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ABSTRACT  

             Safe Male Circumcision (SMC) is one of the contemporary issues in Botswana in the 

fight against HIV and AIDS. Both government and the private sector continue to fight the 

HIV and AIDS pandemic. Currently, there are school based curriculum programs in which 

HIV and AIDS related information is infused. However, despite the existence of a curriculum 

that incorporates HIV and AIDS information, people still lack knowledge about SMC as one 

of the tools to fight HIV and AIDS. The purpose of this study was to investigate and establish 

the perceptions of junior secondary school teachers and students on whether safe male 

circumcision education could be infused into the Religious Education (RE) syllabus in 

Botswana junior secondary schools. 

        The study was adopted a qualitative approach. The study was informed by Social Norms 

Theory which mainly deals with societal views and attitudes and in this case it is in relation to 

safe male circumcision. The study sampled 144 students and 18 RE teachers from six junior 

secondary schools in Gaborone. Data was collected through focus group discussion for 

students, and semi structured interviews for Religious Education teachers. Data was analysed 

qualitatively using thematic analysis.  The study revealed that the participants supported the 

infusion of safe male circumcision into Religious Education syllabus. They stated that 

infusion of safe male circumcision will help the students to have knowledge about the benefits 

of safe male circumcision and also the strategies that could be used to address the challenges 

were outlined. They also stated that   after learning about safe male circumcision  students  

will make decision on whether to go for circumcision or not.   

              Basing on the findings, this study recommends that practising teachers should be 

trained on the infusion of safe male circumcision before it can be implemented. Schools 

should be adequately resourced with relevant materials such as pupils’ and teachers’ 

textbooks and guides. 
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CHAPTER ONE: INTRODUCTION 

1.0 Introduction 

         This chapter comprises the background of the study, the statement of the problems and 

research questions. The chapter also presents the purpose of the study, significance of the 

study, delimitations and limitations of the study. Operational terms used in the study are also 

defined. The study was investigating the perceptions of junior secondary school teachers and 

students on the infusion of safe male circumcision education into the Religious Education 

syllabus in Botswana and the possible challenges encountered when infusing it.  

1.1 Background of the study 

           Safe male circumcision is defined as the removal of the foreskin of the penis (Jacquil, 

2006). Circumcision was a ritual performed to preserve culture and not necessarily to enhance 

sexual pleasure and hygiene.  Male circumcision was not only about the removal of the 

foreskin, but also about   learning values on how to conduct oneself in a community (Setswe,  

Petzer, Majaja, Matseka and  Notshe, 2005). During male circumcision period, boys between 

the ages of 14 to 18 years taught by the elders on cultural and health issues such as taking care 

of the genital organs, sex education and alerted about the danger of promiscuity (Schapera, 

1984). From an African perspective, men who were not circumcised were regarded as boys 

for the rest of their lives and were not allowed to socialise with those who went to initiation 

schools (Schapera, 1984).   

           The Botswana culture, boys who reached puberty had to go through initiation school. 

Among traditional Batswana, puberty rituals took place in winter season and boys usually 

went to initiation school when they were about thirteen to eighteen years old (Mosothwane, 

2001). They had to stay in the bush for some time with experienced elderly men who have 

been initiated and a traditional doctor (Schapera, 1984). The role of traditional doctor was to 

smear traditional herbs on the wounds sustained during the circumcision and also to give boys 
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some herbal drink in order to make the wounds heal quickly and to strengthen them further 

(Schapera, 1984).  

 Male circumcision is not a new concept in Botswana culture; for example, many ethnic 

groups such as Bakgatla and Balete at initiate are presently practicing it at initiation schools. 

The main goal of initiation school education was to prepare the youth for adulthood 

(Comarroff, 1985; Mosothwane; 2001; Turner, 1969). Furthermore, it equipped the learners 

with survival skills or skills they needed to lead productive adult life in their society 

(Schapera, 1984). According to Mosothwane (1999) and Brown (1921), the traditional 

education curriculum consisted of compliance with the norms of society, sex education, 

taboos, agriculture activities and self-defence. The topics taught in initiation schools included: 

“physiology of sex relations, the duty of procreation and other rules of conduct in married life, 

and the dangers of promiscuous intercourse with ritually unclean women” (Schapera, 1984, p. 

106).  Safe male circumcision in Botswana was done by a circumciser who was not 

necessarily skilled in surgery. The person was chosen by the chief and was to perform the 

operation on the whole regiment of boys (Willoughby, 1909). It is worth noting that the way 

the procedure was carried out was a health risk because an ordinary knife was sharpened and 

used by the operator on all the initiates (Meissner & Buso, 2007). Again during the 

circumcision the circumciser inserted his thumb in the foreskin and a circular cut was made 

right around.  Hence, in some cases, the process would lead to infections and severe bleeding 

which resulted in the death of some initiates (Willoughby, 1909). This practice was found to 

be cruel, barbaric and unhygienic and was abolished by the missionaries especially by the 

Dutch Reformed Church in the early 1900s, but only to be reintroduced by the first president 

Sir Seretse Khama and Kgosi Linchwe ll of Bakgatla in 1975 for both cultural and religious 

purposes (Mosothwane, 2001).  

            Furthermore, Safe male circumcision was adopted in Botswana in 2007 and officially 

implemented in 2009 as one of the National responses to the HIV and AIDS pandemic 
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(Johnson, 2015). The country has been seriously affected by the HIV epidemic with 

approximately 17.1 per cent HIV prevalence among the general population and highest 

prevalence of 40.2 per cent among the 30-45 years age group (The Government of Botswana, 

2007).Many preventive measures have been put in place such as; PMTCT programme, BCIC 

programme, HIV testing and counselling, blood safety program and STI management and 

control, but there is still a high rate of HIV transmission in the country. Considering this high 

HIV prevalence the Ministry of Health found it necessary to look for other strategies to 

prevent HIV transmission in the country.   Therefore, safe male circumcision is seen as an 

additional strategy in preventing the spread of HIV infection (UNAIDS, 2007).     

           The introduction of safe male circumcision in countries such as Sub-Saharan Africa  

including Botswana came after three randomised controlled trials in Rakai in Uganda, Kisumu 

in Kenya and Orange farm in South Africa which concluded that safe male circumcision 

reduces the risk of men acquiring HIV through vaginal sex by 50-60 per cent is safe and has 

potential to give lifelong benefits (Auvert, et al., 2005; Bailey, et al., 2007; Gray, et al., 2007). 

Again another study, a  Model-based study  carried  by Anderson , Owen and Paltiel (2011) 

examined the influence of safe male circumcision on heterosexual relationships on 

transmission of  HIV in Southern African and found that circumcision programmes could 

prevent a substantial number of new infections in Africa targeting 10-20% uncircumcised 

men each year (Anderson , Owen & Paltiel,2011) Since the introduction of safe male 

circumcision in Southern African countries national leadership have come forth and supported 

safe male circumcision. For example, in 2011 former South Africa President Jacob Zuma 

came up with plans for scale- up of safe male circumcision services.  The same support was 

given by former Zimbabwe president Mr Robert Mugabe and his parliamentarians, iSwathini 

King Mswati III and Tanzania political leaders (Akinyi, 2014).  Botswana government also 

took steps to expedite safe male circumcision services by increasing the prevalence of male 

circumcision among negative males aged 0-49years  to 80 per cent, addressing issues 
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pertaining to safe male circumcision capacity building including skills building in clinical 

management of safe male circumcision services, behaviour change interventions 

communication, research monitoring ,evaluation and documentation  (Johnson, 2015). In 

addition to that, International Organizations and Western donors  like the US centres for 

Disease Control and Prevention  and  African President Emergency Fund for AIDS  

Relief(PEPFAR) including the World Health Organizations (WHO) and UNAIDS has 

recommended that fourteen  countries in Africa including Botswana to implement safe male 

circumcision so as to reach circumcising 20.3 million African. Since the introduction of safe 

male circumcision in Southern African countries, international donors have invested over 

$130 million in safe male circumcision and $42 million was spent annually in resources. Even 

though donors invested a lot of funds in safe male circumcision, progress in implementing the 

scale–up of safe male circumcision has been slow. As at December 2013, 5.83 million African 

men in the designated priority countries had been circumcised. This figure constitutes around 

27 per cent of the goal to circumcise 20.3 million African men in 2015, Kenya circumcising 

85.3 per cent and Ethiopian 98.4 per cent respectively. South Africa 1.4 million men 

circumcised, Namibia and Malawi 5 per cent of their goal achieved (WHO, 2007).  

  In addition, there has also been a poor response to this programme (Government of 

Botswana, 2009). For instance, not enough men are coming forth to utilize the service, which 

was launched as part of an HIV prevention package. According to the Government of 

Botswana, the Botswana government targeted 80% of 0-49 years HIV negative males, which 

is 480 000 males by 2016, but this was not promising because of the number of males who 

had so far been circumcised. Statistics showed that by February 2013, only 66,596 males have 

been circumcised (Government of Botswana, 2015). As of March, 2015, statistics from 

Botswana Ministry of Health showed that a total of 153 000 males have been circumcised 

which translates to 39% of the targeted population (Government of Botswana, 2015).    The 

reasons which  may explain why the country has not performed safe male circumcision as 
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expected might be fear of pain, lengthy healing and sexual abstinence period after 

circumcision, the fear of complications, lack of partner support and not believing that there 

were at risks of contracting HIV (WHO, 2011). 

As a result the Ministry of Health in partnership with the Ministry of Basic Education 

has agreed to launch mass campaigns nationally, focusing on circumcising school going boys, 

whereby teams of trained health care providers move from one school to another, educating 

boys on the importance of SMC (Botswana Government, 2015). It is therefore, important  to  

infusion  SMC  in the school syllabus since infusion might  save the government a lot of 

campaign money as the learners will be taught at school and make decisions based on what 

they have learned and also spread the message about safe male circumcision to their peers and 

other people.  Similarly, there has been a slow down of safe male circumcision in African 

countries, most of the adult men above 25 to 49 years old are  said to be reluctant to undertake 

circumcision yet there is a lot of awareness campaigns going on in these countries 

(WHO,2007; UNAIDS, 2007; Weiss et al., 2008). The reasons for slow down might be due to 

poor campaigning, communications, limited resources, religion, culture and traditional beliefs 

(Botswana Government, 2010).  For example, the information that safe male circumcision 

does not offer full protection against HIV and that circumcised men could still use condoms, 

has made some African males not to accept safe male circumcision (Kebaabetswe et al., 

2003). They are saying if safe male circumcision does not offer 100 per cent protection 

against HIV there is therefore, no need for them to go for circumcision (Johnson, 2015).  

According to Johnson (2015), many men were turned off from medical circumcision 

because of the supposed pain process, and the perception that circumcision would decrease 

their sexual pleasure and may even make them sterile (Avert et al., 2005). It is however not 

been proven by research that safe male circumcision makes males to be sterile (Ayiya, 2011). 

Some males have been circumcised but still were able to bear children. Furthermore, there are 

rumours that after circumcision procedures, some medical practitioners would sell the 
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foreskins to traditional healers who could use them to bring bad luck to men and this has 

brought fear to them hence made the researcher believed that these are just some of the myths 

that have made the rollout of the safe male circumcision to slow down (Ayiya, 2011).  Again 

some males stated that safe male circumcision is against their cultures, religions and others 

claimed safe male circumcision to be the work of primitive societies. Johnson (2015) stated 

that, societal socio-economic changes and specific impacts of Christianity and western 

education have brought about changes in the way safe male circumcision was done and the 

education given to the boys has changed. Hence there is low acceptance of safe male 

circumcision in African countries.  

There is need for the country to scale-up the rate of SMC for the country to reach its 

ambitious goal. Safe male circumcision could, if well accepted increase the mortality rate 

which has fallen drastically over years, hence positively affecting the economic growth of the 

country (WHO, 2O12). This would mean less funds being spent on HIV drugs and on the 

treatment of such patients. The important people in the countries will live long enough to help 

in the development of the country. The government, therefore, needs to focus on improving 

not only availability, quality and safety of the procedure but also its acceptability and this can 

only be achieved through infusion of safe male circumcision into the Religious Education 

syllabus, teaching the children while they are still young for them to be able to make future 

informed decisions about undergoing the procedure medically. 

1.2 Statement of the problem 

 

           Even though the government of Botswana has come up with interventions to make 

males aware of safe male circumcision, men are reluctant to go for circumcision (WHO, 

2008; UNAIDS, 2008). This is because some of them have negative perceptions towards safe 

male circumcision. For example, some men believe that the information about the benefits of 

safe male circumcision was not disseminated in a clear and understandable way. Also some 
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males associate SMC with pain while others view it as a surgical procedure with inherent 

risks; hence, there is lack of willingness for most males to go for circumcision (Johnson, 

2015). 

In Botswana, the problem is furthermore compounded by the fact that safe male 

circumcision is slowly developing, with increasing numbers of males aged between 15-49 

years being circumcised from 11% in 2008 to just over a quarter of males being circumcised 

in 2013, (Ngwanaamotho, 2015). Safe male circumcision prevention strategies in Botswana 

are struggling to effectively engage young males, with older men more likely to opt for 

medical circumcision (Ngwanaamotho, 2015). According to the Ministry of Health in 

Botswana the government has targeted 80% of 0-49 years HIV negative males, which is 480 

000 males by 2016 and only 153 000 male have been circumcised (Botswana Government, 

2015). In order to achieve population level impact of voluntary medical circumcision on HIV 

transmission, the country needs to achieve 80% coverage among negative young male adults 

(WHO,2007; UNAIDS, 2007). It is therefore necessary to establish factors that cause most 

adult men to be reluctant to undertake circumcision, yet there are a lot of awareness 

campaigns going on and at the same time, there are very little economic costs involved on 

their par event if done by the private practitioner.  

1.3 Theoretical Framework 

             Social Norms Theory has been chosen to serve as the framework for this study since 

it is fundamental in understanding human behaviour. This theory postulates that people’s 

behaviour is influenced by misperception of how their peers think and act (Waldeck, 2003). 

This implies that when people see their peers circumcise they also think of doing the same  

thing so that they too look the same or similar.  This theory is relevant to the study because it 

deals with issues of culture and perceptions that people in a society may have towards safe 

male circumcision (Waldeck, 2003). Social Norms Theory enriches peoples understanding of 

how routine circumcision became the prominent practice in the countries that practice 
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circumcision. Circumcision was believed to confer significant medical benefits, the risk of 

complication was low and infants were not believed to feel pain (Waldeck, 2003). Today 

parents consistently describe the desire that a boy resembles his peers as one of the primary 

motivations for circumcision. The parents are also concerned about the future attitudes of 

peers and their son’s self-concept if he remained uncircumcised. 

            Norms affect the way individuals understand information so that from the outset the 

behavioural outcome is weighted in favour of the predominant social norms. Norms cover 

every aspect of decision making, thereby encouraging an individual to either exaggerate or 

diminish the significance of other factors in the behavioural calculus (Waldeck, 2003).  

Parents will also see that their peers continue to circumcise their sons, which provides another 

basis for discounting the disadvantages of the procedures and exaggerating its potential health 

benefits.  Maccoby (1984) stated that, where physicians provided mothers with verbal 

counselling, researchers were able to assess parental reactions to information that suggested 

the disadvantages of circumcision outweighed its benefits.  Parents were made uncomfortable 

by the information, expressed resentment that the physician was challenging their previously 

established beliefs about circumcision and tried to distance themselves from the physician 

who conveyed the information (Christensen-Szalanki, 1987).  

