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Abstract

Background: Female Genital Mutilation is still practiced in Ebonyi State in
Southeast Nigeria, despite the complications that follows it and government
legislation against the practice. Aim: To determine the impact of Culture, Be-
liefs, attitude and Peer Group Influence on the persistence Female Genital
Mutilation practice in the State especially in the rural areas. Materials and
Methods: Qualitative study that used Focused Group Discussion and In-
depth interviews for data collection. Those willing and given consent were
recruited into the group discussion according to age, marital status, educa-
tional level and their location in the state. In-depth interviews were used with
the Stake Holders, Opinion Leaders, Traditional Rulers and the Clergy. Re-
sult: A total of 454 participants were recruited from the 13 local government
areas of Ebonyi State but only 420 (92.5%) participated. The age ranges of
participants were 25 to 35 years for single males and females while the mar-
ried participants male and female were aged 35 to 70 years. One hundred sin-
gle females (23.8%) and 94 single males (21.4%) participated while 97 (23.1%)
married women and 95 (22.6%) married men participated. Out of the 26
health workers recruited only 22 (5.2%) participated. Four traditional rulers,
4 women leaders, 4 youth leaders and 2 clergy 12 (2.9%) in number had
in-depth interviews. All the participants had knowledge of FGM and its prac-
tice. Rural health workers are getting more involved. ‘Female Genital Crush-
ing’ is replacing actual cutting. The participants all agreed there is no benefit
and the practice should stop. Conclusion: Female Genital Mutilation is se-
cretly practiced and is getting replaced by “Female Genital Crushing” perpe-
trated by rural health workers as well as mothers, fathers, traditional birth at-
tendants and the peer group playing a major role with low knowledge of the
Law against Female genital mutilation.
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1. Introduction

Female genital mutilation involves partial or total removal of the external female
genitalia or other injury to the female genital organ for cultural, religious or
other non-therapeutic reasons [1] [2]. This has long been practiced in different
parts of the world. The origin is not known but was first discovered in ancient
Egyptian mummies in 200BC [3]. World Health Organization (WHO) in 1996
estimated that between 100 and 140 million girls and women worldwide were
living with female genital mutilation and every year about three million girls are
atrisk [1].

In some African countries including Nigeria the practice is still going on de-
spite the fact that it has been recognized as a major reproductive health problem
and dehumanizing practice especially in the developing countries like ours. It is
gender-based discrimination and circle of poverty is encouraged and reinforced
by the practice [4]. UNICEF in 2022 estimates that 140 million women and girls
aged between 15 and 49 years are living with female genital mutilation [5]. The
prevalence is different among the African countries, ranging from 1% in Cam-
eroun to 90% and above in Somalia, Guinea and Djibouti. In Nigeria the preva-
lence is about 20% among this age group [6] but up to 50% over all national
prevalence which is the highest absolute number of women living with genital
mutilation in the world [1]. Ebonyi State ranked third across the States in Nige-
ria between 2017 and 2019 with about 75% of the residents engaging in this ob-
noxious practice [7] despite long period of campaign and legislation by govern-
ment to eradicate the practice. A hospital-based study in Ebonyi State in 2012
reported the prevalence of 49.6% [8]. The practice violates fundamental human
right, reproductive right as well as breach the integrity and personality of women
(9] [10].

All the types of female genital mutilation (1 - 4) were identified with obstetric
outcomes. Pinhole introitus at delivery due to infibulation (type 3) or with vagi-
nal atresia due to introduction of chemicals or salts to the vagina (type 4) or due
to unintentional vaginal or vulva atresia as a result of infection or further scaring
(types 1 and 2) [11].

No benefit has been identified with female genital mutilation but there are lots
of complications which include Obstetric, gynaecological, dermatological and
infectious diseases that follows the practice [9] [12]. There may be haemorrhage,
infection (including HIV), retention of urine, genital organ swelling, infertility,
dysmenorrhea, urinary incontinence, dysuria and poor flow of urine. Obstetric
complication may present with difficult or inadequate antenatal and intrapartum

vaginal assessment and catheterization, perineal tear, performance of episiot-
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omy, postpartum haemorrhage, prolonged obstructed labour and fistula forma-
tion leading to increased maternal and foetal morbidity and mortality. The prac-
tice is also associated with sexual dysfunction shown by dyspareunia, difficult
arousal, anorgasmia, vaginal dryness, un-satisfaction and psychological problem
(4] [9]-[21].

