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ABSTRACT

Background: There is compelling evidence that male circumcision (MC) is associated with reduced risk of contracting HIV. For
this reason, MC is recommended for countries like Namibia where HIV prevalence is high and MC rates are low. Following
this recommendation, a national MC campaign was considered to introduce MC as an additional HIV prevention strategy with
the intention of rolling it out in communities where MC is not traditionally practised and where heterosexually transmitted HIV
infection rates are high. Little is known about the acceptability of MC in traditionally non-circumcising communities in Northern
Namibia.
Objective: This study assessed the knowledge, attitudes and practices of MC among men presenting for voluntary counselling
and testing (VCT) in a traditionally non-circumcising ethnic group in the northern Namibia.
Methods: A cross-sectional descriptive study design was used. Semi-structured questionnaires were used to collect data from
331 Oshiwambo-speaking males aged 18 years and older, presenting for VCT services. Data was analysed using Epi-Info 2008,
Version 3.5.1.
Results: The self-reported prevalence of MC in the study sample was 15.4%, with 38% of those reporting being circumcised
during their childhood (1-13 years) and 44% being circumcised for health-related reasons. Most respondents (n = 241, 74.4%)
had heard that MC reduces the men’s risk of HIV infection. Up to 53.1% of the respondents had good knowledge regarding
MC; moreover, the majority of the respondents (n = 194, 66.6%) reported that it is easier for uncircumcised men to acquire HIV
infection. It was found that men aged 25 to 34 years were more willing to be circumcised than the other age groups.
Conclusions: A high level of knowledge of MC was revealed. Accordingly, the idea of MC is likely to be accepted, especially if
it is implemented to reduce the risk of HIV infection.
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1. INTRODUCTION

Sub-Saharan Africa carries the largest burden of the global
Human Immunodeficiency Virus/Acquired Immune Defi-
ciency Syndrome (HIV/AIDS) pandemic. In 2008, it was
estimated that 33.4 million people were living with HIV
worldwide.[1] By the end of 2015, this number had increased
to 36.7 million.[2]

Namibia is one of the Southern African country heavily af-
fected by the HIV/AIDS epidemic[1] and is one of the top
ten countries with the highest prevalence globally. In 2008,
the prevalence rate in Namibia was estimated at 17.8%; this
increased to 18.8% in 2010, but decreased to 18.2% in 2012
and 16.9% in 2014.[3] This indicates a decrease in the last
two consecutive years. In Namibia, HIV is transmitted pri-
marily by heterosexual transmission.[3]

In spite of the rapid spread of HIV, the implementation of
various HIV preventive programmes such as HIV voluntary
counselling and testing (VCT), condom-use promotion, pro-
motion of abstinence, and treatment programmes for sexually
transmitted infections (STIs) has resulted in a remarkable de-
crease in HIV prevalence and incidence in countries such as
Thailand, Uganda and Senegal.[4] However, the rate of HIV
infection is increasing in some parts of Africa, for example
in Lesotho and some parts of Mozambique.[5]

There is well-established evidence that male circumcision
(MC) can protect against HIV transmission. Three ran-
domised controlled trials (RCTs) conducted in South Africa,
Kenya and Uganda have given strong evidence that safe MC
can reduce a male’s chance of becoming infected with HIV
by approximately 60%.[6, 7] As a result, in March 2007,[8]

the World Health Organization (WHO) convened an inter-
national conference to review the results of the three RCTs
and other evidence on MC and HIV prevention. It was then
recommended by the WHO and the Joint United Nations
Programme on HIV/AIDS (UNAIDS) that “MC be recog-
nized as an additional HIV prevention strategy to reduce the
risk of heterosexually acquired HIV infections in countries
with low MC prevalence and high HIV prevalence”.[8] Since
then, interest has been raised by several Southern and East
African countries to consider the introduction of MC for HIV
prevention.[9] Several modelling studies on the impact of
MC on HIV infection in sub-Saharan Africa have shown
that MC at 60% efficacy level could substantially reduce the
burden of HIV by reducing the chance of HIV infection in
males, especially in Southern Africa where the prevalence
of MC is low and the prevalence of HIV is high.[10, 11] It
has been shown that MC alone can significantly reduce HIV
infection, although it cannot eliminate the HIV burden in
the community. However, Podder[10] concludes that “disease

elimination is feasible if MC is combined with other inter-
ventions, such as antiretroviral therapy (ART) and condom
use”. Fourteen East and Southern African countries, Namibia
included, were identified to scale up voluntary MC services
to control the spread of HIV epidemic.[8]

