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ABSTRACT 

Despite of the Voluntary Medical Male Circumcision (VMMC) project to meet its target 

of scaling the coverage of male circumcision to 80%, there is no clear indication to 

whether this achievement is parallel to changes in knowledge, attitude and practices of 

community members of Njombe Town council. Therefore, this study evaluated outcomes 

of VMMC project on knowledge, attitude and practices towards Medical Male 

Circumcision (MMC) among community members of Njombe Town council. 

The study was conducted at Njombe Town Council in Tanzania, using descriptive cross 

sectional study design involving 156 respondents who were randomly selected from the 

study population. 

This study employed self-administered questionnaire method to collect data from 

respondents. Both inferential and descriptive analysis were applied to analyze study data 

using SPSS V.20. 

Study findings revealed that majority of respondents possess knowledge on MMC as one 

of the prevention methods of HIV, penile cancer and STIs.  When attitudes of respondents 

towards MMC were assessed, many showed to have positive attitude. Moreover, the 

researcher found male circumcision is practiced in Njombe Town council. 

Knowledge, attitude and practices of community members towards MMC has been 

positively impacted by VMMC project, though it is not to the entire community. Hence 

more initiatives should be carried out by the government and other stakeholders to 

advocate MMC to community members of Njombe Town council. 
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CHAPTER ONE  

INTRODUCTION 

1.1:   Introduction 

The chapter describes the reasons for carrying out the evaluation study for project. It 

explains in details context of the project through project background as well as describing 

problem that calls for an evaluation through statement of the problem and hence 

describing contribution the study will have in solving the problem that called for 

evaluation. The chapter also explains evaluation questions which have been answered by 

the evaluation study, objectives addressed by the study as well as describing the 

significance of carrying out the evaluation and its contribution to the project. 

1.2:  Background 

In 2007, the World Health Organization (WHO) and the joint United Nations Programme 

on HIV /AIDS (UNAIDS) recommended Voluntary Male Medical Circumcision 

(VMMC) as a key component of HIV prevention in countries with a high HIV prevalence 

and low level of male circumcision (Njeuhmeli et al., 2014). This was after randomized, 

controlled intervention trial conducted in a general population of South Africa (Auvert et 

al., 2006). The study that showed male circumcision may reduce the risk of HIV 

transmission from women to men by up to 60 % (Gray et al., 2007). 

Thus, the VMMC program was set to scale up as an HIV prevention intervention in 14 

priority countries in sub- Saharan African countries where there is high prevalence of 

HIV and low male circumcision prevalence. The 14 priority countries were Botswana, 

Ethiopia, Kenya, Malawi, Mozambique, Lesotho, Namibia, Rwanda, South Africa, 

Swaziland, Uganda, The united republic of Tanzania, Zambia and Zimbabwe. In all these 

countries VMMC had to be embedded within a comprehensive HIV prevention package 

which includes: HIV testing and counseling, screening and treatment for sexually 

transmitted infections, risk reductions education, condoms  and linkage to HIV care and 

treatment services for HIV – positive clients (WHO, 2010). 
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This public health intervention called for 80% coverage of male circumcision by 2016 in 

the 14 priority countries, aiming to reach 20.8 million people (PLOS, 2014). Estimations 

showed that performing this number of circumcisions would cost US $ 1.5 billion and 

would lead to save US $ 16.5 billion by 2025 due to averted HIV treatment and care 

costs. 80% VMMC coverage would also prevent up to 3.4 million HIV infections (WHO, 

2012). As a result VMMC has been considered as a critical component of the UNAIDS 

Fast-Track strategy to end the AIDS Epidemic by 2030. Reaching and maintaining 80 

percent coverage of VMMC in priority countries significantly contributes to the Fast-

Track goals of reducing new HIV infections to fewer than 500,000 by 2020 (WHO, 

2012). The U.S Centers for Disease Control and prevention (CDC) supports VMMC as a 

core component of the US President‟s Emergency plan for AIDS Relief (PEPFAR) high- 

impact interventions to reduce HIV infections. CDC monitors and provide technical 

guidance to the 14 priority countries implementing VMMC. 

Tanzania launched the VMMC project in 2009 by conducting VMMC pilot and later in 

2010 the National strategy (2010 - 2015) for VMMC was launched to promote the scale 

up of VMMC as a prevention intervention as per WHO‟s and UNAIDS‟ 

recommendations. The country has embraced task shifting and task sharing. Whereby 

task shifting is refereed as process of delegating task where appropriate from specialized 

to less specialized health care worker, while task sharing is defined as the needs- based 

process in which lesser trained cadres are used to perform particular steps in male 

circumcision surgery. By reorganizing the workforce in this way, task shifting presented 

a viable solution for improving coverage more efficiently using human resources already 

available and quickly increasing capacity while training and retention programs are 

expanded (UNAIDS, 2008).  However, different ways had to be sought in addition to task 

shifting and sharing approaches for the progress was still modest. Hence utilization of 

outreach services and limited time campaigns for VMMC services were included in the 

project for big results. Targeted group set in the national VMMC strategy was males 

between the age of 10 – 34 years, who comprised 42.7% of male population in regions 

with high HIV prevalence and low male circumcision prevalence. These regions were 

Iringa, Njombe, Mbeya, Rukwa, Katavi, Shinyanga, Geita, Mara, Mwanza, Tabora, 

Simiyu, and Kagera (Plotkin et al., 2013). 
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Since 2009 when the program began with a small pilot, the vast majority (82%) of 

VMMC clients in Njombe Town council were adolescents between the ages of 10-19. At 

the beginning of 2011 the program revamped its demand creation strategy to tailor 

communication messages to men aged 25 and over. However adolescents continued to be 

the majority of VMMC clients. Despite the fact that it is beneficial to provide services to 

adolescent boys and young men, their large number in VMMC provision centers hindered 

the attendance of older men to VMMC services. The challenge that led most of Health 

facilities providing VMMC services allot special time or days for 25 years and above 

VMMC clients. 

1.3:   Statement of the Problem 

Tanzania adopted Voluntary medical male circumcision (VMMC) as one of intervention 

in fighting against HIV prevalence in the country. VMMC was adopted in Tanzania after 

it had been recommended by WHO and CDC as the potential intervention with fast 

impact that will accelerate the achievement of eradicating the HIV epidemic by 2030 in 

the world (UNAIDS, 2017). Thus in 2009, Tanzania launched VMMC for HIV 

prevention that had to be implemented in parallel with other interventions in HIV 

prevention package which included; HIV testing and counseling, screening and treatment 

for sexually transmitted infections, risk reductions education, condoms and linkage to 

HIV care and treatment services for HIV positive clients (WHO,2010).  

Njombe Town council being one of the councils in Njombe Region where there is high 

HIV prevalence and low Male circumcision prevalence, it has been implementing 

VMMC project to its people since 2010. There have been several strategies set by the 

National guideline for VMMC services, but this study has focused on demand creation 

strategy which has been done through community mobilization for VMMC using 

techniques appropriate to the local context. Whereby the approach apart from increasing 

the coverage of VMMC in Njombe region to at least 80% by 2017 would lead to the 

change in knowledge, attitude and practices of people in Njombe Town Council towards 

male circumcision.  
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In the recent past, it has been reported that VMMC project has achieved 80% coverage in 

Njombe and Iringa (Lija, 2016). These achievements have been attained out of the 

implementation efforts made by the government of Tanzania in partnership with local and 

international organizations such as USAID, JHPIEGO and WHO. Njombe Town council 

being one of the councils in Njombe region is considered to have achieved 80% coverage 

too.  

Despite of meeting the set coverage of 80% in 2017, there is no clear indication to 

whether this achievement is parallel to changes in knowledge, attitude and practices of 

Njombe Town council community. For failure to consider the knowledge, attitude and 

practices (KAP) of the community will lead to inability of the project to be sustainable 

long after VMMC project is phased out in the region (Youder, 2008). Hence, it is 

important to evaluate changes in knowledge, attitude and practice of the community in 

Njombe Town council towards male circumcision.  

Therefore this evaluation study is meant to assess changes in knowledge, attitude, and 

practices towards medical male circumcision, among community members of Njombe 

Town council. 

1.4:  Evaluation Questions 

1.4.1:  General Evaluation Question 

The main evaluation question of this study was; what are the changes in knowledge, 

attitude and practices towards male medical circumcision, among community members of 

Njombe town council? 

1.4.2:  Evaluation questions 

i. What do the community members know about male medical circumcision in 

Njombe Town Council? 

ii. What is the attitude of community members towards medical male circumcision 

in Njombe Town Council? 
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iii. What are practices of community members towards medical male circumcision in 

Njombe Town council? 

1.5:  Evaluation Objectives 

1.5.1:  General Objective 

The main objective of the evaluation study was to assess changes in knowledge, attitude, 

and practices towards male medical circumcision, among the community members of 

Njombe Town council. 

1.5.2:  Specific objectives 

Specific objectives of the evaluation study were 

i. To examine the knowledge of medical male circumcision among community 

members in Njombe Town council. 

ii. To determine the attitude of community members towards medical male 

circumcision in Njombe Town Council. 

iii. To find out practices related to medical male circumcision of community 

members in Njombe Town Council. 

1.6:  Significance of the evaluation 

Since the VMMC has been recommended in 2007 by WHO and UNAIDS to be used as 

part of comprehensive HIV prevention strategy for areas where HIV prevalence is high 

and MC prevalence is low, there are limited studies done on the evaluation of VMMC 

project particularly in changes of knowledge, attitude and practices. As Njombe town 

council is one of the councils in Njombe region, the region with highest HIV prevalence 

in Tanzania. Therefore, this evaluation study provides essential information on the 

project implemented milestones to the government and different internal and external 

stakeholders.  

Thus helping them to realize outcomes of this project to beneficiaries and hence 

supporting them in restructuring strategies to ensure the intended goals are reached.  
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The evaluation study generates inputs to inform government and stakeholders to make 

evidence based on the implementation of VMMC project in the community of Njombe. 

The findings and recommendations gives the clear picture on if the government and 

stakeholders should continue relying on the project as part of comprehensive HIV 

prevention strategy that will have great impact or not. 

Finally, findings of the study generates a new knowledge in the health discourse and 

academic literatures. Other important studies may emerge as a result of the findings from 

this study especially on Voluntary Medical Male Circumcision (VMMC). 

1.7:  Program Description 

1.7.1:  Expected program effect/objectives 

According to (MOHCDGEC, 2016), VMMC is identified as a priority program which 

aims to scale proven HIV prevention interventions for a Tanzania with no new HIV 

infections. Since VMMC is believed to be capable of reducing the probability of HIV 

transmissions from female couples to males of all ages by 60%, results may vary by age 

group in terms of immediacy and magnitude of HIV incidence reduction (MOHCDGEC, 

2016). The VMMC contribution to effective HIV prevention in Tanzania remains critical 

even as the country pursues the 90-90-90 HIV treatment targets in the fast tracking 

strategy because even if the 90-90-90 targets were to be met, potentially 27% of 

individuals who are positively infected with HIV would have unsuppressed virus in 

circulation and continuing the cycle of HIV transmission (Kirungi, W. L., Matechi, E, 

2016). Thus the further scale up of VMMC program will aims to meet the following 

outcome in Tanzania Mainland: 

  “Coverage of VMMC in all regions of Tanzania Mainland increased to at least 80% by 

2017” 

1.7.2:   Major strategies 

The Health Sector HIV and AIDS Strategic Plan (HSHSP) has outlined strategies for 

successful implementation of Voluntary Medical Male Circumcision in Tanzania, which 
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will lead into achieving the above stated outcome (NACP, Third Health Sector HIV and 

AIDS Strategic Plan (HSHSP III) 2013 – 2017, Ministry of Health and welfare, Nationa 

AIDS Control Programme., 2014). These strategies are the following; 

i. Strengthen health systems for the delivery of quality, integrated and safe VMMC. 

ii. Use all SBCC opportunities to promote access and utilization of VMMC services 

at both community and health facility settings 

iii. Promote Provider Initiated VMMC in existing HIV prevention and health service 

outlets 

iv. Ensure effective post-circumcision counselling and referral of circumcised males 

to appropriate services including care and treatment services 

v. Promote comprehensive male circumcision for HIV prevention in addition to 

other HIV prevention measures 

vi. Ensure safe disposal of VMMC instruments and waste products. 

1.7.3:  Program activities and resources. 

