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Female Genital Mutilation (FGM) or genital cutting, genital surgeries, excision or female circumcision
are synonyms for procedures involving partial or total removal of parts or all of the female genital
organs for cultural or non-medical purposes. It is often done before adulthood without consent and
awareness of possible complications, thus may be a form of violence against women. FGM affects more
than 100 million women with about 3 million annual cases globally. In Nigeria, it is widespread among
different tribes and religious groups. It is commoner among the poorly educated, low socio-economic
and low social-status groups. Although, UNICEF (2005) gave Nigerian national prevalence of 19%,
others gave prevalence ranging from 1.5%-61%. It is a preventable public health issue with significant
reproductive consequences. This paper reviewed books and journal articles retrieved using the
catalogues of the KIT and Vrije University libraries. Internet search was done using search engines and
data was retrieved from the WHO, Social Science and Medicine websites and Nigeria Demographic and
Health Survey (NDHS). The determinants of FGM were reviewed using the Lalonde (1974) model which
include environment (socio-cultural, economic, and physical), health and hygiene, biologic and lifestyle
determinants, other determinants like gender, globalization, religion and politics were used as
framework to study factors which contribute to the continuation of FGM. The main determinants in
Nigeria were environment, gender and healthcare. FGM occur in all geo-political zones in Nigeria. The
trend to ‘medicalise’ FGM is worrisome and willingness of some mothers including health workers to
perpetuate it shows the complexity of the determinants. Gender inequity and female subjugation as root

causes of FGM should be tackled using advocacy, female education and economic empowerment.
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INTRODUCTION

Female Genital Mutilation (FGM) or genital cutting,
genital surgeries, excision or female circumcision are all
synonyms used to describe procedures involving partial
or total removal of parts or all of the female genital
organs for cultural or non-medical purposes (Slanger,
2002; Heijll, 2001). WHO defines it as “all procedures
involving partial or total removal of the external female
genitalia or any injury to them for socio-cultural and non-
therapeutic reasons”. Usually it is performed before 15
years of age and may be a form of violence against
women since it is done often without their consent and
awareness of possible complications (WHO, 2007). It is
done by traditional practitioners and barbers often using
unsterile tools in unhygienic places. More recently, some
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medical personnel are getting involved (Maurice, 2006).
FGM dates from Pharaonic era of about 5000 years ago
(WHO, 2007;Dorkenoo,1994) and was classified by WHO
(2007) according to the extent of the procedure (see
appendix). There is yet no consensus concerning the
definition and classification of FGM. Ethnologists often
believe that women prefer neutral, non-judgmental words
like “genital cutting” as against “mutilation” (WHO, 2007).
Globally, FGM affects about 100-140 million women
and additional 3 million undergo it annually (Maurice
2006; WHO, 2007). It is practiced in forty low to medium
income countries, twenty-eight in Northern Sub-Saharan
Africa especially Egypt, Sudan, Somalia, Mali, East Africa
and Nigeria. It is reported in Yemen and some parts of
India (WHO, 2007; Slanger, 2002; Menken, 2006; Hejjl,
2001). Migration from these places has made FGM a
topical issue even in developed world like Europe and
America (Bosch, 2001) where there were attempts by



immigrants from these countries to perpetuate it
regardless of existing legislation (Bosch, 2001; Maurice
2006; Rahman, 2000). It is a preventable public health
issue.

In Nigeria, the practice of FGM is widespread among
tribes and religious groups where the milder forms are
done except in the south-south region where infibulation-
the total closing of the vulva is done but usually after age
five (NDHS, 2003). It is done more among the poorly
educated, low socio-economic and low social-status
groups (NDHS, 2003; Anuforo, 2004; Caldwell, 1997).
Although, UNICEF (2005) gave the national prevalence
of 19%, Rahman (2000) estimated 60%. The Demograhic
Health Survey of Nigeria (2003) found a prevalence of
FGM of 61% among Yoruba, 45% among Ibo and 1.5%
among Hausa-Fulani tribes, thus making it a greater
problem in Southern Nigeria. Globally, the age in which
FGM is performed is falling (WHO, 2007; Adeokun 2006)
and NDHS (2003) found that the prevalence of
circumcision among the youngest women was 13%
compared to 28% among the oldest, indicating a fall. The
age varies with tribes and the cultural reasons given for it.
However, in Yorubas of Southwestern region, it is done in
infancy usually before the first birthday (NDHS, 2003).
Some Ibos, Edo and Ketu-Yorubas perform it around
puberty or just before marriage (Myers, 1985; Caldwell,
1997), while others do it in pregnancy or after first
delivery often with serious complications (Adetoro,1986).

FGM is associated with physical, obstetric and
psychosexual complications. Early complications include
haemorrhage, shock, infections, fistulae, trauma to
surrounding tissues and death. Later ones are
dyspareunia, apareunia and anorgasmia (WHO, 2006,
Elnashar, 2007; Nwanjei, 2003). Infections like Human
Immunodeficiency Virus (HIV) and hepatitis may occur.
Circumcision is a likely cause of HIV reported in cohorts
of male and female virgins in East Africa (Brewer, 2007).
It is also associated with postpartum haemorrhage,
perineal tears and poor perinatal outcome (WHO, 2006;
Slanger, 2002; Eke,1999). This put extra burden on an
already stressed health sector. Some complications are
fatal and the economic cost though unquantifiable is high,
since the home and society revolve around women
(Mohammed, 2000). Male partners of women who had
FGM also suffer from trauma to their penises, apareunia
and psychosexual dysfunction (Almroth, 2001). Reports
showed that some had to use drugs like Hashish before
facing the ordeal of sex (Dorkenoo, 1994). The objective
of this paper is to review the scope of FGM in Nigeria and
the various determinants.