The practice is maintained due to social and family pressure transmitted from
generation to generation. Individual, economic, socio-demographic, religious
and cultural factors play a role in the continuation of the practice [22] [23].
Done for different reasons like getting married, social acceptance, to safeguard
virginity and suppress sexual desire thus remains a cultural practice. Alternative
rites of passage were suggested as an important strategy for eliminating this
harmful practice [18] [24]. In six African countries studied, the estimated annual
cost of female genital mutilation and related obstetric complications amounted
to $3.7 million [25] [26].

Few studies have been done on Female Genital Mutilation situation in Ebonyi
State which are mainly hospital-based. This study seeks to get to the grassroots
of the communities and ascertain the influence of culture, beliefs, attitude and
peer group influence on Female Genital Mutilation and how best to eradicate

this obnoxious practice among our people.

2. Methodology

This was a qualitative study carried out in Ebonyi State, using a focused group
discussion and in-dept interview. Ebonyi is one of the 36 states in Nigeria that
was created in 1996 out of the South eastern states in Nigeria. The State is made
up of 13 local government areas one urban and one semi-urban and the rest
mainly rural. Some Development centers were carved out of the main Local
Government Areas to encourage rural development. The National Population
Commission, reported the population of 2.1 million people and a land mass of
5932 km, however the State Government in the year 2020, estimated the popula-
tion of about 4.3 million people and a land mass of 5935 km based on extrapola-
tion from 2005 population census. The people of Ebonyi State are predominantly
(about 75%) [27] rural dwellers with subsistent farming as their major occupa-
tion.

The recruitment was by individual signed informed consent. Information was
given out through the Officer in Charge (OIC) of the major health care centre in
the area about the visit by medical experts to address them with free medical
check. During the programme, those that gave consent were recruited into the
study according to their Age, Sex, Marital status and knowledge of the subject to
be discussed. The study protocol and what is going to be discussed were ex-
plained to them and those that signed informed consent were recruited into the
study. They were also given the option to opt out at any time if they do not wish
to continue. The unmarried males aged between 25 and 35 years had their group

discussion different from the unmarried female of the same age group. The same
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was done for the married men aged between 35 and 70 years as well as the fe-
male. This selection was done this way to have a fair representation of those who
are knowledgeable in the matter to be discussed as well as their culture and tra-
dition. This segregation was done to prevent domination of the discussion by a
particular group, so that everyone could freely express their mind about the
practice. The other groups of participants were carefully selected traditional ru-
lers, women leaders youth leaders and the clergy which we considered are im-
portant stake holders and opinion leaders as well as the custodians of the peoples’
culture. These groups had In-depth Interviews. The health workers’ recruitment
was done during training of health workers on Maternal and New-born care
courses.The health workers were recruited because of several reports of imme-
diate complications like severe hemorrhage which had to be managed in the ter-
tiary hospitals as a result pear group organized FGM carried out by some health
workers without the knowledge of their parents. The participants were however
assured of privacy and confidentiality.

The focused group discussions were carried out in different sessions. A total
of 39 sessions were carried out. Each session consisted of at least 8 participants
with a moderator and an assistant. During the sessions the group of participants
were guided by the moderator who introduced Female Genital Mutilation as a
topic for discussion and helped the group to participate in a lively and natural
discussion among themselves. The group participants were allowed to agree or
disagree with each other so that it provides an insight into what the group thinks
about Female Genital Mutilation, the range of opinion and ideas, misconcep-
tions, Culture, Belief, Peer Group Influence and the variation that may exists
between the communities in terms of beliefs and their experiences and practices.
In-depth Interviews were mainly conducted for different opinion leaders like the
Traditional Leaders, Women leaders, Youth leaders and the Clergy. Inclusion
criteria were those who signed informed consent to participate and were assured
of confidentiality. The exclusion criteria were any person closely working with
the government team on eradication of Female Genital Mutilation and other
Harmful Practices.

Questions asked included if they have heard about Female Genital Mutilation?
What it means? How they got to know about it? How it is practiced in their lo-
cality? Why was it practiced? Is it still practiced in their locality? Who practices
it? What is the role of the peer group in the practice of it? Any known benefits in
the practice of Female Genital Mutilation? Awareness of any complication asso-
ciated with this practice? Should it be stopped or encouraged for their opinion?
What should be done to stop this practice? Awareness of any law against Female
Genital Mutilation? If they (female participants) were mutilated themselves and
Why? If there is anything they want to add to all that was discussed? Round sit-
ting position adopted for participants. All seated in open field under a shed or
suitable office where available. Introduction of participants, the moderator and
assistant were done. Ground rules were established and the purpose of the dis-

cussion was once more said and confirmation of consent to participate gotten
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again. The questions and answers session now followed and conclusion. Those
that do not understand English especially the elderly uneducated ones had the
questions interpreted in their local dialect.

