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ABSTRACT
One of the most painful physical and emotional experiences for many women and young girls from developing countries is female genital mutilation. A contribution of demographic variables to prediction of attitude and knowledge of consequences of FGM among female civil servants in Oredo Local Government Area of Edo State, Nigeria was carried out to determine this research circumcision of the female has been reported to give rise to major complications both to the mother and the young girl during delivery resulting in increased maternal morbidity and foetal loss. Female circumcision which is the partial or complete removal of the female external genitalia or other injuries to the female genital organs for non-medical reason has been a controversial issue. It has caused a lot of problems to women and young girls in the region. 
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CHAPTER ONE
INTRODUCTION
1.1   BACKGROUND OF THE STUDY
Female Genital Mutilation (FGM) also known as Female Genital Cutting (FGC), Female circumcision, or Female Genital Mutilation/cutting (FGM/C) is defined by the World Health Organization (2007) as “all procedures that involve partial or total removal of the external female genitalia or other injury to the female genital organ for non-medical reasons. The practice of FGM is one of the most significant health and human right issues in the world (UNICEF 2005). According to Thorpe (2002) on his part describe Female Circumcision as excision, where part of the labia minora and the majora are stitched together and a hole left to allow the urine and menstrual blood to escape. In a similar vein, Amnesty International (1997) states that Female Circumcision is the removal of all or part if the labia minora and cutting of the majora to create raw surfaces which are then held firm by a collar over the vagina when they heal.
Although the exact origin of Female Genital Mutilation cannot be stated. There are some evidence suggesting that it originated from ancient Egypt (WHO 1996). An alternative explanation is that the practice was an old Africa rite that came to Egypt by diffusion. According to UNICEF (2005) the majority of FGM cases are carried out in 28 Africa Countries. In some countries (e.g Egypt, Ethiopia, Somalia and Sudan), prevalence rate can be as high as 98 percent in other countries such as Nigeria, Kenya, Togo and Senegal, the prevalence rates vary between 20 and 50 percent. It is more accurate however to view FGM as being practiced by specific ethnic group, rather than by a whole country as communities practicing FGM straddle national boundaries.
Until the 1950s FGM was performed in England and the United States as a common treatment for lesbianism, masturbation, hysteria, epilepsy and other so called “female deviances” (Reymond, 2007). In a study in Kenya and Sierra Leone it was revealed that most protestants opposed FGM while majority of Catholic and Muslims supported it continuation. (Ali, 2007). Also there was a direct correlation between a woman’s attitude towards FGM and her place of residence, educational background, and work status. (Mohamud, 2008). Demographic and Health Survey indicates that urban women are less likely than their rural counterpart to support FGM. Employed women are also less likely to support it. Women with little or no education are more likely to support the practice than those with a secondary or higher education. Data from the 2004 Sudanese Survey (of women 15 to 49 years old) show that 80 percent of women with no education or only primary education support FGM, compared to only 55 percent of those with Senior Secondary or higher schooling (Ali, 2007).    
	 FGM takes place in parts of the Arabian, Peninsula i.e Yemen and Oman, and is practiced by the Ethiopian Jewish Falachas some of whom have recently settled in Israel. It is also reported that FGM is practiced among Muslim population in parts of Malaysia, Pakistan, Indonesia, and the Philippines (UNICEF 2008). As a result of immigration and refugee movement, FGM is now being practiced by ethnic minority population in other parts of the World such as USA, Canada, Europe, Australia and New Zealand. According to Foundation for Women’s Health Research and Development(2002) it is  estimated that as many as 6,500 girls are at risk of FGM within U.K every year.                       
 This confusion has raised the issue of the need for human service provider to get involved in curbing FGM. One such providers are social workers, who by the nature of their training are equipped to stand against injustice and oppression (Zastrow, 2000). FGM according to Idowu (2008) is injustice and oppression against woman. The procedures in most cases according to Yoder (2003) are carried out by older women with no medical training. Anesthetics are not used and the practice is usually carried out using basic tools such as knives, scissors, scalpels, pieces of glass and razor blades. Often iodine or a mixture of herbs is placed on the wound to tighten the vagina and stop the bleeding. The age at which the practice is carried out varies from shortly after birth to the labour of the first child, depending on the community or individual family.
The reasons for FGM are diverse, often bewildering to outsiders and certainly conflicting with modern western medical practices and knowledge. The justification for the practice is deeply inscribed in the belief systems of those cultural groups that practice it. Custom and tradition are the main justification given for the practice (Muganda 2002).People adheres to this practice because its part of their culture and fulfilling this aspect of culture gives them a sense of pride and satisfaction.
According to Ali (2007) FGM is seen by some people as an essential part of social cohesion and not an act of hate. It is carried out on children because their parents believe it is in their best interest, which is one of the myths of FGM. In some communities where FGM takes place, it is said to be because it is necessary for a woman’s honour and pride and uncircumcised woman will stand very little chance of getting married. FGM has also been said to be carried out to safeguard the chastity of a woman before marriage (Johnson, 2008). Some others also use it as a means of controlling and de-sexualizing women and repressing sexual desire thus reducing the chance of sexual promiscuity in marriage on the part of the woman (Johnson, 2008). There are also others who claim that FGM is performed for aesthetics and hygiene Idowu(2008). The practice is carried out as means of purification and ensuring that a woman is clean (UNICEF 2008).
In some societies, the practices is embedded in coming-of-age rituals, sometimes for entry into women’s secret society, which are considered necessary for girls to become adult and responsible members of the society (Johnson, 2008). Girls themselves may desire to undergo the procedure as a result of social pressure from peers and because of fear of stigmatization and rejection by their communities if they do not follow the tradition (Behrendt, 2005). Thus in cultures where it is widely practiced, FGM has become important part of the cultural identity of girls and women and may also impart a sense of pride, a coming of age and a feeling of community membership (UNICEF, 2005). FGM is a procedure which causes a number of health problems for woman and girls. There is a great deal of evidence indicating extremely detrimental long and short term health consequences (UNICEF 2002). Although, there are virtually no documentation on the social psychological and psycho-sexual effects of the practice, but it is clear from anecdotal evidence of women’s experiences, that FGM affects women adversely in various areas of their lives. 
In Nigeria, the practice of FGM is widespread among tribes and religious groups where the milder forms are done except in south-south region where infibulations – the total closing of the vulva is done but usually after age five (Nigeria Demographic and Health survey, 2003). It is done more among the poorly educated, low socio-economic and low social-status groups (ND HS 2003). Although UNICEF (2005) gave the national prevalence of FGM of 61% among Yoruba, 45% among Ibo and 1.5% among Hausa-Fulani ethnic group, this making it a greater problem in Southern Nigeria. Edo State is one of the state in southern Nigeria therefore one may assume that FGM also occurs there. However, the authenticity of this claim is not known as there have not been any studies done to check if actually FGM exist in Edo state. This study therefore hopes to determine if FGM actually exist as of today in Edo state or if it was something that happened in the past.
1.2	STATEMENT OF THE PROBLEM
Female genital mutilation is associated with a series of health risk and consequences to women undergoing FGM operations in and around the world. 
1. The crude surgery of FGM come with pains causing the girls and women to scream
2. bleeding and hemorrhaging followed with serious  trauma 
3. The process dehumanize the girls and women by bounding legs together and publicly exposing of the girl and women private parts. 
4. FGM increase risk of HIV infections and other infections. 
5. FGM is believed to reduce girl and women lubido for sex. 
6. FGM is believed to have adverse effect on women during child birth. 
7. FGM practice is based on religious and cultural belief. 
1.3   OBJECTIVES OF THIS STUDY      
1. 	Who believe that FGM exist and those who do not believe on its existence. 
2.	To ascertain if FGM as ever existed in Edo State. 
3.	To ascertain the implication of FGM for social work practice in Nigeria. 
4.	To find out if religion has a role to play in the promotion or otherwise of FGM. 
5.	To find out factors that may otherwise influence the existence of FGM. 

