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Female genital mutilation (FGM) also known as female genital cutting
(FGC) or female genital circumcision is a global phenomenon and a
recognized international health problem which is practiced worldwide
and cuts across cultural, ethnic, social or religious boundaries. The aim of
this research is to determine the prevalence, pattern and determinants of
female genital mutilation among women of reproductive age in
communities in Imo State, Nigeria. The study was conducted among
women of reproductive age in selected communities in Imo State. Itis a
community based descriptive cross-sectional study. The participants
were selected using the multistage sampling technique and data was
extracted using a pretested, semi-structured, interviewer administered
questionnaire. Data was cleared manually and analyzed using computer
software; Special Package for Social Services (SPSS), IBM version 20. The
prevalence of FGM/C in the study was 60.0% and majority of them
(53.3%) had type II performed on them. Socio-demographic and
reproductive health factors found to be significantly associated with the
prevalence of FGM/C among the women on bi-variate analysis were; age
(p<0.0001), marital status (p>0.006) educational status, (p<0.0001),
occupational status (p=0.002), monthly income (p=0.0003), previous
sexual exposure (p<0.0001), pain during sexual intercourse (p<0.001),
ever had an abortion (p<0.0001), ever had complication during delivery
(p<0.0001), and pain during menstruation (p<0.0001). Thus, there is
need for every state and local government area to domesticate the
legislation against this practice and implement it strictly.

Keywords: Prevalence, pattern, determinants, female, genital, mutilation, Imo,
Nigeria.
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INTRODUCTION

Female genital mutilation (FGM) or Female genital cutting
(FGC) or Female genital mutilation/cutting (FGM/C) which
is sometimes erroneously called female circumcision
involves partial or complete removal of the most sensitive
parts of the female genital organs (Black and Dabelle, 1996;
WHO, 2008; Ngianga-Bakwin et al., 2020). World Health
Organization (WHO) defined FGM/C as all procedures
which involve partial or total removal of female genital
organs or other injuries to the female genital organs for
cultural or non -therapeutic reasons (WHO, 1998). FGM/C
was classified into four main types by WHO as referenced
by other scholars. Type 1 (Sunna) also known as
clitoridectomy, involves the cutting of part or all of the
clitoris or the prepuce; type II also known as excision,
involves the removal of clitoris together with partial or
total removal of the labia majora; type IIl also known as
infibulations, involves excision of all or parts of the external
genitalia with or without sewing up or narrowing of the
vagina opening and type IV includes other practices in the
genital area with varying degrees of severity for non-
therapeutic purposes and they include piercing, pricking,
incising stretching, scraping, cauterization of the clitoris,
gishiri cuts, insertion of corrosive substances to warm the
vagina orifice etc, (Njoku et al, 2017; WHO, 2018a;
Ngianga-Bakwin et al,, 2020). The origin of FGM/C has not
yet been established but this traditional practice can be
traced to antiquity. Though this practice is shrouded in
secrecy and confusion, records show that it predates the
practice of Christianity and Islam in practicing communities
today and was first discovered in Egyptian mummies about
200BC (Aziz, 1980; Odoi, 2005; Shan et al, 2009;
Ezenyeaku et al., 2011; Njoku et al,, 2017).

In ancient Rome, metal rips were passed through the
Labia Minora of slaves to prevent procreation, in medieval
England, metal chastity belts were worn by women to
prevent promiscuity during their husbands’ absence. Also,
evidence from mummified bodies reveals that in ancient
Egypt, both excision and infibulation were performed;
called “Pharaonic circumcision”, in Tsarist Russia, as well as
nineteenth-century England, France, and America, records
indicate the practice of clitoridectomy for numerous
reasons (Aziz, 1980; Odoi, 2005; Shan et al, 2009;
Ezenyeaku etal.,, 2011).

It is a global phenomenon and recognized as an
international health problem which is practiced worldwide
and cuts across, cultural, ethnic, social or religious divides
(Njoku et al., 2017; Kpzohone et al., 2019). Nevertheless,
most of the cases concentrate in Africa, the Middle East and
parts of Asia, though with increasing migration, some cases
occur in Europe, USA and other developed parts of the
world especially among the immigrant populations (WHO,
2008; Yoder and Khan, 2008; Adelaide et al., 2013;
Ngianga-Bakwin et al.,, 2020). This could be due to some
negative cultural believes and practices that has persisted
over time and are deeply rooted in cultures of the people
living in these part of the world coupled with low girl child

education. In Africa, it is practiced in about 30 countries
and these countries are mainly in the west, east and north-
east regions of the continent including Nigeria (Ossai et al.,
2018). Though the exact numbers remain unknown but
United Nations Children Emergency Fund (UNICEF) suggest
that globally, at least 200m girls and women alive today
have been cut in 30 countries in Africa, the Middle East and
Asia where FGM is concentrated and approximately 3
million girls are at risk annually in Africa alone (UNICEF,
2016; Mberu, 2017; WHO, 2020). The prevalence of FGM in
different countries in Africa, published from multiple
sources between 2013 and 2016 showed varying
prevalence levels as high as 98% among girls and women
age 15-49 in Somalia to 1% in Cameroun. These prevalence
figures among the 15-49 age bracket translates to 27.2
million girls and women in Egypt to 0.9m in Uganda from
2004 - 2016, who have had FGM/C performed on them
(UNICEF, 2013; UNICEF, 2016, Mberu, 2017).

Nigeria with an estimated prevalence rate of 25% or
19.9million girls and women 15 to 49 years old who had
undergone FGM between 2004 and 2015, has the world’s
third highest FGM/C burden ( by absolute number), only
third to Egypt’s 27.2 million victims and Ethiopia’s 23.8m
(UNICEF, 2016; Mberu, 2017; Njoku et al., 2020). In Nigeria,
though there were variations among the regions and tribes,
the overall prevalence rate had not changed significantly
from 2003 to 2018, despite increased awareness on the
dangers associated with the practice. The prevalence stood
at 20% as reported in 2018 Nigeria Demographic and
Health Survey (NDHS), following a decrease observed from
a peak of 29.6% that was reported in 2008 NDHS (NPC and
ICF Macro, 2008; NPC and ICF Macro, 2019). The
prevalence rates from 2003 NDHS, 2007 Nigeria Multiple
Indicator Cluster Survey (NMICS), 2011 NMICS, 2013 NDHS,
and 2016-2017 NMICS, were 19.0%, 26.0%, 27.0%, 24.7%
and 18.4% respectively (NPC and ICF Macro, 2004; NBS and
UNICEF, 2008; NBS,UNICEF and UNFPA, 2013; NPC and ICF
Macro, 2014; NBS and UNICEF, 2017). Furthermore, the
finding from 2018 NDHS revealed that the practice was
highest among Yoruba women, (34.7%) and lowest among
Tiv’ and Igala women (1% each) while it was 30.7% among
the Igbos’. South-eastern region has the highest prevalence
rate (35.0%) when compared to other regions of the
country while Imo state where this study was conducted
had the highest prevalence rate in the region (61.7%)
despite having the highest level of knowledge (91.3%)
about the practice (NPC and ICF Macro, 2019). Studies
have reported that this high prevalence rate observed in
Imo state may be associated with some negative cultural
believes and practices prevalent in the state (Agbaje et al,,
2015; Nkwam-Uwaoma et al., 2019; Onuoha, 2022)