                 Moreover, given prevalent gender stereotypes, parents might be able to ignore the 

pain of circumcision. Here norms of Masculinity are relevant, and these norms might cause 

parents to discount the pain that is experienced by the male infant.  Parents perceive their 

infants through gender biasness and mothers interact with infant sons and daughters 

differently. For example, mothers hold their daughters more closely than sons, touch them 

more frequently, and cuddle them more often. Significantly, mothers are highly sensitive to a 

girl’s pain or discomfort, often mirroring the baby’s expression, while they tend to ignore 

such expression in a boy (Maccoby, 1984). 
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              Perhaps parents are able to discount the pain of circumcision because they have the 

gender-based perception that their son will take the pain like a man. Indeed in early 

personality tests intended to distinguish between males and females, subjects were awarded 

masculinity points for agreeing and femininity points for denying that they could stand as 

much pain as others can (Maccoby, 1984). While explicit reference to pain has disappeared 

from contemporary measures of masculinity and femininity, personality measures continue to 

consider toughness a marker of masculinity. It may be that when parents decide whether to 

circumcise, they are therefore able to discount the pain and trauma that circumcision causes 

the infant.  

                Anyone to see a decrease in circumcision rates faces a collective action problem. At 

present, circumcision is consistent with the American notion of good parenting (Maccoby, 

1984). Suborning  and circularly, this association is likely to persist so long as most parents 

continue to circumcise, because conceptions of good parenting are informed and influenced 

by what significant numbers of parents choose to do. Moreover, the parents who might be 

inclined towards non-circumcision and could therefore begin to help challenge the social 

meaning of circumcision have little incentive to not circumcise, because of the esteem based 

on reputational consequences within that parents group and because norm colours the 

assessment of other considerations. Thus, for the norm to change, parents have to act 

collectively. That is, enough of them have to simultaneously choose no circumcision to make 

the stigma associated with the foreskin disappear and to colour the decision making process 

with a norm that favours non-circumcision (Maccoby, 1984).  

 

1.4 Rationale 

             Students should learn about safe male circumcision in the schools so that they can 

make informed choices and decisions on whether to be circumcised or not. They may also in 

future act as ambassadors since they would teach their peers the roles of safe male 
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circumcision in the fight against HIV and AIDS. Many people have mixed attitudes regarding 

safe male circumcision; some believe that safe male circumcision increases sexual pleasures 

while others believe that it improves genital hygiene a protective tool against HIV 

transmission.  There are also those who feel that it is a risky procedure that can lead to one 

losing life or becoming infertile (Karin, 2014).  It is therefore important for policy makers and 

programme designers to understand the reasons that make men to accept or reject safe male 

circumcision and why this form of awareness needs to be infused.  

1.5 Purpose of the study 

        The purpose of this study was to determine the perceptions of junior secondary schools 

teachers and students on the infusion of safe male circumcision education into the Religious 

Education syllabus.   

1.6 Objective of the study 

             This study sought to:  

1. Investigate whether junior secondary school teachers support the infusion 

of safe male circumcision education in the Religious Education syllabus. 

2. Investigate whether junior secondary schools students support the infusion 

of safe male circumcision education in the Religious Education syllabus.  

3. Determine reasons for supporting the infusion of safe male circumcision 

education in the Religious Education syllabus. 

4. Establish the challenges of infusing safe male circumcision in Religious 

Education  syllabus and identifying  possible strategies of addressing such 

challenges. 

1.7 Research Questions 

This study was guided by the following research questions: 
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1. What are the perceived benefits of infusing safe male circumcision into the 

Religious Education syllabus? 

2. What are the possible challenges of infusing safe male circumcision into  

              the Religious Education syllabus? 

3. What are the possible strategies that could be used in addressing the challenges 

encountered in infusing safe male circumcision into the Religious Education 

syllabus? 

 

1.8 Significance of the study 

From this research some noble ideas have come from teachers and students that would 

help policy and decision makers to appreciate the benefits of infusing safe male circumcision 

education in the fight against HIV and AIDS. Policy makers might be assisted in developing 

relevant policies that would promote the use of safe male circumcision in the fight against 

HIV and AIDS upon getting the views of students and teachers. 

The findings of this research might also act as an impetus to the policy makers, curriculum 

developers and educators to consider including safe male circumcision education into the 

Religious Education syllabus and other disciplines. The research is important to the policy 

makers, program designers and implementers because results from the study might contribute 

towards improving safe male circumcision information, education and communication pre and 

post-procedures counselling about long term benefits and risks including those related to male  

sexuality.  

 

1.9 Limitations of the Study  

During data collection, it was observed that it was not easy to get information from 

some of the teachers and students because they claimed that they did not know anything about 

SMC and as a result the information given was inadequate. The research only focused on 
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teachers of Religious Education and students who are doing Religious Education as an 

optional subject. The exclusion of teachers who are teaching other subjects may have led to 

the omission of valuable contribution. Again, the literature reviews based on research are not 

enough and safe male circumcision has insufficient literature hence this was a limitation to 

support the research findings. This led to difficulties in trying to relate the topic to Botswana 

context. There was also time constraint issue; the participants had busy schedules at their 

work places hence postponements of interview appointments. 

1.10 Delimitations of the study  

              The study was conducted in six schools in the South East Region of Botswana and 

was to investigate the perceptions of teachers and students on whether SMC should be infused 

into the Religious Education syllabus in junior secondary schools. 

 

1.11 Definition of terms  

Infusion: In the context of this study infusion refers to bringing in new content and 

skills into existing subject content and the integration of basic facts about SMC 

in the RE syllabus 

Circumcision: The act of cutting off the foreskin at the end of a sex organ of a man.  

 

Perception: The views and meanings a person attaches to a situation, event through    

interpretation. 

          Education: The transmission of knowledge skills and values particularly to the younger      

generation of the society.  

 

Curriculum: A course of study offered in academic institutions such as schools and     

colleges.  
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SMC: Safe Male Circumcision, Surgical removal of the foreskin from the male penis 

 (WHO, 2012; UNAIDS; 2012)                                     

  

Religious Education (RE): Refers to the subject within a school curriculum that teaches  

                                              about religions.           

 

CHAPTER TWO: LITERATURE REVIEW 

2.0 Introduction 

 The purpose of this literature review is to document the information that exists with 

the aim to enhance the study at hand, identify objectives and assess the views of researchers 

on the topic under study. This chapter is a review of literature concerning the infusion of safe 

male circumcision in the teaching of Religious Education in junior secondary schools in 

Botswana. The rolling out of SMC as a preventive measure to the scourge of HIV/AIDS in 

Botswana is still- a work in progress in terms of implementation. In this study, literature is 

reviewed under the following headings: genesis of safe male circumcision, studies of success 

and acceptability of safe male circumcision, success of safe male circumcision in Botswana, 

ethical issues surrounding safe male circumcision, challenges of safe male circumcision, 

rationale for infusion of SMC in Religious Education in Botswana and infusion of SMC, 

knowledge and perceptions towards SMC and summary of literature reviewed. 

 

2.1 Genesis of Safe Male Circumcision – Religious and Non-Religious 

The process of male genital mutilation has originated in Eastern Africa long ago and 

there are a lot of theories explaining the origins of genital mutilation such as the one 

explained by DeMeo (1989) and Hodges (2001). One theory held by the above stated 

theorists’ claims that circumcision began as a way of purifying individuals and society by 

reducing sexuality and sexual pleasure. Human sexuality was regarded as dirty or impure in 
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some societies; hence cutting off the pleasure-producing parts was the way to purify someone. 

This was marked among some communities in East Africa mostly the Kikuyu in central 

Kenya who practice sex for purely reproduction (Pirie, 1927; Paige, 1978). 

DeMeo (1989) declares that; “geographical patterns of global distributions of the male 

and female genital mutilations among native, non-Western peoples, along with history and 

archaeology, suggest their genesis in the deserts of Northeast Africa and the near East, with a 

subsequent diffusion outward into sub-Saharan, Oceania and possibly even into parts of the 

New World” ( p.21). Circumcision is called genital mutilation because it deprives of the fine 

touch nerve receptors and consequently deprives permanently of the pleasure of natural 

normal sexual intercourse. It is called the genital mutilations of men as it is an irreparable 

condition. Bigelow (1992) traces the development of various forms of circumcision within 

Judaism through the centuries and into modern times. He found out that circumcision can cure 

childhood diseases and disorders and this recommendation was done by USA Allopathic 

Medical doctors (Bigelow, 1992). 

Safe male circumcision is the removal of the foreskin that covers the end of the penis 

so that the gland is permanently exposed (UNAIDS 2007). Safe male circumcision has been 

practiced worldwide for religious, cultural, social and medical reasons (Impact Survey, 2008). 

The operation is performed by circumcision practitioner using surgical clothing and 

equipment such as injection, knives and Tara clamp (Jacqui, 2006). This suggests that the 

foreskin does not have any function and there is no biological difference between a 

circumcised man and an uncircumcised one. Historically, safe male circumcision was 

practiced among ancient Semitic people including Egyptians (UNAIDS, 2007). Circumcision 

has also been practiced for non-religious reasons for many thousands of years in the Sub-

Saharan, and in many ethnic groups around the world including Aboriginal, Australasian, the 

Aztec and Mayas in America (USAIDS, 2012).In terms of   religious and cultural reasons in 

many of these cultures, circumcision is an integral part of a rite of passage to manhood, 
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although originally it may have been a test of bravery and endurances. Circumcision is further 

associated with factors such as masculinity, social cohesion with boys of the same age who 

become circumcised at the same time for self-identity and spiritual purpose (USAIDS, 2012).  

Infant circumcision is practised in Judaism and Islam. The Jews practice circumcision 

at infancy as an agreement between them and God (Lissouba et al, 2013). In Judaism, baby 

boys are traditionally circumcised eight days after birth and this is done to fulfil the external 

agreement that God made with Abraham and circumcision for purification purposes and as a 

confirmation of that relationship (Hankins, 2007). Hankins (2007) in Akinya study, states 

that, an estimation of 665 million men above 15 years of age in the world is circumcised and 

the majority are Muslim. Those communities who practiced circumcision believed that 

circumcision is important because of the following reasons, it puts the penis in readiness for 

procreation, and it tests the courage and endurance at the start of adulthood and also moderate 

the male sexual instinct hence making man to act responsible (Hankins, 2007).    

Similarly, in Botswana, in the past, all boys who had reached puberty had to go 

through initiation. Boys were circumcised and circumcision was seen as a vital ritual because 

it united initiates with their peers, society and their ancestors (Schapera, 1984). It was also 

considered as a test of strength and endurance. A boy was considered a man if he endures pain 

and survived circumcision. However, circumcision was abolished by the missionaries because 

they did not understand it though it is now, after many decades, being reintroduced as part of 

HIV prevention efforts (Schapera, 1984). 

Safe male circumcision came up as a strategy to control the spread of HIV and AIDS 

in the whole world. Since the beginning of the epidemic, almost 75 million people have been 

infected with HIV/AIDS (WHO, 2011; UNAIDS, 2011). According to the foundation for 

AIDS Research, (2015), almost 39 million people have died due to HIV and AIDS. In 2013, 

about 1.5 million people lost their lives to AIDS. That is about 2.7 per cent of deaths 

worldwide. By the end of 2012, 35.3 million people around the world were infected with HIV 



    

   

16 

 

(WHO, 2011; UNAIDS, 2011).  Many attempts by the governments of African countries 

through their ministries of health and Non-government organisations have been made to 

control the spread of the disease. In 2007, WHO and UNAIDS recommended that safe male 

circumcision be introduced alongside other HIV prevention strategies such as; HIV testing 

and counselling, provision and correct use of male and female condoms, screening and 

treatment for STIs and provision of Antiretroviral treatment for people living with HIV or 

referral of HIV positive clients to treatment and care  (Akinyi, 2014). According to Akinyi 

(2014) study, the WHO (2007) and UNAIDS (2007)  recommendation on safe male 

circumcision targeted fourteen countries with high HIV prevalence but with lower levels of 

male circumcision for implementation namely; Botswana, Ethiopia, Kenya, Lesotho, Malawi, 

Mozambique, Namibia, Rwanda, South Africa, iSwathini, Tanzania, Uganda, Zambia, and 

Zimbabwe. The target was to circumcise 80 per cent of men between 15 to 49 years old by 

2015 (WHO, 2007; UNAIDS, 2007; Weiss, et al 2008). The programme was funded by 

Western donors such as the US President Emergency Plan for AIDS Relief (PEPFAR), and 

French government among others (Akinyi, 2014). 

  In 2005, Randomised Controlled Trial study was conducted among 3274 

uncircumcised men aged between 18-24 years old in South Africa. The men who were 

participants of the study were randomly assigned whether to be circumcised or not, and they 

were followed up after a certain period to determine their possibility of having acquired HIV 

(WHO, 2010). From the findings of the study, it was concluded that safe male circumcision 

has the protective effect of 60% against HIV (Auvert, Taljaards, Lagaarde et al, 2005). The 

findings of the study were highly conclusive such that the trial was stopped in 2005 and 2006 

after the interim analyses found a significant protective effect of safe male circumcision 

(WHO, 2008). 

          A similar study  was  carried  out over 24 months at Rakai, Uganda on 4 996 

uncircumcised HIV-negative men aged  between 15-49 years produced as treated efficacy of 
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55% without behavioural dis-inhibition (Gray et al, 2007). Bailey (2007), in another 

randomized controlled trial study on SMC among young men in Kisumu in Kenya, reported a 

risk of 53-60% among circumcised men (Bailey, Moses, Parker et al, 2005). The most 

compelling evidence about HIV and safe male circumcision comes from Uganda in Rakai 

district. In a study of 187 discordant couples in which the woman was infected with HIV but 

the man was not, no circumcised man became infected with HIV over a 30-month trial period. 

Among the uncircumcised men 29% became infected. Among the 223 discordant couples in 

which the man was HIV positive but the woman was not, circumcised men were less likely to 

transmit the virus to women, but this protective effect declined at higher viral loads (Gray et 

al, 2007). Another study conducted a mathematical model known as antenatal clinic 

surveillance data was used to calculate the public health impact of large scale male 

circumcision for HIV preventions (Nagelkerk, Moses, De Vlas et al, 2007). The result showed 

that a programme with high male circumcision uptake of 80per cent of susceptible HIV 

negative males over a period of 10years would reduce male HIV prevalence from 30 per cent 

to 10 per cent and among the female from 40 per cent to 20 per cent females who are getting 

newly infected with HIV. In case of low male circumcision uptake of 50 per cent the 

prevalence among females decreased from 40 per cent to about 30 per cent while male HIV 

prevalence decrease from about 30 per cent to 20 per cent (NagelKerke et al.,2007).  The 

above three large –scale randomised control trials in South Africa, Uganda and Kenya has 

made African countries accepted safe male circumcision as an HIV prevention method.    

According to UNAIDS global report of 2013 several countries started the 

implementation of safe male circumcision in 2010-2011 (UNAIDS, 2015).  Wambura. 

Mwanga, Changalisa et al (2011) state that the status of safe male circumcision scale up 

towards the 80 per cent target in African countries were very low, that is, most countries 

failed to reach the target of 80 per cent.  It is therefore important for the government in all the 

Southern African countries to take into consideration the factors that causes most of men to be 
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reluctant to undertake circumcision and address them. Even though, there has been a lot of 

awareness campaigns going on in Botswana and the government is using a lot of money on 

safe male circumcision but still men are not coming forth to circumcise (Kebaabetswe et al., 

2003).    

2.2 Studies of success and acceptability of safe male circumcision 

2.2.1 Regional Success  

Safe male circumcision reduces the risk of heterosexually acquired HIV infection in 

men by approximately 60 per cent (Auvert et al., 2005; Bailey et al 2007; Gray et al., 2007). 

This was evidenced by the three randomized controlled trials which showed that circumcision 

provided by well-trained health professionals in properly equipped setting is safe (WHO, 

2007; UNAIDS, 2007). The World Health Organisation, WHO (2007) recommendation 

emphasized that male circumcision should be considered an effective intervention for HIV 

prevention in the countries and regions with heterosexual epidemics, high HIV and low male 

circumcision prevalence. Safe male circumcision provides only partial protection and 

therefore should be one of the HIV prevention package which included the provision of HIV 

testing and counselling services, treatment for sexually transmitted infections, the promotion 

of safer sex practices; provision of male and female condoms and promotion of their correct 

and consistent use(WHO,2007& UNAIDS, 2007). WHO and UNAIDS have developed new 

guidelines on male circumcision in May 2018 as an additional HIV prevention intervention in 

setting high HIV prevalence. By the end of 2017, programmes in 15 high African countries in 

eastern and southern Africa had successfully reached nearly 18 million adolescences boys and 

men with minimum package of services (WHO,2007; UNAIDS, 2007).  