1.4	RESEARCH QUESTIONS 
	This study intends to offer answer to some pertinent questions surrounding the issue of female genital mutilation. These questions are: 
1. Does educational qualification of people affects their believe about female genital mutilation? 
2. Does female genital mutilation really exist in Edo State? 
3. Does lack of education contribute to the practice of female genital mutilation? 
4. Does the Christian/Islamic religions support the practice of female genital mutilation? 
5. Does female genital mutilation affect the sexuality of victims?  
1.5	SIGNIFICANCE OF THE STUDY
This study is significant in two dimensions which are theoretical and practical.  Theoretically it is hoped that the outcome of this study will constitute a scientific body of knowledge that will become a point of reference for other scholars who would want to carryout similar research. It will also add to existing knowledge of FGM in southern Nigeria. Practically it is hoped that this study will assist government in re-evaluating existing policies so as to come up with a more realistic programmes and policies towards the eradication of FGM in Edo state and Nigeria in general.
1.6   SCOPE OF STUDY
The study is on the myth and realities of female genital mutilation in Edo State. It seeks to find out if FGM truly exist in the state. The entire adult male and female population constitutes the study population out of which a sample of four hundred adult men and women will be used for the study.
1.7	LIMITATION OF THE STUDY 
The researcher was faced by a lot of problems during the survey due to time factor, ill- health and limitation of funds.
 	Secrecy was another limitation as people were not ready to give out information about themselves in regarded to the topic. The question are that was administered was not properly completed, with some areas lest untouched. These put together formed the entire limitation to the study.
1.8	DEFINITION OF TERMS 
Myth: This means something that many people believe that does not exist or is false. 
Reality: This means the true situation and the problem that actually exist in life. 
Female Genital Mutilation (FGM): This means all procedures that involve partial or total removal of female external genitalia or injury to the genital organs for cultural or any other non-therapeutic reason. In this context the terms was used interchangeably with female circumcision or female genital cut. 