It has been reported globally that FGM/C type Il is the
most frequently practiced form, accounting for about 80%
of all procedures while type III is thought to represent 5%
of all procedures and probably the most frequent type of
FGM/C in some African countries, including Djibouti,



Somalia and Sudan (WHO, 2000; Tobia and Sharief, 2003;
Mandara, 2004; Yoder and Khan, 2008; Berg et al.,, 2010;
Njoku et a., 2017). Recent reports from Nigeria suggest that
type Il FGM/C is also the most practiced form, representing
41% of all the procedures followed by type I and both are
common in the southern parts of the country. However type
III and type IV though less common, are more prevalent in
the northern region of Nigeria and the reason for this is not
clear except for cultural purposes (Adeniran et al, 2015;
Chidera, 2018; NPC and ICF Macro, 2019). The age at
carrying out this practice may vary greatly in different
countries or regions based on several reasons but it ranges
from infant and toddler to teenage age bracket (Karmaker
et al, 2011). Nevertheless in Nigeria several studies
reported that more than 80% of the practice were carried
out when the girls were below the age of five years (NBS
and UNICEF, 2008; Omolase et al.,, 2012; John and Okon,
2012; NBS, UNICEF and UNFPA, 2013; NPC and ICF Macro,
2014; NBS and UNICEF, 2017; Mberu, 2017; Ngianga-
Bakwin et al, 2020). Traditional circumcisers has been
reported to perform most of the procedure in the African
continent including Nigeria although health care
professionals/providers has been indicted in few cases and
this involvement of health care providers is said to be on
the rise (Satti et al., 2006; NBS and UNICEF, 2008; Omolase
etal,, 2012; John and Okon, 2012; Ibrahim et al., 2013; NBS,
UNICEF and UNFPA, 2013; NPC and ICF Macro, 2014; NBS
and UNICEF, 2017; Mberu, 2017; Ngianga-Bakwin et al,
2020).

The practice of FGM/C is deeply rooted in cultural,
religious and social customs within the communities where
it is practiced (Adelaide et al,, 2013). These sociocultural
beliefs and norms posit FGM/C as a rite of passage into
womanhood, promoting hygiene, and cleanliness, as part of
religious beliefs, family honor and controlling sexuality in
various places. It is believed to be an important symbol for
the formation of a girl’s ethnic identity in the community
where she lives. It also reflects transition from girlhood to
womanhood, ensuring virginity and curbing promiscuity
and protecting female modesty and chastity (Taba, 1979;
Asaad, 1980; Antanazzo, 2003; Orji and Babalola, 2006;
WHO, 2008; Saracoglu and Oztirk, 2014; Agbaje et al,
2015; Onuoha, 2015; Mberu, 2017; Njoku et al, 2020).
Other reasons given for this practice from reviewed studies
includes the following; increase in husband’s sexual
pleasure, enhancement fertility and marriageability of
women, prevention of mother and child deaths and
prevention of promiscuity (Taba, 1979; Asaad, 1980;
Antanazzo, 2003; Orji and Babalola, 2006; WHO, 2008;
Saracoglu and Oztirk, 2014; Mberu, 2017; WHO, 2018b;
Njoku et al,, 2020).

There have been consistent reported that there are no
health benefits associated with FGM/C but rather it
interferes with the natural functions of the bodies of
women and children (Mberu, 2017; Ossai et al,, 2018; WHO;
2020). It has been reported that more than 85% of cases
will eventually have at least a medical complication
sometime in their lifetime as a result of the act (Gele et al.,
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2013; Klein et al., 2018). The practice of FGM has diverse
repercussions on the physical, psychological, sexual and
reproductive health of women, severely deteriorating their
current and future quality of life (Larsen and Okonofua,
2002; Oduro, 2006; Ibekwe et al., 2012; WHO, 2018b).The
health consequences vary according to the type and seventy
of the procedure performed (Abdisa et al, 2017). The
immediate consequence include severe pain, shock,
hemorrhage, urinary complications, injury to adjacent
tissues of the urethra, vagina, perineum and rectum,
fracture or dislocation due to restraints, pelvic
inflammatory disease, risk of contracting infections such as
HIV and other sexually transmitted infections, failure to
heal and even death. Long-term consequences include
urinary incontinence, painful sexual intercourse, sexual
dysfunction, fistula formation, infertility, menstrual
dysfunctions, scare and keloids formation, difficulties with
child birth, cysts and abscess formations on the genitals and
mental and psychosomatic disorders (Aziz, 1980; Larsen
and Okonofua, 2002; Orji and Babalola, 2006; Odura et al.,
2006; WHO, 2008; Shan, Susan, and Furcroy, 2009; Berg et
al,, 2010; Ibekwe et al., 2012; Adelaide et al., 2013; Njoku et
al, 2017; Abdisa et al., 2017; Ojo and Ijadunola, 2017; Klein
et al, 2018; Njoku et al., 2020). It is worthy to state that
treatment of these complications in 27 high prevalence
countries cost about 1.4 billion United States Dollar (USD)
per year as estimated in 2018. The amount is expected to
rise to 22.3 billion USD in 30 years (2047) if the FGM/C
prevalence remains the same (WHO, 2020).

Several factors had been found in previous studies to be
significantly associated with the practice of FGM/C either
directly or in directly. These factors span from socio
demographic/economic factors to cultural and religious
factors. Nevertheless, great variations were observed in
their occurrence across nations, regions, tribes and
religious divides etc. (Karmaker et al,, 2011; Adelaide et al,,
2013; Osuorah, 2015; Owolabi et al.,, 2013; UNFPA, 2015;
Abdisa et al., 2017; Mberu, 2017; Ojo and Ijadunola, 2017;
Chidera, 2018; Ossai et al, 2018; Kpzehone et al. 2019;
Ossai et al., 2019; Ngianga-Bakwin et al., 2020; Njoku et al,,
2020). Also significant association between the practice of
FGM/C and problems of sexual and reproductive health of
the woman has been established, including maternal factors
(Aziz, 1980; Orji and Babalola, 2006; WHO, 2008; Adelaide
et al.,, 2013; UNICEF, 2016; Chidera, 2018; Klein et al., 2018;
Sakeah et al, 2018; WHO, 2018b; Njoku et al, 2020).
Certain demographic characteristics have been found to be
common among countries where FGM/C is practiced.
Finding revealed that they all have a high proportion of
their populations made up of young people, with high
fertility rates and high child and maternal mortality rates.
These characteristics define the complexity and
consequences of the practice, and make its elimination very
challenging (Sakeah et al., 2018).

FGM/C has been internationally recognized as an
extreme form of violation of rights, health and integrity of
women and girls. Based on the above, the United Nations
General Assembly in 2012 adopted the first ever resolution
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against FGM by calling for an intensified global efforts to
eliminate it (UNFPA, 2013; UNFPA, 2015). Nigeria out
lawed FGM in 2015 by enacting the Violence Against
Persons (Prohibition) Act which has been domesticated by
several states in the country including Imo state (UNFPA,
2013; Imo State of Nigeria, 2017; Ojo and Ijadunola, 2017).
Despite several measures taken nationally and
internationally to eliminate FGM/C, the procedure is still
widely practiced in this part of the world. Thus the aim of
this study was to assess the prevalence, pattern,
determinants and consequences of FGM among women of
reproductive age (15-49 years) in selected communities of
Imo state, south east, Nigeria, with a view of making
appropriate recommendations that could help curb the
public health problems associated with FGM/C in the state,
Nigeria and other parts of the world where it is still largely
practiced.

