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ABSTRACT
This study was carried out on the assessment of female genital mutilation in nigeria case study benin city. To achieve this 2 research hypothesis were formulated. Respondents were obtained from staff of university of Benin teaching hospital (UBTH). The survey design was adopted and the simple random sampling techniques were employed in this study. The population size comprise of the entire staff of university of Benin teaching hospital (UBTH). In determining the sample size, the researcher adopted th Taro Yamani formular to select 133 respondents. Self-constructed and validated questionnaire was used for data collection. The collected and validated questionnaires were analyzed while the hypothesis were tested using Chi-square statistical tool SPSS v23. The result of the test revealed that female genital mutilation does have an significant effect on the sexual habit of the girl child. And government does play a significant role in prohibiting female genital mutilation. Based on the above findings, the researcher recommended that efforts of stakeholders in health should be geared towards planning and implementing aggressive programs aimed at creating more awareness on the negative effect of FGM and its practice. Capacity building should be organized for all cadres of health care providers to grossly know the elements of the practice of FGM and its implication to maternal and new born health. All governmental and non-governmental organizations should put hands on deck to eliminate this ugly trend.
CHAPTER ONE

INTRODUCTION

Background of the study

According to the World Health Organization (WHO), Female genital mutilation (FGM) is defined as all procedures which involve partial or total removal of the external female genitalia and/or injury to the female genital organs, whether for cultural or any other nontherapeutic reasons (World Health Organization 1998). Worldwide, government and non- governmental organizations frown at FGM having seen it as an infringement on the physical and psychosexual integrity of the female child. Nigeria was said to have the highest absolute number of cases of FGM in the world, accounting for about one-quarter of the estimated 115– 130 million circumcised women worldwide (UNICEF 2001). The prevalence rate of FGM was put at 41% among adult Nigerian women (Okeke 2012). Nigeria is a country in West Africa bordering the Gulf of Guinea between Benin and Cameroon. It has an area of 923,768.00 sq kilometers with a population of 140,431,790 according to the 2006 National Population census (National Bureau of Statistics 2006). The male constituted 71,345,488 while the female were 69,086,302 (National Bureau of Statistics 2006). This study was done in a tertiary hospital in Edo State, one of the 36 states of Nigeria. Edo State has a population of 2,398,957with the female being 1,215,487and the male 69,086,302 (National Bureau of Statistics 2006). It is majorly inhabited by the Edo’s who are noted for high level of literacy in terms of formal education and is reputed to have produced the reasonable number of professors in Nigeria (Adesina 2008).The 2008 Nigeria Demographic and Health Survey showed that 30% of female surveyed between ages 15- 40years had undergone female circumcision with the Yoruba and igbo ethnic groups having the highest percentage (58.4% and 51.4% respectively) (National Population Commission 2009).Olamijulo et al., reported the prevalence of FGM among children examined at the child welfare clinic, Wesley Guild Hospital, Ilesha, Nigeria to be 66.3%.The following states in Nigeria have prohibited this act since 1999;Abia, Bayelsa, Cross River, Delta, Edo, Ogun, Osun and Rivers. However, with increasing awareness of the complication of FGM, there is a recent ban on the practice in Nigeria as a nation in year 2015. The prevalence rate is therefore expected to progressively decline in the younger age groups. FGM practiced in Nigeria is classified into four typesas follows; clitoridectomy or Type I, this involves the removal of the prepuce or the hood of the clitoris and all or part of the clitoris. Type II or “sunna” is a more severe practice that involves the removal of the clitoris along with partial or total excision of the labia minora. Type III (infibulation), involves the removal of the clitoris, the labia minora and adjacent medial part of the labia majora and the stitching of the vaginal orifice, leaving an opening of the size of a pin head to allow for menstrual flow or urine. Type IV or other unclassified types include introcision and gishiri cuts, hymenectomy, scraping and/or cutting of the vagina, the introduction of corrosive substances and herbs in the vagina, and other forms. Consequences of female genital mutilation include increased risks of urinary tract infections, bleeding, bacterial vaginosis, dyspareunia, obstetric complications, psychological problems such as depression, anxiety, post-traumatic stress disorder, low self-esteem, etc (Behrendt and Moritz, 2005), Abdulcadir and Dällenbach, 2013), Amin et al.,., 2013), Andersson et al.,., 2012), Andro et al. Female genital mutilation is classified into four major types (WHO, 1996). The most common type of the female genital mutilation is type 2 which account for up to 80% of all cases while the most extreme form which is type 3 constitutes about 15% of the total procedures (WHO, 1996; Oduro et al., 2006). Types 1 and 4 of FGM constitute the remaining 5%. The consequences vary according to the type of FGM and severity of the procedure (Onuh et al., 2006; Oduro et al., 2006). The practice of FGM has diverse repercussions on the physical, psychological, sexual and reproductive health of women, severely deteriorating their current and future quality of life (Oduro et al., 2006; Larsen, 2002). The immediate complications include: severe pain, shock, haemorrhage, urinary complications, injury to adjacent tissue and even death (Onuh et al., 2006; Oduro et al., 2006; Larsen, 2002). The long term complications include: urinary incontinence, painful sexual intercourse, sexual dysfunction, fistula formation, infertility, menstrual dysfunctions, and difficulty with child birth (Akpuaka, 1998; Okonofua et al., 2002; Oguguo and Egwuatu, 1982). The physical and psychological sequelae of female genital mutilation have been well highlighted in many literatures (Onuh et al., 2006; Oduro et al., 2006; Badejo, 1983; Klouman et al., 2005; ACHPR, 2003; Ibekwe, 2004). Recently, there has been serious concern on the increased rate of transmission of Human Immunodeficiency Virus (HIV) following this practice (WHO, 1996; Klouman et al., 2005). The practice is also a violation of the human rights of the women and girl child. FGM categorically violates the right to health, security and physical integrity, freedom from torture and cruelty, inhuman or degrading treatment and the right to life when the procedure results in death. It constitutes an extreme form of violation, intimidation and discrimination. Despite its numerous complications, this harmful practice has continued unabated, notwithstanding that Nigeria ratified the Maputo Protocols and was one of the countries that sponsored a resolution at the 46th World Health Assembly calling for the eradication of female genital mutilation in all nation (Klouman et al., 2005; ACHPR, 2003; Idowu, 2008).

STATEMENT OF THE PROBLEM

The practice of Female Genital Mutilation (FGM) is regrettably persistent in many parts of the world. This occurs commonly in developing countries where it is firmly anchored on culture and tradition, not minding many decades of campaign and legislation against the practice (Onuh et al., 2006; WHO, 2008). Female genital mutilation comprises any procedure involving partial or total removal of the external female genitalia or other injury to the female genital organs for cultural, religious or other non-therapeutic reason (WHO, 2008; WHO, 1996). The World Health Organization (WHO) estimates that between 100 and 140 million girls and women worldwide are presently living with female genital mutilation and every year about three million girls are at risk (WHO, 2008). It is in view of this that the researcher intends to assess the effect of female genital mutilation.

OBJECTIVE OF THE STUDY

The main objective of the study is on an assessment of female genital mutilation in Nigeria with emphasis on Edo state. But to aid the completion of the study, the researcher intends to achieve the following sub-objective;

To investigate the effect of female genital mutilation on the sex drive of the girl child

To investigate the role of the government in prohibiting female genital mutilation

To investigate the health implication of female genital mutilation

To ascertain the major reason for female genital mutilation

RESEARCH HYPOTHESES

To aid the completion of the study, the following research hypotheses were formulated by the researcher

H0: female genital mutilation does not have any effect on the sexual habit of the girl child

H1: female genital mutilation does have a significant effect on the sexual habit of the girl child

H0: government does not play any significant role in prohibiting female genital mutilation

H2: government does play a significant role in prohibiting female genital mutilation

SIGNIFICANCE OF THE STUDY

At the completion of the study, it is believed that the study will be of great important to the federal ministry of women affair and the house committee on women affairs as the study will help them formulate policy that will help prohibit or eliminate the archaic and orthodox practice of female genital mutilation, the study will also be of great importance to every parent as the study seek to expose the dangers of female genital mutilation among female. The study will also be of great importance to student who intend to embark on a study in similar topic as the findings of the study will serve as a pathfinder to them. Finally the study will be of great importance to students, teachers and the general public as the finding will add to the pool of existing literature.

