and women. These may act as facilitator (motivator) factors to circumcision-

seeking behavior, and therefore the successful implementation of Me projects. This

section presents results the qualitative analysis, and those of a subsequent survey among

menand women in the study area to quantitatively characterize these perceptions.

5.2.1 Perceptions of increased genital hygiene and cleanliness

Most discussants expressed the perception that some men were not capable of

maintaining genital hygiene and had bad odour. Penile foreskin was perceived as

harboring dirt (ondoyo), making the penis unhygienic and germs-infested. This was

perceived a risk factor for infections. Female discussants were more emphatic about the

association of Me and genital hygiene. One of the female discussants said:

You know some of these men do not care. Some don't bathe even for one week. Some
do not wash their genitals well. If not cleaned well, the foreskin stores a lot of dirt. It
stinks; germs are hidden in there. When circumcised, automatically it will get clean as
they bathe normally or the pants will clean it. Circumcision can give them easy time to
keep it clean (Female, 18 years old).

Many female discussants argued that when they perceive the penis as clean, they

have a motivation to explore even oral sex. A female discussant had the following to say:

It is easier to clean the penis of circumcised men. In fact if uncircumcised, after the first
round, you feel like vomiting if he asks you to put it in your mouth to stimulate him
again ... you are not motivated .. .it feels dirty (Female, 28 years old).
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It was of interest to further examine how the belief that circumcision enhances

genitalhygiene and cleanliness is associated with willingness to circumcise. Survey

respondentswere asked to indicate their agreement or disagreement with the statement

thatit is easier for men to keep clean if circumcised. Figure 5.7 summarizes the responses

of maleand female respondents.
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Figure 5.7. Survey participants' agreement or disagreement that it is easier for men to

keepclean if circumcised.

The results presented in Figure 5.7 show that nearly all female respondents (97%)

agreed that it is easier for men to keep clean if circumcised, as opposed to 87% of their

male counterparts. About 13% of male and only 2% of females disagreed with this

statement. This descriptive result revealed that majority of the respondents (92%)

perceived circumcision as promoting genital hygiene. Observably, a higher percentage of
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femalerespondents agreed with this statement than their male counterparts. Qualitative

dataof this study corroborates well these quantitative results. The findings imply that MC

projectsneed to design messages that emphasize genital hygiene and its public health

goodas an additional benefit of Me.

These results are consistent with previous research findings showing that

perceivedhygiene and cleanliness was more a significant predictor of MC preference

amongwomen than among men (Bailey et al., 2002; Ngalande et al., 2005). Bailey et al.

(2002) found there to be a strong ethic of personal cleanliness and genital hygiene among

theLuo, and that female participants were more likely to associate MC with greater ease

of maintaining good hygiene. Previous studies have reported that women believed that

circumcisionmade it easier for their partners to maintain proper hygiene and it reduced

theirown chances of infection (Bailey et al., 2002; Lukobo & Bailey, 2007; Westercamp

& Bailey, 2006).

Pearson's chi square was employed to further examine how willingness to be

circumcisedin future was associated with the belief that it is easier for men to keep clean

if circumcised. The results are reported in Table 5.5.

Table5.5. Belief that it is easier for men to keep clean if circumcised as associated
with willingness of uncircumcised men to be circumcised infuture.

It is easierfor men to
keepclean if
circumcised

Circumcision willingness

Would Circumcise
n (%); n=123

Wouldn't Circumcise
n (%); n= 50

value value

Agree 119 (96.7%) 28 (56%)

Disagree 4 (3.3%) 21 (42%) 46.3 .00*

DK/Unsure 0(0%) 1 (2%)

adf=2.
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The chi square results presented in Table 5.5 revealed that the belief that it is

easierfor men to keep clean if circumcised significantly associated with willingness to be

circumcised in future among the uncircumcised men (j = 46.3; df = 2; p=.OO).

Consistentwith previous findings (Bailey et aI., 2002; Mattson et al., 2005), these results

showthat perceived hygiene and cleanliness is a major facilitator to the adoption and

successfulimplementation of Me intervention in Nyando.

5.2.2 Perceived HN and ST/s prevention

Many participants expressed an awareness that Me could help reduce incidence

of STIs such as syphilis, genital ulcers, and HIV. One male discussant referred to an

uncircumcised penis as "soft and fragile ...more susceptible to cracks and scratches

duringin-and-out thrusting of penetrative sex" (Male, 21 years old). In contrast, another

participantdescribed a circumcised penis as follows: "it is jua kali [weathered] and does

not get cut easily by pubic hair" (Male, 26 years old). The cracks and scratches during

penetrative sex were seen as providing easy gateways for entry of HIV virus and other

germs into the body. A female discussant expressed the association of Me and reduced

HIV/STIrisk as follows:

Me helps reduce STIs because germs causing infections hide under the foreskin; it
accommodatesmany germs. If you sleep with that man without a condom, these germs
are transferred to you, and you get infected. Again, the foreskin is fragile and breaks
easily and this makes the man to get AIDS from an infected woman (Female, 34 years
old).

Some participants expressed awareness that currently many of the male youths

were secretly seeking circumcision services from the nearest health facility. One male

participant, who disclosed, during an FGD session, his intent to get circumcised in the

nearby hospital, expressed thus:
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To get circumcised or not is an individual's own decision. I don't have to wait for a
trumpet to be blown by elders to start protecting myself. If it can at least protect us from
these diseases, do I have to ask the village elder for permission? I don't even need to wait
for the government to launch it. Some of us here are already getting circumcised. For
example, I have an appointment tomorrow and my friends are waiting for the outcome of
my operation for them to go for it too (Male, 19 years old).

In order to triangulate these qualitative findings with results of quantitative

analysis, survey respondents were asked to rate their opinion about the likelihood of

circumcised men to get infected with HIV compared to uncircumcised men. Their

responsesare presented in Figure 5.8.
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Figure 5.B. Survey participants' rating on likelihood of circumcised men to get

infectedwith HIV compared to uncircumcised men

The results presented in Figure 5.8 show that 81% of the female respondents

reported that the likelihood of circumcised men to get infected with HIV was lower
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comparedto uncircumcised men; 50% of their male counterparts also agreed with this

statement.About 38% of male and only 12% of females reported that there is a higher

likelihoodof circumcised men to get infected with HIV compared to uncircumcised men.

Thisdescriptive result revealed that comparatively, a higher percentage of female than

malerespondents reported lower likelihood of circumcised men to get infected with HIV.

Furthermore, survey respondents were asked to rate their opinion about the

likelihoodof circumcised men to get infected with other STIs compared to uncircumcised

men. Their responses are presented in Figure 5.9.
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Figure 5.9. Survey participants' rating on likelihood of circumcised men to get

infectedwith other STIs compared to uncircumcised men.
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The results presented in Figure 5.9 show that 83% of female and 70% of male

respondentsreported that the likelihood of circumcised men to get infected with other

STIswas lower compared to that of uncircumcised men. About 22% of male and only 9%

offemales responded that there is a higher likelihood of circumcised men to get infected

withother STIs compared to uncircumcised men. This descriptive result revealed that

comparatively, higher percentage of female than male respondents reported lower

likelihoodof circumcised men to get infected with other STls.

Pearson's chi square was employed to further examine how willingness to be

circumcisedin future was associated with the belief on likelihood of circumcised men to

get infected with HIV or other STIs compared to uncircumcised men. The results are

reportedin Table 5.6.

Table5.6. Beliefs on likelihood of HIVISTIs infections among circumcised men
compared to uncircumcised men as associated with willingness
circumcised infuture.

Likelihood of Circumcision willingness la p
circumcisedmen to get Would Circumcise Wouldn't Circumcise

value value
infectedwith: n (%); n=123 n (%); n= 50

HN
Less likely 63 (51.2%) 16 (32%)

More likely 48 (39%) 22 (44%) 9.6 .02*
About the same 12 (9.8%) 11 (22%)

OtherSTls
Less likely 106 (86.2%) 12 (24%)

More likely 13 (10.6%) 27 (54%) 63.6 .00*
About the same 4 (03.3) 11 (22%)

adf=2 for each chi-square statistic.

The chi square results presented in Table 5.6 revealed that belief on likelihood of

circumcised men to get infected with HIV significantly associated with willingness to be
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circumcisedin future among the uncircumcised men 0! = 9.6; df = 2; p=.02). Also,

beliefof likelihood of circumcised men to get infected with other STIs associated with

willingnessto be circumcised in future among the uncircumcised men 0! = 63.6; df = 2;

p=.OO). These results suggest that perceptions of the protective effects of Me on HIV

and STIs could positively facilitate the adoption of circumcision in the study area.

However,it is worth noting that the perceived HIV protective effect of Me was relatively

lowerthan that for other STIs. Approximately 86% of the men willing to circumcise in

the future reported that contracting other STIs was less likely among the circumcised,

whileonly 51% of them said that the likelihood was lower in reference to HIV.

Knowledge of positive health implications of Me were further evidenced by

indicationsfrom group discussions that there were people in the community, who were

already circumcising for medical reasons. For example, during a key informant

interview,a community opinion leader reported that:

Some do it because of education; they have learnt about its benefits and advantages. But
some, it is because the doctor advices them to do so for health reasons. For example, if
someone gets an encounter with STIs or recurrent ulcerations on the inner layer of the .
foreskin, then he goes to the hospital; the doctor may do the treatment and then advice
him to consider getting the cut to help him in future. You will find a scattered number of.
Luo men are cut (Male Elder, 51 years old, Komolo village, Awasi location).

