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            Executive summary  

Male initiation and circumcision 

The practice of male circumcision in the context of initiation in South Africa has 

received widespread publicity in the last decade, most of which has focussed on 

the Eastern Cape, due to high numbers of botched circumcisions and deaths. There 

have been concerns around traditional surgical procedures that may heighten the 

risk of infection, including HIV transmission, and also around the possible influence of 

cultural instruction on sexual risk-taking and gender-based violence that driver HIV. 

Improved understanding of these intersections is needed to inform appropriate HIV 

prevention and health promotion interventions.  Hence, this study sought to assess 

the attitudes of community members, at selected sites in the Eastern Cape, Free 

State and Limpopo provinces of South Africa, towards initiation and the practices of 

circumcision in non-medical and medical settings, as part of the rites of passage. 

The study also surveyed levels of knowledge of and attitudes towards HIV, and 

investigated sexual behaviour trends among respondents in the respective 

communities. 

Variations in circumcision practices 

It is important to note at the outset that communities included in this study use the 

term ‘circumcision’ to denote different procedures. In the Eastern Cape, the term 

circumcision, while referring to the surgical removal of the entire foreskin is often 

used interchangeably with the word ‘initiation’. This results from circumcision being a 

critical component of the rite of passage in Xhosa culture. Among the Sotho in the 

Free State, ‘circumcision’ is used in reference to a range of practices in different 

communities, from ritual incisions on the foreskin to partial or complete removal of 

the foreskin. Among the Venda in the Limpopo province, a clear distinction exists 

between the cultural instruction in social expectations of manhood and the removal 

of the foreskin; and there is wider acceptance of medical circumcision prior to 

going to the initiation lodge to complete the rites of passage. 

Circumcision and HIV prevention 

This study was undertaken before the rollout of the voluntary medical male 

circumcision (VMMC)  commenced in South Africa (April 2010).  VMMC has been 

incorporated into the national HIV prevention strategy on the basis of the findings of 

3 Randomised Controlled Trials (RCTs) that showed that circumcision reduces the risk 

of a man contracting HIV infection through vaginal sex by up to 60%. Although some 

initiation practices follow the same procedures as used in medical male circumcision 

(MMC), and some even incorporate MMC, the possible risk-reduction benefits of 

some forms of traditional circumcision have not been scientifically tested. More 

research is needed in this regard. However, this study did investigate perceptions in 

relation to circumcision and HIV risk reduction, and self-reported patterns of condom 

use before and after circumcision/initiation.  

  



Scope of the study 

The study investigated perceptions, attitudes and practices in relation to the 

following themes: 

 Circumcision: perceptions and practices 

 Initiation: perceptions and practices 

 Initiation and attitudes towards gender roles 

 Sexual behaviour 

 STI/HIV Knowledge, Perceptions and Related Practices 

 Consultations with health practitioners 

 

Key findings 

The study found that boys (and adult males) circumcise to ‘become men’ or to be 

‘accepted as men’. Even men from traditionally circumcising communities who 

underwent MMC cited social acceptance and the respect from men and women 

that comes with it as their main motivation. However, respondents were divided over 

whether men who underwent medical circumcision could be considered ‘real men’. 

Not surprisingly, more than 60% of traditionally circumcised men believed a 

medically circumcised man was not a real man. 

In the study sites, women overwhelmingly supported male circumcision, citing both 

the importance of recognition of males as men in their culture and their preference 

for a circumcised man as a sexual and marriage partner.  

There was contestation over the practice within circumcising communities – some 

males (interestingly, more among the medically than traditionally circumcised) 

reported being forced to circumcise, while others reported circumcising against the 

wishes of their parents. 

While much popular media draws attention to the fact that large numbers of 

initiates present themselves each year to initiation schools that have a poor record 

of  health and safety, the study found that boys and men wanted safe circumcision. 

The reputed safety of an initiation school was the main indicator for its selection by 

respondents. Traditional practitioners from the three cultural groups in the study 

indicated that they wanted circumcision to be conducted in safe and healthy 

conditions and were open to input from biomedical practitioners. However, efforts 

to improve the safety standards at initiation schools and to hold practitioners 

accountable for adverse outcomes need to take account of the different settings in 

which circumcision takes place, the different responsibilities of the roleplayers 

involved and the difficulties of monitoring. 

Risky sexual behaviour following initiation has been cited in various reports as 

indicating that cultural instruction encourages young men to engage in unsafe and 



coercive sex and to be disrespectful of women and older people1. While some 

respondents in this study did report such behaviour by initiates returning from the 

mountain or bush, others reported that initiates were better behaved. Some women 

cited positive behaviour traits that they believed were inculcated during initiation. 

Evidently, behaviour following initiation may not necessarily be attributable to the 

cultural instruction. The majority of traditionally circumcised men in the Eastern Cape 

and Free State were sexually active before circumcision. More needs to be known 

about the historical and changing role of initiation in influencing behaviour vis a vis 

socialisation in the family, at school, among peers and in the broader community.  

The study findings reflect significant contradictions between knowledge, attitudes 

and behaviour. A serious cause for concern is the high number of people who 

perceive they are at no risk or low risk of HIV infection risk, but who have been 

diagnosed with an STI, do not know their HIV status and do not use condoms. Also 

worrying are trends in condom use by men before and after initiation, indicating 

significant risk compensation. Together these findings highlight the need for 

comprehensive HIV prevention interventions targeting traditionally circumcising 

communities .  

The majority of respondents in all areas studied indicated that they wanted HIV 

prevention education included in the cultural instruction that forms part of the 

initiation process. This suggests that initiation schools could play a positive public 

health role in terms of promoting behaviour change. More than 85% of female 

respondents said this was important. The mechanism for delivery will be critical in 

terms of acceptability and the prospects for sustaining, scaling up and monitoring 

such an intervention. 

Recommendations 

As noted, this study was undertaken to inform interventions at community level 

supported by the Culture and Health Programme of the AIDS Foundation of South 

Africa. The recommendations therefore relate mainly to considerations for the 

design, implementation and monitoring of such interventions. However, they also 

identify further research questions and policy issues.

                                                 

1 See for example Vincent L. 2008. ‘Boys will be boys’: traditional Xhosa male circumcision, HIV and 

sexual socialisation in contemporary South Africa. In Culture, Health & Sexuality. Volume 10, Issue 5. 

2008  

http://www.tandfonline.com/loi/tchs20?open=10#vol_10
http://www.tandfonline.com/toc/tchs20/10/5
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           Introduction  

"I count my days as a man from the date of my circumcision." 

Former South African President, Dr Nelson Mandela 

Male initiation is practised by most South African ethnic groups (Ndebele, Pedi, Southern 

Sotho, Tsonga, Tswana, Venda, and Xhosa). The main exception is the Zulu community, in 

which the practice came to an end during the reign of King Shaka.  

The purpose of initiation schools in South Africa is to prepare youth for the transition to 

manhood, through cultural teachings. In her paper entitled ‘Male circumcision in South 

Africa: How does it relate to public health’ Kathryn Stinson2 writes that a profound aspect 

of initiation is the acquisition of cultural knowledge with initiation lodges being where 

young men receive instruction in courtship and marriage practices, cultural expectations 

regarding their social responsibilities, and conduct as men in the community. 

Consequently, in many communities that practice this time old tradition males are 

afforded numerous privileges associated with their status of manhood following initiation. 

Due to the closed nature of such institutions, there has been a lack of comparable 

statistical data on initiation schools. Stinson refers to research carried out in 1990, ‘in which 

45 youths presented with varying stages of septic circumcision at the Cecilia Makiwane 

Hospital (CMH), Ciskei, between December 1988 and January 1989, resulting in a 9% 

mortality rate’. City Press (9 January 2005) reported that ‘6000 youths have been 

hospitalised in provincial hospitals and more than 300 have died due to botched 

circumcisions in the province since 1995’.3 The Eastern Cape Provincial Department of 

Health recorded 177 deaths and 107 genital mutilations/ amputations between 2001 and 

20054, and reported 91 deaths as a result of complications of traditional circumcision in 

20095. 

Practices in all initiation schools, including in those where no deaths or mutilations have 

occurred, have implications for the health, attitudes and behaviour of initiates, including 

their HIV risk and that of their sexual partners. Recent studies linking medical male 

circumcision to significantly reduced risk of HIV infection for men 6  have led to mass 

voluntary medical male circumcision (VMMC) being recommended for countries that 

have a high HIV prevalence (above 3% of the general population), generalised 

                                                 
2 Stinson K. Male circumcision in South Africa: How does it relate to public health. Accessed from 

http://www.africanvoices.co.za on 21 April 2010 

3Stinson K. Male circumcision in South Africa: How does it relate to public health. Accessed from 

http://www.africanvoices.co.za on 21 April 2010 

4 Quoted in Meissner O, Buso DL. 2007. Traditional male circumcision in the Eastern Cape – scourge or blessing. 

South African Medical Journal. 97(5) 371-373 
5 DOH Provincial spokesperson Sizwe Kupelo. See: http://mg.co.za/article/2010-06-30-botched-circumcisions-

kill-40-in-sa, accessed 30 June 2010. 

6 Research findings from several country studies showing reduced risk of HIV infection for circumcised men 

were presented at the 17th  International AIDS Conference in Mexico. See 

http://www.avac.org/pdf/roadmap_brief.pdf However, a recent study conducted by the Medical Research 

Council and the Human Sciences Research Council found that circumcised men in South Africa were currently 

as likely to be HIV-positive as uncircumcised.  See http://www.dispatch.co.za/article.aspx?id=267012 

http://www.africanvoices.co.za/
http://mg.co.za/article/2010-06-30-botched-circumcisions-kill-40-in-sa
http://mg.co.za/article/2010-06-30-botched-circumcisions-kill-40-in-sa
http://www.avac.org/pdf/roadmap_brief.pdf
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heterosexual HIV epidemics and low rates of male circumcision. 7  The World Health 

Organisation (WHO) and the Joint United Nations HIV/AIDS Programme (UNAIDS) have, 

however, cautioned that circumcision should be part of a comprehensive HIV prevention 

strategy that promotes the consistent and correct use of condoms and safer sexual 

practices8. For this approach to yield the desired impact of mitigating HIV and AIDS, it is 

critical that work be conducted with initiation schools to ensure that traditional 

circumcision practices meet medical health and safety standards and that cultural 

teaching supports comprehensive HIV prevention messaging. Efforts to date in this regard 

have encountered challenges, in terms of access, acceptability and sustainability9 and 

innovative ways need to be found to make best use of opportunities to incorporate HIV 

prevention and sexual and reproductive health into initiation. 

  

                                                 
7 AVERT. Circumcision and HIV. http://www.avert.org/circumcision-hiv.htm (Accessed 24 May 2012) 

8http://www.who.int/hiv/topics/malecircumcision/en/index.html accessed 10 November 2008 

9  See Peltzer K, Nqeketo A, Petros G and Kanta X. 2008. ‘Traditional circumcision during manhood initiation 

rituals in the Eastern Cape, South Africa: a pre-post intervention evaluation’. BMC Public Health 2008, 8:64  

http://www.avert.org/circumcision-hiv.htm
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Community differences in the practice of initiation  

While cultural teachings around manhood, sexuality and responsibilities to the community 

are incorporated into the practice of initiation across ethnic groups in South Africa, a 

number of distinct differences also exist. The broad areas in which distinction can be 

drawn among the Southern Sotho, Venda and Xhosa practices are with respect to:  

 how circumcision is defined; 

 its role in the rites of passage;  

 attitudes towards circumcision in a medical setting; 

 the seasonal timing of initiation;  

 the age at which a male attends initiation; 

 the setting and practical arrangements for initiation;  

 the people directly involved (eg traditional surgeon, nurse, male relative and 

their roles in different groups); and 

 the inclusion or exclusion of females in matters of initiation.   

These differences are outlined briefly below. 

Use of the term ‘circumcision’ 

The term circumcision is used medically to refer to the surgical removal of the prepuce 

(penile foreskin). When used in the context of male initiation, the term takes on different 

meanings from one community to another. In some communities ‘circumcision’ implies 

any ritual cutting procedure performed in the region of the male genitalia, even if no 

incision or cut is made to the foreskin. In other communities the terms ‘circumcision’ and 

‘initiation’ are synonymous, used interchangeably with no clear distinction on whether one 

is referring to instruction during the rite of passage or to surgical procedures during the 

rites.  

In the context of this study, the term circumcision is used to refer to the surgical removal of 

part or the entire foreskin. More specifically the words ‘partial’ or ‘complete’ precede the 

word ‘circumcision’ to distinguish. It is important to note that the HIV risk reduction and 

other health benefits ascribed to circumcision relate to complete medical circumcision as 

performed in the three Randomised Controlled Trials (RCTs) conducted. In a survey at the 

South African (Orange Farm) RCT site, 45% of men who responded reported that they 

were already circumcised but were found not to be circumcised in terms of the medical 

definition10 (i.e. complete removal of the foreskin). 

It is important therefore that interventions and communication on circumcision are clear 

with respect to what is meant by the term ‘circumcision’ and that it is only the complete 

surgical removal of the foreskin that has been shown to offer reduced risk against HIV 

among men. Whether this procedure conducted in a traditional setting offers the same 

risk reduction has not been tested. 

                                                 
10 AUVERT, Bertran et al. Key facts on male circumcision. SAMJ, S. Afr. med. j. [online]. 2009, vol.99, n.3, pp. 150-

151. ISSN 0256-9574. 
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Role of circumcision in practices of initiation 

Among the communities of focus in this study, the Venda (Thulamela), Xhosa (Buffalo City 

and Nyandeni) and the Southern Sotho community of Mohokare incorporate ritual 

circumcision. The Southern Sotho community of Metsimaholo, however, does not practice 

ritual circumcision and instead, as a sign that males have undergone the rite, they receive 

two ritualistic marks on their body. While circumcision is but one aspect of initiation, it has 

caused growing public concern due to death, injury and sickness resulting from the way it 

is practised, especially in the Eastern Cape. Stinson11 attributes these consequences to five 

factors:  

1) Inadequate training and competence of the traditional surgeons leading to errors in 

surgical technique;  

2) The use (and re-use) of non-sterile surgical instruments, which may spread blood-borne 

infections, such as Tetanus, Hepatitis B and STIs, including HIV.  

3) Youth becoming sexually active at an increasingly younger age, leading to a higher 

prevalence of STIs among initiates (transmitted through the re-use of non-sterile 

equipment). 

4) Medical complications occurring during the aftercare period of the initiates. 

5) Severe dehydration due to initiates being discouraged from drinking fluid post 

circumcision. 

Attitudes towards circumcision in a medical setting 

In April 2009 the KwaZulu-Natal Department of health (KZN DoH) launched a medical 

male circumcision campaign geared towards reducing the risk for HIV infection among 

men and subsequently reducing the prevalence and incidence of HIV nationally. 

Informed by findings of the South African Orange Farm RCT showing circumcision to have 

a significant protective effect, this campaign served as a pilot for the National 

Department of Health (NDoH) and has since been expanded to the provincial health 

departments of Limpopo, Free State, Northern Cape, Gauteng, the Western Cape and 

most recently in 2011 the Eastern Cape.  

Limpopo province communities showed the least resistance to circumcision in a medical 

setting. Although a large proportion of males undergo circumcision at initiation lodges, it is 

important to note that through interactions between the Limpopo Province Department 

of Health (LPDoH), traditional leaders, health, and initiation school practitioners, males 

have the option of being circumcised at a medical facility and then reporting to the 

lodge for cultural instruction.  

In the Free State province and especially in rural communities in the Eastern Cape there is 

heavy resistance  to males undergoing circumcision at a medical facility, as opposed to 

at an initiation lodge as part of the rites of passage. In the Eastern Cape this is most likely 

as a result of circumcision being strongly tied to the process of initiation into manhood. 

Among the Sotho communities surrounding Metsimaholo there is generally less resistance 

than among those surrounding Mohokare. This may also be explained by noting that 

initiation in Mohokare as with the Eastern Cape, incorporates the removal of the foreskin 

                                                 
11Stinson K. Male circumcision in South Africa: How does it relate to public health. Accessed from 

http://www.africanvoices.co.za on 21 April 2010 
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(i.e. complete circumcision) whereas in Metsimaholo it does not. In communities practising 

complete circumcision, the medical circumcision campaign is viewed by some as a 

threat to the integrity of the rites of passage. 