Therefore, in 2007, the then Namibian Minister of Health
and Social Services announced the government’s commit-
ment to embark on assessing the possible introduction of
safe MC as part of the national strategy for HIV preven-
tion. In 2008, the Namibian government established the MC
Task Force to lead the MC scale-up and a policy document
was developed. However, little is known about the accept-
ability of MC intervention programmes among men from
traditionally non-circumcising ethnic groups.[12] In partic-
ular, it is unclear whether males who have embraced other
HIV prevention strategies such as VCT will do the same
with MC if implemented as part of a comprehensive HIV
prevention programme. According to the Namibia Demo-
graphic and Health Survey (DHS) conducted in 2013,[13] the
national MC prevalence rate is 26%, although this differs
across the regions of Namibia. Regions that reported the
highest rates are Kunene (51.4%), Omaheke (48.2%) and
Otjozondjupa (39%). This could be because most inhab-
itants of these regions are from traditionally circumcising
ethnic tribes. In addition, these regions reported the lowest
HIV-prevalence rates from the 2014 National HIV sentinel
survey, ranging from 3.9% to 14.4%.[3] On the other hand,
regions such as Ohangwena, Omusati, Oshana, Oshikoto and
Zambezi mostly house the traditionally non-circumcising
ethnic groups and are reported to have lower MC prevalent
rates ranging from 12% to 18%.[13] Moreover, these regions
reported the highest HIV-prevalence rates ranging from 18%
to 36%.[3]

This study was conducted in 2009, during the planning and
early implementation phase of MC as an HIV-prevention
strategy in Namibia. The programme was piloted at the lead-
ing state hospitals and was actively scaled up to the regions
later.[13]

1.1 Aim
Our aim was to assess the knowledge, attitudes and practices
of MC among men presenting for VCT in a traditionally
non-circumcising ethnic group in the Northern Namibia.

1.2 Objectives
Our objectives were to:

• measure the MC prevalence among VCT attendees at a
testing centre in northern Namibia;

• measure the level of knowledge about MC among male
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VCT attendees;

• describe attitudes of VCT attendees regarding MC.

2. MATERIAL AND METHODS
2.1 Method
The researchers chose a quantitative research design to quan-
tify the level of knowledge on and attitudes towards MC, as
well as to describe practices related to male circumcision.
In addition, a cross-sectional descriptive design using a sur-
vey was chosen owing to its suitability for obtaining data on
habits, attitudes, beliefs, values and demographics.[14]

2.2 Study setting
The study was conducted at the Onandjokwe District Hospi-
tal, situated in the Oniipa suburb of the Oshikoto region in
northern Namibia. The district hospital had a catchment area
of 159,621 people in 2007,[15] which is 85% of the estimated
187,500 people living in the Oshikoto region. Over 90% of
the people in the Onandjokwe District speak Oshiwambo as
their native language.[16] The Onandjokwe District Hospital
runs a special centre, which offers comprehensive HIV ser-
vices including prevention, treatment and home-based care,
well as STI treatment services. The Onandjokwe District
Hospital VCT centre has an average of 11 adult male clients
for HIV counselling and testing on a daily basis.[17] In addi-
tion to the population of Onandjokwe district, the centre also
has clients from neighbouring regions such as Ohangwena
and Oshana, which are also considered to be traditionally
non-circumcising communities. This study was conducted at
the VCT centre located on the hospital premises.

