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Abstract

Training designed to improve circumcision knowledgé#itude and practice was delivered over 5 days84
traditional surgeons and 49 traditional nurseshim Eastern Cape, South Africa. Training includes fibllowing
topics: initiation rites; statutory regulation gaditional male circumcision and initiation into Mzood (TCIM);
structure and function of the male sex organs;gutace of safe circumcision, infection control; salitransmitted
infections (STIs); HIV/AIDS; infection control meaes; aftercare of the initiate including after ecasf the
circumcision wound and initiate as a whole; detettand early management of common complications of
circumcision; nutrition and fluid management; coofeconduct and ethics; and sexual health educafitre
evaluation of the training consisted of a prospectissessment of knowledge and attitude immediptedy to and
after training. Significant improvement in knowledgnd/or attitudes was observed in legal aspe€is, 8V and
environmental aspects, attitudes in terms of imgdowollaboration with biomedical health care preve] normal
and abnormal anatomy and physiology, sexually trétbsd infections and including HIV, circumcisiomagtice
and aftercare of initiates. We concluded that seifeumcision training can be successfully delidete traditional
surgeons and nurses.

Key words: Evaluation, training programme, safer male circigion, knowledge, attitudes, traditional surgeons,
traditional nurses, Eastern Cape, South Africa

Introduction

Traditional male circumcision is a widely practicétial by the Xhosa speaking ethnic groups in Bdftica. It is
the initiation of a boy into the rights and respbiisies of manhood. The procedure is performedemmost cases
by an experienced traditionally circumcised maaditfonal surgeon) on 18 years and above boys. bbys are
circumcised by permanently removing the foreskithait any anaesthetics. The procedure is perforineal
secluded initiation school (mountain or forest).dénthese conditions the procedure is very paiafd involves
excess blood loss. Since the procedure involvesiggeent amputation of a living tissue, it is a gaare that is
characterized by some risk of infection, temporapermanent complication to the male sex organ @ldg and
Mavundla, 1997, Meintjies, 1998).

Research indicates many complications and evemsléat to traditional male circumcision (Mayatuta a
Mavundla, 1997; Magoha, 1999; Meintjies, 1998). mapkes of these problems include: botched circuronisi
infection of circumcision wounds, gangrene of thenip, severe hemorrhage, respiratory infection ydietion
leading to penile amputation, torture and assaslilting in serious injuries, disability or everattes (Crowley and
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Kesner 1990Du Toit and Villet, 1979; Gounden, 1990; Kanta, 2004; Mal@mand Mavundla, 1997, Mogotlane
et al., 2 004; Nggaza, 1997).

Many authors explain that there are different témplws for performing the operation but usually
complications arise as a result of the operatorexperience rather than the method applied. Gilprejudices
may be so great that uncircumcised men may bekadlaand beaten for their lack of conformity. Sudatings
have occurred in the Xhosa nation of South AfrMéll{lams and Kapila, 1993). Various causes for thégic state
of affairs were identified (Mogotlane et al., 200d¢luding: lack of proper community regulation @fcumcision
and initiation of young men, circumcision and ttadial nursing being done by inexperienced andlessemen,
restriction of fluid intake, poor and unhealthyitig conditions in the circumcision schools likelccand dusty
holding rooms, initiates going to circumcision sghehilst they are not fit for the conditions irethmountain”, e.g.
due to a pre-existing general illness or abnormalithe penis or some other vital organ systermefbody, lack of
observation and maintenance of proper health stda@sd circumcision schools. Traditional surge@msltto use the
same knives to circumcise large groups of more ttvaenty boys at a time. There is, therefore, a gk
transmission of HIV and other infections such gsdti¢is B during male circumcision (Marck, 1997).