From the foregoing, two principal reasons favoring male circumcision expressed

in every discussion group were reduced risk of STIIHIV infection and increased

cleanliness. Discussants and key informants associated circumcision with reduced

incidence of infection through reduced abrasions and better penile hygiene. These results

are consistent with previous studies among non-circumcising communities that have

shown that men who prefer to be circumcised believe that uncircumcised men are at

higher risk of HIV or STI infections (Mattson et al., 2005; Scott et al., 2005). The

findings suggest some knowledge, before any planned community awareness activities,
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onthe protective and public health effect of Me. This is a positive indication to projects

planningto implement Me interventions in the community.

5.2.3. Perceived ease and consistency in using condoms

Some discussants suggested that circumcision could improve condom use among

males; wearing and using condoms was perceived to be easier among circumcised men

thanthe uncircumcised men. One male discussant expressed this perception as follows:

[... ] the process of putting on a condom is easier among the circumcised men. Some of us
have very protracted foreskins ... even if on heat [erect], you still have to fold it into
position before wearing the condom (Male, 22 years old).

Another male participant said:

The foreskin is a speed governor that slows the process of wearing condom, especially
when your blood is already hot and you want sex immediately. If circumcised, it does not
take you a long time to be sure that you have put in on correctly and it is not toiling to do
so (Male, 34 years old).

Some discussants mentioned that a number of males don't consistently use

condoms. While suggesting that Me could make wearing condoms easier, one male

discussant narrated his first experience with condom use as follows:

1 think condoms are standard, but Me can promote it. 1 was so disappointed with myself
the first time 1 tried using it. 1 had to concentrate more on the thought that it kept
loosening during the act [sex] ... 1could feel it moving ... 1kept removing myself from her
to see the position of the condom. After that incidence, 1 really avoided using it. You
know when you are ripe [erect], sometimes you stop to think ... 1 think it is a bore only
that sometimes you say it may be late (Male, 21 years old).

One female participant expressed that her male sexual partner insisted on

abandoning condom use because they have known each other for some time. On the

association of Me and condom use, she said:

He hates condoms and only uses it because 1 insist on it. He says that we should have
trusted each other by now. He says that the condom turns him off [and] that he wants to
feel me flesh-to-flesh. 1 believe circumcision may make him like condoms because the
condom would fit him better (Female 21 years old).
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In addition, some discussants expressed that they had notable problems using

condoms,which they believed that getting circumcised could solve them. One male

discussantsaid:

Circumcision can increase condom use among youth. When a circumcised man wears a
condom, it holds the penis at the foot firmly. But for an uncircumcised person, after
wearing a condom, even up to the very root of the penis, the foreskin rolls back as you
play sex. The condom tends to chuck with prolonged sex. I think the foreskin interferes
with proper use of condoms. It will start making disruptive noise, which makes you loose
erection (Male, 22 years old).

One female discussant referred to the foreskin as an 'additional condom' and that

wearing a condom among uncircumcised men is like having two condoms. She

expressed:

The fore skin is already a condom on its own; then you wear the real condom .. .it is like
wearing two condoms. As the man plays sex for long, he gets less hardened, and the
foreskin and condom begin to move together. Sometimes, the man has to get out of the
vagina to pull back the condom to the original position before continuing .... sometimes it
really irritates me. I loose my psyche and makes me hate condoms (Female, 25 years
old).

That circumcision was perceived to enhance wearing and use of condoms has an

implication on need to integrate condom promotion and other existing HIV preventive

measures into projects that promote Me as an HIV preventive measure. In further

exploring this result quantitatively, respondents in a consequent survey were asked to rate

their opinion about how easy it is for circumcised men to use condoms compared to

uncircumcised men. Their responses are presented in Figure 5.10.
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Figure 5.10. Survey participants' rating on how easy it is for circumcised men to use
condomscompared to uncircumcised men.

The results presented in Figure 5.10 show that 68% of the female respondents

reported that it was much easier for circumcised men to use condoms compared to

uncircumcised men; 61% of their male counterparts also agreed with this statement.

About25% of male and only 22% of females opined that it was about the same. Fourteen

percent of males and 10% of females reported that condom use was less easy for

circumcised men compared to uncircumcised. This descriptive result revealed that,

compared to their male counterparts, a higher percentage of female respondents were of

the opinion that it was much easier for circumcised than uncircumcised men to wear and

to consistently use condoms.
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Pearson's chi square was used to further exanune how willingness to be

circumcisedin future was associated with belief on how easy it is for circumcised men to

usecondoms compared to uncircumcised men. The results are reported in Table 5.7.

Table5.7. Belief on how easy it is for circumcised men to use condoms compared to
uncircumcised men as associated with willingness of uncircumcised men
to be circumcised infuture.

How easy is it for a Circumcision willingness
circumcised man to use la p
condoms compared to an Would Circumcise Wouldn't Circumcise value value
uncircumcised man? n (%); n=123 n (%); n= 50

Mucheasy 88 (71.5%) 15 (30%)

Lesseasy 9 (7.3%) 16 (32%) 29.2 .00*

Aboutsame 26 (21.1%) 19 (38%)

adf=2.

The chi square result presented in Table 5.7 revealed that the belief that it is

easierfor circumcised men to use condoms compared to uncircumcised men significantly

associated with willingness to be circumcised in future among the uncircumcised men

(j = 29.2; df = 2; p=.OO). This suggests that a perception of MC making condom use

easieris a significant factor that could influence the extent to which MC is adapted, and

therefore is a predictor of successful implementation of MC projects, especially in this

non-circumcising community.

These results are consistent with those of previous qualitative studies on MC

acceptability, which reported perceived ease and consistency in condom use among

circumcised men than those uncircumcised (Bailey et al., 2002; Kebaabetswe et al.,
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2003). In Kebaabetswe et al. (2003) quantitative study, 49% of all the participants felt

that circumcision made it easier to use condoms, while among men who had been

circumcised as adults (age >18), 68% felt that being circumcised made it easier to use

condoms. That Me may be perceived as a booster for proper and consistent use may

suggest further need to design and integrate Me intervention into already existing HIV

prevention programs rather than as an isolated strategy. Ideally, what could happen is that

the introduction of Me can be used as impetus to gain support for the wider use of other

prevention technologies and strategies within the broad framework of combination

prevention.

5.2.4 Cultural integration and access to more women

Discussants mentioned that some men would choose to circumcise in order to be

more acceptable by their neighboring, traditionally circumcising communities. A

discussant observed:

Things are changing at a very high speed [and] time has really overtaken some of these.
cultural inhibitions about circumcision. As we intermarry and take their women, we are
adopting some other cultures from them as they do so from us ... it will change ... some
Luo people in town are already secretly taking their kids for circumcision in
hospitals ... ethnic mix and match .. .1 have even noticed in this discussion; none of us here
can speak Luo 100% without mixing with Kiswahili or English .. .interactions are very
high (Male, 33 years old).

It also emerged that some men were willing to circumcise to be accepted by

women from circumcising communities, as expressed in the following quotations from

two male participants:

I got circumcised because it gave me a very easy time with ladies from other tribes.
Several tribes prohibit their women sleeping with uncircumcised men (Male, 30 years
old).
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A Luhya [neighboring, circumcising tribe] woman literally took off from me, after she
saw my dick .. .in bed. She said she could not sleep with an uncircumcised man. I
immediately went for circumcision just to prove to her that I was a real man. Much latter,
I lured her and 'worked on her' thoroughly (Male, 31 years old).

Some discussants observed that Luo boys, who went to neighboring boarding

schools, experienced peer isolation because of their non-circumcision statuses. One male

discussant said:

Most of us school in neighboring communities. You cannot shower with them... I would
find my own time to shower. .. Sometimes, even when we went bathing in the river, they
would not want us to bathe up-stream ...because you are perceived as dirty and the river
will flow the dirt to them .. .It really made me isolated. It would be different if I was
circumcised. Our parents should circumcise their sons before they go to boarding schools
(Male, 17 years old).

In exploring further perceptions about the influence of cultural integration on

adoption of Me among the study population, a consequent survey was conducted in which

respondents were asked to rate their opinion about how easy it is for uncircumcised men to

get accepted by women from circumcising communities. Figure 5.11 presents their responses.
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Figure 5.11. Survey participants' rating on how easy it is for uncircumcised men to get

accepted by women from other ethnic groups.
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The results presented in Figure 5.11 show that 47% of the male respondents

reportedthat it was less easier for uncircumcised Luo men to get accepted by women

from other ethnic groups compared to the circumcised ones; 40% of their female

counterparts also agreed with this statement. About 32% of female and 27% of males

opinedthat it was much easier for uncircumcised men to get accepted by women from

otherethnic groups. About 29% of females and 26% of males reported that condom use

was about the same. This descriptive result, showing that approximately 43% of study

participants reported that it was less easy for uncircumcised men to get accepted by

women from other ethnic groups, reveals an additional factor that could facilitate

acceptabilityof MC projects and uptake of the intervention in the study area.

To further examine how willingness to be circumcised in future was associated

withbelief on how easy it is for uncircumcised Luo men to get accepted by women from

otherethnic groups, Pearson' chi square was employed. The results are reported in Table

5.8.

Table5.8. Belief on ease in access to women from other ethnic groups as associated
with willingness of uncircumcised men to be circumcised infuture.