SCOPE AND LIMITATION OF THE STUDY

The scope of the study covers an assessment on female genital mutilation in Nigeria, with emphasis on Benin City. But in the cause of the study, there were some factors which limited the scope of the study

a)     AVAILABILITY OF RESEARCH MATERIAL: The research material      available to the researcher is insufficient, thereby limiting the study.

b)     TIME: The time frame allocated to the study does not enhance wider         coverage as the researcher has to combine other academic activities        and examinations with the study.

c)     FINANCE: The finance available for the research work does not     allow for wider coverage as resources are very limited as the        researcher has other academic bills to cover

1.7 DEFINITION OF TERMS   

Female

Female is the sex of an organism, or a part of an organism, that produces non-mobile ova (egg cells). Barring rare medical conditions, most female mammals, including female humans, have two X chromosomes. 

Female genital mutilation

Female genital mutilation (FGM), also known as female genital cutting and female circumcision, is the ritual cutting or removal of some or all of the external female genitalia. The practice is found in Africa, Asia and the Middle East, and within communities from countries in which FGM is common 

Reproductive health 

Within the framework of the World Health Organization's (WHO) definition of health as a state of complete physical, mental and social well-being, and not merely the absence of disease or infirmity, reproductive health, or sexual health/hygiene, addresses the reproductive processes, functions and system at all stages of life. Reproductive health implies that people are able to have a responsible, satisfying and safer sex life and that they have the capability to reproduce and the freedom to decide if, when and how often to do so. One interpretation of this implies that men and women ought to be informed of and to have access to safe, effective, affordable and acceptable methods of birth control; also access to appropriate health care services of sexual, reproductive medicine and implementation of health education programs to stress the importance of women to go safely through pregnancy and child birth could provide couples with the best chance of having a healthy infant.

1.8 ORGANIZATION OF THE STUDY

This research work is organized in five chapters, for easy understanding, as follows. Chapter one is concern with the introduction, which consist of the (background of the study), statement of the problem, objectives of the study, research questions, research hypotheses, significance of the study, scope of the study etc. Chapter two being the review of the related literature presents the theoretical framework, conceptual framework and other areas concerning the subject matter.     Chapter three is a research methodology covers deals on the research design and methods adopted in the study. Chapter four concentrate on the data collection and analysis and presentation of finding.  Chapter five gives summary, conclusion, and recommendations made of the study.

CHAPTER TWO

REVIEW OF RELATED LITERATURE

2.1 Introduction

Female genital mutilation (FGM) is practiced commonly in countries in the northern half of sub-Saharan Africa and over 25 countries. It involves surgically altering the female genitalia for non-medical reasons. The procedure is irreversible and the effects last a lifetime. In Nigeria, like many other countries, FGM is forbidden by law. The harmful health effects of female genital mutilation (FGM) to women are well documented. Laws and campaigns against the practice have not been successful to eliminate the practice and few success stories have been reported in Senegal where a community-led approach has been effective to eradicate the practice. While it is practiced by people of all socioeconomic backgrounds, there are differences within country and between communities. The objective of this paper is to examine the spatial distribution of FGM including a number of socio-demographic, household, and community characteristics that could confound or mediate the observed prevalence of FGM in Nigeria. It further seeks to highlight patterns that exist within the data, after multiple adjustments of proximate variables. Such estimates illustrate how much can be learned by exploratory analyses and suggest how these data can be used to strategically inform policy. There has been growing literature on the age-long practice of FGM. Most of the literature deals with issues of the origin, types, and justifications for the practice but little is devoted to patterns and spatial distribution of it. As per the origin some researchers have argued that the origin can be traced to Egypt. The practice of FGM has been justified mostly on social and cultural grounds. Some of the assumptions for the continued practice of FGM in Nigeria are cited in. They include: custom and tradition; purification; family honor; hygiene; aesthetic reasons and protection of virginity and prevention of promiscuity. Others include increased sexual pleasure of husband; enhancing fertility; giving a sense of belonging to a group and increasing matrimonial opportunities. Despite the fact that most of these claims are not substantiated with empirical data, as high as 85% still believe that the practice should be continued. This is possibly due to cultural inertia. Limited emphasis has been made on the economic rationale. It has been argued that FGM provides employment/ lucrative business for the practitioners where “cut body parts” is sold for love charm or medicine. Moreover, an integrative approach to take into account economic, social, cultural and environmental factors is needed to end this practice. For policy strategies, there is limited literature available. However, the international community has recognized the human rights implications of FGM. Multilateral agencies, such as UNICEF and WHO have played a crucial role in the advocacy. Unfortunately, the efforts have not yielded the desired benefit. However, some community-led approaches have been very effective (an example is the case of Senegal) in eradicating the practice. Government efforts have not yielded the desired benefit possibly due to the fact that some governments have not aggressively addressed the issue as it is often viewed as a private act by individuals and family members. In Nigeria, government recognized FGM as harmful practice to be eliminated but no specific federal law is yet in place to ensure strict compliance. However, some state government have put up laws against the practice of FGM. While psychological and health complications have been emphasized, little or no emphasis has been made regarding the economic implications, especially, of addressing the health complications. Long-term physical complications include urine retention and associated urinary-tract infections, obstruction of menses and related reproductive-tract infections, infertility, painful intercourse, psychological and sexual problems, and prolonged and obstructed labour (WHO, 2006). Also, the risk of transmission of HIV is considered as a factor in FGM, especially if infected infants and girls are cut in group ceremonies where circumcisers use the same instrument on all the initiates. Even after it has healed, the scarred or dry vulva of an excised or infibulated woman can be torn easily during sexual intercourse, increasing the likelihood of HIV transmission by an infected partner. This study discusses the issue of FGM in Nigeria from the feminist theoretical perspective. In feminist literature, circumcising women is closely linked to control over women’s sexuality. Using, a representative sample of women from the 2003 NDHS, this study examine the spatial distribution of FGM, by quantifying the effects of geographical locations that might confound the complexity of the practice among ethnic groups within Nigeria , and the role of cultural and demographic factors related to the practice.