As previously stated, initiation in Limpopo incorporates complete circumcision at a 

‘lodge’. It is interesting to note therefore that, despite this, communities in Thulamela have 

become largely open to substitution of ritual circumcision with the medical option, and 

that a boy, at his discretion and/or that of his parents, can be circumcised at a medical 

facility prior to reporting to the lodge for cultural instruction. This situation could serve as an 

opportunity to benchmark strategies for increasing collaboration between traditional and 

biomedical stakeholders in the other provinces. 

Timing of initiation 

Xhosa, Venda and Southern Sotho initiation practices differ also with respect to the season 

when initiation occurs and the age at which one is generally permitted to undergo the 

rite. In the Limpopo province, the Venda (also the Pedi and Tsonga) hold initiation during 

winter, often over the June to July midyear school break. The Southern Sotho (Free State) 

and Xhosa (Eastern Cape) hold winter initiation at around this time in addition to summer 

initiation in late November through to December12.  

Traditional surgeons from the five communities in this study agreed that the colder winter 

months were favourable to reduce risk of disease and complications such as septicaemia. 

However, surgeons from the Eastern Cape refused to comment on statements made in 

Limpopo Focus Group Discussions (FGDs) that the summer weather conditions played a 

huge factor in the initiation associated deaths among Xhosa initiates. It is noteworthy that 

in the time between the study being conducted and the release of this report the 

Southern Sotho communities of Metsimaholo and Mohokare have been observed to be 

moving away from winter initiations. 

Age of initiates 

With respect to the age at which a boy generally undergoes initiation, among the Venda 

an average age of 12 years was reported. Traditional surgeons (known in the Venda 

language as Maine) serving as key informants in this study reported that in some areas 

boys between the ages of 9 and 14 years reported for initiation whilst in others it was older 

boys, frequently between the ages of 17 and 20 years. This later grouping corresponds to 

the most common ages for initiation among the Xhosa and Southern Sotho, with initiation 

of boys under the age of 16 years generally being considered unacceptable.  

  

                                                 
12 In the Free State however discussions between various stakeholders including initiation practioners and the 

Free State Department of Health (FSDoH) were initiated in the year 2011 aimed at restricting initiation to the 

summer season. 
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Table 1: Age at initiation (by province) 

Province / group Minimum age at 

initiation as reported in 

study 

Statutory minimum age for 

traditional circumcision 

Average age at 

initiation among study 

respondents 

Eastern Cape / 

Xhosa 

16 1613 20 

Free State / Sotho 16 Not stated in Free State 

Initiation School Health Act 

1 of 2004. Legally defer to 

Children’s Act No.38 of 

2005 which stipulates 

minimum age for 

circumcision as 16 

18 

Limpopo/  Venda  9  Not stated in Northern 

Province Circumcision 

Schools Act of 1996.  

12 

The setting and practical arrangements for initiation 

The processes involved in initiation of males differ from community to community across 

and within the provinces. In the Free State, Limpopo and some parts of the Eastern Cape, 

cohorts of males attend initiation together and reside at an initiation lodge throughout the 

season. In other parts of the Eastern Cape however, more especially in the Pondoland 

area, it is not uncommon for males to undergo initiation individually, residing in solitude in 

a purpose-built hut in the bush, without the company of other initiates. 

In the Free State, the owner of the initiation school appoints men to reside with the initiates 

throughout their initiation. Some of these men (teachers) are responsible for imparting 

cultural knowledge to initiates, others are responsible for cooking and caring for the 

camp, while the more senior men serve as supervisors (masters) to the teachers in the 

absence of the owner of the school. In many instances the traditional surgeon who 

perform the circumcisions will reside in the lodge as well, though there is flexibility in terms 

of their being able to leave the camp, as is the case with the traditional healer who 

attends. Fathers and other male family members and friends who have previously been 

initiated may visit initiates but are allowed only as far as the boundary of the lodge. 

The situation in Limpopo closely resembles that of the Free State. One distinction is that 

males who have been previously initiated are permitted to enter the lodge and hence 

can provide support in caring for initiates. 

In the Eastern Cape, lodges cohorts of initiates are visited by a carer for approximately ten 

days following their circumcision. In this time the carer dresses the initiates’ wounds and 

teaches them how to care for one another’s wounds. In the strictest of practices, initiates 

are discouraged from drinking liquid and eating soft food as it is traditionally believed this 

will cause sepsis (a feature notably absent in the practice in Limpopo and the Free State). 

A period of seclusion follows lasting from three to four weeks in which the cohorts are not 

                                                 
13 Application of Health Standards in Traditional Circumcision Act (Eastern Cape) (Act No.6 of 2001) accessed 

from http://www.ecdoh.gov.za/uploads/files/170806092622.pdf on 23 August, 2010 

http://www.ecdoh.gov.za/uploads/files/170806092622.pdf
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visited by anyone before they rejoin the community as men. It is during this seclusion that 

complications from poor post-operative care, or lack thereof, most often causes infections 

that can later lead to mutilation of the genitals or even death of initiates.   

Inclusion or exclusion of females in matters of initiation 

Male initiation is culturally defined in each of the three provinces to be the exclusive 

domain of men and as such the final decision regarding whether and when a son should 

go for initiation often rests with them. In all three provinces, men are traditionally barred 

from discussing what happens during initiation with women and the non-initiated. Often, 

the role of women is confined to activities that do not bring them into contact with 

initiates once the rites have begun. In the Eastern Cape, women may take part in 

thatching of the huts erected for use as lodges, and in the preparation of meals for the 

celebrations that accompany the return of males from initiation. This role is similar for 

women in the Free State and Limpopo. In the Free State it is a  common practice that 

where a father and son agree to the son’s initiation and the mother disagrees, the child 

will be permitted to attend. In order for the son of a widow to attend initiation, permission 

must be obtained from the woman (if the son is 16 or 17 years old), her son and a male 

relative of the boy’s father. In the absence of a male relative’s approval, the child would 

be denied permission. However, it has come about in the context of rights in the South 

African legal system that if the male relative and son are keen on initiation but the mother 

is opposed, Free State initiation schools will generally not accept the boy, for fear of legal 

action by his mother in the event that the child comes to some harm. 

It is in Limpopo province that women play perhaps the most proactive role in male 

initiation. Single mothers are able to decide on their sons attending initiation, although 

they must find a male to represent their position. During initiation, women erect a camp 

close to the lodge and prepare meals daily for initiates, who are brought out of the lodge 

to collect this food from the women at a halfway point between the lodge and the 

women’s camp. In this manner, women, although not permitted to know what happens 

inside the lodge, are able at least to see initiates on a daily basis and ascertain that they 

are well. 
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        Research approach and methodology  

Rationale for the study 

Traditional circumcision practices and the conditions in which they are carried out have 

consequences for the health, safety and HIV infection risk of initiates. One of the crucial 

components of traditional initiation schools is cultural instruction in relation to the roles and 

responsibilities of men. As a result, initiation schools are an important focus for improved 

surgical procedures and post-operative care, and a potential source of information about 

health issues (HIV infections) and sexual behaviour in young men, as well as gender 

relations and masculinity.  

Most of the research that exists about initiation schools focuses on deaths and mutilations, 

and the need to improve traditional circumcision procedures. There is a lack of research 

into perceptions of men and women in traditionally circumcising communities regarding 

circumcision, sexual and reproductive health and both the negative and positive 

influences of initiation on sexual risk-taking. Improved understanding of the role that 

initiation schools could play in public health promotion and challenging masculinity 

stereotypes may help to foster a multifaceted approach to dealing with the dual scourge 

of HIV/AIDS and gender based violence (GBV) in South Africa.  

Study area and objectives 

This study was conducted by AFSA’s Culture & Health Programme (CHP)  and its 

implementing partner Community Based Organisations (CBOs) located across three 

provinces and five municipalities as shown in Table 2. These organisations were 

supported through the CHP to implement projects aimed at enhancing the role of 

initiation schools in health promotion and HIV prevention. Monitoring and evaluation of 

these CBO projects is carried out by the programme. 

Table 2: AFSA partner CBOs (by provincial and municipal locality) 

 Locality 

Partner CBO Province Municipality 

Ubuntu Bethu Eastern Cape Nyandeni 

People Fighting Gender Based 

Violence 

Eastern Cape Buffalo City 

Kopanang Babolotsi Cultural 

Organization 

Free State Metsimaholo 

Mofulatsepe Free State Mohokare 

Munna Ndi Nnyi? [Who is the real 

man?] 

Limpopo Thulamela 

Methodology 

The study used a combination of qualitative and quantitative methods. Interviews with key 

informants identified through snowball sampling were conducted in the target areas for 

the purpose of better understanding the local challenges faced in addressing culturally 

sensitive subjects such as circumcision. Key informants were drawn from a wide range of 

professions, including members of the South African Police Services (SAPS), government 

officials, health care workers, traditional surgeons, and community and traditional leaders.  
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Three Focus Group Discussions (FGDs) with 8-12 individuals were held in each area. These 

groups were constituted as indicated below: 

• Females aged 16 years and older,  

• Uninitiated males aged 16 years and older, and  

• Initiated males aged 16 years and older. 

A community situational analysis of each area employed the use of two quantitative 

questionnaires (one administered to males and the other to females). These questionnaires 

were translated into and administered in the language of the target population i.e. Venda 

(Limpopo), Xhosa (Eastern Cape) and Sesotho (Free State). The focus of the survey was on 

the perceptions of respondents regarding their general health, their sexual behaviour and 

their attitudes towards male initiation and/or circumcision. The male survey also enquired 

whether  respondents were circumcised. 

Transcription and data analysis 

Data transcription and translation were done within a week of collecting data. Where 

data had been collected in Xhosa, Sotho, and Venda, these data sets were translated 

into English prior to analysis. 

A contextualised content analysis approach was used for the qualitative findings. Broad 

themes were drawn from the data, taking the context of the interviews into account. 

Within each of these themes, subthemes were identified and responses were coded 

accordingly. The quantitative data was analysed using the International Business 

Machines corporation (IBM) Statistical Package for the Social Sciences (SPSS) version 19.0 

software. 

Ethical considerations 

Permission was sought from traditional leaders and other stakeholders to conduct the 

research in their communities. Informed consent was obtained from all participants. Ethics 

approval for the study was obtained through the University of KwaZulu-Natal (Protocol 

Reference Number: HSS/0076/10) and the study adhered to AFSA’s research ethics code 

of conduct.  
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        Findings  

Demographic profile 

This theme provides a description of the study respondents with respect to the number of 

people reached, the mean age of respondents, their level of exposure to formal 

education and the primary sources of household income. 

Circumcision: Perceptions and Practices 

This theme examines the reason why circumcised males underwent circumcision, the 

availability of choice in selecting an initiation school and the instruments used in 

performing circumcision in non-medical settings. It further looks at whether males had 

approval and support from parents to be circumcised, the sexual behaviour of 

circumcised males before and after being circumcised, the perception of respondents on 

manhood and women’s preference for circumcised men. This section also presents 

findings relating to health and safety concerns with traditional circumcision and 

perceptions on the need for training of traditional surgeons.   

Initiation: Perceptions and Practices 

The position of respondents on the relevance of ritual circumcision and the mixing of 

traditional initiation practices with modern methods, more especially biomedical surgical 

techniques is highlighted in this section. 

Initiation and Gender Attitudes 

Findings related to the influence of initiation on gender attitudes are presented here. The 

perceptions of respondents on how initiation relates to respect and manhood and how 

attitudes towards women are influenced by initiation practices/teachings are examined. 

Sexual behaviour 

This theme looks at the experience of sex among respondents as well as sexual practices 

particularly among circumcised males before and after circumcision. 

STI/HIV Knowledge, Perceptions and Related Practices 

History of diagnosis with an STI within 12 months of the study, discussion of STIs/HIV with a 

partner and self-rated level of HIV knowledge among respondents are presented here. In 

addition the section covers findings on sources of information about HIV/AIDS, awareness 

of HIV status (and history of undergoing HIV Counselling and Testing) and the HIV risk 

perception of respondents. 

Consultation with health practitioners 

This final theme briefly covers findings on respondents’ consultation with a health 

practitioner within 12 months prior to the study, paying some attention to whether the 

practitioner consulted was a traditional health practitioner (THP) or a biomedical health 

practitioner (BHP).    
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               DEMOGRAPHIC PROFILE   

Respondent size 

Overall 503 males and 200 females took part in the community survey across the three 

provinces and five municipalities as shown in Table 3 below. 

Table 3: Sample Demographic profile, IS baseline 2009 

Province Municipality Male Female 

N Mean age N Mean age 

Eastern 

Cape 

Buffalo City 113 34 46 27 

Nyandeni 110 30 33 34 

Limpopo Thulamela 96 29 49 28 

Free State 
Metsimaholo 93 26 31 31 

Mohokare 91 30 41 27 

Total 503 30 200 29 

 

Age  

The mean age of respondents was 29.94 years overall. The mean age of female 

respondents was 29.63 years. The mean age among males was segregated by 

circumcision status: 24.82 years for uncircumcised males; 26.38 for medically circumcised 

males; and 31.98 years for traditionally circumcised males. 

Income 

Overall 36.4% of respondents indicated their households as having no primary source of 

income. It is often anticipated that rural populations will be characterised by dependency 

on social welfare. Only 12.2% of respondents indicated grants as the primary household 

income (Figure 1).  

Figure 1: Primary household income source among respondents (by sex and overall) 
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Asked about dependency on grants within rural communities in the Eastern Cape a key 

informant in the Buffalo City area had this to say; 

“It is not easy for many households to access social security through grants. Remember 

that often people in need of the grants do not have the money to travel to the centres to 

apply and further to make follow-ups on their applications. Even when others are able to 

raise the money to travel some communities lag behind in terms of road infrastructure and 

access to transport…” 

Social worker, Buffalo City, Eastern Cape 

Discussions about socio-economic status in focus groups across the 5 communities were 

characterised by participants calling for more local employment opportunities to be 

created and for social welfare offices to be located in closer proximity to those in 

desperate need. Participants reported that some community based organisations (CBOs) 

worked to assist people in accessing grants, while others worked to help community 

members develop skills to secure food security. They stressed the need for improved 

service delivery.  

Exposure to formal education 

Figure 2: Exposure of respondents to formal education (By sex and overall) 

 

The majority of respondents in this study had been exposed to high school education 

(56.5%). A very small proportion (4.6%) indicated having no exposure to formal education 

while another 6.3% indicated having only been exposed to primary level education. With 

the exception of those with no exposure to education (6.02% of males vs. 1.0% of females), 

the proportions of exposure to other levels of education were similar for males and 

females, including tertiary level where 32.6% of respondents reported exposure. 
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CIRCUMCISION: PERCEPTIONS AND PRACTICES   

Circumcision, in the sense of complete removal of the foreskin, is practised as part of the 

rites of passage among the Venda, the Xhosa, the Pedi and some (Southern) Sotho 

groups. Among the Xhosa, cultural instruction (initiation) and circumcision are so closely 

intertwined that the words initiation and circumcision are often used interchangeably in 

reference to having received cultural instruction on manhood and having been 

circumcised during the instruction period. Among the Southern Sotho, while cultural 

instruction is a component of rites of passage among all clan groups, there is variance in 

the associated practices of circumcision. This variance can range from no incision 

whatsoever to ritual incisions to partial or complete removal of the foreskin.  

Recognising these differences, this study distinguished between initiation (receiving 

cultural instruction on manhood) and being circumcised (either traditionally or medically).  

The mean age of undergoing circumcision was 17.90 years and 14.64 years for traditional 

and medical circumcision respectively. The range for age at circumcision among males 

reporting having undergone traditional circumcision was 37 years (Minimum 9 years of 

age; Maximum 46 years of age) while among those reporting having undergone medical 

circumcision it was 18 years (Minimum 9 years of age; Maximum 27 years of age) [Data 

not shown].  