How easy it isfor
uncircumcised men to
get accepted by women
form other ethnic groups

Circumcision willingness

Would Circumcise
n (%); n=123

Wouldn't Circumcise
n (%); n= 50

la p
value value

Much easy

Less easy

About same

36 (29.3%)

53 (43.1%)

34 (27.6%)

9 (18%)

29 (58%)

12 (24%)

3.5 .17

~~~--~------~.~----------------'---------------------------a df=2 for chi-square statistic.
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The chi square results presented in Table 5.8 revealed that there was no

statistically significant association between the belief that it is easier for uncircumcised

Luo men to get accepted by women form other ethnic groups and willingness to be

circumcised in future among the uncircumcised men (j = 3.5; df = 2; p=.17). This result

is in dissonance with previous studies, which have reported that some men choose to

circumcise on the belief that a circumcised man has greater access to women from

circumcising communities than uncircumcised men (Bailey et al., 2002; Lukobo &

Bailey, 2007). Ngalande et al. (2006) reported that in male FGDs, seeking circumcision

in order to have access to a greater variety of w<;lmenwas often mentioned. Bailey et al

(2002) reported that the Luo of Kenya believed that they were often discriminated against

by circumcising ethnic groups in Kenya due to their circumcision status which led to

political exclusion and even security concerns in times of social upheaval (Bailey et al.,

2002).

Evidence from the present study further corroborates findings of Bailey et al.

(2006). Many FGD participants in this study expressed a belief that members of their.

ethnic group are discriminated against in many aspects of socio-political life in Kenya. A

recent presidential election that turned violent was a common reference for the need to

circumcise for cultural integration and acceptance. For example, a village elder, in a key

informant interview, observed that:

In the recent political events, did you not hear that they were saying that our candidate
could not be a real leader just because he was not circumcised? I know none of these
people has seen his penis; yet they kept calling him 'kihi', 'omoisioyo' and such like
terms for uncircumcised men in their communities ... If our men were circumcising, at
least if it is a permissible practice, then these politics cannot arise ... if health is taking us
that way, then we must go that way as a community (Male Elder, 59 years old,
Kamagaga village).
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It is this evident that one other factor favouring circumcision mentioned in every

focusgroup and supported by descriptive analysis of quantitative data was the belief that

circumcision might make Luo more acceptable to other Kenyans. Such an acceptance

was necessary to avoid rejection by women from other ethnic groups, to be accepted in

political leadership of the wider society, and to avoid discrimination from peers. Women

influence in circumcision outcome come from the perception that being acceptable as sex

andmarriage partners to a broader spectrum of women (e.g. the neighboring Luhya, Gusii

andKalenjins, or the larger Muslim community) was motivating unmarried young men to

seekcircumcision, mostly in secret. These resultsconfirm findings from previous studies,

which reported that many younger men from traditionally non-circumcising groups cited

being accepted as a sexual or marriage partner by women from other ethnic groups as an

important reason to be circumcised (Bailey et al., 2002; Lukobo & Bailey, 2007;

Ngalande et al., 2006). With increased interethnic and cultural integration in Kenya

partly due to migratory trends and urbanization, Me could become more culturally

acceptable in traditionally non-circumcising communities.

5.2.5 Sexual pleasure and satisfaction

Most discussants, especially females, expressed a belief that circumcised men had

an ability to sustain sexual activity, giving more satisfaction to their partners. For

example, a female discussant expressed:

I think even we laclies, we have this perception that a circumcised man is a sweet man.
One that has taste ... they can give you several rounds because of their prolonged sex
before ejaculation (Female, 19 years old).
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A common explanation for greater sexual satisfaction to women from circumcised

menwas that the penile glands of circumcised men are well-adapted to touch and has

reduced sensitivity, which allows prolonged sex before ejaculation and greater

satisfactionto women. A female discussant observed:

You find that a circumcised man takes a longer time before he ejaculates, so the woman
can really enjoy sex. If an uncircumcised man takes only 5 minutes, then he would take
longer if circumcised .. .like 15 or 20 minutes. I think this makes circumcision beneficial,
especially in this community where sex is mostly done for the man ... to satisfy the man ...
they fall asleep after the cum and leave you still shivering with heat. ..but if circumcised,
then he will rub inside you for a longer time, then you can both get a cum (Female, 27
years old).

In exploring further perceptions about the>association of MC, delayed ejaculation

and sexual satisfaction among men and women, a consequent survey was conducted in

whichrespondents were asked about their opinion on two related statements. Figure 5.12

presents their responses the statement: Me enhances sexual performance by making the

'game'last longer.

• Agree

o Disagree

o Don't knowlUnsure

60%

~ 50%
y=~ 40%=c:r~c!=
~ 30%en
~.

20%~
y

'"'~c:Io 10%

0%
Male (n=193) Female (n=220)

Figure 5.12. Survey participants' responses on belief that MC enhances sexual

performance by making the 'game' last longer.
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The results presented in Figure 5.12 indicate that 55% of female respondents and

49% of their male counterparts believed that MC enhances sexual performance by

makingthe 'game' last longer. About 46% of females and 41% of males disagreed with

thisbelief statement, while only about four percent of the participants reported 'unsure or

don't know'. This result shows a greater percentage (52%) of all respondents agreeing

thatcircumcised men take longer during sex, and presents another reason that could make

menadopt circumcision.

To further examine how willingness to be circumcised in future was associated

with belief that MC enhances sexual performance by making the 'game' last longer,

Pearson's chi square was employed. The results are reported in Table 5.9.

Table5.9. Belief that MC enhances sexual performance by making the 'game' last
longer as associated with willingness of uncircumcised men to be
circumcised infuture.

Me enhances sexual
performance by
making the 'game'last
longer

Circumcision willingness la p
value valueWould Circumcise Wouldn't Circumcise

n (%); n=123 n (%); n= 50

Agree

Disagree
Don't knowfUnsure

69 (56.1%)

48 (39%)

6 (4.9%)

17 (34%)

30 (60%)

3 (6%)

7.1 .03

The chi square results presented in Table 5.9 revealed that there was a statistically

significant association between the belief that MC enhances sexual performance by

making the 'game' last longer and willingness to be circumcised in future among the

uncircumcised men cI = 7.1; df = 2; p=.03). Evidence from qualitative discussions
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furtherrevealed views that uncircumcised penises were prone to abrasions during sex,

which caused pain and less enjoyment during subsequent rounds of sex. Qualitative

analysisalso reported quite variant positions and theories on the sexual satisfaction effect

ofMe. The results of this study suggest that to some degree, beliefs of the positive effect

of Me on sexual satisfaction could enhance acceptability and adoption of circumcision

amongyoung men.

These results are in agreement with previous studies (Bailey et al., 2002; Lagarde

et al., 2003; Lukobo & Bailey, 2007; Ngalande et al., 2006). These studies reported that

when asked whether circumcised or uncircumcised men have greater sensation or derive

greater pleasure during sex, participants offered many theories, but there no was no

prevailing opinion. Westercamp and Bailey (2006) observed that most of these previous

studies assessed three factors associated with sexual activity based on circumcision

status: sexual performance, sexual pleasure for men, and sexual pleasure for women.

Bailey et aI., (2002) reported that the perception of sexual pleasure and performance

resulting from Me depends on the frame of mind of the participants, on the experience .

and style each partner brings to the endeavor, and on the love they have for each other.

5.3 Conclusion

This chapter has presented data on perceived factors influencing planning and

implementation of the Me intervention in Nyando. Using a triangulation of quantitative

and qualitative analyses, the chapter has presented data on perceived barriers and

facilitators to successful planning and implementation of Me projects in the study area.

Psychosocial factors that are likely to constrain implementation of Me projects (barriers)

are pain and healing complications, actual and opportunity costs, fear of return of riskier
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sexualbehavior, stigma and discrimination, cultural identity, and other factors relating to

sexual satisfaction. Foremost facilitators of circumcision preference and the success of

Me projects implementation are hygiene, reduced risk of STDIHIV infection, ease in

condomuse, cultural integration, increase in sexual pleasure and satisfaction among men

and women. To enhance uptake and successful adoption of Me intervention, projects

promoting it should set objectives aimed at sustaining demand for Me by engaging the

community in a dialogue regarding their fears related to introduction of Me as a public

health intervention, integrating Me into existing HIV preventive measures, and framing

promotional messages that appreciate general social and public health advantage of

circumcising males rather than HIV prevention only.
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CHAPTER SIX

INTEGRATING MC INTERVENTION IN THE COMMUNITY AND THE
EXISTING HEALTHCARE DELIVERY SYSTEM

6.0 Introduction

This chapter will present data emerging from the qualitative inquiry on how to

integrate Me into the existing healthcare service delivery systems and programs in

Nyando district. The chapter has three sections. Section one presents data on the third

objective, which included local health professionals' views on the feasibility of

introducing Me projects into the existing local healthcare delivery system. Section two

presents results relating to fourth research objective on how Me projects can be

introduced into existing community-wide preventive health programs, while section three

is a conclusion of the major results presented and discussed in this section.

6.1 Feasibility of Implementing MC into the Local Healthcare Delivery System

In exploring the feasibility of introducing Me into existing health facilities, key

informant interviews were held with seven health professionals (5 clinicians and 2

nurses) who were asked about their views on challenges and opportunities for delivering

and integrating Me services within the broader context of healthcare delivery in the study

area. FODs and key informant interviews were also conducted among community

members to explore the feasibility aspect of Me projects design. This section presents the

results of the qualitative analysis of these data.

The key-informant health providers were asked to give their opinion about

promoting Me in the community they serve. Qualitative analysis of their responses
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showed that none of them was against promotion of Me; all of them were willing to offer

circumcision services if it is promoted in the community. They all mentioned that with

evidence that Me reduces HIV risk, there was need for introducing it to complement

existing HIV programs. The informants observed that there were advantages to a man

being circumcised, including reducing risk of HIV/STI infections and penile cancer, and

improving hygiene. One of the health providers interviewed said:

It is a foregone conclusion. MC has public health benefits. Even before its association
with HIV prevention, we have used it as a remedy for recurrent genital ulcers and for
penile hygiene (Clinical Officer, Male, 43 years old).

On training, all the seven health providers interviewed reported that they had

received basic preparation in surgical procedures, which included Me. Two of them from

Ahero sub-district hospital (ASDH) reported that they had received additional theoretical

and practical training on Me, through a partnership between NRHS, a local non-

governmental organization and the MOH. Practitioners from other health facilities

reported that they had not received any additional training on Me. All the interviewed
. .

providers observed that there was need to include all health providers, including

clinicians, nurses, public health officers, and community health workers, in resource

capacity building initiatives on Me. Interviewed providers from other facilities, apart