2.2 HISTORY FEMALE GENITAL MUTILATION IN NIGERIA

Nigeria is located in the Sub-Saharan African (SSA) region of the world. It shares borders with Benin Republic, Niger, Chad and Cameroon. Demographically, it is the most populous country in the region with an estimated population of 140,003,542 according to the 2006 census figure. About half of the population are women; hence issues concerning women such as FGM should not be ignored. Economically, Nigeria is not very buoyant. With the low per capita income and worsening poverty situation, the country would find it difficult to bear the cost implications of the health burden arising from the complications of FGM. Therefore, there is strong economic justification to stop the practice of FGM. It should be noted that the World Health Organization’s FGM typology distinguished four different types of FGM: Type I or clitoridectomy: excision of the prepuce, with or without partial or total excision of the clitoris; Type II or excision: the excision of the clitoris with partial or total excision of the labia minora; Type III or infibulation: the most severe form of FGM consisting of the partial or total excision of the external genitalia and stitching or narrowing of the raw labial surfaces, leaving a small posterior opening for urinary and menstrual flow; and Type IV: a residual category of FGM consisting of pricking, piercing or incising the clitoris and/or labia, cauterization of tissues, scrapping of the vaginal orifice or cutting of the vagina. The geographical distribution of the prevalence of FGM (all types) by zones and states of Nigeria. Moreover, the results of the 1997 study conducted by the Inter-African Committee of Nigeria on Harmful Traditional Practices Affecting the Health of Women and Children (IAC), indicated the following geographical distribution of FGM by states and types of FGM: Adamawa (60-70%, Type IV); Akwa Ibom (65-75%, Type II); Anambra (40-60%, Type II); Bauchi (50-60%, Type IV); Benue (90-100%, Type II); Borno (10-90%, Types I, III and IV); Delta (80-90%, Type II); Edo (30-40%, Type II); Imo (40-50%, Type II); Jigawa (60-70%, Type IV); Kaduna (50-70%, Type IV); Kebbi (90-100%, Type IV); Kogi (1%, Type IV); Kwara (60-70%, Types I and II); Lagos (20-30%, Type I); Ogun (35- 45%, Types I and II); Ondo (90-98%, Type II); Osun (80-90%, Type I); Oyo (60-70%, Type I); Plateau (30-90%, Types I and IV); Rivers (60-70%, Types I and II); Yobe (0-1%, Type IV). States such as Abia , Taraba, Cross River, Enugu, Katsina , Kano , Niger, Sokoto, and the federal capital Abuja have no prevalence reported because no study was carried out in these states. However, the actual incidence may be much higher than the reported figures according to some Nigerian experts in the field. It was also reported that Type III, the most severe form, has a higher incidence in the northern states. Type II and Type I are more predominant in the south and the last (type IV) is rare in Nigeria. Of the six largest ethnic groups, the Yoruba, Hausa, Fulani, Ibo, Ijaw and Kanuri, only the Fulani do not practice any form. The Yoruba practice mainly Type II and Type I. The Hausa and Kanuri practice Type III. The Ibo and Ijaw, depending upon the local community, practice any one of the three forms. Legally, there is no federal law banning FGM in Nigeria, although the 1999 Constitution shuns any act of torture or inhuman treatment or violence against any person. However, some states have passed law against the practice. They include Bayelsa, Cross River, Delta, Ebonyi, Edo, Ekiti, Ogun, Ondo and Rivers states. In most cases the persons convicted under the law are liable to fine and imprisonment. The enforcement of the law is not very satisfactory and this many believe is as a result of poor fine and short 6 duration of imprisonment. For instance, Edo State banned this practice in October 1999 and convicts are subject to a fine of approximately (US$10) and imprisonment of only six months. It is important to note here that government law is necessary but not sufficient to eradicating FGM. The involvement of all stakeholders in the implementation process is equally necessary. Although, law alone is not sufficient to eradicate FGM, law is important. Instance, when practice is abandoned, communities use law to enforce the new norm. The socio-cultural factors are often given as reasons for the practice of FGM more than the economic reasons. However, instances were cited that those who perform the cutting get paid either in cash or kind and that the cut parts are either buried or sold. There is no known empirical evidence to support the above facts and this is why in the concluding remark, further research is suggested in that respect. While some organizations have focused on retraining cutters to remove the practice, community-led organization in Senegal (TOSTAN) have used intra-marrying groups to eradicate the practice arguing that FGM is linked to marriage opportunities, abandonment requires a collective decision. By helping to foster collective abandonment, TOSTAN's program allows villagers to share the knowledge they gain with their neighbours, friends, and family members with far reaching results to the entire community

2.3 HEALTH CONSEQUENCES OF FGM

The study by the World Health Organization (WHO) study group on female genital mutilation and obstetric outcome analysed data from 28, 373 women giving birth to a single baby between November 2001 to March 2003 at 28 obstetric centres in Burkina Faso, Ghana, Kenya, Nigeria, Senegal, and Sudan. The results confirmed that FGM has very severe consequences ranging from immediate and long term health complications as well as adverse obstetric, perinatal outcomes and physical and emotional health of girls and women (WHO, 2006). 7 Immediate physical health consequences include: severe pain; injury to adjacent tissue of urethra, vagina, perineum and rectum; heavy Bleeding; shock; acute urinary retention; fracture or dislocation due to restraints; pelvic inflammatory disease; risk of contracting infections such as HIV and Hepatitis B; failure to heal; death Long term consequences are: difficulty in passing urine; recurrent urinary tract infection; pelvic infections; forming of scar tissue and keloids; loss of normal sexual function; possible infertility; cysts and abscess on genital; difficulty in menstruation; painful intercourse; problem in child birth. Physical and emotional health problems include: fear; submission; inhibition and suppression of feelings; repeated pain during intercourse and menstruation; constant feeling of betrayal, bitterness and anger; mental and psychosomatic disorder; uncircumcised girls are socially stigmatized and rejected by communities; painful and difficult labour Serious complications during childbirth include the need to have caesarian section, dangerously heavy bleeding after the birth of the baby and prolonged hospitalization following birth. The study showed that the degree of complications increased according to the extent and severity of FGM.

2.4 EFFORTS MADE TO ELIMINATE FGM IN NIGERIA

Although, the international community has recognized the human rights implications of FGM, many countries are yet to implement law to ban the practice. Community-led initiatives such as those in Senegal have to be encouraged in addition to the effort been made by multilateral agencies, such as UNICEF and WHO in the advocacy. Unfortunately, there are to date only limited success stories. This is because one approach alone cannot eliminate the practice. There is need to extend the coverage of TOSTAN work in the West African region. In 1994 Nigeria joined other members of the 47th World Health Assembly to resolve to eliminate FGM (WHA 47.10). Since then Nigeria has taken several initiatives among which are: establishment of a  multi-sectoral Technical Working Group on Harmful Traditional Practices (HTPs), conduct of various studies and national surveys on HTPs, launching of a Regional Plan of Action, formulation of a National Policy and plan of action which was approved by the Federal Executive Council for the elimination of FGM in Nigeria. To date many campaigns have been carried out to promote awareness of the problem by educating the policy/decision makers, the general public, health workers and those who carry out the practice on all its health and psychosocial consequences. This calls for the active involvement of political leaders, professionals, development workers, local communities and their leaders, and women’s group and organizations. This study is part of the effort to compliment work of campaigns against FGM that have existed in Nigeria since the 1980s in organisation such as: the media (by the Nigerian Council of Women broadcasts), the Inter-African Committee of Nigeria (organise community meetings), and medical professionals. After it has been suggested that Nigeria has a strong social convention supporting FGM, we examine how this social convention varies across space (states) and the role that individual factors play in influencing this relationship.

2.5 CONCEPT OF FEMALE GENITAL MUTILATION

Female genital mutilation, euphemistically and by definition referred to as female circumcision, comprises all procedures involving partial or total removal of the external female genitalia to the female organ, whether for cultural or other non-therapeutic reasons. It is practiced far back in ancient Egypt and continuing through the middle ages and even into modern times among certain ethnic cultures. Female genital mutilation (FGM) is a practice that has long fascinated health and all other health related disciplines such as sociology and psychology. Controversy continues over the use of the terms “female circumcision” and “female genital mutilation” to describe the procedures employed. Female circumcision appeared in the report of explorers and missionaries in Africa as early as the late 19th century and continued to be used until 1980’s. This is misleading as it implies that the procedure is similar to male circumcision, which simply involves the removal of a piece of foreskin of the genital organ in women. According to 9 Karim and Ammar (2003), the procedure is far more invasive and dangerous as large amount of healthy sensitive tissues are usually removed. FGM is an important public health problem. It is not a disease, but a deeply rooted traditional practice that affects many women in many parts of the world especially in Africa. It is a practice that is detrimental which has a profound physical and psychological effect on women throughout their lives. None of these practices are reversible. This practice though is being carried out by followers of many different religions, including Moslems, Christians and Judaism, it is not a practice of religion because, neither the bible nor the Quaran prescribed it. The practice certainly preceded the founding of Christianity and Islam. There is no basis for the belief that the practice was advocated or approved by Mohamed nor is it in any way part of the Islamic faith. Population Council (2003) stated that the fourth world conference on women held in Beijing in 1995 referred to female circumcision, as a form of female genital mutilation which poses a threat to the reproductive life of the woman and also violates their human rights aspect of it and defined it as “gender based violence” since then, various women’s groups, human rights organizations, child welfare groups, and professional organizations have been advocating for the abolition of the practice. In the recent years, WHO governing bodies have adopted a number of resolutions urging member states to establish clear national policies to end this harmful tradition among girls and women. Governmental and Nongovernmental agencies including United Nation Population Fund (UNFPA), 10 UNICEF, and International Planned Parenthood Federation have joined the WHO in advocating for the eradication of FGM. Strategies recommended by the WHO towards abolishing FGM which includes education of the general public and legislation against the practice are becoming widely accepted (WHO 2002). Despite the laws prohibiting the practice of female genital mutilation, the act has continued because it is deeply entrenched in tradition/culture in many developing countries especially in Africa and other places where Islam is the primary religion. This does not suggest that the practice is with any one religious group as Christians, Muslims, Judaism, and members of indigenous African religions also practice circumcision. “Some Sudanese believe that Islam supports female circumcision; although Muslim theologians state that there is no explicit support for the practice in the Koran” (Mazharul & Mosleh, 2001). According to Uwasomba (2003), knowledge of the consequences of FGM is at variance because of the social factors, social structures and religious belief, its wide publicity not with-standing. Its consequences are generally unknown to the practioners or the consumers, except the health professionals and health workers involved in maternal care in the areas where it is practiced. (Teare, 2000).