METHODOLOGY
Study Area

Imo state is one of the 36 states of Nigeria and lies in the
south eastern part of the country. It has a population of
about 3.93 million people in 2006, comprising more males
than females; 2.03m and 1.9 million people respectively
(FRN, 2008). The state is made up of 3 geo-political zones
and 27 Local Government Areas, out of which 22 are rural
while 5 are urban as designates by the National Population
Commission (NPC) Nigeria (FRN, 2008). Two urban
(Okigwe and Owerri municipal) and two rural (Oru east
and Mbano) Local Government Areas were studied. The
state is bordered by Abia state on the east, River Niger and
Delta State to the West, Anambra state on the North and
Rivers state to the south. The inhabitants are
predominantly Igbos’ though their official language is
English. Christianity is the predominant religion practiced.

Study Design/Study
Exclusion Criteria.

Population/Selection  and

The study design was a community based cross-sectional
study of the prevalence, pattern and determinants of
FGM/C among women of reproductive age (15-49 years) in
selected communities in Imo State, Nigeria. For an
individual to be eligible, she must have been resident in the
community of study for at least 1 year preceding the study.
Women of reproductive age less than 1 year of residence,
chronically sick or unable to answer questions were not
enrolled for the study.

Sample size estimation

Sample size was determined using the Cochran sample size
formula for cross-sectional studies in populations greater
than 10,000 as stated below (Bamgboye, 2006).
n= 22PQ

4z

Where n = minimum sample size required, Z = standard
normal deviate corresponding to 95% significance level
(1.96), P = prevalence of FGM/C in a closely related
previous study, 61.7% (NPC and IFC Macro, 2019),Q=1-p
= 0.38, d = level of precision desired for the study set at
0.05. Thus, a minimum sample size of 362 was calculated,
but anticipating a high non-response rate, a total sample
size of 600 women were enrolled for the study.

Sampling Technique

The sampling technique used for this study was the
multistage sampling technique which involved 3 stages.

The first stage involved selection of the Local
Government Areas (LGA) to be studied. After the
stratification of the LGA’s into urban and rural, the simple
random sampling by balloting was used to select two
L.G.A’s each from the rural (Oru-east and Mbano) and urban
(Okigwe and Owerri municipal) LGA’s respectively.

The second stage involved the selection of the
communities to be studied. Three communities from each
LGA was selected using simple random sampling by
balloting.

The 3 stage involved the selection of the enumeration
areas (EA) which are political clusters delineated by the
NPC and this was done using the simple random sampling
by balloting. All eligible women in each of the selected
clusters were enrolled and studied until the sample size
required for the study was obtained.

Data collection and analysis

Each eligible and consenting woman of reproductive age
group was recruited and responses elicited from them
using a pretested, semi-structured, interviewer
administered questionnaire developed from the review of
relevant literatures. All questionnaires were written in
English language and pretested on similar set of women of
reproductive age outside the study area. This was done, to
check for the reliability, validity, appropriateness of format,
wording and time needed to fill the questionnaire. They
were administered with the help of trained research
assistants who were medical students in their final year of
study. The questionnaire was divided into two major
sections. The first section was designed to illicit responses
about the socio-demographic/economic characteristics of
the respondents like age, sex, marital status, religion, tribe,
occupation, residence/region, monthly income etc., while
the second section was designed to obtain information on
awareness and knowledge about FGM/C, sexual and
reproductive health of the women, perception about
FGM/C, practice and factors influencing the practice of
FGM/C and health consequences associated with the
practice of FGM/C among the women.

Data collected were cleaned and validated manually,
while a computer software package [Special Package for
Social Sciences (SPSS) IBM version 20] was used for data
entry and analysis. Frequencies and percentages of
relevant variables were generated and test of associations



between variables were carried out using the Chi-square
and Regression analysis. Attitude of respondents towards
the practice of FGM/C was elicited using the Likert scale. A
total of 20 attitude questions were asked; 10 negative and
10 positive questions, with scores ranging from 1 to 5
which depends on their level of correctness. A score of
<50% out of the total of 100 was regarded as bad attitude
while > 50% was a fair/good attitude. A p-value of <0.05
was considered significant.

Ethical approval

Ethical approval was obtained from the Ethics Committee
of the Department of Community Medicine, Madonna
University Nigeria, prior to the commencement of the
study. Before the questionnaires were administered to the
eligible participants, the concept of the study was carefully
explained to each of them and oral consent obtained from
all the participants. All the Authors hereby declare that the
study was performed in accordance with the ethical
standards outlined in the 1964 Declaration at Helsinki.

RESULTS

A total of 600 questionnaires were administered while 585
were, correctly and completely filled and analyzed, giving a
response rate of 97.5%

The mean age of the women was 36.9+6.3 years with
majority of the women being within age group of 35 to 44
years (75.9%). Majority of them were ever married
(70.4%), of Catholic denomination (53.8%), employed
(70.3%), of Igbo extraction (87.4%), and had greater than
four children (79.6%). Most of the women had secondary
education or less (82.6%) while majority of their partners
had secondary education or higher (88.2%). Greater
proportion of the women, earn forty thousand naira ($80)
or less monthly (59.4%) Table 1.

Majority of the respondents (77.4%) have heard about
FGM/C and the common source(s) of their information
were from relatives and friends (44.8%), village meetings
(33.1%) and market square (13.7%). Majority of the
women knew FGM/C as the removal of the clitoris only
(55.2%) and that the common perpetrators mentioned by
the women were; their parents (77.8%), village elders
(66.9%) and relatives (62.5%). Majority of the respondents
mentioned that the act was carried out during infancy,
(55.2%) and the common places the act was carried out
were; individual homes (65.1%), village square/halls
(62.9%) and TBA place (48.3%). A little above one third of
the respondents (39.3%) were aware of the complications
associated with FGM/C and the commonest complication
mentioned was infertility (84.3%) Table 2.

Majority of the women have had penetrative
penile/vaginal sexual exposure, (82.9%) but only 24.7% of
those that have had sexual exposure reported having
dyspareunia. Majority (81.4%) of those that had sexual
exposure have ever been pregnant and the prevalence of
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life-time abortion among the women was 8.9%. Nearly one
third of those that had previously delivered a child (32.4%),
reported having some form of complication associated with
child birth and the common complications mentioned were;
perinea tear (39.1%), obstructed labour, (23.4%) and
postpartum hemorrhage, (15.6%). A few proportion of the
women (25.1%) claim not to achieve orgasm during sex,
while many of them (82.1%) experience pain during
menstruation. Majority of the women (61.9%), think the act
is bad but nearly one third of the women (32.3%), think
there is still some need to carry out FGM/C. The common
reasons given were; it is our culture, (79.4%), marital
issues, (40.2%), and sexual issues, (33.9%). Majority of the
women (62.6%) think people generally have positive
attitude towards FGM/C and the attitude score using Likert
Scale 20 attitude questions revealed that most of the
women had fair/good attitude about the practice of FGM/C,
(92.0%) Table 3.