from ASDH, observed that in the past, their colleagues working in the district hospital

and the ASDH benefit most from trainings, and they are rarely considered in such

initiatives. One of the practitioners observed:

The people at the top always get all the trainings, even irrelevant ones. Those working in
the dispensaries are trained as a last resort ... and we are the people who actually do the
work ... we are on the ground ... the community knows us and relies on us for such
information. Look, we hear that they were already trained in MC several months ago.
The community is even ahead of us ... they are already asking us about MC, and what we
know is just from hearsay (Nursing Officer, Male, 38 years old).
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The informants mentioned that they still required further training on how to link

MC with current sexual health approaches and how to integrate it into existing health care

delivery system. Areas requiring additional training needs are summarized in table 6.1.

Table 6.1. Additional training needs for health providers.

Training needs Frequency

,--------------_._--
Counseling skills (individual, group and couple) 6

Refresher on Me surgical procedures and methods 5

Managing adverse effects of Me and preventing related infections 5

HIV protective effect of Me 4

Integrating Me into existing sexual reproductive health methods 2

Informed consenting process and decision-making 1

As summarized in Table 6.1, need for counseling training was identified by

majority of the interviewed health providers. Upon further probe into the need for such

training, informants observed that since Me is a new concept among their clientele, they

needed skills to initiate change in attitude and current mental set.

The informants were further asked about the general ability of their facilities to

handle an additional surgical procedure. All providers, except the two from ASDH,

observed that their health facilities currently lacked instruments for managing minor

surgeries, including suture needles, appropriate sterilizers and forceps necessary to

perform Me. They observed that most surgical cases were referred to ASDH or the

district hospital. They further noted that their facilities often lacked basic medical

supplies because of bureaucratic government procurement procedures.

138



Further, all interviewed healthcare providers suggested that during the first few

years of its introduction in the community, Me should be provided free of charge.

Povertyemerged as one main reason for proposing free Me services. One provider said:

Majority of our patients are very poor. They lack food, shelter, and even money to
subsidize the free primary education. Some do not even afford 20 shillings for the card
[cost-shared hospital fee, used for basic hospital maintenance]. Some bring patients [to
the health facility] when they are almost dead because they did not have just 20 shillings
to pay for the hospital record file. How do you expect them to pay for MC? (Clinical
Officer, Male, 39 years old).

There was consensus that introducing Me services into the local dispensaries

would be hindered by several system factors, including the high burden of diseases,

inadequate staffing, and the argument that the government may not prioritize funds to the

local health facilities for Me services. One health producer summarized this perception

asfollows:

This community has a very heavy burden of diseases ... many diseases. We are made to
see so many patients a day, without even time for breathing [taking a break] ... we are
understaffed and overworked ... never enough medicine or other equipment. You see, I
am the only one here [in the health facility]. We, medics, in these facilities are struggling
everyday to make things move. I do not think the government will provide these services
sufficiently without support from NGOs. Here, MC will not be a priority with the huge
burden of diseases in Nyando (Nursing Officer, Female, 35 years old).

Another informant had this to say:

If currently we see patients from morning to evening, and sometimes you are all alone in
the clinic ... how can you also start a MC procedure? It will be another burden on us. We
do not have enough personnel, our supplies are inadequate, and we are poorly paid. It
really requires some adjustments by the government, unless some NGO comes purely to
do MC (Nursing Officer, Male, 35 years old).

Results further showed that the current debate and media coverage on Me had

created a demand for the service, without adequate preparedness of local health facilities

to deliver Me services. Five health providers reported that in the recent times, there were

several cases of male youth asking about the procedure, or some parents requesting the
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procedure for young sons. They anticipated that this demand would rise significantly with

more information that MC could reduce risk of HIV infection. A potential challenge of

this demand mentioned by all the practitioners interviewed was the burden of the

intervention on already fragile health systems. A male nursing officer at one of the health

facilities observed:

Many more people will be seeking Me in the near future. There is a lot of debate and
coverage now in the press about the benefits of circumcising men. Most young men will
start secretly be seeking Me individually, even if the elders say no to it. It is already
happening and I see the demand rising. But you know, our facility is already stretched to
limit. We need support to be able to manage this demand. I am not saying that Me should
not be done here, but that we need more resources to do it well, without affecting delivery
of other services we are already offering here (Nursing Officer, Male, 33 years old).

These results indicate apprehension among local health providers if MC were to

become more common in the community where it has not been traditionally practiced, it

would put additional pressure on the health care system. The practitioners' concern was

that introducing MC into the current healthcare system would strain them through

increased workload, and would also require additional resources that are already deficient

in the facilities.

Two health providers, trained and offering MC at the AHDH, expressed concerti

that most of the males seeking to circumcise did not want to be tested for HIV. One of

them said:

Many of the young men coming to seek Me here come with a fixed mind. They just want
the cut and nothing else. Some say that they do not want to know their HlV status; while
others say that they already know their status ... I know they could just be lying. All they
want is to get circumcised (Nursing Officer, Male, 38 years old)

All the practitioners interviewed knew that two government facilities - ASDH

and Nyando district hospital - had been identified as sentinel facilities where MC would

be offered and monitored in the district. Concerns were however raised that travelling

costs to these selected facilities would be a major hindrance to the delivery of MC
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services. Some of them suggested that transport incentives be offered for volunteers or

mobile services be provided at the nearest health facilities.

In my view, programs and NGOs providing the service should include a transport
allowance for them [those who seek to circumcise] to come back for clinic visits after the
surgery and for counseling sessions. They need it (Clinical Officer, 49 years old).

All the informants suggested that Me could be done for all ages. However, asked

the most preferred age, six of them reported preference for circumcision at adolescents

and young adults, because they are currently at risk for contracting HIV than other age

sets. One female nurse observed thus:

Older men are more difficult to convince ... they are stubborn and do not consider
themselves at risk ... in addition, I think post-procedure complications are higher among
older men (Clinical Officer, Female, 46 years old).

Asked about how to integrate Me into existing healthcare systems, several

suggestions emerged from the individual key-informant interviews with health

professionals. These suggestions ranged from integrating Me into other youth-friendly

reproductive health programs, setting up of a youth-friendly department within the health

facilities to deal with issues and concerns of youths on HIV prevention, to actively.

involving the community youth in mobilization and promotion of Me services. One of

the informants said:

Provision of MC services should be included within youth-friendly sexual health
programs, where they can get more information than just circumcision. There should just
be a separate place for the youth who need information and services relating to MC and
other reproductive health issues. This place should be managed by youthful practitioners,
not the old people, who have nothing in common with the youth (Nursing Officer,
Female, 35 years old).

All the health providers interviewed suggested that considerations for infant Me

should be made, integrated into maternal and child health programs, and provided at birth

or infancy. A qualitative synthesis of their main reasons in support of their suggestion
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Secondly, informants mentioned a perception that there is less pain experienced

produced four main themes: First, circumcising younger males allows the wound to heal

fast since the boy is young and has not reached the sexual activity age. On this, one local

health provider said:

Due to the thickening of the skin on the head of the penis, healing is faster in earlier ages
and not in adulthood. It is easier and healthier in infancy, or at worst, before puberty
(Clinical Officer, female, 46 years old).

during and after surgery among infants. A male practitioner had the following to say:

In addition, interviewed health practitioners said that, since it is not a traditional

I have realized that infants and children endure pain more easily and faster that adults. An
adult, especially in this community, where circumcision is not a cultural requirement is
very fearful about the pain, unlike a child (Clinical Officer, male, 45 years old).

initiation rite in the Nyando community, waiting until latter age will reduce likelihood for

a male to circumcise. One informant said:

If you wait until later in life, the uptake of MC will be lower because of fear among
adults, and because some people will not have the time and money to seek the procedure
later ... schools, work and other things will take priority over MC (Clinical Officer, Male
39 years old).

Lower cost and convenience were also mentioned as reasons to prefer infant or

neonate Me. Practitioners mentioned it was more convenient and less costly if Me

services were included as part of the existing reproductive health clinics, postnatal care

services or programmes to prevent mother-to-child transmission of HIV. One informant

had this to say:

It makes sense in this community where MC has no cultural meaning that we do the cut
just at birth or during post-natal clinic visits. After-all, just like vaccinations, the aim of
MC is to protect the child in later-life (Clinical Officer, male, 37 years old).
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However, all the health providers expressed that they were not well skilled in

providing infant Me services, even in their pre-practice training. They suggested that

such training be considered especially in districts where Me is not practiced as an

initiation rite of passage.

Qualitative analysis of FGDs and informant interviews with community members

revealed several issues concerning the capacity of local health facilities to deliver safe

and quality Me services. There was general consensus that government facilities were

not adequate to meet increased demand for quality and safe Me services. Most youth

discussants expressed dissatisfaction with general healthcare service provision in

government facilities. Emerging issues included: perceptions that local healthcare

providers had negative attitudes towards patients, that they were relatively undutiful and

uncommitted to their work, that they were not confidential, and that the facilities were not

well equipped, and often lacked drugs and related medical supplies. The following

extracts from different FGDs illustrate this perception:

If it is the government health promoting circumcision, we will not go. I tell you these
government facilities have nothing that can encourage the youth ... you only go there
because you are sick and has no other choice ... if you are not sick, ... No, I tell
you ... Remove the government from the direct management of the Me programs as much
as it is about health ... it should be run just like other NOO projects promoting public
health like VeT ... The government can only be in the picture, and for example provide a
ward or building which is made exclusive for people seeking Me (Male, 33 years old).

It is just because of negligence. They (government health providers) never take these
things seriously. Again, they are understaffed ... and there are too many people seeking