CHAPTER TWO
LITERATURE REVIEW
2.0	REVIEW OF EMPIRICAL LITERATURE 
The term Female Genital Mutilation refers to all procedures involving partial or total removal of the external female genitalia or other injury to the female genital organ for non-medical reasons. FGM has known health benefits on the contrary. It is known to be injurious to girls and women in many ways with short and long term health consequences ( UNICEF, 2007).
For one to actually appreciate the magnitude of the situation, it will be instructive to consider some data as presented by (WHO 2006). An estimated 100 million to 140 million girls and women worldwide have undergone Female Genital Mutilation and more than 3 million girls are at risk for cutting each year on the Africa continent alone( WHO 2008).
Foundation for women’s Health, research and Development (2002) estimates that there are presently 86,000 first generation immigrant and refugee women and girls in the UK who have undergone FGM in their countries of origin with more than 7,000 girls at risk. 
The International Federation of Red Cross and Red Crescent Societies reported on 16th August in 2006 that in Cameroon, FGM is carried out in a barbarous manner by traditional midwives with no medical training, without anesthetic and rudimentary instrument. It can give rise to serious complications. Sometimes resulting in death. According to official estimates Cameroon currently has a population of some 17 million, 52 percent of them are women. The United Nations figures suggest that around 20 percent of these women are victims of FGM. An experience that can occur at various ages at birth, during adolescence, just before marriage or even after the birth of their first child.
	In Kenya there are report that in spite of the law prohibiting FGM, the practice still persist. According to UNICEF (2007) one third of women between the ages of 15 and 49 had undergone FGM of the country’s 42 ethnic groups, only four (thluo, Luhya, Teso, and Turkana) constituting 25 percent of the country’s population did not traditionally practice FGM. According to the NGO MaendeleoyaWanawake (Development of Women), the percentage of girls undergoing the procedure were 80 to 90 percent in some district of eastern, Nyanza, and Rift valley provinces.
According to a 2002 World Health Organization’s Study, about 60% of the Nigerians total female population have undergone one form of female Genital mutilation or the other. Also a 2001 United Nations development Systems Study reported that 32.7 million Nigeria women have been affected by the same practice. Between 2000 and 2001, a study conducted by the center for Gender and Social Policy Studies. ObafemiAwolowo University, Ile-Ife, Osun State, Nigeria was contracted by the following Organization World Health Organization (WHO), the United Nations Children’s Fund (UNICEF), the United Nations Development Programme (UNDP) the United Nation Population Fund (UNFPA), the Nigeria Ministry of Women’s Affairs and the Nigerian Federal Ministry of Health. The study covered 148,000 women and girls from 31 states of the country came out with a revelation that all the four different types of Female Genital Mutilation identified so far, are being practiced in all the ethnic communities in Nigeria except the Fulani Ethnic Group in the North Western part. 
Another disturbing trend in this matter is that despite the fact that Nigeria was one of the five countries that sponsored a resolution at the forty-six World Health Assembly calling for the eradication of FGM in all Nations; the practice is still very rampant in the country. Apart from its hazardous health effects, FGM has been known to be one of the most offensive means of violating the fundamental rights of women and female children so recognized by various domestic and international legal instruments (Amos, 2004).    Recent review have suggested that FGM may increase the risk of HIV. Kankiet (2002) reported that  Senegalese prostitutes who had undergone FGM had a significantly increased risk of HIV infection when compared to those who had not. 
	Female genital mutilation is associated with a series of health risk and consequences. Almost all those who have undergone FGM experience pain and bleeding as a consequence of the procedure (Obermeyer, 2005). The intervention itself is traumatic as girls are usually physically held down during the procedure (Chalmer, 2007). Those who are infibulated often have their legs bound together for several days or weeks thereafter (Talle, 2002) other physical and psychological health problems occur with varying frequency. 
	Based on the foregoing, this study intends to investigate the issues of FGM in Edo state.it seeks to find answers to the question of whether FGM is a myth or reality and to determine if it has relationship with factors like religion and residential location.
2.1	PREVALENCE OF FEMALE GENITAL MUTILATION
	Globalization is making FGM an issue even in developed world, which were initially “immune” to it (Kolawole, 2010). Women migrate to these places either for economic reasons or as refugees during war. They then present to hospitals some complications of severe FGM like infibulations (Anuforo, 2004). Also they may arrange clandestinely for their daughters to have FGM in these countries which often result in fatal complications. 
	Worldwide it is estimated that 130 million girls and women have undergone some forms of female mutilation (Okonofua, 2006). A large number of these women live in Sub-Sahara Africa as well as eastern and Mediterranean countries (Toubia, 2006). A study carried out by Forward among practicing communities in Birmingham revealed that as many as 98% of women there have been subjected to infabulation the most severe form of FGM. In a similar research in Manchester  30% of those interviewed felt that FGM was an important practice because of it cultural significance. Until the 1950s FGM was performed in England and the United States as a common treatment for lesbianism, masturbation, hysteria, epilepsy and other so called “female deviances” (Reymond, 2007). 
	In Burkina Faso a research conducted by UNICEF FGM country profile stated “that prevalence of FGM among women aged 14-49 varied according to residence and ethnic affiliation, the latest demographic health survey 2003 data indicate that 77% of women in Burkina Faso have undergone some form of FGM. This level decreases among women in the younger age group of 25 years and below suggesting potential generational changes in the practice. The International Federation of Red Cross and Red Crescent Societies reported on 16 August, 2006 in Cameroon that FGM is carried out in a barbarous manner by traditional midwives with no medical training without anesthetic and using rudimentary instruments. The United Nations figures suggest that around 20% of their women are victims of FGM an experience that can occur at various ages.
 In a report from Chad according to a 2004 government report by the National Institute of Statistics Economic and demographic Studies, 45% of local women had undergone excision. According to the survey, 70% of Muslim females and 30% of Christian females were subjected to FGM. The practice was prevalent especially among ethnic groups in the east and south from Ethiopia. The USSD 2007 report stated “that majority of girls and women in the country had undergone some form of FGM.
 According to a ministry of health demographic and Health survey released in 2005, the practice of FGM among all women had decreased from 80% to 74%. Similarly, a USSD 2007 report from Gambia stated that FGM practice remain wide spread and entrenched. Between 60 and 90% of women have undergone FGM. According to 2005 demographic and health survey (DHS) FGM prevalence in Guinea is 96% nationwide which represent a slight decline from 99% prevalence rate reported in 1999. 
	The 2008 Nigeria demographic and health survey (NDHS) found that 30% of women surveyed (aged 15-49) have undergone female genital mutilation (FGM). However, the NDHS also found that prevalence varies by ethnicity and geographic zone, with the practice being most common in the south east and south west zones. In particular, the percentage of women who reported undergoing FGM is broken down by ethnicity as follows: Ekoi: 34%, Fulani 8.5%, Hausa 20.3%, Ibibio 15.8%, Igbo 51.4%, Ijaw 23.5%, others 14.0% with respect to geographic zone, the percentage of women who reported undergoing FGM varies as follow: North Central, 11.4%, North East 2.7%, North West 19.6%, South 53.4%. Which is in line with the report given by the Director of the centre for women’s studies and intervention (CWSI) in a telephone interview (20th July, 2010) she stated that FGM is commonly practiced among the Igbo and Ijaw. She added that FGM prevalence is higher in the South-South Zone, but less common in the North. The CWSI director stated that FGM is more prevalent in rural areas than in urban areas which in contrast to what NDHS survey indicated in it 36.8% of women surveyed who had been subjected to FGM lived in urban areas, while 25.6% lived in rural areas. However the USSD 2007, human right report stated that 19% of female populations have been subjected to FGM. It concluded by stating that FGM is more prevalent in the southern region which is in agreement with NDHS report. Having looked at the various continents, it can be seen that FGM is a phenomenon that is prevalent worldwide. 
2.2	REASONS FOR FEMALE GENITAL MUTILATION
	The reasons adduced by practicing communities for the continuation of FGM are herein referred to as factors:
2.2.1	Socio-cultural factors
Socio-cultural factor is a major determinant of FGM. Many people continue FGM because it is part of the societal norms handed down by their mothers and grandmothers and any attempts to discontinue the practice is met with societal pressure and risk of isolation (Rahnman, 2002). According to Maria Gabriella De Vita of UNICEF cited in Kelly (2006) “Female Genital Mutilation may be considered a social convention which is ensured through non written system of reward and punishment. FGM create a tribal identity especially in a multi-tribal country like Nigeria, where different tribes have different reasons and timing for FGM (Anufor, O. 2004). This is similar to Abangussi tribe of Kenya who felt the practice made them superior to the neighboring non-circumcising tribes (Chege, 2001). Adetey, 2005 stated that FGM is an important socialization rite for girls, they are taught about womanhood as defined by their tribe. Among the Uhrobosand Keth-Yoruba of South-Western Nigeria. FGM is done just before marriage as a fertility rite” (Nwanjei, 2003). The excised part is sacrificed to the ancestors who then give blessing of fertility (Nwanjei, 2003). But in Yoruba when this is done in the first pregnancy it is to prevent contact of the baby’s head with the clitoris, which is believed to cause death of the baby during child birth (Adetoro, 2000). However, according to Adeokun 2006 he argued that FGM is to alternate the sexual feelings of lactating mother as she is expected to abstain from sex throughout the period so that sperm does not contaminate the baby’s breast milk.
One of the reasons for FGM is to ensure respectability of a woman thus enhancing her chances of marriage and getting better bride price (Rahman, 2002). According to a report by Anuforo (2004) he stated that in Nigeria just like Sudan, FGM practice reduced as social status and level of education increased. FGM serves as a means of livelihood for traditional circumcisers who are often traditional birth attendants and the occupation is transferred down the generations (Dare, 2004). 
The vaginal region in its natural state is perceived to be untidy, unsightly or dirty, so the type 1 cuts which usually invaded clipping the tip or removal of the clitoris are expected to tidy up and neaten the region (Effiong, 2006). Moreover, the uncircumcised clitoris is said to emit bad odor, itch or cause pelvic infection (Cheng, 2001). 
2.2.2	Gender Factor
FGM is a model of gender inequality inherent in many cultures. The essence of the practice is the need for men to control women’s sexuality, prevent promiscuity and ensure virginity till marriage and thereafter faithfulness to her husband (Maurice, 2006). Nwanje, 2003 opined that FGM in practice is known to have the opposite effect of increasing sexual experimentation. Myth arose out of the fear of female hyper-sexuality and the erect female clitoris believed to challenge male supremacy and thus must be destroyed (Bodunrin, 2004). Moreover, it is believed that some procedures like infibulations tighten the vagina hence enhancing male sexual satisfaction (Mohammed, 2004). Although feminists like Walker (2002) view FGM as violent subjugation of women, others argue that it is equivalent to male circumcision (Caldwell, 2003). 
2.3	EFFECTS OF FEMALE GENITAL MUTILATION  
2.3.1	Physical Effect
Girls that have been exposed to FGM are at the risk of immediate physical consequencies such as severe pain, excessive bleeding which can lead to shock (UNICEF, 2005).kan Kiet,2002 reported that in Senegal, prostitutes who had undergone FGM has a significantly decreased risk of HIV 2 infection when compared to those who had not. In contrast Kiloumanet, 2005 studying women in Tanzania found that among women who had undergone FGM stands a greater risk of being HIV positive when compared to those who had not. Also Brewer 2007 found that in virgins, FGM was associated with a higher prevalence of HIV infection which he attributed to non-sterile procedures. Similarly Maslovskavaet, 2009 found that FGM was associated with higher risk of HIV when compared to those that have not had it. In summary, recent studies carried out by UNICEF 2009 have suggested that FGM may increase the risk of HIV.
 Several mechanisms have been proposed by which FGM would expose women to greater risk of HIV. These includes non sterile procedures, an increase in blood transfusion due to blood loss during the procedure itself, intercourse, or childbirth, increase anal intercourse due to difficult or painful vaginal intercourse, tearing of the vagina during intercourse and increased susceptibility to infectious conditions that are recognized risk factors for HIV, such as genital ulcers. 
	A systematic review of the health complications of FGM (WHO, 2006) identified a range of obstetrical problems, the most common being prolonged labour and obstruction, episiotomies and perinea tears, post partum hemorrhage,  maternal and foetus death. Also another study investigating 28.3% women attending 20 obstetric centres in several African countries concluded that women with FGM are significantly more likely than those without to have adverse obstetric outcomes such as a caesarean, postpartum blood loss, extended maternal hospital stay and inpatient peri-natal death (bank, 2006). In line with this Okonofua, 2006 stated that research has shown that FGM has no known benefits. By contrast, the condition is a veritable source of reproductive morbidity and long term suffering for women. However, some studies has shown that in spite of the fact that health workers have important roles to play in stopping FGM, about 21 percent of circumcised nurses will not only continue the practice, but will allow their daughters have FGM (Ugboma, 2004). 
	Striking new findings from studies conducted by UNICEF, 2009 discovered that genital mutilation of mothers has negative effects on their newborn babies. Most seriously death rates among babies during and immediately after birth were higher for those born to mothers who had undergone FGM compared to those who had not.15% higher for those whose mothers had Type 1, 32% higher for those with type I and 55% higher for those with type III. It was estimated that, at the study sites, an additional one to two babies per 100 deliveries die as a result of FGM. 