2.2.2 Global Success  

  Safe male circumcision came into public health towards the end of the 19th century, 

and was mainly practised by Jews and Muslims as part of their religious values, but was 
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practiced less by Christians.  In the United States of America (USA), Canada and Australia, 

the practice of circumcision is more of hygienic and therapeutic reasons (Hankins, 2007). Safe 

male circumcision in Africa, for example, Botswana was perceived as an initiation into 

manhood (Comaroff, 1985; Mosothwane, 2001; Turner, 1969). Nowadays safe male 

circumcision is mostly used as a preventive medical intervention against heterosexual HIV 

infection (USAID, 2010). Furthermore, it is practiced as a medical procedure to treat 

infections, injury, or anomaly of the foreskin. 

         Safe male circumcision, which is the removal of the foreskin from the penis, confers 

some protection against HIV infection in men, apparently reducing the risk by about half or 

more (Jackson, 2002). The protection effect extends to several sexually transmitted infections, 

possibly because circumcision leads to a toughening of the skin of the glans of the penis. 

However, the risk to uncircumcised males is greater because the foreskin contains HIV-target 

cells, the skin on the glands is thinner, and there may be more risks of minor abrasions during 

sex. Furthermore, the fluids containing germs may be trapped under the foreskin and harbour 

pathogens that could include HIV and other STIs (Auvet et al, 2001). 

              Ngalande et al (2000) states that, acceptability of safe male circumcision is often 

high in areas where safe male circumcision is traditionally practiced than where is less 

traditionally practiced.  According to Westercamp et al, (2002), safe male circumcision in the 

non-circumcising population may play a major role in the effectiveness of the safe male 

circumcision intervention. In addition, the awareness about the relative effectiveness of safe 

male circumcision as a potential weapon to combat HIV infection is growing in some 

countries in East and Southern Africa. Safe male circumcision is increasingly being 

recommended by traditional healers while a number of private clinics that specialize in safe 

male circumcision, run by people with minimum or no medical training, are sprouting up in 

Tanzania, western Kenya, Rwanda, Uganda and South Africa (Bailey & Poulussen, 1999).  
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Many young men and adolescents in east and southern Africa are increasingly opting 

for circumcision in regions where traditionally they have avoided the practice (Bailey & 

Poulussen, 1999). About 23% of non-Muslim Ugandans, not belonging to any traditionally 

circumcising ethnic group, reported that they were circumcised (Bailey & Poulussen, 1999), 

in order to prevent HIV or other diseases, as well as for hygiene, cultural and religious 

reasons.    The enthusiasm of USAID and other sister organizations to adopt safe male 

circumcision as a preventive strategy against HIV infection has arisen from the positive 

outcomes of a number of recent randomized studies carried out in Africa (WHO,2007; 

UNAIDS, 2007).  Gray et al, (2007) in their analysis on safe male circumcision for HIV 

prevention in young men in Rakai in Uganda concluded that circumcision could be 

recommended for HIV prevention in men on the following grounds; safe male circumcision 

reduces man’s risk of penile cancer. It reduces risk of sexually transmitted diseases, STDs 

including cancroids, herpes and syphilis; it eliminates problems such as phimosis, that is, 

narrow foreskin opening and banalities’, infected foreskin; reduces the risk of cervical cancer 

among female partners of uncircumcised men.  

Furthermore, circumcised men are less likely to harbour the human papilloma virus 

(HPV), which causes cervical cancer, a major killer of women in sub-Saharan Africa 

(USAID, 2007).In addition, both UNAIDS (2007) and its affiliated bodies as well as SADC 

(2006) have recognized safe male circumcision as one of the most preventive strategies that 

need to be implemented in tackling HIV pandemic in areas of Africa that do not normally 

undergo circumcision. In a review of an article,  Weiss (2000),  eloquently advances a 

convincing analysis why safe male circumcision is the key to effective control of HIV 

infection since all other preventive strategies, including condom usage, testing and 

counselling, have not succeeded in significantly reducing the rate of infection in Southern and 

Eastern African countries.  
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2.3 Successes of Safe Male Circumcision in Botswana 

In Botswana, SMC was adopted in 2007 and officially implemented in 2009 as one of 

the National Response to HIV pandemic (WHO, 2007).  Unlike in the past where male 

circumcision was done in the bush during initiation rites SMC is performed in both private 

and national hospitals and other appointed health facilities. There are approximately 405 

trained personnel for carrying out this operation in Botswana (Impact Survey, 2008). The 

overall objective of this strategy is to contribute to the reduction of HIV infection rates by 

scaling up SMC throughout the country to reach safe male circumcision prevalence rate of 

80% among 0-49 year’s old HIV- negative males by the end of 2012 (Impact Survey, 2008). 

Botswana implemented SMC as an additional HIV prevention intervention because the 

country has a high prevalence of HIV and there is evidence that safe male circumcision 

reduces the risk of heterosexuality acquired infection in men by approximately 60% (SADC, 

2008). According to Botswana AIDS Impact Survey II (2004), the government, is promoting   

safe   male circumcision as a way to combat the spread of HIV and AIDS. This came up after 

the three randomized controlled trials have shown that male circumcision provided by well-

trained health professionals in properly equipped settings is safe. WHO (2007) and UNAIDS 

(2007) recommendations emphasize that male circumcision should be considered an 

important intervention for HIV prevention in countries and regions with heterosexual 

epidemics, high   HIV and low male circumcision prevalence like Botswana. Safe male 

circumcision provides only partial protection, and therefore should be only one element of a 

comprehensive HIV prevention package which includes: the provision of HIV testing and 

counselling services; treatment for sexually transmitted infections; the promotion of safer sex 

practices; the provision of male and female condoms and promotion of their correct and 

consistent use. 

      Since the inception of SMC in Botswana, there has been a poor response to this 

programme, men are not coming forth to utilize the service, which was launched as part of an 
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HIV prevention package (Botswana Government, 2009). The government of Botswana 

targeted 80% of 0-49 years to be circumcised, which is 480 000 males by 2016, but this was 

not promising because of the number of males who had so far been circumcised. Statistics 

showed that by February 2013, only 66,596 males have been circumcised (Botswana 

Government, 2015).  The Ministry of Health in partnership with the Ministry of Basic 

Education has agreed on mass campaigns nationally, focusing on circumcising school going 

boys. Teams of trained health care provider move from one school to another, educating boys 

on the importance of safe male circumcision (Ngwanaamotho, 2015). According to 

Ngwanaamotho, (2015), the boys are given forms and parents have to fill in those forms if 

they want their children to be circumcised during school holidays.  

To encourage more males to get circumcised, the Ministry of Health is embarking on, 

‘cut your foreskin, and win a P100’, Re-structure Circumcision Campaign. If someone 

recruits a person for circumcision he or she will be paid P100 per head or P1000 for ten males 

they bring for circumcision. The same will apply to the nurses that will be conducting the 

circumcision, each nurse will be paid P1000 for 10 circumcision (Ngwanaamotho, 

2015).There is also another safe male campaign theme: “Rola Kepese,” Circumcise Now! The 

campaign is aiming in circumcising about 35000 men in six months. The campaign will 

continue as long as there is a need for circumcision as a preventative measure against HIV 

and AIDS and it is funded by the United States of   America through the president Emergence 

Fund for AIDS RELIEF (PEPFAR).There is hope that safe male circumcision campaigns will 

influence males to accept safe male circumcision. In addition, external organisations like the 

US Centres of Diseases Control and Prevention and African Comprehensive HIV and AIDS 

partnership funded by the Bill and Melinda Gates foundation partner with the government of 

Botswana’s Ministry of Health to scale up safe male circumcision and encourage HIV 

negative men of age between 13-49 to circumcise. Again, pop artists have been contracted as 

the campaign ambassadors to attract men into the programme (Katisi &Daniel, 2014). Also 
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the infusion of safe male circumcision into the Religious Education syllabus will make young 

boys and girls to know about the benefits of safe male circumcision and spread the message 

about the importance of safe male circumcision to other people. Hence, making other peers 

aware of the importance of safe male circumcision and make the right decision on whether to 

circumcise or not.     The main advantage of safe male circumcision is that it is a one-off 

procedure, with no on-going costs or supply issues to worry about (Botswana Government, 

2015).  Once someone has undergone the procedure he will benefit from the preventive effect, 

for the rest of his life. Nevertheless, it has been calculated that the rapid roll out of voluntary 

medical safe male circumcision in high-prevalence African countries like Botswana would 

save billions of Pulas in the long term by reducing the number of people needing HIV 

treatment which is very costly (Botswana Government, 2015). Fortunately, opportunities exist 

and they create a conductive environment for scaling up SMC, which are a strong political 

will and support for SMC by government and development partners. There is also high 

acceptance of safe male circumcision in the population and existence of good infrastructure 

and health systems that could enable scaling up safe male circumcision services. Apparently 

all hospitals are already performing safe male circumcision albeit at a small scale and there is 

availability of strong programs for example, Routine HIV Testing, Antenatal care at 

community level (SADC, 2008). 

2.4 Ethical Issues surrounding Safe Male Circumcision 

 There are some disagreements as to whether there are sufficient evidences, on the 

basis of current data, to justify wide scale adoption of safe male circumcision as a preventive 

strategy. However, it is also evident that no existing protective device has been proved to be 

100% effective, this include the use of condom (Rennie, 2007). Hence it has been argued that 

any positive impact on reduction of HIV from female-to-male transmission would contribute 

to the overall reduction in spread of the pandemic, in the long run (Rennie, 2007). 
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Some framework has been proposed, based on age of the person to be circumcised, 

and the long- term and short- term effects assessed. These are: neonatal, preadolescent, and 

adult circumcisions (Rennie, 2007). The intention is to examine exactly the right age (soon 

after birth, just before sexual debut, or at some point after sexual debut) to focus if 

circumcision would be adopted as a preventive strategy. There are arguments for and against 

each point from medical, public health and ethnic perspectives, which we now discussed. 

In neonatal circumcision, the strategy is to circumcise a male child soon after birth as 

done in most of West African countries and in USA, with its attendant advantages. Studies 

have shown that protection is greater when circumcision is done at early stage in life because 

of the thickening of the foreskin of the penis as one grows older. The foreskin in newly born 

babies is thin and healing is faster, usually done within a week, (Poulussen et al, 1999). In 

terms of cost, neonatal circumcision could be integrated into existing reproductive health 

clinics and postnatal care programs for babies. The risk of missing school, if done at 

adolescent is averted and long hospital admission (Haperin et al, 2006). Consequently, the 

programme is cheaper to run and is accessible to all male children born in a country. 

Coverage could therefore be essentially universal. The right of consent is vested in the 

parents, just like in all other decisions taken on children before they reach the age of reason 

major reservation for neonatal. Circumcision is that the impact on the HIV pandemic is 

delayed and would only be felt between 10 and 20 years later. It is, however, provides some 

level of hope that those children circumcised at birth have the probability of being infected 

with HIV and other STDs significantly minimized (Cassel,et al., 2006).  

In pre-adolescent circumcision, where circumcision is practiced as a rite of passage 

from boyhood to manhood, it can be assumed that the procedure would be feasible and 

acceptable, when adopted as a HIV prevention strategy. The adoption would simply involve 

incorporating a new rationale into an existing practice. A model that integrates HIV-

prevention into preadolescent circumcision traditions has been successfully implemented on a 
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small scale in Kenya (Brown et al., 2004). One major challenge of adopting large –scale 

preadolescent circumcision would be the need to modify some traditional practices, for 

example, utilizing the same ritual knife among a number of initiates, which poses HIV 

transmission risk, to align them with good health practices. Secondly such practice would also 

be complemented with counselling services that discourage initiates from being involved in 

sexual activities when the penis is not completely healed or giving up other preventive 

strategies. On ethical grounds, at preadolescent, a child’s consent may be very important, 

particularly since the surgery is irreversible. 

2.5 Challenges of Safe Male Circumcision 

Male circumcision has negative effects associated with its procedures. For instance, 

according to De Vincenzi (1994), complications involved can be pain, infection, in a case 

where circumcision is performed in a less hygienic setting, might result in mutilation, 

haemorrhage, impaired healing processes and even death. In addition, proper healing may be 

inhibited by early initiation of sexual intercourse before the wound is completely healed, thus 

increasing the risk of contracting HIV, and also reduced penile sensitivity and sexual 

performance may be experienced by the circumcised male (Bailey et al ., 2007). 

  Though SMC may seem to offer a powerful advantage over other HIV prevention strategies 

in that it involves a surgery that does not need an on-going behavioural change in order to 

work, it nevertheless presents challenges. The male circumcision is an unnecessary operation 

if it is performed in the absence of essential indications, or as some routine procedures, it may 

be an unnecessary operation (Smith, 2000). Furthermore, Smith (2000) emphasizes that, some 

men who were not circumcised in infancy feel that they have been mutilated and deprived of 

an important structure without their consent and they are just as obsessed about this as those 

who claim to be circumcised. He also added that if not done under medical attention it can be 

a risky process with side effects including serious bleeding and damage to the penis itself.  
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             Furthermore, it is said that males require a period of abstinence after circumcision and 

some people do not wait for that period, and if sex is done when the wound is not yet healed, 

if one partner is infected she or he is bound to transmit the infection. The other main 

challenge is that circumcision does not prevent HIV and AIDS. Most males in Botswana view 

male circumcision in a wrong way (Ayiya, 2011). They believe if one has done circumcision 

they is no need   to use condoms claiming to be 100% safe and they end up spreading HIV 

and AIDS and other sexually transmitted infections or they get infected. They ignore the fact 

that circumcision is not a “magic condom” as they label it but only reduces the chances of 

getting infected (Ayiya, 2011).      

              The other disadvantage is that male circumcision removes nerves from the penis and 

this causes significant loss of sexual sensitivity and function. For this reason, many 

circumcised males are reluctant to use condoms since they say it reduces pleasure during 

copulation. A program of mass circumcision may reduce condom usage and have an adverse 

effect on the overall HIV infection incidence.  Taylor (1996) concern that male circumcision 

can cause a lot of pain and fear of safety if not done properly and this can cause the person to 

continue revisiting the clinic to see whether they are alright or not. Taylor (1996) also said 

that many non-circumcising groups are familiar with circumcising practices of other groups, 

and cited the endurance of pain as a key component in the rite of passage. Furthermore, 

circumcision is widely understood as a surgical procedure with inherent risks and in some of 

the challenges there is cultural and religious bias (Sawyers, 2007). Sawyer (2007) states that 

when studying circumcision, cultural biasness must be considered, therefore circumcision 

practices are largely culturally determined and as a result there are strong beliefs and opinions 

surrounding its practice. He further stated that predominantly, Christian groups hold varying 

beliefs and inconsistent practices regarding male circumcision.  

                  Bonner (2001) observed that circumcision as a procedure potentially exposes boys 

to diseases and infections, and the use of one instrument may be particularly risky. Similarly, 
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Mark et al, (2012), states that, in a Muslim community in Uganda it was reported that it was 

customary for groups of three to ten infants to be circumcised using a single razor blade and 

this could result in infecting each other if one of them has the HIV virus. The resources 

required to perform this procedure are also costly which is inclusive of trained staff, a very 

hygienic clinic and sterilised tools. The government also spends a lot on buying this 

equipment’s. Bollinger (2009) states that, “scaling up adult and neonatal circumcision to 

reach 80% coverage by 2025 would result in averting almost 70,000 new HIV infections, at a 

total cost of US$47 million” (Bollinger, 2009, p.9). So, the money issued, as seen by the 

above statement, causes the government to be unable to provide infrastructures, provide 

enough professionals and equipment uniformly across the country. Setting up circumcision 

facilities in a smaller health centre closer to rural population is also expensive hence people in 

rural areas are disadvantaged. 