other health care needs. The health practitioners should be more trained even to deal with
emergencies ... There should be specially designated people only dealing with Me ... so
that they only wait to serve those who will seek Me (Male, 28 years old).

Some discussants preferred private hospitals or NGOs to take charge of Me service

delivery in the district rather than leaving it entirely to government facilities. A male

discussant observed:
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I know the government is responsible for our health. But for MC, I would prefer private
hospitals or local NGOs just like the ones in charge of VCTs. Government hospitals have
people who have very bad attitudes towards people ... sometimes you wonder if they ever
take their work seriously. They can even leave you there in pain ... or even shout at you in
public .. .I think there should be a special program for the youth, even if the government
health facilities are used (Male, 23 years old).

However, discussants suggested that they still considered government health

practitioners as professionals and would often follow their advice. There was consensus

that men would consider circumcising if health providers explained to them individually

and in confidence by health providers. However, majority of male discussants objected

involvement of female health providers in provision of Me services. Frequently cited

reasons were that men may get an erection during the circumcision process, and that it is

not culturally acceptable to have women talking to men about sexual issues. One discussant

observed:

I think it must be a male practitioner ...you know if you allow those young women there
[referring to young female health providers] to do it, then for me, I will not go. I will
harden even before the cut, ... she cant touch my dick and I remain normal.. .am youth and
active ... sometimes starved so much ... the moment she touches my penis, I will push her
with it. .. male doctors are better and should do it (Male, 25 years old).

Another reason was concerned with the sensitivity of males III the community

exposing their penises to females. A male discussant observed:

There are some of us who don't even show our girlfriends our penises ... even some married
women who only feel their husbands' penises, they rarely see it. .. some men are so
sensitive about it... I think male doctors should do it.. Some of us really fear women; so
what of exposing our penises to them? The youth would not come for circumcision
services if it is a woman doing it (Male, 19 years old).

Overall, respondents expressed relatively negative attitudes about health facilities

and the inadequacy of the facilities. There were concerns about lack of commitment and

poor interpersonal relations among government health providers, perceptions about ill-
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preparedproviders and facilities may influence uptake of Me services in health facilities.

Informants suggested the need to involve NGOs concerned with reproductive health to

playa lead role in Me services provision, with the government playing a facilitative and

consultancy role. Although desirable health services are mainly private, these may be

unaffordable to many. Other suggestions were that Me programs be integrated into male

reproductive health programs, but differentiated from regular services of health facilities.

These results suggest the need to resolve outstanding issues about who, when, how to

provide Me and the role of the government in these programs. They also imply that if

Me should be promoted as a health intervention, health systems will need to be

strengthened to meet demand using more cadres of qualified health workers.

These results of this study are in consonance with previous studies on feasibility of

providing Me services in Nyanza Province of Kenya (Bailey et al., 2002; Mattson et al.,

2004; Mattson et al., 2005). As previously suggested, the need for continuous medical

education for health practitioners in enhancing service delivery must be addressed by Me

projects (Muula, 2007; Sawires et al., 2007). The results imply that projects promoting

and implementing Me interventions in Nyando should equally ensure quality of service

delivery through provision of required equipment and supplies the minimum and

comprehensive package for provision of the services, HIV testing and reproductive health

education and counseling services (Klausner et al., 2008; WHOfUNAIDS, 2007b, 2008).

Moreover, community concerns about the capacity of local government health facilities

to provide safe and reliable Me services should be addressed by projects planning to

implement Me interventions in the community. Additionally, projects seeking to promote

145



Me should seek to network with the government and other local reproductive health

providers to produce a synergistic effect that the community.

6.2 Integrating the MC Intervention into Community-wide Health Programs

In order to facilitate successful planning and implementation of safe, voluntary,

informed Me services, its integration within a community-wide comprehensive HIV

prevention programming, the role of community structures and social networks were

explored, using the ecological model of health promotion (Jamner & Stokols, 2000;

McLeroy et al., 1988). Furthermore, the study explored how Me could be integrated into

existing health services and HIV preventive strategies.

6.2.1 The role of interpersonal influences and social structures and networks

The role of interpersonal influences and the use of existing community structures

was a common theme when FGD discussants and key informants were asked about

factors that need to be considered before or during the process of planning and scaling up.

Me services in the community. Interpersonal factors in male decision making regarding

circumcision included peers and youth groups, women and girlfriends, parents,

community elders and political leaders, church leaders, and the school system, which

includes teachers. In addition, the role of provincial administration was mentioned,

although there was no consensus about this.

The influence of youth and peers

Discussants described several positive aspects of peer influence in circumcision

preference. Most of the male discussants spoke positively about the kinds of influence
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their peers had and how youth group and peer norms could encourage them to seek

circumcision. One discussant, who disclosed that he had an appointment to circumcise at

the sub-district hospital that day, had this to say:

Youth role models are best placed to mirror the successes of Me to fellow peers. At the
moment I have about 10 of my peers waiting for me to get circumcised. They are all
waiting for the outcome of my procedure. I am going to be their role model. They are all
saying that if I am successful, then they will follow me. They are all putting a "lets wait
and see" attitude. I know once mine is done, they will all want to go for it (Male, 27
years old).

Males in the community, who have already circumcised, were identified as source

of influence, and as role models, who could motivate more youth to circumcise.

Discussants expressed that using already circumcised youth from the community was one

way of demystifying MC and disputing negative community beliefs about Me. One

discussant observed:

There is this saying that "set a thief to catch a thief'. Youth can influence themselves ... the
youth who have been circumcised should be involved to tell us about the benefits of Me
and their experiences ... or what they have gotten ... some of these people like politician
may be forcing you with something he himself hasn't done ... and is not even thinking about
doing (Male, 23 years old). '

Another male discussant observed:

If Me is targeting the youth, then let the projects involve the youth. I have seen many
cases in this community when youth agendas are hijacked and championed by very old
people ... and they eat all the money. I think it is a youth issue and we should be involved.
We have seen projects here failing because they are run by foreigners or people we cannot
identify with. Even Me, I think there are youth practitioners who can do this thing [provide
MC services]. The youth must be the solution of their problem ... that age gap is a barrier
[MC promoted by older people]. For it to succeed well, the youth must be involved. There
are many youth networks and groups in this community (Male, 32 years old).

Most of the discussants were aware of existing youth groups to which they

identified. They observed that these youths must be actively involved in the promotion

ofMC services in the community. One discussant observed:

147



I also think that these Me projects must actively involve local youth groups. These groups
can organize for some educational sharing sessions that are quite convincing ... because it is
interactive ... or even similar seminars. In such groups males who have circumcised can
share or even show others how a circumcised penis looks like live ... Just knowing that one
of us is circumcised will be a big source of influence ... We will then realize that
circumcision is thus not such a big deal.. .it can happen, it can work ... it is not something so
far from us ... it makes it reaL .. For now, circumcision is still just something talked
about. ..but you know there must be a reason to push you to even think of circumcising
(Male discussant, 21 years old).

These results imply that peer groups and established youth forums playa facilitative

role in motivating uptake of MC interventions, and thus the successful implementation of

Me projects. These results are consistent with previous studies on the role of peer groups

and youth organizations in facilitating uptake of ijIV preventive interventions (Bianchi et

al., 2003; Flood, 2003; Kamau, 2006; Powers & Tiffany, 2006; Schellenberg et al., 2001;

Whaley, 1999). The results support the social ecological model (Glanz et al., 2002; Jamner

& Stokols, 2000; McLeroy et al., 1988), used as a conceptual framework in this study.

The implication is that active involvement of youth movements and organizations, and

other youth networks would significantly function to motivate demand for MC services

and facilitate the successful planning and implementation of Me projects in Nyando.

division.

The influence of women

The role of women in motivating for circumcision of males in the community also

featured prominently in most of the discussions. Most discussants observed that women

had a key role to play in enhancing uptake of Me services. There were three main

common arguments from both male and female FGDs in support of women's

involvement. Firstly, the empowerment of women in sexual decision-making process

was singled as one of the pillars to the success of condom use for HIV prevention. Few
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discussants observed how they have been denied sex at the "heat of the moment' because

their female partners insisted that condoms had to be used. A male discussant expressed:

My friend, if the lady insists that you use a condom ... and you are already prepared for
sexual intercourse ... you may curse not having one in your pockets. It happened to me...
These days, I always arm myself with one ... just in case. Women are good at having
what they want at that sexual moment (Male, 24 years old).

Another male discussant in a separate FGD observed:

You know like with condoms, if a woman says no condom no sex, then men would look
for it anywhere ... so if they insist on circumcision, then it could work ... mothers would
socialize girls to prefer circumcised men ... so the girl would not want me if am not
circumcised ... she first asks if I am sharpened [circumcised] ... that is the first
qualification for sex (Male, 24 years old).

Key informant interviews with local community leaders also corroborated the

need to involve women. One of the informants, a village chief, observed:

The success of condoms for HIV prevention was on the strength of women. In this,
women should begin to insist on having sex with circumcised men. You will see men
flocking the health facilities because of the influence of women (Male, chief, 51 years
old, Kochogo location).

There were several suggestions from female discussants on how to engage male

partners in dialogue to motivate them to seek Me services. The most common suggestion

among the discussants was a soft persuasive dialogue with male partners and not

pressuring them into seeking Me. One of the discussants expressed:

To women, men are very easy to deal with ... I think we can influence the men even more
than their fellow men ... you just wait until you are relaxed on the pillow, then you just
feed him slowly with words ... you don't scare him or make him feel that he is not
satisfying you ... or that he is not man enough ... you just have him thinking about it over
some time ... don't rush him, men will get scared and feel that the woman is now trying to
take charge and dictate him (Female, 29 years old).

Secondly, discussants concurred that women in their community have been worst

hit by the HIV pandemic and must be involved in its preventive efforts. Both male and