Figure 3: Circumcision status of male respondents by municipality (N=499) 

 

ρ≤0.001 
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(27.1%) and Metsimaholo (9.7%) than in Mohokare, Buffalo City and Nyandeni. As already 

stated traditional circumcision is not typically a strict component of initiation in 

Metsimaholo and hence it is not surprising that males opting for medical circumcision in 

this area would be greater than in Mohokare, Buffalo City and Nyandeni where 

circumcision and initiation are intertwined practices. However, key informant interviews 

with traditional authorities and medical personnel in Thulamela indicate that although 

circumcision is a component of initiation in the area, there is general acceptance of 

medical circumcision. Hence males are able to receive medical circumcision and still 

participate in initiation. This is in stark contrast to the Eastern Cape (Buffalo City & 

Nyandeni) where key informants reported that in many cases once a male had been 

circumcised medically he was no longer eligible to undergo cultural instruction.  

Initiated men in focus groups in the Eastern and Free State provinces were especially 

vocal in expressing their disapproval of boys being circumcised in medical facilities. 

Central to their argument was that this would undermine the cultural practice and lessons 

associated with initiation. 

“It is while I was at initiation that I was taught what it means to be a Xhosa man, what my 

responsibilities were, what I had to do to make my family and my people proud... Boys 

circumcised at the hospital do not receive these lessons...” 

Adult male, FGD participant, Buffalo City, Eastern Cape 

However, others within these communities supported the medical circumcision campaign 

because they viewed the alternative of ritual circumcision as ‘unsafe largely due to 

untrained traditional surgeons’.  

Figure 4: Circumcision status of male respondents by age grouping status (N=497) 

 

ρ≤0.001 

Young men, defined in this study as males between the ages of 15 years and 24 years, 

were found to be significantly less likely than older men (males 25 years of age and 

above) to report being circumcised (70.4% vs. 89.1% respectively; ρ≤0.001; Figure 4). 

Young men were also found to be more likely to report having undergone medical 

circumcision than older men, who were more likely to report having undergone traditional 

circumcision in the context of initiation. 
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“I strongly believe that men should be circumcised at the hospital or if it is possible there 

can be a Xhosa (western) doctor, who can go up to the mountain and help instruct the 

mentors who are in charge of the boys. Even if the boys get sick, at least the doctor will 

know the signs of someone getting sick and assist urgently.”  

Young male, FGD participant, Thulamela, Limpopo  

Figure 5: Circumcision status of male respondents by ethnicity (N=498) 

 

Among the Zulu people initiation (and traditional circumcision) was brought to an end by 

King Shaka. In December 2009, informed by the alarmingly high HIV prevalence in 

KwaZulu-Natal (KZN) province and the WHO recommendation to incorporate medical 

male circumcision (MMC) into HIV prevention strategies, His Majesty King Goodwill 
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males had been circumcised through this provincial programme15. 

It is interesting to note, however, that even before the call by the King some Zulu men had 

continued the practice of circumcision. This study, conducted in 2009 found that 38.1% of 

Zulu respondents indicated having undergone traditional circumcision (Figure 3). Zulus 

reporting having been circumcised (medically or traditionally) were residing in the Free 

State province, where Sothos are the dominant population group. Furthermore, those that 

reported traditional circumcision were in the Metsimaholo municipal area where ritual 

circumcision is much more widely practiced than in the Mohokare municipal area. 

Selection of Initiation School 

The opportunity for males to select which initiation school they attend was influenced by, 

among other factors, the availability of schools within their locality, the reputation of the 

initiation school and influences from family and friends. In this study, overall the majority of 

initiated males did have a choice about which school they attended, with 32.6% reporting 

that they did not have a choice (Figure 6). There were significant differences by municipal 

area and older men were les likely than young men to have had a selection of initiation 

                                                 
14http://news.bbc.co.uk/2/hi/8399487.stm accessed on January 2,  2012  
15 Friedman I., Rose A., & Titus JM (2011). A review of male medical circumcision records in KwaZulu-Natal: 

Progress report for period ending 31 December 2010 accessed on 24 May 2012 from 

http://www.quackdown.info/media/MMCProgressReport6Jan11.docx 
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schools to choose from. Among older men Thulamela, Buffalo City and Nyandeni 

respondents were more likely than Metsimaholo and Mohokare respondents to indicate 

having not had a wide selection.  

Figure 6: Initiated males reporting having not had a selection of initiation schools that they 

could attend 

Young men; ρ=0.120 

Older men and overall; ρ≤0.001 

Within the Eastern Cape province, Buffalo City respondents were less likely than those from 

Nyandeni to report not having a choice of schools.  

Of the 349 initiated males responding to whether they had a selection of initiation schools 

from which to choose 236 indicated that they had a selection and provided reasons for 

having selected a particular school as shown in Table 4. 

Table 4: Reason for selecting initiation school by municipal area (N=236) 

Municipality 

 Metsimah

olo 

Mohokar

e 

Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Heard it was 

safe 

10 34.5 23 37.

7 

34 75.6 33 44.6 15 55.6 115 48.

7 

Nearest 10 34.5 - - 4 8.9 26 35.1 5 18.5 45 19.

1 

Cheapest 1 3.4 28 45.

9 

- - 4 5.4 - - 33 14.

0 

Recommended  8 27.6 10 16.

4 

7 15.6 11 14.9 7 25.9 43 18.

2 

Although statistical significance was not observed, safety was the dominant reason for 

selecting an initiation school. This was cited by 48.7% of respondents overall. Having heard 

an initiation school was safe was a primary factor in choice in each of the municipal 

areas, except Mohokare where the most dominant reason was the affordability of the 

school.  

In the Eastern Cape, Nyandeni respondents were more likely than Buffalo City respondents 

to have had a choice of initiation school and cited safety as the main reason for making a 

selection. This is noteworthy considering that Nyandeni is in the Pondoland region, which 

historically accounts for the greatest proportion of botched circumcisions and deaths. It 

may be partially explained by the fact that the ‘choice’ is limited  to initiation schools run 

by relatively young and inexperienced traditional surgeons and nurses, lacking guidance 

since most older men have not undergone initiation themselves. This is because, in the 

mid-19th century, the Mpondo paramount chief Faku, like King Shaka of the Zulus,  
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abolished male initiation, as an emergency war time measure since he believed that 

circumcision made young men too weak to fight. It is only in the 1980s and 1990s that the 

region became a site of large-scale male initiation16.  

Instrument used for surgical procedure 

A major concern in traditionally performed circumcisions is the risk of contracting 

infections, particularly  HIV, through the reuse of a surgical instrument on more than one 

circumcision candidates without sterilising between each use. Most initiation schools are 

reportedly now using one blade per initiate (55.4% of traditionally circumcised males 

report having been circumcised with a blade not used on another initiate; See Figure 7).  

In Venda, Thulamela traditional surgeons indicated that where a single blade is used on 

several boys the blade is re-sterilised between use from one boy to the next. Most initiation 

schools in Venda adhere to the requirements of the Limpopo Circumcision Schools Act of 

1996 that a medical certificate be issued by a clinic clearing the male to undergo 

circumcision. This measure has been found to be effective in identifying males with 

conditions such as epilepsy and sugar diabetes among others necessitating special care 

and attention during the initiation/circumcision process. There were however conflicting 

reports on the course of action when a male was found to be HIV positive or have another 

STI, with some key informants indicating that such males would not be certified to attend 

initiation/circumcision while other key informants suggested that such males would be 

permitted to attend for as long as their general health and CD4 count was deemed 

satisfactory. The presence of medical personnel and traditional surgeons in both groups 

suggests the course of action taken with respect to issuing certification for 

initiation/circumcision differs between medical facilities. 

The proportion of respondents overall who were either circumcised with a shared blade or 

did not know  is of serious concern. Analysis of data with respect to whether one believed 

they had been circumcised with a shared or single-use blade reveals that 55.6% of 

medically and traditionally circumcised males believed a fresh, sterile blade (i.e. own 

blade) had been used, while 12.0% indicated not knowing. All respondents indicating that 

a shared blade had been used had undergone traditional circumcision (36.6% of 

traditionally circumcised males representing 32.4% of all circumcised males) and though 

the study did not enquire whether the blade had been sterilised between candidates the 

potential risk for infection is evident. A striking observation in the data is that 42.6% of 

medically circumcised males indicated not knowing whether a fresh, sterile blade had 

been used (Figure 7). In a medical setting it is standard practice to use a sterile blade in 

each instance. This finding however indicates that counselling prior to medical 

circumcision did not effectively highlight that a sterile blade would be used, and further 

that medical surgeons performing circumcision did not show the candidate prior to the 

operation the fresh, sterile blade provided for the procedure.  

 

 

                                                 
16 Bank L. and Ntombana L. Between boys and men in Pondoland. Fort Hare Institute of Social and Economic 

Research (see: http://wvw.ufh.ac.za/files/BETWEEN%20BOYS%20AND%20MEN%20IN%20PONDOLAND.pdf 

accessed 16 December 2011) 

http://wvw.ufh.ac.za/files/BETWEEN%20BOYS%20AND%20MEN%20IN%20PONDOLAND.pdf
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Figure 7: Belief among circumcised males on whether blade used in their circumcision was 

shared or not (N=399) 

 

Figure 8: Traditionally circumcised males reporting having been circumcised with a shared 

blade/razor (N=352) 

 
Comparatively, though no statistical significance could be inferred, the municipalities of 

Metsimaholo and Thulamela showed the smallest proportion of traditionally circumcised 

males indicating use of a shared blade when they underwent the procedure. However, as 

stated in the section on community differences in the practice of circumcision, it should 

be noted that circumcision is not a widespread component of initiation in the Free State 

(Mestimaholo municipality). Further, in Thulamela wider acceptance of medical 

circumcision of boys before they enter the initiation lodge and interventions by the 

Limpopo Provincial Department of Health (LPDoH) and other stakeholders have led to 

more acceptance among traditional surgeons of the use of surgical scalpels and 

observation of sterilisation protocols.  
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Reason for being circumcised 

Findings of this study support the position that ritual circumcision in the context of initiation 

is related to constructs of masculinity and societal expectations.  

Table 5: Reason for getting circumcised (N=395) 

Type of Circumcision 

   Traditional Medical Total 

    No. % No

. 

% No. % 

To become a man 230 65.9 18 39.1 248 62.8 

To be accepted as a man 80 22.9 9 19.6 89 22.5 

Forced by parents 14 4.0 9 19.6 23 5.8 

Forced by peers 12 3.4 2 4.3 14 3.5 

Reduce risk of HIV 6 1.7 6 13.0 12 3.0 

Enhance sexual 

performance/pleasure 

4 1.1 2 4.3 6 1.5 

Was kidnapped 3 0.9 - - 3 0.8 

As indicated in Table 5, 62.8% of circumcised males underwent the procedure to become 

men and another 22.5% to be accepted as men within their communities. Although these 

two responses could be mistaken as a single response, in the focus group discussions some 

uncircumcised males indicated they would opt for medical circumcision because it was 

safer and pain free and they believed that upon seeing they were circumcised their 

sexual partner would assume they had been initiated and give them the respect afforded 

to men. This perhaps explains why 39.1% and 19.6% of medically circumcised males stated 

that they got circumcised ‘to become a man’ and ‘to be accepted as men’ respectively 

as their primary reason for being circumcised. 

It is typically assumed that parents force their sons to undergo traditional circumcision. 

Again while statistical significance was not found between traditionally and medically 

circumcised males it is important to note that 19.6% of medically circumcised males 

reported having been forced by parents to undergo circumcision as opposed to 4.0% of 

traditionally circumcised males. However, it should also be noted where there are societal 

expectations that young men will undergo initiation and ritual circumcision this in itself may 

serve as a coercive factor in the decision. 

Approval and support for circumcision 

Of 384 circumcised males responding, only 9.9% reported that their parents did not 

approve of their decision to be circumcised. Coincidentally, 15.9% of medically 

circumcised males as opposed to 9.1% of traditionally circumcised males reported this (no 

statistical significance noted: Data not shown).  

With regard to receiving encouragement to be circumcised 43.9% of circumcised males 

indicated their parents as the primary source of encouragement (54.3% for medically 

circumcised males and 42.4% for traditionally circumcised males respectively; no statistical 

significance noted. Data not shown). More than a third of respondents (37.6%) in this 

category indicated having not received encouragement from anyone (34.8% for 

medically circumcised males and 38.0% for traditionally circumcised males; no statistical 

significance. Data not shown). Friends account for the source of encouragement for 18.1% 
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of traditionally circumcised males and 10.9% of medically circumcised males (17.2% 

overall; data not shown and no statistical significance noted). 

 

 

A startling perception found to be held by many ritually circumcised males was that not 

being circumcised lead to bad luck. Overall, 38.2% of respondents held this view, with 

ritually circumcised males being approximately twice as likely as any other group 

(medically circumcised and non-circumcised males, and females) to perceive this as true 

(Figure 9). 

Figure 9: Distribution of respondents on the perception that being uncircumcised leads to 

bad luck by sex (N=659)

 
ρ≤0.001 

Key informant interviews with medical practitioners in the Eastern Cape and Free State 

provinces revealed that this perception was based in part on the belief that 

uncircumcised males could not easily find a wife, conceive children or be treated with 

dignity and respect within the community. Focus group discussion participants in the two 

provinces were rather vocal on this, adding that within most communities men known to 

be uncircumcised were often treated with less respect than much younger circumcised 

males. 

Perceptions of manhood 

“A real man behaves differently to the way boys behave…at a gathering he sits 

amongst men and he respects other men around him and the other men must also 

respect him…boys sit with other boys and men are separated from the boys, because 

men are different from boys…”  

Young man, FGD participant, Metsimaholo, Free State 

From focus group discussions it was evident that the degree of differentiation between a 

‘real man’ and a ‘boy’, and the characteristics used to describe manhood, varied 

enormously. It was felt by some of the participants, for example, that the process of 

initiation, including ritual circumcision (i.e. in seclusion, in the mountains, bush, wilderness, 

etc) was an important aspect of becoming a ‘real man’ and held significant value with 

respect to fulfilling cultural expectations. This was more the case in the Eastern Cape and 

Free State provinces, where some men argued that it was a fundamental principle for all 

African men to live up to cultural obligations and societal expectations and values, and 
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that this could only be fulfilled by undergoing the rites of passage. Proponents of this 

position believed that men acquired the appropriate and relevant knowledge of 

courtship and how to act in society from elders during initiation. In the Eastern Cape 

communities it was especially emphasised by some women, circumcised males and 

uncircumcised males that a ‘real man’ undergoes initiation inclusive of ritual circumcision, 

rather than opting for medical circumcision and respondents stressed that it was generally 

unacceptable within their communities for a male who did not go through the rites of 

passage, or who performed his circumcision at a medical facility, to be seen associating 

with ‘real men’. According to one Eastern Cape male participant; 

 

“In my culture, a real man goes to the mountain and is circumcised there, no matter how 

difficult or painful things might be. I can never accept a person as a man when he was 

circumcised the ‘modern way’ – this is not the correct way to ‘cross over’ to manhood 

and receive teaching and guidance from the elders.” 

Circumcised male, FGD, Nyandeni, Eastern Cape 

 

Other participants, however, emphasised that being ritually circumcised and having 

undergone initiation was not relevant to qualifying one as a ‘real man’. Whilst there were 

participants in the Eastern Cape and Free State that shared this opinion the majority were 

from discussions held in Limpopo province where medical circumcision is more widely 

accepted. 
 

For these participants one’s personal attributes and character were said to have a 

significant bearing on being conferred with the title of manhood. Ideally, a ‘real man’ was 

said to be judged by his good deeds within the community and the way he behaved 

towards other people. 

 

Characteristics provided by proponents of this position from the three provinces included 

being dignified and respectful, maintaining and supporting his family, passing on good 

values and principles to his children, owning property, being married, being respectable, 

and respected by his wife and children, and not being abusive. It should be noted 

however that during the post discussion debriefing in each of the areas, participants who 

stressed the importance of ritual circumcision in defining manhood conceded that these 

qualities and other such attributes were also vital to defining a ‘real’ and good man. They 

acknowledged that there were a number of circumcised men in their communities who 

possessed a number of negative and undesirable attributes. Lack of responsibility towards 

the family (wife and children), acts of public indecency such as urinating in public 

(especially in the presence of women and children) and being intoxicated were among 

negative attributes mentioned.  