2.6 TYPES OF FEMALE GENITAL MUTILATION

Various attempts at classification of female genital mutilation had been made at various times by different observers and researchers with just few 11 additions or subtractions. Types vary from culture to culture and from region to region. The WHO (1995) technical group report defined three main categories. 

Type 1: This entails the removal of the tip of the prepuce, with or without excision of part or the entire clitoris. This is called clitoridectomy. It may be ritualistic circumcision, or circumcision proper. In Muslim countries, it is known as “sunna” Circumcision meaning “traditional”. This is the widest practiced form.

 Type 2: This type is called excision; the clitoris is removed along with part or all of the labia minora but not with the removal of the prepuce. 

Type 3: Referred to as infibulations, the removal of most of all the external genitalia, the vaginal opening is then stitched closed; only a small opening is left for the flow of urine and menstrual blood. Other terms used to describe this procedure are pharaonic circumcision and Somalian circumcision. Women’s infibulation scars may have to be cut open at childbirth or if problems in sexual intercourse are encountered. 

Type 4: This is unclassified form of female circumcision. It includes pricking, piercing or incision of the clitoris and/or labia; stretching of the clitoris and/or labia; cauterization by burning of the clitoris and surrounding tissue; scraping of tissue surrounding the vaginal orifice (called angurya cuts) or cutting of the vagina (gashiri cuts); introduction of corrosive substances or herbs into the vagina to cause bleeding or for the purpose of tightening or narrowing it; “zur-zur” cuts and other procedures that fall under the definition of FGM given by WHO. WHO (2008) classification of female circumcision describes four types of the FGM or genital cutting: clitoridectomy, excision, infibulations and others. Hosken (2004) stated that although FGM is practiced in all continents, it is declining in many western worlds. A global review of the practice shows that most of the women who have undergone mutilation live in Africa where it is practiced in at least 28 out of the 53 countries in the continent. Female genital mutilation is an old age operation practiced in various parts of the world at times for different reasons. The reasons and justifications reflect the ideological and historically situation on the societies in which it has developed. The commonest excuses hinge on culture and tradition. Other fabulous reasons include modification of socio-sexual attitudes to preserve family honour, prevent promiscuity, and ensure virginity and faithfulness to the husband. There is also the illusion that severely narrowed vaginal canal increases sexual pleasure for the husband who sees it as a sing of virginity. Religion, superstitious beliefs, myths, gender identity and development into womanhood are other reasons given for perpetuating this obnoxious practice of FGM (WHO, 2002). In the past, operators of female circumcision were mainly native doctors, traditional birth attendants (TBA) and elderly women recognized in the community with long time experience for the job. Shortly after this era was an upsurge in the operators. Many inexperienced persons including the laymen and women (such as mothers, grandmothers and neighbours) performed FGM. Onadeko et al (1995) observed that with the increase in the number of critics for FGM and reported cases of death from the practice, many societies learned toward modernization of the practice. Consequently, these were the new phenomena of medicalization and the increase in the numbers of modern health care providers such as nurses/midwives, health attendants and physicians practicing FGM”. In most cases, the operation takes place under unhygienic conditions and without anaesthesia or sterile instruments. These procedures have grave physical, psychosocial, socio-economic and health consequences. Some immediate health problems include pain, shock, infection, septicaemia, injury or trauma to adjoining structures, urethra damage and death. Long term or late complications include scar tissue formation with its attendant need for episiotomy and delayed second stage of labour, abscess formation, kelloid and dermoid cyst, chronic urinary retention, urinary incontinence, fistula formation, HIV/AIDS, hepatitis B and other blood borne diseases; dyspareuria (that is, painful sexual intercourse), and sexual dysfunction/loss of sexual excitement. Psychosocial consequences according to Walkers and Parmer (2003) include anxiety, fear, submission, inhibition and suppression of feeling and thinking. The sexual consequences are devastating. These may include damage to the concentrated nerve complex in clitoris resulting in loss of arousal, clitoral erection and orgasm. Sometimes, vesico-vaginal fistulae (VVF) can occur leading to social stigmatization, rejection, lack of sexual advances, depression and sometimes attempted suicide.

2.6 REASONS FOR FEMALE GENITAL MUTILATION

The reasons for FGM include cultural/customs, religion, decreasing the sexual desire of women, social, hygiene and aesthetic. Female genital 14 mutilation is a custom or tradition synthesized over time from various values especially religious and cultural values. The reasons for maintaining the practice include custom, religions, decreasing the sexual desire of women, hygiene, aesthetic facility for sexual desire of women, fertility (Briggs, 1999). Continuing she said that those who preserve the practice are largely women who live in the traditional societies in rural areas and follow tradition passively practiced. Also where the practice exists, most women believe that as good Muslims for example, they have to undergo the operation and in order to be properly clean, fit for marriage, female circumcision is a precondition (Briggs, 1999). Among the Bambaras in Mali, it is believed that if the clitoris touches the head of the baby being born, the child will die, because the clitoris is seen as the male characteristic of the female; so in order to enhance her fertility, this male part of her has to be removed (Bella, 2000). For women in Djibout, Ethiopia, Somalia and Sudan, circumcision is performed to reduce sexual desire and also to maintain virginity until marriage. For them a circumcised woman is clean (Hicks, 1998). Establishing identity and belongingness is another reason advanced for the perpetration of this practice. For example, in Liberia and Sierra-Leon, groups of girls of 12 years and 13 years of the indigenous population undergo an initiation rite conducted by an older women “Sowie”. This involves education on how to be a good wife or a co-wife, the use of herbal medicine and secrets of female society and female genital mutilation being inclusive. (Sokoya, 1998). A woman must fit into the society or die. If she is not circumcised, she will neither marry or not have children without which she will have fewer hands to help with the daily tasks or who to take care of her at old age. FGM for them gives a woman the status of adulthood to enable her get on with her life gracefully (Teare, 2000). The societies according to the author view good marriage as the pinnacle of a woman’s achievement and so would like to mutilate their girls in order to make them to be worthy in the adult life (Teare, 2000). Reichert quoting the Research Action and Information Network for Bodily Integrity of Women (RAINBO) listed how some cultures justified circumcision. These cultures believe that although rationales for this practice vary from community to community, there are some common justifications such as: it is essential part of a culture that must be preserved; female genitalia are unclean and will grow if not cut; it is an initiation into womanhood and enhances a husband’s sexual pleasure; female circumcision improves fertility and prevents infant and maternal mortality; it is a religious obligation; and it prevents promiscuity (Reitcert, 1998). Other reasons as identified by Wright (1996) in another study are: control of female sexuality; ensuring virginity until marriage; guaranteeing an economic future for the female child; reducing women to their proper role; protecting against rape; enhancing appearance and hygiene because the female genital were thought to be ugly; and practicing a religious ritual. Another reason is related to dowries. The dowry price of a woman is measured against her virginity. It is very high if her virginity is preserved before marriage notably through circumcision (Arbeseman, 2003). 16 In the Nubian tribe, it is seen as an initiation to life or “rite of passage” into womanhood (Hoseken, 1994). And also identified by the same author that it is for the affirmation of sexuality of the female as seen in the Bambara people of West Africa and that has the power of blunting and attenuating sexual desire. He buttressed these points by saying that the Nubian girls argue that the only way to blunt the sexual wildness of girls and preserve their chastity is through circumcision, thus expressing the belief that women have an inherently wanton character that is physiologically centred in the clitoris. The female external genitalia, if uncircumcised, harbour an immoral organ which induces a feeling of guilt on her (Hosken, 1994). This organ must then be removed from her for her to be accepted as morally clean and safe for marriage. Continuing he said that uncircumcised girls are believed to be dirty and impure because of their offensive discharge and smell that is said to emanate from their clitoris. This is perhaps why the Arabic female circumcision is called ‘tahur’ meaning purity and cleanliness. Concluding, he added that- in some backward areas of Sudan, it is even said that uncircumcised girls are not allowed to pray and they also believe that the female external genitalia is ugly especially the clitoris and so circumcision is advocated as a means of beautification (Hosken, 1994). Intact female genitalia are a threat of death for the first born baby. So if the woman is not circumcised, and the head touches the clitoris, the baby will die during birth (Sokoya, 1998).