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female discussants acknowledged that women were more vulnerable to HIV infection

because of their status in society compared to men and because of the social construction

of sexual decisions. It emerged that most women in relationships have less say about

when and how they want to have sex, and are not always able to negotiate for monogamy

or secure sex practices. Female discussants observed that their male counterparts were

culturally permitted to have multiple partners and put them at greater risk for HIV. One

of the discussants expressed:

Our men are allowed to marry more than one wife ... our culture allows them to have
multiple partners. Those with more are heroes. But we [women] patiently remain
faithful, waiting for them to get HIV elsewhere and as we welcome them back, we
receive HIV. You know we are culturally obligated to just give it the man .. .1 mean
sex .. .If Me has been found to prevent them, we want to be involved in speaking to our
men to protect u by getting circumcised. If he refuses to use condom ... they often do,
then there is also the circumcision that can make him not get HIV outside (Female, 32
years old).

There was consensus among female discussants that if MC has a HIV preventive

effect to men, it would equally be protective to them. One of the female discussants

observed:

I also think that if my partner is circumcised, then my chance of getting HIV is lower
when I sleep with him. If I add this to the use of condoms, then I think I have double
protection against AIDS. This is because they do not use condoms consistently and if you
insist on it, then he accuses you of not trusting him (Female, 21 years old).

However, few male discussants were opposed to involving women in promotion

of MC services. Their mainconcem was that it would lead to stigmatization of males

who do not circumcise. A discussant expressed:

Women will begin to isolate men who do not circumcise ... and if the couple gets HIV, an
accusation finger will be pointed to the man because he is not circumcised" (Male, 32
years old).
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Some female discussants also observed that they would face major challenge or

even domestic violence were they to suggest to their male partners about Me because it

was not culturally appropriate for women to suggest sexual options. One discussant

expressed:

He may perceive you are a prostitute that you have been unfaithful to him and was
experimenting with other men outside let me tell you ... even if you were to ask him to
try another sex style, he may ask you where you leaned it from ... this makes us passive
players in sex ... most women have sex to satisfy the man. Most of us do not enjoy sex
really the more the man gets his rounds, the more he is satisfied ... he does not consider
you so imagine you were to come home and start telling him about the need to get his
penis cut. .. He can give you a hot slap ... it is like you have been sexing another man
(Female discussant, 29 years old).

The results of this study confirm previous findings on the pivotal role of women

in mv prevention through adoption of safe sexual behaviours among men (Richard et

al., 1996; Siravam et al., 2005). On the successful planning and implementation of Me,

previous studies have shown that women are likely to playa central role in motivating

uptake of Me among their male partners (Bailey et al., 2002; Ngalande et al., 2006).

Scott et at. (2005) found that in women are likely to have an indirect influence through

the male perception that women enjoy sex more with circumcised men. Another study

reported that 13% of circumcised participants reported undergoing circumcision because

their partner expressly requested it (Lagarde et al., 2003). These results further confirm

postulations of the ecological model of health promotion, and imply that women in sexual

relationships have an influence on how Me is successfully planned and implemented as a

public health intervention. The study implication is that Me projects should make

strategic efforts to involve women in planning and implementation of programs and

activities related to Me so that they can effectively playa role in influencing Me uptake.

This includes creating gender-interactive forums for community dialogue between men
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and women, in which they learn more about Me as a HIV preventive measure and a

public health intervention.

Parental influences

Results of qualitative analysis indicated that parents played a key role in planning

and implementing Me projects in the Nyando community, especially by motivating and

supporting circumcision of male children and adolescents. Discussants observed that

perceived support or endorsement for Me from male household heads or fathers would

be useful to enhance uptake of the service among youth. There were several

justifications for this argument. First, most male youth mentioned that they look up to

their fathers as role models and would be inclined to circumcise if the male parent

suggested it. One discussant observed: 'I would certainly do it if my father asked me to.

I respect his decisions ... they [decisions] are meant to protect me" (Male, 18 years old).

Secondly, male discussants observed that moral support and encouragement from

their fathers during healing process would be vital to reassure them of having made the

correct decision. Some observed that on sexual and reproductive matters, they would

rely on the support of their fathers so that they don't feel guilty of making a wrong

decision. One of them expressed:

You know when your old man [father] supports you, then you also go for it head-high
[motivated, with confidence], and you know that you have made the right decision. If
things get worse [adverse effects, complications] then you know he will still encourage
and support you. Just like I would talk to him when I have an STI. .. I know he will be
mad and I will get a long lecture, but he is a man, he will understand that these things
happen (Male, 23 years old).

Thirdly, it emerged from qualitative analysis of FGD data that fathers were

considered a major influence in household decision-making process and because of these
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power dynamics, their support for Me would enhance it uptake among their sons.

Discussants mentioned that male household heads influenced almost all economic

decisions in the household, including distribution of household labour, and determining

how household resources are expended. One of the discussants had this to say:

For example, our parents should be part of those supporting us in the process, including
financial charges that we may not know until after circumcising. Again fathers are
culturally the main decision makers for households. They can really champion this thing.
If your father decides that you are to get circumcised, then it will be done. They are the
centers of power in the family ... you cannot neglect the father... [They] should be
targeted first, as men and as deciders in their families (Male, 21 years old).

The role of mothers was particularly evident in neonatal/infant circumcision.

Discussants mentioned that one of the roles of mothers was to care for the health of their

children. They were expected to "feed them, care from them, and protect them from

diseases" (Male discussant, 34 years old). For example, it was expected of mothers to

remember vaccination dates of their children and ensure they are taken for vaccinations

to prevent diseases. A discussant said:

In the same way that mothers made decisions about healthcare needs of their infants, they
could also have a major role in making decisions of whether or not to circumcise their
sons (Female, 28 years old).

One discussant, single mother, noted:

In fact I have encouraged my boyfriend to go for it. I am even thinking of taking my [3
year old] son for circumcision (Female discussant, 23 years old).

On the need for parents to be involved in circumcision decision making, one male

discussant had the following to say:

I think we should also involve parents, especially mothers .. .let them decide and
circumcise infants or pre-school kids ... so that they grow up already circumcised and
semi-protected ... you know since this is not our culture, it can work best if parents decide
for us just as they do to protect us when we are young and school us to secure our
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future ... what is that future if you may die because of sexual reasons that can be avoided
just by a cut that heals in a matter of days (Male, 22 years old).

Specifically, the involvement of mothers in deciding whether or not to circumcise

their infant sons was emphasized in many of the discussions. One discussant observed:

When still at the health centre, the mother is counseled and allowed to make decision that
will protect the child in future. Mothers must protect their children. It is their duty. Why
wait for the boy to make the decision himself yet this thing is helpful? You know,
convincing an adult is very difficult... if the penis is left to grow bigger, the adult male
will begin to fear pain because they have learned that circumcision is very painful. .. the
rumours will discourage him. It should be included in the maternal and child health
prenatal counseling package ... so that mothers can decide (Male, 31 years old).

The results suggest that parents have a major role in planning and implementing

Me interventions in Nyando community. The results confirm the social ecological model

and are in consonance with findings of previous studies which show the importance of

parents and families in the prevention of HIV among adolescents and youth (Romer et

al., 1999; Stanton et al., 2004; Whitaker & Miller, 2000). Parents are significant role

models to their children, support to their devel<?pmentaltrajectories, and direct and shape

much of their children's decisions (Henrich et al., 2006). This implies that parental

involvement in planning and implementation of Me projects may be useful to facilitate

adoption of the intervention among their sons.

The influence of community opinion leaders

Discussants in all FGDs stressed the need to identify local sources of social

influence that can effectively facilitate community involvement in planning and

implementation of Me projects and ensure cooperation from influential members and

make use of them without reinforcing harmful power dynamics or hierarchies. Village
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elders, chiefs, politicians, religious leaders and school teachers were frequently

mentioned as opinion influencers, who could facilitate community acceptability and

uptake of Me services. Some discussants observed that the endorsement of community

opinion leaders was important if projects promoting it would have favorable cultural

environment to promote it. A discussant observed:

You know, the Luo are a structured community; we have our elders and leaders, who are
like the cultural watchmen. This circumcisions touches on our culture and there is need
to talk to the Luo Council of Elders so that they give it a green light. If they oppose it,
projects promoting it will have it very difficult even to talk at a baraza [local community
meeting]. There is need to begin with and get the blessings of elders. Our major
politicians should also be talked to so that they support or simply speak something
positive about circumcising males (Male, 31 years old).

Another discussant observed:

We should have our elders involved in this ... just like the Luo council of elders ... if they
are made to be part of this thing, then we will start seeing it as normal... but if they
continue criticizing male circumcision for cultural and political reasons, then these
projects cannot go anywhere. The elders can be a very big barrier. We need to involve
them (Local opinion leader - retired teacher, 53 years old, Ojiko location).

The role of religious leaders was also, emphasized in most FGDs. Discussants

expressed that many people look up to their religious leaders for direction and many'

young males would most likely trust them. There was also a suggestion from discussants

that the churches provided a key forum on which the youth and young adults could be

reached. One religious leader said:

Our church [the Catholic] has been opposed to condom use. Circumcision is in the bible
and Jesus himself was circumcised. The church should take a central role in teaching the
youth about the benefits of Me. We must be involved as church leaders in HIV
prevention efforts ... it is our moral duty to protect our people ... but this does not mean
we promote sex out of wedlock. Abstinence and faithfulness among married partners still
remain key messages of the church. MC only comes in because the youth have a hot
blood [sexually active] and cannot be predicted ... anything can happen when a young man
meets a woman and their blood get hot. Reason will jump through the window ... this is
where MC can help (Religious leader of the Catholic Church, 43 years old, Ahero
township, Nyando).
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There was however no consensus from the group discussions that the community