This unacceptable state of affairs led the Easteape Legislature to promulgate a law, known as
Application of Health Standards in Traditional @inecision Act No. 6 of 2001 (Province of the East€&ape,
2001). The key elements of this legislation agd:th
Each child must get parental/guardian consent befa undergoes traditional circumcision; Each peotpe
initiate must be examined by a medical doctor tsuea that he is “fit and healthy” to undergo ciraision and
initiation into manhood; Each traditional surgeomistnget permission from a designated health offtoedo a
circumcision on each child, and the instrument pratedure used to perform the circumcision musapy@oved,;
An instrument used to perform a circumcision on origate must not be used again to perform a circigion on
another initiate, and the traditional surgeon nus& clean instruments at all times before a cirgsior, and shall
use only substances prescribed by a medical offarethe sterilization of the instruments. Eaclditianal nurse
must get permission to nurse each initiate in trmumcision school; Permission to hold a circunaisschool must
be obtained from a health officer and from theitiadal leader, e.g. chief, and/or ward councibBesignated health
officers have a right to inspect each and everguaicision school, and to institute whatever remeddion is
necessary if the health of the initiates is at;rRB&nalties for transgression of any of the abave,stipulated for
transgression of any aspect/clause of the act.

Traditional surgeons and nurses are now supposedndergo training. A training programme was
developed and implemented with the objectives ofdasing traditional surgeons’ and nurses’ abditio practice
safer circumcision and after care (Kanta, 2004 & of this study was an evaluation of the trajribased on a
pre-training and post-training assessment of @gitional surgeons’ and nurses’ knowledge andualiis.

Methods
Sample

The sample included 34 Xhosa traditional surgeamesaq age= 43.8, SD=15.8, range 22-76) and 49 Xhosa
traditional nursesikhankatha) (mean age= 29.2, SD=10.4, range 19-64) from Ngmhdnd Quakeni Local Service
Areas (LSAs). The number of years of formal edwratimong traditional surgeons was 7.2 years (SD=@iige 1
to13 years, and among traditional nurses 8.7 W&Ds2.8), range 2-14 years. Apart from being inedhin male
circumcision traditional surgeons were mostly unkygd (75.8%), working as a labourer (15.2%) oditranal
health practitioner (9.1%), while traditional nusseere either mainly unemployed (75.5%), or waogkias a
labourer (18.4%), traditional health practitionérl@6) and professional nurse (2%).

Training intervention

Xola Kanta and George Petros conducted two tramingMay/June 2007 with the assistance of Eastern
Cape Department of Health personnel for five days @ove. The training curriculum for the tradisurgeons
and nurses included the following content areasodtuction into initiation rites; Traditional Commity Regulation
as well as statutory regulation of Traditional Malércumcision and Initiation into Manhood; Struauand
Function of the Male Sex Organs; Procedure of sifeumcision, Infection control; STIs/STDs; HIV/AR
Infection Control Measures; Aftercare of the irttiancluding after care of the circumcision woumdl anitiate as a
whole; Detection and early management of common ptications of circumcision; Nutrition and Fluid
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Management; Code of conduct and ethics for tradiidiealth Practitioners; Sexual health educatiken(a, 2004;
UNAIDS/AIDSMark, 2005).

The training covered all the above areas, staftiogn the role of the parents to that of the surgand
nurses and traditional leaders. Also the role pldyg the department of health as the monitoringybafdnitiation
schools in the province was addressed, and sasctipplied against those who violate the rules.nbes were
taught about the anatomy of the male organ antuitstion. Normal and abnormal male organs wereudised.
Referral issues where also explored for examplenith refer an initiate to hospital/clinic whengi®ws signs and
symptoms of sexually transmitted infections, dehtidn or excessive bleeding. HIV and AIDS signs ayitiptoms
were addressed extensively, and issues of crosstiof and prevention were discussed and wound geament.
The purpose of the Circumcision Act of 2001 in mmeting the harm of the initiate and as a standaclichent that
provides a guide in admission of young boys inttdtion was addressed. Surgeons used a varighstfiments to
remove the foreskin (e.g. assegai; knives; deggargical blades, etc.). Some of the instrumentg wbkarpened on
both sides and varied in length. Surgeons cleahedinstruments using various liquid mixtures (edgttol,
methylated spirits, savlon, warm water, etc). Seomgeons used a mixture of some of the liquidstieed. They
stored the instruments using various containes @nimal skins; wrap in plastic; wrap in a clottieeping the
instrument under sterile conditions was a majoblenm.