2.3 Population and sampling
All adult males aged 18 years and older, who belonged to the
Oshiwambo ethnic group and visited the Onandjokwe VCT
centre for HIV counselling and testing, were eligible for the
study. This ethnic group is considered to be one of the non-
circumcising groups in Namibia.[13] Clients who were from
non-Oshiwambo tribes, as well as those under the age of 18
years, were excluded from the study. Approximately 3,500
adult males attend Onandjokwe VCT centre every year for
HIV counselling and testing.[17] Eighty per cent of this male
adult population was used to calculate the required sample
size. From a total population of 2,800 (80% of 3,500 clients
visiting the VCT centre annually), with a 95% confidence
level, a presumed acceptance rate of MC of 65%[18] and a
5% margin of error, a required sample size of 311 study units
was calculated using CDC Epi Info 2008 version 3.5.1.

All male clients who visited the Onandjokwe VCT Centre
between 28 April 2009 and 6 June 2009 and who met the
selection criteria were approached and asked to voluntarily

participate in the study, until the required size was reached.
This sampling procedure was selected in order to achieve
the target sample population with limited resources and time.
In addition, this procedure was chosen because a random
sampling technique was not possible given that a concise
sampling frame of all attendees at the clinic could not be
determined prior to data collection. At the same time, the
period of data collection (April through June) has no expec-
tation of particular types of patients attending the clinic.

2.4 Data collection
An anonymous structured questionnaire with closed-ended
questions developed by the investigator was used to collect
information from participants. Questions were adapted from
previous studies on the acceptability of MC done in South
Africa[19] and Kenya.[20] The questions from each of these
questionnaires were adjusted and rearranged to accommo-
date the specific study objective. The questionnaire was
designed in English and was translated into Oshiwambo by
the investigator and was later revised by an independent na-
tive Oshiwambo speaker after the tool had been pre-tested.
Participants were introduced to the study while waiting for
their HIV test results following HIV pre-test counselling and
were requested to voluntarily participate in the study. All
those who consented were interviewed individually, using the
questionnaire. The interviews, which took 15 to 20 minutes,
were conducted in both Oshiwambo and English depend-
ing on the participant’s preference. To avoid participants
being interviewed more than once, participants were asked
if they had previously been interviewed before starting the
interview.

2.5 Data analysis
Questionnaires were checked for completeness and verified
by the interviewer before being coded and entered into a MS
Access database. The data obtained was analysed using the
CDC Epi-Info 2008, version 3.5.1. Descriptive statistics of
the demographic characteristics, knowledge, attitudes, be-
liefs and barriers were presented using absolute numbers,
simple percentage, range and measure of central tendency
(mean, mode). A chi square test was used to test the associa-
tion between categorical variables. The level of significance
for all statistical tests was set at 0.05.

2.6 Validity and reliability
The sample size was sufficiently large and was drawn from
the same ethnic group. The questionnaire was pre-tested
prior to the actual data collection on ten participants with
similar characteristics to the sample. The questionnaire was
administered in languages understood by both the respon-
dents and interviewer. A research assistant was trained to ask
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questions and record the answers in order to ensure standard-
isation and to avoid interviewer bias. Data quality checks
were done in the field as well as before and during the data
processing to ensure completeness and consistency.

To address reliability in this study, the same questionnaire
was used to collect data from all the participants and only
one interviewer conducted all the interviews.

2.7 Ethical consideration
The research proposal was granted ethical approval by the
University of the Western Cape Research and Ethics Com-
mittee. Permission to conduct the research with VCT clients
was granted by the Namibian Ministry of Health and So-
cial Services on behalf of the Onandjokwe District Hospital.
Participants were given an information sheet explaining the
purpose of the study, which was strictly voluntary and partic-
ipants could withdraw at any time. To ensure confidentiality,
no personal identifiers such as names were used on the ques-
tionnaire. Participants were assured that data from the study
would only be used for research purposes and that it would
be kept in a database in a computer and would be password
protected.

