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ARTICLE INFO ABSTRACT

Cultural practices such as Female Genital Cutting(FGC)is a global health and human right
issues. Despite these issues there continued to exist high prevalence among women of
African Origin, including Nigeria, where the prevalence is as high as 25% among rural
dwellers and 36% among urban dwellers. There is a paucity of information on FGC in the
rural areas in Rivers State. This study examines the prevalence and factors associated with
FGC in Abua. A sample of 400 respondents were randomly selected for the study. A
validated structured questionnaire was adopted and modifications made to completely suit
the objectives of the study. Data collected were analyzed and presented using percentages,
mean and standard deviation. Twenty-eight percent of the respondents were aged 30-35years
with a mean age of 33.3±9.2years, 70% married, all (100.0%) Christians, 64% had
secondary education while 28% were farmers. Majority (94%) perceived that FGC was
common in their area and perceived traditional belief that children born of parents whose
genitals are not cut will die was a major reason why FGC is common. Majority (80.0%) had
their genitals cut. Period when FGC is performed was during rites of passage to adulthood
and the excisors were mostly(58%)Traditional Birth Attendants and 22% Midwives.
Majority (87%) of the respondents fainted when their genitals were excised, 25% developed
scars. Blade razor was the most common instrument used for excision and majority (80.0%)
said instruments were not sterilized. Monitoring of policies,re-designs, re-structuring of
programmes and community health education using community dialogue is therefore
recommended. Also Federal and state legislation to prohibit FGC

INTRODUCTION
Female Genital Cutting (FGC), also known as Female Genital
Mutilation(FGM) or Female “Circumcision,(FC)” refers to a set
of practices involving the partial (clitoridectomy) or complete
removal of the external female genitalia and sewing together
(infibulation). These practices can be found in a wide variety of
contexts throughout the northern half of sub-Saharan Africa,
Sudan, Egypt, parts of the Middle East and Asia, as well as across
the African diaspora. Beginning in the 1970’s, the international
community, national and local institutions, and the governments
of numerous countries took a stance against FGC, and backed
numerous campaigns aimed at eliminating the practice using a
variety of approaches. Approaches such as criminalization of FGC
with new laws and legislation (Gibeau, 1998), Health education
and health promotion as a way to encourage people to stop
performing FGC(Momoh, 2004),Public education campaigns and
alternative sources of income for FGC practitioners are examples
of non-combative ways adopted to stop FGC. Some successful
strategies have included promotion of alternative rites of passage
for girls in the community, group discussions and media
campaigns aimed at raising awareness, and promotion of a
development package aimed at eliminating FGC and reducing
poverty (United States Department of State., 2001; World Health
Organization, 2008). In 2000, it was observed that about 130-140
million women, most of whom live in 28 African countries, are

estimated to have undergone FGC (Rahman & Toubia,
2000).However, prevalence varies widely from country to
country. It ranges from nearly 90 per cent or higher in Egypt,
Eritrea, Mali and Sudan, to less than 50 per cent in the Central
African Republic and Coˆ te d’Ivoire, to 5 per cent in the
Democratic Republic of Congo and Uganda. In Nigeria the
reported prevalence in 2003 was 19% and in 2008 the prevalence
increased to 30% (NDHS, 2003;2008). The prevalence was
greatest in the Southern geopolitical zone, among the Yoruba and
Igbo ethnic origin. However there existed rural-urban difference
in the prevalence with rural prevalence as 25.6% (NDHS, 2008).
Despite increased international and national efforts to prevent the
practice, there is little evidence of decline in the prevalence of
FGC.

Reasons for the perpetuation of FGC include: preservation of
group identity, femininity, female purity/virginity and family
honour; maintenance of cleanliness and health; and assurance of
women’s marriageability (Allam, de Irala-Estevez, Fernandez-
CrehuetNavajas, Serrano del Castillo, Hoashi, Pankovich, et
al.2001; Almroth, Almroth-Berggren, Hassanein, El Hadi, Al-
Said, Hasan, et al. 2001; Toubia, &Sharief. 2003; NDHS, 2008)
and improved sexual pleasure(NDHS, 2008). FGC is a serious
human right issue and a public health problem because of the
dismal physical and psychological consequences of the practice
(Nour, 2003). The physical consequences of FGC are well
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documented. They include early life threatening risks such as
hemorrhage, pain, local infection, failure to heal, tetanus, trauma
to adjacent structures and urinary retention, but may also extend to
long-term gynecologic problems, depending on the severity of
tissue cutting (Toubia, 1993; Shell-Duncan, 2001). Infibulation
(cutting of the vulva and sewing together leaving a partial opening
for urine and menstrual bleeding) is commonly associated with
painful subcutaneous dermoid cysts and keloid formation along
excised tissue edges (Jones, Diop, Askew &Kabore,1999).Serious
complications include pelvic infection, dysmenorrhea, painful
intercourse, infertility and urinary tract infections (American
Academy of Pediatrics, 1998). FGC can also lead to major
psychological trauma (Allam, de Irala-Estevez, Fernandez-
CrehuetNavajas, Serrano del Castillo, Hoashi, Pankovich, et al,
2001). These psychological and emotional effects include anxiety,
depression, sleeping and eating disorders, mood disorders,
impaired cognition, nightmares, panic attacks, and post-traumatic
stress disorder.