Recording each session was done with a small tape recorder. The assistant
moderator also took down note in a format to help with reporting the discus-
sion.

The moderator ensured even participation, careful wording of the key ques-
tions, maintaining a neutral attitude and appearance, and summarizing the ses-
sion to reflect the opinions evenly and fairly.

Each session lasted an hour. At the end of each session, the moderators took
time to educate the participants on areas that appeared to be confusing, espe-
cially as regarding the Law against Female Genital Mutilation.

Recorded discussions were transcribed. Categories or themes across the en-
tries for each question were developed. A summary of findings for each sub-
category noting similarities and differences across were done. Results were pre-

sented in tables and simple percentages.

3. Ethical Issues

Ethical approval for the study was obtained from the Alex Ekwueme Federal
University Teaching Hospital, Abakaliki, Ebonyi State. Informed consent was
obtained from the participants and were given the option to opt out at any time
if they do not wish to continue. The participants were also educated on the
harmful nature or complications of the practice at the end and they all agreed to

discourage the practice in their communities since there is no benefit.

4. Results

A total of 454 participants were recruited from the 13-local government areas of
Ebonyi State. A total of 420 (92.5%) participated while 34 declined after the
second explanation of the purpose of the program saying they are busy and there
was no financial benefit/entertainment. Ninety four unmarried males (21.4%)
aged between 25 to 35 years participated in the Focused Group Discussion
(FGD) while 95 (22.6) married men aged between 35 to 70 year participated in
the FGD also. A total of 100 unmarried females (23.8%) aged 25 to 35 years and
97 married women (23.1%) aged 35 to 70 years also participated. Out of the 26
health workers recruited only 22 (5.2%) participated while 4 said they are not
willing to continue. Others which consisted of 4 traditional rulersaged 70 years
and above, 4 women leadersaged 60 years and above, 4 youth leaders aged 40
years and above and 2 clergy men (aged 50 years) making a total of 12 (2.9%)
had in-depth interviews (Table 1). All the percentages in parentheses are based

on the total number of participants.

4.1. Knowledge of Female Genital Mutilation

Virtually all the participants have knowledge of the existence of Female Genital
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Table 1. Focused group discussion/in-depth interviews across the 13 local government
areas in Ebonyi State.

Serial Age
Group Number Method Percentage
number range
Unmarried
1. 25-35 100 FGD 23.8
female
Unmarried
2. 25-35 94 FGD 22.4
male
Married
3. 35-70 97 FGD 23.1
women
4. Married men 35-70 95 FGD 22.6
5. Health workers 25-55 22 FGD 5.2
In-depth
6. Others 40 - 270 12 _nodep 2.9
interview
Total 420 100%

FGD: Focused Group Discussion.

mutilation. Majority of them heard about it from the community, their grand-
mothers/mothers and elderly women at a very young age. Some also heard it
from their peers, at school, over the radio/television and from the hospitals.
Many of the participants, especially the older girls and married women had Fe-
male Genital Mutilation done on them and some can describe how it is done.

Some had witnessed it done on other girls, some on their sister.

4.2. Practice

During the procedure, the girl is naked and lying down with her legs spread wide
apart and restrained by people. Part of the genitals especially the clitoris and la-
bia minora is cut with a razor blade or “AGUBA” (a small sharp knife) which
was also used for shaving the hair those days. The procedure can be done early
in life, as early as 1 - 8 days of life, or as soon as breast development begins but
can be done any time from 10 years and above or when the girl is about getting
married. The one done during marriage is an elaborate and colorful display of
affluence and wealth, dances and other cultural displays. Most of the time this
one is done in group and each suitor and family trying to outwit the other. The
participants agreed that Female Genital Mutilation is still being practiced in the
state mostly in the rural areas. The practice was carried out by elderly women,
traditional birth attendants and surprisingly some health workers. Most of the
sporadic cases that presented with heavy bleeding in the tertiary hospitals during
the period of this study were done by health workers and organized by the peer
group.

In Table 2 below, we see that culture and tradition is the major reason for this
practice. Hundred percent of the married men agreed it is their culture and tra-

dition passed down to them by their ancestors. In the same vain 96% of the
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Table 2. Reasons for the practice.