3. RESULTS
3.1 Description of study participants
Table 1 presents the demographic characteristics of the re-
spondents in the study. The respondents’ ages ranged be-
tween 18 and 65 years (mean age 31 years, standard deviation
9.96, age mode 28 years). The majority (n = 143, 43.2%), of
the respondents were aged between 25 to 34 years. Eighty-
seven (26.3%) of the respondents had no formal or primary
education, while 240 (72.2%) had a secondary education
or higher. Nearly two-thirds of the respondents (n = 244,
74.2%) were unmarried and 86 (26%) were married or co-
habitating. Almost all the respondents (n = 324, 97.9%) were
Christians. Most of the respondents (n = 244, 73.7%) were
unemployed.

3.2 Male circumcision practices
Of the 320 respondents who responded to this question, 50
(15.6%) reported that they were circumcised, while 270
(84.4%) reported that they were not. A total of 19 (38%)
respondents had been circumcised during childhood (1-13
years), whereas nine (18%) had been circumcised during
adulthood (> 20 years), nine (18%) as an infant (< 1 year)
and seven (14%) as adolescents (14-19 years).

Among the fifty respondents who had been circumcised, 22
(44%) circumcisions were performed for health-related rea-
sons, 16 (32%) for traditional/cultural reasons, ten (20%) for
unknown reasons and two (4%) for other reasons. A total of

eight (36.4%) respondents who were circumcised for health-
related reasons and six (37.5%) who were circumcised for
traditional/cultural reasons were circumcised in childhood
(1-13 years). Almost all the respondents (n = 9, 90%), with
an unknown reason for being circumcised, had been circum-
cised below the age of 13. Of the 50 respondents who had
been circumcised, most (n = 31, 63.3%) were circumcised by
a doctor at a health facility, 17 (30.6%) were circumcised by
a traditional circumciser and two (6.1%) did not know who
had performed the MC procedure.

Table 1. Socio-demographic characteristics of study
participants

 

 

Characteristics  
Study sample 
N = 331 

Percentage 

Age 
18-24 
25-4 
35-44 
45-54 
55+ 

 
95 
143 
54 
26 
13 

 
28.7 
43.2 
16.3 
7.9 
3.9 

Marital status 
Unmarried 
Married/cohabitating 
Not specified 

 
244 
86 
1 

 
73.7 
26 
0.3 

Level of education 
Primary and lower 
Secondary and higher 
Not specified 

 
87 
239 
5 

 
26.3 
72.2 
1.5 

Employment 
Employed 
Unemployed 
Not specified 

 
85 
244 
2 

 
25.3 
73.7 
0.6 

Religion 
Christian 
Non-Christian 
Unspecified 

 
324 
5 
2 

 
97.9 
1.5 
0.6 

 

The most common complications of MC reported were infec-
tion (n = 16, 45.7%), followed by bleeding (n = 5, 14.3%).
Other complications reported include tissue loss (reduced
size of tip of penis) (n = 3, 8.6%); urinal retention (n = 1,
2.9%); incomplete circumcision (n = 1, 2.9%); and the re-
mainder (n = 9, 25%) was other complications (see Table
2).

In order to identify whether there were socio-demographic
differences between circumcised and uncircumcised men,
the study assessed whether the demographic characteristics
differed according to the MC status of the respondents in the
study. Age, employment, marital status, level of education
and religion were each compared by circumcision status and
the differences were not statistically significant.
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Table 2. Complications of MC
 

 

Male circumcision complications  
N = 35 
Frequency (%) 

Infections  16 (45.7) 
Tissue loss 3 (8.6) 
Urinary retention  1 (2.9) 
Incomplete circumcision  1 (2.9) 
Bleeding  5 (14.3) 
Other complications  9 (25.7) 

 

3.3 Knowledge of male circumcision as a HIV preven-
tion strategy

Risk-related knowledge of respondents about MC,
HIV/AIDS and STIs was determined by the respondents’
general knowledge of MC and its risk associations with HIV
infection and STIs. Excluding the seven participants who did
not respond to the knowledge questions, most respondents
(n = 241, 74.4%) had heard that MC reduces men’s risk of
HIV infection. The majority (n = 214, 66%) had also heard
that MC reduces men’s risk of STIs. When age, marital sta-
tus, religion, educational level and employment status were
compared with the level of knowledge, people who were
employed were found to be likely to have a good knowledge
of MC and related health aspects (p < .003).