In Nigeria FGC occurs mostly during infancy as shown in the
NDHS (2008) survey where 4 in every 5 women (82.0%) who
had been circumcised had their circumcision before their first
birthday. The result shows variation among ethnic groups. Among
the Ibibios, two-thirds of genitally cut women undergo the
procedure at age five or older as do over 60% of women in the
Ekoi and Ijaw/Izon ethnic groups. The results of Gage and Van
Rossem (2006) indicated that half of the study populations were
genitally cut before age 10years. The type of cutting varies from
across population groups. The most common type of FGC was
Type II (excision of the clitoris with partial or total excision of the
labia minora) (45.3%), closely followed by Type I (excision of the
prepuce, with or without partial or total excision of the clitoris)
(43.9%). The most severe form of FGC, Type III (partial or total
excision of the external genitalia and stitching/narrowing of the
raw labial surfaces, leaving a small posterior opening for urinary
and menstrual flow), was reported by 6.9% of women. Type IV
(pricking, piercing or incision of the clitoris and/or labia,
cauterization of tissues, scrapping of the vaginal orifice or cutting
of the vagina) was relatively rare (1.8%) (Gage & Van Rossem,
2006). This study examines the prevalence of FGC,
complications, types of cutting among women of child bearing
age in Abua, Abua/Odual Local Government Area of Rivers
State, Nigeria

Methodology

Setting

Abua kingdom is within the Abua/Odual Local Government Area.
It is located in Rivers west senatorial district. Abua is bounded in
the north by Ahoada East/West, East by Emohua and South by
Degema Local Government Area. The Abua community is a rural
community with a population of about 92100 males and 92310
females. The predominant occupation of the people is farming
although there are also petty traders and fishermen who support
the economic life of the people. The Abua people have a high
belief that a woman who is not circumcised is free for all men and
should not be addressed as a woman. There is also a high belief in
this community that FGC should only be done when the woman is
pregnant as a mark of transition into adulthood and after the
genital cutting a traditional rite of passage is done where the
woman in company with children will go to the river and have a
cleansing bath that will  relive her of her childhood.

Population of the study

The study population consisted of all women of childbearing age
(15-49year) in Abua community.

Study design

The study employed a descriptive cross-sectional study design
where prevalence, determinants; consequences and types of
cutting were investigated.

Sample and sampling techniques

A sample size of 400 was randomly selected using a simple
random sampling technique where every woman of child bearing
age had equal chances of been selected for the study.

Instrument for data collection

An interviewer administered structured questionnaire was used for
data collection. Section A consisted mainly on questions on
demographic characteristics of respondents. Section B asked
questions that addressed the objectives of the study such as have
you been circumcised, who did the circumcision, when was it
carried out, what were the consequences, was instrument
sterilized, what were the medications given after cutting and type
of cutting.

Data analysis

Data collected were analyzed using SPSS version 15. Data were
presented using frequency tables.

RESULTS
Twenty-eight percent of the respondents were aged 30-35years
and above forty years old respectively, 14.0% 36-40years with a
mean age of 33.3±9.2years. Majority (70.0%) were married;
20.0% single; 6.0% widowed. More (64.0%) had secondary
education; 20.0% tertiary education. Twenty-eight percent
farmers; 26.0% Civil servants; 20.0% unemployed; 18.0% trader
(Table 1).

Table 1 Socio-demographic characteristics of respondents
n=400

Socio-demographic Characteristics Frequency Percentage
Age
15-19
20-24
25-29
30-35
36-40
>40years
Mean =33.3±9.2years
Marital status
Single
Married
Separated
Divorced
Widowed
Educational qualification
First school leaving certificate( Primary
school)
Senior secondary school certificate
Tertiary Education
Occupation
Trading
Farming
Civil servants
Students
Unemployed
Housewives
Religion
Christianity

40
40
40
112
56
112

80
280
8
8

24

64
256
80

72
112
104
24
80
8

400

10.0
10.0
10.0
28.0
14.0
28.0

20.0
70.0
2.0
2.0
6.0

16.0
64.0
20.0

18.0
28.0
26.0
6.0

20.0
2.0

100.0
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Majority (94.0%) of the respondents said female genital cutting is
a common practice in the community.  The prevalence of female
genital cutting was 80.0%, 77.5% of respondents genitals were cut
during adulthood only 22.5% had their genitals cut when they
were children (Table 2).

The most (80.0%) common factors responsible for female genital
cutting is the belief that children born of women whose genital are
still intact will not survive and 20.0% indicated customary rites of
passage into adulthood (Table 3) Table 4 shows the type of female
genital cutting performed. Of respondents whose genitals had
been cut, majority (86.3%) had their clitoris excised while 13.7%
had both the clitoris and the labia minora excised.

Inquiry into who usually performed female genital cutting
indicates that most  (58.0%) were done by Traditional Birth
Attendants; 22.5% midwives; 17.5% older women in the
community. Blades razor (60.0%) were the commonly used
instrument for the performance of FGC in the community as
indicated by respondents.

