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ABSTRACT
The circumcision of males is a ritual that is performed in the veld, out of the public eye. Traditionally, 
it has to be attended by circumcised men only; no one is allowed to see the initiates before they are 
offi cially released or discharged. In recent times, initiates have been admitted to hospitals follow-
ing complications during the circumcision process. In the hospitals, they are cared for by nurses. 
Hospitalisation of initiates creates problems for the elders who accompany the initiates as well as the 
nurses who are expected to care for them. The purpose of the study was to explore and describe the 
experiences of nurses who care for initiates who have been admitted into hospital with medical and 
physical complications. A qualitative approach was adopted for this study, and the data was collected 
by means of unstructured interviews.

A purposively selected sample of nurses of different categories from a rural hospital in the Nkangala 
district in Mpumalanga Province, South Africa, participated in the study. The data was analysed, and 
fi ve major categories were developed. The major categories were: confl icting cultural practices, emotions, 
common complications, ethical issues and possible solutions. Based on the fi ndings of the study, it is 
recommended that traditional circumcision should be regulated to avoid complications that lead to the 
admission of initiates into hospitals. Also, a collaborative partnership should be established between the 
health institutions and the traditional surgeons and healers in caring for initiates.
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INTRODUCTION

South Africa is a country with a diverse racial 
population with groups of different beliefs 

and practices. All these cultural groups have a 
constitutional right to practise and preserve their 
cultures (Constitution of South Africa, Act 108, 
1996). The circumcision of boys in preparation 

for manhood is a common practice in many 
African cultural groups. The performance of 
and participation in this ritual gives the young 
men a feeling of satisfaction and belonging. 
Research has shown that circumcision has medi-
cal benefi ts as well. A study conducted in Kenya 
revealed that circumcision can reduce the risk of 

1



    

    

develop complications which could lead to life-
long health problems and even death. In July 
2002, it was reported that 14 initiates had died in 
South Africa and that more than 100 initiates had 
been treated in hospitals, most with septic wounds 
(The Times of India, 2002). In 2003, 20 youths 
were reported to have died from botched cir-
cumcisions in the Eastern Cape and another 100 
had been injured, some as a result of having been 
severely beaten during the initiation (Dempster, 
2006). In 2005, 12 boys died and 100 were hos-
pitalised. Some of the initiates suffered the loss of 
their sexual organs (Staff Writers, 2006). In 2006, 
an 18-year-old youth from Makhubeni village in 
the Eastern Cape was admitted to a hospital in 
the area after losing part of his penis following an 
unsuccessful circumcision. At the time, the death 
toll was reported to be 16 while more than 300 
initiates had been admitted to hospital with com-
plications (Zuzile, 2006, p. 4).

BACKGROUND AND PROBLEM STATEMENT
African cultures that practise circumcision dictate 
that the initiates are not to be touched or even seen 
by women before the completion of the initiation. 
The rationale for secluding initiates from women 
is to promote and facilitate the healing process. 
The belief is that contact with women may lead to 
excitement and penile erection which may delay 
the healing (Mbito & Malia, 2009, p. 41). This 
can cause complications such as bleeding, swell-
ing and tears or pain. However, nowadays due 
to factors such as climate change and the type of 
food that children eat, initiates often experience 
complications and end up in hospitals where they 
are cared for by nursing staff who are predomi-
nantly female. This means they come into contact 
with females, which is against their culture. For 
many of the boys who get hospitalised, they expe-
rience a feeling of failure and shame, and feel they 
are not proper men. The nurses also experience 
problems, where they are harassed and insulted by 
the escorts of the initiates, who will demand that 
male nurses should attend to the initiates, which, 
in many cases is practically impossible because 

HIV-1 infection (Agot, Ndinya-Achola, Kreiss, 
& Weiss, 2004, p. 158). Another study, in 
Botswana, found that circumcision was becom-
ing increasingly popular in that country. It was 
also found, based on clinical trials, that circum-
cision might be an acceptable option as an HIV 
prevention strategy among sexually active people 
(Kebaabetswe et al., 2003, p. 214). Circumcision 
is undoubtedly benefi cial in reducing the risk of 
HIV infection and other sexually transmitted 
diseases.

The ritual of circumcision is a highly valued 
practice, especially among black South African 
cultural groups. It is believed to potentially 
develop boys into men. In South Africa, this 
practice is most common among ethnic groups 
such as Xhosas, Northern and Southern Sothos, 
Southern and Northern Ndebeles, Vendas and 
Tsongas. However, there are variations even 
between local cultural groups in the way the 
ritual is conducted. For example, the Southern 
Ndebele group spends three to four months in 
seclusion whereas the Northern Sotho group 
spends only four to six weeks. The ritual is 
also common among other cultures, including 
Western cultures, varying again with regards 
to the processes involved and the signifi cance 
attached to it.