              The last but not least challenge is the mentality that some men have about this 

procedure.  That is, a “Mentality” and not a misconception because it is strongly emphasized 

during circumcision that the procedure is not a substitution for a condom (Sturart, 2007). 

Most men decided to twist the information to suit their desires. For example, men believe that 

safe male circumcision provide 100 per cent protection against HIV infection and if done 

there is no need for someone to use condom. Men may engage more often in unsafe sex if 

they believe circumcision protects them from acquiring HIV (Sturart, 2007). This suggests 

that instead of maximising protection, some men may use the fact that they are circumcised to 

put themselves in higher risks of contracting HIV and AIDS, and they may also put their 

partners at risk. Furthermore, the requirement for men to test for HIV before circumcision 

deter many men from circumcising as many are not comfortable going for HIV test. 

Therefore, some men do not bother to think of circumcision as by nature they are private 

people who do not like their personal life to be exposed to public. 
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              In Botswana, some men decide to abandon the decision to circumcise after having a 

surgery cancelled because of shortage of supplies. For instance, in Borolong and Kweneng 

West sub region some men gave up after waiting in long queue, long waiting list or after 

being told to return at a later date, (Ontebetse, 2013). Treatment centres in places like 

Kgalagadi South and Ngami are far to reach and forces clients to travel long distances and this 

discouraged potential circumcision clients due to shortage of transport and a high possibility 

of coming back after a failed attempt. Batswana’s culture also seems to be affecting the 

success of safe male circumcision. This is because culturally, safe male circumcision was 

done by males and the topic was only discussed amongst men but these days it is evident that 

our health system, which is responsible for doing these circumcisions, is dominated by 

women. So men feel uncomfortable being touched and scrutinized by women they have no 

sex relation with. Therefore, they shy away from getting this procedure done. Also the 

community mobilizes are mostly women, so men find it difficult to ask questions and to voice 

their doubts and concern. They regard surgeon females who approach circumcision as a 

matter of fact; disrespectful hence they do not turn up for circumcision (Ontebetse, 2013). 

2.6 Rationale for Infusion of SMC in Education 

Infusion as defined by Hugger (1989) in the UNESCO and UNCIFE document is “The 

interaction of the content and skills into existing courses in a manner as to focus on that 

content …” (Hugger, 1989, p.59). According to Hugger, infusion means bringing in the new 

content and skills into existing subject content. Infusion in any subject brings more quality 

learning opportunities and change attitudinal behaviour. It ensures that every subject play a 

part in addressing emerging issues such as HIV and AIDS (Colaugh & Ketlhoilwe, 2000). 

Nganunu and Cantrel (1992) cited in Ketlhoilwe (2000) came up with the reasons for infusion 

and stated that: to overcome the problem of overcrowding the already overcrowded 

curriculum at all levels of education, to help in reinforcing and complimenting different 

subject content, to become more economic in terms of the time and hiring of specialized 
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teachers in SMC. The approaches will ensure that there is no need for a period to be created in 

the timetable and no need for additional specialized teachers. 

          The above statement it shows that infusion of SMC in schools would be necessary in 

order to deal with HIV and AIDS issues. It will help to impart knowledge, develop healthy, 

attitudes and instil skills for healthy decision making, since the learners depends on the 

acquisition of such skills. The skills provided will help to develop attitudes and practices 

necessary in curbing the spread and improving the management of HIV and AIDS in order for 

Botswana to achieve the goal of no new infections by 2017.  Infusion is another way of using 

the living materials and it is encouraged by the Ministry of Basic Education. With infusion, 

the teacher incorporates the infused topic into the content of other subjects, ensuring that they 

blend well with the lesson.  

In a study carried out by Khattab (2011) it was   revealed that students who were given 

health education gained more knowledge, positive attitudes and better practices in dealing 

with HIV and AIDS prevention compared to those who were not given similar health 

education on the prevention of HIV and AIDS. Infusion of SMC in RE syllabus should be 

seen in the same light, that it can have a positive impact on the prevention of HIV and AIDS. 

Also another study on the infusion and integration of HIV and AIDS in the curriculum was 

conducted by Nasibi (2009) found that,” The infusion and integration approaches adopted 

instead of stand-alone model are inappropriate. Therefore, the whole syllabus be overhauled 

in terms of objectives, content and suggested activities to reflect the expected behavioural 

outcome among the learners content on values, attitudes, morals and skills are limited making 

expected behavioural changes elusive” (Nasibi, 2009 ,p 137). 

2.7 Religious Education in Botswana and Infusion of SMC  

 Religious Education is basically a subject, which teaches about various religions, 

values and codes of behaviour of the people of different religions. Various religions have 

ethics, which set the standard of behaviour of the people in a particular religious group. These 
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ethics help the group members to determine whether their behaviour is right or wrong, good 

or bad, for example students are taught that the Hindus ethics include self -control, austerity, 

meaning they should be able to plan life, forbearance and uprightness (Watson, 1993). 

  Religious Education is about everyday life and has immensely contributed to the 

prevention of drugs in the schools and community (Nkomazana, 2007). It focuses on social, 

moral and ethical issues of diverse kinds. It teaches students to engage in the process of 

developing relationships that are relevant to life (Botswana Government, 1996).  

Infusion of Safe Male Circumcision can be done in the teaching of the following 

themes; Religious Ethics (Botswana Government, 1996) that is, in the teaching of the subtopic 

morality in different Religions. The students will learn the principles that guide followers of 

different religions as to what are the right and proper conduct and good ways of living. This 

will encourage students to make choices that are good for their health and discourage them 

from immoral behaviour such as adultery, promiscuity and others, and such behaviour can 

increase the spread of HIV. Again the subtopic on the golden rules, that is, how the golden 

rules can be put into practice when dealing with issues of relationships, HIV and AIDS. In 

this theme the students will learn the ways of preventing the spread of HIV and AIDS. 

Furthermore, the theme on the virtue of purity in different Religion in relation to sexual purity 

will help the learners to refrain from sex while still young (Botswana Government, 1996).  

The sub theme such as Rites of passage especially puberty rituals will help the learners 

to have knowledge about circumcision and as a result learners will able to choose whether to 

circumcise or not. Also the sub theme HIV and AIDS, in this topic, the learners are taught the 

views and attitudes of different religions as well as their roles in helping, counselling and 

accepting people living with HIV/AIDS, this theme will help the learners to know the 

strategies for preventing HIV and AIDS especially safe male circumcision (Botswana 

Government, 1996). It should be noted that infusion of safe male circumcision in Religious 

Education syllabus will help to increase students understanding of safe male circumcision 
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because they will learn about the benefits of safe male circumcision and able to make decision 

on whether to go for circumcision or not. Again it will enable the support for the overall goal 

of the Curriculum Blueprint for Primary and Secondary Education of an Education System 

that nurtures, promotes and sustains skills that will enable young Batswana to meaningfully 

participate in national building” ( Botswana Government, 1996). After all, purpose of 

education is to equip learners with life skills beyond the classroom. 

2.8 Knowledge and Perceptions towards SMC 

A cross-sectional by medical survey was conducted by Auvert and Lissouba (2011) 

that assessed an association of adult safe male circumcision and the level of acceptability 

among South Africa community. The survey employed 1198 men aged from 15-49 from 

Orange farm to which knowledge about SMC and HIV questions were asked. It was 

discovered that men had fairly good knowledge about SMC and HIV acquisition. Most 

respondents knew that circumcised men could still acquire HIV through unsafe sexual 

practices. An uptake of SMC among uncircumcised men of 58.8% was established.  

Knowledge about HIV/AIDS plays a vital role in risk reduction as sufficient 

knowledge may bring about long-lasting behaviour change. Based on this, a survey conducted 

in 64 countries showed that only 40% of men in the age group have sufficient and 

comprehensive HIV knowledge, compared to 38% of women of the same age group (Global 

Report, 2008). For one to have adequate knowledge on HIV and safe male circumcision there 

is a need to have knowledge of comprehensive HIV prevention. This would facilitate adoption 

of positive attitude towards safe male circumcision. A study by Cowan and Mavhu (2011), 

assessed the prevalence and factors associated with knowledge of and willingness for safe 

male circumcision in rural Zimbabwe, whereby females constituted 64% of the sample, found 

a relatively low level of knowledge towards SMC benefits among the respondents, with 

positive attitudes as well as acceptability of SMC and its health benefits of about 52%.  
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 According to the study conducted in Malawi on knowledge attitudes and benefits of 

safe male circumcision, young men and women demonstrated good knowledge about HIV and 

safe male circumcision (Ngalande et al., 2000). Most women also exercised the willingness to 

take their children and partners for circumcision. Generally, people’s attitudes may change 

with education. Individuals’ decision to circumcise is more influenced by culture or health 

and the key persons involved are parents especially when SMC was done in childhood 

(Pappas-DeLuca, 2009). Furthermore, Pappas- DeLuca (2009) notes that in Namibia, a 

qualitative research on circumcision which assessed the attitudes towards safe male 

circumcision was done and it indicated negative attitudes and perceptions in non-circumcising 

areas such as Caprivi and Ohangwena region. The findings revealed that older men felt they 

were too old for circumcision and they did not see any need to uptake while some 

uncircumcised men in non-circumcision tribes were not willing to be circumcised because 

they believed that they were satisfied with the way they were. Some perceived circumcision 

as an old and out-dated practice, while some perceived the removal of the foreskin to be a 

health risk as the foreskin acts as a protective shield to the penis. These findings involve 

revealed that women have positive attitudes towards male circumcision especially those who 

are in support of the health benefits associated with circumcision (Pappas-DeLuca, 2009).  

More studies conducted on perceptions towards male circumcision concluded negative 

perceptions towards circumcision performed after childhood (Wambura, et al 2011). A 

longitudinal study was conducted in Kenya to check the perceptions of female partners of 

recently circumcised men in Nyanza Province in Kenya. Such women have been in 

relationships with the circumcised men before and after their circumcision. It was found out 

that all females were satisfied with their partners’ decisions to uptake circumcision, and high 

rate (91%) of women reported more sexual satisfaction than before circumcision. However, a 

relatively high number of women were 84% perceived them as not being at risk of contracting 

HIV and other STIs anymore.  
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   However, safe male circumcision as a measure of HIV prevention may not be 

efficient when men believe that they will be fully protected from HIV (Halperin & Bailey, 

1999). The concerns are that the possibility of behavioural disinhibiting may expose them to 

the risks of acquiring HIV. Several studies reported an increased potential behavioural 

disinhibiting among circumcised men than in uncircumcised men (Bailey & Westercamp, 

2006). In addition to perceptions, several studies, according to Scott (2006) cited in Bailey 

and Westercamp.  (2006), have found a high proportion of men and more women who had a 

belief that circumcised men enjoyed sex more than uncircumcised men. These findings were 

supported by the findings of the study conducted in South Africa that women were eight times 

more likely to advocate for circumcision if they believed that circumcised men enjoyed sex 

more than uncircumcised men, and six times more likely to regard it if they believed that 

women enjoyed sex more with circumcised men.  

2.9 Summary of Literature Reviewed 

  The review of the related literature revealed that SMC was introduced as an 

additional HIV prevention intervention because the country has a high prevalence and there is 

compelling evidence that male circumcision reduces the risk of heterosexuality acquired 

infection in men by approximately 60%. There are many studies that support the idea of male 

circumcision program. Although religion and culture may act as deterrents, in that the laws 

and customs of a culture and or of a religion may be used to curb rampant sexual behaviours, 

it is also necessary to note that circular education may help people to feel more settled on the 

importance of safe male circumcision as the information they would be given would be used 

after extensive researches. SMC programs can be tested in areas that are most affected, for 

instance Botswana will greatly benefit if the program can be implemented. 

 SMC cannot stand alone and must be used in conjunction with other known HIV 

preventative techniques. Education about the procedures, healing time, and HIV in general are 

important. It is also important that the general public is educated on behaviour and actions 
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which are considered high risk for HIV transmission. Basing on the discussion, the researcher 

is of the view that male circumcision should be taught in schools and should be performed on 

children at younger age so that by the time they become grown they fully understand and able 

to decide whether to circumcise or not. 

 CHAPTER 3: RESEARCH METHODOLOGY 

3.0 Introduction 

   This chapter presents a description of the methodology used in the study and this 

includes the research design, population of the study, sample and sampling procedures, ethical 

considerations and data analysis procedures, data collection, instruments and research design 

frame work. This study investigated the perception of both secondary school teachers and 

students with regard to the infusion of SMC education into the Religious Education syllabus 

as a tool to combat HIV and AIDS.  

3.1 Research Orientation 

 

         The research orientation used was qualitative and it was found to be suitable for this 

study because it involved an interaction with participants so that the phenomena being 

investigated could be fully understood (Creswell, 2003). The qualitative approach helped in 

bringing out the attitudes, the opinions and the experiences that explain the behaviour of the 

population hence obtaining an in-depth understanding (Denzin & Lincoln 2005). In addition, 

a qualitative methodology was preferred because it employed a range of methods such as 

interviews, focus group discussion and documents (Belly & Smith 2000). According   to 

Creswell (2013), social scientists investigating data from social life occasionally employ 

qualitative methods to find answers to why and how and in what way questions 
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3.2 Research Design 

               The research design is more than a work. Researcher has developed it to use as a 

guide or plain for carrying out a research project. The Business Dictionary explains a research 

design as a detailed outline of how an investigation will take place. Labaree (2013) also 

explains it as the overall strategy that you choose to integrate the different components of the 

study in a coherent and logical way, thereby, ensuring that one would effectively address the 

research problem; it constitutes the blueprint for the collection, measurement and analysis of 

data. Salkind (2010) asserts that the function of a research design is to ensure that the 

evidence obtained enables the researcher to answer the initial question as unambiguously as 

possible. Therefore, a research design includes how data should be collected, what 

instruments should be employed, how the instruments are used and the intended means for 

analysing data collected.   

             This study adopted a case study research design. Kombo and Tromp (2006) stated 

that, “A case study seeks to describe a unit in details, in context and holistically” (p.72).  

Hence, in this study, the researcher intended to find out in depth the perception the teachers 

and students have on whether or not safe male circumcision should be infused into the 

teaching of Religious Education syllabus in Botswana junior secondary schools, challenges 

and strategies to overcome those challenges.  Employing the design,  brings about deeper 

insights and better understanding (Creswell, 2007) about individuals’  perspectives regarding 

the reasons why males are reluctant to circumcise to prevent HIV and AIDS even though 

there are a lot of campaigns going on in Botswana. The researcher carried out the study in six 

junior secondary schools to investigate the views of students and teachers on the infusion of 

safe male circumcision.   

3.3 Population of the Study  

The target population in this study was the students in Botswana junior secondary 

schools who took Religious Education as one of their optional subjects. The six community 
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junior secondary schools were chosen because they were nearer to the researcher’s workplace, 

and therefore, time and costs were the major determining factors.   The population also 

consisted of RE teachers in junior secondary schools within the Gaborone area. The size of 

the population was 162 comprising of 18 RE teachers and 144 students. Students were 

included because they are the most affected by HIV and AIDS and the syllabus as an 

instructional tool is meant for their consumption.   

Students are at the puberty stage of life where changes in the development of the body 

trigger them to try and experience whatever they feel will bring fun. They therefore need to 

learn how HIV and AIDS is transmitted and prevented. As such, their views on whether SMC 

should be infused in the teaching of Religious Education or not was pivotal. By virtue of 

being the curriculum implementers, the teachers’ input was very central to what the researcher 

set out to achieve, so their conclusion in the research sample was fundamental. That is, 

Religious Education teachers were chosen because they are the ones who teach the subject 

therefore they are informed in terms of determining as to whether safe male circumcision 

should be infused into the teaching of Religious Education syllabus or not.   