Male circumcision is evidently tied to perceptions of manhood, more so in cases of ritual 

circumcision and this is especially noted in the Eastern Cape province where respondents 

were more likely than those of other communities to perceive males having undergone 

medical circumcision as not being real men. Traditionally circumcised males were the 

most likely of respondents to perceive this (Table 8) and to perceive being circumcised as 

proof of manhood (Table 9).  
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Table 8: Perception of males who undergo medical circumcision as not being ‘real men’ 

   By municipality (n=650) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  33 31.7 50 39.4 66 46.2 83 61.0 36 25.7 268 41.2 

Not sure 40 38.5 20 15.7 30 21.0 11 8.1 28 20.0 129 19.8 

Disagree 31 29.8 57 44.9 47 32.9 42 30.9 76 54.3 253 38.9 

ρ≤0.001 

By sex and male circumcision status (n=647) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Agree  206 60.2 5 10.9 15 19.7 41 22.4 267 41.3 

Not sure 50 14.6 11 23.9 24 31.6 44 24.0 129 19.9 

Disagree 86 25.1 30 65.2 37 48.7 98 53.6 251 38.8 

ρ≤0.001 

Focus groups in the Eastern Cape especially stressed that circumcision could not be 

separated from the initiation process. It was not seen simply for preparing one for 

manhood in a culturally accepted way, but rather as a rite of passage to manhood. 

Enduring and completing circumcision ‘in the mountains’ was seen to be a sign of bravery 

and being tough, a characteristic of  ‘real manhood’. One participant put forward that 

traditional circumcision prepared one mentally to receive and uphold all the cultural 

teachings passed on during the initiation process. Specific examples of these teachings 

focused on character building, how to be a good husband, father and protector of one’s 

community. 

Table 9: Perception that being circumcised proves manhood 

   By municipality (n=638) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  60 62.5 93 72.7 100 73.0 104 76.5 89 63.1 446 69.9 

Not sure 18 18.8 23 18.0 20 14.6 7 5.1 16 11.3 84 13.2 

Disagree 18 18.8 12 9.4 17 12.4 25 18.4 36 25.5 108 16.9 

ρ≤0.001 

By sex and male circumcision status (n=635) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Agree  271 79.0 26 56.5 37 47.4 110 65.5 444 69.9 

Not sure 28 8.2 8 17.4 18 23.1 30 17.9 84 13.2 

Disagree 44 12.8 12 26.1 23 29.5 28 16.7 107 16.9 

ρ≤0.001 

By sample site, Buffalo City, Nyandeni and Mohokare respondents were more likely than 

Metsimaholo and Thulamela to perceive circumcision as proof of manhood (Table 9). 

Women’s preference for circumcised men 

Eastern Cape respondents were more likely than those of other communities to perceive 

that women prefer men who are circumcised (Table 10). Traditionally circumcised males 

were the most likely respondents to hold this perception, with females being more likely 

than medically circumcised and uncircumcised males to share in this perception. As 
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shown in Table 8 and 9, 22.4% of females perceived medically circumcised males as not 

being real men, and 65.5% perceived circumcision as proof of manhood. It is an important 

finding in that it reveals how the perceptions of women could have an influence on men’s 

decision to get circumcised and further on choice of undergoing the procedure through 

initiation.  

Table 10: Most women prefer men who are circumcised 

   By municipality (n=644) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  40 41.7 63 48.1 92 66.2 103 76.3 92 64.3 390 60.6 

Not sure 37 38.5 36 27.5 24 16.8 29 20.9 12 8.9 138 21.4 

Disagree 19 19.8 32 24.4 18 12.9 20 14.8 27 18.9 116 18.0 

ρ≤0.001 

By sex and male circumcision status (n=641) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Agree  246 71.3 16 34.0 27 34.2 99 58.2 388 60.5 

Not sure 63 18.3 15 31.9 31 39.2 28 16.5 137 21.4 

Disagree 36 10.4 16 34.0 21 26.6 43 25.3 116 18.1 

ρ≤0.001 

Perceptions of traditional circumcision as painful and traumatic 

Opposition to the practice of ritual circumcision is sometimes based on the perception 

with the general population that it is not only painful but also traumatic for young males. 

While some argue for abandoning the practice those defending it point out ritual 

circumcision is enshrined within the culture and traditions of a number of South African 

and world populations and view a call to abandon the practice as a call for people to 

give up part of their identity. 

“How can you say you are a man yet you are not circumcised in the bush? Only boys 

circumcise in hospital because they are afraid of pain and yet the pain in the bush is very 

minor...” 

Circumcised male, FGD, Mohokare, Free State 

Surprisingly only a third of respondents held this perception. Medical circumcision is more 

widely accepted in the Thulamela area than any other.  

This acceptance might be explained by the observation that the perception of traditional 

circumcision being painful and traumatic was highest in Thulamela (53.5%) and among 

medically circumcised males (53.5% and 55.3% respectively; Table 11). 

  



35 

 

Table 11: Traditional circumcision is painful and traumatic 

   By municipality (n=644) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  30 28.6 40 33.3 34 24.5 25 18.5 77 53.5 206 32.0 

Not sure 31 29.5 17 14.2 37 26.6 34 25.2 26 18.1 145 22.6 

Disagree 44 41.9 63 52.5 68 48.9 76 56.3 41 28.5 292 45.4 

ρ≤0.001 

By sex and male circumcision status (n=641) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Agree  88 25.7 26 55.3 29 37.7 63 36.4 206 32.2 

Not sure 45 13.1 11 23.4 24 31.2 65 37.6 145 22.7 

Disagree 210 61.2 10 21.3 24 31.2 45 26.0 289 45.2 

ρ≤0.001 

Health and safety concerns with traditional circumcision  

Women in the focus group discussions held in Thulamela stated that there was an 

increasing tendency for husbands to be encouraged by their wives to permit their sons to 

undergo circumcision at a medical facility prior to joining other boys for the initiation rites. 

Mothers within these groups pointed out that they were concerned that traditional 

surgeons may use a single blade to circumcise all the boys at initiation and as such place 

their child at risk for HIV infection. It is interesting to note that these mothers perceived their 

sons as being HIV negative even though they admitted to not knowing whether their 

children had ever engaged in sex. In contrast, women in the Eastern Cape focus groups 

that spoke about the need for sons to undergo circumcision at medical facilities were 

motivated more by the fear of botched circumcisions than the risk for HIV infection. In the 

Free State most women in the group expressed that botched circumcisions were rare as 

some communities initiated boys without any surgical procedures being done, while 

others, did not cut off the foreskin but made incisions to the foreskin (referred to as 

‘circumcision’). These women, along with initiated men, added that in communities where 

complete removal of the foreskin was practised in initiation botched circumcisions, 

although a concern, were not as common as in the Eastern Cape. 

Although the number of deaths and botched circumcisions among Limpopo initiates are 

not widely publicised in comparison to the Eastern Cape, nurses and police officers in 

Thulamela indicated that there were documented adverse events, though not as many 

as in the Eastern Cape. All the Venda male focus group participants who indicated 

having taken their sons for medical circumcision said they had done so because they 

wanted the procedure to be safe and recognised that circumcision alone could not 

make a man. These men further indicated that they had still taken their sons to the 

initiation lodges after the medical procedure so that the lessons and values of the Venda 

people could be imparted to their sons.  

In the Limpopo province, more especially in parts of the Vhembe district a number of 

parents and young men commented on how they had never heard of incidents of 

botched circumcisions or post-operative complications from traditional circumcision in 

their communities. Key informants in the Vhembe district attributed this to readily available 

medical attention and medication.  
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Eastern Cape focus groups raised some issues of concern. It was reported there was a 

tendency for some young traditional surgeons to carry out circumcisions while under the 

influence of alcohol and that consequently they neglected newly circumcised boys in 

contravention of regulations that prohibited leaving circumcised males in solitude for the 

first 7 days post-operative procedure. Although it is often said that initiates in the Eastern 

Cape are also discouraged from drinking water during their initiation period, and while this 

was confirmed by participants in focus groups, Eastern Cape provincial legislature clearly 

stipulates the need for initiates to be well hydrated.  Some participants mentioned that 

boys who suffered complications had to have been suffering from health problems before 

they presented for initiation. 

One of the traditional nurses in the area stated that boys are often exposed to harsh, 

unfavourable weather conditions during initiation and pointed out that boys undergoing 

the rites with a compromised immune system were therefore at risk of illness, complications 

to the circumcision and even death. Traditional healers in the focus groups admitted that 

not all healers were experienced enough to handle a number of health complications 

that could arise in the mountain and this further placed young men at risk.  

Responsibility for the care of initiates across the communities differs. In perhaps what is the 

most positive of the cases in Limpopo and the Free State initiates are cared for throughout 

their stay at the initiation lodge by carers appointed by the owner of the school. These 

carers are males who have previously gone through initiation. In the Free State ‘masters’ 

supervise these carers and the day-to-day management of the lodges, residing in the 

lodge throughout the initiation season. In Limpopo, in addition to carers male family 

members and friends who have been initiated before are also welcome to enter the 

camp to care for the boys as long as they do not interfere with instruction of initiates as 

provided by the teachers appointed by the owner of the school. The situation in the 

Eastern Cape differs significantly in that for the most part a traditional healer, traditional 

nurse, or male previously initiated and appointed by the family assumes responsibility for 

careering for initiates. However, this care is provided in most instances in the first 10 days 

after circumcision has occurred. After the 10 days, when the period of seclusion begins, 

initiates are left to care for themselves. This situation during seclusion is perhaps the biggest 

contributing factor to wound sepsis and consequently amputations and/or deaths among 

initiates in the Eastern Cape.   

While deaths in the Eastern Cape are reported in the media often as the result of 

‘botched circumcisions’, traditional surgeons argue that the deaths are related to the 

after care of initiates which is not their responsibility but that of the appointed carer. 

Carers however blame traditional surgeons for not performing the circumcision 

appropriately. What is evident in all this is the need for carers as well as traditional surgeons 

to be trained in appropriate standards for surgical procedures and post operative care.   

Training of traditional surgeons 

There was overwhelming agreement among respondents that traditional surgeons 

needed to receive training to ensure that no one died as a result of undergoing ritual 

circumcision.  
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“I will want when the time comes for me to go the mountain, for my parents to take me to 

the doctor first, and then I go to the mountain to finish and be part of the growing process, 

because there are chances that I may get infected with diseases if at the mountain we 

use one spear.” 

Young Sotho uninitiated male, FGD, Nyandeni, Eastern Cape 

 

Respondents in the Eastern Cape were most likely to agree (Buffalo City- 92.8%; Nyandeni 

– 86.0%) as compared to Thulamela (79.0%) in the Limpopo province, and the two Free 

State municipalities of Mohokare (77.2%) and Metsimaholo (69.2%) [ρ≤0.001; Data not 

shown]. 

Although no statistical significance was observed, traditionally circumcised men (84.7%) 

and females (81.7%) had the highest proportion of respondents seeing a need for 

traditional surgeons to be trained, while levels of agreement among medically 

circumcised males (78.3%) and uncircumcised males (65.4%) were lower (Data not 

shown).  

Most focus group participants, including traditional surgeons and traditional nurses, 

recognised the importance of improving surgical and other practices in initiation that held 

potential to cause harm to initiates. Traditional stakeholders (i.e. surgeons, nurses, 

headmen and chiefs) however stressed that it was just as important to ensure that any 

measures to make circumcision during initiation safer did not interfere with cultural 

instruction in initiation. A number of participants across the study areas said they were 

uncertain how biomedical methods for circumcision could be transferred to traditional 

surgeons, and pointed out that there was a need for guidance and leadership in relation 

to maintaining cultural identity while at the same time, raising safety standards in the 

practice of circumcision in non-medical settings.  

  



38 

 

INITIATION: PERCEPTIONS AND PRACTICES   

Traditional surgeons across the five sample sites agreed that initiation was intended to 

pass on cultural knowledge and values to boys so that they could become responsible 

men within their communities. Although the majority of surgeons in this study blamed 

botched circumcisions on inexperienced surgeons and/or  inappropriate post-operative 

care provided by traditional nurses, there were some, predominantly in Nyandeni and also 

in Buffalo City who viewed botched circumcisions as resulting from the boy being ‘too 

weak to be a man...’ Some surgeons also reported that where a child died during initiation 

it often meant that the ancestors had willed the boy not survive as he would not be able 

to deal with the challenges that life would present to him as a man.  

“When I was initiated back in the 60s I came to understand that being a man was all 

about having respect for myself, and society and that is where I can truly say I learnt to be 

a man. This is why initiation must continue – so boys can learn to be men...” 

Xhosa traditional surgeon, FGD, Nyandeni, Eastern Cape 

Initiation schools are often blamed for imparting instruction that encourages irresponsible 

practices and unsafe sexual behaviour among young men. As shown in Table 12, there 

was little agreement among respondents about whether initiation schools play such a 

role. Overall, a minority of respondents felt initiation schools encouraged early sexual 

debut (31.5%), sexual harassment or rape of women (17.9%) and promiscuity among men 

(20.8%).  

Looking at the responses by area, Thulamela respondents were the most likely to agree 

that instruction during initiation encouraged early sexual debut (54.2%), the harassment or 

rape of women (39.6%) and promiscuity among men (48.2%). Medically and traditionally 

circumcised males were the most likely to agree that initiation instruction encouraged 

early sexual debut (45.7% and 39.3% respectively) while medically circumcised males and 

females were the most likely to agree that it encouraged male promiscuity (37.0% and 

22.6% respectively; Table 12). Only 14.7% of female respondents, 17.4% of traditionally 

circumcised males, 29.8% of medically circumcised males and 21.5% of uncircumcised 

males agreed that initiation instructions encouraged the harassing or raping of women 

(Data not shown).  
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Table 12: Perceptions of instruction at initiation schools 

Table 12a: Instruction at initiation schools encourage young men to start engaging in sex 

   By municipality (n=676) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  16 13.2 48 36.6 33 23.4 38 27.7 77 54.2 212 31.5 

Not sure 30 24.8 22 16.8 26 18.4 9 6.6 20 14.1 107 15.9 

Disagree 75 62.0 61 46.6 82 58.2 90 65.7 45 31.7 353 52.5 

By sex and male circumcision status (n=673) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Agree  137 39.3 21 45.7 17 21.3 36 18.6 211 31.5 

Not sure 31 8.9 8 17.4 23 28.8 45 23.2 107 16.0 

Disagree 181 51.9 17 37.0 40 50.0 113 58.2 351 52.5 

Table 12b: Instruction at initiation schools may encourage young men to sexually harass 

or rape women 

   By municipality (n=670) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  14 11.5 2 1.5 25 18.2 22 16.2 57 39.6 120 17.9 

Not sure 25 20.5 13 9.9 39 28.5 8 5.9 24 16.7 109 16.3 

Disagree 83 68.0 116 88.5 73 53.3 106 77.9 63 43.8 441 65.8 

Table 12c: Initiation instructions encourages promiscuity among men 

   By municipality (n=638) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  9 9.3 4 3.1 32 23.0 22 16.2 66 48.2 133 20.8 

Not sure 29 29.9 25 19.4 27 19.4 18 13.2 21 15.3 120 18.8 

Disagree 59 60.8 100 77.5 80 57.6 96 70.6 50 36.5 385 60.3 

By sex and male circumcision status (n=635) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Agree  66 19.2 17 37.0 11 14.3 38 22.6 132 20.8 

Not sure 46 13.4 10 21.7 33 42.9 31 18.5 120 18.9 

Disagree 232 67.4 19 41.3 33 42.9 99 58.9 383 60.3 

ρ≤0.001 for all table subsections 

The majority of respondents agreed that initiates needed to be taught about HIV 

prevention as part of initiation (Figure 11). Respondents in Mohokare (39.2%) were the 

most likely to disagree while those of Thulamela (85.3%) were the most likely to agree 

(ρ≤0.001). 
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Figure 11: Initiation schools should teach initiates about preventing HIV by municipality 

(N=658) 

ρ≤0.001 

 

A greater proportion of females (85.3%) indicated the need for initiates to receive HIV 

preventing communication during their rite of passage. This perhaps speaks to the 

difficulty many women face in South Africa in negotiating safe sex with their partners, and 

the hope that in receiving such communication during initiation men would adopt safer 

practices and hence reduce the risk to women. It is encouraging that 68.7% of ritually 

circumcised males also saw a need for such communication to be provided at initiation, 

demonstrating recognition even among men who opt for traditional circumcision that it 

remains important for young men to adopt appropriate behaviour to prevent HIV despite 

being circumcised (data not shown). The findings on perceptions of HIV infection risk, 

knowledge of HIV status (see section ‘Diagnosis and awareness relating to STIs’) and 

trends in condom use by men before and after initiation presented the section on ‘Sexual 

behaviour: Unsafe sexual practices’ below highlight the need for comprehensive HIV 

prevention and sexual health education.  