In South Africa, traditionally, the ritual is per-
formed in the mountains or in the veld, away 
from the initiates’ homes. One of the reasons for 
this is that circumcision is not only about cutting 
the foreskin, but also an opportunity to educate 
the young men about the life skills relating to 
manhood. The initiates spend up to four weeks 
in the mountains; they could stay even longer if 
not yet properly healed. During that period the 
boys are taught about issues such as respect for 
one’s elders, how to treat women and how to 
protect and take care of one’s family. The lessons 
are given by the elders and traditional circumci-
sion nurses (Bottom, Mavundla, & Toth, 2009, 
p. 29). Initiation normally takes place during the 
winter months in order to reduce the risk of sep-
sis. Despite this, many circumcision operations 
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in the Casualty Department and Male Surgical 
Ward of a selected hospital in the Nkangala dis-
trict in the Mpumalanga Province. The researcher 
used a purposive sampling method for selecting 
the hospital in the district for the study. The par-
ticular hospital was selected because of its rural 
location in relation to the prevalence of ritual cir-
cumcision (Polit & Beck, 2004, p. 729).

The purposive sampling method was also used 
in the selection of the participants in the hospital, 
based on specifi c characteristics. In order to obtain 
information on direct experiences and knowledge 
on the subject, only those nurses who had actu-
ally cared for admitted initiates were interviewed 
(Brink, van der Walt, & van Rensburg, 2006, 
p. 133). It was not easy to trace nurses who had 
nursed circumcision initiates among the nurses 
working in the departments; as such some of the 
participants were identifi ed and referred to us by 
their colleagues, in which case the snowball sam-
pling method was used. This method is a form 
of non-probability sampling whereby participants 
are asked to refer others who meet the study’s eli-
gibility criteria (Polit & Beck, 2004, p. 236).

Data collection
The process was carried out using interviews, 
audiotapes and fi eld notes. Unstructured inter-
views were used to collect data from the study 
participants. The content of the interviews was 
completely controlled by the participants; the 
researcher did not infl uence them to include any-
thing in their narratives (Burns & Grove, 1999, 
p. 270). An open-ended question was put to the 
nurses as follows:

What are the experiences of nurses in caring 
for circumcised initiates admitted into hospital 
with complications?

The researcher used audiotapes to record the 
interviews and later listened and analysed the 
data. Observational and methodological notes 
were made during the interviews. Observational 
notes gave more meaning to the recorded data 
and reminded the researcher of what had taken 

the nursing profession consists mainly of females. 
The nurses are thus subjected to considerable 
stress and emotional trauma which affect their 
productivity and interest in their work.

Nurses are obliged to care for all patients with-
out fear or favour. However, these same nurses 
are also social beings themselves with community 
affi liations. They want to respect and adhere to 
their community’s cultural values. The situation 
is made worse by the lack of cooperation that the 
nurses receive from the patients (initiates) who 
could be experiencing discomfort and unease 
about what they perceive to be a breach of their 
cultural beliefs.

Several studies have been undertaken to deter-
mine the extent of the problem, its causes and 
related complications. Very little information is 
available on the care of these patients in the hospi-
tals where they get admitted and the experiences 
of the caregivers in these institutions. The pur-
pose of the study was to close this gap by explor-
ing and describing the nurses’ experiences with 
regards to caring for circumcised initiates who 
are admitted to hospital with complications. This 
knowledge will help better our understanding of 
the dynamics involved in caring for these patients 
in hospitals and possibly improve the relationship 
between these institutions and the Indigenous 
communities.

RESEARCH DESIGN
The study was qualitative and descriptive in 
nature. Leininger (1985, p. 5) defi nes qualitative 
research as a type of research that incorporates 
methods and techniques of observing, docu-
menting, analysing and interpreting attributes, 
patterns, characteristics and meanings of specifi c 
contextual or gestalt features of the phenomenon 
under study. The researcher accordingly collected 
and then analysed the narratives of the partici-
pants (Polit & Beck, 2004, p. 15).