Group Age Reasons
Culture Reduce Reduce Avoid Peer Beautify
For L . . I
and . Promiscuity ~ sexual difficult group stigmatisation the
. marriage . . . .
tradition or infidelity urge delivery  influence vulva
Single girls 25 - 35 80 50 10 50 20 60 40 5
Single boys 25 - 35 90 10 50 5 10 10 3 0
Married
35-70 92 75 80 80 70 3 90 30
women
Married
35-70 95 90 80 70 60 0 0 10
men
Health
25-55 20 10 2 15 0 18 7 0
workers
Traditional
=70 4 4 4 4 3 0 0 3
Rulers
Women
NA 4 4 2 2 1 0 2 0
leaders
Youth
40 2 2 0 0 0 0 1 0
leaders
Clergy NA 2 2 0 0 0 2 2 0

NA: Not Applicable.

unmarried males also alluded to that. Eighty percent of the unmarried female
and 92% of the married women also attributed it to culture. Hundred percent of
both the traditional, women leaders as well as the clergy also alluded to culture
as the main reason for the practice while 50% of the youth leaders agreed it is
practiced for culture. Fifty percent of the unmarried female believe it is an im-
portant marriage rite, 82% of the married women agreed with that while while
95% of the married men also have that same believe. Fifty three percent of the
unmarried males believe it reduces infidelity, 82% of the married women and
84% of the married men also share the same opinion. Fifty percent of the un-
married female believe it reduces sexual urge, 82% of married women and 74%
of married men also share the same opinion. Seventy two percent of married
women and 63% of married men believe it reduces difficult labour. Sixty percent
of the unmarried female had peer group influence as a reason while 40% said
they were stigmatized by their peers. Ninety three percent of the married women
were stigmatized while 31% believe that it beautifies the vulva. The table also
showed peer group influence and stigmatization as major reasons for the per-
petuation of the practice among young girls. Most of the single males still believe

it is their culture and reduces infidelity and flirting or promiscuity when the lady
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gets married.

4.3. New Practices

During the discussion some participant mentioned an alternative to genital cut-
ting which is replacing the old practice. This they said is because the government
and the health workers are saying that it is not good. The alternative is what they
described as massaging the clitoris between the thumb and the fingers with the
aim of reducing the size and prominence. This is a process by which the clitoris
or the labia minora or both are forcefully squeezed between the fingers and the
thumb until the size or prominence is reduced. This can be done by the girls’ fa-
thers, mothers or other elderly relatives. This is started as early as possible and
done over a long period (up to two months or more). Vaseline, powder or other
chemicals are used. They called the procedure genital massaging but we thought
this could actually mean “crushing” the clitoris or external genitalia with the
fingers. Some admitted that the Clitoris disappears if done well. We did not find
any reference in our literature search as regards this practice. This practise is
perpetuated to avoid the actual cutting because of government campaigns
against the practise of Female Genital Cutting in the State and as a result of ig-
norance as they believe that the complications that follow actual cutting may not

be associated with the new method.

4.4. Complications of FGM

Heavy bleeding was the commonest complication mentioned by the participants.
2 particular participants became emotional and said they watched their sisters
bleed to death after the procedure before they could get help. Others are coital
difficulty/pain, inability to deliver their baby (obstructed labor), infertility, infec-
tions, excessive pains, leakage of urine from the prolonged obstructed labor fol-
lowing genital mutilation. Some mentioned amenorrhea as part of the complica-
tion as well as transmission of HIV since there use the same instrument for
many people without sterilization. Those that were mutilated were more likely to
have obstructed labor which there attributed to other causes than FGM like pu-
nishment from the gods for wrong doing. They were also more likely to have ge-
nital/perineal laceration as well as episiotomy during child birth. Dyspareunia

was also commoner among them.

4.5. Benefit

Minority of the participants especially the older ones mentioned easy delivery as
a benefit associating increased caesarean section rate to those that are not cir-
cumcised (FGM).

The majority however felt that there are no benefits. The Clergy particularly
frowned at the fact that the practice is still ongoing secretly. They said it is like
man trying to help the Almighty God in His creation and that it should be
stopped immediately.
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4.6. Awareness of Law against Female Genital Mutilation

About 92.9% of the participants were not aware of any law against Female Ge-
nital Mutilation. The few that were aware of the existence of the law (mainly the

health workers) does not know the content of the law.

4.7. Strategies to Eliminate Female Genital Mutilation

Many suggested information disseminations particularly in the rural areas where
this practice is still ongoing secretly. Information about the complications that
follow Female Genital Mutilation should be made known to the public especially
in the rural areas. The use of jingles condemning the practice in all the local di-
alects in the state was suggested by many. The use of Media (Radio, Television
and the social media) to educate the people was also suggested. Significant
number suggested reward for those that will report those that are still practicing
it secretly. Many advocated for the demerits of the practice to be part of the dis-
cussions during August meeting as a good avenue for disseminating informa-
tion.