   

3.4 Sample and sampling Techniques  

  The sample of the study consisted of 144 RE students’ and 18 RE teachers 

collectively drawn from 6 junior secondary schools. The 144 students from the 6 selected 

schools comprised of 24 students from each school. The number of teachers was limited to 3 

teachers from each of the participating 6 schools because in general, there is a maximum of 3 

Religious Education teachers in any given junior secondary schools in Botswana. Therefore, 

the choice of the maximum of three participating teachers per school was reasonable in 

ensuring that each school could manage to provide the same number of teachers in the study. 

The sample of 18 participants was considered to be representative of the population. To 

ensure that each student had an equal chance of being selected simple random sampling was 
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used as this kind of sampling prevents biasness in selecting the participants (Miles & 

Huberman, 1994). From each school the researcher selected 24 students who are doing 

Religious Education as their optional subject. Where there were more than 24 students the 

researcher selected the number she wanted, where there were less the researcher selected them 

all this made a total sample of 144 respondents of the study representing population. 

     The teachers were purposely selected because they were well informed in the subject 

as curriculum implementers. They were in a better position to determine whether to infuse 

circumcision in the RE syllabus or not. Purpose or judgment sampling according to Mason 

(1994) is based on “the judgment of a researcher regarding the characteristics of a 

representative sample”. So the researcher used her prior knowledge to choose the participants. 

The aim of the purposive sampling procedure was to save time and effort and also to obtain a 

sample of people who have valuable information that could benefit the research.  

 

3.5 Data Collection Instruments 

 According to Pierce (2009), research instruments or tools are ways of gathering data. 

It is important to use appropriate data collection instruments since inaccurate instrument 

produce invalid results. In this study, interview guide was used to gather data from the 18 

selected RE teachers, and a focus group discussion was used to collect data from the 144 

students. The researcher chose two methods of data collection as focus group discussion and 

interviews, to investigate the perception of teachers and students on the infusion of SMC in to 

the Religious Education syllabus.  

  The first section of the interview schedules was concerned with biographical 

information. This information was used to compile profiles of teachers and students, making 

up the FGD .It were also used to help the researcher to determine if any of these variables has 

any influence on the findings. The biographical data was where the students and the teachers 

gave their personal details. The second section was having three open- ended questions. The 
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questions were meant to solicit information on the views of both teachers and students 

towards the infusion of safe male circumcision in the teaching of Religious Education 

syllabus.  

3.5.1 Focus Group Discussion  

  Focus group discussion was conducted in six schools and each group consisted of 

about 6-8 participants who were involved in the study. It was facilitated by two facilitators, 

that is, the teacher and researcher. During the focus group discussions, the teacher asked 

questions and the researcher took notes. The teacher as a note-taker was responsible for 

identifying the key notes of each speaker to facilitate data interpretation. The group 

discussions lasted for up to one hour and thirty minutes and were held in English language. 

The key demographic details were recorded for each participant. The focus group discussion 

was chosen because it can produce a lot of information quickly and it is good for identifying 

and exploring beliefs, ideas, or opinions in the community (Kombo & Tromp, 2006). The 

FGD could also help participants to share different ideas, it is a good strategy because 

participants can learn more through interaction with others and also actively participate in 

group discussion. 

3.5.2 Interviews 

            The researcher chose to use semi structured interview questions as a tool which 

enabled her to interact with the participants in a direct “face- to- face” contact and this 

allowed her to make follow-ups using verbal communication whenever the need arises. There 

were eighteen Religious Education teachers who were drawn from six schools which 

participated in the study. Each school had three teachers responding to semi structured 

interview and recorded by the researcher. The number of teachers was limited to three 

teachers from each of the participating six schools because mostly in junior secondary schools 

there are a maximum of three Religious Education teachers. So to make sure that each school 
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was to manage providing the same number of teachers in the study, maximum of three 

participating teachers per school was reasonable. The researcher was taking about thirty 

minutes per interviewee. The answers were noted in a short notes form by the researcher. The 

major advantage of note taking is that it facilitates data analysis (Neumann, 2000).   

      The reason the researcher used interview is because with interviews, the researcher 

was able to get information in depth as interviews allowed for probing and prompting. 

Information gathered by the researcher during the interview helped her to gain insights of the 

key issues pertaining to the subject of the study. Interviews were relevant to this research 

because they create a good platform for participants to openly articulate their ideas and 

opinions about the issue posed to them. Klenke (2008) points out that interview are not one 

way information gathered situations. They are guided or dialogical conversations between 

interviewer and interviewee and are conducted such that both parties view reality as a process. 

The demographic details were recorded for each participant. 

 

3.6 Trustworthiness of Instruments and Data  

 

 Trustworthiness is how qualitative researchers establish whether the data is credible, 

transferable, confirmable and dependable (Lincoln & Guba, 1985). In this study, the 

researcher showed that the research findings are accurate by employing multiple data 

gathering methods (Long & Rigour, 2000).  Triangulation was also used by the researcher to 

avoid biasness, for example, two related sources and data collection methods were used with 

the aim of reducing inherent bias associated with a single source.  Self-description and self-

reflexivity was done by the researcher to help in discussing her position within the study and 

how personal beliefs can influence the research findings. Again prolonged engagement with 

participants in order to gain trust and establish rapport hence the researcher got in-depth 

information from the participants (Cresswell, 2006). The researcher presented her research 
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proposal to other researchers and lectures that questioned the researcher interpretations, 

provided additional perspectives and explanations to the researcher.  

 After the formulation of the research questions and the collection of data, the 

researcher gave them to her colleagues and supervisor who reviewed them and made 

corrections hence avoiding been bias. In addition, the researcher recorded notes during 

interviews and focus group discussion to keep her busy and avoid contributing during data 

collection. 

   

3.7 Reflexivity  

           Reflexivity is the process of examining both oneself as researcher, and the research 

relationship. Self-searching involves examining one's "conceptual baggage," that is, one's 

assumptions and preconceptions, and how these affect research decisions, particularly, the 

selection and wording of questions. Reflecting on the research relationship involves 

examining one's relationship to the participant, and how the relationship dynamics affect 

responses to questions. Reflexivity is the process of becoming self-aware, whereby you make 

regular efforts to consider your own thoughts and actions in light of different contexts, 

especially as you observe, interview and read documents. Reflexivity, then, is about the 

researcher's on-going critique and critical reflection of his or her own biases. Reflexivity is a 

characteristic of research that can be considered during the whole process of qualitative 

research and is not limited to a certain stage. It is an extensive activity in which the researcher 

tries to be aware of his or her ideas, attitudes, and beliefs and make their influence on his/her 

own research clear for him or herself and sometimes the audience. 

         Long and Johnson (2000) stated that self-description and reflexivity is very important in 

qualitative research to acknowledge and reduce bias. Hence the researcher used self-

description to discuss her position within the study and also considered how her past training 

can influence the research findings. During interview and focus group discussion researcher 

https://www.utsc.utoronto.ca/~pchsiung/LAL/reflexivity/baggage
https://www.utsc.utoronto.ca/~pchsiung/LAL/reflexivity/relationship
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took notes to avoid been bias in order achieving credibility and conformability. Checking of 

study findings and conclusions was done by the participants from whom the data were 

originally obtained. 

 While carrying out this research it was difficult for the researcher to be detached 

completely from the data in order to maintain objectivity and avoid bias.  Sword (1999) states 

that, “No research is free of the biases assumptions and personality of the researcher and we 

cannot separate self from those activities in which we are intimately involved” (p. 277). This 

is true because the researcher is the one who knows what she wants or what should be 

included in the research hence it is difficult for the researcher to distance herself from the 

research to avoid biasness. In this study, the researcher allowed participants to tell their 

perspectives without requiring any confirmation from the researcher. Also the researcher used 

open-ended question that did not require her to endorse a particular response. Again the 

researcher used different questions that were worded differently and asked general questions 

before moving to sensitive questions. Furthermore, the researcher saw herself as a learner and 

the participants as having knowledge about the topic researched hence monitoring her 

subjectivity.     

         Qualitative research paradigm means that researcher is an important part of the process. 

The researcher cannot be separated from the topic or people he or she is studying; it is the 

interaction between the researcher and participants that the knowledge is created (Shenton, 

2004).   

Subedi (2006) stated that, “Insider- outsider research involves a researcher occupying 

double positions, meaning that he or she is both a member of the researched group and an 

outsider relative to the group. Insider-outsider researcher positions are usually seen to cause 

some form of discomfort for the researcher” (p.546). Hence, there are a number of challenges 

and limitations as well as possibilities when carrying a study as an RE teacher.  RE teacher as 

an insider  had easy access when collecting data in schools and there was a certain level of 



    

   

42 

 

trust and dependency existed between the researcher and the participants because the 

researcher is a teacher and was using students and her colleagues to collect data. The 

participants were more willing to share their experience with a researcher whom they perceive 

as sympathetic to their situation. The participants regarded the researcher as someone who is 

knowledgeable and can able to help and give informative information. 

     On the other hand being an outsider can cause discomforting especially when 

revealing negative aspects of one’s own cultural group (Hamnett, et al., 2006). For example, 

safe male circumcision is  practiced by some ethnic groups for religious and cultural purposes 

and there are some sensitive issues that are not to be known by a girl child or boys that were 

not circumcised hence was difficult to get more information. The involvement of girls in 

research is considered culturally insensitive. Regarding the students, the researcher had 

realised that some of the words used were not familiar to the students’. Again the boys during 

focus group discussion felt uncomfortable and preferred to be given written work. 

3.8 Data Collection Procedures 

One very important element in conducting a research in any particular setting is to 

seek for permission from relevant authorities to carry out the research and to gain access to 

the participants or relevant documents to be used in the study. Anderson (1994) describes 

gaining access as “seeking permission from relevant authority and making his or her research 

agenda known to the relevant stakeholders” (Anderson, 1994, p. 66). 

A researcher required a research permit before embarking on the study. In this study, 

the researcher and the supervisor wrote letters to the Senior Education Officer in the Ministry 

Of Basic Education seeking permission to allow the researcher to carry out her study in 

selected schools in Gaborone. In the letter, the researcher explained the purpose of the project, 

the research methods to be adopted, and the expected benefits of the study to the teachers and 

the students. Then, the Senior Education Office in the Ministry of Basic Education wrote 

letters to schools requesting them to allow the researcher to conduct her study in their 
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respective schools. The letters were hand delivered by the researcher. The School Heads 

contacted the Teachers of Religious Education on the issue. The researcher then visited the 

schools to discuss all the issues about her research with the heads of the schools, Religious 

Education teachers and the students. The discussion was on what was contained in the letter 

that was basically the purpose and the benefit of the study. 

The Religious Education teachers were interviewed using semi structured interview. 

Interviews are a bit flexible because they allow the participants to explain their reasons and 

could still stretch their reasoning if prompted to do so. The researcher used interview to get as 

much information in depth as possible so that they have the actual insights of the subject at 

hand. The direct interaction with the individual on a one to one basis allowed for a face to 

face conversation between the research and the participants. This allowed the research to 

gather rich information and had a deeper insight into the phenomenon on the area of study.  

  In this study, before data was collected, the researcher defined the target population. 

This involved identifying the participants and their accessibility. Also the researcher stated 

research design to be used and the sample, this was done to ensure the format in which data 

will be collected. Kombo & Tromp(2006) stated that , “The key data collection instruments to 

be used in the study for example questionnaires ,interviews, observation, focus group 

discussions and experimental treatments should be in order ”(p.102).Hence the researcher 

availed the  instruments to be  used in this research, checked whether they were  in order and  

ready to be used . Again, the researcher defined the data to be collected, that is, ensuring clear 

of the sample to be used, for instance, the male and female. After designing  data collection 

instruments, the researcher had to ensure if they are good enough to fetch as much 

information that she intend to get from the target group regarding the research project .This 

was done through the exercise of piloting the design instruments. The report entails the 

methodology that was used to carry out the exercise, objectives of the piloting exercise, the 

finding and the short comings of the whole exercise. 
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3.9 Data Analysis  

Data from interviews and FGD was analysed qualitatively. The aim of qualitative data 

analysis was to find patterns among the data (Babbie, 2004). The research interview responses 

and the FGD notes were analysed thematically by coding and describing the responses of 

students and teachers with regards to their perceptions on the infusion of SMC in the 

Religious Education syllabus in JSS in Botswana. Thematic analysis as guided by Kombo and 

Tromp (2006) was used in this study. Common and main themes that recurred across the data 

were identified.  The main constructs are perceptions of junior secondary schools teachers and 

students on whether safe male circumcision should be infused in the Religious Education 

syllabus. Data analysis also focused on the benefits of infusing safe male circumcision in the 

Religious Education syllabus and also analysis of problems that could be encountered if SMC 

is infused in Religious Education syllabus and strategies that may be applied in solving the 

problems.  

A thorough review of the transcripts of the recorded materials from the FGD and 

interview was used to identify themes that re-occurred across all the FGD and interview.    In 

particular, the researcher analysed the data by going through each interview responses and the 

FGD notes and looked across the spectrum of responses, made summary on that question and 

made quotes from some of the responses. The same procedure was carried out on the rest of 

the responses. Therefore, in this study knowledge and attitudes were collected in an indirect 

way using several questions indirectly related to SMC knowledge and SMC attitudes.  After 

data collection, knowledge and attitudes indices were created. In particular, the responses 

were analysed under knowledge, attitudes and perceptions themes so as to fully address the 

research questions. Some of the process followed by the researcher in analysing the data were 

as follows; Familiarization with the data by going through the interviews and focus group 

discussions written notes. Transcription of written materials into typed word documents. 

Identification of important ideas and concepts using codes on the transcribed data typed in. 
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Report writing, the report was written based on the analysis of data theoretical constructs and 

a comparison of the following findings with pre-existing theory. Verbatim quotes by 

participants have also been included in the report.         

3.10 Ethical Considerations 

Before data collection permission was sought from the Permanent Secretary (PS) of 

Basic Education and the Office of Research and Development (ORD) at the University of 

Botswana to conduct a research on infusion of SMC in Religious Education syllabus.  The 

researcher was open and transparent about the purpose and sponsorship of the research. 

Furthermore, when permission was granted, potential participants who fulfilled the 

recruitment criteria were informed about the objectives of the study and that participation was 

voluntary. Free will participation allowed the respondents to voluntarily express their in-depth 

views without pressure therefore data captured would not be compromised. For instance, a 

written informed consent was obtained from each potential participant and participants were 

notified that they were free to withdraw from the study at any time. 

McNamara (1994) identifies five ethical concerns to be considered when conducting 

survey research. These are guidelines which deal with voluntary participation, such as 

confidentiality. The participants were clarified that the information to be provided was for 

research purposes and would therefore be strictly anonymous and dealt with confidentially. 

For example, the focus group panel discussion required recording of the voice of the 

participants and this was done with prior consent. The analysis and reporting was not 

influenced by external forces. This is so because in research, confidentiality and anonymity 

should be guaranteed by ensuring that data obtained would be used in such a way that no one 

other than the researcher knows the source (LoBiondo-Wood, et al., 2006). This is done by 

attaching pseudo names to the information obtained and using codes. 
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3.11 Summary 

This chapter outlined the logical steps that were used in the study to obtain the data 

from participants. For instance, the chapter described the research design that was used and 

the reasons for preferring such an approach. The study setting, study population, sampling 

method, instrumentation, data management, data analysis and ethical considerations were all 

discussed here. The chapter also briefly outlined the methods used to maximise validity and 

reliability were outlined. The next chapter reports the findings of the students. 