Population and sampling
The population in this study consisted of nurses 
of all categories who were working or had worked 
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These were further grouped into subcategories. 
Comprehensive themes were developed to sup-
port the subcategories. At the same time, the data 
were cleaned (Burns & Grove, 2003, p. 476), in 
the course of which errors in the recording of the 
data were remedied and unwanted or irrelevant 
data discarded. Follow-up interviews were held 
with the participants where necessary to clarify 
certain information. During the process of data 
analysis, literature control was carried out to link 
the data to the available literature and to create 
meaning. The data were then given to an inde-
pendent coder to analyse and confi rm the fi nd-
ings. After the co-coder had analysed the data, the 
researcher and the co-coder discussed the fi ndings 
and compiled a fi nal analysis report.

DISCUSSION OF THE RESULTS
Five major categories were identifi ed from which 
subcategories were developed. The categories 
identifi ed were: confl icting cultural practices, 
emotions, common complications, ethical issues 
and possible solutions to the problems.

Confl icting cultural practices
Confl icting cultural practices emerged as the fi rst 
category. Four themes were identifi ed from the 
Western versus Traditional subcategory: nurses’ 
dilemmas as social beings and professional prac-
titioners, culture of sacrecy and secrecy, male 
supremacy and dominance, supremacy of circum-
cised men over uncircumcised men and interfer-
ence with medical practice.

The nursing staff in the selected hospital belong 
to different cultural groups and accordingly per-
ceived and experienced the ritual of circumci-
sion differently. Some confl icts arose during the 
interviews, indicative of the disharmony between 
Western culture as part of the nursing profession 
and initiation as a cultural practice. The partici-
pants identifi ed the admission of initiates in the 
hospital as a nurses’ dilemmas. It became evident 
during the interviews that the nurses sometimes 
found themselves torn between their culture 
as social beings and the prescriptions of their 

place in the fi eld. The methodological notes were 
used to guide the researcher during the interviews.

Ethical considerations
The researcher observed all the ethical principles 
to ensure that the study was conducted in a safe 
and ethical manner. These include the principle 
of benefi cence, the principle of respect for human 
dignity and the principle of justice.

To ensure compliance with ethical guidelines, 
the study was approved by the Ethics Committee of 
the Faculty of Health of the University of Pretoria, 
the Department of Health in Mpumalanga and 
also by the hospital where the data were collected. 
Informed consent was obtained from the par-
ticipants before the interviews were conducted. 
The participants were given information about 
what the study entailed and assured of anonym-
ity (Brink et al., 2006). The audiotapes were 
destroyed after use. This was done to ensure that 
the participants were protected against any kind 
of abuse in keeping with the principle of respect 
for the person (Brink et al., 2006, p. 64).

Data analysis
Data analysis is described as the process of trans-
forming data into research results (Le Compte, 
2000, p. 146). Data analysis for this study was 
done on the day of the interview or the following 
day, when the data were still fresh. Data analysis 
thus occurred concurrently with data collection 
(Burns & Grove, 2003, p. 378). The researcher 
listened to the participants’ verbal descriptions 
on the audiotapes and transcribed the data ver-
batim, studied the data in-depth and identifi ed 
themes (Streubert & Carpenter, 1999, p. 70). 
Data coding was done according to the eight steps 
described by Tesch (Creswell, 2003, p. 192).

The verbatim transcriptions were read and 
reread to get a sense of the whole. In the process, 
signifi cant statements were identifi ed and clus-
tered. The clusters were then represented as codes. 
The topics were grouped together according to 
similarities, and each time topics were narrowed 
until a limited number of categories was formed. 
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Circumcision is considered a sacred practice in 
many cultures and religious denominations who 
practise it. According to the Balante group of 
Guinea Bissau, it is believed to be a holy practice 
ordained by God and indicates people’s commit-
ment to Him (Niang & Boiro, 2007, pp. 23–24). 
A circumcised man is regarded as purer and more 
spiritual and is rightfully the one to pray dur-
ing religious ceremonies. The blood that is shed 
is considered a sacrifi ce to the ancestors, as such, 
the practice of circumcision is treated with great 
respect because of its holiness.

The elders were also not happy to have the ini-
tiates admitted to hospital because of the secre-
tive nature of the circumcision ritual. Even if they 
eventually agreed to admission and treatment, 
they would return later and remove the patient 
before he had fully recovered. The following 
response was recorded from the participants:

The patient was reluctant to utter a word about 
whether he was willing to be admitted or not. I 
felt that he could not say anything to object in 
front of the elders and I also kept quiet when in 
fact I had to advocate for my patient. The thing 
is there is so much secrecy about what is hap-
pening, … how they do it. If you ask them why 
they are bruised they will tell you they fell from 
a tree or something … they are very secretive.