elders had to endorse MC for it to be considered a public health intervention. Some

discussants were emphatic the decision to circumcise was an individual's personal

decision and did not need any endorsement from Luo elders. One of the discussants

expressed:

It is fine to tell elders about health benefits of circumcision. They can talk to males in
their communities to consider circumcising. But I think circumcision is an individual's
decision ... elders must not decide for me about it. ..Did elders sit and endorse that Luos
stop the initiation rite of removing their lower teeth? Elders cannot decide for me about
something that is useful to me personally, and which affects my own body. Non-
circumcision does not have any cultural significance among the Luo. Why should we
rely on elders' decisions or community direction about it? Circumcision is being
introduced for health reasons and not as a cultural practice (Male, 34 years old).

However, as sources of social influence, discussants expressed that local leaders

can playa persuasive role in influencing their communities. The multiple implications of

their influence - positive and negative - need to be considered when designing MC

interventions.

These results are consistent with the social ecological model's emphasis on the

need to actively involve community opinion leaders in community projects (McLeroy et

al., 1988). Previous studies have also found that community involvement and

participation in HIV prevention projects begins with the identification and mapping of

popular opinion leaders (Romer et al., 1994; Schellenberg et al., 2001). Major health

promotion theories also support the thesis that goodwill and support from political and

religious leaders in the intervention community is important in facilitating successful

planning and implementation of the health intervention (Glanz et al., 2002; Rollnick et

al., 2002). This study's findings therefore imply that projects seeking to plan and
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implement Me interventions in Nyando must actively seek the involvement and support

of community opinion leaders, including religious, political and cultural leaders.

6.2.2 Integrating Me into other reproductive health services

Key informants and FGD discussants were asked specific issues on how Me

could be integrated into other reproductive health services. There was consensus that

projects implanting and promoting Me intervention should emphasize on the public

health benefit, like hygiene and reduced risk of infections, including HIV. A discussant

observed:

It should be clear that we are doing it for hygiene .. .if you talk about HIV prevention, it is
going to make us very reckless ... let us forget about emphasizing that MC reduces HIV.
It should be purely about hygiene and improved genital health (Male, 27 years old).

A male discussant added that:

We should promote it so that we fit into the society; that it is normal to circumcise men
for hygiene reasons; that several other Luo men are doing it and that it is normal and not
aconfine of certain communities (Male, 22 years old).

Some discussants observed that if Me was promoted purely as a HIV preventive

strategy, then it would imply that other health benefits were being ignored and the overall

public health impact would not be maximized. One key informant, a clinical officer at the

Ahero sub-district hospital observed:

We should promote MC not as a HIV preventive measure only but as a good health
initiative, which promotes good hygiene and prevents some STIs among men. We can
also say that circumcision is more sexually appealing for women from all ethnicities. If
we only promote it as HIV prevention, some men who do not see themselves at risk will
avoid it (Clinical Officer, Male, 45 years old).
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If MC was promoted for HIV prevention, many discussants suggested that it be

promoted together with condom use. Some suggested that MC should be planned and

implemented as one factor that can enhance the ease of condom use, so that the two

preventive measures are integrated. A discussant observed:

The only way that we can avoid people circumcising and getting to have more sexual
partners without condoms is to combine circumcision with condom messages. It is true
that it can make condom use easier. That is what should be stressed. Not that
circumcised men can have reduced risk of HIV even if they have unprotected sex (Male,
29 years old).

Some male discussants observed that the number of males seeking to circumcise

would reduce if projects implementing the intervention includes HIV testing as a basic

component for getting the service. The main reason expressed in a cross-section of

discussions was that most youths were still apathetic about mv testing. One discussant

observed:

Most of the youth in this community still fear VeT. Most of them still don't know their
status and prefer not to know it for fear of the consequences of a positive result. If you
brought circumcision as voluntary cutting and testing, some people who are willing will
avoid it (Male, 21 years old). .

There was consensus that MC projects should include other sexual and

reproductive health services. The need for male youth centers, where such issues could be

discussed among the youth was expressed in almost all male FGDs. The discussants

observed that there were several youth groups that could be involved in peer counseling

or related discussions on youth sexual and reproductive health. These youth groups could

also be used in community mobilizations and awareness creation on male reproductive

health and not for HIV prevention alone. The role of counseling services on sexual health

was also mentioned as useful in helping to demystify circumcision and to dialogue on

community and individual barriers to planning and implementation of MC projects.
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Discussants in all the FGDs were in agreement that there was need to ensure that

the MC projects were implemented in a way that ensured that it would be owned and

internalized by the community. Community involvement was identified as key to the

success of the MC intervention, and in order to avoid failures of previous health and

development interventions in the community. Some of the discussants sampled from

different FGDs had the following to say:

We have a feeling that there is a missing link ... as a community member I have noted a
lot of problems with past interventions ... an intervention like MC would work and stay
[be sustained] only if it is well packaged and the community is properly engaged from
the first time ... This does not mean training the district bosses in big hotels. It means we
want one-on-one dialogue here in the village so that we feel listened to (Male, 32 years
old).

Here in Nyando we have been used only for other people's gains ... Most of these
projects come thinking that we are even poor in ideas about ways to make projects meant
for us work better. Some even think we are fools who never even went to school ... that is
why the projects come and go, leaving us just where they found us ... after they have spent
millions, because the project is theirs, not ours (Male, 28 years old).

I think these projects should involve us well so that we own the project.. .that we need
this for Nyando then after you leave we can have it sustainable ... we have had many
interventions name them... but at the end of the day, nothing much ... just big
cars .... big air. .. strangers (Male, 32 years old).

On how to sustain MC intervention in the community beyond implementation by

external agencies, there were several suggestions that were made. These included the

introduction of infant MC into Maternal and Child Health Programs, and setting of

periods for engaging community youths in mass campaigns and provision of MC

services. On this, a key informant said:

The projects should introduce MC camps just like they do for girls in Maasai and
Samburu land who are running away from female genital mutilation traditions. Here they
can train boys on all issues on HIV prevention, sexual matters, and even hygiene. They
can do this during December holidays (Male, local leader, 46 years old, Ojiko location).
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These findings are consistent with previous studies, which have emphasized the

need for an integrated approach to provision of Me services (Klausner et al., 2008;

Muula, 2007; Sawires et aI., 2002; WHOfUNAIDS, 2007b). Sawires et al. (2007)

proposed that what is needed is a framework that places Me within the context of a

broader framework of HIV prevention strategies and that does not isolate the strategy,

thereby reinforcing the notion that it has the potential to address the complexities of HIV

prevention by itself. The results of this study therefore suggest the need for Me to be

provided within the framework of other male sexual and reproductive health services, and

not just for HIV prevention per se. Furthermore,. there is still need to determine the best

ways to ensure active community involvement and contribution in delivering the Me

intervention, and how Me can be made more affordable rather than a free service by

external NGOs, whose sustainability are determined by donor funds.

6.3 Conclusion

This chapter has discussed results relating to how Me can be introduced and

integrated into existing healthcare system and community-wide programs in Nyando. The

chapter includes results on views of healthcare providers, local leaders and young people

in the community on the capacity and challenges to planning and implementation of Me

intervention in local health facilities. It also includes results on the role of social

structures, networks and interpersonal influences in facilitating successful planning and

implementation of Me projects and related services. Further, it has presented results on

how to integrate Me into community-wide preventive health programs. Results show that

local health providers are supportive of the idea to plan and implement Me intervention

within the local healthcare system. However, there were several challenges, especially

160



lack of human resources and medical facilities at the health facilities to sustain the

program. This suggests the need for other partners to support government facilities in

provision of Me services. Some local community members had negative opinions about

Me services, which are promoted independently by government providers because of

several past experiences with some providers and facilities. This further emphasises the

need for networking between the government and local non-governmental reproductive

health projects.

Peers and youth groups, women and girlfriends, parents, community elders and

political leaders, church leaders, and school teac~ers were identified as key interpersonal

influences in circumcision decision making. Some informants insisted that Me was an

individual decision, which must not get a formal endorsement from the community's

cultural leaders. Programs seeking to maximize the demand for Me must however design

objectives to advocate for Me services among local leaders and those who influence

community opinion. The need to plan and implement Me as a public health good was

preferred to one that only emphasized on its IIlV preventive effect. Dual promotion of

Me and condom use, and hygiene was more preferable to promotional messages that

emphasized more on HIV prevention. Furthermore, for sustainability of Me practice,

there is need to design program objectives aimed at integrating Me into other community

calendars, and appropriate seasons such as during school holidays. Program objectives

should also design innovative approaches to ensure community contribution to the Me

project in order to be willing to pay for the Me services in the future. These results have

significant implications to the strategic planning and implementation of Me projects in

the Nyando community.
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CHAPTER SEVEN

CONCLUSIONS AND RECOMMENDATIONS

7.0 Introduction

This chapter presents the conclusions regarding the mam empirical findings

presented and discussed in this thesis. It further shows how these findings are relevant to

understanding and implementing Me projects within the context of traditionally non-

circumcising communities. Recommendations for effective promotion and integration of

Meprojects in the community, and implications for further research are also presented.

7.1 Conclusions

HIV remains a major cross-cutting crisis in Kenya that encompasses virtually

every sector of modem life, as well as traditional customs. Prevention of new infections

is the only realistic hope for stemming the HIV pandemic. Against the backdrop of

compelling research evidence, Me is now recommended as an additional measure to

reduce HIV infection among men. It is given that there are many socio-cultural, political

and economic factors that can affect the successful planning and implementation of Me

projects, especially among traditionally non-circumcising communities such as the Luo.

It was therefore critical, against the backdrop of limited operations research studies, to