Relevance of ritual circumcision 

Several focus group participants stated they viewed traditional initiation practices as 

being no longer relevant – having lost their value and meaning due to the increased 

number of inexperienced surgeons. A few women in focus groups in the Eastern Cape 

and Free State provinces shared this sentiment. While many of the Xhosa men complained 

about inexperienced surgeons they maintained that initiation and ritual circumcision 

continued to be relevant because without going through the rites one could not truly 

belong and claim to be a Xhosa man.  

 “When I came back from the initiation, I was treated differently because even people 

around me were aware that I’m from the initiation school.” 

Young initiated male, FGD, Nyandeni, Eastern Cape 

 

Xhosa respondents especially regarded medical circumcision as culturally insignificant or 

inappropriate because it only focused on the physical act and did not provide 

knowledge of one’s culture. In fact, most said it was unacceptable even if a boy went to 

initiation school after being circumcised, echoing the following statement:  
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“The Xhosa way is African and our cultural practices should not be mixed with English ways 

of things. So I do not agree that a boy can first go to a doctor and then go to the 

mountain…”  

Elderly Xhosa initiated male, FGD, Buffalo City, Eastern Cape 

 

Another reason cited by Xhosa and Sotho respondents for enduring the TC process was 

that those who opted for medical circumcision were made fun of upon their return and 

were not regarded as real men.  

The respondents from Venda argued otherwise. Many stated that it did not matter to 

them where and how one was circumcised; as long as the young man behaved 

responsibly, in their view he qualified to be called a ‘real man’.  

‘If a man wants to do it at the hospital, well that is his choice and nobody should force 

him. If a man chooses to go to the mountain well that is also his choice’ 

Venda traditional surgeon, FGD, Thulamela, Limpopo  

The perception that initiation is not relevant to the youth of today was highest in Buffalo 

City (59.6%), Thulamela (52.1%) and Nyandeni (51.5%) and highest among females (54.7%) 

and medically circumcised males (48.9%) than traditionally circumcised (35.8%) and 

uncircumcised males (26.9) [Figure 12 and 13].  

Figure 12: Initiation is not relevant to youth of today by municipality (N=658) 

ρ≤0.001 

Figure 13: Initiation is not relevant to youth of today by sex (N=656) 

 
ρ≤0.001 
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Mixing traditional practices and modern methods 

Concern over the death of initiates in the Eastern Cape over the last decade has led to 

efforts by researchers and the Eastern Cape Department of Health to raise collaboration 

between traditional and biomedical surgeons in the hope that biomedical doctors could 

be permitted to perform circumcisions on initiates, or at least that traditional surgeons 

could be trained to utilise biomedical tools and methods when performing circumcisions.  

In the Limpopo province it has become generally accepted for boys to undergo 

circumcision at biomedical facilities prior to presenting for initiation. Measures to 

encourage collaboration have been absent from the Free State, largely because 

circumcision is not as significant a component of initiation rituals. It is possible that the 

drives to include biomedical approaches in the Eastern Cape and Limpopo provinces 

have led to segments of the youth population no longer seeing value in the practice of 

initiation. This suggests that there is an increasing focus within the population for men to be 

circumcised but not necessarily initiated. In the face of increasing marketing of medical 

male circumcision (MMC) by the National Department of Health (NDoH) this situation 

provides both increased opportunity for uptake of MMC by young men in the provinces 

where it is being introduced and the challenge of overcoming resistance based on the 

perception that MMC threatens to erode the cultural rite of passage valued by traditional 

authorities and particularly the elders in communities where initiation is still commonplace. 

In the Free State, Limpopo and Eastern Cape provinces, policies and laws have been 

enacted by the respective provincial legislatures to regulate circumcision practices within 

the context of initiation rites. Although these measures are already in place, half of 

respondents in this study held the view that government should not intervene nor interfere 

in the operations of initiation schools (Table 15). Female, uncircumcised and medically 

circumcised male respondents were the most likely to be of the opinion that government 

must intervene (i.e. disagree that government must not intervene). 

Table 13: Government must not intervene nor interfere with operations of initiation schools 

   By municipality (n=674) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  58 47.5 74 56.5 50 35.2 88 64.2 66 46.5 336 49.9 

Not sure 26 21.3 14 10.7 24 16.9 2 1.5 15 10.6 81 12.0 

Disagree 38 31.1 43 43.0 68 47.9 47 34.3 61 43.0 257 38.1 

ρ≤0.001 

By sex and male circumcision status (n=671) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Agree  212 61.1 21 44.7 27 33.3 75 38.3 335 49.9 

Not sure 31 8.9 7 14.9 20 24.7 22 11.2 80 11.9 

Disagree 104 30.0 19 40.4 34 42.0 99 50.5 256 38.2 

ρ≤0.001 

Respondents in focus groups were very vocal in expressing their opposition to government 

regulating the rites of passage. The view of a young female participant in Buffalo City 

again illustrated how the perception of women in this regard could be playing an 

influential role in pressuring young men to be circumcised through initiation: 
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“Abandoning circumcision in the bush is the same thing as abandoning initiation because 

there can be no initiation without circumcision in our cultural way... and if there is no 

initiation then there will be no men among us as Xhosa. There will only be amakhwenkwe 

[boys].” 

Young female, FGD, Buffalo City, Eastern Cape 

Figure 14: Initiation schools should form partnerships with government and NGOs by 

municipality (N=673) 

ρ≤0.001 

 

Figure 15: Initiation schools should form partnerships with government and NGOs by sex 

(N=670) 

 
ρ≤0.001 

 

However, although half of respondents agreed that government should not intervene with 

operations of initiation schools, the majority also agreed that there was a need for 

initiation school operators to partner with government and NGOs for the purpose of 

equipping initiates with appropriate and correct sexual and reproductive health 

information to reduce the spread of HIV and STIs (Figure 14 and 15). 
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INITIATION AND GENDER ATTITUDES   

Respect and manhood 

The majority of survey respondents held the perception that men earned the respect of 

other men through undergoing initiation (Table 14a and Figure 12) and furthermore that 

women had more respect for initiated males than uninitiated males (Table 14b). 

Sentiments from focus group discussions echoed this position as reflected in the words of 

one woman in the Eastern Cape: 

‘If a man has not gone through the initiation process he does not get the respect others 

get. He is not taken seriously even if there are community meetings or gatherings, his ideas 

or opinions are never taken seriously. Other men refer to uncircumcised men as 

inkwenkwe, meaning a little boy. 

Elderly Xhosa woman, FGD, Buffalo City, Eastern Cape 

The perception that men earned the respect of other men through initiation was more 

likely to be held in the Eastern Cape communities (83.1% and 81.7% for Nyandeni and 

Buffalo City respectively) where initiation and ritual circumcision are greatly tied to 

perceptions of manhood, and least likely to be held in Thulamela (64.5%) where medical 

circumcision is more widely accepted and Metsimaholo (65.5%), where initiation practices 

do not always include ritual circumcision or the complete removal of the foreskin.  

Similarly respondents in Nyandeni (85.4%) and Buffalo City (81.8%) were more likely to hold 

the perception that women had more respect for men who were initiated and Thulamela 

respondents were the least likely to hold this perception (54.9%). Coincidentally, females 

(71.6%) and traditionally circumcised males (79.8%) were the most likely to hold this 

perception. Medically circumcised males were the least likely to hold this perception 

(Table 14b). 
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Table 14: Acquiring of respect through initiation 

Table 14a: Men earn the respect of other men through undergoing initiation 

   By municipality (n=664) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  76 65.5 99 76.7 116 81.7 113 83.1 91 64.5 495 74.5 

Not sure 22 19.0 12 9.3 14 9.9 8 5.9 16 11.3 72 10.8 

Disagree 18 15.5 18 14.0 12 8.5 15 11.0 34 24.1 97 14.6 

Table 14b: Women have greater respect for men who have been initiated 

   By municipality (n=674) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  84 68.3 85 65.9 117 81.8 117 85.4 78 54.9 481 71.4 

Not sure 28 22.8 21 16.3 15 10.5 1 0.7 18 12.7 83 12.3 

Disagree 11 8.9 23 17.8 11 7.7 19 13.9 46 32.4 110 16.3 

By sex and male circumcision status (n=671) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Agree  277 79.8 18 39.1 42 51.9 141 71.6 478 71.2 

Not sure 37 10.7 9 19.6 19 23.5 18 9.1 83 12.4 

Disagree 33 9.5 19 41.3 20 24.7 38 19.3 110 16.4 

ρ≤0.001 for all sub tables 

Figure 16: Men earn the respect of other men through undergoing initiation (N=661) 

Within focus group discussions it was noted that many of the female participants had little 

regard for males that had not undergone initiation. While this was particularly the case in 

the Eastern Cape, a number of women across all five sites expressed the view that  

uninitiated males lacked various qualities of initiated men. For example, they said that 

uninitiated men had low sex drives and were thus unable to satisfy their partners; that 

initiated men treated women better, were not abusive and were responsible lovers or 

husbands; and that initiated men were more mature than uninitiated men and were thus 

‘real men’ deserving of respect. In the words of one focus group participant; 

 

“Women in our communities want men that have been initiated – these are real men who 

know how to treat their women with respect because they have been taught so in the 

bush. Women want these ‘real men’.” 

Young woman, FGD, Mohokare, Free State 
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The high proportion of agreement among women on this factor demonstrates how 

women’s perceptions may influence young men’s decision to undergo initiation as 

opposed to presenting for medical circumcision, more especially in the Eastern. 

Attitudes towards women 

People who support initiation suggest that it helps to shape the character of young men 

into respectful and responsible members of the community. However, instruction at 

initiation has also been reported by some to promote the disrespecting of women among 

initiates.  

The findings of this study demonstrate that the majority view (64.5%) is that instruction at 

initiation actually promotes respect for women (Table 15). This perception was held 

strongly in the Free State (Metsimaholo – 71.5%; Mohokare – 73.3%) as compared to the 

Eastern Cape (Buffalo City – 64.1%; Nyandeni – 59.6%) and Thulamela (55.3%). Traditionally 

circumcised males especially agreed that instruction promoted respect for women 

(78.5%).  

Also noted in this study was that 48.7% of females held the perception that instruction 

promoted a respect for women. This is significant because women are not permitted 

contact with males during their initiation and as such this perception can only be the result 

of direct observation of the behaviour of men that have been initiated. 

Table 15: Instruction at initiation teaches men to respect women 

When taking into account only initiated respondents and assessing whether they had 

been instructed to respect women Thulamela (40.2%), Buffalo City (27.4%) and Nyandeni 

(25.3%) respondents were the most likely to report having not received such instruction. 

This compared to only 9.5% of Mohokare and 8.1% of Metsimaholo respondents (ρ≤0.001; 

Data not shown).  

A number of negative perceptions of initiates, their behaviour and the practice of 

initiation were expressed during this study that led some participants to contest the 

continued practice of initiation. In many instances discussions took on a gender based 

focus, with much of what was being said highlighting how initiation was perceived by 

some to result in negative gender attitudes among initiates. A number of mothers in the 

   By municipality (n=673) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  88 71.5 96 73.3 91 64.1 81 59.6 78 55.3 434 64.5 

Not sure 20 16.3 14 10.7 27 19.0 24 17.6 18 12.8 103 15.3 

Disagree 15 12.2 21 16.0 24 16.9 31 22.8 45 31.9 136 20.2 

ρ=0.002 

By sex and male circumcision status (n=670) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Agree  274 78.5 24 52.2 39 48.8 95 48.7 432 64.5 

Not sure 19 5.4 9 19.6 21 26.3 54 27.7 103 15.4 

Disagree 56 16.0 13 28.3 20 25.0 46 23.6 135 20.1 

ρ≤0.001 
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Eastern Cape were especially vocal, pronouncing that their sons had lost respect for them 

and women in general following initiation. One mother in the Buffalo City area had this to 

say: 

“When they return from the mountain, they usually expect to be treated as grown men. 

They want to be served food, but before they go to the mountain, they used to serve 

themselves. They now want their clothes to be washed for them by their sisters or mothers, 

but before they went to the mountain they used to wash their own clothes…the boys are 

taught that once you leave the mountain, you are now a man and a woman is a woman, 

so you rule the woman.” 

Mother to initiated son - FGD Buffalo City, Eastern Cape 

Another woman, speaking about her son upon returning from initiation said: 

“...He expected everything to be done for him. He expected that his sisters and I would 

cook for him and wash his clothes upon demand...” 

Mother to initiated son - FGD Nyandeni, Eastern Cape  

Although such views were mainly voiced in the Eastern Cape communities, some mothers 

in the Free State and Limpopo provinces expressed similar sentiments, adding how their 

sons would go as far as demanding money from them which they frequently used to 

purchase alcohol and cigarettes.  

Asked whether there was a need for initiation schools to promote gender transformative 

attitudes among initiates, some participants argued such a move would be inappropriate. 

While this position may have been expected from initiated males it is concerning to note 

some women (though a minority) in FGDs around Mohokare and some in Thulamela, 

Nyandeni and Buffalo City shared the opinion. Males who had been initiated within 5 

years of the study in the two Eastern Cape communities stated in FGDs that manhood was 

generally understood to mean ‘dominance over women’ in all aspects, and that gender 

equality should not be part of the cultural knowledge imparted on the mountain, since it 

would be inappropriate and erode true African culture. Some initiated male FGD 

participants in Buffalo City, Nyandeni and Thulamela went as far as to label gender 

education in initiation schools, especially promoting equality, as “a disgrace to African 

core values”. 

Across the five communities, focus group participants shared the opinion that initiation 

was meant to reinforce appropriate cultural values among young boys. They agreed that 

the rites of passage were meant to play a central role in defining young men’s health 

seeking behaviour, as well as their sexual behaviour. The majority of male participants 

within both the initiated and uninitiated groups expressed concern over the rites losing 

value, largely due to people not understanding the objectives underlying the rite. They 

said that initiation schools have changed over time, and consequently no longer 

universally reinforce appropriate cultural values among young men. Generally, some 

participants felt that modern-day initiation schools instilled ‘gangster’ culture and 

unruliness in young men, as opposed to preparing them for the responsibilities of 

manhood. New initiates were reported to exhibit undesirable personal attributes including 

negative attitudes and behaviour. These included engaging in public and domestic 
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violence, alcohol and substance abuse, use of foul language, sexual abuse of elderly 

women and children, and a range of other social disorders. 

“The language coming out of initiation schools is called the ‘jail language’. As parents we 

realise that initiation schools are losing their function more and more. The young men 

come out of initiation schools having not learnt discipline and life lessons”.  

Father to initiated son – FGD Mohokare, Free State 

In the Eastern Cape FGD participants largely blamed ‘gangster’ attitudes among initiates 

on initiation schools operated by young and inexperienced traditional surgeons. They 

suggested that these young surgeons knew little of the culture, discipline and values that 

had to be imparted at initiation and were interested only in making ‘easy money’ from 

young boys that sought circumcision in the bush in the absence of appropriate instruction 

to merely qualify their manhood. Participants pointed out that while permits to set up 

initiation schools were often denied to such surgeons, the legal system was inadequate to 

prevent people from setting up illegally. Free State and Limpopo province FGDs 

suggested young and inexperienced surgeons were less of a problem in their 

communities. 

The majority of participants across all sites however stated that the behaviour of young 

mentors (surgeons or initiation camp owners) had a negative impact on men returning 

from the mountains. There were concerns about alcohol consumption by many young 

ingcibi (Xhosa for traditional surgeon), which, according to some participants contributed 

to the incidence of botched circumcisions in the Eastern Cape. 