Another important feature was that most initi-
ates would be brought to the hospital at night. 
Their consultation times in the emergency unit 
were late at night regardless of when the problem 
began. Even when they fetched the patients, they 
would come very late at night, once again high-
lighting the importance of the secrecy of the ritual 
to its custodians.

It was emphasised that:

… even if the problem started in the morning 
they will not come same time; they will wait 
until night before they bring the patient.

My worst nightmare was when they agreed that 
the patient be admitted and came back at night 
and took the patient away. I felt so helpless.

profession. They found themselves acting in con-
fl ict with their culture, and this placed them in a 
dilemma because their communities viewed them 
as disrespectful and anti-traditional.

The following expression articulates this view:

I know that culturally I am not supposed to 
even see the initiates, come near a circum-
cised man or touch them, but I felt frustrated 
because professionally I am compelled to care 
for them. ‘I did not feel free at all … but I am 
a nurse I had no choice.’

This fi nding is supported by Bottom et al. 
(2009, p. 29), who assert that it is taboo for initi-
ates to come into contact with women or experi-
ence the intervention of western medicine. This 
clearly posed a problem for the nurses as pro-
fessionals and social beings. Some of the nurses 
(participants) believed that they were profession-
ally obliged to act on behalf of the patients (initi-
ates) but also felt culturally restricted in doing so. 
Many ended up neglecting their responsibilities as 
professionals for the sake of their culture.

It became evident during the interviews that 
the ritual of circumcision was a highly sacred and 
secret practice. All the participants reported that 
the escorts demanded the attendance of a male 
person for the initiates, who himself has under-
gone circumcision. It took a lot of time and effort 
to convince the escorts to allow female nurses to 
attend to the initiates given that there was a short-
age of male nurses, especially circumcised ones. 
The initiates and their escorts did not like being 
admitted into hospital, because it is against their 
culture.

The participants mentioned that:

They wish that they could be attended by a 
man. Initiation is sacred and only men should 
care for the initiates … They do not want to 
be touched by women; yet in the hospital they 
fi nd women nurses only.

We try to keep them isolated from others and 
the public by keeping doors closed because we 
know the tradition.
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during their time in the bush. They possess a special 
kind of experience and information, which nobody 
else possesses. In certain cultures an uncircumcised 
male cannot inherit goods or property and has to be 
treated as a minor. Men as well as women thus look 
down on an uninitiated man (Meissner & Buso, 
2007, p. 372). In Ndebele, he is labelled ‘itshuburu’ 
(Ndebele word meaning ‘an uninitiated man’).

There was evidence of interference in the nor-
mal provision of care to the patients. Some of the 
participants reported that sometimes they were 
told how to perform certain procedures and, on 
some occasions, their responsibilities were taken 
from them. One of the participants had to give an 
initiate dressing material to dress himself because 
he was not willing to be dressed by a woman. This 
caused a dilemma because the nurse had to assess 
and record the condition of the wound and also 
monitor its progress on a daily basis.

The escorts also demanded the isolation of the 
patient and did not understand it when they were 
told that no space was available in the hospital for 
isolation. Hospitals have criteria for the isolation of 
patients, and circumcision is usually not one of them. 
The participants recorded the following response:

The traditional doctors give instructions to 
nurses about where and how the patient must 
be cared for … demanding isolation.

We fi rst have to deal with the escorts before we 
care for the initiate.

When we are still treating the patient and hop-
ing that he will get better then the family signs 
a refusal of hospital treatment (RHT) and take 
the patient away.

Emotions
There are some inner feelings which were expressed 
by the participants as they described their experi-
ences in caring for the admitted initiates. These 
were generated during their interaction with 
the patients and their escorts. The feelings they 
expressed included fear for own safety, anger, help-
lessness, guilt and sympathy and empathy towards 

Another issue that came to the fore was the bla-
tant display of male supremacy and dominance by 
the escorts of the initiates over the female nurses. 
Most of the participants reported that they were 
bullied and harassed by the elders who ordered 
them around, shouted at them and did not allow 
them to care for (look after) the initiates properly. 
This is evident in the following statement:

A group of older men brought the initiate 
and started shouting and harassing the female 
nurses.

The elders bully us around and want to instruct 
us what to do.

At times they become harsh and want to act 
like your man or your father.

Nurses were often not given the necessary rec-
ognition as professionals simply because they were 
women. The escorts adopted a superior attitude 
because it is generally believed that circumcised 
men have a higher status in society (Meissner & 
Buso, 2007, p. 372).