Majority (80.0%) of the respondents indicated that instruments for
genital cutting are not usually sterilized (Table 5). Of the 320
respondents who indicated having been cut genitally of the
consequences, 87.5% indicated hemorrhage, while 25.0%  had
scar formation (Table 6)

DISCUSSION
The prevalence of FGC in this study was high (80%), which was
higher than the National prevalence figure (NDHS, 2008)
although the study was delimited to Abua. However the
prevalence was in keeping with the Ijaw/Izon prevalence of the
2008, NDHS report where about 83% of people from this ethnic
group had had FGC. This high prevalence is discouraging which
seems to indicate that public health campaigns through the media
is not reaching the right audience and needs to be re-designed and
re-structured to include this population and more especially all
rural populations. The findings of this study also revealed that
type 1 FGC was the most common type. This finding differs from
the finding of Gage & Van Rossem(2006) where type 11 was
very prevalent. This may be due largely to the fact that the major
reason for the cutting of the genitals was the reduction of sexual
pleasure. The clitoris is the most sensitive sexual organ among the
female external reproductive organ, this could explain why
clitoridectomy (Type 1) was common. FGC is deeply rooted in
popular cultures and widely accepted traditions. The findings of
this study indicated that the major factor responsible for the
cutting of genitals was that children born of women with uncut
clitoris will die. This is seldom the truth as women with intact
clitoris do also lose their children also. However, neonatal and
infant mortality may be due to maternal obstetric and medical
health status at the point of delivery.

Majority of the study respondents had their genital cut during
adulthood. The finding differs from the NDHS (2008) report
where genital cutting occurs mostly during infancy.  The findings
also differs from the study of Gage and Van Rossem (2006)
which indicated that half of the study populations were genitally
cut before age 10years. The variations of this study to the previous
studies could be that due the fact that FGC is practice commonly
as a rite of passage into adulthood and during pregnancy. The
population of study believed strongly that a baby born of a mother
whose genitals are still intact (not cut) would die. Majority of the
excisors were TBAs and older women in the community who
may not know the extent to cut. This is further buttressed by the
fact that majority of the study respondents indicated that they bled
profusely during the cutting of the genitals which may have
resulted to fainting as indicated by some respondents. The
findings of this study also indicated that the instruments used for
FGC were not sterilized. Unsterilized instruments when shared
with so many people whose HIV status have not been determined
can lead to the spread of the AIDS virus from person to person.
Sterilization of sharp skin piercing instrument should be
advocated.

CONCLUSION
FGC was very prevalent in the study population. TBAs are the
major excisors and traditional rite of passage into womanhood and
perceived belief that children born of a woman whose clitoris was
intact would die were the major reasons for FGC. A high
proportion of the instrument for genital cutting were not sterilized.
The findings of this study constitute a useful data bank for policy

Table 2 Prevalence of Female Genital Cutting
n=400

Prevalence Frequency Percentages
Is FGC common?
Yes
No
Ever been cut?
Yes
No
Age when cutting is performed
Childhood
Adulthood
Total

376
24

320
80

72
248
320

94.0
6.0

80.0
20.0

22.5
77.5

100.0

Table 3 Respondents perceived factors responsible for
Female genital cutting   n=376
Factors Frequency Percentage

Traditional/customary rites into
womanhood
Belief that children born of uncut
women will die

76
300

20.0
80.0

*Non responses were excluded

Table 4 Types of female genital cutting among
respondents n=320

Type of FGC* Frequency Percentage
Cutting of the clitoris
Cutting of both the clitoris and
the labia minora

276
44

86.3
13.7

*Respondents who had not been cut were excluded

Table 5 Responses to who usually perform genital cutting
(Excisor) and instruments used n=400

Excisors/instruments Frequency Percentage
Excisors
Traditional birth attendants (TBA)
Midwives in the hospital
Older women in the community
Doctors/Physicians in the hospital
Instruments used for excision
Blades razor
Knives
Sterilized of instruments
Yes
No

232
90
70
8

240
160

80
320

58.0
22.5
17.5
2.0

60.0
40.0

20.0
80.0

Table 6 Consequences of Female Genital Cutting
n=320

Consequences* Frequency Percentage
Hemorrhage (bled for a long time)
Fainting
Scar formation

280
64
80

87.5
20.0
25.0

Multiple responses
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maker on the re-engineering of new programmes that will be
content specific addressing the issue of FGC and other cultural
beliefs in the rural communities that endangers the female
populace.

Recommendations

The recommendations based on the findings are as follows
 There is the need for monitoring  and evaluation of

existing programmes on FGC in the country
 There is need for the re-designs, re-structuring and re-

engineering of programmes that are content and
community specific taking into considerations the
culture/tradition of the people that encourages FGC.

 There is also the need for community diagnosis
anddialogue on alternative rites of passages into
womanhood.

 There is also the need for community health education
on inherent physiologic and psychological complications
of FGC.

 There is also the need for health education on the causes
of neonatal and infant mortality in specifically in
communities that practice FGC. And finally,

 Federal and state legislations abolishing FGC
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