The successfulness of Voluntary Medical Male Circumcision entirely depend on the 

collaboration of government and development partners. Thus the following are the main 

activities of the VMMC program: 

i. Training / mentorships of HCW on provision of quality VMMC services. 

ii. Quantify, forecast and procure VMMC kits for all regions. 

iii. Provide VMMC services in statistic and community out reaches. 

iv. Conduct regular CQI visit, / mentorship of VMMC services delivery points. 

v. Mobilize resources to fill the gap to achieve 80% saturation targets in all regions 

by 2017. 

vi. Community mobilization for VMMC using techniques appropriate to the local 

context. 

vii. Adopt and disseminate IEC materials on VMMC promotion, benefits and adverse 

effects. 

viii. Create demand for men (15-34) by using peers (champions) and mass media. 
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ix. Identifying and promoting VMMC champions in the priority regions to act as role 

models. 

x. Demand creation for VMMC during community sensitization events. 

xi. Establish partnership with formal and informal sector institution and provide 

VMMC in workplaces 

xii. Demand creation activities targeting men in informal sector e.g. miners, 

fishermen, motorcycle, drivers 

xiii. Establish linkages between VMMC services and other HIV prevention efforts i.e. 

HTC, Condom, SBCC, etc. 

1.7.4:  VMMC program logic model 

A logic model is referred to the systematic and visual way of presenting and sharing the 

understanding of the relationships among resources you need to operate to the program, 

the activities you plan and changes or results you hope to achieve (Kellogg, 2004). The 

logic model lays out which inputs are necessary for the program activities (process), 

expected outputs as well as short and long term outcomes of the successful program 

implementation. The following is the logic model of the VMMC program; 
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Figure 1.1: Program logic model 

 

Source: Researcher‟s construct 2018 
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1.7.5:   Stakeholders analysis 

During planning of Voluntary Medical Male Circumcision (VMMC) in Tanzania the 

intensive analysis of stakeholders was conducted to identify persons or organizations 

with interest in the program. Thus in the implementation of VMMC in the regions with 

high HIV prevalence and low male circumcision prevalence the Government of Tanzania 

(GOT) is the main stakeholder of the program. The government is linked to the program 

through its ministry of Health, Community Development, Gender, Elderly and Children 

(MoHCDEC), Tanzania Commission for AIDS (TACAIDS) and Local Government 

Authorities (Regional and District Authorities).  

The ministry through it agency for HIV/AIDS control known as NACP provides 

guidelines and develop policies that guide all HIV/ AIDS programs implemented in the 

country. Apart from that the ministry has to provide support to the program through its 

health care providers, health facilities and advocacy for VMMC to the people. 

Tanzania Commission for AIDS (TACAIDS) is the other important stakeholder based on 

the government part. The main role of TACAIDS is to provide strategic leadership and 

coordination of HIV/AIDS in the country. The evaluation findings of this study will 

generate inputs for improvement of the guidelines for VMMC program in the country. 

Local Government Authority (Njombe Town Council) is the important stakeholder, as is 

one of the area where VMMC program activities are implemented. It has the role of 

providing technical support to program implementers and ensuring resources such as 

health care providers as well as health infrastructures are available for the program. 

Findings of this study will provide LGAs particularly Njombe Town Council with 

essential information on how to improve VMMC services in the area. 

The other group of stakeholders to this project is the group of donors. This group 

comprises of United States Agency for International Development (USAID), Center for 

Disease Control (CDC) and WHO. These are funders of the project to Tanzania and other 

14 priority countries for VMMC. Apart from funding the program these donors provide 

technical assistance and guidance to the program implementation. Information from this 
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study will provide this group of stakeholders with knowledge and evidences of whether 

to continue with the implementation of this program or not. 

The last group but not least is the group of Non-Governmental Organizations (NGOs). 

This group comprises of local and international organizations such as Family Health 

International (FHI), Community Concern of Orphans and Development Association 

(COCODA) and John Snow, Inc (JSI).  

These organizations have the role of implementing the program at the local level by 

providing support on biomedical services provided by government facilities as well as 

advocacy for VMMC and demand creation throughout the council. Evaluation findings of 

this study will support NGOs in continuous program quality improvement. 
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Table 1.1:  Stakeholders Assessment and Engagement Matrix 

No Stakeholder Roles in the 

program 

Interest / 

perspective on 

evaluation 

Role in the 

Evaluation 

Means of 

communication 

Level of 

Importance 

(H, M, L) 

1. DONOR(USAI

D, CDC, 

WHO) 

To contribute 

funds and 

offering 

technical 

advice. 

Understanding 

activities 

undertaken for 

VMMC services, 

coverage of 

VMMC services 

within the area 

and  

trends of VMMC 

services since the 

launching of the 

program 

 

Supervision 

and data 

audit, use 

data for 

decision 

making and 

technical 

support. 

Written reports / 

e mails 

 

Oral presentations 

/meetings 

H 

2. GOVERNME

NT 

(MOHCDGEC, 

NJOMBE 

TOWN 

COUNCIL, 

TACAIDS) 

Provide 

policies and 

strategic 

guidance in 

HIV care and 

treatment 

related 

programs, 

provide 

resources for 

VMMC and 

make 

supervision 

for the 

program. 

Knowing the gap 

in implementation 

of the VMMC 

project. 

Provide 

guidelines, 

strategic 

plans and 

framework 

for 

evaluation. 

Written reports / 

e mails 

 

Oral presentations 

/meetings 

H 

3. NON 

GOVERNME

NTAL 

ORGANIZATI

ONS (LOCAL 

AND 

INTERNATIO

N NGOs E.g; 

FHI 

,COCODA, 

JSI) 

Developing 

strategies for 

promoting 

VMMC, 

provide 

VMMC 

services in 

collaboration 

with 

government, 

Identification of 

gap in VMMC 

program 

implementation, 

understanding 

change in 

knowledge, 

attitude and 

perception among 

beneficiaries 

Providing 

data and 

reports on the 

continuous 

implementati

on of the 

VMMC 

program. 

Written reports / 

e mails 

 

Oral presentations 

/meetings 

M 

Source: Researcher‟s construct 2018 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1:  Introduction 

This chapter defines important terms and concepts related to knowledge, attitude and 

practices of community towards Medical Male Circumcision. Hence important concepts 

like Voluntary medical Male Circumcision and Human Immunodeficiency Virus (HIV) 

have been defined. It has involved theoretical reviews of theories related to the evaluation 

study such as Health Belief Model (HBM) and Health diffusion theory of innovation 

have been discussed as well as   empirical review on knowledge, attitude and practices 

towards Medical Male Circumcision and the existing research gap. Thus helping the 

researcher to develop a good understanding, insights and right trends regarding similar 

studies. 

2.2:  Definition of the key terms and their theoretical background 

The following are definitions of the key terms and their theoretical background which are 

presented as follows:- 

2.2.1:  Voluntary medical male circumcision (VMMC) 

Voluntary medical male circumcision is the medical procedure that is carried out through 

surgical removal of the foreskin of the penis with the willingness of the clients (Doyle, 

2010). Many scholars have defined male circumcision (MC) without regarding whether 

the procedure is taken voluntarily or not. Alanis and Lucidi (2004), defined male 

circumcision as the surgical removal of some or the entire foreskin (prepuce) from the 

penis while WHO and UNAIDS (2007) have defined male circumcision as a surgical 

procedure that involves the complete removal of the foreskin by a trained medical 

professional. WHO (2007), argues that Male circumcision is amongst oldest surgical 

procedures worldwide and is undertaken for many reasons: cultural, social and medical. 
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2.2.2:  Knowledge 

The term knowledge is referred to as information, facts or skills acquired through 

experience or education; the theoretical or practical understanding of the subject 

(Mazouz, 2008). In this case it is the understanding of medical male circumcision. 

Sakarombe (2014) defined knowledge on medical male circumcision as the general 

understanding of the male circumcision as medical intervention for HIV prevention and 

its benefits to men through the education and experiences acquired by an individual 

overtime.   

2.2.3:  Attitude 

Attitude is defined as a settled way of thinking or feeling about something (Youder, 

2008). Other schools of thoughts defines attitude as psychological construct, a mental and 

emotional entity that inheres in, or characterizes a person (Perloff,2016). Whereby 

attitude on medical male circumcision is the way of thinking or individuals opinions 

about male medical circumcision of the person usually developed as a result of acquiring 

knowledge (Printer et al., 2014). 

2.2.4:  Practices 

Practice is defined as actual use or application of an idea, method or belief as opposed to 

theories relating to it (Mazouz, 2008). Practices towards male medical circumcision are 

defined as the habitual, customary or expected procedure or way of doing male 

circumcision to the uncircumcised male members of the particular community (Ngodji et 

al., 2017). 

2.2.5:  Community  

Community as used in this study is referred as a small or large social unit of people who 

have something in common, such as religion, identity, values and norms (Mavhu, 2011). 

Usually community share sense of place that is situated in the geographical location, for 

instance country, town or village (Gray et al., 2007). Sometimes community can have 

common resources, belief, intent, needs, risks and preferences (Mwita, 2011).  
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2.3:  Theoretical studies 

2.3.1:  Health Belief Model  

Health Belief Model (HBM) theory tries to clarify and foresee health behaviors by 

focusing on the attitude and beliefs of individuals. The model assumes that an individual 

will take an action related to health only if that individual person feels there will be an 

avoidance of a negative health condition and if that individual believes on the possibility 

of taking the recommended health action. In this case an individual will undergo male 

circumcision unless there is certainty of reducing the chance of HIV infection. 

Health belief model was firstly developed in 1950s, it is described in four constructs 

which are representing net benefits and the perceived threat. The four constructs were 

perceived susceptibility, perceived benefit, perceived seriousness, perceived barriers and 

these were proposed to be basis for readiness of the people to take action. Recently other 

constructs have been added to the model making the model include cues to action 

(stimulating behavior), motivating factors and self-efficacy. Among these constructs, 

perceived barriers are believed to be most powerful in predicting behavior (Sakarombe, 

2014). However, it was found that both perceived benefit and perceived susceptibility are 

important but perceived susceptibility was stronger predictor of preventive behavior (Janz 

& Backer, 1984). 

People always try to do something new when they think they are able to do it. Thus in the 

health belief model theory it is predicted that, when people believe to be susceptible to 

diseases they will protect and promote health. As a result of taking recommended actions 

chances of developing the disease decreases. 

The health belief model (HBM) is useful in predicting acceptability of health programs 

such as voluntary medical male circumcision as a strategy for HIV prevention and 

designing demand creation messages. Therefore this study employs health belief model 

theory in attempt to assess the changes in knowledge, attitude and practices towards 

medical male circumcision among community members of Njombe Town council. 
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2.3.2:  Health diffusion theory of innovation 

The Diffusion of Innovation Theory was first discussed historically in 1903 by the French 

sociologist Gabriel Tarde (Toews, 2003). However the current theory was popularized by 

Everett Rogers.  According to Rogers (1995) argued that diffusion is the process in which 

an innovation is communicated through certain channels over time among the members 

of a social system.  

Even though in understanding how ideas and technologies diffuse or spread among 

people have been studied in many fields. While, these fields of researches have admitted 

that Rogers was the pioneer of technology adoption (Rogers, 2003).Once again, the 

invention of Rogers‟s diffusion of innovations and technology theory was useful in 

explain how, why, and at what rate new ideas and technology spread. 

In addition, Rogers maintained that an individual goes through a series of steps which 

are: knowledge, persuasion, decision, implementation, confirmation. Further, innovation 

has been described as an idea, a product, a technology, or a program that is new to the 

adopting unit (Barker, 2004). In the same vein, the arose of diffusion of innovation theory 

emanated with  the perceptions of technology characteristics, such as its relative 

advantage, compatibility, complexity, trialability and observability impact the adoption of 

any new product. 

Thus, many researchers have been applying Rogers‟ theory in their studies including 

health field, for example Alberta Health Services (2010) in explaining Health promotion 

and behavior change theory suggested the use of the diffusion theory in spread and 

adoption of new health behaviors, such as cancer screening that can be made successful 

through tailoring an intervention to categories, characteristics and ensuring the target 

population adopt by promoting relative advantage, complexity, compatibility, 

observability and trialability of the intervention. Therefore for the effectiveness of the 

program, there must be promotion at multiple levels, settings and strategies. When large 

number of the population have adopted the behavior, the adoption process becomes self-

sustaining (Alberta Health Services, 2010). Thus, this study utilizes the health diffusion 

theory as a model that facilitated the inception of medical male circumcision as a new 
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strategy for the communities with low medical male circumcision prevalence and high 

HIV prevalence which was expected to bring about increase in coverage of male 

circumcision, changes in knowledge, attitude and practices among community members. 

2.4:  Empirical studies 

This section reviews various previous studies that have been done by other researchers 

which relate to the study problem. 

2.4.1:  Male Medical Circumcision (MMC) as HIV prevention strategy. 