3.4 Attitudes to circumcision

Table 3 indicates the risk-related attitudes of participants
towards male circumcision. The analysis excludes the eleven
participants who did not report their circumcision status, thus
the numerator is 320. The results indicated that 194 out of
the 320 (60.7%) respondents (37 circumcised and 157 uncir-
cumcised) reported that it is easier for uncircumcised men to
acquire HIV infection. A high proportion of uncircumcised
respondents, 155 out of 270 (57.4%), and the majority of
circumcised respondents, 35 out of 37 (70%), believed that
it is easier for uncircumcised men to acquire STIs. Only 143
out of 320 (44.7%) of the respondents (54% circumcised
and 43% uncircumcised) believed than it is easier for uncir-
cumcised men to get penile cancer. However, uncircumcised
respondents (24.1%) were much more likely than circum-
cised respondents (6%) to report that there is no relationship
between circumcision status and risk of penile cancer (p =
.0335). Furthermore, a higher proportion of the respondents,
267 out of 320 (83.4%), reported that it is easier for a circum-
cised man to maintain good penile hygiene. Circumcised
and uncircumcised respondents did not differ in their be-
liefs about the relationship between circumcision status and
maintaining penile hygiene (84% versus. 83.3%, p = .5339).

Table 3. Risk-related attitudes about male circumcision
 

 

Attitudes 
Circumcised 
N = 50 
n (%) 

Uncircumcised  
N = 270 
n (%) 

Total  
N = 320 
n (%) 

Easier to get HIV when 
Circumcised  
Uncircumcised  
No difference  
Do not know  

 
0 (0) 
37 (74) 
12 (24) 
1 (2) 

 
10 (3.7) 
157 (58.1) 
83 (30.7) 
20 (7.4) 

 
10 (3.1) 
194 (60.7) 
95 (29.4) 
21 (6.6) 

Easier to get other STIs when 
Circumcised  
Uncircumcised  
No difference  
Do not know 

 
2 (4) 
35 (70) 
11 (22) 
2 (4) 

 
11 (4.1) 
155 (57.4) 
79 (29.3) 
25 (9.3) 

 
13 (4.1) 
190 (59.4) 
90 (28.1) 
27 (8.4) 

Easier to keep penile hygiene when  
Circumcised  
Uncircumcised  
No difference  
Do not know  

 
42 (84) 
0 (0) 
6 (12) 
2 (4) 

 
225 (83.3) 
7 (2.6) 
33 (12.2) 
5 (1.9) 

 
267 (83.4) 
7 (2.2) 
39 (12.2) 
7 (2.2) 

 

Two hundred (60.4%) respondents disagreed that circum-
cised men have more sexual feelings than uncircumcised
men. Only 134 (39%) respondents agreed that circumcised
men enjoy sex more than uncircumcised men, and 139 (42%)
respondents agreed that women prefer men who are circum-
cised. Almost all the respondents (n = 289, 87.3%) disagreed

that circumcised men can safely have sex without using a
condom and do not get infected with HIV. Two-thirds of the
respondents, 261 (78.9%) disagreed that MC proves man-
hood, and 264 (74%) respondents agreed that it is very im-
portant for all males to be circumcised irrespective of their
ages, while 79.8% disagreed that MC is an old practice in
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their community and does not need to be reintroduced.