2.7 THEORETICAL REVIEW HEALTH BELIEF MODEL

The Health Belief Model (HBM) is a theory related to behaviour used as framework for this study. The health belief model is a psychological model that attempts to explain and predict health behaviours. This is done by focusing on the attitudes and beliefs of individuals. The HBM was first developed in the 1950’s by social psychologists Hochbaum, Resenstock and Kegels working in the United States Public Health Services (Murph, 2003). Some of the existing theories and models have shown that people from a given group share certain beliefs, values and experiences and that there is also widespread intergroup diversity. Major differences within groups may be due to such factors as age, gender, level of education and area of origin in the country (urban or rural). These factors invariably influence ones beliefs about health illness, practice and health seeking behaviours. The health belief model according to Spector (2004) is predicted on the concept of holistic health and describes what people do from a traditional perspective to maintain, protect and restore health. The model imagined health as a complex interrelated threefold phenomenon that is the balance of all aspects of the person – the body, mind and spirit. The body includes all physical aspects such as gender, age and physical condition, the mind includes cognitive process such as thoughts, feelings, defenses and self-esteem, while spiritual facets includes both positive and negative learned spiritual practices, protecting forces and metaphysical or native forces. The latest has to do with female genital mutilation. These aspects are in constant flux and change over time, yet each is completely related to the context of the person. The context includes the person’s family, community and environment.

2.8 APPLICATION OF HEALTH BELIEF MODEL TO ELIMINATION OF FGM

Practice in the rural communities, women groups “umuada”, the health care providers and the general public will ensure that FGM is totally eliminated and its practice not preserved if they: · Believe that there is a danger of women getting infection, bleeding, shock prolonged labor, infertility from FGM practice (perceived susceptibility). · Believe that lack of support by the social group, social structures and religious group on the practice of FGM is effective in eliminating the dangers of FGM such as bleeding, infection, shock, infertility, prolonged labour etc (perceived benefits). · Trust that the method (not supporting the preservation of FGM practiced is safe, and use of education and mass media will be helpful. · Has the means of not preserving or eliminating FGM practice by massive mobilization and sensitization, the social groups, social structures and religious groups wagging war against perpetrators of FGM, x-raying the benefits of not preserving its practice etc (no barriers to behaviour change). · Communities, healthcare providers and the entire public receive reminder cues as awards for best communities or stakeholders who have eliminated FGM practice. The entire communities, “umuada’s women group’ and all become confident and convinced on the benefits on not preserving FGM practice and this is through regular and continuous health education and mobilization on the demerits and cenospecies of FGM continuous practice. This model is one of the oldest attempts to explain health behavior. It is based on the premise that for a behavior change to succeed, individuals must have incentive to change, feel threatened by their current behaviour and fell that a change will be beneficial and be at acceptable cost. They must feel competent to implement that change (Glanz et al, 2002).

2.8 CORE ASSUMPTIONS AND STATEMENTS OF HEALTH BELIEF MODEL

The health belief model (HBM), as identified by Rosenstock Stretcher and Becker in 2002, is based on the understanding that a person will take a health related action (a woman discontinues FGM practice) if that person. Feels negative health situations such as infection, bleeding, infertility, shock and even death can be avoided. She may take a recommended health action such as avoiding the practice of FGM thereby preventing pain, shock, infertility, bleeding and even death. The HBM was spelt out in terms of four constructs representing the perceived threat and net benefits, perceived susceptibility, perceived barriers. These concepts were proposed as accounting for people’s readiness to act. An added concept, cues to action would activate the readiness and stimulate overt behaviour. A recent addition to the HBM by Murphy (2003) is the concept of self efficacy, or ones confidence in the ability to successfully perform the action. 20 This concept was added to help the HBM better fit the challenges of changing habitual unhealthy behaviour such as smoking, poor hand hygiene, etc (Glanz, Rimmer and Lewis, 2002). The Health Belief Model is used by health education specialist to analyse factors that contribute to client’s perceived state of health or risk of disease and to client probability of taking appropriate health plans of actions.