Campaigns in Voluntary medical male circumcision through circumcision advocacy have 

been intensified all over Africa in particular Sub Saharan countries aiming at persuading 

uncircumcised males to present themselves at health centers for circumcision (Machacha, 

2015).  This has been sped up by three Randomized Controlled Clinical Trials (RCCTs) 

that were conducted in South Africa, Uganda and Kenya between 2002 and 2005 (Auvert 

et al, 2005). Although the WHO and UNAIDS have supported circumcision as HIV 

preventive measure for African countries and other parts of the world where there is high 

HIV prevalence and low circumcision prevalence, the scientific community has never 

unanimously recognized it as a preventive measure against HIV (Machacha, 2015). 

Numerous observation studies have been carried out in Africa to establish the relation 

between male circumcision and HIV prevention, however insufficient evidences where 

found to advocate a circumcision intervention as one of means for prevention of HIV 

infections (Weiss et al., 1993). With the failure of observational studies to establish the 

relation much more initiatives had to be carried out for more scientific studies. Machacha 

(2015) argues that the Randomized Controlled Clinical Trials carried out in Uganda, 

South Africa and Kenya had a lot of concerns such as lack of scientific evidences or the 

quality of evidence in these studies, the lack of biological plausibility of male 

circumcision and epidemiological evidences (confounding factors).  

Geijtenbeek (2014) in his HIV prevalence and associated factors report of 2005 of 

Rwanda reported that there is higher prevalence of HIV among circumcised men (3.5%) 

than among uncircumcised men (2.1%). Not only with the Rwandan case but also within 

the United States black Americans are said to have the highest rate of male circumcisions 
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and the highest rate of sexually transmitted HIV something that is contrary to what has 

been expected if the male circumcision had prevention ability (Geijtenbeek T, 2014). 

These empirical discussions of the scholars discussed are contrary to the opinions of 

other scholars who are proponents to VMMC services for HIV prevention.  

MoHCDGEC (2013) in the Tanzania Third National Multi Sectoral Strategic Framework 

for HIV and AIDS states that male circumcision is associated with the decreased risk of 

HIV to men, presumably because of physiological differences which reduces the 

susceptibility to HIV infection among HIV negative circumcised men. The strategic 

framework for HIV and AIDS shows that in Tanzania mainland, HIV prevalence among 

uncircumcised men is 5.2% compared to 3.5% of circumcised men. More than half of 

regions have levels of circumcision of 50% or more and it said male circumcision 

coverage is lowest in Rukwa (28%), Simiyu (30%) and Shinyanga (32%) while the 

corresponding HIV prevalence in these regions are 6%, 3.6% and 7.4% respectively 

(NACP, Third Health Sector HIV and AIDS Strategic Plan (HSHSP III) 2013 – 2017, 

Ministry of Health and welfare, Nationa AIDS Control Programme., 2014).  

Auvert et al., (2006) argued that male circumcision has been proved to reduce the risk of 

sexual transmission of HIV from women to men by 60%, and it was estimated that 80% 

coverage of HIV treatment by 2015 could reduce  new HIV infections by 30 -50% over 5 

to 10 years (Williams et al., 2011).  Hence WHO and UNAIDS recommended VMMC as 

part of a comprehensive HIV prevention package. The package also includes other 

interventions which are HIV testing and counselling, correct and consistent use of male 

and female condoms, screening and treatment of sexually transmitted infections, 

promotion of ,safer sex behaviors, and referral of HIV- positive clients to care and 

treatment (WHO-UNAIDS, 2007).  

Voluntary medical male circumcision (VMMC) has the potential of reducing the rate of 

new HIV infections substantially and at a cost saving. Mathematical modeling suggests 

that if 8 out of 10 adult men are circumcised within 5 years, approximately 3.5 million 

new HIV infections will have been prevented in 15 years and this will save nearly $16.5 

billion of money which will have to be used as care and treatment costs in 10 of 14 

priority countries of the project (Faramand et al, 2014). 
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Voluntary Medical Male Circumcision has several advantages especially to adolescents: 

it is argued that male circumcision is culturally and socially more acceptable to 

adolescents than to adults. VMMC conducted before the age of sexual debut reduces the 

risk of transmission in the population for it has long term impact on reduction of HIV risk 

at the individual level (Njeuhmeli et al, 2014). Faramand et al., (2014) discussed that, to 

many African societies male circumcision is an important tradition or rite accompanying 

meanings of status, manliness, sexuality and religion. This can be observed in some Sub-

Saharan African cultures, where circumcision is an act that marks the transition of young 

men to adulthood and time to initiate sexual activity (WHO, 2009). Considering that, it 

was recommended VMMC programs must respect local traditions while trying to 

introduce MC as one of interventions for HIV prevention.  

Despite these contradicting scholarly arguments on VMMC, the imposition of VMMC 

intervention for HIV prevent has never been accepted smoothly in all the targeted areas 

of the project, including Njombe town council. The project has faced numerous of 

challenges in different areas. These challenges are such as; some adult men consider 

medical circumcision may lead them to face stigma, for some cultures oppose medical 

male circumcision as the act of going against God‟s creation. Other groups considered 

people who attend medical male circumcision as weak or of lesser status despite of the 

fact that traditional circumcision is unsafe. Some female partners too had their own 

implication on VMMC project, where they had negative perception towards male 

circumcision it became difficult for the project to reach its intended goals while in the 

areas where females support male circumcision for their male partners the project easily 

met targets (Faramand, 2014). 

These challenges led implementers to take different initiatives which included number of 

considerations in covering the identified gaps. One of the fore most strategy was demand 

creation. The strategy that was believed to change people‟s knowledge, attitude and 

practices towards male circumcision (Kirungi, W. L., Matechi, E, 2016). Demand 

creation activities were believed to accelerate the achievement of the set target of 

increasing the VMMC coverage in all regions of Tanzania mainland to at least 80% by 

2017 (NACP, Third Health Sector HIV and AIDS Strategic Plan (HSHSP III) 2013 – 

2017, Ministry of Health and welfare, Nationa AIDS Control Programme., 2014). 
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Therefore demand creation was expected to impact people of Njombe Town council 

community on their knowledge, attitude and practices towards male circumcision.  

2.4.2:  Knowledge on medical male circumcision 

Studies addressing knowledge on a particular topic tell us what people know or are aware 

about certain things (Kaliyaperumal, 2004). Therefore, knowledge possessed by the 

community refers to their understanding of a given topic, in this case on medical male 

circumcision (Ngogji, 2010). 

As VMMC was proposed by WHO and UNAIDS to be used as part of the comprehensive 

HIV prevention strategy (Auvert et al., 2006). It is important to assess the knowledge of 

the beneficiaries of the program. Shisana et al., (2008) stated that knowledge is an 

important factor in the sense that when a person has an awareness of various aspects of 

HIV/ AIDS, allows for appropriate actions to be taken in relation to prevention, among 

other aspects.  

Mavhu et al. (2011) conducted a study to explore male circumcision prevalence, 

knowledge, attitudes among rural Zimbabweans. Individuals participated in the study 

were 2746, 64% of the participant population were women while 36% were men, 

circumcised among men were only 20 percent. It was observed that the knowledge on 

medical male circumcision and its health benefits was very low. However, 52% of men 

reported that, they would undergo medical male circumcision due to the efficacy of male 

circumcision on HIV infection. 

Also Tarimo et al. (2012) conducted a qualitative study in Dar es Salaam on Key 

considerations in scaling up male circumcision. The study involved men and women, in 

which 24 men and 10 women showed to be knowledgeable about male circumcision as a 

prevention method for STIs and HIV infection.  

Authors revealed that participants had knowledge about the effect of circumcision on 

hygiene and its contribution to the prevention of STIs and HIV. Not only that but also 

participants believed that male circumcision enhances sexual pleasure. 
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A study conducted in Namibia by Nyoni & Ellion (2017) concerning assessment of 

knowledge ,attitudes and practices of men towards voluntary medical male circumcision 

observed that nearly all respondents of about 86% were aware that MMC reduces risk of 

HIV infection, 10% were not aware while 4 % were not sure of whether MMC reduces 

HIV risk or not. These findings implies that most men were aware with MMC benefits 

though unfortunately they do not attend MMC services due to other personal reasons. 

2.4.3:  Attitude towards medical male circumcision 

Different scholars have referred attitude as how people feel about certain things. 

Kaliyaperumal (2004) argued that, attitude of the community refers to feelings of the 

community members towards the topic, as well as any ideas which are preconceived by 

people towards it. 

Lee (2005) conducted a study in the Philippines on Circumcision practices in the 

Philippines community, the study concluded that women preferred circumcised men with 

perception that circumcision enhances sexual pleasure. Also in the study conducted in 

Nyanza province (kenya) it was found that 55% of uncircumcised men who participated 

in the study had the opinion of women enjoying sex more with circumcised men 

compared to uncircumcised ones, hence making this as a strong predictor of circumcision 

(Mattson et al., 2005). 

A study conducted in Namibia by Nyoni & Ellion (2017) concerning assessment of 

knowledge ,attitudes and practices of men towards voluntary medical male circumcision 

observed that 78% of respondents  strongly agreed and agreed on women having 

influence on MMC services to them. These findings revealed that, women‟s attitude 

towards MMC have a bearing in increase of uptake of male circumcision. 

Devieux et al., (2015) in his study on Knowledge, Attitude, Practices and Beliefs about 

Male Circumcision (MMC) among a sample of Health Care Providers in Haiti found that, 

approximately 76% of health service providers were willing to provide MMC services 

and believed their patients would accept MMC if it was promoted in the country. As they 

believed MMC to efficacy in protecting males against HIV/ STIs and infants were the 

best for MMC services. 
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2.4.4:  Practices towards medical male circumcision 

Sakarombe (2014) defined practices as ways in which community members demonstrate 

their knowledge and attitude on a particular concept by actions. Lukobo & Bailley (2007) 

conducted a focused group discussion with urban and rural unmarried single and 

marriage men and women in Zimbabwe. In which thirty four focus group discussions 

were held; 17 with women and 17 with men in four districts. This study assessed male 

circumcision practices, opinions, and acceptability as an intervention to improve male 

genital hygiene and reduce sexually transmitted infections, including HIV-1. Different 

perceptions were revealed as results on male circumcision. Societies practicing male 

circumcision traditionally perceived uncircumcised men experience premature 

ejaculation, decreased penile hygiene, unfit for marriage as male circumcision acted as 

developmental milestone for a man. Thus believing male circumcision being able to 

protect one from sexually transmitted diseases. However, men not practicing traditional 

male circumcision expressed limited interest in the practice although some considering 

male circumcision because of the beliefs that women preferred circumcised men (Lukobo 

& Bailey, 2007). While on the non-circumcised participants, it was found that they were 

ready to adopt male circumcision for themselves or their sons if it was proven to reduce 

the risk of HIV and STIs and was provided free of charge or at a low cost (Lukobo & 

Bailey, 2007). 

Ngodji et al., (2016) conducted a study on Knowledge, attitude and practices of male 

circumcision for HIV prevention among voluntary counselling and testing clients in 

Namibia found that, 15.6% of all participants reported to have been circumcised. Among 

the circumcised 22 which is equal to 44% of circumcised participants declared to have 

been circumcised due to health related reasons, 32% of circumcised  participants were 

circumcised  for cultural or religious reasons, whereby 20% and 4% where circumcised 

for unknown and other reasons respectively. 

 Also in the study conducted in Geita by Mubekapi (2013) on knowledge, attitude and 

practices of Medical Male Circumcision among males in a mine, it was found that 95.7% 

of respondents had preferred to be circumcised while 2.9% of respondents they didn‟t 

prefer to be circumcised. Among the respondents who preferred MC 24.6% indicated 
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HIV prevention would be the reason for their preference and approximately 50.7% 

argued they would adopt circumcision for STIs prevention. When study participants were 

asked on their preference of circumcision to their sons, almost all 89.6% of respondents 

showed to prefer medical male circumcision for their male children. 

2.5:  Existing evaluation gap 

VMMC is relatively new approach for HIV prevention, hence the study has limited data 

or reports. This offers an important opportunity to conduct different studies which will 

improve VMMC project. Few studies conducted on VMMC are trying to explore and add 

information on how the program will reach the intended outcomes and later result to the 

impact. For instance, Njeuhmel et al., (2014) discussed lessons learned from scale up of 

voluntary medical male circumcision focusing on adolescents; addressing benefits, 

challenges and potential opportunities for linkages with adolescent HIV, sexual and 

reproductive health services. Faramand et al., (2014) wrote on strategies of integrating 

gender in voluntary medical male circumcision programs to improve outcomes. Not only 

that but also other authors have gone further by discussing knowledge, attitude, 

perception and practices of community towards male circumcision, such scholarly 

articles are; Knowledge, attitude and practices of male circumcision as an HIV 

prevention method among males in a mine, Geita Tanzania (Mubekapi, 2014). Not only 

that but also Ngodji (2010) conducted a study titled Knowledge, attitude and practices of 

male circumcision for HIV prevention among voluntary counseling and testing clients in 

Onandjokwe District Hospital, Namibia Terthu. But this study intends on evaluating 

outcomes of voluntary medical male circumcision project as part of comprehensive HIV 

prevention strategy by assessing changes in knowledge, attitude and practices towards 

medical male circumcision of Njombe Town council community members. Kaliyaperuma 

(2004) argues that, exploring changes of knowledge, attitude and practices will enable 

more efficient process of demand creation as this will allow the program to be tailored 

more appropriate to the needs of the community.  
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Since Njombe town council is one of strategic areas of implementation of VMMC project 

in Tanzania. This evaluation study may help government and different internal and 

external stakeholders to realize the outcome of this project to beneficiaries and hence 

supporting them in restructuring strategies so as to reach the ultimate goal of reducing 

morbidity and mortality due to HIV/AIDS.  