Theoretical basis for the intervention

The Information-Motivation-Behavioral (IMB) skillmmodel of health behavior change (Fisher and Fisher,
2000) was used as a theoretical framework for seifeumcision skills training and information trdes This
theory states that safer circumcision informat®a necessary precursor to risk reduction. In eshditnotivation to
change a behaviour is a function of one willingattt on the information about risk and risk reduttiéiso the
model suggests that behavioural skills relatedréwgntive actions are a final common pathway féwrimation and
motivation to result in preventive behaviour chandgesearch conducted in South Africa has suppdhedMB
model, for example, IMB constructs predicting séxisk behavior in STI clinics (Simbayi et al., 200 What was
critical was the change in behaviour of the tragneed the sustainability of that change over tinfdso the
motivation to change on the part of the trainees am area needing attention. For example, the lingriess of
some of the trainees to use gloves, use differemgical instruments to circumcise different boysd aeferral of
initiate to the hospital/clinic on time for fear 0t being labeled immature.

Traditional surgeons were also provided with a tmmt including surgical (scalpel) blades, scaleidies,
latex hand gloves, sterilization instruments, aagdgy towel rolls, and traditional nurses also nezithe tool box
including latex hand gloves, sterilization instrurteg and paper towel rolls.

Evaluation design

The evaluation design of the training was based @uestionnaire administered immediately prior and
immediately after each of the two training sessidre questionnaire was administered in a facexte-interview
and contained 72 items which assessed participamiodraphic and practice characteristics, knowledgéude,
and practice (pre-training only). Knowledge andtide questions on male circumcision related issnesided for
traditional surgeons and nurses the following conembs: Legal aspects, STI, HIV, environmental atspés
items); Attitudes towards collaboration with bioned health workers (4 items); Normal anatomy ahgsiology
(skin layers of penis, types of blood vessels afimetubes that form the body or shaft of the pe(sitems);
abnormal anatomy and physiology (paraphymosistsate one testis in the srcotum) (4 items); sexuadinsmitted
infections and diseases including HIV (names, causgmptoms, management procedure in initiatiorociph(4
items); circumcision complications (contraindicaso surgical complications infection control) (&nts); and
aftercare of initiates (signs and causes of infectidelayed wound healing, and dehydration)(6 ijerviain
messages from the Circumcision Act were assesseadtfie following messages and scored from O=po@riery
good:

The applicant must not be circumcised unless heskee following requirements set out in AnnexurefAhe Act:
Each child must get parental/guardian consent beffier undergoes traditional circumcision; Each prospe
initiate must be examined by a medical doctor teuea that he is “fit and health” to undergo circisiun and
initiation into manhood; Each traditional surgeonsinget permission from a designated health offioedo a
circumcision on each child, and the instrument pratedure used to perform the circumcision musafgggoved
Each traditional nurse must get permission to naesd#h initiate in the circumcision school fromtbparent and
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a designated health officer; Permission to holdr@eumcision school must be obtained from a healficer and
from the traditional leader, e.g. chief, and/or dveouncilor.

Legal requirements for a traditional surgeon orsewvere assessed from the following componentsseored
from O=poor to 2=very good:

» Each traditional surgeon must get permission fratesignated health officer to do a male circumaisio
each child, and the instrument and procedure wspdrform the circumcision must be approved;

» Each traditional nurse must get permission to neseh initiate in the circumcision corcumcisionisio
school,

* Permission to hold a circumcision corcumcisionisgmmool must be obtained from a health officer and
from the traditional leader, e.qg. chief, and/or dveouncilor;

« Atraditional nurse must stay with the initiatestt4 in the first 8 days and after be availableeondclay till
the end,;

» Each traditional nurse must get permission to neeeh initiate in the circumcision corcumcisionisio
school from both parent and a designated healtbenff

* Permission to hold a circumcision corcumcisionisgmmool must be obtained from a health officer and
from the traditional leader, e.g. chief, and/or dveouncilor.