2.3.2	Psychological Effect
For many girls and women, undergoing FGM is a traumatic experience that leaves a lasting psychological mark and may adversely affect their mental health (WHO, 2008). Infact several psychological and psychosomatic disorders such as disordered eating and sleeping habits have been attributed to FGM (UNICEF, 2005) in February, 2010 a study by pharos, a Dutch group which gathers information on health care for refugees and migrants, found that many women who have undergone FGM suffer psychiatric problems. This was the first study into psychiatric and social complains associated with FGM.in the study 66 questioned Dutch African women who has been subjected to the practice, were found to be stressed, anxious and aggressive.  
2.3.3	Social Effect
FGM is a deeply entrenched social convention among some ethnic groups and as such carried consequences both when it is and when it is not practiced (UNICEF, 2005) when girls and families conform to the practice they acquire social status and respect. For girls, undergoing FGM promotes honour and her full acceptance in the community as well as imparts a sense of pride and of coming of age (WHO, 2008). The bride price for a girl who has been cut is much higher than that for one who has not (Wheeler, 2003) for families, following the cultural expectation that girls should be cut assigns status and community membership. Conversely, failure to conform leads to difficulty in finding a husband, shame, stigmatization, as well as loss of social status, honour and protection, resulting in the families social exclusion in the community (UNICEF, 2005). 
2.3.4	Sexual Effect
The effect of FGM on a woman’s sexual experience varies depending on many factors. FGM according to Yoder, 2003 does not eliminate all sexual pleasure for all women who undergo the procedure, but it does reduce the likelihood of orgasm. In Sudan Lightfoot Klein 2002.reported that contrary to expectation 90% of infibulated women experience orgasm. However, Okonofua 2002 investigated the association between FGM and correlates of sexuality and gynecological morbidity in Nigerian women, to determine whether FGM reduces sexual promiscuity as claimed by traditional gate keepers revealed that there was no difference between mutilated and non-mutilated women in mean age of menarche, timing of first intercourse and the age at marriage by contrast mutilated women were 25% times more likely to become pregnant at any age than non-mutilated women. However, adverse sexual consequences of FGM such as loss of libido and dyspareunia have been documented (Abdulhady, 2007). 
2.4	APPROACHES TO ADDRESSING FEMALE GENITAL CUTTING
Current approaches to addressing female genital cutting vary from the legal or legislative approach to “health risk approach” Training and Conversion of Traditional Circumcisers, Establishing Alternative Rituals Behaviour and Change Campaigns
2.4.1	Legal or Legislative Approach
The legal or legislative approach involves the advocacy for and enactment of legislations at international, national and local levels addressing the eradication of the practice (Effiong, 2006). Activists have been able to set in motion international and national level processes for the eradication of the practice. In 1997, Amnesty International sponsored a seminar in Burkina Faso to “assess the human rights aspects of FGM and other traditional practices affecting women and children.” This set in motion the legislative process that culminated in the incorporation of a prohibition on female genital mutilation into the draft constitution of Burkina Faso. In 1994 at the ICPD in Cairo female genital cutting was specifically mentioned in an international document as a violation of women’s reproductive right. This was emphasized at the 1995 fourth world conference on women in Beijing. In 1997 WHO, UNICEF, and UN Population Fund set up inter agency teams to combat female genital cutting at the national level. In addition Burkina Faso, Central African Republic, Cote d’Ivoire, Djibouti, Ghana,Guinea, Senegal Tanzania, Togo and Kenya all have legislations prohibiting female genital cutting. Six of Nigeria’s 36 states have also passed laws prohibiting the practice. The governments of Egypt (1996) and Yemen (2001) have also issued ministerial decrees banning the practice by health professionals or health facilities.