CHAPTER 4: DATA ANALYSIS PRESENTATION AND DISCUSSION   

4.0 Introduction  

This chapter presents the results of the research study. The first section presents the 

demographic information about the participants. The second part presents the main findings of 

the study. Data analysis entails organizing what the researcher has read, heard and observed in 

a particular research setting (Anderson 2003; Bless, 1997). Hence this chapter provides an 

analysis of the data obtained through students’ Focus group discussion. The questions used i n 

the FGD were open-ended questions.The presentations and discussions were dealt with per 

research guiding questions. In this study, the researcher sought to find out both the merits and 

demerits of infusing safe male circumcision into the teaching of Religious Education in the 

Botswana Junior Secondary School Curriculum. The research findings in this chapter are 

organized according to the research questions and their related items.  

4.1 Demographical Information  

 

This section presents and discusses the results of the study on participants’ 

biographical data. The information on participants includes gender, age, qualification, 

teaching experiences. The analysis will start with students, before analysing the teachers’ 

biographical information. The demographical information of participants here considered 



    

   

47 

 

important to the study on the basis that such variation could influence choices of learners to 

make decision on whether to circumcise or not. 

 

Table 1: Gender of Students 

 

 Gender No. of participants Percentages 

 Male 67 46.5% 

 Female 77 53.5% 

Total  144 100% 

 

Table 1 shows the distribution of the students according to gender. It was important to 

include gender in the research project because it gives us a guide on which sex is mostly 

doing Religious Education as an optional subject or participated in the research. The 

information is also very important because it brings clarity where the researcher   might need 

to use numbers to establish the extent or effect of the problem. This information is also 

helpful for comparative purpose on the basis of gender to establish the rate of interest and 

dislike among the participants, which would assist when making recommendations. The 

findings reflect that 46.5%of the students who participated were males while 53.5% were 

females. According to the Table above, the students who responded to the Focus Group 

Discussion were almost balanced as per the gender; there is only a slight difference of 6%.  

The students are still young and flexible to receive new ideas and effecting change while the 

older people are more attached to their culture and stick to them hence finding it difficult to 

accept change.       
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Table 2: Age of students 

Gender Age No of participants Percentage 

Males and Females    

 8-10 0 0 

 11-15 97 67.4% 

 16-17 47 32.6% 

Total 

 

 144 100% 

 

Table 2 shows the range of students from 11-15 female as 67.4%, while 16-17 males 

occupy the percentage of 32.6%. This will help in the study since most student are mature 

enough to be able to give informative responses at a stage of life where they are able to 

explore and grasp information on SMC and continue to use the same information in future. 

Also they are at the stage where there are also usually more responsive to new ideas and less 

rigid to changes.   

Table 3: Gender of Teachers 

     Gender No. of participants Percentage 

 Male 5 27.8% 

 Female 13 72.2% 

Total  18 100% 

 

The Table above shows that 27.8% males and 72.2% female responded to the 

interview. There is a difference of 44.4% which clearly indicates a large margin between 

males and females. Religious Education teachers might receive information about safe male 

circumcision from both electronic and print media, health workers, friends and NGO 

campaigns on SMC. From the knowledge they acquire throughout one’s education would help 
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them make a contribution in influencing uptake of SMC. They would impart knowledge to the 

students on safe male circumcision hence able to make informed decisions on uptake or 

rejecting of SMC. 

 

Table 4: Age of Teachers  

TEACHERS Age No. of Participants Percentage 

Male and Female 20-25 3 16.7% 

  26-30 3 16.7% 

 31-35 3 16.7% 

 36-40 7 38.8% 

 41-45 2 11.1% 

Total  18 100% 

 

Table 4 indicates that teachers were from the same range of age, which is from 20-45. 

Age range from 20-25 had a percentage of 6.7%,26-30 is 16.7%, 31-35 is 16.7%,36-40is 

38.8% and 41-45 is 11.1%. The reasons might be the participants are mature enough to be 

able to give informative responses. The population also consists of the young men and women 

.This could mean that the young are probably more actively interested in receiving or 

participating in new ideas in their environment.  
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Table 5: Teacher’s   teaching   Experience  

 Teaching 

Experience 

No. of participants Percentage 

 0-5 0 0 

 6-10 4 22.2% 

 11-15 3 16.7% 

 16-20 10 55.6% 

 21-25 1 5.6% 

 26-30 0 0 

 30 and above 0 0 

Total  18 100% 

 

Table 5 reveals that 22.2% of the participants had 6-10 years of experience, 16.7% had 

11-15 years, 55.6% had 16-20 years and 5.6% had 21-25 years of experience this indicates 

that teachers have more than 16 years teaching experience as compared to those with 6-10 

years. Teachers teaching experience might mean that they are well conversant with the 

teaching of Religious Education syllabus and could impart knowledge on SMC to students. 

Table 6: Professional Qualification of Teacher 

 Professional 

Qualifications 

No. of participants Percentage 

 DSE 3 16.7% 

 Bed 15 83.3% 

 Masters 0 0 

Total  18 100% 
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The results in Table 6 show that all the teachers are educated, 16.7% of them are 

diploma holders and 83.3% are degree holders. Professionally, teachers are qualified to teach 

the subject and  this can mean that they can  handle the infusion of safe male circumcision in 

the teaching of Religious Education  well and apply various teaching strategies where there is 

need and this include infusion of emerging issues. 

 

4.2 Section B: Perceptions of Junior Secondary School teachers and students on   whether 

safe male circumcision should be infused in the Religious Education syllabus. 

This section presents and discusses the results of the focus group discussion and the 

interview guide which sought information on the following   research questions that guided 

the study: 

1. What are the benefits of infusing safe male circumcision into the Religious 

Education syllabus? 

2. What could be the challenges of infusing safe male circumcision into the Religious 

Education syllabus? 

3. What are the possible strategies that could be used in addressing the challenges 

encountered in infusing safe male circumcision into the Religious Education 

syllabus? 

The section presents and analyses the findings of the study in relation to both students 

and teachers’ perceptions of   the infusion of safe male circumcision in to the Religious 

Education syllabus. The responses and implications are reflected item by item under the 

research questions to which they belong.  

4.2.1 Research Question 1   

What are the benefits of infusing safe male circumcision into the Religious Education 

syllabus?   
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This research question had one focus group discussion item for students and one 

interview item for teachers. The researcher will first present data from focus group 

discussions for students before the interviews for teachers. 

Item: Should SMC be infused into the Religious Education syllabus?   

4.2.1.1 Students 

The results indicated that the students support the infusion of SMC into the Religious 

Education syllabus. The students stated that infusion will be an eye opener to the school going 

males to be alerted on prevention measures for HIV and AIDS.  They also pointed out that 

Infusion of SMC will help students to know and understand the strategies used to prevent HIV 

and AIDS infection. According to them SMC will help male students to reduce chances of 

contracting STI’s and HIV. They also pointed out that when safe male circumcision is 

infused, students will know the importance of SMC, they will be able to analyse and decide 

whether to go for circumcision or not based on the knowledge they acquire in Religious 

Education. Furthermore, they stated that infusion of SMC will enhance young people’s ability 

to help others to protect themselves against high risks behaviours and this will have a major 

influence on individual behaviour. It was also pointed out that students may act as agent of 

change influencing fellow peers to adopt behaviours that reduces their risks of contracting 

HIV and AIDS. As argued, the students will share information, ideas and knowledge they 

have acquired about the benefits associated with SMC. 

 

It was further argued by the participants that if SMC is infused students will know 

about it; this will help in erasing misconceptions myths people have about HIV and AIDS. 

The participants also pointed out that when SMC is infused, students will get knowledge on 

behaviour and attitudes towards HIV and AIDS and STI’s. Also get a free education on 

family planning and their attitude towards HIV and AIDS. One of the students in FGD: A 

stated that:      
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Mpho: It will be an eye opener to the school going students about the benefits of 

             Safe Male Circumcision, Students will learn that safe male circumcision is 

             important, for the prevention of STI’s, HIV, penile hygiene and cervical    

 cancer.  

 

Another student in group B added that:   

                                                             

Tebogo: It help in erasing misconceptions about SMC and myths about HIV and     

                AIDS. The clear misconception is the belief among female that circumcised 

    man would protect them from HIV. 

 

One of the group members during focus group discussion stated that, when you have a 

partner who is circumcised you will feel safer because the chances of him infecting you with 

HIV are less because he is at least protected with the circumcision even if it is not 100 per 

cent. (FGD: C).    

These responses indicated that students supported the infusion of SMC into the 

Religious Education syllabus. The students’ general consensus that SMC help male students 

to reduce chances of contracting STI’s is corroborated by the Khattab’s (2011) assertion that 

infusion of SMC in the syllabus can have a positive impact on the prevention of HIV and 

AIDS. According to Khattab (2011), students who are given health education gain more 

knowledge, positive attitudes and better practices in dealing with HIV and AIDS prevention 

compared to those who were not given similar health education on the prevention of HIV and 

AIDS.  

  It is however, important to emphasizes that SMC will help students to know that 

circumcision does not provide complete protection from HIV infection, but only reduces the 
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chances of getting infected. The point to emphasise here is that safe male circumcision is just 

like any other prevention methods in place, such as condom use, trust, abstinence, being 

faithful and behaviour change. These are not compulsory, but add value in the reduction of 

infection rates.  

  Furthermore, they stated that infusion of SMC will enhance young people’s capacity 

to help others to protect themselves against high risks behaviour and this will have a major 

influence on individual behaviour. For instance, one of the female students in FGD: D said, 

 

Lebo: Although I am a female, I have young brothers and uncles that I can 

help to understand safe male circumcision better with information 

about SMC and encourage them to perform it.  

 

Another female student in group C argued that: 

  

Rati: I have read in the internet that uncircumcised men can cause 

        cervical cancer if the foreskin has been infected with certain 

        viruses …. Something like that. So I am concerned about SMC 

         as a young girl as well.          

                                                            

Still related to this, according to the study conducted in Malawi on attitudes and 

benefits of SMC, women demonstrated good knowledge about HIV and most women also 

showed their willingness to take their children and partners for circumcision (Ngalande, et al 

2000).  Therefore, it is possible that students may act as agents of change influencing fellow 

peers to adopt behaviours that reduces their risks of contracting HIV and AIDS, arguably 

helping the nation to move towards zero per cent HIV and AIDS cases. The nation will also 

be informed about its HIV and AIDS status. Before procedure is done the individual has to go 
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for HIV test and also screening of other illness such as diabetes, hypertension, prostate cancer, 

cardiac diseases and STD’s. As a result, the government will get the information on HIV 

status and other diseases in the country. As observed, Gray, et al (2007), in their analysis on 

SMC for HIV prevention in young men in Uganda concluded that SMC reduces the risk of 

cervical cancer among female partners of uncircumcised men since circumcised men are less 

likely to harbour the human papilloma virus which causes cervical cancer.  

Since most students supported infusion of SMC into the Religious Education syllabus, 

the researcher believes that SMC should be infused into the Religious Education syllabus so 

as to inform the students about the benefit associated with safe male circumcision. The 

students should know that once a boy or man has undergone the procedure he will benefit 

from the preventive effect for the rest of his life. That is, it is a permanent procedure and once 

the person has performed circumcision he does not have to do it again. Furthermore, the 

couples are given free education on family planning during the process; hence their attitude 

will change (Karin, 2014). Again it encourages the couple or partners to seek counselling, 

education and testing of STIs. 

4.2.1.2 Teachers    

During the interview with the teachers on the same issue teachers stated that students 

will find it very interesting to learn safe male circumcision during the teaching of Religious 

Education syllabus because  if students learn new subject they will get motivated and eager to 

learn since safe male circumcision will motivate them unlike RE content which they already 

know.  Safe male circumcision will help students have relevant knowledge about the 

procedures of safe male circumcision and the reasons why it is promoted. According to 

teachers  the knowledge that the students will get in Religious Education syllabus will help 

the boys to make appropriate decisions regarding their own sexual behaviour or take 

informed decisions on whether to circumcise or not. It was stated by the teachers that 

students will act as ambassadors in advocating for SMC since they will teach their peers the 
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role of SMC in the fight against HIV and AIDS. Furthermore, teachers stated that infusion of 

safe male circumcision will help reduce HIV and AIDS. It was argued by the researcher that 

SMC has been studied and different studies, for example, randomised controlled trial in 

South Africa, Uganda and Kenya showed that safe male circumcision reduces the risk of 

acquiring some type of sexually transmitted infections such as HIV and further complications 

after these infections such as cancer of the penis. 

Below are some of the teachers’ responses who stated the benefits of SMC: 

 

Teacher A: Safe male circumcision is for cleanliness purpose and protection                                                                  

against HIV but cleanliness of the penis is more important.  

 

Teacher B: If a boy is circumcised, there are benefits in the future 

                   He is protected from getting many bacteria, of course 

                   He will, though the risk is low. 

 

Teacher C: SMC as part of the syllabus will teach male students that safe    male 

circumcision can help them to know how to wash their private parts 

properly to prevent them from dirt and diseases which can cause cancer 

of the penis. 

     

The teachers also indicated that it is advisable for students to be 

circumcised when they are still young because the procedure would hurt less due 

to lack of physical sensitivity in babies. A baby soft skin bleeds less and creates 

improved physical conditions that make the procedure and healing easier. 

Furthermore, the child will grow up thinking that it is normal to be circumcised. 

This was supported by the following verbatim code: 
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 Teacher C: A baby can be circumcised because he will not feel pain. 

 

The above verbatim quote is also included in the Social Norm Theory 

which stated that boys should be circumcised at a young age, ranged from birth 

because of the supposed lack of physical sensitivity in babies (Hellsten, 2004). 

 Parents would therefore prefer safe male circumcision for their sons, since at 

those tender ages it would be painless, affordable and has been shown that there 

are some sort of protection against HIV and STIs (Westercamp & Bailey, 2007). 

The child would grow up thinking circumcision is normal and would not have to 

grow with the pressure of consider it later at an older age or be teased for being 

uncircumcised.  

  From these results, it is clear that in general, the teachers believe that infusion of SMC 

will help students have relevant knowledge about it. According to them, the knowledge that 

the students will get in Religious Education syllabus will help the boys to make appropriate 

decisions regarding their own sexual behaviour and health or take informed decisions on 

whether to circumcise or not.  The argument that the infusion will help to reduce transmission 

of STI’s and HIV and AIDS is in corroboration with the assertion by Rennie  (2007) who 

argued that the positive impact of SMC on reduction in female-to-male transmission would 

contribute to the overall reduction in spread of the pandemic, in the long run.  In addition, the 

response from teachers is corroborated by Gray, et al (2007) who argued that SMC reduce the 

risk of acquiring some type of sexually transmitted infections such as HIV and further 

complications after these infections such as cancer of the penis as the penile areas remains 

clean and does not harbour germs.  

The above teachers’ responses imply that some students are aware of the benefits of 

infusion of SMC into the Religious Education syllabus. As can be gathered from the above 
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quotes, if SMC is infused into the Religious Education syllabus it will motivate male students 

to get circumcised thereby helping the younger generation in reducing the risks in contracting 

HIV and AIDS. The Botswana Government (1994), “require an education system that enables 

students to acquire knowledge, skills, attitudes and behaviour, that will give them a full, 

successful life and continued personal growth, and equipped them to participate effectively in 

a rapidly changing society”(p. 23). In this regard, the infusion of SMC in Religious Education 

will help students to meet the demands of the governments Revised National policy on 

Education. The former President of Botswana Dr Festus Mogae has pleaded with the youth to 

equip themselves with the facts on HIV and AIDS, so that they remain a free generation, with 

no new infections, (Tabane, 2015). Infusion of SMC will help the students to acquire 

knowledge and practice of moral standards and health practices that will prepare them to be 

responsible citizens.     

Furthermore, teachers indicated that infusion of SMC into the Religious Education 

will make them to use student centred methods that will encourage the students to take part in 

learning. The teacher might use the teaching methods like peer leaders. In this method, young 

people listen more attentively and accept messages from respected peers than from a teacher. 