Half of the knowledge and practice questions wepeneended. Summary scores were calculated for each
knowledge or attitude category sub-scale. Knowlesigamary scores were the number of “correct” respsnFor
attitudes, responses were coded into “positive” ‘@edjative”. The attitude summary score consistetth® number

of positive responses. The questionnaire was dpediérom a literature review (Bailey et al., 20@habikuli and
Obunbanjo, 2001; Kanta, 2004; Krieger et al., 200&el, 2005; Mattson et al., 2004; Methar and F288]1.

A database of all traditional nurses and surgeosth lrained and untrained was accessed from the
Department of Health in the Eastern Province (malmcision corcumcisionision programme). The BasCape
Department of Health personnel (district and proihcoordinators) after identifying untrained titexhal surgeons
and nurses in the study areas (Nyandeni and Qudlaral Service Area) then transported all the it
untrained traditional surgeons and nurses to Hiritig venues. At training venues, all the pgpticits were briefed
about the study and questions, clarifications ftbeir side were addressed. After the group infdionasession
individual consent to participate was obtained. Tésearch protocol was reviewed and approved byHilmaan
Sciences Research Council (HSRC) research ethizenitee protocol REC 1/17/05/06. The Provincial kea
Department of the Eastern Cape, the district hedftbe and traditional authorities in the studgas approved the
study.

Data analysis

Paired t-tests were used to compare pre-trainidgpast-training knowledge and attitude summary esor
and descriptive statistics were applied using SP&Sion 14.0. The relationship between trainee atttaristics
(independent variable) and pre-training post-trainthanges (dependent variables) in total knowledgeattitude
were analyzed using Analysis of Variance (ANOVA).

Results
Practice characteristics of traditional surgeons ad nurses

The number of male circumcision corcumcisionisigesformed by traditional surgeons in the past 12
months were 85.6 (SD=99.9), with a range of 1 t6.3the amount of money in Rand charged for condgcsi
male circumcision corcumcisionision was 132.2 (SB58 with a range of 1 to 370 Rand. The numbemafe
circumcision corcumcisionisions cared for by triaial nurses in the past 12 months was 25 initié®%=43.3),
with a range of 0 to 250 initiates. Most traditibsargeons (94%) had been trained by another ioadit surgeon,
and 73.5% of traditional nurses had learnt fromeoletion of other traditional nurses (Table 1).
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Table 1: How did you get involved in this practice? (mplé responses possible)

Traditional | Traditional
surgeons nurses
(n=34) (n=49)
N % N %
1) Trained by a traditional surgeon or nurse (nlative) 18 529| 26| 53.1
2) Trained by my relative (father, brother, granikés, etc.) 14 41.2| 10| 20.4
3) Is a gift from my ancestors 10 294 | 13 | 26.5

Attitudes towards male circumcision

Almost all traditional surgeons (88%) and nurse@%Y endorsed that the main reason for male
circumcision was tradition, followed by a numberhelth reasons (e.g., penile hygiene) includimgpitevention of
sexually transmitted infections and HIV, and peeespure. Generally, traditional surgeons endorsedem
frequently various reasons for male circumcisicantbraditional nurses (Table 2).

Table 2:: What are the main reasons for male circumcis{omiltiple responses possible)

TS TN

% %
1) Peer pressure 441 | 32.7
2) Tradition 88.2 | 91.8
3) Better penile hygiene 64.7 | 44.9
4) Good appearance 70.6 | 34.7
5) Circumcision improves male sexual potency inlibad. 64.7 | 55.1
6) Circumcision effectively prevents premature gjation by decreasing penile sensitivity. 441 736.
7) Circumcision facilitates penile growth. 29.4 | 26.5
8) Circumcision strengthens the urinary stream 58.8 | 44.9
9) Circumcision may help prevent penile cancer 471 | 26.5
10) Circumcision may help prevent bladder or kidimggction. 50.0| 34.7
11) Circumcision may help prevent cervix cancethefsexual partner. 44,1 266
12) Circumcision may help prevent genital traceatfon of the sexual partner. 4471 36,8
13) Circumcision may help prevent sexually transedidiseases 55.9 51.0
14) Circumcision may help prevent HIV 44,1 | 245
15) Religious reason 471 | 34.7
16) Other, specify 212 | 0

Experience of complications with male circumcisiory traditional surgeons and nurses