Although any man was considered more suit-
able than a woman to look after initiates with 
complications, it emerged that an uncircumcised 
man did not have equal status to a circumcised 
man. The escorts of the initiates wanted them to 
be attended to by a circumcised man. One of the 
participants mentioned that after they had been 
denied access to help a patient, a male doctor had 
to be called to attend to the patient. Unfortunately, 
the doctor had not been to initiation school. The 
escorts became angry and made statements to the 
effect that the doctor is not a real man. They did 
not want to listen to him and just walked away 
while he was trying to talk to them. They regarded 
him as a boy, incomplete and lacking the neces-
sary dignity. The participants said:

They started arguing that the doctor was not 
from initiation school.

Stinson (2008) states that men who have been 
through initiation are distinguishable by their social 
behaviour and a particular vocabulary they learn 
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and Jakobsson (2004, p. 121) point to lack of 
control as a core element in Seligman’s ‘learned 
helplessness theory of depression’. The nurses 
experienced a similar lack of control when they 
were disregarded and dominated by the escorts of 
the initiates. This was aggravated by their fear and 
insecurity due to the danger they faced from the 
escorts. They verbalised their feelings as follows:

They came to take the patient and … I 
could not say anything. I still feel like I failed 
somehow.

The nurses sometimes found themselves in 
situations that made them angry because of the 
interference and disrespect shown by the escorts 
of the initiates. This prevented them from carry-
ing out their duties properly; the consequences of 
which could be serious, including loss of life. The 
result was confrontation and confl ict. They ver-
balised their feelings as follows:

I felt angry that they were preventing me from 
doing my job just because I am a woman and 
when I found out that they came and took the 
initiate away during the night when he was still 
sick. I felt like I had failed to do my job.

Sometimes people control their anger because 
of circumstances they fi nd themselves in or 
because of the ethics that govern them in a partic-
ular situation. They do not express their anger in 
physical aggression because aggression is viewed 
as a taboo in many social situations, especially at 
the workplace (Duncan & Owen-Smith, 2006, 
p. 494). Similarly, the nurses were obliged to sup-
press their anger because they were on duty where 
they are expected to behave in accordance with 
their work ethics. However, their cultural obliga-
tions and moral codes would cloud their judge-
ment; for example ‘the respect of elders’.

Some of the participants expressed feelings of 
guilt arising from their failure to do their work 
optimally according to set standards and pre-
scripts. The participant who had been compelled 
to give the initiate dressing material to dress his 
own wounds was not happy with the situation 

the initiates. They also reported certain emotional 
tendencies that they observed from their patients, 
which included shame, degradation and anger.

The participants reported that they did not 
always feel safe in the units as they were some-
times threatened and harassed. They sometimes 
got caught up in the argument amongst the escorts 
on whether to allow the initiates to be attended 
by women or not. Occasionally, after the initiates/
patients had been admitted, somebody would come 
and take them away. The worst part was that these 
incidences occurred at night and involved large 
numbers of people who accompanied the initiates.

The following statements were recoded:

A group of older men brought the initiate 
and started shouting and harassing the female 
nurses.

We were afraid of the elders … they looked 
like they could slap you.

They come in groups … they usually come in 
groups.

They came at night to take the initiate away 
by force.

The participants also feared for their own chil-
dren who, too, were eventually to undergo initia-
tion as part of their culture. They therefore feared 
that their own children might end up with the 
same complications.

I have a son who is expected to go through 
the same ritual and I am afraid the same thing 
might happen to him.

It is diffi cult when you are a mother … I fear 
for my son who is supposed to undergo the 
same ritual very soon.

Some of the participants expressed that 
they felt helpless in some situations when the 
elders exerted their dominance and superiority. 
Sometimes, patients would be removed from the 
hospital before they had fully recovered, and the 
nurses could do nothing to help. They felt power-
less and helpless in the situation. Milberg, Strang, 
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to the cold, and some would have even lost their 
penises due to sepsis. The participants indicated 
that they were worried about what would become 
of these young men when they grew older and 
became men. They expressed sentiments such as 
the following:

They come to the hospital in a state. They are 
often half dressed shivering in cold weathers 
with only a blanket on. The painful part is that 
you realise that they feel like failures or traitors. 
They don’t want to be admitted.

Some of them come very late. By then the penis 
is already septic. They lose their manhood … 
this is traumatic and I sympathise with them.

Other emotions noted by participants were 
the confused and mixed emotions observed with 
the initiates. They would be angry one minute 
and guilty the next. The initiates appeared angry 
because they felt dominated by the women who 
ordered them around and supervised them. They 
were angry also because of the loss of an impor-
tant body part (their penis) and that they were 
maimed for life.