2.9 EMPIRICAL REVIEW

WHO, 2002, widely recognized that the practice of FGM violates a series of human rights principles – including the Universal Declaration of Human Rights, the Convention on the Elimination of all Forms of Discrimination Against Women, the Convention on the Rights of the Child. In Sudan, Female Genital Mutilation according to Mustapha (2001), strong social pressure also maintains high levels of circumcision, which is believed to promote premarital chastity among women. The population used for the study is 400 and an interview guide was used as instrument for study. Given their lack of choice and the powerful influence of tradition, most women accept circumcision as a necessary and even natural part of life and accept the rationales given for its existence. This acceptance seems more in the rural communities where ignorance, low status and poverty among women are more pronounced. In Nigeria, it is practiced among different tribes where it form basis for acceptance of females into family circles (Abubakar, 2004). He further stated that in some parts of Nigeria, uncircumcised children were sometimes regarded as "unholy" and looked down upon as socially inferior. Several survey studies have been done on FGM by various authors working at different settings (WHO, 2000). Defrawia (2001), investigated psychosexual activity among 250 women randomly selected from patients of maternal and childhood centers in Ismaila using a structured questionnaire and focused group discussion. The result showed that 80% of those circumcised complained of dysmnorrhea, 48.5% vaginal dryness during intercourse, 45% lack of sexual desire, 28% less frequency of sexual acts per 22 week, 11% inactive during sex, 49% being less pleased with sex, 93% being less organic or reaching orgasm, 25% less frequency of orgasm and 60.5% having difficulty reaching orgasm than the uncircumcised women. Other psychosexual problems such as loss of interest in fore play and dyspareunia did not reach statistical significance. The study suggested that circumcision has a negative impact on a woman’s psychosexual life. Megafu, (2002) in his own study on the presumed benefits of female genital circumcision among Ibo tribe of Nigeria, found no significant difference in the promiscuity level between the circumcised and uncircumcised women. A study by Onadeko (1995) in Ibadan, Oyo State, Nigeria, among 453 women and 28 men on female circumcision revealed that 71.3% of the women had undergone circumcision and almost half of them, 48.68% had their last female child circumcised. Similarly, a rural community known as Opuama in Southern Ijaw LGA of Rivers State, compulsorily circumcise all her women folk. Another survey study of the perception of FGM among 400 women aged 1-60 years was carried out in Afikpo community, Nigeria 1999. According to Okoronkwo (2001), the result shows that all the respondents were aware that female genital mutilation was practiced in the community. Hundred percent (100%) of all the respondents were mutilated while 16.75% were not mutilated. Of those whose genitals were mutilated, 93.7% had it at childhood, 3.4% at puberty, 0.9% during marriage and 0.6% had this ritual during the first pregnancy. Uwasomba (2003) conducted a study on knowledge, attitude, practice and effect of FGM on women of child bearing age to determine the persons involved in performing FGM in Afikpo, Ebonyi State, Nigeria. A structured questionnaire and interview guide was used for the study. Findings indicated that most of the operations (77.5%) were performed by TBAs, 17.2% by nurses/midwives, while 5.3% were done by grandmothers/relatives. According to age range, 9.37% were mutilated within age range 15-24 years, 11.56% for age cohort 25-34 years, 32.18% within age brackets 35-44 years, while 46.8% respondents were mutilated within the ages 45-60 years. Reasons given for genital mutilation were as follows: 65% cited culture including religion, 17.5% to prevent promiscuity, 5% for hygienic and aesthetic reasons while 10% were of the opinion that it reduces labour pains and prevent maternal death. In the same Afikpo study, 78% respondents did not have knowledge of the health implications of the mutilation while 22% were aware that problems could arise from genital mutilation. Among those mutilated, the commonest problems reported were chronic pain during menses (dysmenorrhoea) 37.5%, pain during urination 29.85%, vaginal discharge 8.7%, infection 4.3% and fainting in 2.2% respondents. Eighty five (85%) percent of the respondents were aware of the campaign against FGM while 15% were not. The main sources of information were: health workers 72.6% and radio/television 13.2%. The view of 78% of the subjects were that FGM is positive, worthwhile and should be continued while 70% were of the opinion that uncircumcised girls would not be married as they were considered dirty and sexually unclean. In a cross-sectional survey by Parakoyi and Musa (2000) FGM, attitude and perception of female students in tertiary institution in Ilorin of 450 female students in tertiary institutions in Ilorin, Nigeria, of the 420 respondents analyzed, 75% were circumcised while 43% were not. About 25% of the circumcised subjects expressed sadness for being circumcised. Bleeding (79%), sexual dissatisfaction (59%) and transmission of infections including HIV were expressed by 30% respondents and are seen as problems that could arise from FGM. Although 55% agreed that the problems of FGM outweigh the benefits, yet 40% of them were still willing to have their daughter or female ward circumcised. Majority of the respondents, 61.4% were not aware of the on-going campaign against FGM. A fairly large percentage of respondents (62%) felt that the practice will prevent sexual promiscuity, 50% thought it will protect female virginity and ensure fertility while 57% felt that, it will allow for continuity of this “desirable” cultural practice, spiritual or religious satisfaction was expressed by 41% of the respondents. In a study conducted by Rushwan (2002) in Sudan, on a tradition on transition: FGM, its consequences and interventions. Out of a total of 1,804 females interviewed, 41.6% believe that the practice is a good tradition and 18.5% believed that it is important for hygienic purposes. Structured questionnaire was used for this study. A further 12.5% and 13.6% believed that it is practiced to increase the sexual pleasure of their husbands, as well as being a religious demand. A further 10.2% of the female interviewed believed that it protects virginity and prevents immorality. Another 8.7% believe that it increases the chances of marriage while a very minimal, 0.7% believe that it improves infertility. 25 Similar studies conducted by Odunjiri (2002) on female genital mutilation in Nigeria on 181 women attending family planning clinic in Lagos, and that by Onadeko (1995) in Ibadan, Nigeria, identified tradition, religion, improve fertility and deliveries, prevention of promiscuity, ritual for prevention of promiscuity, ritual for womanhood and hygiene purposes as the reasons for the continuation of this practice. Some respondents who do not favour the continuation of this practice gave reasons such as sexual difficulties, complications of labour, human right preservation of dignity of women and reduction of women sexual pleasures for not supporting the practice. The Sudan Demographic and Health Survey of 1990 stated that painful personal experience 40.6%, religious prohibition 11.5% and failure to achieve sexual satisfaction 9.4% as reasons for not favouring continuation of the practice. Abubakar (2004) conducted a cross-sectional study on 210 antenatal patients, assessing their knowledge, attitude and practice of female genital cutting in Amino Kano Teaching Hospital in Northern Nigerian using focused group discussion and interview guide as instrument. The result revealed that Majority (91.4%) of the respondents have heard about female genital cutting, mostly through parents (26.7%), television and radio (13.8%). Self-reported prevalence of female genital cutting among the respondents was 23.3%. About 36.7% of the genital cutting was Clitoridectomy. Most (63.3%) of the procedures were performed by traditional healers, 14.3% by traditional birth attendants and 22.5% by medical personnel. Circumcision rates were highest among Igbos (42.7%). Yorubas (38.5%) and Hausas (19.9%). A good knowledge of the types and complications were expressed by 65.4% of the respondents, whereas 34.6% had poor knowledge. The complications of the practice were identified as follows: HIV (60%), sexual dissatisfaction (26.7%), wound infection (22.4%) and heavy bleeding (21.4%). Opponents of FGM gave medical complications as their main reason. A cross-sectional study of female genital circumcision in Africa, An Investigation of the presumed Benefit amongst Ibos of Nigeria of 600 people in a semi-urban town in River State Nigeria found prevalence of FGM to be 53.2%. The most mentioned operators are medical doctors (53.2%) and traditional birth attendants (33.8). control of excess female sexual desire (58.2%) and promotion of culture (39.5%) were the major reasons adduced for this practice. A study of 500, adult females of Ibos drawn from university undergraduates and females who attended gynaecology outpatient clinic of University of Nigeria Teaching Hospital Enugu was conducted by Megafu (2002). The result revealed that 340 of these females (68.0%) were circumcised while 160 (32%) were not circumcised. The most common types of circumcision observed among the respondents were complete excision of the clitoris. The study further revealed that 80% female circumcision was done between the first weeks of life and time of puberty. Pooling of studies on prevalence both locally and internationally showed varied prevalence results. A very high prevalence rate of 98% was recorded against Somalia and Djibouti; 90% in Sierra Leone, Ethiopia and Eritrea; 98% in Sudan and 75% in Mali. A low prevalence rate of about 69% was recorded for Nigeria. Onadeko and Adekunke (1995) further stated that the national baseline survey of positive and harmful traditional practices affecting women and girls in Nigeria showed a national prevalence of 40.5%. They vary from such low rates as 0.2% in Kebbi to 98% in Osun State. The highest rates were in Southern State with Osun State (98.7%), Oyo State (96.8%), Delta (91.4%) and Anambra (82.4%). The Northern State had relatively low rates with less than 2% in Adamawa, Yobe (0.6%), Taraba (1.8%), Benue (1.9%), Kogi (1.1%) and Kebbi (0.2%). The prevalence was however high in the Yoruba dominated Northern State of Kwara with 77% prevalence rate. The practice varies even within ethnic groups; it is 3.8% among the Eguns in Lagos State while Ilesha (Ogun State) Kwales and Owos (Ondo State) had rates over 90%. The dangers and complications of female circumcision outweigh any supposed benefits. Obionu, (1996) conducted a cross-sectional study of the perspectives and practical of FGM among 100 women assessing care at the out-patient department of University of Nigeria Teaching Hospital Enugu. The study found out that the perception of health dangers posed by FGM depends on the level of education, exposure of the subjects and also from the area where they come from. In this cross-sectional study, the researchers observed that the women’s awareness of the campaign against FGM was high (85.0%), however their high awareness lacked in-depth knowledge of the true meaning and complication of FGM. In this study, a large proportion of the respondents (70%) favoured continuation of female circumcision. Their reasons were largely based on preservation of tradition (85.7%) fulfilling religious obligations (24.3%) and preventing promiscuity (20.0%). The proponents of circumcision further believed that uncircumcised women are promiscuous (98.6%), not marriageable (75.7%) and are disgrace to family (70.0%). The 30% who advocated that female circumcision should be abolished largely believed that circumcision is a risk factor to HIV/AIDS (86.7), pregnancy complications (30.9%), and has no medical benefits (63.3%). The prevalence rate of circumcision found in this study was 82%, and the mutilations are done mostly during infancy and childhood (75.6%). Among the 66(80.5%) married women who were circumcised, 54.5% also circumcised their own last daughter, mostly during infancy and childhood (88.9). Also, among uncircumcised married women (55.6%), 60.0% of them circumcised their own last daughter. However, the difference in the circumcision status of the married women and their daughters was not statistically significant (P>0.05). Concerning the age for the operation, the various authors of literature reviewed have some variations that differ from country to country. One study in Egypt says it is commonly practiced on girls between ages of 4 years to 12 years (Teare, 2000). Another study among the Afikpos of Igbo tribe showed that most of the female genital mutilation in Nigeria are usually carried out within the first 8 days of life (Okoronkwo, 2000). Another study in Lagos showed that some of the operations are delayed until puberty or the first pregnancy (Akpaeti, 1998). Generally from literature reviewed, the time of mutilation never exceeded between the 8th days of birth to a few days before the labour of the first pregnancy. Mustapha (2001) described female genital mutilation as a gender-based violence, which is primitive, inhuman and barbaric act to the female folk. It has been described as a deliberate psychological, social and sexual damage to the females, which undoubtedly inflict an everlasting psychosocial, social trauma on the victim as long as she lives (UNICEF, 2003)