The proportion of the women that had FGM/C performed
on them was 60.0% and the commonest form practiced was
type Il (partial or total removal of the clitoris and the labia
minora, with or without excision of the labia majora),
53.3%. More of the act was performed at infancy (55.6%)
with about one-thirds of the women still feeling bad or very
bad with the practice (35.7%). Most of the act was
performed at either a traditional circumciser’s place
(38.5%) or at their home (31.3%). The common
perpetrators of the act were the traditional circumcisers
(49.3%) and parents/relatives/neighbours (27.1%). A
sizeable proportion of the circumcised women (31.6%),
agreed that they will still want it performed on them again
if given another chance and about 38.5% of them claimed
that their family members still support the practice. Only a
few of the circumcised women (5.7%) reported that their
religious organizations still support the practice. Nearly
one- third of the respondents (33.3%) agreed to have
experienced some form of negative effects associated with
FGM/C and the commonest of them was loss of sexual
pleasure (47.9%). About 58.1% of those that had negative
effects, sought help for their problems and majority of those
who did it, sought help from their family members/friends
(44.1%). About 47.1% of the circumcised women, with at
least a girl child, had the act performed on them while
31.6% of them agreed that they will do it to their girl child
that may be born in the future or to their granddaughters
(Table 4).

Socio-demographic factors found to be significantly
associated with the practice of FGM/C were; age of the
women (X% = 50.15, p<0.0001), marital status of women
(X2=6.51, p=0.006), educational level attained (X2=62.90,
p<0.0001), employment status of the women (X2=9.69,
p=0.002), monthly income of the women (X2=12.87,
p=0.0003), tribe of origin (X2=10.57, p=0.0011), and place
of residence (X2=31.94, p<0.0001). Women greater than 40
years of age were more likely to have had FGM/C
performed on them when compared to other women in the
younger age groups, (OR: 5.76; 3.46-9.64). Also ever
married women (OR: 1.59; 1.11-2.28), women attending
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Table 1. Socio-demographic Characteristics of Respondents

Variable Frequency (N=585) Percentage
Age group (years)

15-19 7 1.2
20-24 44 7.5
25-29 47 8.0
30-34 33 5.7
35-39 194 33.2
40-44 250 42.7
45-49 10 1.7
Mean age= 36.9+6.3 years

Marital status

Ever married 412 70.4
Never married 173 29.6
Religion

Catholic 315 53.8
Pentecostal 180 30.8
Orthodox 58 9.9
Traditional 30 5.1
Islam 2 0.4
Educational level

None 98 16.8
Primary 200 34.2
Secondary 185 31.6
Tertiary 102 17.4
Employment status

Employed 411 70.3
Unemployed 54 9.2
Student 120 20.5
Tribe

Igbho 551 87.4
Yoruba 54 9.2
Hausa 20 3.4
Monthly income (Naira)

<10,000 184 315
10,000-30,000 163 27.9
31,000-40,000 126 215
>40,000 112 19.1
Number of children (n=412)

0 17 41
1-4 67 16.3
>4 328 79.6
Educational level of husband (currently married, n=322)

None 24 7.5
Primary 14 4.3
Secondary 186 57.8
Tertiary 98 30.4
Place of residence

Rural 295 50.4
Urban 290 49.6

traditional religion (OR: 16.44; 2.22-122.35), those who
were students (OR:2.10; 1.34-3.27), women earning income
between 10,000 - 30,000 naira (OR: 4.23; 2.67-6.70), those
from the Yoruba tribe (OR:4.95: 2.20-10.69) and women
living in an urban area of the state (OR: 2.70; 1.91-3.80)
were more likely to have had FGM/C performed on them
than their counterparts. Those with secondary education
(OR: 0.09; 0.04-0.17) were the least likely to have
experienced an FGM/C performed on them than their

counterparts at other educational levels (Table 5).

Women who had ever experienced penetrative sexual
intercourse were more likely to have FGM/C carried out on
them when compared to those who have not experienced it,
(OR: 5.61; 3.51-8.98). Women who had FGM/C were about
three times more likely to have experienced pain during
sexual intercourse than those without FGM/C (OR: 2.87;
1.48-5.54). Women with FGM/C were more likely to have
experienced an abortion when compared with their
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Table 2. Awareness and Knowledge about FGM/C Among the Women

Variable Frequency Percentage
Awareness about FGM/C (n=585)

Yes 453 77.4
No 132 22.6
Source(s) of information about FGM/C (n=453)**

Relatives/friends 203 448
Village meetings 150 331
Market square/place 62 13.7
School/books 52 11.5
Internet/social media 50 11.0
Mass media 49 10.8
NGO 25 15.5
Government agencies 20 4.4
Health personnel 10 2.2
Seminar/workshop 5 1.1
Billboard 5 1.1
Worship center 3 0.7
Knowledge about FGM/C practice (n=453)

Removal of clitoris only 250 55.2
Any form of cut in the genital area 151 333
Removal of clitoris and labia only 35 7.7
Removal of all vaginal tissue 17 3.8
Awareness about age the act is usually carries out (n=453)

<1 year 250 55.2
2-19 years 168 371
220 years 35 7.7
Common perpetrators known (n=453)**

Parents 350 77.3
Village elders 303 66.9
Relatives 283 62.5
Health personnel/TBA 109 241
Husbands 53 11.6
Community people 50 11.0
Neighbours 23 5.1
Places where it is carried out in your community (n=453)**

Homes 295 65.1
Village square/halls 285 62.9
TBA places 219 48.3
Hospitals 50 11.0
Awareness about consequences associated with FGM/C (n=453)

Yes 178 393
No 275 60.7
Consequences of FGM/C known (n=178)**

Infertility 150 84.3
Incontinence 85 47.8
Infections 66 37.1
Physical injury 42 23.6
Bleeding 30 16.9
Loss of sexual pleasure 20 11.2
Obstructed labour 12 6.7
Dyspareunia 10 5.6
Psychosocial/mental problems 10 5.6
Maternal/neonatal death 5 2.8

**=Multiple response

counterparts without FGM/C (OR: 4.06; 1.86-8.86).
Complications associated with delivery/child birth were
more likely to occur among women with any form of FGM/C
when compared with their counterparts without FGM/C

(OR: 14.14; 6.89-29.03). Also more of the women with
FGM/C were most likely to experience menstrual pain than
their counterparts without FGM/C (OR: 18.63; 9.90- 35.07)
Table 6.
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Table 3. Sexual/ Reproductive Health History of the Women and their Perceptions about FGM/C

Variable Frequency Percentage
Ever had penetrative penile sexual experience (n=585)

Yes 485 829
No 100 171
Do you have pain during sexual intercourse (n=485)

Yes 120 24.7
No 365 75.3
Have you ever been pregnant (n=485)

Yes 395 81.4
No 90 18.6
Have ever had an abortion (n=395)

Yes 55 8.9
No 340 91.1
Ever had any form of complication during delivery (n=395)

Yes 128 324
No 267 67.6
Commonest Complication ever experienced (n=128)