The fi rst day in hospital is the most diffi cult 
… initiates did not understand that they have 
to be touched, washed and dressed by women. 
They feel angry because they feel dominated 
by females. On the other hand they know that 
the procedure done in the mountains is sup-
posed to be a secret. They feel exposed.

Bottom et al. (2009, p. 33) report that admis-
sion to hospital during the initiation period has 
life-long implications. The initiates feared the 
negative life-time stigma they would carry of 
not having a ‘pure’ circumcision. They would be  
harassed by peers and rejected by the community. 
The initiates had expected to be at the school for 
the entire initiation period without interruption.

Common complications
The participants reported several common 
complications in the circumcised initiates. The 

and felt guilty about it. Because she could not 
assess the initiate’s response to the treatment, she 
experienced feelings of guilt and self-blame.

Participants’ feelings of guilt were expressed as:

I feel … guilty especially if I know the initiate 
because I don’t know what the relatives are say-
ing about me. I know that I should not interact 
with them but as a nurse I must just treat them 
like any other patient.

I felt guilty and disappointed for letting them 
take the patient that way.

Feelings of guilt also arose from the inevitable 
situation of nurses fi nding they have to act against 
their cultural traditions. The public then viewed 
them as outcasts who disrespected and ignored 
their culture. Nauta (2008, p. 591) suggests that 
guilt arises from choosing the wrong alternative 
from a multitude of options. He adds that a per-
son who is guilty tries to make amends. One of 
the participants, who felt guilty about allowing 
the removal of the patient from hospital before 
full recovery, wanted to trace the patient so that 
she could fi nd out how he was doing. She wished 
that the patient could be brought back so that she 
could correct the wrong she had done.

The participants expressed their feelings as 
follows:

Even today I am still asking myself where the 
patient is … I feel that I have failed somehow.

The participants expressed that they felt sym-
pathetic and empathetic to the initiates. Darwall 
(1998, p. 263) states that sympathy for a person 
and his/her plight is felt from a third-person per-
spective of caring whereas empathy involves shar-
ing the other person’s mental state, which goes 
beyond merely caring about a person.

In the process of caring for initiates, some of 
the nurses ended up sympathising with them 
because of the condition they were in. The com-
plications were occasionally so severe that the par-
ticipants (nurses) were often emotionally touched. 
Some initiates came in shivering due to exposure 
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have been drunk and dirty (on arrival at the hospi-
tal or during the surgery), which further aggravated 
the situation. The participants mentioned that ini-
tiates came in with varying degrees of sepsis. Their 
responses included the following:

The wound was bleeding, full of soil and grass 
and was septic.

Dilika, Bremner, and Meyer (2000, p. 452) 
assert that the type of herb used by the traditional 
surgeons in Transkei was found to be effective 
only against fi ve gram-positive bacteria and was 
ineffective against all gram-negative species. This 
puts the initiates at risk of infection and sepsis.

Exposure to cold temperature was indicated 
by the participants as another common need for 
hospital admissions. Most of the participants 
reported that the initiates were admitted with 
frostbite caused by prolonged exposure to exces-
sively cold conditions (Duldner, 2008). Some 
of the initiates allegedly said that they had been 
exposed to the cold as a form of punishment. The 
following response was recorded:

Some initiates beg the nurses to ask the doctor to 
keep them for long in hospital for fear of the cold. 
Many of them are admitted with severe frostbite.

Some are admitted for bronchopneumonia 
from the exposure to cold temperatures.

Mbito and Malia (2009, p. 41) report that the 
traditional Kikuyu circumcision procedure involves 
the immersion of the initiates into cold river water 
as a form of anaesthetic. This exposes them to cold 
temperatures and puts them at risk of contracting 
diseases related to cold conditions. Some developed 
pneumonia, and those suffering from conditions 
like tuberculosis became even more ill.

Many initiates were reported to have been 
admitted to hospital with physical injuries 
resulting from assault. Some of them would 
disclose that they were assaulted, and others 
would give vague causes of their injuries. They 
would say that they had fallen off a tree or men-
tion something that bears no relationship with 

complications included: bleeding and anaemia, 
septic wounds, exposure to low temperature, 
injuries sustained through assault, compliance or 
adherence problems. Some of the initiates were 
brought to the hospital in a critical state, some 
ended up with permanent damage to their genitals 
and some died.