CHAPTER THREE

RESEARCH METHODOLOGY

Research design 
The researcher used descriptive research survey design in building up this project work the choice of this research design was considered appropriate because of its advantages of identifying attributes of a large population from a group of individuals. The design was suitable for the study as the study sought to examine the effectiveness of financial accounting and reporting on management decision making. 

Sources of data collection 

Data were collected from two main sources namely:

(i)Primary source and 

(ii)Secondary source 

Primary source:

These are  materials of statistical investigation which were collected by the research for a particular purpose. They can be obtained through a survey, observation questionnaire or as experiment, the researcher has adopted the questionnaire method for this study.

Secondary source:

These are data from textbook Journal handset etc. they arise as byproducts of the same other purposes. Example administration, various other unpublished works and write ups were also used. 

Population of the study 

Population of a study is a group of persons or aggregate items, things the researcher is interested in getting information on the study assessment of female genital mutilation in Nigeria. 200 staff of university of Benin teaching hospital (UBTH) was selected randomly by the researcher as the population of the study.

Sample and sampling procedure

Sample is the set people or items which constitute part of a given population sampling. Due to large size of the target population, the researcher used the Taro Yamani formula to arrive at the sample population of the study.

n= 
N

    1+N(e)2

n= 200

1+200(0.05)2
= 200

1+200(0.0025) 

= 200               200

1+0.5      =      1.5       = 133.
3.5
Instrument for data collection 

The major research instrument used is the questionnaires. This was appropriately moderated. They staff were administered with the questionnaires to complete, with or without disclosing their identities. The questionnaire was designed to obtain sufficient and relevant information from the respondents. The primary data contained information extracted from the questionnaires in which the respondents were required to give specific answer to a question by ticking in front of an appropriate answer and administered the same on staff of the organizations. The questionnaires contained about 16 structured questions which were divided into sections A and B.

 Validation of the research instrument

The questionnaire used as the research instrument was subjected to face its validation. This research instrument (questionnaire) adopted was adequately checked and validated by the supervisor his contributions and corrections were included into the final draft of the research instrument used.

 Method of data analysis

The data collected was not an end in itself but it served as a means to an end. The end being the use of the required data to understand the various situations it is with a view to making valuable recommendations and contributions. To this end, the data collected has to be analysis for any meaningful interpretation to come out with some results. It is for this reason that the following  methods were adopted in the research project for the analysis of the data collected. For a comprehensive analysis of data collected, emphasis were laid on the use of absolute numbers frequencies of responses and percentages.  Answers to the research questions were provided through the comparison of the percentage of workers response to each statement in the questionnaire related to  any specified question being considered.
Frequency in this study refers to the arrangement of responses in order of magnitude or occurrence while percentage refers to the arrangements of the responses in order of their proportion. 
The simple  percentage method is believed to be straight forward easy to interpret and understand method.

The researcher therefore choose the simple percentage as the method to use.

The formula for percentage is shown as. 
% = f/N x 100/1 

where f = frequency of respondents response 

N = Total Number of response of the sample 

100 = Consistency in the percentage of respondents  for  each item  contained in questions.

CHAPTER FOUR

PRESENTATION ANALYSIS INTERPRETATION OF DATA 

4.1 Introduction

Efforts will be made at this stage to present, analyze and interpret the data collected during the field survey.  This presentation will be based on the responses from the completed questionnaires. The result of this exercise will be summarized in tabular forms for easy references and analysis. It will also show answers to questions relating to the research questions for this research study. The researcher employed simple percentage in the analysis. 

DATA ANALYSIS 

The data collected from the respondents were analyzed in tabular form with simple percentage for easy understanding. 

A total of 133 (one hundred and thirty three) questionnaires were distributed and 133 questionnaires were returned.

Question 1

Gender distribution of the respondents. 

TABLE I 

	Gender distribution of the respondents

	Response
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Male
	77
	57.9
	57.9
	57.9

	
	Female
	56
	42.1
	42.1
	100.0

	
	Total
	133
	100.0
	100.0
	


From the above table it shows that 57.9% of the respondents were male while 42.1% of the respondents were female.

Question 2

The positions held by respondents

TABLE II

	The positions held by respondents

	Response
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	Doctors 
	37
	27.8
	27.8
	27.8

	
	Nurses 
	50
	37.6
	37.6
	65.4

	
	Midwives    
	23
	17.3
	17.3
	82.7

	
	Counselors  
	23
	17.3
	17.3
	100.0

	
	Total
	133
	100.0
	100.0
	


 The above tables shown that 37 respondents which represents 27.8% of the respondents are doctors, 50 respondents which represents 37.6 % are nurses, 23 respondents which represents 17.3% of the respondents are midwives, while 23 respondents which represent 17.3% of the respondents are counselors.

TEST OF HYPOTHESES

Female genital mutilation does not have any effect on the sexual habit of the girl child 

Table III

	Female genital mutilation does not have any effect on the sexual habit of the girl child 

	Response 
	Observed N
	Expected N
	Residual

	Agreed
	40
	33.3
	6.8

	strongly agreed
	50
	33.3
	16.8

	Disagreed
	26
	33.3
	-7.3

	strongly disagreed
	17
	33.3
	-16.3

	Total
	133
	
	


	Test Statistics

	
	Female genital mutilation does not have any effect on the sexual habit of the girl child 



	Chi-Square
	19.331a

	Df
	3

	Asymp. Sig.
	.000

	a. 0 cells (0.0%) have expected frequencies less than 5. The minimum expected cell frequency is 33.3.


Decision rule: 

There researcher therefore reject the null hypothesis that state that Female genital mutilation does not have any effect on the sexual habit of the girl child  as the calculated value of 19.331 is greater than the critical value of 7.82  
Therefore the alternate hypothesis is accepted that state that female genital mutilation does have a significant effect on the sexual habit of the girl child.
TEST OF HYPOTHESIS TWO

Government does not play any significant role in prohibiting female genital mutilation

Table V

	government does not play any significant role in prohibiting female genital mutilation

	Response 
	Observed N
	Expected N
	Residual

	Yes
	73
	44.3
	28.7

	No
	33
	44.3
	-11.3

	Undecided
	27
	44.3
	-17.3

	Total
	133
	
	


	Test Statistics

	
	government does not play any significant role in prohibiting female genital mutilation.