2.4.2	Health Risk Approach
This approach presents the practice of female genital cutting as a health risk in terms of the process and practice. It involves training health workers to recognize and treat the complications of female genital cutting. Toubia 2003 describes an important aspect of the approach as making the social environment of talking about the practice in public and by policy makers acceptable while it had initially been a taboo. The approach, succeeded in bringing about change in the practice in that though the practice did not stop but it became more professionalized, so it was done in hospital thus reducing the health risks. In Egypt the approach resulted in 55% of daughters been circumcised by physicians or nurses compared to an initial 17% who were circumcised by traditional circumcisers hence reducing the risk related to the practice, but not reducing the level of the practice (UNICEF,2009).
2.4.3	Targeting Circumcisers
This practice seeks to eradicate the practice by providing alternatives for circumcisers, through retraining for other professions, provision of loans and incentives to do alternative jobs(UNICEF,2008). This approach did not work because though most of the circumcisers temporarily or permanently left the profession more just came in and when parents saw their local practitioners had changed profession they went to other field for services.
2.4.4	Alternative Rites of Passage
This approach was developed based on extensive needs assessment and dialogue with  local communities, it provides training for girls of circumcision age including, life skills, reproductive health, gender roles and rights of women(Yoder,2003). This approach has been able to get young girls and their families to publicly declare their refusal to practice genital cutting in a ceremony attended by the rest of the villagers. The key to the success of this approach was the targeting of young girls as primary targets, while involving parents and community leaders in the process, hence ensuring their endorsement of the outcomes.
2.4.5	Integrated Approach
This approach involved community involvement, negotiations with men and approval from religious leaders, hence pressurizing circumcisers to join the rising consensus to stop the practice. The key to the success of this approach was the integration of the issue of eradicating female genital cutting into a broad based intervention targeting other community needs like education, health and economic development (UNICEF,2008). 
2.4.6	Harm reduction approach
The harm reduction approach view female genital cutting as deeply entrenched cultural and traditional practice that has socio-cultural implications for the female. It is associated with the social status, ethnicity, gender identity, morality and marriageability ( Kelly, 2006). This is not just in terms of how society views the female but how she views herself due to her lifelong socialization. Hence the harm reduction approach Harm reduction offers a practical alternative to either the moral or disease model by recognizing abstinence as an ideal outcome, but accepting alternatives that reduce harm(Bank,2006).
Medicalization is the proposed harm reduction technique for this practice, medicalization recognizes that eradication of the practice is the best possible situation for female. Yet it also acknowledges that due to the deeply entrenched social and cultural issues associated with female genital cutting some women will still be at risk of being cut, hence medicalization serves to ensure that their cuts don’t put them at additional health risks or long term complications (Ahmadu,2000). The medicalization of female genital cutting involves various types of activities ranging from training of traditional birth attendants and local circumcisers on safety techniques and sterilization, to the distribution of prophylactic antibiotics, sterile blades and anti-tetanus injections to circumcisers or their clients. Medicalization also involves the administration of the cut by medical doctors, nurses or midwives in sterile hospital settings. Duncan, 2000 reported a nearly 70% lower risk of immediate complications among the Rendile of northern Kenya through the use of sterile blades, ant-tetanus injections and prophylactic antibiotics by the traditional circumcisers. Ahmadu, 2000 proposes that medicalization of the practice would provide an opportunity to reduce the danger to the lives of young girls in a practice that is considered legitimate by its proponents.