explore psychological and socio-cultural underpinnings to planning and implementation

of Me projects for HIV prevention in Nyando division, a traditionally non-circumcising

community, with high HIV prevalence.

The first objective of this study was to assess attitudes and willingness to accept

the Me intervention. This assessment was useful to determine perceived necessity and

demand for Me services, with a view to providing data to enlighten Me project design,
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promotion and development. This study has found that majority of uncircumcised men

(71%) are willing to get circumcised if the procedure is safe, less painful, and affordable.

\
Also, majority of men (87%) and women (96%) expressed willingness to circumcise

sons. Willingness to circumcise was higher among young males and those who were

unmarried. Qualitative data corroborated these findings. Acceptability levels reported in

this study are higher than for previous studies in SSA (Westercamp & Bailey, 2006). It

has been shown that higher acceptance rates are achieved when participants receive

information regarding the potential health risks and benefits of Me (Kebaabetswe et al.,

2003). This study concludes that there is high willingness and acceptability of Me in

Nyando. There is need for programs to develop objectives and strategies aimed at

sustaining the demand for Me and maximizing provision of safe Me services to meet

this high demand, which is expected to increase with the continued public discourses on

the HIV preventive effect of Me.

The second objective of this study was to identify psychosocial factors

influencing successful planning and implementation of the Me intervention. To achieve

this objective, barriers and facilitators to planning and implementation of Me projects

were identified. Perceived barriers to implementation of Me were pain, healing

complications, actual and opportunity costs, perceived increase in sexual risk behaviour,

stigma and discrimination, cultural identify, and reduced sexual satisfaction. Perceived

facilitators for implementing Me were hygiene, HIV/STI risk reduction, ease in condom

use, cultural integration, and sexual satisfaction. These results are consistent with those of
/

previous Me studies in SSA (Bailey, et al., 2002; Luboko & Bailey, 2007; Ngalande, et

al., 2006). The results support Westercamp and Bailey's (2006) argument that more men
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would be willing circumcise if Me services were provided safely, inexpensively, with

minimal pain and adverse complications, and to the extent that the services are

accessible. The I study concludes that there are several individual and community

perceptions that will play in the scale up of Me intervention in Nyando. In order to

sustain and maximize demand for Me, Me program objectives should aim at

community-wide dialogue, with the view to addressing perceived barriers -before and

during project implementation, and to design promotional messages that appreciate both

the social and general public health good of the Me intervention.

The third objective of this study was to establish the feasibility of planning and

implementing the Me intervention within the local healthcare delivery system. This

feasibility assessment was useful to ascertain willingness of local health providers to

provide the service, and the capacity of the existing healthcare system to meet the

demand and deliver safe Me services. The results revealed that local health providers

supported plans to implement and deliver Me services in existing heath facilities.

However, inadequate staffing, insufficient training, unreliable medical supplies, and

additional pressure to an already over-burdened system were reported as potential

constraints to successful integration of Me into existing local healthcare delivery system.

Some local community members expressed negative opinions about the capacity and

willpower of government health facilities to independently deliver quality Me services.

This study concludes that in the scale up to MC intervention, there are limitations in

material and human resources to deliver Me safely. There are also negative community

perceptions of local health facilities that need to be addressed if the MC intervention is to

be successfully delivered through the local health system.
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The fourth objective of this study was to determine how the Me intervention can

be integrated into community-wide mv prevention programs. Results revealed that

interpersonal factors and social networks - peers and youth groups, girls and women,

parents, local community elders and political and church leaders - would playa pivotal

role in facilitating implementation of Me projects and motivating circumcision-seeking

behaviour among males in the community. The study also reported that participants

preferred that Me be planned and implemented as a public health intervention (which

includes other medical and health benefits) and not purely on its HIV preventive strength.

Dual promotion of Me and condom use, and hygiene was more preferable to promotional

messages that emphasized more on HIV prevention. The study concludes that in order for

Me intervention to be successfully integrated into the community, there is need to

integrate it into existing health programs and the community's calendar, and to determine

how to ensure active community involvement and contribution.

Ultimately, this study.confirms that multiple-levels of influences, described in the

social ecological model (Jamner & Stokols, 2000; McLeroy et al., 1988), are important in

planning for and implementing Me interventions. At the individual level, this study·

confirms that individual level factors like age, marital status, and Me-related beliefs

influence Me acceptability and uptake. At the interpersonal level, this study confirms

that primary groups like family, friends, and peers and socio-cultural norms may

constrain or promote Me as a behavioral outcome. This study's findings further

corroborate the need for considering community level factors in planning for and

implementing Me projects. These include feasibility of existing healthcare systems to

provide the service and the design of policies on how to integrate the intervention into

existing HIV prevention projects.
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7.2 Recommendations

On the basis of findings adduced from this study, several recommendations have

been made to inform successful design, planning and implementation of Me projects.

Implications to national Me policy have also been identified and highlighted, This

section presents the major recommendations arising from the study.

7.2.1 Programmatic Recommendations

In order to facilitate programmatic planning and implementation of the Me

intervention, seven recommendations have been made, with the goal of maximizing

demand and supply of safe Me services in the target area.

1. There is need to sustain the demand for Me through provision of safe Me

services. Me programs could consider introducing mobile Me services to reach

out to willing volunteers in the village, and minimize transport and other

accessibility challenges that were perceived as barriers by respondents in this

study.

2. Since Me is not traditionally practiced among the Luo, Me projects should

consider introducing infant Me as a longer-term strategy, with the view to

introducing gradual culture change and normalization of the Me practice. To

achieve this, infant Me can be delivered through existing programs such as

maternal and child health services. When infant Me is adopted, there is need for

informed parental decision-making and consent.

3. There is need for enhanced community-wide education and promotional activities

that target both proximal and distal factors in the environment that facilitate

changes in individual beliefs and attitudes towards MC,Me programs should
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facilitate forums where community members participate in dialogues that enhance

greater understanding of benefits and risks of Me, and the need for integrated

approach to HIV prevention. Engaging non-circumcising and circumcising

communities in broad-based dialogue on the socio-cultural and public health

implications of Me could help address the difference between Me as a traditional

rite on the one hand, and medicalised Me as a public health initiative on the other

hand. These community-wide educational programs and promotional messages s

aimould also aim at emphasizing that Me is only partially protective.

4. Although there is need for further research to empirically examine this

association, Me programs this study finding suggests need to situate Me within

the context of a broader framework of prevention strategies. Such a framework

helps to reinforce the message that Me as a stand-alone strategy has no potential

to address the complexities of HIV prevention.

5. Me programs should intensify community engagement and dialogue through

establishment of a network of peer groups, village educators and volunteers who

are respected people in the local communities. Furthermore, Me programs should

establish an effective counseling program, which integrates Me with other sexual

and reproductive health services.

6. As Me services are scaled up, there should be sufficient material and human

resources to perform circumcisions safely. A proper surveillance system also

should be put in place by the local health management system to carefully

monitor the quality of Me-service delivery, including post-surgical follow-up.

7. Me programs should tap and use existing social networks and structures -

including youth groups, family members, schools and churches - as avenues for
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increasing and sustaining demand for MC services. There is also need to for

advocacy strategies targeting local leaders engaging through strategic efforts to

support the provision of safe MC services in their communities.

7.2.2 Policy Recommendations

In ensuring that the national policy and decision makers address some policy gaps in

the context of scaling up MC services in the country, four policy recommendations have

been made. These recommendations are made with the view to ensuring that existing

national guidelines for voluntary MC in Kenya and other policy documents that relate to

RIV prevention are in consonance with emerging situational issues on the MC

intervention emanating from this study.

1. There is need to fasten the integration of voluntary, medicalised MC (VMMC)

into KNASP. The plan should be explicit on difference between medicalised MC

and traditional Me. .

2. There is need to revise the current national guideline for provision of MC services

to clarify on screening procedures for seeking MC and circumcision needs of

people already infected with HIV.

3. There is need to design national guidelines to plan for and delivery infant MC

services. These services may be integrated with existing MCR programs.

4. There is need to integrate comprehensive MC surveillance into national health

management system. This should include incidences of adverse effects in the

context of scaling MC services.
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7.3 Areas of Further Research

Additional research is needed to inform the development, implementation and

monitoring of Me projects. There is need for more operations researches to be conducted

asMe services are scaled up to determine the most effective ways to provide and sustain

services. Specifically, public health projects promoting Me services should develop

systems to monitor uptake, conduct follow-up evaluations to establish Me motivating

factors, and track incidences of adverse effects and changes in sexual risk behaviours in

circumcised males. Secondly, there is need for further studies on the effect of Me on

female partners. These effects could range from HN infections, to risk of other STls, and

perceptions of sexual viability of males. Thirdly, there is need to determine impact of an

integrated approach to HN prevention, that includes provision of Me and other male

sexual and reproductive health services. Fourthly, qualitative studies that assess changes

in community perceptions of-Me and its health benefits and risks should be explored.

Perceptions of parents on circumcision of neonates and infants would also be explored to

guide policy design and implementation. Fifthly, there is also need to examine the actial .

cost of Me in the community with a view of suggesting a sustainable delivery of the Me

intervention beyond donor-funded projects. Sixth, there is need for a study on Luo

cultural dynamics and trends with the view to determining how the Me practice can be

integrated and sustained into the community's cultural system. Lastly, there is need for

more legal and ethical studies to shed light on the ethical implications of circumcising

infants and children, and protections necessary to maximize the public health benefit of

Me while reducing harm.
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