2.6:  A Conceptual Framework 

A conceptual framework is defined as a network that presents linkage of concepts so as to 

provide a broad understanding of a phenomenon or phenomena (Jabareen, 2009), and 

elaborates a research problem by summarizing the variables in relation to objectives of 

the study and reviewed literature.  

The developed conceptual framework acted as a guideline for assessing changes in 

knowledge, attitude and practices towards voluntary medical male circumcision among 

community members of Njombe Town council. It shows relationship of predictors and 

dependent variables. 

When different interventions such as demand creation campaigns are carried out, people 

are expected to acquire knowledge on male medical circumcision. The knowledge 

acquired by the community will change their attitude and practices towards male 

circumcision. However changes in attitude of the community members towards male 

circumcision will lead to practices which will influence the increase of male circumcision 

coverage. 
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Figure 1.1: Conceptual frame work 
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CHAPTER THREE 

EVALUATION METHODOLOGY 

3.1:  Introduction 

The research methodology section describes systematic actions taken to investigate a 

research problem and the rationale for the researcher to apply specific techniques and 

procedures which were used to identify, select, process and analyze information used to 

understand the problem (Kallet, 2004). Therefore the chapter explains in detail 

techniques used in the evaluation study, covering area of the study, evaluation period, 

study design, evaluation approach, population studied, unit of analysis, source of data, 

data collection methods, data management, data analysis and ethical issues. 

3.2:  Study Area 

This study was conducted at Njombe Town Council in Njombe Region. The study area 

was purposively chosen due to its proximity to the researcher and relevancy of the 

evaluation being conducted. Njombe Town council is one of 47 councils implementing 

VMMC program, it is also one of councils started implementing the program since 2010, 

the first year of the program in the country. 

Njombe Town council is among six councils of Njombe region and it houses the regional 

headquarters, other councils in the region are Makete District Council, Makambako 

Town Council, Ludewa District Council, Wang‟ing‟ombe District Council and Njombe 

District Council. Njombe Town council was established in 2007, it lies at the crossings of 

Longitudes 34
0
25‟ and 35

0
27‟ east of the Greenwich Meridian and Latitudes 9

0
10‟ and 

9
0
45‟ south of the Equator. The Council borders Makete and Wang‟ing‟ombe District 

councils to the west while Ludewa District council and Ruvuma Region to south and 

Njombe District council to the north (MoF, NBS, NTC, 2014). 
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The population of Njombe Town council is estimated to be 130,223 people in accordance 

to 2012 population census report. HIV/ AIDS have been a problem like many other 

places of the country. Available data shows HIV/ AIDS prevalence is 11.4 for the whole 

Region of Njombe (MoHCDGEC, 2017).    

The Njombe Town council is one of the areas in the country where HIV prevalence is 

high and the male circumcision prevalence is low (NACP, Third Health Sector HIV and 

AIDS Strategic Plan (HSHSP III) 2013 – 2017, Ministry of Health and welfare, Nationa 

AIDS Control Programme., 2014). Thus making the area as one of the priority areas for 

the implementation of VMMC. 

3.3:  Evaluation Period 

This evaluation study started on November 2017 by the preparation of study proposal and 

ends on August 2018 by submission of the report prepared from well collected and 

analyzed data. 

3.4:  Evaluation approach 

This evaluation study used summative evaluation approach to gather detailed information 

which summarized the community development in knowledge, attitude and practices 

towards MMC after VMMC project interventions have been applied to them. The 

approach is applied to evaluate outcomes or impacts of the program that has reached its 

maturity stage or that is approaching to the end for the purpose of understanding 

outcomes of the program to the intended beneficiaries (Patton, 2008). 

3.5:  Evaluation design 

A good study design will result to the good outcome evaluation. The study design is a 

plan for when and from whom, how and what data will be collected based on scientific 

principles. This evaluation study used descriptive cross sectional study design. This type 

of the study design allows comparison of different variables at a point in time (Gay, 

Mills, & Airasian, 2009).  
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In order for the study to be successful the evaluator used quantitative methods to acquire 

enough information for the study. Thus, the quantitative method was used to gather 

information on knowledge, attitude and practices of community in Njombe town council 

towards VMMC. 

3.6:  Focus of the evaluation 

The main focus of this study was to assess changes in knowledge, attitude and practices 

towards medical male circumcision among community members of Njombe Town 

council.  

3.7:  Indicator/ variables 

3.7.1:   Independent variables 

i. Community knowledge on MMC. 

 Education on HIV and STIs in relation to MMC.  

 Awareness on importance of MMC. 

ii. Community attitude towards MMC. 

 Perception towards MMC. 

 Readiness to support MMC services and VMMC campaigns. 

 Motivating factors towards MMC. 

iii. Community practices on MMC. 

 Individual characteristics to be circumcised. 

 Community participation on MMC matters. 

 Accessibility of MMC services.  
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3.7.2:  Dependent variables 

 Increase in Male Circumcision coverage in Njombe Town council community. 

 

3.8:  Population and sampling  

3.8.1:  Target population 

The target population of this evaluation study was the community members of Njombe 

Town Council. Thus findings from this study can be generalized to other councils which 

have been implementing the VMMC project. 

3.8.2:  Source population 

The source population of this evaluation study was people who are 18 years old and 

above in the community of Njombe Town council. As this project targeted all people 

regardless of their gender, though the male circumcision were conducted to 

uncircumcised males but women were believed to have important role in pursuing their 

partners or their children for MMC. Thus the researcher drew information from people 

aged 18 years and above as people of this age can participate in the study with their own 

consent. 

3.8.3:  Study population 

The study population included in this study were people who are the inhabitants of 

Njombe Town council, who are aged 18 years and above during the period of collecting 

data. 

3.8.4:  Study units and sampling unit 

Individual people who are 18 years old and above, living in villages which are part of 

wards of Njombe Town council were the study units of this evaluation study.  

3.8.5:  Sample size 

As Gogtay (2010) said, a mere size alone does not ensure representativeness, but a well 

selected sample may be superior to a larger but badly selected sample. Therefore, the 

sample size should neither be large or too small, this means it should be optimum.  
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The sample size of this study was determined by using the formula developed by Yamane 

(1973) whereby the level of precision used was 8%. The study area has a population of 

69642 people who are 18 years and above from which sample population is drawn. Based 

on these data the sample size for this study was obtained as follows; 

n = N/1+N (e)
 2

 

Where; n= Sample size   

N= Number of members  

e= Level of precision 

Therefore the number of study respondents 156 was obtained at the level of precision of 

8% to represent the entire study population. 

Thus, n = 69642/ (1+69642(0.08)
2  

) =156 

3.8.6:  Sampling procedures and techniques 

The sampling procedure involved was the multistage sampling, where by the council for 

the study was purposively selected. Three wards were randomly selected from their 

respective categories of town wards, semi town wards and village wards groups. As it 

was not feasible to include all the study population in the study, a representative sample 

was used. Thus, one study participant was randomly selected basing on inclusion and 

exclusion criteria, from each randomly selected household. Whereby 55 households were 

randomly selected from each selected ward. 

Evaluation study questionnaires were administered to 165 people who were selected 

randomly from their wards of Njombe Town council that is Njombe Town ward being the 

urban ward, Uwemba ward being the semi urban ward and Matola ward being the rural 

ward. Where by number of study questionnaire were equally distributed to the three 

wards. In which only 156 questionnaires were returned duly filled which equals to 94.5% 

response rate. Despite of the researcher to collect data from three different wards with 

different characteristics in the council, the researcher did not find any significant 

difference of responses from the three wards. Therefore for the case of this study data 

will not be discussed basing on the locality of respondents in the council. 
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3.8.7:  Inclusion and exclusion criteria  

All people who are 18 years old and above, residing in Njombe Town council, able to 

read, write and express themselves were eligible for this evaluation study. While people 

who are at Njombe Town council but have not been in Njombe Town council during 

implementation of the project were not eligible for this evaluation study. 

3.9:  Data collection 

This study used the structured questionnaire to collect data on the knowledge, attitude 

and practices towards Male Medical circumcision of community members in Njombe 

Town council after the implementation of VMMC project in Njombe Town council. 

3.9.1:  Development of data collection tools 

 Questionnaire 

The structured questionnaire was prepared for quantitative data collection, to 

ensure that the tool will collect data that measure what is supposed to measure. 

The questionnaire was piloted and respective collections was done. 

3.9.2:  Data collection field work 

Data collection was conducted by data collectors who were trained and come from the 

study area. It was important to use data collectors from the study area because they were 

aware of customs, cultures and the geography of the study area. On the other side it was 

risk to use data collectors from local area as they would use personal experience while 

administering questionnaires to respondents rather than technical procedures. Data 

collectors reached the field area of data collection using motorcycles. There was regular 

supervision during data collection especially using mobile phone communication in order 

to know what is going on in the field. In case of errors, principle researcher was 

communicating with data collectors to see what the source of errors or incomplete data is. 

Thus data collectors could turn back to the field for completing the data whenever 

possible. The incomplete data or data with errors whenever not corrected was not used in 

this evaluation study. 
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3.10:  Data management and analysis 

The collected data were sorted and cleaned manually to detect errors present before 

making any computations. Data entry was done using Microsoft office excels 2013 

before importing them to the Statistical Package for Social Sciences (SPSS V.20). Thus 

already summarized data which are quantitatively oriented were imported into SPSS V.20 

for further analysis.  

In order to ensure data are correct and valid, there was a data cleaning before entry. This 

will be done by sorting each questionnaire and examining on if the number are written 

correctly in the format relevant to information to be coded. Timeliness of data was also 

considered to ensure the validity of data. Data entry, is the other moment when data are 

cleaned through ensuring data entered are the ones corrected from the field, while after 

entry data cleaning was done to ensure data entered in a correct way and are the needed 

ones.  

The researcher did consultation with the data collectors or participants to get clear 

information in case there is incomplete, inconsistent or invalid data. This was done for 

the purpose of correcting data mistakes or for verification of the given data. 

SPSS V.20 is the software which was used to analyze data in this evaluation study. 

Where by raw data was entered in the Excel spread sheet and then imported into SPSS, so 

as to make analysis for the needed report. 

3.11:  Validity issues 

To ensure that the tools collect data that measures  what is supposed to measure, the 

questionnaires for this study were piloted and correction done to ensure that 

respondents would understand the questions in the questionnaires to collect data that 

will answer the study objectives. 

3.12:   Ethical issue 

While conducting this evaluation study, ethical issues were observed by; seeking 

informed consent from government leaders of Njombe Town council, this included 
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telling them what will be done in the study, the reason for carrying out the study in the 

area, the duration for the study and who will be involved in the study. Participants had an 

equal chance of being involved in the study and were asked to voluntarily take part in 

study. Information given by informants were kept confidential and their anonymity was 

always considered. Information from the study were not disclosed or shared to anyone 

unless needed for the improvement of VMMC project or other HIV/AIDS interventions 

programming for the public interest.  

3.13:  Evaluation dissemination plan 

Findings of this evaluation study will be disseminated to RHMT of Njombe region, 

CHMT of Njombe Town council through clinical meetings and e mails while village and 

ward development committees through meetings. Other stakeholders such as donors, 

NGO and Ministry of Health (MoHCDEC) who are expected to have interest on the 

findings, the dissemination will be made through their e mails and posters. 
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CHAPTER FOUR 

PRESENTATION OF FINDINGS 

4.1:  Introduction 

This chapter presents findings of the evaluation study. The evaluation findings are 

presented in descriptive statistics. Then inferential statistics is utilized to pursue the 

strength of association between selected variables where thought to be relevant. This was 

done through bivariate analysis (specifically correlation analysis) so as to determine the 

extent of relationship that exists between the selected variables. 