Anaemia and bleeding were the most common 
problems the initiates presented with, especially 
during the fi rst few days of initiation. They would 
come in with bleeding wounds, and some would 
already be showing signs of shock. On occasion, 
the condition of the initiate would be critical, and 
the nurses would have to act promptly to save the 
patient’s life. The following response was recorded:

The initiate had bled a lot and was very pale … 
we just grabbed the patient from the elders, while 
they were still arguing about the uncircumcised 
doctor, in order to save the patient. The initiate 
was in coma due to bleeding because they were 
told that a man does not go to hospital.

Many a time the patients are very dehydrated 
and cold and even require blood transfusion.

In his article on adult male circumcision, 
Porche (2007, p. 227), asserts that bleeding and 
infection are the most common complications of 
adult circumcision. Bleeding is viewed in a dif-
ferent light by the traditional circumcisers. The 
blood from the circumcised penis is regarded as 
a sacrifi ce to the ancestors, who are represented 
by the ground on which it falls (Niang & Boiro, 
2007, p. 24). As such, it takes long for the tradi-
tional nurses to react or even consider the serious-
ness of the bleeding until it is too late.

Another common problem cited was septic 
wounds resulting from poor hygienic conditions. 
Peltzer and Kanta (2009, p. 85) report that male 
circumcision for religious, cultural or social rea-
sons frequently takes place in non-clinical settings, 
which exposes the initiates to a range of infections. 
Some initiates would arrive with wounds covered 
with soil and grass and sometimes dressed with dirty 
bandages. The escorts were also often reported to 
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their medicine for some time. The participants 
reported as follows:

The patient was badly burned … he fell in the 
fi re during an epileptic fi t and he was not tak-
ing treatment whilst at the initiation school.

Ethical issues
Ethical issues emerged as the fourth major cat-
egory, under which two subcategories were iden-
tifi ed: violation by nurses and nurses avoiding 
harm.

Some violations were committed by nurses 
during their care of initiates. Some violations were 
committed consciously but some were uncon-
scious. The violations were sometimes brought 
about by confl ict between cultural beliefs and the 
provisions of the profession.

The participants pointed out instances where 
they committed violations against patients. In 
some cases, the elders would come to the hospital 
after the patient had been admitted, sign a refusal 
of hospital treatment form and take the patient 
away without even discussing the matter with the 
patient. The patient’s rights were violated in front 
of the nurses, but the nurses did not intervene on 
behalf of the patient. In most cases the patient’s 
right to choose was also violated because he was 
not afforded the opportunity to be attended by a 
male person as required by his culture. The fol-
lowing response was recorded:

I know that the patient has rights … the elders 
just discussed amongst themselves and decided 
to take the patient away.

One of the participants reported that the 
group of escorts refused to leave the emergency 
room when they were asked to do so by the nurses 
and that they (the nurses) had to continue assess-
ing the initiate in front of the whole group. The 
patient’s right to privacy was thus violated. The 
following response was recorded:

The group of men who brought him refused 
to leave the room … we just started assessing 

their condition, thus making diagnosis and 
management diffi cult at times. According to 
the Patients’ Rights Charter, the patient has to 
provide the healthcare worker with relevant and 
accurate information for diagnostic, treatment, 
rehabilitation and counselling purposes (Muller, 
2002, p. 8). Another factor that exacerbates 
the situation is that the initiates are usually not 
brought to hospital immediately following the 
injury. They are usually kept in the mountains 
until complications set in or until it is late at 
night because they are not meant to be seen by 
members of the public. Sometimes they are kept 
until they are unable to walk or have lost con-
sciousness due to shock or sepsis. The following 
response was recorded:

Some initiates sustain serious assault injuries 
… they are secretive about how they sustained 
the injuries due to the culture.

Meissner and Buso (2007, p. 372) also report 
that of the 24 deaths amongst initiates in the 
Eastern Cape reported between December 2005 
and June 2006, two were caused by assault by 
traditional nurses. This often happens as a form 
of punishment for misbehaviour. Initiates nor-
mally play strong and pretend not to be in pain 
because they are encouraged to persevere as a 
test of manhood (Bottom et al., 2009, p. 33). 
This causes them to wait long periods before 
seeking medical attention and thus most come 
to hospital when they are already in a serious 
state. As such their management becomes a 
challenge.

The problem of non-compliance with treat-
ment for chronic conditions was also men-
tioned. One of the participants reported that 
an initiate had been admitted with severe burns 
because he fell into a fi re during an epileptic 
fi t. He apparently went to the initiation school 
without his epileptic medication. Some of the 
participants cited cases of comatose diabetic ini-
tiates who had been brought in with elevated 
blood sugar levels because they had not taken 
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separate room. They even kept their fi les separate 
in order to ensure confi dentiality and to avoid 
harming their emotions and to maintain their dig-
nity. The following statement was recorded:

We keep initiates in the same room and 
their medical records are kept away from the 
cubicles.