It provides assistance to the teacher which allows him or her to spend more time on 

preparation, individual attention to students and classroom management. Also the teacher can 

use group discussion, which stimulates free exchange of ideas, feelings and attitudes. Other 

methods that might be used are discussion, questioning, case study and role play. Teaching 

students about safe male circumcision requires the teacher to use participatory methods to 

validate the learner experience and give them confidence, knowledge and skills to question 

themselves and others, and take action with regard to themselves and others.  

  It was argued by participants that the use of student methods and infusion of SMC will 

make Religious Education more interesting as it will be touching on Religious issues as well 

as our modern day issues particularly the prevention of the spread of HIV by means of 
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circumcising, instead of just religious issues. Young people need to know how to protect 

themselves from HIV and STD. They need to learn about AIDS and prevention in their early 

teens, when they become aware of their sexuality. Education about sex, AIDS and safe male 

circumcision will help them realize the consequences of sexual experimentation and will 

avoid HIV and STD.   For instance, some of the benefits teachers have stated are as follows: 

 

Teacher D: Infusion of safe male circumcision will encourage the use of 

teaching methods that stimulates more Learning. For example, 

participation methods can be used to validate the learners 

experience and give the students confidence, knowledge and 

skills to question themselves and others and take action with 

regards to themselves and others.’ The method is important in 

dealing with such sensitive topic as HIV and AIDS, STI’s and 

Safe Male Circumcision. 

 

In general, the teachers indicated that infusion of SMC will make teachers to use 

student centred methods that will encourage the students to take part in learning. During the 

interview most of the teachers argued that the inclusion of SMC will make Religious 

Education more interesting as it will be touching on modern issues, particularly the prevention 

of the spread of HIV by means of circumcision, instead of just Religious issues. 

  

Again the infusion of Safe male circumcision into the Religious Education syllabus 

will help to promote to the students’ behaviour that prevent the transmission of HIV and STD. 

The students will learn the behavioural skills that are needed for prevention of HIV and STD, 

also acquire the development skills, positive attitude and motivation. That is, they will get the 

information that will help them to decide what behaviour is health. For example, ways HIV 
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and STD are transmitted and means of protection from HIV and STD. Furthermore, the skills 

relevant to HIV and AIDS for example, decision making skills to ensure protected sex and 

practical skills for effective condom use.    

The teachers also pointed out that infusing SMC into the Religious Education syllabus 

will help students to be aware of the reasons why they are circumcised, as argued, this will 

make the students to sensitize others about the benefits of   SMC to their peers and societies, 

hence making the society fully understanding the importance of safe male circumcision. The 

teachers mentioned the benefits one can get through circumcision. They stated that, it 

prevents HIV and other STI’s, cervical cancer, penile hygiene and sexual pleasure for 

woman. 

One of the teachers during the interview stated that, 

 

 Teacher E: A man’s penis glands become hard after circumcision and it                                                                                                          

allows a man to prolong sexual intercourse and was seen as 

beneficial for the woman. That is, because the front of the 

man’s penis is removed, it allows man to prolong sexual 

intercourse. 

 

Furthermore, the teachers stated that knowledge of SMC amongst the students is also 

valuable in the sense that such SMC knowledge in Religious Education will help the male 

students to make the right decision on whether to circumcise or not. According to them SMC 

is for cleanliness of the penis.  The students will learn about these and able to decide whether 

to circumcise or not. They stated that; 

Teacher C: A man who has a circumcised penis is clean and does not 

carry dirt and diseases like someone who is not circumcised. 

It is this dirt and germs which can cause cervical cancer 
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because they are hidden inside the foreskin and if the man 

does not bath, the woman can get the germ when they have 

sex                        

The students should learn about the benefit of safe male circumcision like penile 

hygiene so as to help them accept safe male circumcision. They should know that with the 

penis when you have not washed it for some time it can have some white stuff inside the 

foreskin which smells showing that there are some germs and dirt there, but when one is 

circumcised, you do not even have to worry about washing your penis always because it will 

always be clean.   

         Based on the above findings, it can be argued that, infusion of SMC in to the Religious 

Education syllabus will help to impart knowledge, develop healthy attitudes and instil skills 

for healthy decision making. Therefore, it could be argued that there is need to infuse SMC in 

to the Religious Education syllabus to sensitize learners about SMC at a tender age. The skills 

that students will acquire in Religious Education syllabus will help to develop attitudes and 

practices necessary in curbing the spread and improving the management of HIV and AIDS in 

order for Botswana to achieve the goal of no new infection by 2018. Students will be able to 

preach the importance of SMC to their peers, thus encouraging others to go for circumcision. 

4.2.2 Research Question 2 

What are the challenges that could be encountered in infusing safe male 

circumcision into the Religion Education syllabus? 

 

The research question had one focus group discussion item for students and one 

interview item for teachers. 

 

Item: The challenges that could be encountered in infusing safe male 

circumcision into the Religious Education syllabus. 
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4.2.2.1 Students  

  During focus group discussion students stated that infusion of SMC into the Religious 

Education syllabus will make them lose interest in learning about the topic of SMC because of 

the attitude they will develop towards circumcision. According to them, the topic on SMC 

into the Religious Education syllabus will be boring to the female students who have almost 

nothing to gain on circumcision.  They further stated that, if SMC is infused into the Religious 

Education syllabus students may lose interest in the subject and end up failing Religious 

Education. Furthermore, they feel that it may lead to stigmatization; they will be afraid of 

being stigmatized in public health facilities. It is also the feeling of the students that their 

privacy will be violated. In other words, SMC is performed at the hospital or clinic by a 

trained nurse or doctor and students felt that during that process one has to expose his body 

(private part) to the doctor which is not fair. Still related to this, it was pointed out that female 

students will learn how it is performed and might tease the male students on the circumcision 

issue.  One of the boys in focus group discussion: A stated the challenges cited as follows: 

 

Kago: We may lose interest in the topic and end up failing the subject.   

Also may display negative attitude towards Religious Education 

and relax in our studies and end up performing poorly. 

 

Another one felt that safe male circumcision should not be infused in 

Religious Education syllabus or be made compulsory.   

  Atang: It should not be compulsory and that the individual  

              should retain the right to choose whether or not to  

              be circumcised or not. 
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Another boy stated that: 

 

   Phillimon: I have the right myself on such authority. 

                     I have the right to decide .You cannot tell  

                     me to get circumcision or not. 

                                                      

 Again one student in the focus group discussion: B argued that: 

 

 Tshepo:  When carrying out safe male circumcision, we may feel that our 

privacy is violated because during the process we have to 

expose our body to the female doctor which may be unfair. 

 

Benny:  This may lead to stigmatization, that is, female student will know 

how it is performed and tease male students. 

 

   According to the students, the infusion might make other students lose interest in 

Religious Education and as a result fail the subject or develop negative attitude towards the 

subject. They further stated that safe male circumcision will overburden the Religious 

Education syllabus. The point emphasized here is that infusion of SMC will add too much 

content in Religious Education and students will end up getting bored or failing the subject. 

The following verbatim quotes support the students’ arguments: 

 

Tshegofatso: It will add too much content which will not be taught within 

the recommended minimum teaching time. Most teachers 

will fail to cover or complete the syllabus during the three-
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year duration and this will lead to low academic performance 

in the subject. 

 

  In addition, some students argued that their body is the temple of God and if males cut 

of their foreskin (prepuce) of the penis during SMC they will be acting against the will of 

God. In particular, some of the students’ responses from the focus group E discussions were 

as follows: 

 

Kabelo: It is against the will of God. If someone cuts his own foreskin,   

he is destroying what God has created. One should not temper 

will what God has made. God created a man with a foreskin and 

there is a reason for it to be there.  

 

In addition to the above statement one of the boys in focus group  

Discussion: Group C stated that: 

  

Phenyo: We are Christians, what if God asks for  

               His Skin back when you die? 

 

One of the groups stated that, safe male circumcision is a very painful procedure  

especially the cutting of one’s foreskin. The wound from the procedures may take too long to 

heal or sometimes one may die because of too excessive bleeding. The students stated that 

they want nothing to do with safe male circumcision neither accept infusion of safe male 

circumcision in the teaching of Religious Education because of the fear of pain, long healing 

time and death. One of them added that:  
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 Oratile: Safe male circumcision is a very painful procedure that is 

accompanied by too much bleeding which could lead to death.  

Healing process can be difficult if you are not treated properly. 

 

  However, the researcher argues that people should promote SMC whether their 

religion support or reject it. SMC is practiced as a medical procedure to treat infections, injury 

or anomaly of the foreskin hence the researcher see the need for teachers to sensitize students 

about it. In addition, the researcher believes that if SMC is infused into the Religious 

Education syllabus it will help to reduce HIV and AIDS among the young people. In 

particular, to substantially reduce HIV transmission, males would need to be circumcised 

before they reach sexual maturity and before they commence sexual relations. In this regard 

the research is advocating for infusion of SMC so that the students can appreciate the need to 

circumcise before they reach sexual maturity and before they start sexual relations. 

 

Arguably, the students stated that such infusion will bring confusion in that some 

students will believe that if one has done safe male circumcision there is no need to use 

condom. As further argued that they will think that it is 100% safe and they will end up 

spreading HIV and AIDS and sexually transmitted infections or they will get infected. Below 

is what one of the student stated in group B:   

 

Phenyo: Some students might think that with safe male                   

circumcision  in  place, students will think it is 100 per cent safe 

and they will end up having sex without the use of condom hence 

spreading HIV and AIDS and other sexually transmitted 

infections or they will get infected.   
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4.2.2.2. Teachers 

During the interview with the teachers on the challenges of infusion of SMC into the 

Religious Education syllabus, teachers pointed out that the infusion of SMC into the Religious 

Education syllabus will mean that teachers who are teaching the subject need to be trained, 

thereby increasing government education expenditure on education. They indicated the issue 

of mixed reactions and misunderstanding of this infusion by the society as well as the students 

themselves which   might develop a negative attitude towards the subject. Thus they pointed 

out that this will result in those students who are taking Religious Education as the optional 

subject could lose interest or failing. Furthermore, they argued that, Religious Education 

syllabus has a lot of material to be covered within a stipulated period of time so it is 

impossible to include SMC in Religious Education syllabus. The following verbatim quotes 

support the teachers’ arguments: 

 

Teacher C: Lack of time since infusion of SMC will need a lot of 

research and understanding.                                                                                                                                                            

Teacher A: Lack of adequate knowledge for teaching SMC. 

                  Religious Education syllabus may be congested. 

 

They further   indicated that time allocated for teaching Religious education is limited 

and the syllabus is already congested and therefore, teaching SMC concepts might need a lot 

of research and understanding and there are no textbooks that would guide them on how to go 

about with the infusion of SMC. According to them, they would have to use their own 

knowledge to handle infusion of SMC. This being the case infusion of SMC is not possible in 

the Religious Education syllabus. Therefore, the researcher believes that if SMC is infused 

into the Religious Education syllabus, teachers need to be equipped in the subject area so as 

to make implementation a success. Lack of time and inadequate knowledge of the subject is 
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capable of making infusion of SMC fail or the teacher may fail to implement infusion of 

SMC. 

 

They also pointed out that it will increase the curriculum of Religious Education. According 

to them, SMC should be taught in moral Education and Guidance and Counselling because 

Guidance and Counselling and Moral Education deal with moulding the behaviour of the 

students. They argued that since students do not write examinations there is no stipulated 

period of time to complete the syllabus. 

 Furthermore, they stated that SMC is against the will of God, if you cut someone’s skin you 

are destroying what God has created, after all the circumcision agreement in the Bible was 

between Abraham not the people of today. The teachers’ arguments were echoed through 

these statements:  

 

Teacher B:  It will increase the curriculum of Religious 

                      Education syllabus.                                                                                                                                                                                   

Teacher C: It should be infused in Moral Education and  

                    counselling.  

Teacher D: It is against the will of God. If someone cuts his  

                   fore skin, he is destroying what God has   

                   created.               

They further stated that infusion of SMC will encourage the students to involve in sex 

before they reach maturity age and before they start sexual relations. According to them, male 

student will learn about the value of SMC and then make decision to be circumcised. 

Thereafter, he may think that he is now a man and ready to have sex. Their argument is that, 

SMC is not the only alternative that one can use to prevent HIV and AIDS. They pointed out 



    

   

68 

 

that there are other strategies like using condoms; therefore, they do not see the need to 

circumcise or include it in to the teaching of safe male circumcision. 

 As far as they are concerned circumcised men are still at risk. Some of the argument they 

raised are as follows: 

 

Teacher A: Will encourage the students to have sex before maturity. 

Teacher B: SMC is not an absolute protection against HIV and AIDS. 

Teacher C: A condom is only 40 per cent safe, and safe male circumcision    

is only 60 per cent safe. 

 

On a related issue, they further pointed out that once the person has been circumcised 

their sexual effectiveness is affected or their Libido is always high so they discourage others 

to go for circumcision and should not be infused into the Religious Education syllabus. 

Furthermore, they argued that during SMC, one can lose his life during and after operation. 

This can happen as a result of not following necessary steps or not doing them accordingly 

which may lead to loss of blood that will in turn cause death. To support this argument, one 

of the teachers gave an example of a 78 years old man, who underwent the minor supposedly 

straightforward surgery back in 2004 at Palapye Primary Hospital. He claimed that the 

operation went disastrously wrong; instead of cutting off just his foreskin, the doctor 

removed too much of the skin, from his penis. In an attempt to correct the mistake, the doctor 

pulled his scrotum tightly to cover the exposed area. Apparently, this resulted in the old 

man’s testicles shifting forward (where they remain today). 

 

The argument is supported by the following quotes: 
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Teacher E: When safe male circumcision is done the foreskin is removed 

underneath and there are some nerves which are sensitive which are 

also removed. Also if circumcision procedures are not done properly 

the penis might be damage and once that happens there is nothing 

that can be done to make the man okay, and might even fail to have 

children in future.  

            

 The researcher believed that it was an unfortunate mistake that affected the old man’s 

sexual organs, and therefore male students should not fear to go for circumcision. 

In Botswana figures indicate that safe male circumcision rate is high among older males, 22.5 

per cent among those aged 20-24, to 39.2 per cent among those aged 55-59 years of age.  

Local health authorities caution that the low circumcision rates among younger males are 

contrary to the goals of the SMC programme, as HIV is more prevalent among younger 

members of the population (Emang, 2008). Arguably, in this case, the infusion of SMC into 

the Religious Education syllabus will help to promote SMC in the fight against HIV and 

AIDS. Emang, (2008) stated that males are reluctant to go for circumcision and also there is 

high rate of cancer of the penis. Therefore, the infusion of SMC will help male to know the 

benefit of SMC and be able to make the right decision on whether to circumcise or not, thus 

reducing HIV and AIDS and also cancer of the penis.                      ‘ 

4.2.2.3 Research Question 3 

  What are the strategies that could be used to address the challenges encountered 

in infusing safe male circumcision into the Religious Education syllabus? 

 

The research question on the strategies of solving the challenges of infusing SMC into 

the Religious Education syllabus had one focus group discussion item for students and one 

interview item for teachers. 
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4.2.3.1 Students 

The students suggested some strategies for addressing challenges that might be 

encountered if safe male circumcision is infused into the Religious Education syllabus.  The 

students stated that SMC is for boys and should be taught to them or to students who are 

interested to the subject privately. According to the respondents, this will help students not to 

have negative attitude towards SMC or Religious Education as a subject. 

Students also believed that if SMC is infused in the Religious Education syllabus they 

should only be taught the benefits of SMC to avoid too much content which might lead to 

students losing interest in the subject. It was also argued that counselling should be provided 

to students before the topic is infused. This will help prepare students to accept, evaluate and 

appreciate information on infusing SMC or help students to have tolerance. Their argument is 

supported by the following quotes:  

  Bonno:  Only male students should be taught about safe male circumcision, 

                because they will benefit from that. 

 

In addition to that, one of the students stated that: 

 

 Gaone; Boys should only be taught the benefits. 

 

The students in focus group discussion described how they think information on safe 

male circumcision should be disseminated. They recommended pamphlets and using 

community leaders and radios. 