Perinea tear 50 39.1
Obstructed labour 30 234
Bleeding during delivery 20 15.6
Preterm delivery 12 9.4
Fetal death 12 9.4
Post-natal sepsis/fever 4 3.1
Do you achieve sexual satisfaction/orgasm (n=485)

Yes 395 74.2
No 125 25.8
Do you have pain during menstruation (585)

Yes 480 82.1
No 105 17.9
What do you think about FGM/C (n=585)

Itisabad act 362 619
Itis a good act 169 28.9
I'm indifferent about the act 54 9.2
Do you think there is any need for FGM/C (n=585)

Yes 189 323
No 396 67.7
If yes, what are your reasons (n=189)**

It is our tradition/culture 150 79.4
Marital faithfulness 76 40.2
Sexual reasons 64 339
Health reasons 30 15.9
Religious reasons 20 10.8
Psychosocial reasons 9 4.8
What do you think should be peoples’ attitude towards the act (n=585)

Negative/bad 146 25.0
Positive/good 366 62.6
Neutral 73 12.4
Attitude Score (n=585)

<50% (bad) 47 8.0
>50% (fair/good) 538 92.0

**= Multiple Response

DISCUSSION

This study revealed that the awareness about the practice
and its effects was high among the women (77.4%) and
common  sources of information were from
relatives/friends, village meetings and market square. This
level of awareness was consistent with the figure reported

from the same region where this study was conducted
(77.3%) and higher than the overall national average of
61.3% but was lower than figures reported in the state
(91.3% and 98.7%), and from other studies within and
outside the country (Ibekwe et al., 2012; Omolase et al,,
2012; Ibrahim et al, 2013; Abdisa et al, 2017; Gwarzo,
2018; Nkwam-Uwaoma et al.,, 2019; NPC and ICF Macro,
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Variable Frequency Percentage
Had Female Circumcision performed on you? (FGM/C) (n=585)

Yes 351 60.0
No 243 40.0
Type performed on you (n=351)

Type I 120 34.2
Type II 187 53.3
Type 111 11 3.1
Type IV 33 9.4
Age the act was performed (n=351)

0-12 months 195 55.6
13-59 months 95 271
5-20years 44 12.5
>20years 17 48
How do you feel with this act (n=351)

Very good 13 3.7
Good 90 35.6
Indifferent 123 35.0
Bad 105 30.0
Very bad 20 5.7
Place the act was performed (n=351)

Traditional circumciser’s place 135 38.5
Home 110 31.3
Village square/hall 69 19.7
Hospital 5 1.4
Not sure 32 9.1
Who carried out the act (n=351)

Traditional circumcisers 173 49.3
Parents/relatives/neighbours 95 271
Community people/Elders 43 12.2
Husband/partner 21 6.0
Health personnel 19 5.4
If given another opportunity, will you want to be circumcised (n=351)

Yes 111 31.6
No 117 333
Not sure 123 35.1
Do members of your family support FGM/C (n=351)

Yes 135 38.5
No 78 22.2
Not sure 138 39.3
Do your religious organization support the act (n=351)

Yes 20 5.7
No 200 57.0
Not sure 131 37.3
Any negative effect observed with the act (n=351)

Yes 117 33.3
No 111 31.6
Not sure 123 351
Negative effects observed (n=117)**

Loss of sexual pleasure 56 47.9
Infections 20 17.1
Pain during sex 20 17.1
Obstructed labour 10 8.5
Incontinence 4 3.4
Physical injury/bleeding 3 2.6
Psychological problems 2 1.7
Infertility 2 1.7
Have you ever sought help for any of these problems (n=117)

Yes 68 58.1
No 49 419

60
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Table 4 Cont.

Who did you seek help from (n=68)

Parents/relatives/friends 30 44.1
Husband/partner 14 20.6
Health personnel 12 17.6
Community people/elders 7 10.3
Traditional circumciser 5 7.4
Circumcised women with at least a girl child who had FGM/C performed on any of them (n=261)
Yes 123 471
No 138 52.9
Will you still want to do it to any of your girl child or granddaughter in the future (n=351)

Yes 111 31.6
No 240 68.4

**= Multiple Response

Table 5. Socio-demographic Determinants of FGM/C Among the Women

Variable Had Female Genital Mutilation/Cutting Statistics (X2) OR: 95 % CI
Yes (%) No (%) Total (%) p-value

Age group (years)

<30 29(29.6) 69(70.4) 98(100) 50.15 1.00

30-40 138(60.8) 89(39.2) 227(100) df=2 3.69%(2.22-6.14)

>40 184(70.8) 76(29.2) 260(100) p<0.0001* 5.76*(3.46-9.64)

Total 315(60.0) 234(40.0) 585(100)

Marital status of women

Never married 90(52.0) 83(48.0) 173(100) 6.51 1.00

Ever married 261(63.3) 151(36.7) 412(100) df=1 1.59%(1.11-2.28)

Total 351(60.0) 234(40.0) 585(100 p=0.006*

Educational level of women

None 87(88.8) 11(11.2) 98(100) 62.90 1.00

Primary 109(54.5) 91(45.5) 200(100) df=3 0.15*%(0.08-0.30)

Secondary 75(40.5) 110(59.5) 185(100) p<0.0001* 0.09*%(0.04-0.17)

Tertiary 80(78.4) 22(21.6) 102(100) 0.46(0.21-1.01)

Total 351(60.0) 234(40.0) 585(100)

Religion of women

Catholics 201(63.8) 114(36.2) 315(100) 0.61 1.00

Pentecostal 87(48.3) 93(51.7) 180(100) df=3 0.53%(0.37-0.77)

Orthodox 33(56.9) 25(43.1) 58(100) p=0.433 0.75(0.42-1.32)

Traditional 29(96.7) 1(3.3) 30(100) 16.44*(2.21-122.35)

Islam 1(50.0) 1(50.0) 2(100) 0.57(0.35-9.15)

Total 351(60.0) 234(40.0) 585(100)

Employment status of women

Employed 229(55.7) 182(44.3) 411(100) 9.69 1.00

Unemployed 35(64.8) 19(35.2) 54(100) df=2 1.46(0.81-2.65)

Student 87(72.5) 33(27.5) 120(100) p=0.002* 2.10*%(1.34-3.27)

Total 351(60.0) 234(40.0) 585(100)

Monthly income of women (Naira)

<10,000 76(41.3) 108(58.7) 184(100) 12.87 1.00

10,000-29,000 122(74.8) 41(25.2) 163(100) df=2 4.23*%(2.67-6.70)

3,0000-40,000 78(61.9) 48(38.1) 126(100) p=0.0003* 2.31%(1.45-3.67)

>40,000 75(67.0) 37(33.0) 112(100) 2.88*(1.76-4.71)

Total 351(60.0) 234(40.0) 585(100)

Tribe of origin women

Igbo 296(53.7) 255(46.3) 551(100) 10.57 1.00

Yoruba 46(85.2) 8(14.8) 54(100) df=2 4.95%(2.30-10.69)

Hausa 9(45.0) 11(55.0) 20(100) p=0.0011* 0.17(0.28-1.76)

Total 351(60.0) 234(40.0) 585(100)

Place of residence of women

Rural 143(48.5) 152(51.5) 295(100) 31.94 1.00

Urban 208(71.7) 82(28.3) 290(100) df=1 2.70* (1.91-3.80)