Half (50%) of the traditional surgeons reportedttiizey had not had any complications with male
circumcision in the past three years, while eid@8.6%) reported complications with one initiate aix (21.3%)
with two and more initiates. Two in five traditidnsurgeons (40.6%) and seven (14.3%) of the tiaditi nurses
had handled an initiate with an abnormal extereal @argan; 8 traditional surgeons were confident fwel were
scared or confused about handling such a casewAlofethe traditional surgeons (12.1%) reported &wehcut
herself during circumcision. Four (12.1%) traditbisurgeons and 13 traditional nurses (26.5%) tegdhat they
experienced that an initiate became very sick antivd and four instances respectively, leavingittigate dead.
Signs and symptoms of those initiates included hacess bleeding and extreme dehydration. Clitteaes
could be successfully managed by involving a médiocator and to a lesser extend traditional hepitictitioners
(Table 3).
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Table 3: Experience of complications with male corcumalecamcisionision by traditional surgeons
Traditional Traditional
surgeons (n=34)| nurses (n=49)
N %

Have you ever cut yourself when caring for an atéf? 4 12.1

Have you had any experience of an initiate thadbexvery sick in a life 4 12.1 13 26.5

threatening manner or died?

If so, what wer e the signs and symptoms of the last case?

1) Excess bleeding 2 5.9 6 12.2

2) Extreme dehydration 2 5.9 6 12.2

3) Sores in mouth & not eating 1 2.9 5 10.2

4) Excessive loss of weight 1 2.9 4 8.2

5) Other, specify: mentally ill, fainted, swellitog testis 0 0 5 10.2

How was the (last) case handled?

Initiate died in the bush 2 5.9 4 8.2

Initiate was referred to the hospital/doctor 1 29 |5 10.2

Initiate was referred to the traditional healer 1 92 5 10.2

Initiate was treated successfully in the bush afteéiting a medical doctor 2 5.9 2 4.1

Initiate was treated successfully after invitingesperienced traditional 2 5.9 3 6.1

nurse

Circumcision knowledge, attitude and practice

Circumcision knowledge about legal aspects, STV, &hd environmental aspects increased from pre- to
post training assessment significantly (p < 0.@8&fitudes in terms of improved collaboration wittoimedical
health care providers also increased from preegh aining assessment significantly (p<0.01, &ahl

Table 4 Knowledge and attitudes related to male circsioai

Knowledge (legal, STI/ HIV, environment) Pre Post
% %

1) Main messages of the circumcision corcumcisionigact (good or very good) (rating 0-2) 51.6 58.7

2) Legal requirements for a traditional surgeomunse (good or very good) (rating 0-2) 60.0 74.4

3) Traditional health practitioners should be madeare that HIV/AIDS may be an occupational 91.6 100

hazard to them as well.

4) The curriculum of initiation schools should indk issues of prevention of STIs and disease$91.6 97.5

including HIV/AIDS

5) Lodges build from plastic and corrugated iroowdd be prohibited. 78.0 91.1

Total: M (SD), t=3.05, P<.01 (Paired sample t-test) 4.4 54
(1.3) [(1.2)

Attitude (collaboration with biomedical health care providers)

1) Each traditional authority should identify amedjuest local health professionals and institutior&9.2 93.7

to work hand in hand with traditional health practiers.

2) Western medical treatment for an initiate withute or chronic illness should be allowed. 89.2 8.79

3) Complications which can not be treated tradélbnshould be referred to or managed by heaki.0 94.9

professionals.

4) Initiates who are referred to clinic or hospghbuld be managed by a team of male professi|89.2 96.2

who themselves have been initiated traditionally.

Total: M (SD); t=2.60, P<0.01 (Paired sample tjtest 3.6 3.8
(0.7) [(0.4)
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Circumcision knowledge

Traditional surgeons and nurses were assessed mouvaforms of male circumcision and related
knowledge issues. For both traditional surgeons randes there were significant increases (p < (.0efween
prior to immediately after the training knowledggarding normal and abnormal anatomy and physiolegyually
transmitted infections and diseases including HixGumcision practice and aftercare of initiatealf[E 5).