Findings for this evaluation study were achieved through employing quantitative 

approach, where by data were collected using self-administered questionnaires from the 

sample drawn from the target population. The results are presented in relation to themes 

of three objectives of the study that is knowledge of community members on male 

medical circumcision, attitude on male medical circumcision and practices towards male 

medical circumcision. While reporting results the researcher adapted some descriptive 

indicators as utilized by Bailey et al., (2002); “all” for 100%, “nearly all” for 80%  or 

more, “the majority” for more than 50%, “about half ” for around  50%, “fewer than half 

“ for around  25-45%, “minority” for 10-25% and “few” for the less than 10%. 

4.2:  Study Participants Demographic characteristics 

Demographic characteristics of respondents which were captured in this study includes 

gender, age, marital status, education level and occupation. Both male and females were 

involved, number of males participated in the study was 87 making 55.8% of all 

respondents while the number of female respondents participated in the study was 69 

making 44.2% of all respondents participated in the study. Therefore, this ratio between 

genders of the community is the reasonable representation for all people in the 

community. The age of respondents of the study ranged from 18 years old and above. 

Which was distributed as follows 18-28 years were 59 respondents accounting for 37.8% 

of all respondents, 29-39 years were 47 respondents accounting 30.1% of all respondents, 

40-50 years were 40 respondents making the 25.65 of all respondents and 51 and above 

were 10 respondents making the 6.4% of all respondents. The study findings reveals that 
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71.8% of respondents to the study questionnaire were married, 20.5% were single and 3% 

were separated. Thus making the majority of people who responded to the questionnaire 

to be married. The education level of participants was the other attribute which was 

considered in this study. Study participants with primary education were 64 making 41% 

of all respondents, 82 respondents had the secondary education accounting for 52.6% of 

all respondents, 8 participants had the university level education accounting for 5.1% of 

all respondents of the study and with vocational trainings education were 2 making the 

1.3% of all respondents.  It was also found that, majority of respondents of the study were 

farmers who accounted for 78.8% of respondents. Employed respondents were 3.8% of 

all respondents while business people respondents made 12.2% and unemployed were 

5.1% of all respondents. Table 4.1 summaries the information on demographic 

characteristics of the participants; 

Table 4.1: Demographic characteristics of respondents on the assessment of knowledge, attitude and 

practices towards MMC at Njombe Town Council, 2018 

Characteristic Frequency Percent 

                   Total 156 100% 

Age (Years)   

18-28 59 37.8 

29-39 47 30.1 

40-49 40 25.6 

50 and above 10 6.4 

Gender   

Male  87 55.8 

Female 69 44.2 

Marital status   

Married 112 71.8 

Single 32 20.5 

Separated 3 1.9 

Widow 9 5.8 

Education level   

Primary 64 41.0 

Secondary 82 52.6 

Vocational trainings 2 1.3 

University 8 5.1 

Occupation of respondent   

Farmer 123 78.8 

Employed 6 3.8 

Business owner 19 12.2 

Unemployed 8 5.1 

Source: Research data (Mhagama, 2018) 
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4.3: Knowledge on Medical Male Circumcision 

The knowledge of medical male circumcision to have the potential of reducing the risk of 

acquiring HIV and STIs as well as protecting one from penile cancer is important for 

people in the community to undergo circumcision or influence their relatives to be 

circumcised. Therefore the knowledge of respondents on medical male circumcision and 

its efficacy on penile cancer, HIV and STD/STIs was assessed. The questionnaire had a 

total of eight (8) questions which were relating to knowledge. In which Question 6-9 

required participants to show their level of knowledge through choosing among options 

“True=1”, “False =2” and “Not sure=3”.  

Circumcision of HIV negative man reduces HIV risk, was the first question asked by the 

researcher in order to establish the knowledge of respondents on the efficacy of medical 

male circumcision in reducing chance of acquiring HIV. Results revealed that nearly all 

respondents (89.7%) had the knowledge that medical male circumcision reduces the 

chance of a non HIV infected person from getting HIV while minority of respondents 

(7.7%) responded to the statement as false showing to have no knowledge on medical 

male circumcision and very few about 2.6 % were not sure if MMC can reduce the 

chance of one to acquire HIV.  

Due to this fact the researcher wanted to investigate the extent of MMC efficacy towards 

HIV perceived among community members of Njombe community. Hence when 

respondents asked if circumcision of a man who does not have HIV does not completely 

remove his chance of getting HIV. Results were as follows, 43.6% of participants 

responded to the question as True, 48.7% of participants responded to the question as 

False and 7.7% of respondents were not sure on the statement. This result shows still 

there are many people who abide to the myth that when the male community member is 

circumcised is completely free from chances of getting HIV, the idea which is wrong. 

When respondents were asked on whether there is no chance for a circumcised men to get 

HIV, results were as follows; 12.2 % of participants said its true, 81.4% of participants 

responded to the question as false and only 6.4% showed to be not sure of whether the 

circumcised man have or have not a chance of getting HIV.  
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The researcher also wanted to assess the knowledge of participants on medical male 

circumcision on partner of the circumcised man by asking respondents whether the 

circumcision cannot protect the partner of HIV positive man from getting HIV. 

Respondents who agreed to the statement and those disagreed to the statement were 

nearly equal that is 46.2% and 46.8% respectively while minority were not sure of the 

statement. As far as this sample represents the community there is great possibility of 

having many people who believe circumcised man cannot transmit HIV virus to his 

partner in unsafe sex.  

Knowledge was further assessed through risks known related to MMC in HIV, STIs, 

penile cancer and penile hygiene by using question 10 to 13. In this section of knowledge 

assessment, respondents were required to select the response which was most appropriate 

to them from provided options; “Circumcised=1”, “Uncircumcised=2”, “No 

difference=3” and “Don‟t know=4” to the posed statement. 

When asked at which situation a person will easily get HIV, results were as follows; 

majority of respondents who accounts to 87.8% of all respondents chose uncircumcised 

as the people who are at risk of getting HIV. While respondents who chose circumcised, 

no difference and don‟t know were 7%, 10% and 2% respectively. Based on these results 

it is evidenced that majority have great awareness on the importance of MMC in reducing 

the risk of HIV. This result is as shown in the figure 4.1 below; 
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Figure 4.1:   People in higher risk of getting HIV 

 

Source: Research data (Mhagama, 2018) 

The study also assessed the knowledge of respondents on differences in risks of getting 

STDs when a man is circumcised and not circumcised. Results were as follows 86.5% 

who are the majority of participants showed it was easier to get STDs while 

uncircumcised, 8.3% of participants showed circumcised do easily get STDs and 4.5% 

said there is no difference between circumcised and uncircumcised. 0.6% of respondents 

didn‟t know of the difference. Results are shown in figure 4.2 below; 
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Figure 4.2:  People in higher risk of getting HIV 

 

Source: Research data (Mhagama, 2018) 

Penile hygiene is the other aspect which is important and comes as one of the benefits of 

male medical circumcision to males. Therefore the researcher wanted to determine the 

knowledge of respondents towards MMC in relation to penile hygiene by asking them 

who can easily maintain penile hygiene between a circumcised and uncircumcised man. 

Results were as follows, 81.4 of respondents said it easy to maintain a penile hygiene 

when a male is circumcised and 15% said when a man is uncircumcised while 1.3% of 

respondents said they don‟t know. As results are shown in the figure 4.3 below; 
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Figure 4.3: Ease maintenance of penile hygiene 

 

Source: Research data (Mhagama, 2018) 

The researcher also assessed the knowledge of the community on MC and penile cancer. 

A great proportion of respondents 83.3% reported that people who are uncircumcised are 

mostly likely to get penile cancer, while 5.8% of respondents said it is easy to get penile 

cancer when you are circumcised and 2.6% of respondents said there were no difference 

while 8.3% of respondents said they don‟t know.  

4.4.:  Attitude towards Medical Male Circumcision 

The researcher also intended to determine attitudes of respondents towards male medical 

circumcision and HIV. Statements Qn 14 -19 required respondents to indicate their 

attitudes towards MMC by choosing the options presented; “Strongly agree”, “Agree”, 

“No opinion”, “Disagree” and “Strongly disagree” and their results are as presented 

below; 
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Figure 4.4: MMC and sexual pleasure to men 

 

Source: Research data (Mhagama, 2018) 

As shown in the figure 7 above, 60.3% of respondents strongly agreed that “circumcised 

men enjoy sex more than uncircumcised men”. On contrary 4.55% of respondents 

strongly disagreed with the statement. 

On the sexual feelings differences between circumcised men and uncircumcised men. It 

was found that, 36.5% of respondents agreed with the statement “circumcised men have 

more feelings than uncircumcised men” while the 10.9% of respondents had no opinion 

on the statement, 8.3% of respondents strongly disagreed with the statement as results are 

shown in the figure 4.5 below; 
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Figure 4.5: Circumcised men have more feelings than uncircumcised. 

 

Source: Research data (Mhagama, 2018) 

In determining further the attitude of respondents, the researcher wanted to know their 

attitude towards circumcised men on safe sex and HIV by using the statement 

“Circumcised men have more sexual feelings than uncircumcised men”. 41 % of 

respondents disagreed with the statement, 22.4% of respondents strongly agreed with the 

statement, 3.2% had no opinion on the statement while 16% strongly disagreed with the 

statement as shown in the figure 4.6 below; 
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Figure 4.6: Circumcised men can safely have sex without condom 

 

Source: Research data (Mhagama, 2018) 

Majority of respondents (71.8%, n=112) strongly agreed with the statement that “It is 

important to all men irrespective of their age to be circumcised”. While 2.6% which 

account for 4 respondents had no opinion on the statement and 1.9% of respondents 

strongly disagreed with the statement. 

In some African societies male circumcision has been taken as an initiation stage for 

adult hood. That means in order for a male member of the community to be considered as 

a matured adult person must be circumcised. Therefore the researcher wanted to 

determine how this attitude among community members in Njombe Town council is. The 

results were as follows; 40.4% of respondents strongly agreed with the statement that 

“Male Circumcision proves manhood”, 10.9% of respondents had no opinion on the 

statement while 14.1% of respondents strongly disagreed to the statement, as shown in 

Figure 4.7 below; 
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Figure 4.7: MC proves manhood. 

 

Source: Research data (Mhagama, 2018) 

In need of understanding attitudes of respondents on the reintroduction of the medical 

male circumcision the researcher posed a question to respondents which asked, “Male 

circumcision is an old practice in our community and don‟t need to be reintroduced” 

answering to the question, 40.4% of respondents strongly disagreed to the statement, 

while 4.5% of respondents had no opinion to the statement and 14.1% strongly agreed to 

the statement as shown in the figure 4.9 below; 
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Figure 4.8: MMC as old practice with no need of re- introducing it. 

 

Source: Research data (Mhagama, 2018) 

 

4.5:  Practice surrounding Medical Male Circumcision. 

In finding out practices surrounding Medical male circumcision, the researcher wanted to 

know when respondents do consider as the appropriate age of circumcision by asking “At 

which age do you send your community members for male circumcision”. 28.2% of 

respondents said they send their male community members for circumcision at adolescent 

age (10-16 years), 23.7% of respondents send their male members for circumcision at the 

child age (1-9 years), 11.5% of respondents said the appropriate age for their male 

members circumcision is adult age (17 years and above), 13.5% of respondents said the 

infant age (0 to 1 years) as the age appropriate for their male members to be circumcised, 

while 20.5% of respondents had no preference of the ideal age for the male members of 

their community to be circumcised. 
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Table 4.2: Ideal age for Male Medical Circumcision 

Response Frequency Percent (%) 

Infant (0 to < 1 years) 21 13.5 

Child (1-9 years) 

Adolescent (10-16 years) 

Adult (17 years and above) 

No preference 

Don’t know 

37 

44 

18 

32 

4 

23.7 

28.2 

11.5 

20.5 

2.6 

Total 156 100.0 

Source: Research data (Mhagama, 2018) 

Decision making is an important aspect on practices surrounding medical male 

circumcision. Hence the study wanted to determine who makes decision in the 

community on issues related by medical male circumcision. Majority of respondents, 

73.7% said both parents make decision for the male member to be circumcised while 

father only and the client himself were 10.9% and 10.3% respectively. As results are 

shown in the table 4.3 below; 

Table 4.3: Decision maker for a male member to be circumcised 

Response Frequency Percent (%) 

Father 17 10.9 

Both parents 

Clan elders 

Client 

Other  

Don’t know 

115 

2 

16 

4 

2 

73.7 

1.3 

10.3 

2.6 

1.3 

Total 156 100.0 

Source: Research data (Mhagama, 2018) 

When respondents were asked on who is responsible to perform male circumcision at the 

community. 91% of respondents said it is the medical doctor who perform the male 

circumcision while 6.4% of respondents said it is nurses who perform male circumcision. 

Results are portrayed in table 4.4. 