During the focus group discussion one of the students stated that; 

 

Tshepang: The government should mobilize people. First  

                  give them information in the villages. The people from 
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                  the village should be educated and give information 

                  to the community. Sometimes, when people come from  

                  far and want to spread information, it is difficult to listen. 

   

Some suggested the importance of information campaigns on people’s willingness to 

be circumcised. The student stated that;  

 

 Kago: I felt that if it is done or advertised through media, 

           like radio and television more boys will go for 

          circumcision. 

 

Another suggested that; 

 

   Prince: Make it compulsory, and open a lot of places  

                         where it could be done. 

   Most of the students believed that if the government could train some people from the 

nation, for example, training the youth people to come into the village to provide the message, 

people will know about safe male circumcision and able to decide whether to circumcise or 

not. HIV rate is high, it has spread throughout the nation, let the government proceed with 

safe male circumcision so that we see how it will be in the future.                                               

4.2.3.2 Teachers 

The teachers suggested strategies for addressing challenges that might be encountered 

if male safe circumcision is infused into the Religious Education. During the interviews, the 

teachers pointed out that they need in-service workshop on the infusion of SMC before 

implementing the change in Religious Education. This is true in the sense that if teachers are 

not equipped enough in the subject to be infused they will have problems when it comes to 
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teaching the subject, because teachers have inadequate knowledge of the subject and will not 

know what to cover. 

The following are some of the teachers’ suggestions: 

 

  Teacher A: Workshops should be set up for teachers. 

  Teacher B: They need to have religious tolerance in school.  

  Teacher C: Counselling should be done before infusion of SMC. 

 

The teachers further suggested that there must be role models who should be paraded 

and speak to the students about the infused subject. It was argued that students will be 

motivated and have interest in learning the new infused subject. The results of this study have 

already revealed that it was a general suggestion of the teachers that the infusion of SMC into 

the Religious Education should ensure that students who have already been circumcised can 

be encouraged to urge other male students to get circumcised or talk to other students about 

the importance of SMC. 

The teachers also indicated that when infusing SMC there is need to use various 

teaching methods that can stimulates more learners’ participation by relating the subjects’ 

content to real life situation. Furthermore, they stated that the subject when infused should 

bring religious tolerance in order to help all students to feel that they are part and parcel of the 

infused subject. The researcher argues that the tolerance as argued will make sure that all 

students will enjoy the subject irrespective of their attitudes towards either the Religious 

aspect or the circumcision aspect. They further pointed out that when SMC is infused, 

teachers should make the topics very brief, concise and interesting in order to motivate the 

students. 
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Teachers suggested that they should be given in-service training or workshops for 

teachers on infusion of the Religious Education syllabus, such that those who have knowledge 

about the subject should become resource persons. This particular suggestion concerning in-

service training is supported by the Botswana Government, Revised National Policy on 

Education (1994 Rec.44 Paragraph 5.10.25) which recommends that teachers must be trained 

in the methodologies at both pre-service levels to ensure that learning result has taken place. 

This is very important because teachers who are going to infuse SMC need to be equipped 

with enough knowledge so that relevant knowledge can be imparted to the students. It is 

worth noting that a majority of both teachers’ and students’ respondents felt that the gap on 

the knowledge of SMC amongst the teachers could be closed through workshops to equip 

teachers with new content and skills. This is agreement with Ford’s (1989) suggestion that 

teachers should be given in-service training and workshops to address the knowledge and 

skills gap. 

The researcher suggested that instead of infusing safe male circumcision into the 

Religious Education syllabus, the government should come up with programmes to inform 

and educate the society about safe male circumcision. She suggested that engagement can be 

done through the local media, newspapers, magazines, television, social networks, and local 

cell phone network companies. Furthermore, she stated that the government should involve 

community leaders, church leaders, school heads and principals, councillors, ministers, social 

clubs, and celebrities to help with the campaign for the programme to be successful. 

Unemployed graduates can be recruited, empowered, trained and used on a temporary basis to 

help with the medical male circumcision campaign in house to house visits, looking at 

communication skills and approach.  

We are living in an era where our loved ones are perishing; millions of people are 

infected by HIV and AIDS. It is high time Batswana, both male and female come together 

regarding the importance and need for the safe male circumcision programmes. The public 
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need to be given the opportunity to understand, analyse and decide on whether to accept safe 

male circumcision or not based on the knowledge acquired from educational campaigns. 

Knowledge is power, and as long as it is correct, meaningful and accurate, the information 

issued to the public on this programme will be successful and yield positive results.  

     

CHAPTER 5 

SUMMARY, CONCLUSION AND RECOMMENDATIONS  

5.0 Introduction 

In this chapter, a summary of the findings of the study is made. Then, based on the 

findings of the study, concluding remarks are made.  Recommendations presented herein are 

based on the suggestions made by the respondents, particularly the strategies of solving the 

challenges of infusing male safe circumcision in Religious Education syllabus.  

5.1 Summary 

In order to find out the views of both the students and teachers on the infusion of safe 

male circumcision into the Religious Education syllabus in Botswana junior secondary 

schools, the researcher wanted to  find out whether teachers and students understand the 

importance of SMC  if  infused in Religious Education syllabus or not. The responses indicate 

that the students and teachers are aware of the benefits of the infusion of SMC into the 

teaching of Religious Education syllabus. 

  They indicated that the infusion of SMC will help students to know and understand the 

strategies used to prevent HIV and AIDS. As argued, it will help male students to reduce 

chances of contracting STI’s. It was argued that if SMC is infused into the Religious 

Education syllabus students may act as agents of change influencing fellow peers to adopt 

behaviours that reduces their risks of contracting HIV and AIDS.  
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The participants have indicated or shown positive attitudes towards infusion of safe 

male circumcision into the Religious Education syllabus. They indicated that, infusion of 

SMC will encourage the use of new teaching methods, which will stimulate more learner 

participation by relating the subject content to real life situations.  It was pointed out that 

Religious Education deals with emotional, attitudes, acceptable behaviour and will provide 

students with knowledge that informs self-protection and foster the development of 

constructive value system. Infusion of SMC will create awareness among the students of the 

value of safe male circumcision in the fight against HIV and AIDS so that they can make 

informed choices and decisions whether to be circumcised or not. Furthermore, as argued 

after learning about the value and importance of Safe Male Circumcision in the fight against 

HIV and AIDS, students will act as ambassadors since they will teach their peers the role of 

safe male circumcision in the fight against HIV and AIDS.   

       The findings of this study also indicated that the curriculum is already jam-packed with 

other subjects; therefore, it is not possible to fit in another subject that deals with the teaching 

of SMC. Furthermore, there are no teachers who have been trained in teaching SMC as a 

subject. It was also argued that there is no time, since teaching SMC concepts may need a lot 

of   research and understanding. Also there are no textbooks that would guide the teachers on 

how to go about with the infusion of SMC. It was further argued that Teachers will have to 

use their knowledge to handle infusion of SMC.  

The teachers and students are of the view that SMC should be taught to the students 

who are interested to the subject privately. According to the teachers, this will help students 

not to have negative attitudes towards SMC or Religious Education as a subject. Teachers 

pointed out that if SMC is infused in the Religious Education syllabus students should only be 

taught the benefit of SMC in Religious Education syllabus. Teachers also stated in-service 

workshop on the implementation, also need resources like books and videos about SMC and 

give them to the schools before infusion is done.     
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5.2 Conclusion 

This research investigated the perceptions of junior secondary school teachers and 

students with regard to the infusion of safe male circumcision education into the Religious 

Education syllabus as a tool to combat HIV and AIDS. It established the reasons from both 

the students and teachers for supporting the infusion of safe male circumcision into the 

Religious Education syllabus. It has also been established that both junior secondary school 

teachers and students are in total support of the infusion of safe male circumcision into the 

Religious Education syllabus. Both junior secondary school teachers and students stated 

various advantages of infusing SMC education into the Religious Education syllabus. They 

also stated the challenges of infusing safe male circumcision into the Religious Education 

syllabus and identified the strategies of addressing such challenges. The study found that there 

are more benefits to the infusion of SMC into the Religious Education syllabus and that the 

challenges are just few and cannot outsmart the benefits of the infusion. Furthermore, the 

suggested solutions to the challenges that might occur due to the infusion of safe male 

circumcision into the content of Religious Education syllabus have been shown to be effective  

Finally, the study has shown that infusion of SMC into the content of Religious 

Education syllabus would create awareness among the students of the value of safe male 

circumcision in the fight against HIV and AIDS so that they can make informed choices and 

decisions whether to be circumcised or not. Furthermore, after learning about the value and 

importance of male circumcision in the fight against HIV and AIDS, students would act as 

ambassadors since they would teach their peers the role of circumcision in the fight against 

HIV and AIDS. 

Safe male circumcision was introduced at the Ministry of Health facilities in 2009. 

The safe male circumcision targeted 81 per cent male to be circumcised by 2015 (USAIDS, 

2012). Among the ethnic groups that traditional performed male circumcision as a ritual  the 

preference was on traditional than hospital circumcision and a concern was on preserving the  
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cultural practice than issues such as sexual pleasure, hygiene and safety (Westercamp & 

Bailey,2007). Stine (2008) stated that in African countries where male circumcision is not 

regularly performed there is a high level of acceptance regarding safe male circumcision as a 

public intervention to combat the spread of HIV. In Southern African countries, the statistics 

of uncircumcised men willing to go for safe male circumcised was 65 per cent while 

approximately 70 per cent of women preferred safe male circumcision for their sons and the 

same percentage of men would prefer safe male circumcision for themselves or their sons 

(UNAIDS 2012). 

One of the most important reasons why safe male circumcision is accepted by both 

males and females is its perceived role in preventing HIV transmission from female and male 

during vaginal sex. Male and female recognise and accept safe male circumcision as a 

convenient one time intervention which provides men with life- long but partial protection 

against HIV as well other sexually transmitted diseases including prevention of cervical 

cancer   in women.   

Several factors that contributed to poor performance of safe male circumcision are 

poor infrastructure, inadequate space, and shortage of qualified health personnel. Safe male 

circumcision even when done by qualified personnel may have risk which can hinder its 

acceptance among circumcised men (Avert, et al., 2005). Furthermore, loss of penile 

sensitivity, painful erection and erectile dysfunction, fear of potential damage to penis and 

fear of impotence are regarded as barriers to accepting safe male circumcision. Males have 

serious doubts about the protection effect of safe male circumcision and saw no reasons to get 

circumcision if the procedure only offered partial protection against HIV.   

Social networks and social norms are found to be important factors in facilitating 

acceptance of safe male circumcision among males. Young men urgently need information 

about the actual impact of safe male circumcision on sexual function. Education that one is 
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exposed to about safe male circumcision can lead them to make informed decision on whether 

to go for circumcision or not.   

The Social Norms Theory was used as the theoretical framework for this study. Social 

Norms Theory deals with issues of culture and perceptions that people in a society may have 

towards safe male circumcision. They are the norms or standards for conduct that distinguish 

between right and wrong. They help to determine the difference between acceptable and 

unacceptable behaviour. In this study, safe male circumcision was accepted by those 

belonging to circumcising cultures as a symbol of cleanliness, a rite of passage into manhood 

and a way to earn respect. They consider that compliance with this tradition was not only 

important to men individually, but also for parents of young boys and for sexually active 

women in their relationships with men (Sawyers, et al 2007).Safe male circumcision is seen 

as a tool to improve hygiene and protection against STI and HIV. Traditionally, non-

practicing communities fear to lose their ethical identity by accepting circumcision.  

Safe male circumcision provides men a lifelong partial protection against HIV and 

other sexually transmitted infections. It does not completely remove the risk of acquiring 

HIV.  Circumcised men must also continue practicing safe sex such as reducing the number of 

sexual partners and consistently and correct using condoms. 

5.3 Recommendations 

The following recommendations were made from the findings of the study: 

 

 The Ministry of Basic Education should train Religious Education teachers before 

infusion of SMC to reduce inefficiency in handling the subject. 

 There must be in-service course at Education Centres to help teachers already in 

the field before infusion is done so that they can be competent to implement the 

SMC syllabus. 



    

   

79 

 

 Participants for in-service training or workshops should be given enough time in 

order to complete the planned program, and training should be done during school 

vacations so that teachers are ready to start infusion when school reopens. School 

Heads should be included in the in-service training since they will be monitoring 

the infusion of SMC into the Religious Education syllabus.   

 Resource materials should be availed well on time, so that teachers can use 

appropriate methods that encourage learner involvement. 

 A similar study should be undertaken by researchers’ national wide for fair 

generalization of results. It should be all Religious Education teachers in primary, 

junior and senior secondary schools. 

 The syllabus, textbooks and teachers guides should be availed. Words and 

concepts to be used should suit the levels of all learners in each standard. Enough 

time should be allocated to the subject. 
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APPENDIX A  

A Teacher’s Guide Questionnaire 

I am a Master’s Degree student of the University of Botswana (UB) doing a research 

project on Infusion of SMC education in the Religious Education syllabus. The purpose of the 

questionnaire is to collect information on this topic. I would really appreciate if you could 

answer the questionnaires for me. The information will be treated with total confidentiality. 

Section A 

Instructions: 

(i) Please do not write your name(s) on this questionnaire 

(ii)Tick the answer of your choices in the spaces provided and gives reasons where    

applicable. 

(iii) Please answer all questions as honesty as possible 

(iv) Please answer all questions in the space provided. 

 

Demographic Information 

Teaching Subject___________________________ 

Post of responsibility_________________________ 

Religion____________________________________ 

 

 4. Sex Female                               male    

 

5. Professional Qualifications 

Diploma in Secondary Education(DSE) 

 

Bed Bachelor of Education(Bed)  
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Masters 

 

 

Others       

 

 

6. Age 

 

7. Teaching Experience in Years 

 20-25 years 26-30 years 

 

 36-40 years 

31-35 years  

 

41-45years  

 

 

0-5  

 

6-10 

 

 

11-15 

 

16-20       

 

 

21-25 
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SECTION B 

Teachers’ Interviews 

1. Do you think SMC should be infused in education? Give reasons. 

2. Do you think SMC should be infused in the teaching of Religious Education 

syllabus? 

Yes/No 

Give reasons for your answer. 

 

 

3. List the benefits of infusing SMC in the Religious Education syllabus? 

4. State the challenges of infusing SMC in Religious Education? 

5. What could be the strategies to address the above mentioned challenges? 

 

 

APPENDIX B  

Students’ Questionnaire for the Focus Group Discussion 

I am a Master Degree student with the University of Botswana (UB) doing a research 

project. The purpose of this questionnaire is to collect information on the topic: Infusion of 

SMC education in the Religious Education syllabus. I would really appreciate if you could 

answer the questionnaire for us. This information will be treated with high level of 

confidentiality. 

Instructions; 

26-30 

Above 30 
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(i)Please do not write your name(s) on this questionnaire                                                                                         

(ii) Tick the answer of your choice in spaces provided and give reasons where  

applicable                                                                                                                     

(iii) please answer all questions as honestly as possible                                                                                                          

(iv) Please answer all questions in the space provided 

 

SECTION A 

1. Name of school:________________________ 

2. Subject:_______________________________ 

 

3. Sex: How many females and males are there in your Focus Group? Write the 

number in the boxes below: 

                              Females                                                                Males 

 

 

 

 

4. Age: what is your age range in your Focus Group discussion, tick appropriately 

below based on your ages. 

 

11-15  

 

16-17   

 

  

18-20  

 

20-30 
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5. Nationality: Mention the country which the group discussion members come 

from______________________ 

 

 

Section: B 

Students Narration 

1. Should SMC be infused in Religious Education syllabus? Give reasons for your 

answer. 

2. State all the benefits of infusing SMC into Religious Education syllabus. 

3. List down all the challenges of infusing SMC into Religious Education syllabus. 

4. What do you think could be the solution to the above challenges you listed above? 
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