 “They do not respect themselves or set a good example for the younger men…they leave 

the boys alone and that culturally is not allowed”, said one traditional surgeon.  

A disgruntled father expressed his concern over the inappropriate advice and guidance 

boys received when on the mountain – stating that based on his observation of initiates 

(including his own son) he believed instruction included encouraging boys to embark on 

sexual conquests to prove their manhood. He added that in the old days, ingcibi were 

predominantly wise old men who possessed a wealth of knowledge and were able to 

give good, firm advice and post-circumcision care to initiates. “Now the young men return 

with lashes on their backs to show that they were being beaten while they were up on the 

mountain”, he added. The majority of initiated adult males in Thulamela expressed the 

same view, pointing out that mistreatment of boys at initiation schools in recent years was 

unacceptable, not part of the cultural practice of initiation and that it had resulted in a 

decline in attendance over the years.  

Young women in FGDs in the Eastern Cape and Free State provinces supported the 

position that the practice of initiation in recent years did not conform to cultural 

expectations. They expressed that although male initiation was largely viewed as the 

exclusive domain of men, their fathers and grandfathers had informed them as they were 

growing up that men had to protect and respect women, and therefore they firmly 

believed gender-based violence, general ill-behaviour and disrespecting of women and 

elders could not constitute part of the cultural teachings of a ‘legitimate lodge’.  
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Males initiated within 5 years prior to this study explained that males who exhibited signs of 

disrespect to others, general misconduct and violence, especially towards women, had 

their own preconceived notions of manhood prior to being initiated and chose to live by 

these, abandoning the ‘lessons of the bush.’  

 “It is wrong for one to think that because they have been initiated they can treat women 

like trash. I don’t want to talk about initiates who even dare to disrespect their mothers 

because respect for all people is one of the fundamental lessons of the bush...” 

Young initiated male, FGD, Buffalo City, Eastern Cape  

Focus group discussions with groups of initiated and uninitiated males in Buffalo City, 

Nyandeni and Thulamela raised the argument that some initiates, especially those who 

lived in female-headed households, believed that upon being initiated they were the new 

head of the household and thus expressed dominance over women to assert this 

authority.  

“You are a man when you are responsible, respectful and have your own household. You 

cannot go out there and use your father’s household to claim you are a man. If your 

father has passed on that home belongs to your mother and for as long as you live under 

her roof you are not a head of anything – one might say you are not a man…” 

Young initiated male, FGD, Thulamela, Limpopo 

“I don’t want to say much about what we were taught in the bush. But I will tell you that 

losing my foreskin does not make me a man. I am young yes, not even 20 yet but I am a 

man. I say this because I have been initiated, and I live by the lessons I was taught in the 

bush. I respect, I protect, and I honour not just women but my heritage, my clan, my chief, 

my ancestors.  These things are complex. Go to the bush and you will understand...” 

18-year-old initiated male, Nyandeni, Eastern Cape 

While some participants in these groups refuted this claim others pointed out that male 

dominance over women was a problem within society in general and not exclusive to 

discussions on the behaviour of initiates and lessons during initiation. 
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SEXUAL BEHAVIOUR: PERCEPTIONS AND PRACTICES   

Sexual behaviour associated with initiation 

A number of risky sexual behaviours have been associated with young initiates soon after 

they return from initiation, more especially in the Eastern Cape. Reports have shown that 

some initiates engage in sex shortly after circumcision, even prior to complete wound-

healing, as a way of proving their manhood17. These and other practices with potentially 

harmful consequences, have often been seen as the consequence of lessons or 

instructions received by young men during the course of their initiation. 

Findings of this study however suggest that these risky behaviours may not be the result of 

instruction during initiation. Only a third of respondents agreed that being circumcised 

encouraged young men to start engaging in sex, with 39.4% of initiated males (ritually 

circumcised males) agreeing (Table 6a). The majority of respondents (67.2%) 

demonstrated awareness that circumcised men could not have multiple sex partners 

without worrying about HIV infection by disagreeing to the statement that suggested so 

(Table 6b). Although females and uncircumcised males were more likely than circumcised 

males to disagree it is encouraging that the majority of traditionally circumcised males 

(61.5%) and medically circumcised males (69.6%) also disagreed.  The Eastern Cape 

communities of Nyandeni and Buffalo City were more vocal against negative teachings 

that they felt were being imparted by some initiation school practitioners. Focus groups in 

the Free State communities of Mohokare and Metsimaholo pointed to bogus initiation 

practitioners being responsible for negative teachings, stressing that in its true form 

initiation instruction promoted appropriate sexual behaviour at the appropriate time. In 

Thulamela a traditional surgeon serving as a key informant had this to say; 

“You must remember that being a man is a complex thing. You cannot send a boy to the 

bush for initiation and expect that in 3 weeks he will miraculously become a man. My own 

son attended initiation when he was 6 years old. He was taught what is appropriate for 

the time, for his age. After leaving the bush he came home not a man but a boy on the 

path to becoming a responsible man. So I am saying that initiation is but one step to 

becoming a man. 

Venda Traditional surgeon, Key Informant, Thulamela, Limpopo 

  

                                                 
17WHO, 2009.Traditional male circumcision among young people: a public health perspective in the context of 

HIV prevention 
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 Table 6: Risky sexual behaviours associated with being circumcised or initiated 

Table 6a: Being circumcised encourages young men to start engaging in sex 

  By municipality (n=676) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  16 13.1 44 33.6 36 25.2 40 29.0 74 52.1 210 31.1 

Not sure 27 22.1 23 17.6 41 28.7 5 3.6 31 21.8 127 18.8 

Disagree 79 64.8 64 48.9 66 46.2 93 67.4 37 26.1 339 50.1 

By sex and male circumcision status (n=673) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Agree  138 39.4 17 36.2 19 23.5 36 18.5 210 31.2 

Not sure 48 13.7 7 48.9 23 28.4 48 24.6 126 18.7 

Disagree 164 46.9 23 14.9 39 48.1 111 56.9 337 50.1 

Table 6b: Circumcised men can have multiple sex partners without worrying about 

HIV infection 

   By municipality (n=676) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  15 12.3 41 31.8 35 24.5 33 24.1 13 9.2 137 20.4 

Not sure 25 20.5 11 8.5 20 14.0 10 7.3 18 12.7 84 12.5 

Disagree 82 67.2 77 59.7 88 61.5 94 68.6 111 78.2 452 67.2 

By sex and male circumcision status (n=673) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Agree  99 28.4 7 15.2 8 10.0 22 11.2 136 20.3 

Not sure 35 10.1 7 15.2 15 18.8 27 13.8 84 12.5 

Disagree 214 61.5 32 69.6 57 71.3 147 75.0 450 67.2 

ρ≤0.001 for all tables 

Experience of sex 

Initiation schools have increasingly been blamed for encouraging sexual debut post 

initiation. However, this study found that the majority of traditionally circumcised men were 

already sexually active before initiation. 

Figure 18 shows that traditionally circumcised males were almost twice as likely as 

medically circumcised males to report having engaged in sex prior to going for 

circumcision (57.4% vs. 30.2%; ρ≤0.001). In part this finding suggests that initiation schools 

may not be the primary influence on sexual debut among males as more commonly 

believed. 
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Figure 19: Sexual activity status prior to circumcision (N=383) 

 

Table 17: Male respondents reporting sexual activity status prior to circumcision 

  By municipality (n=386) 

Municipality 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Active 29 63.0 54 75.0 39 45.3 81 80.2 8 9.9 211 54.7 

Inactive 17 37.0 18 25.0 47 54.7 20 19.8 73 90.1 175 45.3 

ρ≤0.001 

Survey findings show that on average 54% of male respondents were sexually active by 

the time they went to initiation school (Figure 19 and Table 17). Thulamela respondents 

were less likely than those of the other areas to indicate having been sexually active prior 

to their initiation/circumcision (Table 17). This observation is perhaps best explained by the 

fact that in Venda boys are able to attend initiation even before their adolescence. 

This study found that 68.1% of medically circumcised males had ever experienced sex (see 

Figure 17). However, as shown in Figure 19, only 30.2% were sexually active prior to being 

circumcised. For 37.9% of medically circumcised men in this study sexual debut occurred 

on average within 2 years of being circumcised (note that 46.7% of medically circumcised 

men were circumcised at age 16 years, 20.0% at ages between 9 and 15 years, 23.4% 

between ages 17 and 19 years, and 10.0% between ages 22 and 27 years; data not 

shown).  

Figure 17: Respondents reporting having never engaged in vaginal intercourse by sex 

(N=697) 

 

ρ≤0.001 

Overall the study found that females were more likely than males to have ever engaged 

in sex (93.4% vs. 84.1%; ρ≤0.001; data not shown).  

As shown in Figure 17 medically circumcised and uncircumcised males were more likely 

than traditionally circumcised males and females to report having never engaged in 

vaginal intercourse (91.8% of traditionally circumcised males had experience of vaginal 
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intercourse compared to 68.1% of medically circumcised males and 63.9% of 

uncircumcised males).  

The mean age of sexual debut was found to be lowest among medically circumcised 

males (16.84 years) and highest among females (18.49) and the minimum age of first sex 

was 10 years among females and males overall. 

It should however be noted that three-way analysis among males of experience of 

vaginal sex, circumcision status and age group showed for 15-19 year olds that 10.5% of 

traditionally circumcised males had experienced sex compared to 21.9% of medically 

circumcised males and 27.4% of uncircumcised males. Furthermore among 20-24 year olds 

it was found that 23.8% of traditionally circumcised males compared to 40.6% of medically 

circumcised males and 32.3% of uncircumcised males indicated having experience of 

vaginal sex (Data not shown). 

Table 16: Mean age of sexual debut 

 Minimum Maximum Mean 

TC Male 10 41 17.67 

MC Male 12 28 16.84 

NC Male 11 28 17.04 

Male 10 31 17.52 

Female 10 30 18.49 

Among 15-19 year old males (who predominantly constitute the age targeted for 

traditional circumcision) it was noted in this study that only 17.1% of those traditionally 

circumcised compared to 53.3% of those medically circumcised and 54.8% of those not 

circumcised indicated having never engaged in sex. While no statistical significance was 

noted for these figures the observed proportional difference between traditionally 

circumcised males and others raises questions as to whether there are influences on 

young men who undergo traditional circumcision to engage in sex (data not shown). 

Figure 18: Respondents reporting having never engaged in sex by municipality (N=700) 

ρ≤0.001 
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Circumcision and condom use 

FGD participants expressed the view that young men were observed to have heightened 

sex drives upon returning from the mountain/initiation, and that they were keen to ‘test the 

spear’ (engage in unprotected sex) to prove their newly acquired status as men. 

However, some initiated males refuted this, saying that they always used condoms ‘with 

girls they had never slept with before’, to avoid infecting their girlfriends, especially during 

one-night stands. These statements reveal that there remains a perception that the risk of 

HIV infection is not associated with a stable sexual partner but rather with casual sexual 

encounters. On a more positive note, many of the same males demonstrated an 

understanding of circumcision not being immunisation against contracting HIV or STIs and 

expressed concern over fellow initiates who believed that, if one was circumcised, they 

would not be infected.  

It is encouraging to note that most respondents disagreed with the statement that 

circumcised males need not use condoms to protect themselves against HIV infection 

(Figure 10 and Table 7).  However, there are two cautions in this regard. Firstly, the study 

was conducted prior to the aggressive rollout of MMC. The majority of respondents had 

not been exposed to extensive messaging about the HIV risk reduction associated with 

circumcision (see page 54 below) . Given the various local definitions of ‘circumcision’ 

there is a risk that men might assume traditional circumcision afforded similar protection. 

Secondly, despite the majority of respondents recognising the need to use condoms for 

HIV prevention, a significant proportion of men reported that they stopped using condoms 

after circumcision (Table 18). This has worrying implications in light of the promotion of 

MMC to all males aged 15-49 years. Boys and men who opt for traditional circumcision are 

increasingly likely to be exposed to the message that circumcision reduces HIV risk without 

being exposed to the safer sex messaging that is supposed to be part of the MMC rollout. 

This makes it more important that accurate and effective HIV prevention education is 

incorporated into cultural instruction at initiation schools. 

Figure 10: Circumcised men need not use condoms to protect themselves against HIV 

infection (N=669) 

ρ=0.838 
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Table 7: Circumcised men need not use condoms to protect themselves against HIV 

infection  

   By municipality (n=670) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Agree  32 26.2 14 10.8 29 20.3 18 13.5 15 10.4 108 16.1 

Not sure 23 18.9 15 11.5 28 19.6 11 8.3 20 13.9 97 14.4 

Disagree 67 54.9 101 77.7 86 60.1 104 78.2 109 75.7 467 69.5 

ρ≤0.001 

 

While a number of studies in South Africa18,19 have pointed to relatively high levels of 

condom use among young people, this study found that only 42.0% of male respondents 

with experience of sex reported having ever used condoms at any stage after their 

circumcision (22.0% reported use after but not prior to circumcision while 20.0% reported 

used both prior to and after circumcision; Figure 20).  

A third (31.3%) of respondents indicated no lifetime experience of using condoms in spite 

of being sexually active. Among circumcised males 31.8% and 25.8% of traditionally and 

medically circumcised males respectively reported this, while 27.5% and 19.4% of 

traditionally and medically circumcised males indicated having discontinued condom use 

after being circumcised (i.e. reported condom use only prior to circumcision; Figure 20).  

 

Figure 20: Condom use in relation to circumcision status among circumcised males with 

experience of sex  (%; N=355)

 

 

 

 

 

 

 

                                                 
18Mathews, C. (2005). Reducing sexual risk behaviours: Theory research, successes and challenges.In S.S. 

AbdoolKarim& Q. AbdoolKarim (Eds.), HIV/AIDS in South Africa.Cambridge: Cambridge University Press. 
19Maharaj, P. (2006). Reasons for condom use among young people in KwaZulu-Natal: prevention of HIV, 

pregnancy or both? International Family Planning Perspectives 32(1): 28-34. 
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Table 18: Condom use in relation to circumcision status among circumcised males with 

experience of sex by municipality (N=358) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Before 

only 

6 16.2 41 63.1 16 18.2 23 22.1 10 15.6 96 26.8 

After only 8 21.6 1 1.5 7 8.0 29 27.9 33 51.6 78 21.8 

Before 

and after 

16 43.2 19 29.2 6 6.8 25 24.0 6 9.4 72 20.1 

Never 

used 

condoms 

7 18.9 4 6.2 59 67.0 27 26.0 15 23.4 112 31.3 

ρ≤0.001 

Figure 21: Number of males reporting condom use before circumcision and continued use 

after circumcision by municipality and overall 

 

As shown in Table 18, 168 circumcised male respondents with experience of sex indicated 

using condoms prior to being circumcised (96 indicated used before only and 72 

indicated used before and after). This data suggests that 57.1% (96 of 168) of circumcised 

males stopped using condoms after they were circumcised. Although this study was 

carried out in the year 2009, prior to the massive roll out of the male medical circumcision 

(MMC) campaign, it is important to note that such a high proportion of males self reported 

what in the context of MMC is termed risk compensation, i.e. post circumcision, men, 

believing their risk of infection to be lower start to engage in riskier sexual behaviour. 

Of the 608 respondents from the 5 areas indicating having experience of sex 376 (61.8%) 

indicated having a regular sex partner at the time of the study. Mohokare respondents 

were the least likely to report having such a partner (23.0%) while reports of this were high 

for Thulamela (76.7%), Nyandeni (72.4%), Buffalo City (71.6%) and Metsimaholo (68.2%) 

[ρ≤0.001; Data not shown]. Respondents from Nyandeni (54.9%) and Thulamela (54.1%) 

were the most likely to report having not used a condom at last sex with their regular sex 

partner. Among respondents from Buffalo City and Metsimaholo 43.9% and 41.1% 

respectively reported having not used condoms at last sex with their regular partner. 