Of the 270 uncircumcised respondents, 204 (75.5%) reported
that they would like to be safely circumcised if circumcision
reduced the chance of HIV infections and if costs were low.
When compared, men were more willing to be circumcised
if they were 25 to 34 years (83.9%, p < .001), unmarried
(82.1%, p < .001) and had a secondary education level or
higher (79.8%, p < .011). No other socio-demographic char-
acteristics were found to be statistically associated with un-
circumcised men’s willingness to be circumcised. Moreover,
almost all the respondents (n = 302, 94.4%) preferred their
sons or any young males they knew to be circumcised. Re-
spondents who were circumcised indicated a higher level of
preference than uncircumcised respondents (98% vs 93.7%,
p < .05). The majority of respondents (n = 132, 39.9%) pre-
ferred “less than 1 year” as the ideal age of performing MC,
while 89 (26.9%) preferred “1-13 years”. Only 11 (3.3%),
respondents preferred adulthood (> 20 years) as the ideal
time for performing MC.

Three hundred and four respondents (91.8%) preferred MC
to be performed at a health facility by medical staff. Only
one (0.9%) respondent preferred MC to be performed out-
side the health facility by a traditional circumciser, while 16
(4.8%) had no preferences.

4. DISCUSSION
In this study, we measured prevalence and knowledge of MC
and described the attitudes to MC among VCT clients from
a non-circumcising ethnic group. The study revealed an MC
prevalence rate of 15.6%, which is lower than the Namibian
rate, which was estimated to be 26% in men of aged 15 to
49.[21] Despite the rollout of a male circumcision programme
in Namibia, the Oshikoto region where the Onandjokwe dis-
trict is located reported an MC prevalence of just 15.5% in
2013.[21] This is an indication that MC is not commonly
practised in the area, which is dominated by the Oshiwambo
tribes. Although it is said that MC was practised among
Oshiwambo tribes as part of initiation rituals over 100 years
ago,[22] its discontinuation is evident in the low prevalence.
Social developments such as the development of combined
kingship and the introduction of Christianity by the arrival
of Europeans in Namibia may have contributed to the dis-
continuation of the practice among Oshiwambo-speaking
people.[22, 23] The results of the current study revealed that
circumcision is performed at young ages (below 13 years)
among the study population and mostly for health-related rea-
sons. This result contradicts reports by Salokoski[22] that MC
in the Oshiwambo tribe is said to have been practised only
on adult men for initiation from childhood into adulthood.
This may partially suggest a gradual shift in MC practices

from traditional to health-related practice in this study group.
No literature was found to establish the actual reason for
circumcision practice among the general population of the
Oshiwambo tribes.

The findings of this study are very similar to the prevalence
rate of MC in the Mutare rural district in Zimbabwe, which
revealed a rate of 17%.[24] Similar to the Onandjokwe dis-
trict, the Mutare community is also considered to be non-
circumcising. The findings from studies in traditionally un-
circumcised societies in South Africa and Zimbabwe show
no significant differences with regard to circumcision status
and employment, relationship status, level of education or
religion.[25] Such findings concur with those of this study.

The results of the study confirmed the good knowledge of
MC among the study group, in spite of the fact that is not
commonly practised. Although the majority (85%) of the
participants were not circumcised, almost all the partici-
pants (98%) were aware of MC. These results are similar to
those of studies done in non-circumcising communities in
South Africa, where was found that 93.3% had heard about
circumcision, although only 23.3% of respondents were cir-
cumcised.[26] The awareness of MC in this study may be
attributed to the announcement of the South Africa, Kenya
and Uganda RCTs on the association between MC and HIV
infection[6, 7] and the announcement by the Namibian gov-
ernment to embark on the introduction of safe MC to the
public in 2008. The association between MC and health
benefits (reduced risk of HIV and STIs, penile hygiene en-
hancement) was prevalent in this study. Despite residing
in an area where circumcision is little practised and despite
being uncircumcised, the study revealed that a high propor-
tion of men associate circumcision with a reduced risk of
acquiring STIs and HIV. These results concur with findings
from non-circumcising communities where participants be-
lieve that MC improves penile hygiene and offers protection
against diseases like HIV/AIDS.[25] Furthermore, circum-
cised men in this study expressed more positive beliefs about
circumcision and its health benefits than uncircumcised men.
Compared to 58.1% of uncircumcised men, 74% of circum-
cised men reported that it is easier to acquire HIV infection
if the male is uncircumcised. Although a higher proportion
of participating men expressed a belief that circumcision re-
duces the chance of getting HIV infections, 7.6% of the 331
respondents agreed that circumcised men can safely have
sex without using a condom and do not get infected with
HIV. These results suggest a perception of false HIV safety,
as some people may believe that MC provides complete
protection.