2.5	SOCIAL WORK AND FEMALE GENITAL MUTILATION
The profession of social work has historically allied itself with the poor and the dispossessed, and has consistently supported policy initiatives designed to protect the rights of the oppressed.  Similarly, social workers have advocated for the expansion of political rights to various oppressed groups through their support of progressive social legislation( Ike, 2007).  This belief in the individual’s right to self-determination is based on the profession’s respect for persons regardless of ethnicity, gender, sexual orientation, or religious or political beliefs( Zastrow, 2000). 
Support for such efforts is enshrined in the ethical codes of both national and international social work organizations.  For example, the National Association of Social Workers Code of Ethics (NASW, 1999), states:Social workers pursue social change, particularly with and on behalf of vulnerable and oppressed individuals and groups of people.... These activities seek to promote sensitivity to and knowledge about oppression and cultural and ethnic diversity. Social workers strive to ensure access to needed information, services, and resources; equality of opportunity; and meaningful participation in decision making for all people( Ike,2007).
The joint statement of ethical principles of the International Federation of Social Workers (IFSW) and the International Association of Schools of Social Work (2004) uses similar language, stating:  “The social work profession promotes social change, problem solving in human relationships and the empowerment and liberation of people to enhance well-being,” adding that,  “principles of human rights and social justice are fundamental to social work.” 
Given the preceding analysis, it is clear that social work values mandate that social workers pursue efforts to eliminate the practice of female genital cutting in order to secure the physical, emotional, and psychological well being of women in societies
where it is carried out.  It is also evident that there is a valid rationale for precipitating cultural change that is consistent with social work values and ethics. However, neither the ethical codes of NASW or IFSW provide social workers with a means of resolving the ethical tension between respect for cultural diversity and the commitment to the individual’s right to self-determination( Ike,2007).
 Indeed, NASW specifically states that its code does not provide such guidance:  The Code offers a set of values, principles, and standards to guide decision making and conduct when ethical issues arise. It does not provide a set of rules that prescribe how social workers should act in all situations. Specific applications of the Code must take into account the context in which it is being considered and the possibility of conflicts among the Code's values, principles, and standards. Ethical responsibilities flow from all human relationships, from the personal and familial to the social and professional (NASW, 1999).
Given the absence of concrete guidance, what follows is a set of guiding principles that it is felt will be helpful in developing culturally specific interventions designed to eliminate or reduce the incidence of female genital cutting( Ike,2007).
2.6	REVIEW OF RELEVANT THEORIES 
	There are various theories about FGM. These theories attempt to explain why FGM is practiced and while it continues to persist inspite of efforts towards curtailing it. 
2.6.1	Travis Hirschis Social Bond Theory (1969)   
	Travis Hirschis Social Bond Theory (1969) does not attempt to explain why individual engages in criminal act, but rather why individuals choose to conform to conventional norms. He suggested that conformity arises from four types of social controls.
Attachment: Strong attachment to family peer group and school encourages conformity. Weak relationship to others put people at great risk of deviance.  
Commitment: The higher one’s commitment to legitimate opportunity the greater the advantages of conformity. A young person bound for college, with a good career prospect has a high stake in conformity. By contrast someone with little confidence in future success has a low investment in conformity and is more likely to drift towards deviance. 
Involvement:  Extensive involvement in legitimate activities such as holding a job or going to school inhibits deviance. By contrast, people who simply “hangout” waiting for something to happen have time and energy for deviant activity. 
Belief: Strong belief in conventional morality and respect for authority figures also limit deviance, people with weak belief are more vulnerable to temptation.
 The practice of female genital; cutting is premised on different concept related to social control one key concept related to the practice of FGM is the belief related to the potential for deviance in every individual. In cultures where FGM is practiced the female in her natural uncut state is perceived to have the potential for promiscuity (deviance) so needs control by way of FGM prescribed by the society to prevent her from committing the act. 
2.6.2	Rational Choice Theory 
	A pioneering figure in establishing rational choice theory in sociology was George Homans (1961) who set out a basic framework of exchange theory, which he grounded in assumptions drawn from behaviorist psychology. Where economics theories have been concerned with the ways in which the production, distribution and consumption of goods and services is organized through money and the market mechanism, rational choice theorist have argued that the same general principles can be used to understand interactions in which such resources as time, information, approval, and prestige are involved. 
	The idea of rational action has generally been taken to imply a conscious social actor engaging in deliberate calculative strategies. Homans argued that human behaviour like all animals behaviour is not free but determined. It is shaped by the rewards and punishments that are encountered. People do those things that lead to rewards and they avoid whatever they are punished for. Reinforcement through reward and punishment technically termed conditioning is the determining factors in human behaviour.
	Homans held that approval is the most fundamental human goal. Approval is a generalized reinforcer that can reinforce a wide variety of specialized activities. Because of its generalized character, humans saw approval as directly parallel to money. Both money and approval are general means of exchange in social interaction, one in economic exchange and the other in social exchange. 
	FGM according to rational choice theory is an action that is rational in that the practice is sustained base on the fact that parents seek approval of the society. Approval is a reward that gives the greatest satisfaction. Also participating in FGM helps parents to avoid the punishment that goes along with non-adherent. Therefore reward and punishment are factors that explain the practice of FGM. 
2.6.3	The Model Of The Identity Economics Of Fgm
	This model was developed by Akerlof and Kranton (2010) when applied to FGM it provide insight into the role that identity plays in this practice. At the core of this model is the assumption that identity is grounded in social categories existing in a specific context. Where the practice of FGM exists relevant categories may include being a good parent, being an adult or a child, being a suitable marriage partner and being a member of certain peer group. An important aspect of usefulness comes from identity, which is a function of an individual social category as well as the extent to which there is a match between an individual characteristics and the prescription i.e. acceptable behaviour of the social category. 
	To provide a concrete example, consider the social category of good parent, in a society where FGM is widely accepted. In such a context, parents derive utility from ensuring that their daughters participate in FGM for two reasons. First, they increase their daughter’s prospects in the marriage market. Second parents also derive utility from strengthening their identity as good parents in the eye of others in the broader community who are also part of the same social category.  
	A key aspect of the identity model is spillover effect of individual behaviour on the broader social group. The action of one person affects the identity of others. For example, the identity of good parents where the prescription is ensuring that daughters participate in FGM may be threatened by a child who resists participation. 
2.7	THEORETICAL FRAMEWORK 
2.7.1	Social Bond Theory
 The theory is premised on the postulate that individuals are more likely to get involved in deviant behaviors due to the absence or failure (weakening) of societal or family bonds. Hence conformity to societal or family norms, culture or traditional practices is tied to presence and strength of bonds to family and society. Hirschi in his postulate presents four social bonds which promote socialization and conformity. These include attachment, commitment, involvement and belief. He claimed that the stronger these four bonds the least likely one would be to become delinquent. This also means that the stronger the bond the more likely an individual is to conform to societal rules, norms, and practices. Hirschi’s postulate is based on an underlying assumption that individuals are potentially delinquent and non conformist, but law and order is maintained by the presence of social control without which everyone has the potential to be deviant.
The first bond is that of attachment; this is related to ones interest and connection to others, Acceptance of social norms and the development of social consciousness are posited to be dependent on attachment to other people in society. Hirschi proposes that parents, schools and peers are important social institutions for individuals. In explaining these attachments Hirschi in his studies discovered that adolescents avoid misbehavior due to the possible consequences that would result from it, possibly affecting the relationship with their parents. This however, will be largely dependent on the depth and quality of the parent-child relationship. In terms of attachment to school he discovered that an adolescent’s academic inability has a relationship with delinquent behavior. He posited that poor academic performance results in adolescent dislike of school and rejection of teachers and school authorities, which could result in deviant acts like skipping school or antisocial behavior like fighting in school. He concluded that individual attachment to school is related to appreciation of school and individual reception by schoolmates and teachers.
The second bond is that of commitment; this is related to the time energy and effort invested in conventional lines of action. Individual support and equal participation in societal activities bond the individual to the moral and ethical code of the society. Hirschi’s social bond theory holds that people who build an investment in life, property and reputation are more likely to conform to societal rules and norms and less likely to deviate as this could affect their level of social interaction and jeopardize their position in society.
The third bond is that of involvement; this addresses participation in activities that emphasize societal standards, interests and norms. Hirschi posits that an individual’s active participation in conventional activities leaves no opportunity for engagement in delinquency. He proposes that involvement in school, family, recreation, etc., protects the adolescent from potential delinquent behaviour that may be a result of idleness.
 The final bond is that of belief; which deals with acquiesce to norms and values of society. It includes the respect for societal laws and the individuals and institutions which act as custodians of these laws, norms and traditions. Hirschi proposed that people who live in specific societies or communities share similar human values and if their beliefs in these values are weakened they are more likely to become deviant. He also proposed that if people perceive societal laws to be unfair this bond to society is likely to become weakened, hence increasing the possibility for deviance.
2.7.2	Application of Hirschi’s Social Bond Theory to Female Genital Cutting
The practice of female genital cutting is premised on different concepts related to social control and depending on which one is analyzed. One key concept related to the practice of FGC is the belief related to the potential for deviance in every individual. In a lot of the cultures where the practice of female genital cutting is dominant this seems to be an underlying premise to the practice, the female in her natural uncut self is perceived to have the potential for promiscuity (deviance) so needs the control factor (genital cutting) prescribed by society to remove that risk.
 This premise also applies to the beliefs related to the clitoris and infant mortality and infertility, i.e. the presence of the clitoris at childbirth is supposed to be responsible for infant/neonatal deaths. The clitoris is also held responsible for problems related with infertility, hence the removal or clipping of the tip of the clitoris is the control factor for the prevention of these observed phenomena The practice of female genital cutting is also related to the social control postulate that belief systems no matter the form they may take guide and control individual behaviours rather than laws. The practice of female genital cutting is pushed worldwide by cultural beliefs and practices some of which have no relationship with reality.
2.7.3	Female Genital Cutting and Hirschi’s Concept of Social Bonds
Attachment: Participation in female genital cutting a lot of times have to do with attachment, the practice is a traditional and cultural one for most girls and a form of expression of ethnic identity, the nature and type of cut showcases ethnic differences and tradition. For some people this is done in infancy hence they have no say in what is done to them, but in a lot of communities this is done in adolescence or early adulthood. The act of participation has to do with individual and family identification with their cultural heritage. The more an individual is attached to her family, community and culture the more likely she is to submit herself for cutting in conformity with traditional and cultural norms. Also the practice has to do with Female Genital Cutting community definition of virginity, cleanliness, fertility, sexuality, personhood, beauty,identity and marriageability.
Commitment: This has to do with the concept of individual’s commitment to either a family or community relationship. Conforming to family or community norms outweigh the consequences of not conforming. That is the pain and possible trauma associated with female genital cutting is in the individual opinion outweighed by the social and economic costs of refusal. Abusharaf 1998 illustrates with the experience of a seven year old girl.
“When girls of my age were looking after lambs, they would talk among themselves about their circumcision experiences. Every time the other girls talked about their infibulated genitals, I would feel ashamed I was not yet circumcised. Whenever I touched infibulated girls, they would tell me not to  touch them since I was [still] “unclean.”……One day I could not stand it anymore. I took a razor blade and went to an isolated place. I tied my clitoris with a thread, and while pulling at the thread with one hand I tried to cut part of my clitoris. When I felt the pain and saw the blood coming from the cut I stopped…. I was seven years old.
Despite increased level of educational and community awareness campaigns on the reproductive health implications of female genital cutting and international, national and local level legislation outlawing the practice for over twenty years, there is yet to be measurable changes in prevalence in the areas where the practice occurs (Effiong,2006). The main issue is the concept of commitment; individuals in these communities where the practice persists have strong bonds with their families and communities. 
These families and communities have what is known as accepted behaviour and behaviours like refusal to be cut will be regarded as deviance, hence ostracism may result. In some communities extra steps are taken like denial of rights and privileges to the individual or members of their family. In some communities where there is intermarriage a woman who is from a community that does not cut and marries into a female genital cutting practicing community is denied public privileges of married women unless she consents to be cut. This is in consonance with Hirschi’s postulate about the likelihood of deviation being correlates with the jeopardizing of their position in society. Among the Sudanese where the practice of infibulation is common, after childbirth a woman would chose to be reinfibulated so as to maintain social acceptance rather than leave their vaginal region open which is better for her health, because the pain and trauma related to genital cutting is exceeded by her social, economic and emotional costs as this action could result in ostracism and divorce.
Involvement: The third bond is that of involvement, this addresses participation in activities that emphasize societal standards, interests and norms. This can be related to time, energy and effort invested in traditional ceremonies. Girls are secluded for between one to six months during which they are cut, pampered, trained in cooking, taking care of men physically and sexually. These are seen as part of rites of passage, coming of age or womanhood initiation rites. 
There is also the public and the ceremonial presentation to the community, which involves festivities and provision of presents, and gifts by the families and the community. The ceremony also acts as a marriage mart, where potential husbands attend to pick wives that have been approved and commended by the community. The level of public and community involvement in this activity serves as a deterrent for deviance and results in stigma, ostracism and or public ridicule for non conformers. In such situations non participation is the exception and not the rule.
Belief: The final bond is that of belief which deals with individual acquiesce to the norms and values of society. It includes the respect for societal laws and the individuals and institutions that act as custodians of these laws. The belief systems that have to do with female genital cutting are so strong that parents ensure they do everything to get their daughters cut because they believe they are protecting their future especially as related to marriageability, chastity, infertility and infant mortality. 
Hence from the analysis of the theory as presented one is able to conclude that conformity in participation in female genital cutting is due to individual attachment to family, community and cultural relations i.e. the persistence of the practice in communities could be linked to commitment to community activities and the involvement of individuals in community life and activities. Belief in community, family and traditional norms are also additional factors pushing the practice. The concept of female genital cutting seems to be built on beliefs that are so strong that existing interventions and legislations have not impacted on the communities and individuals involved in terms of translation to reduced incidence and prevalence.
Hirschi’s approach is the most appropriate in terms of explanation of why female genital cutting persists. First the initial concept of social control and the perception of society attempting to control the sexuality and sexual experiences of women, but in addition there are also issues, like the strong bond to culture and traditions. That even in the face of severe health risks a woman who has been infibulated and opened up for delivery would insist on being sewn back, based on factors related to societal definition of beauty and aesthetics, societal beliefs related to fertility and childbirth. This practice is pushed by strong attachment individuals have for their families, communities and traditions and their cultures ensures promotion and perpetuation while their need and desire for social involvement prevents them from deviating from the norm. An understanding of the historical cultural and traditional context of female genital cutting will help throw more light into how to address its eradication.