Respondents from Mohokare were the least likely to report having not used a condom at 

last sex with their regular partner (Data not shown). Overall 47.6% of respondent with 

experience of sex reported not having used a condom at last sex with a regular partner 

with 50.4% of females indicating so compared to 46.2% of uncircumcised males and 47.1% 

and 38.1% of traditionally and medically circumcised males respectively (ρ=0.759; Data 

not shown). 
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STI/HIV KNOWLEDGE, PERCEPTIONS AND RELATED PRACTICES       

Diagnosis with an STI within 12 months prior to study 

Table 19 shows the distribution by municipality of respondents disclosing that they had 

been diagnosed with an STI in the 12 months preceding the study.  

Overall 17.8% of respondents indicated having been diagnosed with an STI within this 

period. Among females 15.6% reported diagnosis, as did 20.4% of uncircumcised males, 

while 19.6% and 9.1% of traditionally and medically circumcised males respectively 

indicated diagnosis (ρ=0.258; Data not shown). 

Table 19: Reported STI infection in 12 months prior to study 

  By municipality (n=653) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Had an STI 30 25.4 40 31.0 12 8.2 7 5.3 27 21.3 116 17.8 

Did not 

have an 

STI 

88 74.6 89 69.0 135 91.8 125 94.7 100 78.7 537 82.2 

ρ≤0.001 

Being infected with an STI has been shown to increase significantly the risk of contracting 

HIV. It is therefore of great concern that a quarter of participants in this study having 

consulted with health practitioners in the 12 month period prior to the study (25.3%; Data 

not shown) indicated having been diagnosed with an STI. Respondents from the Free 

State province constituted the majority of those indicating having been diagnosed with 

an STI in this period (60.3%; Data not shown), with 25.4% of Metsimaholo and 31.0% of 

Mohokare respondents indicating diagnosis. 

Respondents from the Eastern Cape (Buffalo City and Nyandeni) were the least likely to 

indicate diagnosis with an STI. These findings, in relation to increased risk for HIV are in line 

with the latest provincial HIV/AIDS prevalence data, which indicate the Free State 

province as having the highest prevalence (12.6%) while the Eastern Cape and Limpopo 

provinces sit at lower prevalence of 9% and 8.8% respectively20. 

Discussion of STIs/ HIV with partner 

Findings of the study show that 44.0% of respondents had never discussed STIs/ HIV with a 

sexual partner. No significant difference was observed by sex or by circumcision status 

among males (ρ=0.269) with 38.0% females, 46.3% traditionally circumcised males, 48.4% 

medically circumcised males and 48.2% among uncircumcised males saying they had 

never discussed STIs/HIV with a sexual partner. No significant difference was observed by 

municipality either (ρ=0.258) although Buffalo City (61.5%) and Nyandeni (57.0%) in the 

                                                 
20Shisana O, Rehle T, Simbayi LC, Zuma K, Jooste S, Pillay-van-Wyk V, Mbelle N, Van Zyl J, Parker W, Zungu NP, 

Pezi S & the SABSSM III Implementation Team (2009). South African national HIV prevalence, incidence, 

behaviour and communication survey 2008:A turning tide among teenagers? Cape Town: HSRC Press 
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Eastern Cape had a higher proportion than Thulamela (33.9%), Metsimaholo (33.3%) and 

Mohokare (22.7%) [Data not shown]. 

Self-rated HIV knowledge 

Approximately a third (30.3%) of respondents rated their level of HIV knowledge as being 

very good. As shown in Table 20 below, Mohokare (36.4%) and Nyandeni (36.2%) 

respondents were the most likely to rate their level of knowledge as being very good while 

Buffalo City (22.4%) and Thulamela (21.1%) respondents were the most likely to rate their 

knowledge level as good. Metsimaholo (27.9%) and Mohokare (25.0%) respondents were 

more likely to rate knowledge levels as average. Buffalo City (41.5%) respondents were the 

most likely to rate their knowledge as being poor or very poor (ρ≤0.005; Data not shown). 

Overall 50.6% of males and 40.1% of females considered their HIV knowledge level as 

being either good or very good (Data not shown). With the exception of Nyandeni (55.3%) 

less than half of respondents from each area had confidence in their level of knowledge 

being either good or very good (Thulamela – 48.6%, Buffalo City – 44.8%, Mohokare – 

44.7%, Metsimaholo – 44.3%; Data derived from Table 20).  

Table 20: Respondents self-rated level of HIV knowledge 

By municipality (n=684) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Very poor 9 7.4 11 8.3 33 22.4 18 12.8 10 7.0 81 11.8 

Poor 25 20.5 29 22.0 28 19.0 10 7.1 30 21.1 122 17.8 

Average 34 27.9 33 25.0 20 13.6 35 24.8 33 23.2 155 22.7 

Good 18 14.8 11 8.3 33 22.4 27 19.1 30 21.1 119 17.4 

Very 

good 

36 29.5 48 36.4 33 22.4 51 36.2 39 27.5 207 30.3 

ρ≤0.001 

By sex and male circumcision status (n=681) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Very poor 48 13.9 2 4.3 7 7.2 23 12.0 80 11.7 

Poor 49 14.2 13 27.7 15 15.5 45 23.4 122 17.9 

Average 73 21.2 9 19.1 25 25.8 47 24.5 154 22.6 

Good 52 15.1 6 12.8 24 24.7 37 19.3 119 17.5 

Very good 123 35.7 17 36.2 26 26.8 40 20.8 206 30.2 

ρ=0.003 

Despite numerous programmes and mass media campaigns geared towards raising HIV 

and AIDS awareness and knowledge levels in South Africa it is evident that there remains a 

significant proportion of the population that feels they have not acquired sufficient 

information. 

A quarter of respondents indicated having never received any HIV and AIDS prevention 

information. Uncircumcised and traditionally circumcised males were more likely than 

females and medically circumcised males to report having never received any HIV and 

AIDS prevention information (Figure 22) while Metsimaholo and Buffalo City respondents 

were more likely than those of Mohokare, Nyandeni and Thulamela to report the same 

(Figure 23).  
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Figure 22: Respondents reporting having never received HIV and AIDS prevention 

information by sex (N=699) 

ρ≤0.001 

Figure 23: Respondents reporting having never received HIV and AIDS prevention 

information by municipality (N=703) 

ρ≤0.001 

The study found that 64.4% of respondents were unaware that being medically 

circumcised could reduce the risk of infection for males having vaginal intercourse by up 

to 60%. No statistical difference was observed by municipality (Metsimaholo – 65.6%, 

Mohokare – 59.3%, Thulamela – 62.5%, Buffalo City – 66.4%, and Nyandeni – 67.3%; 

ρ=0.774). Similarly no statistical difference was observed among males by circumcision 

status either (Traditionally circumcised males – 64.0%, medically circumcised males – 69.6% 

and uncircumcised males – 63.9%; ρ=0.752).  

Sources of Information about HIV/AIDS 

From focus group discussions it was evident that the print and broadcast media played an 

important role in educating and informing communities about HIV/AIDS. Most participants 

across the five communities attributed most of their knowledge to television shows such as 

the South African produced dramas Soul City and Takalani. Other sources of sexual health 

education and information that were mentioned included radio talk shows, peer 

discussion, health care facilities, and, among the youth, life orientation programmes at 

schools and parents. Although not distinguishable by denomination some participants in 

the Limpopo and Free State provinces mentioned Christian churches and initiation schools 

as having taken the initiative to educate people on HIV and AIDS. 

Participants however stated that quite often TV and radio shows were more effective in 

education as many people were uncomfortable discussing sexual health issues in public 

forums such as churches, pointing out for example that at such platforms discussion of 

condoms was difficult.  
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Figure 24: Main source of HIV and AIDS prevention information by municipality (N=521) 

 
 

ρ =0.002 

 

Figure 25: Main source of HIV and AIDS prevention information by sex (N=521) 

 

 
ρ =0.004 

Figures 24 and 25 above show findings from the community survey on sources of HIV 

information. Although medical facilities were the most likely source of information among 

respondents by municipality, a significant proportion of respondents stated the media as 

being their source of information.  By sex and circumcision status of males, the media was 

the most significant source of information for traditionally and medically circumcised 

males (42.3% and 44.7% respectively) while for females and uncircumcised males medical 

facilities were the more significant (54.9% and 41.4% respectively).  

The survey found that 49.9% of respondents who had undergone initiation reported having 

not received HIV and AIDS prevention messaging during the process. As shown in Figure 26 

Thulamela (70.7%) and Nyandeni (60.4%) were significantly more likely than those of 

Buffalo City, Metsimaholo and Mohokare to report this. Mohokare respondents were far 

less likely to report this than any other respondents. 

Male survey respondents and focus group discussants did not mention initiation schools as 

a source of HIV prevention, sexual and reproductive health information. In focus group 

discussions with adult circumcised males in each of the areas, participants were 

uncomfortable discussing the content of sexual health related instruction received during 

initiation. 
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Figure 26: Respondents who did not receive HIV and AIDS Prevention and SRH Messaging 

during initiation (By settlement) 

 

ρ≤0.001 

A few young circumcised males in focus groups in Thulamela, Mohokare and Metsimaholo 

did however state that they had received sexual and reproductive health instruction 

during initiation. In focus group discussions with females the dominant position was that 

women assumed that initiation involved instruction on sexual and reproductive health 

matters. In the Limpopo and Free State provinces, most women in the focus group 

discussions believed that young men and boys were being provided with instruction on 

how to treat their partners, and assumed this instruction to be gender positive as the 

behaviour of most initiated males could be described as being respectful of women. In 

contrast in the Eastern Cape, young and adult female focus group participants were 

mainly of the opinion that modern day initiation ceremonies did not include any form of 

sexual and reproductive health instruction for young men. However, an ingcibi (Xhosa 

traditional surgeon) from the Buffalo City area indicated that as part of his awareness-

raising efforts he taught initiates that being circumcised did not protect them from 

contracting HIV/AIDS, and that circumcision was not a licence for promiscuous sexual 

behaviour. He added; 

“Every surgeon must ensure that as these boys transition from boyhood to manhood, they 

come to understand that a real man is one who acts responsibly, especially when it 

comes to sexual conduct, preventing HIV, respecting women and protecting the family…” 

Xhosa traditional surgeon, Key informant, Buffalo City, Eastern Cape 

Some participants in each area indicated that health care professionals and NGOs such 

as Love Life visited initiation camps to impart some health knowledge to young men. In 

Thulamela female adult participants expressed how happy they were that organisations 

such as Munna Ndi Nnyi? were willing to work with initiation schools to ensure that boys 

received appropriate information. However, in focus groups in the area some adult males 

felt that it was inappropriate to give children information on HIV and other sex related 

matters because they were too young to be engaging in sex. The position of these 

participants is strengthened when considering that boys as young as 7 years of age have 

been known to attend these rites in the Thulamela region.  
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‘Sometimes our parents tell us how to control ourselves so that we do not get AIDS. For 

example, when someone in our community dies due to HIV/AIDS, our parents try to talk to 

us about how we can protect ourselves. This is mostly done by our mothers; fathers still feel 

very uncomfortable to talk to their children about HIV and sex’.  

Young woman, FGD, Metsimaholo, Free State 

Young people in focus group discussions stated the need for parents to educate them on 

sexual and reproductive health, including HIV and AIDS and other STIs. However, many of 

these youths said parents found it hard to talk about sex and STIs with one another as 

husband and wife, and that therefore to expect parents to have such discussions with 

their children was a farfetched notion.  

Across the areas there were a few women in focus groups who shared their own 

experiences of imparting sex education to their children. One stated that she only started 

being open about sexual issues with her daughters when they reached puberty 

(developing breasts and undergoing their monthly periods). She detailed how she 

educated her girls on the consequences of sleeping with boys and that she found it easy 

to get the message through once they had reached the ‘appropriate’ stage rather than 

educating them at an early stage about sex.  

A number of opinions were expressed in focus group discussions regarding responsibility 

over educating children (both male and female) in sexual and reproductive health 

matters. There were participants within all the focus group who supported the position that 

children received education from their peers and the print and broadcast media. Some 

participants argued that children listen more to their peers than their own family and so it 

was important to make sure that peers would be in the position to correctly inform their 

friends. The counter argument was that such thinking attempted to have parents transfer 

their responsibility as guardians and mentors of their children to other children. Additionally 

it was expressed by some that it would be difficult to ensure that peers had the correct 

information if parents did not take responsibility over their own child’s knowledge. 

There were disagreements about whether sexual health education should be the role of 

parents, the media, schools, or the children’s own peer groups. Discussions of the role of 

parents resulted in a split between adult participants across all focus groups – one side 

advocating that parents take the lead role in educating their children and the other 

opposing this on the basis that a parent was culturally bound never to speak to children 

about sexual matters. In the words of one Eastern Cape participant: 

 “Sex is a subject for discussion between adults. A man can only discuss it with other men, 

not boys. That is why it is important that when the time comes my son should go to the 

mountain to become a man. Only when he returns from the mountain can he and I, as 

men, discuss sex. Before then it is taboo...” 

Adult male, FGD, Nyandeni, Eastern Cape 

Some of those opposed to parents playing a critical role argued for children to receive 

sexual and reproductive health within the formal education system in addition to their 

peers. In Buffalo City, Nyandeni and Thulamela especially there was opposition to sexual 

and reproductive health education taking place within the formal education sector with a 
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number of participants arguing that the sexual health ignorance displayed by many 

young people was a result of being influenced by their peers and poor teaching of the 

subject matter at school. These views were highly contested within each focus group but 

more so in Buffalo City, Nyandeni and Thulamela. Some believed that ignorance or 

misunderstandings about sexual health and HIV matters might be more to do with the fact 

that children were already influenced by their own peers, or were taught about ‘these 

things’ at school, or could easily access information from clinics and from community 

health care workers. Another position was that teaching sexual health and HIV education 

to children was of minimal significance and that the emphasis should be on those already 

infected by HIV or STIs, as there was a lot to learn from the scenarios leading to their 

infection. 

Awareness of HIV status 

HIV Counselling and Testing (HCT) uptake in the general population is an important 

component of the public health response to the epidemic. 

Figure 27: Awareness of HIV status and participation in HCT within a year prior to the study 

(By sex and overall) 

 

For both HIV status and HCT:ρ≤0.001 

More than half of respondents in this study indicated not knowing their HIV status (56.3%). 

More than half also indicated having not taken up HCT within a year prior to the study 

(62.2%). Males, whether circumcised or not were more likely than females to not know their 

HIV status and to not have tested for HIV within a year prior to the study (Figure 27). 

As shown in Figure 28 Buffalo City and Thulamela respondents were more likely than those 

of Metsimaholo, Mohokare and Nyandeni to indicate not knowing their HIV status. More 

than half of respondents across all sites reported having not taken up HCT within a year 

prior to the study pointing to the need for continued efforts in the public health sector to 

promote uptake of the service. 

Figure 28: Respondents awareness of their HIV status and participation in HCT within a year 

prior to the study (By settlement and overall) 

 

HIV status: ρ =0.004 

 HCT within year prior to study: ρ=0.126 
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HIV risk perception  

Studies on risky sexual behaviour have associated a perceived low risk of HIV infection with 

risky sexual behaviours such as inconsistent use of condoms and having multiple 

concurrent sexual partners 21 , 22 . Figure 27 showed that Buffalo City and Thulamela 

respondents were the most likely to not know their HIV status and both cities showed held 

a high proportion of respondents having not taken up HCT within a year of the study. In 

addition these two cities were the most likely to have respondents perceiving themselves 

as being at no risk for HIV infection (Table 21). 

Table 21: Self perceived risk for HIV infection 

By municipality (n=658) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

No risk  25 21.2 45 35.4 59 41.5 39 29.8 74 52.9 242 36.8 

Low risk  16 13.6 24 18.9 33 23.2 41 31.3 34 24.3 148 22.5 

Medium 

risk  

42 35.6 9 7.1 14 9.9 17 13.0 16 11.4 98 14.9 

High risk  35 29.7 49 38.6 36 25.4 34 26.0 16 11.4 170 25.8 

  ρ ≤0.001 

By sex and male circumcision status (n=658) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

No risk  114 34.1 28 62.

2 

30 32.3 70 37.6 242 36.8 

Low risk  80 24.0 6 13.

3 

12 12.9 50 26.9 148 22.5 

Medium risk  48 14.4 4 8.9 25 26.9 21 11.3 98 14.9 

High risk  92 27.5 7 15.