Table 4.4: Responsible person for MMC service provision in the community 

Response Frequency Percent (%) 

Medical Doctor 142 91.0 

Nurses 

No preferences  

Don’t know 

10 

2 

2 

6.4 

1.3 

1.3 

Total 156 100.0 

Source: Research data (Mhagama, 2018) 
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Place which is used for provision of male circumcision services was another thing that 

was considered in practices surrounding male circumcision in the community of Njombe 

town council. When asked of the place that is used to perfume male circumcision at their 

respective community of respondent results were as follows; Those who said it is done in 

health facilities were 140 who accounted to 95.5% of all respondents in the study, 2.6% 

of respondents said it is done at home while who said it is circumcision services are 

provided in other places and those who didn‟t know were less than 2%. 

Table 4.5: Place for MMC service provision 

Response  Frequency Percent (%) 

Health facilities 140 95.5 

At home  

Others  

Don’t know 

4 

1 

2 

2.6 

0.6 

1.3 

Total 156 100.0 

Source: Research data (Mhagama, 2018) 

The researcher also wanted to know how much it cost for a person to receive 

circumcision services at the community. 82.7% of respondents said circumcision services 

are provided free of charge, 11% of respondents said it is provided in the cost that ranges 

between Tsh. 10000 – 20000 while less than Tsh.10000 and between Tsh. 20000 -30000 

or above Tsh. 30000 had the percentage less than 10. As data are shown in the table 4.6 

below; 

Table 4.6: Cost of MMC service in the community 

Response Frequency Percent (%) 

Free 129 82.7 

Less than Tsh. 10000 

Between Tsh. 10000 - 20000 

Between Tsh. 20000 - 30000 

No preferences 

Don’t know 

7 

11 

1 

4 

4 

4.5 

7.1 

0.6 

2.6 

2.6 

 Total 156 100.0 

Source: Research data (Mhagama, 2018) 

Circumcision complications to community members is one of the challenges that might 

happen while providing circumcision services in the community. A well informed society 

knows procedures to be followed when circumcision complications happens.  Therefore 

the researcher asked respondents in case of circumcision complication to community 

members where do they report.  
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Majority of respondents (91%) said they report circumcision complications to the 

hospital while case reporting to other options like police and traditional healers were less 

than 8%. As results are shown in the table 4.7 below; 

Table 4.7: Reporting in case of Circumcision complications 

Response Frequency Percent (%) 

Police  10 6.4 

Hospital 

Traditional healers 

Others 

Don’t know 

142 

1 

1 

2 

91.0 

0.7 

0.6 

1.3 

Total 156 100.0 

Source: Research data (Mhagama, 2018) 

4.6 Correlation Analysis 

The correlation of the study was performed to see the strength of linear relationship 

between knowledge that community members have on medical male circumcision, 

attitude that community members have on medical male circumcision and practices 

towards medical male circumcision in Njombe Town council. Therefore the variables 

used were knowledge, Attitude and Practices. 

All measures of the variables were measured on Likert scales, were by the Knowledge 

was anchored by True (1), False (2) and Not sure (3) while Attitude was anchored by 

Strongly agree (1), Agree (2), No opinion (3), Disagree (4), Strongly Disagree (5) and 

Practices were anchored on  Yes (1) and No (2). The table 4.8 below is the Correlation 

matrix of the study; 
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Table 4.8: Correlation analysis between knowledge, attitude and practices 

Correlations matrix 

 Knowledge Attitude Practice 

Knowledge 

Pearson Correlation 1 .865
** 

.638
** 

Sig. (2-tailed)  .014 .001 

N 156 156 156 

Attitude 

Pearson Correlation .865
** 

1 .769
** 

Sig. (2-tailed) .014  .03 

N 156 156 156 

Practice 

Pearson Correlation .638
** 

.769
** 

1 

Sig. (2-tailed) .001 .03  

N 156 156 156 

Source: SPSS   

The table above shows the strength and direction of the correlation between knowledge, 

attitude and practices. The correlation between knowledge and attitude had the correlation 

coefficient of 0.865 and its corresponding P value of 0.014 thus showing positive 

correlation between knowledge and attitude. Since the P value of 0.014 is smaller than the 

benchmark of 0.05 this implies that at 0.05 level of significance change in knowledge is 

linearly related to attitude. Therefore, changes that people have on knowledge of medical 

male circumcision will influence changes on attitudes of community members towards 

medical male circumcision. 

Knowledge and practices are positively correlated with the coefficient of 0.685 and the p 

value of 0.001, hence it has the correlation significance at 0.05 significant level. 

Hypothesis for this p – value is: 

i.) H0: There is no significant change in knowledge that has an impact in practices 

towards medical male circumcision in Njombe Town council. 

ii.) H1:  There is significant change in knowledge that has an impact in practices 

towards medical male circumcision in Njombe Town council. 

Since the P – Value is less than 0.05 that is 0.001, therefore we reject the null hypothesis 

and conclude that there is significant knowledge among community members on medical 

male circumcision that has an impact on their changes in practices towards medical male 

circumcision. 
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On the other hand, the correlation between attitude and practices was positive with the 

correlation coefficient of 0.769 and the P- value of 0.03 is less than the significant level 

of 0.05. This implies that at 0.05 level of significance, changes in attitude linearly relates 

to changes in practices. Below is the statistical hypothesis for the P value; 

i.) H0: There is no significant change in attitude that has an impact in practices 

towards Medical male circumcision among community members of Njombe town 

council. 

ii.) H1: There is significant change in attitude that has an impact in practices towards 

medical male circumcision among community members of Njombe town council. 

As the P – value is less than the significant level of 0.05, we reject the null hypothesis 

and conclude that there is significant change in attitude that has an impact in practices 

towards medical male circumcision among community members of Njombe Town 

council. 

4.7:  Conclusion  

The first section of this chapter presented the results of the study. In which findings were 

presented in figures and tables. Majority of respondents showed to have been 

knowledgeable on medical male circumcision and have positive attitude towards medical 

male circumcision. With correlation analysis at the second section of the chapter it was 

found that, the significant changes of knowledge and attitude towards medical male 

circumcision among community members of Njombe Town council has the impact to the 

change of their practices towards medical male circumcision which leads to the increase 

of male circumcision coverage in Njombe town council. 
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CHAPTER FIVE 

DISCUSSION OF THE FINDINGS 

5.1:  Introduction  

This chapter discusses findings of the study in relation to the literatures and the objectives 

of the study. Responses of the study respondents are discussed basing on the results of the 

evaluation provided in chapter four. The main responses of findings to be discussed in 

this chapter cover the knowledge of community members on medical male circumcision, 

attitude of community members towards medical male circumcision and practices of 

community members towards medical male circumcision in Njombe Town council. 

5.2:  Demographic characteristics 

The study was conducted in Njombe Town council at three wards, which are Njombe 

Town ward, Uwemba ward and Matola ward.  Respondents of the study were both males 

and females who are aged 18 years old and above at the time of collecting data. The 

researcher decided to include both genders because advocacy programs for voluntary 

medical male circumcision in the community involves both males and female and for the 

variables which were intended to be assed that is knowledge, attitude and practices to be 

well reflected the whole community must be involved.  This is similar to other studies 

which involved both genders for all are equally infected with HIV and if at all there is an 

intervention to reduce the impact of HIV both should equally be involved (Bailey et al., 

2002 & Brito et al., 2010). There were 156 respondents at which 87 were males making 

55.8% of all respondents and 69 were females making 44.2% of all respondents, hence 

making the reasonable ratio of representation of both genders in the study.  

Among respondents participated in the study, 52.6% of them had a secondary education 

level and 41% had the primary education level. Therefore majority of study participants 

are considered to at least have the primary education. As Mubekapi (2013) said education 

provides people with skills and knowledge that can lead to a better  quality of life, 

therefore with this level of education among respondents MC uptake promotion can 

easily be implemented. It is said, high level of  education is associated with higher rates 
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of Medical Circumcision  especially in non circumcised communities (Halperin et al., 

1999). 

Majority of respondents of the study were married 71.8% while 20.5% of respondents 

were single. The study shows majority were married as most of respondents were found 

from households and also as the study involved 18 years old and above community 

members hence it is most likely for many respondents to be married. 

Occupation of respondents was the other attribute the researcher had interest on. 78.8% 

of respondents were farmers while other occupations like employed and business were 

less than 20%. This nature of occupation of respondents reflects economic activities of 

people at Njombe Town council in the Njombe Town council Socio Economic Profile 

(MoF, NBS, NTC, 2014). As many people have employed themselves in agriculture this 

suggest majority have the ability to afford cost for Medical male circumcision, therefore 

making the cost of the service being not one the reason for people in Njombe Town 

council not to practice medical male circumcision and hence favoring the assumption that 

knowledge and attitudes towards male circumcision being among major reasons for 

people not to practice male circumcision. 

5.3:  Knowledge on medical male circumcision 

The study found that many respondents possess good knowledge on medical 

circumcision as one of prevention methods of HIV, penile cancer and STIs. As 89.7% of 

respondents said it was true that male circumcision of the HIV negative men reduces his 

chance of getting HIV. These results correlates with basis of information of World Health 

Organization (WHO) which say MMC reduces the chance of female to male  STIs and 

HIV transmission (World Health Organization, 2010). Furthermore, when respondents 

asked of circumcision of a man who does not have HIV does not completely remove his 

chance of getting HIV, 48.7% of respondents said it is false, meaning circumcision 

completely removes chance of getting HIV to the man who is circumcised and 43.6% 

responded to question as true having answered correctly to question as in accordance to 

World Health Organization (WHO) publications. 
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Moreover, 81.4% of respondents did not agree with the statement that, there is no chance 

for circumcised man to get HIV and 46.2% did not agree with the statement that 

circumcision of the positive HIV person does not protect his partner from getting HIV 

while 87.8% of respondents said it is easier to get HIV when a male is uncircumcised. 

When respondents were asked of highness of risk of getting STDs, 86.5% of respondents 

said it is easier for uncircumcised men to get STDs. Whereby 81.4 of respondents 

reported it is easier to maintain penile hygiene when a male is circumcised and 83.3 of 

responds reported it easier for uncircumcised men to get penile cancer. Thus the above 

presented findings reveal that many of respondents who participated in the study had a 

good knowledge on medical male circumcision in relation to HIV, supported by Tarimo 

et al (2012) who revealed that participants have knowledge about benefits of medical 

circumcision on HIV, STIs, penile hygiene and cancer. 

The findings in descriptive analysis are supported by results of inferential statistical 

analysis when conducted at 5% level of significance measuring if there is a significant 

change in knowledge among community members of Njombe town council that has an 

impact in practices towards medical male circumcision. 

These results from respondents in this study shows the association between medical male 

circumcision and HIV, STIs and penile cancer to be in line with results from other studies 

in Sub Saharan Africa. Such studies were those discussed effects of medical male 

circumcision on HIV and other sexual transmitted diseases as well as penile cancer and 

hygiene (Weiss et al., 2000 & Doyle et al., 2010). This high level of knowledge on the 

necessity of medical male circumcison might be the reason for Njombe region to have 

reached the goal of 80% preavalence of mediacl male circumcision at 2016, two year 

earier than the set time frame for the target to be reached that is 2018. Overall results of 

this study shows that respondents are knowledgeble of different benefits of Medical Male 

Circumcision, this might be due to efforts of different stakeholders on raising the 

awareness of people in male circumcision, therefore we can notice the great change in 

knowledge among the community members of Njombe Town council. Since not all 

respondents had right answers for the questions asked, this diversity shows there is a need 
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for more intensive information and communication strategic efforts  to promote the 

universal understanding of  health benefits of medical male circumcision. 

5.4:  Attitude towards Medical Male Circumcision 

The researcher found that, there is positive change of attitude towards medical male 

circumcision among community members of Njombe Town council. As 60.3% of 

respondents strongly agreed of circumcised men enjoy sex more than uncircumcised men. 

The attitude that can drive many uncircumcised men in the community to access medical 

male circumcision in order to enjoy sex while at the same time acquiring other important 

benefits of Medical male circumcision. Respondents were posed to the statement 

“Circumcised men have more sexual feelings than uncircumcised”, 60.9% of respondents 

agreed and strongly agreed with the statement, making results to be slightly similar to 

those of the first question. The attitude that might be true among community members as 

sexual enjoyment depends largely on sexual feelings of the beholder.  Moreover, 71.8 of 

all respondents and 17.9% of respondents strongly agreed and agreed respectively with 

that all men irrespective of their age should be circumcised. Furthermore, more than 55% 

either strongly agreed or agreed with the statement that male circumcision proves 

manhood, the other positive attitude that can promote the increase of the prevalence of 

medical male circumcision. When the researcher wanted to examine the attitude of 

respondents towards medical circumcision in relation to condom use, 41% of respondents 

and 16% of respondents disagreed and strongly disagreed respectively to the negative 

attitude of circumcised men to safely have sex without using condom. Something that 

shows at least 50% of respondents who participated in the study had a positive attitude 

towards MMC that made them stay negatively to wrong perceptions or myth that will put 

them in danger after being circumcised. However 72.5% of respondents either strongly 

disagreed or disagreed with the attitude that male circumcision as an old practice in our 

community which doesn‟t need to be re-introduced. Overall results of this study revealed 

the attitude of respondents to be positive. Such results are supported by inferential 

analysis results of the study at 5% level of significance, whereby results show the 

positive correlation of change in knowledge and attitude towards medical male 

circumcision among community members of Njombe Town council as well as the 
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presence of significant change in attitude among community members of Njombe Town 

council that has the significant impact in their practices towards medical male 

circumcision. These findings resemble those found by Nyoni & Ellion (2017) in their 

study that assessed knowledge, attitude and practices of men towards voluntary male 

medical circumcison in Zimbabwe. Which found attitude transiformation  especially 

within socities  possessing  high level of education as most of their respondents had 

attained secondary education similaly to this study.  