Table 5: Circumcision knowledge: Pre-post assessment

Traditional surgeons Paired Traditional nurses Paired
(n=34) samples t-| (h=49) samples t-
Pre Post test Pre Post test
M(SD) M(SD) t-value M(SD) M(SD) t-value
Normal anatomy and physiology (6 | 2.6 (1.8) 4.9 (1.4) -6.64** | 1.9 (1.7) 4.3 (1.6)| .08**
items, range 0-6)
Abnormal anatomy and physiology (4 1.5 (1.4) 2.8 (1.1) -4.65%* | 1.0 (1.1) 25(0.9)] .18**
items, range 0-5)
Sexually transmitted infections and | 3.2 (1.2) 4.3 (0.6) -4.63*** | 3.1(1.2) 3.8(0.8)| .BY***
diseases including HIV (4 items, range
0-6)
Circumcision complications (3 items,| 2.9 (1.0) 3.5(0.8) -2.25* 2.8(1.1) 3.4 (0.7) 2%
range 0-5)
Aftercare of initiates (6 items, range 04.8 (1.6) 7.3 (1.4) -6.30*** | 5.6 (2.4) 7.7 (2.0)| .56***
12)

***P<0.001; **P<0.01; *P<0.05

Relationship between traditional surgeons and nursecharacteristics and magnitude of change

We investigated if any of the following charactéds of the trainees were related to the magninfdetal
knowledge and attitude change: age, years of pedtirmal education and type of practitioner (tiadal surgeon,
nurse). None of the characteristics of the traives® significantly or marginally related to chang

Discussion

This study evaluated a training intervention with tBaditional surgeons and 49 traditional nursetha
Eastern Cape, South Africa. Traditional surgeoneevieund to have on average 86 circumcisions inptt year
(at an average cost of 132 Rand per initiate), evtidditional nurses had on average 25 initiateg ttad cared for
in the past 12 months.

The training has resulted in significant (P<0.0fhprovement in all areas of training content: circision
knowledge about legal aspects, STI, HIV and enwitental, attitudes in terms of improved collabonatigith
biomedical health care providers, normal and ababematomy and physiology, sexually transmitte@dtibns and
diseases including HIV, circumcision practice affittraare of initiates. This finding indicates thabst of the
desired short-term changes were achieved by tivértiga Somsé et al. (1998) also found that an AtEing can
be successfully delivered to traditional healershimCentral African Republic.

We determined that the magnitude of knowledge dtithde change was not related (P<0.05) to trainee
characteristics: age, years of practice, formalcation and type of practitioner (traditional sungeaurse). This
finding indicates that the impact of the trainingsaelatively uniform across practitioners, imptyithat specific
types of practitioners do not need to be targatedgecial training.

There is an urgent need to review intervention®liviig traditional surgeons and nurses. Our sty i
probably the first training for traditional surgeoand nurses on safer circumcision and HIV prewventiith a
pretest and posttest evaluation of change in kndydeand attitude. It therefore was difficult todinlata from
previous studies to which we could compare thelre§wur evaluation.
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Although the short-term changes in knowledge atitldée are valuable, it is also important to beeatol
demonstrate a longer term change in knowledgeu@détj and most importantly, practice. We will coadan
assessment of knowledge, attitude and practicerhma@fter the training.

The implications of our findings are fourfold. Rirsour findings reinforce Peltzer et al. (2006)
recommendation for a careful design of curriculuaged for training traditional surgeons and nurSesond, our
findings also support the necessity to use an didumedh strategy which respects principles of adeducation
(Somsé et al., 1998). Third, consistent with Kg2@04), our study suggests critical areas of kndgéeand attitude
to which attention must be paid when designingr@iauum for training traditional surgeons and regsFinally, a
one-shot training probably can not achieve therdddevel of performance in trainees’ knowledge attifudes. As
other studies have suggested, further supportaieiigs may be the most effective way for promotoognitive,
attitudinal, and behavioural change (Green, 19@#tzer et al., 2006).

The authors believe that traditional surgeons amdes, already accustomed to performing circumussio
could help meet the demand provided they receiradihg on how to perform the procedure safely.
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