Total 351(60.0) 234(40.0) 585(100) p<0.0001*

*= Statistically significant
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Table 6. Association Between Sexual History of Women and Experience of FGM/C

Variable Had Female Genital Mutilation/Cutting Statistics (X2) OR: 95% CI
Yes (%) No (%) Total (%) p=value
Ever had penetrative sexual intercourse (n=585)
Yes 309(63.7) 176(36.3) 485(100) 56.22 5.61%(3.51-8.98)
No 42(42.0) 58(58.0) 100(100) df-1 1.00
Total 351(60.0) 234(40.0) 585(100) p<0.0001*
Do you experience pain during sexual intercourse (n=485)
Yes 108(90.0) 12(10.0) 120(100) 10.44 2.87%(1.48-5.54)
No 201(55.1) 164(44.9) 365(100) df=1 1.00
Total 309(63.7) 176(36.3) 485(100) P<0.001*
Have you ever been pregnant before (n=485)
Yes 248(62.8) 147(37.2) 395(100) 0.59 0.80(0.49-1.31)
No 61(67.8) 29(32.2) 90(100) df=1 1.00
Total 309(63.7) 176(36.3) 485(100) p=0.222
Ever had an abortion (n=395)
Yes 47(85.5) 8(14.5) 55(100) 12.95 4.06*%(1.86-8.86)
No 201(59.1) 139(40.9) 340(100) df=1 1.00
Total 248(62.8) 147(37.2) 395(100) p<0.0001*
Ever Had complications during delivery (n=395)
Yes 119(93.0) 9(7.0) 128(100) 71.99 14.14*%(6.89-29.03)
No 129(48.3) 138(51.7) 267(100) df=1 1.00
Total 248(62.8 147(37.2) 395(100) p<0.0001*
Do you achieve sexual satisfaction (n=485)
Yes 227(63.2) 133(36.8) 360(100) 0.16 0.90(0.58-1.37)
No 82(65.6) 53(34.4) 125(100) df=1 1.00
Total 309(63.7) 176(36.3) 485(100) p<0.688
Experience pain during menstruation (n=585)
Yes 339(70.6) 141(29.4) 480(100) 123.33 18.63*%(9.90-35.07)
No 12(11.4) 93(88.6) 105(100) df=1 1.00
Total 351(60.0) 234(40.0) 585(100) p<0.0001*

*= Statistically significant

2019). This high awareness noticed could be attributed to
the wide spread dissemination of information mainly
through the mass media on the harmful effects associated
with the practice from all levels of government in
conjunction with relevant bilateral and multilateral
organizations. It could also be due to sustained
stakeholders’ engagement concerning the practice and its
harmful effects on the girl child by the governments and
their international partners. The high awareness observed
in this study did not necessarily translate to high depth of
knowledge as less than half of the respondents (39.3%),
agreed to be aware of any consequences associated with
the practice. This is not also surprising as many of the
women heard about the practice from non-conventional
sources like, friends/relatives, village meeting and market
places where wrong, biased or incomplete information
about the practice could be disseminated.

Despite consistent and wide spread campaigns and
legislations against FGM/C, the practice is still been carried
out massively in this part of the divide. The prevalence of
female genital mutilation/cutting was found to be high in
this study (60.0%). This finding was consistent with
prevalence rates of 61.7% found in the state in an earlier
study, 61% reported from Ghana and 64% reported from
Benin Edo State, Nigeria but higher than both the National

and regional values of 20% and 35.0% respectively as
reported from the 2018 NDHS (Adewole and Adayanfo
2017; Sakeah et al., 2018; NPC and ICF Macro, 2019). There
were variations in the prevalence rates reported from
several related studies of which some found lower rates
such as; 42.1% reported from Awka Anambra State, 7.1%
from Benin republic, 35.9% from Calabar Nigeria, 56.3%
from Owo Ondo, Nigeria, 27.1% from Bayelsa State Nigeria,
and 45.9% reported from a study in south west Nigeria (
Snow et al, 2002; Ezenyeaku et al, 2011; Omolase et al,,
2012; Ibrahim et al,, 2013; Kpzehone et al,, 2019; Njoku et
al, 2020) while others reported higher prevalence rates
than that found in this study, ranging from 67.2% in a study
from Kano, north west Nigeria to as high as 92.2% in a
study from Uyo, South-South Nigeria (Karmaker et al,
2011; John and Okon, 2012; Owolabi et al., 2013; Oyefara,
2014; Abdisa et al., 2017; Abeya et al,, 2017; Gwarzo, 2018).
This high prevalence observed in this study is worrisome,
considering the enormous public health problems
associated with this practice. This prevalence of FGM/C in
the state has remained largely unchanged for over 2
decades (1991-2018) despite efforts made by the local
authorities and the national government in collaboration
with their international partners to create awareness,
provide support and even criminalize the act. The worst of
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it is that Imo state is one of the states with highest overall
literacy rate in the country (Mberu, 2017; NPC and ICF
Macro, 2019).

The commonest type of FGM/C carried out among the
women was type Il (53.3%) and the majority of the act
(55.6%) was done at infancy. This has been the commonest
FGM/C type reported from the state, region and other
studies elsewhere (NBS, and UNICEF, 2008; John and Okon,
2012; Owolabi et al., 2013; Ojo and Ijadunola, 2017; Mberu,
2017; NPC and ICF Macro, 2019; Ngianga-Bakwin et al,
2020). Globally, it has been proposed that FGM type Il is the
most frequent type practiced, representing an estimated
80% of all procedures of FGM/C (Adeniran et al, 2015).
Nevertheless in some of the studies reviewed, findings
suggest that the prevalent type practiced was type I (Abeya
et al,, 2017; Njoku et al., 2020). Generally in Nigeria, type I
and II are the most commonly practiced forms except in
some of the northern states where type Il and IV are more
prevalent and they present as the most severe form of
FGM/C practiced (Mberu, 2017; Chidera, 2018). Most of the
reviewed studies showed that the act was commonly done
at infancy stage and this was consistent with the finding of
this study (Omolase et al, 2012; Mberu, 2017; NBS and
UNICEF, 2017; Ossai et al.,, 2018; NPC and ICF, 2019; Ossai
etal.,, 2019; Ngianga-Bakwin et al., 2020).

Furthermore, one study reported that majority of the
women has FGM between 1 to 10 years of age (Abdisa et al,,
2017) and this was also consistent with the finding of this
study which showed that most of the act was done in
infancy and early childhood from 0 to 5 years of age.
Nevertheless another study reported 6 - 12 years of age
(WHO, 2018a) which was slightly higher than the age group
observed in this study. This is worrisome as any FGM done
at this stage is a gross violation of the right of the girl child
and owing to the fact that they cannot take any decision of
their own except done by their parents. Secondly, at this
early age, their external genitalia may not be fully matured
and thus so much damage could be caused without the child
being able to notice and respond appropriately.