	Chi-Square
	28.211a

	Df
	2

	Asymp. Sig.
	.000

	a. 0 cells (0.0%) have expected frequencies less than 5. The minimum expected cell frequency is 44.3.


Decision rule: 

There researcher therefore reject the null hypothesis that  state that government does not play any significant role in prohibiting female genital mutilation as the calculated value of 28.211 is greater than the critical value of 5.99 
Therefore the alternate hypothesis is accepted that state that government does play a significant role in prohibiting female genital mutilation.

CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATION

5.1 Introduction

It is important to ascertain that the objective of this study was on assessment of female genital mutilation in Nigeria.

In the preceding chapter, the relevant data collected for this study were presented, critically analyzed and appropriate interpretation given. In this chapter, certain recommendations made which in the opinion of the researcher will be of benefits in addressing the menace of female genital mutilation.

Summary

This study has been able to assess socio-cultural factors that preserve FGM practice in some selected rural communities in Benin City. The study also show that they also have good understanding of what the procedure was all about showing that the continued practice of this act is not as a result of ignorance, but it might be due to long standing tradition. The main reason for the practice of female genital mutilation were social values, tradition, customs/culture and beliefs indicating that the practice is entrenched in tradition and social values showing that the practice is at the heart of the community. No wonder its continued practice in spite of the adequate knowledge and understanding of what the practice entails. Among the women and respondents, the social factors, social structures, cultural beliefs are main reason for their patronage. These are probably because, they are not aware of the demerits and its implication to increasing maternal and new born deaths. Also, various factors such as religious belief, age, marital status and occupation were found to be determinants of the continued support and practice of FGM in the study communities.

Conclusion

The mapping of residual spatial effects indicated that, the prevalence of FGM varied, differently, at state level. Individual factors such as education and community factors such as area and state of residence were strongly associated with FGM. FGM prevalence maps generated here could be a useful tool for policy design, monitoring and targeted intervention to eradicate this harmful practice in Benin City. Also, considering the economic implications of FGM in the policy design is important. Identifying and understanding environmental factors that are associated with state differences in FGM prevalence represents an important investigation to disentangle fully the influences of communities, ethnic and cultural factors on FGM. Both novel and less conventional methodologies including various data sources are required to broaden the view of environment at both individual women and community level. 

RECOMMENDATIONS

Haven completed the study, the researcher recommends that efforts of stakeholders in health should be geared towards planning and implementing aggressive programs aimed at creating more awareness on the negative effect of FGM and its practice. Capacity building should be organized for all cadres of health care providers to grossly know the elements of the practice of FGM and its implication to maternal and new born health. All governmental and non-governmental organizations should put hands on deck to eliminate this ugly trend. To this end, government at all levels should make policies, promulgate laws, and punish offenders of the practice of FGM and their supporters.

REFERENCE

Abacha, M. (2003). Abandon all Harmful Cultural Practices. WHO Newsletter, 13 (2); 5-6. 

Abubakar, I. (2004). Knowledge, Attitude and Practice of FGM in Amino Kano Teaching Hospital. Nigeria Journal of Medicine 13(3):224. 

Akpaeti, I. J. (2000). Female Circumcision in Nigeria. World Health Organization Forum. 9(4): 590 – 591. 

Amadigwe, U. (2004). Study of Knowledge and Practice of Female Circumcision among Ichi Woman in Ekwusigo LGA of Anambra State. 43 – 55. 

Arbesemen, M. Kahler, L. & Buck, G. M. (2003). Assessment of the Impact of Female Circumcision on Gynaecological, Genitor-Urinary and Obstetrical Health Problems of Women from Somalia; Literature Review and Case Studies. Women and Health, 20(3): 27 – 42.

 Assaad, M. B. (2002). Female circumcision in Egypt: Social implications, current research and prospects for change. Studies in Family Planning, 11(1) 3 – 16.

 Agugua, N. E. N. & Egwuatu, V. E. (2003). Female Circumcision: Management of Urinary Complications. Journal of Tropical Paediatrics, 28. 248 – 252. 

Black, J. A. (2000). Female Genital Mutilation in Britain: BMS. Basic management Style, 23(12): 10 – 14.

 Briggs, L. A. (2001). Socio-cultural Implications of Female Genital Mutilation in Nigeria. West African Journal of Nursing. 10(2): 124 – 126. 

Bashir, L. M. (2003). Female Genital Mutilation: Balancing Intolerance of the practice with the tolerance of culture. Journal of Women’s Health. 6(1): 11 – 14. 

Bardie, M. D. (2004). A Study of Female Circumcision in Eastern Nigeria: Its Medical Significance. Glasgow: Harper and Brothers Ltd. Bella, H. (2000). Female Circumcision. African Health, 2(6): 32. 63

 Balla, A. L. (2001). Psychological Effects of Female Genital Mutilation. Integrated Professional Journal of Nursing, 2(1) 45 – 59. 

Calder, B. I. Brown, Y. M. R. & Rae, D. I. (2003). Female Circumcision/Genital Mutilation: Culturally Sensitive Care. Healthcare for Women International, 14(3): 227 – 238. 

Defrawia, M. A., Loto, G. & Dandash, K. F (2001). Female Genital Mutilation and its Psychosexual Impact. Journal of Sex and Mental Health, 27(3): 465. 

Diop, N. J. & Askew, I. (2009). The Effectiveness of a Community – based Education Program on Abandoning Female Genital Mutilation/Cutting in Senegal. 

Dirie, M.A. & Landmark, G. (2002). Female Circumcision in Somalia and Women’s Motives. Acta Obstetrica et Gynaecological Scandinavica. 80(7-8): 581 – 585. 

Dorkenoo, E. & Elworthy, S. (2000). Female Genital Mutilation Proposals for Change. Minority Rights Group London. 43. 

El Dareer, A. (2002). Epidemiology of Female Circumcision in Sudan. Tropical Doctor, 13, 41 – 45.

 Ezenduka, P. O. (1996). Issues in Female Circumcision. Unpublished Seminar Paper. 40 – 54.

 Federal Republic of Nigeria (2007). Official Gaziette, 24(94), p.185. 

Glanz, R. & Lewis, T. (2005). The Effect of Female Genital Mutilation to Women: Its Implication to National Development. 

Health System Development Project 2 (2008). Bulletin for Health 55(78). 

Hicks, E. K. (2004). Infibulation: female mutilation in Islamic North Eastern African. New Jersey: New Bruswick Transaction Publishers, 318. 

Hicks, E. K. (2002). Infibulations: Female Mutilation in Islamic North Eastern Africa. New Jersey: New Bruswick Transaction Publisher, 318

APPENDIXE

QUESTIONNAIRE

PLEASE TICK [√] YOUR MOST PREFERRED CHOICE(S) ON A QUESTION.

SECTION A

PERSONAL INFORMATION

Gender

Male [  ]
Female [  ]

Age 

20-30

[  ]

31-40

[  ]

41-50   
[  ]
51 and above [  ]

Educational level

BSC/HND
[  ]

MSC/PGDE
[  ]

PHD

[  ]

Others……………………………………………….. (please indicate)

SECTION B

Question One: What are the socio-cultural factors that preserve FGM practice?………………………………………..

Question Two: Is the continued practice of FGM as a result of ignorance?

Yes

(  )

No

(  )

Undecided
(  )

Question Three: What are the reason for the practice of female genital mutilation?……………………………………………….

Question Four: What is the effect of female genital mutilation on the sex drive of the girl child?………………………………………………………….
Question Five: What is the role of the government in prohibiting female genital mutilation?………………………………………………………….
Question Six: What is the role of the government in prohibiting female genital mutilation?……………………………………………..

Question Seven:  What are the health implication of female genital mutilation?………………………………………………………….

Question Eight: Does female genital mutilation have any significant effect on the sexual habit of the girl child?

Yes

(  )

No

(  )

Undecided
(  )
Question Nine: Do government play any significant role in prohibiting female genital mutilation? 

Yes

(  )

No

(  )

Undecided
(  )