Therefore, MC intervention programmes must stress that
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circumcision does not provide complete protection against
HIV/STIs and should not be considered a substitute for other
prevention methods, but merely part of an HIV prevention
programme.

The results gave an indication that participants believed that
circumcision influences sexual performance for men them-
selves as well as for their female partner. About 39.6%
of the respondents agreed that circumcised men enjoy sex
more than uncircumcised men, while 42% of the respon-
dents agreed that women prefer men who are circumcised.
However, the study could not establish if those who were
circumcised had undergone the procedure for the purpose of
attaining increased sexual pleasure. In Kenya, more than half
of the uncircumcised men (55%) believed that women enjoy
sex more with circumcised men, and this belief is a strong
predictor of preference for circumcision.[20] Therefore, it
is worthwhile noting the conclusion that an MC promotion
campaign within this study population might have more im-
pact if it were to promote “better sex” over “safer sex”.[19] It
is, however, unlikely that men in Onandjokwe district may
decide to undergo the procedure because of the belief that
MC enhances sexual pleasure.

Although 84.4% of men in the study population were un-
circumcised at the time of the study, 75.6% of respondents
indicated after being informed of the risks and benefits of
male circumcision that they would like to be circumcised
safely if the procedure lowered the risk of HIV and the cost
was low. Surprisingly, acceptability among men in the 45
years and above age group was very low. They were the least
likely to be willing to be circumcised, with only 32.1% indi-
cating that they would like to undergo MC if it were offered
to them. This result suggests that if MC were implemented
in the 18 to 45 age group, it would be more likely to be
accepted.

Because MC is less common in the Onandjokwe district
community, some men held the belief that it is against their
tradition to circumcise. This is similar to the results of
Pappas-DeLuca et al.,[27] which found that some Oshiwambo-
speaking respondents expressed a concern that being circum-
cised amounted to adopting the culture of other societies,
thus preventing them from taking the procedure.

Recommendation
From this study, the following recommendations are made:

A behaviour change communication campaign for both
women and men would help strengthen the facilitators of
MC and address the perceived barriers to MC. This can be
done through community discussion approaches aimed at
changing some of the negative perceptions mentioned in this
study. There is a need to design an Information, Education
and Communication (IEC) strategy to appropriately promote
MC as an HIV-prevention strategy, with proper explanation
that MC is not a complete protective intervention for HIV
transmission. The IEC should address the role of MC as
an additional measure to several HIV-prevention strategies,
which include the practice of safer sex (use of condom, being
faithful and sexual abstinence). Information on MC and HIV
should be made available, accessible and acceptable to the
public with a focus on males and their partners. It is also
important to improve and initiate training for medical and
traditional circumcisers as well as the information that is
available to all males and their partners.

5. CONCLUSIONS

This study aimed to assess the knowledge, attitudes and prac-
tices of MC as an HIV-prevention intervention among adult
males attending VCT at the Onandjokwe District Hospital.
A high level of knowledge of MC was found among partic-
ipants, particularly its potential to reduce the risk of HIV
infection and STIs and enhance penile hygiene. The majority
of the respondents reported that it is easier for uncircumcised
men to acquire HIV infection and STIs. MC would probably
be accepted in this study area especially if implemented to
reduce the risk of HIV infection. It was also found that al-
most all of the respondents would want MC to be performed
in a hospital. This study finding would be useful to health
policy makers in the design of community health education
programmes for MC implementation in terms of its adoption
as an HIV-prevention strategy in Namibia.
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