This study revealed that those commonly implicated in
carrying out this act were the traditional circumcisers and
this was mostly done at the circumcisers place or home of
the parents of the girls that were circumcised. This pattern
has been reported in several studies (Mberu, 2017; NBS
and UNICEF, 2017; Ossai et al,, 2018; Gwarzo, 2018; Sani
and Bishwajit, 2018; Ossai et al., 2019; NPC and ICF, 2019;
Ngianga-Bakwin et al,, 2020), except a study conducted in
Owo Ondo State, which implicated medical practitioners
(doctors and nurses) as major culprits in carrying out the
act (Omolase, 2012). This operation was usually carried
out by non-medical practitioners and mostly done in
unhygienic environments, usually without anaesthesia and
most of the practitioners have vague knowledge about the
anatomy of the region (John and Okon, 2012).This can lead
to several complications spanning from direct tissue
damage to overwhelming sepsis and even death in severe
manifestations.

About 47% of the circumcised women with atleasta

daughter, had FGM/C also performed on them while 31.6%
of circumcised women insisted that they will circumcise
any girl child they will bear or their daughters will bear in
the future. This finding was lower than figures reported in
the same state which showed that 62.8% of children from
women that had FGM/C were circumcised and 37.9% of the
women wants to continue the act in the future (NPC and ICF
Macro, 2019). Also this finding was lower than the national
value which stood at 55.9% and 23.1% respectively (NPC
and ICF, 2019). It was higher than the prevalence of 30.2%
observed among daughters of women that had FGM/C and
4.5% of willingness to continue the act by circumcised
women as reported in a study from Burkina Faso
(Karmaker et al., 2011). Other studies in the country
revealed that the circumcision of daughters of women with
FGM/C was still prevalent, with a study in Awka, Nigeria
and another from Benin, Nigeria reporting a prevalence
rate of 34% and 39.7% respectively (Ezenyeaku et al,
2011; Adewole and Adayanfo 2017). Another study from
Uyo, Nigeria reported a willingness to continue the act on
their daughters in about 31.2% of women with FGM/C, and
this was consistent with the findings of this study (John and
Okon, 2012). This shows that the practice may still
continue for a long time despite all efforts to eliminate it.

Socio-demographic factors found to significantly
influence the practice of FGM/C among the women were;
age of the women, marital status, educational status,
occupation of women, monthly income, tribe of origin and
place of residence.

Finding in this study revealed that older women above 40
years of age were more likely to have FGM/C performed on
them than their younger counterparts. This pattern of
increase in the prevalence of FGM/C with increasing age of
women has been reported in several studies (Snow et al,
2002; Karmaker et al,, 2011; Adelaide et al., 2013; Owolabi
et al, 2013; UN, 2013; Oyefara, 2014; Abdisa, Delasegn and
Tesew, 2017; Abeya, Chukuko and Gemeda,2017; Althaus,
2017; Ojo and Ijadunola, 2017; Ossai et al., 2018; Kpzehone
et al,, 2019; Ossai et al., 2019; Ngianga-Bakwin et al., 2020;
Njoku et al., 2020). This decrease with lowering age noticed
in many studies may be as a result of the effect of high
awareness and exposure to the negative consequences
associated with the practice over the years coupled with
legislation against the practice.

Furthermore, finding has shown that the practice of
FGM/C has been declining over the years in endemic
countries like Nigeria though at a very slow pace (Ngianga-
Bakwin et al., 2020).

Ever married women were more likely to have had
FGM/C performed on them than their never married
counterparts. This finding was corroborated by other
studies within and outside the country (Adelaide et al,
2013; Owolabi et al., 2013; Sakeah et al, 2013; Ojo and
ljadunola, 2017; Kpzehone et al,, 2019; NPC and ICF, 2019).
Nevertheless a few other studies showed no significant
difference between marital status and practice of FGM/C
(Abeya, Chukuko and Gemeda, 2017; Njoku et al., 2020).
This could be explained by the fact that in some cultures



where FGM/C is practiced, it is performed as a rite of
passage into womanhood and a precursor or an obligation
to marriage (Adelaide et al, 2013; Sakeah et al, 2013;
Althaus, 2017; Mberu, 2017; Ojo and Ijadunola, 2017;
Ngianga-Bakwin et al, 2020). Due to the importance
attached to marriage in this part of the world, women and
girls could be forced to be mutilated to enhance their
marriageability (Orji and Babalola, 2006; UN, 2013,
Kpzehone et al, 2019). The role in enhancing
marriageability is due to the wide spread perception that it
helps to preserve virginity, protect from promiscuity and
limit female hyperactivity (Taba, 1979; Asaad, 1980;
Adelaide et al., 2013; Mberu, 2017; Kpzehone et al.,, 2019;
Njoku et al., 2020).

Educational status of the women was found to influence
the practice of FGM/C significantly with women who
attained secondary school having the least likelihood when
compared to those with no formal education. Generally,
lack of formal education has been reported to be
significantly associated with increased rates of FGM/C in
several studies and this was consistent with the finding of
this study (Snow et al, 2002; Karmaker et al, 2011;
Adeyemo, Omisore, and Oladipupo, 2012; Adelaide et al,,
2013; Owolabi et al,, 2013; Oyefara, 2014; Abdisa, Delasegn
and Tesew, 2017; Abeya, Chukuko and Gemeda, 2017; Ojo
and Ijadunola, 2017; Gwarzo, 2018; Ossai et al., 2018; ;
Kpzehone et al, 2019; Ossai et al, 2019). Education
empowers a woman with knowledge to take decisions
about her reproductive health life. Educated women are
more likely to weigh the benefits over risks before making
decisions about their health. Also educated women weld
some level of economic power and thus have the power to
make independent decisions about FGM/C (Sakeah et al,,
2018). Nevertheless majority of the FGM/C occur before
formal education has begun, and based on this many
researchers argue that mother’s/father’s educational level
is a more meaningful variable for assessing the relationship
between FGM/C and education (Adelaide et al, 2013).
Generally in this part of the country, it is likely that most
educated women could came from homes where their
parents may have some level of education.

Occupational status of the women was found to influence
the practice of FGM/C, with students having the highest
likelihood when compared to others. Some studies have
reported significantly association between FGM/C and
occupation of women (Abdisa et al, 2017; Adewole and
Adayanfo 2017) while others reported no association
between them (Owolabi et al, 2013; Kpzehone et al,
2019).The cause of this association between them may be
unclear but it could be related to geographical area where
the women were working and exposure to knowledge
related to FGM/C from the work environment. Women who
earn more money monthly were likely to have had an
FGM/C performed on them when compared those who earn
less. Wealth index and social status of the women has been
reported in several studies to significantly influence the
practice of FGM/C (Karmaker et al., 2011; Abeya et al,
2017; Ojo and Ijadunola, 2017; Ossai et al., 2018; Sakeah et
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al.,, 2018; NPC and ICF Macro, 2019; Ossai et al., 2019;
Kpzehone et al,, 2019; Ngianga-Bakwin et al., 2020; Njoku
et al,, 2020). Furthermore, in most of the studies reviewed,
practice of FGM/C was more likely to occur among women
from wealthy families which was in line with the finding of
this study (Karmaker et al., 2011; Abeya, Chukuko and
Gemeda, 2017; Ojo and Ijadunola, 2017; Ossai et al., 2018;
Sakeah et al., 2018; NPC and ICF Macro, 2019; Ossai et al.,,
2019; Ngianga-Bakwin et al., 2020) while a few others
reported the opposite (Kpzehone et al., 2019; Njoku et al,,
2020). It could be explained by the fact that rich families
could easily procure the act at any cost and also have the
societal influence to control any outcome from government
interference especially in this part of the world where the
rich and influential people can break government laws and
escape without any form of punishment.