CHAPTER THREE
METHODOLOGY
3.1	RESEARCH DESIGN 
The study is on Female Genital Mutilation. The research will be carried out in Edo state .However the researcher decided to focus on Benin City which is the capital of Edo. Benin can be describes as a microcosm of Edo State because all ethnic groups are well represented there. Restricting this study to Benin city  was for rigor and want of time .Benin city is made up of three local government areas; namely: Oredo, Egor and Ikpoba Okha L.G.A. This constitutes the geographical boundary within which the research will be carried out. Edo State has a population of   3,218, 332 made up of 1,640,461 males and 1, 577, 871 females and a growth rate of 2.7% per annum (NPC, 2006), as well as a total landmass of 19,187 square kilometres, the state has a population density of about 168 persons per square kilometres.
3.2	POPULATION OF THE STUDY 
	The study population will consist of all adult male and female in Edo State. The meaning of adult in this context is anybody who has attained the age of 18 and above. The population consists of indigenes of Edo State which includes the six main ethnic nationalities. They are the Binis, Esan, Etsako, Owan, Akoko-Edo and Igbanke. 
3.2	SAMPLE SIZE AND SAMPLING DESIGN 
	This study will make use of cross sectional survey research design. This type of design is preferable because it enable one to collect information from a cross section of a study population at a particular point in time and also enable you to generalize. The researcher hopes to utilize a sample of six hundred respondents. Made up of 300 males and 300 females. Respondents will be selected from the ethnic nationalities base on the percentage of their population from INEC register. In order to get respondents from each of the ethnic group the researcher intends to locate their town unions in Benin city because virtually all ethnic groups has one association or the other. Care will be taken to ensure that there is equal representation of both male and female.
	Based on this plan the most appropriate sampling procedure I will adopt is stratified random sampling. The various ethnic group represent each strata and  they can be regarded as homogenous since they are all from the same cultural background., each sample from the strata will be randomly selected base on the list of members of the association which will constitute the sampling frame. 
3.3	INSTRUMENT OF DATA COLLECTION 
	The instrument of data collection will be the questionnaires. The questionnaire will be divided into two sections. Section A deals with demographic information’s why section B contain questions about the subject matter. 
3.4	METHOD OF DATA ANALYSIS   
The researcher hoped to use computer to process the finding using the Statistical Package for Social Sciences (SPSS) in order to analyze the data. Also inferential statics such as chi square will be used to test the hypothesis. 


CHAPTER FOUR
4.1	DATA ANALYSIS AND INTERPRETATION OF RESULT 
This chapter is centred on the presentation and analysis of the data collected. The result of the study is presented below as follows:  
SECTION A
Table – Sex 
	Sex 
	No of Respondents 
	Percentages (%)

	Female 
	49
	82

	Male 
	11
	18

	Total 
	60
	100


	From the above table, 82% the overall respondents are females. It shows that females were mostly interviewed because this is mainly women issues. 
Table – Age 
	Age 
	No of Respondents 
	Percentages (%)

	20-25
	15
	25

	26-30
	18
	30

	31-40
	18
	30

	Above 40
	9
	15

	Total 
	60
	100


	From the above table, 25% of the overall respondents are aged 20-25 30% are aged, 26-30 30% are also aged 31-40 15% are aged  40 and above. It shows that the study was relevant to all ages. 
Table III – Status 
	Status 
	No of Respondents 
	Percentages (%)

	Single  
	27
	45

	Married 
	27
	45

	Widowed 
	6
	10

	Divorced 
	0
	0

	Total 
	60
	100


	The above table shows 27 (45%) each of the respondents are the singles and married ones 6(10%) are windowed. Zero (0%) divorced. It shows that the singles and the married ones are more interested in the research topic. 
Table IV: Educational qualification 
	Educational qualification 
	No of Respondents 
	Percentages (%)

	SSCE
	27
	45

	ND
	9
	15

	NCE
	12
	20

	HND/B.Sc
	12
	20

	B.Sc/M.Ed
	0
	0

	Ph.D
	0
	0

	Total 
	60
	100


	From the above table, 45% of the overall respondents have SSCE qualifications. 15% have ND, 20% have NCE, 20% have HND/B.Sc, 0% each form M. Ed and Ph.D. It shows that all level of education were the choice of the researcher but not all of them show response. 
SECTION B 
Research Question 1: Does female genital mutilation causes more harm than good to women and girls? 
Table V
	Response 
	No of Respondents 
	Percentages (%)

	Yes  
	32
	53

	No  
	27
	45

	No response 
	1
	2

	Total 
	60
	100


 	From the above table 53% of the overall respondents agreed that FGM causes more harm than good to women and girls. Majority of parents made their female children undergone FGM because they are not aware of the harms it will cost them. On the other hand, a total of 45% disagreed with the hypothesis while a total of 2% show no response to the hypothesis. 	On this basis of the above table, hypothesis is therefore accepted. 
Research Question 2: Does lack of education contribute to the practice of female genital mutilation? 
Table VI
	Response 
	No of Respondents 
	Percentages (%)