6 

26 28.0 45 24.2 170 25.8 

ρ ≤0.001 

Within each of the FGDs held across the five communities some participates expressed 

how some men still believed that by virtue of being well-built or obese a woman could be 

assumed to be HIV-negative and could be engaged in sex without a condom, while those 

who looked thin or sickly were stereotyped as being HIV-positive. With more than half of 

survey respondents not aware of their HIV status in these communities (Figure 27) and with 

the public health efforts geared towards HIV prevention it is concerning that some men 

continue to perceive infection risk from the perspective of women infecting them without 

factoring in the possibility that they could be the ones to infect their partner(s).  

 

  

                                                 
21Bachanas, P.J., Morris, M.K., Lewis-Gess, J.K., Sarett-Causay, E.J., Sirl, K., Ries, J.K. & Sawyer, M.K. (2002).Journal 

of Pediatric Psychology 27(6): 519-530. 
22Maharaj, P. (2006). Reasons for condom use among young people in KwaZulu-Natal: prevention of HIV, 

pregnancy or both? International Family Planning Perspectives 32(1): 28-34. 
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CONSULTATION WITH HEALTH PRACTITIONERS   

A third (33.8%) of respondents indicated having made no medical consultations in the 12 

months prior to the study. Consultations with biomedical health practitioners (BHPs) had 

been made by 59.9% of respondents and 6.2% indicated having consulted with traditional 

health practitioners (THPs) [Data not shown]. The highest observed proportion reporting 

having not consulted any health practitioner in this period was among uncircumcised 

males (52.6%). The highest proportions reporting  having consulted either a BHP or THP was 

noted among females (74.2%) and traditionally circumcised males (68.5%) [Data not 

shown]. 

Overall respondents from Mohokare (80.2%) were the most likely to have consulted with 

biomedical practitioners while those from Metsimaholo (12.3%) were the most likely to 

have consulted with traditional health practitioners (Table 22a). 

Table 22: Health consultations in 12 months prior to study 

Table 22a: Type of health practitioner consulted in 12 months prior to study by municipality 

 Metsimaholo Mohokare Buffalo 

City 

Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

No one 44 36.1 18 14.3 63 39.9 53 37.1 56 39.2 234 33.8 

Biomedical 

practitioners 

63 51.6 101 80.2 89 56.3 79 55.2 82 57.3 414 59.8 

Traditional 

practitioners 

15 12.3 7 5.6 6 3.8 11 7.7 5 3.5 44 6.4 

ρ≤0.001 

Table 22b: Frequency of health consultations in 12 months prior to study 

By municipality (n=417) 

 Metsimaholo Mohokare Buffalo City Nyandeni Thulamela Total 

 No. % No. % No. % No. % No. % No. % 

Once 26 36.6 24 23.3 21 24.7 22 28.2 38 47.5 131 31.4 

Twice 24 33.8 55 53.4 33 38.8 27 34.6 26 32.5 165 39.6 

Thrice or 

more 

21 29.6 24 23.3 31 36.5 29 37.2 16 20.0 121 29.0 

ρ=0.002 

By sex and male circumcision status (n=415) 

 TC Male MC Male NC Male Female Total 

 No. % No. % No. % No. % No. % 

Once 63 28.5 14 56.0 18 43.9 35 27.3 130 31.3 

Twice 102 46.2 5 20.0 12 29.3 46 35.9 165 39.8 

Thrice or 

more 

56 25.3 6 24.0 11 26.8 47 36.7 120 28.9 

ρ=0.005 

As shown in Table 22b Thulamela respondents were more likely to report a single 

consultation in the 12 month period, Mohokare respondents were more likely to report two 

consultations and Nyandeni (37.2%) and Buffalo City (36.5%) were more likely to report 

having consulted three times or more. 
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Medically circumcised males (56.0%) and uncircumcised males (43.9%) were more likely to 

have consulted once in the 12 month period while traditionally circumcised males (46.2%) 

and females were more likely to have consulted twice in the same period. Females were 

also more likely than males to have consulted three times or more (36.7%).  
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  Recommendations  

Perceptions and practices associated with male initiation in South Africa illustrate both the 

need and the potential for community and public health interventions addressing health 

risks for young men and their partners related to traditional circumcision and sexual 

behaviour.  

The health, rights and relationship issues arising from initiation practices cannot be 

addressed in isolation from the broader landscape of youth development. However, some 

recommendations are made based on the findings of the study both to inform targeted 

interventions within traditionally circumcising communities and for consideration in existing 

HIV prevention programming.  

Notions of masculinity: The main impetus for male initiation remains the desire to become 

and to be recognised and respected as a man, mainly through ritualised forms of 

circumcision. Notions of masculinity are contested even within cultural communities. More 

opportunities need to be created for youth especially to engage with both their peers 

and older people  around the values and attributes of being ‘a real man’ in changing 

cultural, socio-economic, political and legal contexts.  

Socialisation: The perception that cultural instruction during initiation drives sexual debut, 

unsafe sexual practices, gender based violence and disrespect of elders is contested. 

Some respondents in all the study sites observed that males returning from initiation 

behaved more responsibly and treated women and elders with more respect than before. 

While initiation schools and individuals running them might advocate, entrench or affirm 

either harmful or protective behaviours among initiates, clearly socialisation into binary 

gender roles is driven from infancy by parents, siblings, teachers, peers, leaders and media 

among others. It is important to engage the custodians of initiation schools with these 

other roleplayers to address knowledge attitudes and behaviour long before a boy goes 

‘to the mountain’. 

Women and male circumcision: Women in the study strongly embraced notions of 

masculinity tied to traditional circumcision and initiation practices. Girls and women 

encourage boys and men to circumcise, both to establish manhood and to be 

acceptable as a partner. There was a strong view that a man is not deserving of respect 

and could not satisfy a sexual partner unless he was circumcised. Notwithstanding cultural 

taboos about involving females in matters of circumcision, it is recommended that 

initiatives promoting gender equality address female perspectives and influence upon 

gender norms and social expectations that perpetuate patriarchal power relations. 

Although the involvement of women in initiation was contested across the five 

communities, women do play varying roles. In terms of cultural norms, these roles are 

generally limited to the preparation of food for initiates, or for the celebrations that follow 

the return from the lodge. However, there is some limited involvement of women in 

decision-making, in addition to their influence upon sons and prospective partners to 

circumcise. Women are directly affected as mothers and partners by the behaviour of 
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men returning from initiation and also experience loss and trauma as a result of boys and 

men dying or suffering mutilation or amputation. It is important in the fight against HIV and 

for improved gender relations and family wellbeing for traditional and initiation authorities 

to seek avenues for cooperation with government and civil society to review the role 

played by women. As with the VMMC programme, it is recommended that women 

receive appropriate information on male circumcision and its associated health benefits 

and the lack of evidence thereof with respect to traditional circumcision practices.  

Safety: Initiates, traditional circumcision practitioners and women alike state that making 

circumcision safe is a priority. Laws and regulations have been passed to ensure this, 

training programmes have been developed to enable it and education has been 

undertaken to highlight the risks and exhort families to choose registered, reputable 

schools. Still there are deaths and mutilations every season. Research and interventions 

are urgently needed to understand what works best in the different settings where 

traditional circumcision occurs to prevent adverse incidents. Given that many people play 

a role in the pre- and post-circumcision care of initiates – the surgeon, nurses or assistants, 

family members, peers – it is not enough to train surgeons only. Further, there are schools 

with good safety records and upscaling of their procedures and methods through 

traditional leadership might be more effective than an external training initiative alone. 

Medical examinations: Medical examination of pre-initiates is mandatory by law in the 

Limpopo, Free State and Eastern Cape provinces. It is encouraging that boys do report 

undergoing such examination but it remains concerning that a large proportion appear to 

go through initiation without any medical assessment. A distinct observation in this study 

was that medical examination was viewed to place emphasis on HIV status, which had a 

deterrent effect. Many parents saw no need for HIV testing as they believed their sons to 

be sexually inexperienced. Pre-initiates tended to shy away from medical assessments in 

fear of being turned away if they tested HIV positive. Parents, potential initiates, and 

initiation practitioners need to be alerted to the vital importance of these examinations for 

screening for general health and for conditions such as diabetes, anaemia, epilepsy that 

require close medical monitoring and may contraindicate circumcision. It must be 

impressed upon everyone concerned that the purpose of such screening is to ensure that 

appropriate medical care and support is provided to those who need it during their time 

in the bush. 

Minimum standards: Related to the general point above, there is a need for the adoption 

and implementation of minimum standards in surgical practice and post-operative care 

by practitioners in initiation schools. A number of initiation school practitioners in the 

Limpopo, Free State and Eastern Cape provinces already work closely with their local 

health departments to prevent the incidence of ill health, and amputations or death 

resulting from complications during traditional circumcision. This study indicates that the 

scope of these collaborations should be increased to include all initiation practitioners, 

traditional authorities, family members, educators and other relevant stakeholders. This is 

likely ot be more sustainable than once-off medical training. 

Tracking and monitoring of initiates: The quality of aftercare of initiates is dependent on 

many factors, including location, living arrangements, training of caregivers, availability 
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and commitment of male relatives.  It is recommended that initiation schools put in place 

systems to track and monitor initiates throughout the period in the bush, so that the owner 

of the school and the traditional leader who approved the establishment of the school 

can be regularly updated on the health status of  initiates they enrolled and intervene if a 

problem arises.  

Legal rights awareness: Legislation across provinces differs with respect to the age at 

which boys may undergo ritual circumcision and/or initiation. While there are clearly 

defined consequences of violating conditions in the varying Acts aimed at protecting 

young men undergoing initiation, greater awareness of these is needed. To this end it is 

recommended that parents and children are educated on rights and duties with respect 

to consent, health and safety, protection from abuse and redress for negligence or bad 

practice. 

Accountability: There is need for multi-sector collaboration between various role players, 

such as traditional leadership, law enforcement agencies, and the DoH, to expose and 

prevent the operation of unregistered schools and inexperienced operators and to make 

public those that are registered. Such collaborations should also look at ways of 

enhancing the role of parents and other community members in promoting health and 

safety at initiation lodges and at providing inclusive HIV/AIDS education through initiation 

schools, as well as enhancing the skills of traditional healers in post-operative care, and 

that of traditional surgeons in surgical techniques. 

Perceptions of risk: The study found that almost half of all respondents thought that they 

had ‘good’ or ‘very good’ knowledge of HIV/AIDS and almost 60% thought they were at 

no risk or low risk of HIV infection; however more than half also reported that they did not 

know their HIV status and a greater proportion had not tested in the previous 12 months. 

Evidence that the majority of respondents were sexually active and that more than half of 

traditionally and medically circumcised initiates abandoned condom use after 

circumcision, even though most of them were not aware of the HIV risk reduction resulting 

from MMC, has serious implications for HIV risk for initiates and their partners. Efforts to 

reduce risky sexual behaviour should seriously address perceptions of HIV risk in the context 

of the range of risks to the physical, emotional and material wellbeing of the respondents. 

Behaviour change communication needs to take account of the significant resistance 

expressed among traditionally circumcising communities to MMC. In light of the high-

profile campaign for VMMC, it is recommended that accurate information about HIV 

prevention, the risk reduction associated with MMC and the ongoing importance of 

condom use be provided to all initiates.  

HIV prevention and sexual and reproductive health: It is recommended that the minimum 

standards package of services for males undergoing circumcision in non-medical settings 

include not just HIV testing and counselling but comprehensive sexual and reproductive 

health (SRH) education, such as condom counselling and provision of condoms, risk 

reduction/safer sex counselling, family planning, counselling on relationships and gender-

based violence, substance abuse prevention and early intervention, life skills, and other 

services.  
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While there is a diversity of opinion on who should be responsible for the sexual and 

reproductive health education of young men, this study indicated overwhelming 

recognition that initiation schools had a responsibility to provide some education or 

support to the education process. Locally appropriate curricula need to be developed for 

education on sexual and reproductive health, masculinity and gender. 

The variation in the age at initiation provides two windows of opportunity for health 

communication. In the Venda culture, since initiation takes place before or at the onset of 

puberty and transition to adulthood, it gives an opportunity for early SRH intervention 

before patterns of sexual behaviour are established. Research has long indicated that an 

early age of sexual debut is associated with risky sexual behaviours, such as multiple sexual 

partnerships and inconsistent use of condoms later in life23,24. Initiates in the Eastern Cape 

and Free State go to initiation school at an average age of 18, which, for the majority, is 

after sexual initiation. It is recommended that public health specialists and HIV Counselling 

and Testing (HCT) services take this opportunity to integrate SRH into the practice of 

initiation. 

Psycho-social support: This study did not dwell on aspects surrounding adverse physical or 

psychological consequences of being ritualistically circumcised. A poll of circumcised 

men published in the British Journal of Urology describes a number of adverse outcomes of 

circumcision on men’s health and well-being. These included prominent scarring and 

excessive skin loss, included progressive loss of penile sensitivity and sexual dysfunction. 

Low self-esteem, resentment, avoidance of intimacy, and depression were also noted25. 

These findings suggest that botched ritual circumcision can have long-lasting traumatic 

effects on the subject. It is recommended therefore that studies into the trauma 

experienced (if any) by boys as they undergo the rite of passage be carried out and that 

these go further to look into the possibility of such adverse effects as sexual dysfunction 

and depression can be associated with initiation and/or ritual circumcision. It is also a 

recommendation of this study that males undergoing initiation receive post initiation 

counselling to limit any adverse psychological effects from any trauma that may have 

been experienced.   

                                                 
23Pettifor, A.E., Rees, H.V., Steffenson, A., Hlongwa-Madikizela, L., MacPhail, C., Vermaak, K. &Kleinschmidt, I. 

(2004).HIV and sexual behaviour among young South Africans: a national survey of 15-24 year olds. 

Johannesburg: Reproductive Health Research Unit, University of the Witwatersrand.  
24Santelli JS et al., The association of sexual behaviors with socioeconomic status, family structure, and 

race/ethnicity among US adolescent, American Journal of Public Health, 2000, 90(10):1582-1588. 
25Hammond, T., "A Preliminary Poll of Men Circumcised in Infancy or Childhood," BJU 83 (1999): suppl. 1: 85–92 
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             Conclusion  

Women, uncircumcised men and circumcised men occupy different positions in South 

African society: their chances and opportunities in life; the things they are allowed to 

participate in, the roles and activities which they are excluded from and their relative 

power in society are determined by their ‘identity’. This study has shown how male 

initiation, and circumcision status particularly, continue to greatly influence that identity.  

Men and women from all cultural groups that participated remain very strongly 

committed to upholding traditions of initiation. While opinion is divided and has changed 

over time, a significant proportion of men and women, more so in the Eastern Cape, 

believe that a male who chooses circumcision in a medical setting, regardless of whether 

he then undergoes other traditional initiation rites, is not a ‘real man’. 

The findings of the study also indicate that both negative and positive behaviours and 

attitudes (both sexual and gender related) manifest among initiated males and that these 

are unlikely to be solely the consequence of cultural teachings at initiation but are deeply 

influenced by constructs of manhood developed prior to initiation. 

The majority of men in the study (and more of the medically than traditionally circumcised 

men) abandoned condom use after circumcision. This may not necessarily be risk 

compensation in the sense that most respondents were not aware of the HIV risk reduction 

associated with MMC. However, considering the high proportion of respondents who are 

sexually active and have more than one partner, the low levels of knowledge of HIV status 

and the fact that the majority of respondents consider that they are at no or low risk for 

HIV, this finding is worrying. 

All roleplayers share concerns about the health and safety risks to boys and men of some 

traditional circumcision practices and poor aftercare. There is openness to interventions to 

prevent adverse outcomes through improved practices and training but a need to 

identify good practice since various efforts to date have not succeeded. 

A range of recommendations is made to inform HIV prevention and health promotion 

interventions with the targeted communities. While there is resistance to HIV preventative 

and gender transformative interventions being incorporated into initiation, there is support 

for this in some sectors and its prospect for success in reducing vulnerability to infection 

among women while providing men with appropriate sexual and reproductive health 

education warrants attempts at incorporation. 

 