5.5:  Practices surrounding Medical Male Circumcision 

The study revealed that male circumcison is practiced among community members of 

Njombe town council. This is highly associated with high knowledge on Medical Male 

circumcision as well as positive attitude towards medical male circumcision people have. 

As the study found, among respondents 73.7% of them procraimed to practice male 

circumcision at their community. While 82.1 % of respondents said their community 

promotes MMC campaigns something that contributes to the  increase of awareness and 

79.5% of respondents were willing to recommend MMC to their uncircumcised friends or 

family members. Conversely, it was also found 67% of respondents reported to have been 

discussing MMC issues with their friends in their community. This evidences practices 

which in one way or another contribute to increase of prevalence of male circumcision in 

Njombe Town council.   

Age of circumcision in the community was the other thing the researcher wanted to 

examine among practices which are related to circumcision in the community. This 

practice seamed to have great diversity from one respondent to another as it was found 

that, 13.5% of respondents reported the best age for male circumcision is infant age (less 

than 1 year), 23.7% of respondents reported the right age to be childhood age (1-9 years), 

28.2% of respondents reported the prefered age at their community is adolescent age (10-

16 years) and 20.5% of respondents said to have no preference when it comes to age of 

circumcision. While those who reported adult age and those who didn‟t know were less 

than 10% of all respondents. These findings are in line with the study conducted by 

Nevin et al., (2015) in communities that have no culture of circumcison, it was reported 

that since such communities had no circumcison in their cultural norms therefore there is 
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no age that is common to all people to get circumcised.  Decision making for a male 

member to be circumcised is the other important thing to be considered in practices 

patterns relating to male circumcion, hence the researcher wanted to know who makes 

decision for a person to be circumcised. 73.7% of respondents reported both parents are 

responsible for the decision of circumcision. This finding is a bit different from a study 

conducted at the community practicising tradition circumcison where majority reported 

fathers are the ones with mandate to allow a male member to be circumcised (Mwita et 

al., 2011). Having a large percent of respondents whose communities decision made by 

both parents shows how awareness has raised among community members of Njombe 

Town council. 10.9% of respondents reported it is fater who makes decision for a male 

member to be circumcised while 10.3% of respondents reported it is a client himself who 

decides of whether to be circumcised or not. The small percent of respondents who 

argued the decision to be made by clients themselves is reflected by small single 

population that participated to this study while a great number of above 70% of 

respondents is reflecting the decision made by married respondents who make decision to 

their male children. Majority of respondents (91%) reported  that, male circumcison is 

performed by a medical doctor. These findings are relevant to circumcision guidelines 

provided by NACP under ministry of Health (MoHCDGEC) which introduced Male 

circumcison as HIV prevention strategy to areas with low circumcision prevalence 

(NACP, 2009). Circumcision is good for the health of the client only if it is provided at 

the right area by the right pearson. Thus the researcher wanted to know where do they 

send their male members for circumcision, 95.5% of respondents reported to have been 

using health facilities for medical male circumcision. These results reveal best practice 

among community members Njombe Town council, as circumcision provided at health 

facilities is described as best practice by PEPFAR at their PEPFAR‟s Best Practices for 

Voluntary Medical Male Circumcision Site Operations (PEPFAR, 2012). Circumcision 

complication is the other thing the researcher examined among practices of people in 

male circumcision. That is where do they report in case complication has happened to a 

male member, majority of respondents who accounted 91% of all respondents reported to 

send circumcision complications cases to hospital rather than other areas like police or 

traditional healers.  
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That is considered to be the best practice as it always saves lives of clients who 

experience circumcision complication far better than any other option (Williams & 

Kapila, 1993). 
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CHAPTER SIX 

SUMMARY, CONCLUSION AND IMPLICATION 

6.1:  Introduction 

This chapter presents summary of all the discussion on the findings of this study and its 

conclusion. Furthermore policy implication of the study, programmatic implications and 

use of the findings for the strategic planning are presented. As the study was conducted at 

community level, it was expected to have some limitations which are as well discussed in 

this chapter hence providing the room for areas for further evaluation of the project. 

6.2:  Summary and Conclusion 

Voluntary medical male circumcision has been adapted by Tanzania as the HIV 

prevention strategy especially for areas with high HIV prevalence and low prevalence of 

medical male circumcision. Njombe being one of strategic areas for this intervention 

started implementing Voluntary medical male circumcision to its people since 2009. All 

these initiatives have been done by the Government of Tanzania with the support from 

different stakeholders such as USAID, CDC and Global fund.  This intervention aimed at 

transforming community from its cultural norms which hindered the male circumcision to 

norms that will favor male circumcision for all males. Hence, the intervention contributed 

to changes in knowledge on medical male circumcise, attitude towards medical male 

circumcision and practices towards medical male circumcision. Attributes which when 

attain a positive gain will ensure the sustainability of voluntary medical male 

circumcision project in Njombe region. 

Therefore this study evaluated changes in knowledge, attitude and practices towards 

medical male circumcision, among community members of Njombe Town council by 

looking on three objectives which were; Firstly, to examine the knowledge of community 

members on medical male circumcision in Njombe Town council, secondly, to determine 

the attitude of community members towards medical male circumcision in Njombe Town 

council and thirdly was to examine practices  of community members  towards medical 

male circumcision in Njombe Town council.  
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To get information on those objectives the researcher used a structured questionnaire 

which was administered to 156 respondents from the community of Njombe Town 

council and results were as follows; 

With regard to the first objective of examining the knowledge of community members on 

medical male circumcision in Njombe Town council, results showed that community 

members are well informed on medical male circumcision (MMC) making majority of 

them have adequate knowledge on circumcision. As most of respondents showed to know 

clearly benefits of male circumcision, the relation of medical male circumcision with 

HIV and STIs. Furthermore, respondents showed to have knowledge about medical 

circumcision on its benefits on penile hygiene and prevention of the risk of penile cancer.  

Thus the project despite of reaching its target of increasing the prevalence of medical 

male circumcision to 80% by 2018 in Njombe Town council it has outcomes in change of 

knowledge among community members, something that can ensure the sustainability of 

it, long after the phase out time.  

These findings were statistically justified by the correlation between variables in which 

the positive correlation was found between knowledge and attitude with the coefficient of 

0.865 and the p value of 0.014 as well as the correlation between knowledge and 

practices was positively with the coefficient of 0.685 and the p value of 0.001 at the 

coefficient level of 0.05. 

On the second objective, that aimed to determine the attitude of community members 

towards medical male circumcision in Njombe Town council.  Results revealed that, 

there is positive attitude towards medical male circumcision among community members 

of Njombe town council. There were a positive correlation between attitude and changes 

in practices of medical male circumcision. Where by, the correlation coefficient between 

attitude and practices was 0.769 and the p – value was 0.03, hence rejecting the null 

hypothesis in favor of alternative hypothesis that said there is a significant change in 

attitude that has an impact in practices towards male circumcision among community 

members of Njombe Town council.  
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Practices of community members towards medical male circumcision in Njombe Town 

council were examined in the third objective. In which results revealed 73% of 

respondents who participated in the study declared male circumcision to be practiced in 

their community while 82% of respondents said their community promotes male medical 

circumcision. Majority of respondents reported male circumcision in Njombe town 

council is practiced by medical personnel that is the medical doctor at health facilities. 

Whereby decision for a male member to be circumcised was found to be the decision for 

both parents when a client is less than 18 years old while for the youth aged above 18 

years old the decision was made by the client himself. Therefore, generally practices 

towards male circumcision among community members in Njombe Town council 

showed male circumcision is practiced in Njombe Town council and there are practices 

which reflect changes in practices since the start of the implementation of this project. 

Hence, out of this findings the researcher concludes that community members of Njombe 

Town council have understanding on medical male circumcision. The knowledge that has 

made them change in their attitude and practices towards medical male circumcision. 

Moreover, the researcher also concluded the attitude of community members towards 

medical male circumcision among community members of Njombe Town council has 

greatly changed to the extent of influencing practices of community towards medical 

male circumcision. Attitudes of community members on medical male circumcision in 

the other way have been positively impacted by great changes in knowledge among 

community members of Njombe Town council. Lastly, the researcher while assessing 

practices of community members towards medical male circumcision concluded that, 

community members practice male circumcision and have practices that reflect the 

performance of male circumcision in their communities. 

6.3:  Policy Implication 

Findings of this evaluation study provides the government and other stakeholders dealing 

with the advocacy of medical male circumcision in Tanzania the clear picture of changes 

taking place to people on medical male circumcision due to their efforts. These changes, 

particularly evaluated by this study that is knowledge, attitude and practices of 

community members towards medical male circumcision can ensure the sustainability of 
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medical male circumcision in the region. Therefore the study has the following policy 

implications, firstly; the study will help ministry of health (MoHCDEC) and other 

stakeholders in planning, resource allocation and decision making and re – orientation of 

Voluntary Medical Male Circumcision (VMMC) project at all levels. Furthermore this 

study has policy implication to non-circumcising communities in Tanzania such as those 

living in Southern Highland zone of Tanzania as will contribute to the efforts in utilizing 

medical circumcision as the priority HIV prevention strategy in those areas.  

6.4:  Programmatic Implication and use of findings for strategic planning 

Results from this evaluation study will provide government with useful information that 

will be used during the preparation of project strategic plans not only that but also will act 

as the baseline information for the government to expand coverage area for project 

implementation so that many other people should benefit from the project in the country. 

Moreover the government will use information from this evaluation study to facilitate 

health facilities to be able to accommodate and scale up circumcision on male children. 

6.5:  Limitations 

This evaluation study has some constraints which are presented as follow, firstly; the use 

of self-administered questionnaire to collect data for this study. As participants would not 

be given a chance to explain or clarify their views or ambiguous questions hence the 

information obtained might not be a true reflection of their views. Secondly; due to 

budget and time constraints only three wards were selected for their community members 

to participate in the study thus study results are just generalized for the whole community 

of Njombe town council and not actual findings from every member of the community. 

These limitations were addressed as follows, firstly; the questionnaire used had a 

numerous answers for each question to provide a wide range of alternatives which 

respondents could choose, also the questionnaire used was piloted to people with similar 

characteristics as those of the study participants this is to ensure it captures necessary 

information as intended for the study. Secondly, the budget and time constraints were 

addressed through calculating statistically representative sample making the findings 

valid to be generalized to the whole community of Njombe Town council. 
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6.6:  Areas for further evaluation 

This evaluation study has evaluated outcomes of voluntary medical male circumcision 

project on changes in knowledge, attitude and practices towards male medical 

circumcision among community members of Njombe town council. The scope that left 

aside some other important aspects of medical male circumcision unevaluated. Therefore 

the researcher recommends the following areas for further evaluation; 

i. Assessing the quality of medical male circumcision provided by health 

facilities. 

ii. Availability of health facilities which qualify to deliver medical male 

circumcision in Njombe Town council. 

iii. The sustainability of voluntary medical male circumcision in Njombe 

Town Council. 
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APPENDICES 

Appendix 1: Participant’s Questionnaire 

Dear participant, I am Boniface I. Mhagama, a student at Mzumbe University pursuing 

Master of Science in Health Monitoring and Evaluation (MSc.HME). I am conducting an 

evaluation study on “Outcome evaluation of Voluntary Medical Male Circumcision 

project on changes in knowledge, attitude and practices towards male medical 

circumcision, among community members of Njombe Town council”. I kindly ask for 

your cooperation to make this study successful. I assure you that the information provide 

will be treated with strict confidentiality and will only be used for academic purpose. 