	Yes  
	33
	55

	No  
	27
	45

	No response 
	0
	0

	Total 
	60
	100


	The above table  shows that 33 (55%) of the total respondents agreed while a total of 27 thus resulting to 45% respondents disagreed to question of above hypothesis. From this discussion it is not crucial clear that education has much impact on the practice of female genital mutilation. 
Research Question VII: Has FGM really stopped sexual promiscuity in the society? 
	Response 
	No of Respondents 
	Percentages (%)

	Yes  
	15
	25

	No  
	40
	67

	No response 
	5
	8

	Total 
	60
	100


	From the above table, it is figured out that 25% agreed that FGM really stopped sexual promiscuity while 67% disagreed. They said promiscuity is a thing of the mind and it has nothing to do with whether you are mutilated or not. While 8% said they have no idea whether FGM has stopped promiscuity or not. 
Research Question VIII: Are members of the society aware of the problems and complications FGM causes during child birth? 
	Response 
	No of Respondents 
	Percentages (%)

	Yes  
	31
	52

	No  
	29
	48

	No response 
	0
	0

	Total 
	60
	100


	The above table shows that 31 (52%) of the total respondents agreed that they are aware of the complications FGM causes during child birth,  29 (48%) disagreed that the complications that women undergo during delivery is not caused by FGM that such complications are common with delivery whether with FGM or not. 


CHAPTER FIVE
5.1	DISCUSSION, CONCLUSION, RECOMMENDATION
The main aim behind the project is the examination on the effects of female genital mutilation with Benin City as a case study. To these objectives, seven major hypotheses were drawn. To guide the study for easy collection of data to validate the hypotheses, questionnaires were drawn and distributed to the subjected areas in Benin City, Edo State. Using simple percentage on the data collected, findings were as follows;
1. It is found that the organization of seminal and workshop will help to spread the awareness on the effects of female genital mutilation to the grassroots level.
2. That there is not enough and satisfactory publicity on the effects of female genital mutilation.
3. Also that education has a greater impact to play in the overall acceptance of the negative effects female genital mutilation has on its victims.
4. Culture and superstitions is also around out to have greater significant effects on the attitude of the people towards the effects of female genital mutilation.
5. Finally, that much of the populace is now aware of  the effects of female genital mutilation in health development in Nigeria in general and Benin-City in particular.
5.2	CONCLUSION
Taking a look at the situation of people in Benin-City and Nigeria at large, the standard of living generally is nothing to write home about. This  is because the rate at which women suffered setbacks during child birth is high and also the rate of prostitution is high as people intend to satisfy themselves sexually. This is due to the fact that a mutilated female has no sexual excitement and as such they do not enjoy sex. In attempt to make themselves enjoy sex, they move from one male partner to another. And the males also when they cannot enjoy sex with mutilated females, they move from one partner to another.
     There is also severe bleeding; pains, infections and death after most of these females have been mutilated.
      Moreover, this act (F.G.M) was not an instruction from God. Because God instructed Abraham to circumcise himself, his male servants and Ishmael his son and God did not tell him to circumcised Sarah his wife and his female servants. Hence, this act is not biblical, it is therefore nothing but a barbaric rejection of modernity and a violation of the basic rights of women and girls, said Sylvia tamale and carol Bellamy.
      FGM is a fundamental violation of women’s and girls rights. It violates the rights to health and to physical integrity. Furthermore, girls usually undergo the practice without their informed consent depriving them of their opportunity to make independent decisions about their bodies.
     For these reasons, both the male and the female population should be educated on the effects of female genital mutilation so as to avoid the practice of FGM.
5.3	RECOMMENDATIONS
a.	In view of the effects of FGM on the health of women and girls in Nigeria and in Benin-City in particular. It is the belief of the researcher that highlighting the social norms surrounding the practice of FGM for the different groups would address the immediate needs for data and information about FGM for policy makers, local authorities and NHS Commissioners, advocates and campaigners against FGM and would help all to take advantage of the current impetus to address FGM.
b. The next priority should be to design and pilot a longer term study to collect primary data on the prevalence of FGM for Benin-City and Nigeria at large.
c. There also should be a study to understand the obstacles to the implementation of FGM policy and guidelines amongst professionals in health, social care, education and the justice system in order to ensure that robust and joined-up system is put in place to address FGM.
d. There is also an urgent need for both the federal and state governments, even local government to organize workshops, seminars, symposia that could help to enlighten the traditional institutions and traditional rulers on the effects FGM has on the health of the its victims. People need to be told the effects of FGM so as to openly and whole heartedly turn away from the act.
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QUESTIONNAIRE
	Please fill in the blank spaces or tick as appropriate. For question with Yes/No/don’t know tick 1 for yes, 2 for No and 3 for don’t know. 
SECTION 1: DEMOGRAPHIC INFORMATION 
1. Sex: (1) Male (2) Female 
2. How old are you during your last birthday………………………….
3. What is your religious affiliation?(1)Catholic (2)Pentecostal (3)Anglican (4)Baptist (5)Methodist (6)Islam (7)Africa Traditional Religion (8)Others
4. Current marital Status. (1) Single (2) Married (3) Separated (4) Divorced (5) Widowed  
5. What is your highest level of educational qualification? (1) No formal education (2) Primary (3) Secondary (4)NCE/OND/HND/BSC (5) Masters/PhD Degree.
6. Which ethnic group do you belong? (1) Edo (2) Esan (3) Etsako (4) Owan (5) Akoko-Edo (6) Igbanke (7) Others (Specify) 
SECTION B 
1. Have you heard of female genital mutilation (FGM)? Yes (   ) No (  ) 
2. If you answer to the above question is yes, do you know what its effects are? Yes (   ) No (  ) 
3. Has any of you been involved in female genital mutilation? Yes (   )  No (  ) 
4. If your answer to the above question is yes, please state why. ________
5. If your answer to the above is No, please state why. ________________
6. How often did you read about female genital mutilation and its effects. very often (   ) not very often (   ) not at all (   ) hardly (   ) sometimes  ( )
7. How important is female genital mutilation to Nigerian population? Very important (   ) Important (   ) Don’t know (   ) Rarely important (   ) Not important (   ) 
8. Do you understand the ways female genital mutilation is been performed?        Yes (   ) No (  ) 
9. If your answer is yes, what are the ways: ______________________
10. Do you think it is advisable to engaged in female genital mutilation?  Yes (   ) No (  ) 
11. If your answer is yes please state why. _______________________
12. If your answer is not please state why. ______________________  
13. Do you think female genital mutilation helps to control promiscuity? Yes (   ) No (  ) 
14. If your answer to the above questions is no, please state why. 
15. What are the reasons you think people practice female genital mutilation? 
16. Do you think lack of education contribute to the practice of female genital mutilation? Yes (   ) No (  ) 
17. If your answer is yes, please state why? ________________________
18. If your answer is no, please state why?  _________________________
19. Does female genital mutilation has any effect on its victim? Yes (   )  No (  ) 
20. If the answer is yes, what is/are its effect(s). ________________________
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