Another finding in this study revealed that tribe of origin
of the women significantly influenced the practice of FGM/C
with those from Yoruba ethnic group having the highest
likelihood of the act been performed on them than women
from other tribes. This influence of tribe or ethnicity of
origin was consistent with findings from several studies
(Snow et al., 2002; Karmaker et al, 2011; Adelaide et al,
2013; Oyefara, 2014; Abeya et al., 2017; Abdisa et al.,, 2017;
NBS and UNICEF, 2017; Ojo and Ijadunola, 2017; Kpzehone
et al, 2019; NPC and ICF, 2019; Ngianga-Bakwin et al,,
2020). Precisely in 2018 NDHS, women of Yoruba origin
has the highest prevalence of the practice when compared
to other tribes which corroborated with the finding of this
study. It has been reported that the practice of FGM/C was
deeply rooted in cultural and religious belief systems and
social customs within communities where it is practiced.
They posit FGM as a rite of passage into womanhood,
promotes hygiene and cleanliness and controls sexuality in
various places (Adelaide et al., 2013; Mberu, 2017; WHO,
2018b).

Though in this study it was generally observed that
religion played no significant role, a finding which was
consistent with some studies (Oyefara, 2014; Abdisa et al,,
2017; Sani and Bishwajit, 2018). Nevertheless women from
the Pentecostal sect had the lowest likelihood while those
of traditional sect who observe culture and traditions had
the highest likelihood of having the act performed on them.
True to the finding of this work, no major religious group in
Nigeria ever claimed to support FGM/C as a practice even
though there are wide spread religious beliefs among
people in this part of the globe (Adelaide et al., 2013). This
finding was strengthened by what was observed in this
study that only 5.7% of the women agreed that their
religious organizations support this practice. But in
contrast to the finding of this study, several other studies
reported associations between religion and the practice of
FGM/C among women and girls, even though no religious
group was seen to be dominant. The practice was more
among Christians denominations in some studies
(Adeyemo et al,, 2012; Ojo and Ijadunola, 2017; Ossai et al,,
2018; Sakeah et al., 2018; Kpzohone et al., 2019) while in
others, it was more among Moslems or other religious sects
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(Karmaker et al, 2011; Owolabi et al, 2013; Abeya,
Chukuko and Gemeda, 2017).These variations may support
the general belief in some quarters that cultural beliefs
plays a stronger role in influencing the practice of FGM/C
among communities irrespective of their religious beliefs.
Another finding of this study also revealed that urban
women were more likely to have had FGM/C performed on
them than their rural counterparts. This was consistent
with reports from several other studies (Karmaker et al,,
2011; Adeyemo et al., 2012; Owolabi et al.,, 2013; NBS and
UNICEF, 2017; Ojo and Ijadunola, 2017; Ossai et al., 2018;
Sani and Bishwajit, 2018; NPC and ICF, 2019; Ngianga-
Bakwin et al,, 2020). Yet in a few of the reviewed studies
the reverse was the case (Abeya, Chukuko and Gemeda,
2017; Kpzehone et al., 2019). In Nigeria generally, FGM/C
occurs at higher rates among urban residents than their
rural counterparts and this finding has been consistently
reported over the years. This could be explained primarily
by ethnicity and high level of rural-urban migration
observed among the endemic tribes in Nigeria (Abiodun et
al, 2011; Adelaide et al., 2013; UNFPA, 2015). Although it
has been reported that the place of residence appears to
influence the practice of FGM/C in some areas, this
relationship does not consistently favor urban or rural
dwelling. Therefore a multitude of factors are associated
with the practice of FGM/C in any given location where the
act is practiced such as surrounding religious communities,
ethnic composition, neighboring countries, literacy level of
the society, degree of urbanization and existence of any
legislation against FGM/C and they could all play vital roles.
Concerning sexual and reproductive health problems, it
was observed in this study that women who had FGM/C
were more likely to experience pain during sexual
intercourse (dyspareunia), menstrual pain
(dysmenorrhea), had an abortion in the past, and
complications associated with child birth. No significant
association was found between FGM/C and ability to get
pregnant nor achieve sexual satisfaction or orgasm. Many
studies have linked FGM/C to the occurrence of several
reproductive health problems ranging from physical
injuries, to obstetric complications and psychosexual
problems. Some of the reproductive health problems
associated with the practice of FGM/C as reported in
previous studies were; bleeding, localized infections of the
reproductive tract, scar formations, vaginal/vulva pain,
pain during sexual intercourse (dyspareunia), lower
abdominal pain, menstrual pain (dysmenorrhea), infertility,
lack of sexual desire/dysfunction, decreased sexual
satisfaction, sexual difficulties (anorgasmia) and obstetric
complications such as perineal lacerations, high rates of
episiotomy, delayed prolonged labour, caesarean deliveries,
neonatal resuscitations and primary post-partum
hemorrhage (Aziz, 1980; Snow et al, 2002; Orji and
Babalola, 2006; WHO,2008; Adelaide et al., 2013; Berg and
Underland, 2013; Adeniran et al, 2015; UNICEF, 2015;
Adewole and Adayanfo, 2017; Njoku, Emechebe and Abeshi,
2017;.Chidera, 2018; Klein et al., 2018; Sakeah et al., 2018;
Sani and Bishwajit, 2018; WHO, 2018b; Njoku et al., 2020).

It is worthy to note that some of these associated
reproductive health problems reported in previous works
corroborated with the findings of this study. Also the
occurrence of negative outcomes of FGM/C as reported by
those who were circumcised (loss of sexual pleasure,
infection, pain during sexual intercourse etc.) were
consistent with findings reported from earlier reviewed
works. Yet despite these enormous problems associated
with this barbaric act, almost 1/3r of the women (31.6%)
still want the practice to continue thus posing more public
health consequences in the future.

Conclusion

The practice of FGM/C causes several reproductive health
and psychosexual/social problems among women and girls.
It is unnecessary and life threatening with no known
advantage to the women. Despite all efforts aimed at
eradicating this problem, it has remained prevalent in some
communities as observed in the findings of this study.
Nonetheless some of the socio-demographic factors
reported to influence the practice can be modified if
appropriate measures are to be put in place. To guarantee
the integrity of women, governments and concerned
agencies must take stringent measures to ensure the
eradication of FGM/C. There is need for government at all
levels to ratify, domesticate and implement all UN and
Subsidiaries resolutions concerning FGM/C which views
the act as a serious violation of the rights of women and
girls. Also education and economic empowerment of
women and girls will help them to stand for their rights in
the community and society at large.

Study Limitation

The study design was a cross-sectional type and data gotten
was self-reported which could likely lead to bias. Thus
some caution should be taken in generalizing the findings of
this study. A longitudinal study design in which participants
are enrolled for the study and examined physically to
ascertain the presence of FGM/C and the type and then
followed up over time till child bearing will be most ideal.
This will better address the consequences and
determinants of the practice. Nevertheless the strength of
the study lies in the fact that the pretested questionnaire
was interviewer administered which was done by final year
medical students with good knowledge about the practice.
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