PART 1. GENERAL INFORMATION 

Select your response by circling your appropriate choice 

1. Gender of the respondent. 

a) Male    b) Female 

 

2. In which Age category do you belong? 

a) 18 -28  b) 29 – 39 c) 40-50 d) 51 and above 

 

3. Marital status? 

a) Married 

b) Single 

c) Separated 

d) Widow 

 

4. What is your highest level of education? 

a) Primary 

b) Secondary 

c) University 

d) Others, specify ______ 

 

5. What is your occupation? 

a) Farmer 

b) Employed 

c) Business 

d) Others, specify ______ 
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PART 2.  KNOWLEDGE ON MMC 

For each statement, indicate your response by ticking the appropriate box 

 Question True False Not 

sure 

Code  1 2 3 

6.  Circumcision of a man who does not have 

HIV reduces his chance of getting HIV 
   

7.  Circumcision of a man who does not have  

HIV does not completely remove his 

chance of getting HIV 

   

8.  The is NO chance for a circumcised man to 

get HIV 
   

9.  Circumcision of a man with HIV does not 

protect his partner from getting HIV 
   

 

Now, tell me what you know about circumcised and uncircumcised men 

based on the following statements 

10.  It is easier to get HIV when a male is  Circumcised ………….. 1 

Uncircumcised ……….. 2 

No difference ………….3  

Don‟t know ……………4 

11.  It is easier to get an STD if a male is  Circumcised ………….. 1 

Uncircumcised ……….. 2 

No difference ………….3  

Don‟t know ……………4 

12.  It is easier to maintain penile hygiene when 

a male is 

Circumcised ………….. 1 

Uncircumcised ……….. 2 

No difference ………….3  

Don‟t know ……………4 

13.  It is easier to get penile cancer if a male is  Circumcised ………….. 1 

Uncircumcised ……….. 2 

No difference ………….3  

Don‟t know ……………4 

 

PART 3.  ATTITUDE TOWARDS MMC 

For each statement, indicate your response by ticking the appropriate box 

 Question Strongly 

agree  

Agree No 

Opinion 

Disagree Strongly 

Disagree 

CO

DE 

 1 2 3 4 5 

14.  Circumcised men 

enjoy sex more than 

uncircumcised men 
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15.  Circumcised men 

have more sexual 

feelings than 

uncircumcised men 

     

16.  Circumcised men can 

safely have sex 

without using 

condom and don‟t get 

infected with HIV as 

compared to 

uncircumcised men. 

     

17.  It is important for all 

males irrespective of 

their age to be 

circumcised. 

     

18.  Male circumcision 

proves manhood 

     

19.  Male circumcision is 

an old practice in our 

community and don‟t 

need to be re- 

introduced. 

     

 

PART 4.  PRACTICES TOWARDS MMC 

For each statement, indicate your response by ticking the appropriate box 

 Question  Yes No 

Code  1 2 

20.  Do you practice Medical male circumcision  

at your community 

  

21.  Does your community promote Medical male 

circumcision as HIV prevention strategy 

campaigns  

  

22.  Do you recommend Medical male 

circumcision  to your uncircumcised male 

friend/ male community member 

  

23.  Do you discuss  Medical male circumcision 

issues with your friends 
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Read a statement and choose one possible answer 

24.  At which age do you send your community 

members for male circumcision  

Infant (0 to < 1 year) 

………… 1 

Child (1-9 years)……………... 

2 

Adolescent (10-16 

years)…….. 3 

Adult (17 years and 

above)……4 

No preference 

........................... 5 

Don‟t know 

…........................... 6 

25.  Who makes decision for a male member to 

be circumcised at community 

Father 

………………………… 1 

Both parents 

………………….. 2 

Clan elders 

…………………….3 

Client 

………………………….4 

Other (Specify) 

......……………5 

Don‟t know 

…………………...6 

26.  Who is responsible to perform Male 

circumcision at your community 

Medical Doctors…1 

Nurses ………….. 2 

Traditional 

Circumcisers …… 3 

Other (Specify) ...  4 

No preferences …  5 

Don‟t know ……   6 

27.  Which place is used for performing male 

circumcision at your community 

Health facilities (state/ Private) 

…1 

At home 

…………………………2 

Other (Specify) 

………………… 3 

No preferences 

………………… 4 

Don‟t know 

……………………. 5 

28.  How much does it cost for one to receive 

Male circumcision service at your 

community 

Free …………………………..     

1 

Less than Tsh.10000 …………     

2 
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Between  Tsh.10000 – 20000 

…   3 

Between  Tsh.20000 – 30000 

…   4 

More than Tsh. 30000 

…………   5 

No preferences 

………………...   6 

Don‟t know 

……………………   7 

29.  In case of circumcision complication to a 

community member , where do you report 

Police 

………………………….1 

Hospital  

………………………2 

Traditional healers 

……………3 

Other (Specify) 

……………….4 

Don‟t know 

…………………...5 

 

Thank you for your participation in this study. Do you have any question about the 

survey or any comment? 
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Kiambatisho 2: Dodoso la mshiriki 

Ndugu mshiriki, naitwa Boniface I. Mhagama, mwanafunzi katika chuo kikuu cha 

Mzumbe nasoma shahada ya uzamili ya sayansi katika ufuatiliaji na tathmini ya afya 

(MSc.HME). Nafanya utafiti juu ya “Tathmini ya matokeo ya mradi wa Tohara ya hiari 

ya kitabibu ya wanaume juu ya mabadiliko katika ufahamu, mtazamo na vitendo katika 

tohara ya kitabibu ya wanaume, miongoni mwa wanajamii wa Halmashauri ya Mji wa 

Njombe”. Ninaomba ushirikiano wako ili kuweza kukamilisha utafiti huu. Taarifa 

utakazotoa zitakuwa siri na zitatumiwa kwa madhumuni ya kitaaluma tu. 

SEHEMU YA 1: TAARIFA ZA KIDEMOGRAFIA 

Chagua jibu kwa kuzungushia mduara kwenye chaguo lako. 

1. Jinsi ya mshiriki. 

a) Mwanaume    b) Mwanamke 

2. Upo katika rika gani? 

a) 18 -28  b) 29 – 39 c) 40-50 d) 51 na Zaidi 

3. Nini hali yako ya ndoa? 

a) Nimeoa/ Nimeolewa 

b) Sijaoa/ sijaolewa 

c) Tumetengana au Mtalaka 

d) Mjane 

4. Kiwango cha juu cha elimu yako? 

a) Elimu ya msingi 

b) Elimu ya sekondari 

c) Elimu ya chuo kikuu 

d) Nyinginezo, Taja ______ 

5. Unajishughulisha na nini? 

a) Mkulima 

b) Muajiriwa 

c) Mfanya biashara 

d) Nyinginezo, Taja ______ 
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SEHEMU YA 2: UFAHAMU KUHUSU TOHARA YA KITABIBU YA 

WANAUME 

 Swali Kweli Si kweli Sina 

uhakika 

Msimbo  1 2 3 

6.  Tohara  kwa mwanaume ambaye hana 

maambukizi ya VVU hupunguza 

uwezekano wa kupata maambukizi ya 

VVU 

   

7.  Tohara kwa mwanaume ambaye hana 

VVU haipunguzi moja kwa moja 

uwezekano wa kupata VVU 

   

8.  Hakuna uwezekano kwa mwanaume 

aliyetahiriwa kupata VVU 

   

9.  Tohara kwa mwanaume mwenye VVU 

haiwezi mkinga mwenza wake kupata 

VVU 

   

 

10.  Sasa,niambie unachokifahamu kuhusu mwanaume aliyetahiriwa na asiye 

tahiriwa  kwa kuzingatia kauli zifuatazo. 

11.  Ni rahisi kupata VVU iwapo mwanaume Ametahiriwa …………… 1 

Hajatahiriwa …………… 2 

Hakuna tofauti …………..3  

Sijui ……………………..4 

12.  Ni rahisi kupata magonjwa  ya zinaa ikiwa 

mwanaume  

Ametahiriwa …………… 1 

Hajatahiriwa …………… 2 

Hakuna tofauti …………..3  

Sijui ……………………..4 

13.  Ni rahisi kudumisha usafi wa uume iwapo 

mwanaume 

Ametahiriwa …………… 1 

Hajatahiriwa …………… 2 

Hakuna tofauti …………..3  

Sijui ……………………..4 
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14.  Ni rahisi kupata kansa ya uume ikiwa 

mwanaume 

Ametahiriwa …………… 1 

Hajatahiriwa …………… 2 

Hakuna tofauti …………..3  

Sijui ……………………..4 

 

SEHEMU 3.  MTAZAMO JUU YA TOHARA YA KITABIBU YA WANAUME 

Kwa kila kauli, onyesha jibu lako kwa kuweka alama ya vema katika kisanduku 

sahihi. 

 Swali Nakubalia

na kabisa 

Nakubalia

na 

Sina 

maoni 

Sikubalia

ni 

Sikubaliani 

kabisa 

Msim

bo 

 1 2 3 4 5 

15.  Wanaume 

waliotahiriwa 

hufurahia ngono 

zaidi kuliko 

wanaume 

wasiotahiriwa. 

     

16.  Wanaume 

waliotahiriwa 

hupata hisia zaidi 

wakati wa 

kujamiiana kuliko 

wanaume 

wasiotahiriwa 

     

17.  Wanaume 

waliotahiriwa 

wanaweza kufanya 

ngono salama bila 

kutumia kondomu 
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ikilinganishwa na 

wanaume 

wasiotahiriwa. 

18.  Ni muhimu kwa 

wanaume wote bila 

kujali umri wao 

kutahiriwa 

     

19.  Tohara kwa 

mwanaume 

inathibitisha 

uanaume. 

     

20.  Tohara kwa 

mwanaume ni 

jambo la zamani 

na hakuna haja ya 

kuletwa upya. 

     

 

 4.  VITENDO VINAVYOHUSIANA NA TOHARA YA KITABIBU YA 

WANAUME 

Weka alama ya vema katika kisanduku chenye jibu sahihi kwako 

 Swali Ndiyo Hapana 

21.  Je mnafanya tohara ya kitabibu ya wanaume 

katika jamii yeko 

  

22.  Je jamii yeko inahamasisha kampeni za 

tohara ya kitabibu ya wanaume 

  

23.  Je huwa unashauli tohara ya kitabibu kwa 

rafiki au jamaa yako wakiume asiyetahiriwa 

  

24.  Je unafanya majadiriano yahusuyo tohara na 

marafiki zako 

  

Soma taarifa na chagua jibu moja linalokufaa 
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25.  Ni katika umri gani kwenye jamii yako 

wanaume hupelekwa kufanyiwa tohara? 

Mtoto mchanga (Chini ya mwaka 

1) 

.….................................................1 

Mtoto (mwaka 1-9)…………….. 2 

Vijana (miaka 10-16)……………3 

Watu wazima (miaka 17 na 

zaidi)…………………………….4 

Hakuna chaguo ........................... 5 

Sijui…..........................................6 

26.  Ni nani hufanya maamuzi kwa mwanaume 

kutahiriwa katika jamii yako? 

Baba ……………………………1 

Wazazi wote wawili ……………2 

Wazee wa ukoo ………..……….3 

Mteja ………..………………….4 

Wengineo (Taja) ....….…………5 

Sijui …………………………....6 

27.  Ni nani anayehusika na zoezi la kutahiri 

wanaume katika jamii yako? 

 

Daktari…………………………..1 

Wauguzi………………………...2 

Waganga wa jadi………………..3 

Wengineo (Taja) .........................4 

Hakuna chaguo...…………….....5 

Sijui ……………………………6 

28.  Ni sehemu gani ambayo hutumiwa 

kutekelezea zoezi la kutahiri wanaume katika 

jamii yako? 

Vituo vya afya(serikali/ Binafsi) ...1 

Nyumbani ……..…………………2 

Nyinginezo (Taja) ……………… 3 

Hakuna chaguo…….…………… 4 

Sijui ………………...…………...5 

29.  Ni kiasi gani inagharimu kupata huduma ya 

tohara kwa mwanaume katika jamii yako? 

Bure …………………………..1 

Chini yaTsh.10000 …………...2 

Kati ya Tsh.10000 – 20000 …..3 

Kati ya Tsh.20000 – 30000 …..4 

Zaidi ya Tsh. 30000 ………….5 
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Hakuna chaguo... …………….6 

Sijui ………………………….7 

30.  Inapotokea matatizo katika tohara kwa 

mwanajamii, ni wapi mnatoa taarifa? 

Polisi ………………………....1 

Hospitali  ……………………..2 

Waganga wa jadi ……………..3 

Nyinginezo (taja) …………….4 

Sijui …………………..............5 

 

Ahsante kwa ushirikiano wako katika utafiti huu. Je, una swali au maoni yoyote 

kuhusu utafiti huu? 
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Appendix 3: Mzumbe University Introduction letter 
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Appendix 4: Njombe Town council Permission letter to Njombe Town Ward 
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Appendix 5:  Njombe Town council Permission letter to Uwemba Ward 
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Appendix 6:  Njombe Town council Permission letter to Matola Ward 

 