Possible solutions to problems
The fi fth major category that emerged was labelled 
‘possible solutions to the problems’. One subcat-
egory was identifi ed under this category: health/
nursing service. Three themes were identifi ed 
under this subcategory: health screening prior to 
initiation, education of chiefs and traditional doc-
tors/surgeons and collaborative partnership.

The participants made various proposals to 
improve the management of initiates admitted to 
hospital. The proposals covered all stakeholders, 
including the health service and the community. 
It is hoped that the proposals will bring about a 
collaborative type of healthcare in which all stake-
holders play a role.

Traditional circumcision is performed away from 
home, but it is almost unavoidable that some initi-
ates will be admitted to hospital. The health service 
has to play a major role in their care. The major-
ity of the participants thought that initiates should 
be screened for health problems and general fi tness 
prior to the initiation period. They argued that this 
would enable identifi cation of health problems 
that might compromise the initiates’ health dur-
ing initiation and also ensure prompt treatment. 
They further suggested that initiates with chronic 
conditions like epilepsy or diabetes should be given 
enough treatment to cover the course of the initia-
tion period. The screening would also provide an 
opportunity for the treatment of diseases such as 
sexually transmitted infections. The participants 
made proposals like the following:

They must fi nd a way to do pre-examination 
of the initiates … to improve their health.

Some of the participants suggested that tradi-
tional leaders and traditional doctors should be 

him in front of them because we just wanted 
to help the patient.

The participants sometimes found themselves 
in a dilemma when they had to perform their 
duties as professionals and, at the same time, 
had to contend with the demands of the escorts 
and the patients. In some cases, the nurses were 
prevented from touching the patient although 
the professional code dictates that life should be 
preserved at all times. In most cases, the patient’s 
right to demand not to be touched was violated. 
The following response was recorded:

As a woman I am not supposed to touch the 
initiates but I’m obliged by my profession to 
care for patients.

Nurses are controlled by a code of conduct that 
provides a convenient short cut for them when 
they have to make ethical decisions (Robinson, 
Van der Mescht, & Lancaster, 2003, p. 118). 
However, they sometimes have to make a diffi cult 
choice between adhering to the professional code 
and saving their own lives following threats from 
the mob of escorts.

Nurses have a responsibility to protect a patient’s 
rights and promote his/her dignity in their every-
day care (Muller, 2002). They have to protect the 
patient from harm. Harm goes beyond the physical; 
it also includes emotional and spiritual harm. Weait 
(2005, p. 107) states that if something is harmed, 
it means that prior to the harm, it was intact and 
perfect. He adds that the particular thing was in a 
state of stasis and equilibrium and that, when it was 
harmed, the stasis was subject to a negative dynamic 
force and its equilibrium was disrupted. The nurses 
endeavoured to avoid harm to the initiates’ image 
and feelings by trying not to expose them to unfa-
vourable conditions. That is why they attempted to 
organise special care and accommodation for them.

It was evident during the interviews that initi-
ates are an additional burden to nurses although the 
participants try to make the patients as comfort-
able as possible. Some of the participants reported 
that, where they could, they put the initiates in a 
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of sacrecy and secrecy, male supremacy and domi-
nance, supremacy of circumcised men over uncir-
cumcised men and interference in medical practice.

It is recommended that collaborative partner-
ship is established between the health institutions 
and traditional surgeons and healers in caring for 
initiates. This will encourage information sharing 
and continuous interaction even when problems 
are experienced, including complications related to 
initiation. Collaborative efforts may assist the mod-
ern health care practitioners to make suggestions 
such as pre-initiation medical examination of pro-
spective initiates to ensure that they are in a good 
state of health before the initiation commences. 
This will also help identify undiagnosed conditions 
that may put initiates at risk such as haemophilia, 
diabetes and HIV/AIDS. The hospitals may also 
plan for the circumcision season and ensure that, 
where possible, male nurses are allocated to their 
emergency departments and male wards. If pos-
sible, private wards should be provided, especially 
in areas where the practice is more common.

Nurses’ training curriculum should incorpo-
rate more information on culturally safe nursing 
and transcultural nursing to ensure that nurses 
are more receptive to patients’ cultures and cul-
tural practices. It has also been recommended that 
debriefi ng sessions be made available for nurses 
who care for initiates to help them cope with 
traumatic experiences, many of which affect them 
personally as parents whose children will have to 
undergo the same ritual at some time or another.
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