Others mentioned enforcing the anti-FGM Law making an example of any
defaulter as this will serve as a deterrent to others. Others suggested the use of
clergy men to keep passing the information in the Churches as they are held at
high esteem, respected and obeyed by their followers/members. Dramatization
of the complications associated with FGM should be played continuously and
should be translated to the different dialects in the state. Empowering the wom-
en generally and particularly those their livelihood depends on circumcision was
suggested by some of the participants. The town unions, the women organiza-
tions and different opinion leaders should also act as agents of change in this re-

gard.

5. Discussion

The study has revealed to an extent why the practice of Female Genital Mutila-
tion has continued to thrive despite all the effort made and resources expended
for its eradication. This practice involves an elaborate ceremony especially when
done during marriage. There is show of wealth and affluence or popularity by
the family and or the suitor. The families, the girls and their suitors look forward
to it. Sometimes it is done in group with different colorful cultural displays and
dances and the girls adorned in different colors too. During this ceremony, each
family and grooms tries to outwit the other in the show of wealth affluence and
popularity. These should be taken into consideration in effort to stop the prac-
tice.

All participants knew about Female Genital Mutilation (FGM) as procedures
that intentionally alter or cause injury to the female genital organs for non-
medical reasons. The majority of the participants in our study believe that the
procedure has no health benefits for girls and women. Few of the elderly among

them however still believe that it makes labor easier and faster. Their opinion
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may be based on the believe then that prolonged and or obstructed labor expe-
rienced by some parturients is as a result of infidelity or unfaithfulness to one’s
husband and visitation of the anger of the gods for this or other wrong doing.
They were educated on causes of prolonged obstructed labor making them un-
derstand that Female Genital Mutilation is one of the causes. Female Genital
Mutilation (FGM) is encouraged by uninformed mutilated women themselves
with strong support and backing of domineering uninformed men. Many have
died as a result of this procedure as shown by two participants who watched
their sisters bleed to death before they could get to where they could get help. It
is believe that as long as the practice is done to keep the women for that single
man in her life, no amount of death or complication was believed to be asso-
ciated with FGM. The participants however confessed how bad they felt to have
encouraged this practice after seeing that there was no benefit for the circum-
cised over the uncircumcised female. Experience of FGM has shown increased
short- and long-term health risks to women and girls and is unacceptable from a
human rights and health perspective. While in general there is an increased risk
of adverse health outcomes with increased severity of FGM. Some of the single
males still would want to get married to a circumcised girl to decrease their sex-
ual urge and cub infidelity.

It is worrisome that education seems not to have changed the perception of
the Female Genital Mutilation. This is because the health workers instead of
discouraging circumcision are taking over the procedure. This may be due to fi-
nancial gain, less pain with the use of local anesthesia and seems to be less asso-
ciated with immediate complication. However, the two cases that were referred
to the tertiary hospitals in the state secondary to severe hemorrhage during the
period of this study were done by health workers. The study also revealed high
level of peer group influence on the practice now especially on the unmarried
girls. There is stigmatization between the circumcised and the uncircumcised
girls. The circumcised encourage and arrange for it without the knowledge of
their parents. This is done in order to belong. The two cases mentioned was or-
ganized by the peer groups, their parents got to know about it while they were
admitted in the hospital. The discussion also revealed a new or emerging prac-
tice to replace the actual cutting. This they described as massaging but we de-
scribe it in this study as “Clitoral or Genital Crushing”. This is carried out by the
child’s mother or father and is started as early as possible. It is done for months
until the clitoris disappears. This may be due to increased campaign against ge-
nital cutting. This practice is also dehumanizing and has the same outcome and
complication of the actual cutting and can be regarded as child abuse.

Our study showed very low awareness of the presence of the anti-FGM law.
This may be due to non-enforcement of the law by the government or its agen-
cies. There is also no for a where the law is discussed in the public domain. The
punishment prescribed by the law now is no longer tenable and should be

amended. Many may be ready to pay the little fine involved and go on to carry
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on the practice.

Finally, the participants agreed that this practice was meant to have a positive
rather than a negative effect on the girl but has been shown to have nothing
positive. There are no health benefits to FGM and it is recognised internationally

as a human rights violation.

6. Conclusion

Female Genital Mutilation is still going on secretly in a number of the communi-
ties and rural health workers are increasingly getting involved in the practice.
The actual cutting is getting replaced by what we described as “Female Genital
Crushing” due to ignorance of the fact that it has the complications as the actual
cutting and to avoid being punished by the government. There is low awareness

of the Law against Female genital mutilation in the state.

7. Limitations

Though the sample size may give to an extent a reasonable picture of FGM and
its practice in the state, it may not be the true representation of FGM and the

practice in the state.
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