METHODOLOGY
Search Strategy

This paper reviewed books and journal articles retrieved
using the catalogues of the KIT and Vrije University
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libraries. Internet search was done using the PubMed,
Google and Google Scholar Search engines. We also
retrieved data from the WHO, Social Science and
Medicine websites and Nigeria Demographic and Health
Survey NDHS of 2003. Finally, we drew from the
experience of the ostetrician gynaecologist practising in
Nigeria.

In addition to using the Lalonde (1974) model which
include environment (socio-cultural, economic, physical),
health and hygiene, biologic and lifestyle determinants,
we used other determinants like gender, globalization,
religion and politics which interrelate and contribute to the
continuation of FGM.

DISCUSSION OF FINDINGS

The review of accessible literature showed many
determinants which have been grouped mainly into
environmental, health, biologic, lifestyle, globalization,
gender, religion and politics. This has been compared
with determinants of FGM in other countries involved in
the practice.

ENVIRONMENTAL DETERMINANTS
Socio-Cultural Determinant

Socio-cultural determinant is the major determinant of
FGM. It also influences lifestyle and behavior. Many
people continue FGM because it is part of the societal
norms handed down by their mothers and grandmothers
and any attempt to discontinue the practice is met with
societal pressure and risk of isolation (Babatunde, 1998,
Rahman 2000, Mohammed 2000). According to Maria
Gabriella De Vita of UNICEF cited in Kelly (2006)
“Female genital mutilation or cutting may be considered a
social convention which is ensured through non-written
system of rewards and punishments”.

FGM creates a tribal identity especially in a multi-tribal
country like Nigeria, where different tribes have different
reasons and timing for FGM (Anuforo, 2004; Myers,
1985; Caldwell, 1997). This is similar to Abangussi tribe
of Kenya who felt the practice made them superior to the
neighboring non-circumcising tribes (Chege, 2001). FGM
is an important socialisation rite for girls, they are taught
about womanhood as defined by their tribe and
celebrations usually follow (Rahman, 2000; Adjetey,
2005).

In many tribes who perform FGM around puberty or
menarche, it is considered a “rite of passage” symbolizing
transition from asexual childhood to sexual adulthood
(Ebong, 1997; Myers, 1985; Chege, 2001) with new
privileges and responsibilities including marriage and
childbirth (Babatunde, 1998). Among the Uhrobos and
Ketu-Yorubas of Southwestern Nigeria, FGM is done just
before marriage as a “fertility rite” (Nwanjei, 2003; Ebong,
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1997; Ehighiegba, 1998; Babatunde 1998). The excised
part is sacrificed to the ancestors who then give blessings
of fertility. Thus more children can work on the farms and
wealth is produced. The husband’s virility is also proven
(Babatunde, 1998). This however, is difficult to justify, as
FGM is known to cause infertility and perinatal mortality
(WHO 2006; Slanger, 2002; Nwanijei, 2003).

When done in the first pregnancy by some Yorubas
(Adetoro,1986) and Eastern Ukwuani tribes (Myers,
1985), it is mostly done to prevent contact of the baby’s
head with the clitoris, which is believed to cause death of
the baby during childbirth. This is the commonest reason
cited in my practice. According to Bodunrin (1999) and
Adeokun (2006), FGM also attenuate the sexual feeling
of the lactating mother as she is expected to abstain from
sex throughout the period so that “sperm does not
contaminate the baby’s breast milk”. It is interesting to
know that the man in this case is often polygamous and
is therefore not deprived by such prolonged abstinence. It
forms part of the rites for naming a baby or “suna’ among
the Nigerian Hausas, then it is often combined with
uvulectomy-“belu”(Mandara, 2004).

Socio —Economic determinants

One of the reasons for FGM is to ensure respectability of
a woman, thus enhancing her chances of marriage and
getting a better ‘bride price’ (Rahman, 2000; Myers,
1985; Chege, 2001; Caldwell, 1997). This is more
important in Southern Nigeria where FGM is linked with
preservation of virginity (See Gender). In Nigeria, just like
Sudan, FGM practice reduced as social status and level
of education increased (Anuforo, 2004; Nkwo, 2001;
Satti, 2006).

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; Walker, 1996). The trend now is to
“medicalise” the procedure by resorting to retired
midwives, nurses and even doctors since it is believed
that complications can be prevented (Eke, 1999;
Ugboma, 2004; Maurice 2006). It then provides a
significant alternative source of income. This only
propagates and ‘legitimises’ this harmful procedure and is
unacceptable (Rahman, 2000; Caldwell, 1997).

Physical environment

FGM is common in rural areas of Sub-Saharan Africa and
underdeveloped countries, (WHO, 2006; Dorkenoo,
1994). Since poverty, illiteracy and low social status are
rife in these areas, these people are more likely to follow
traditions (Anuforo, 2004; Adeokun, 2006; Myers 1985).

Health Service And Hygiene

Initially, organized health sector only managed various
complications caused by FGM done in villages and
homes. Medical staff now yield to cultural pressure or are
lured by monetary rewards thus doing the procedure
(Eke, 1999; Myers, 1985; Ugboma, 2004). The medical
regulatory bodies like Medical and Dental Council of
Nigeria, Nursing Council have major roles to play in
curtailing the practice. Unlike male circumcision which
has proven medical benefit, FGM is not promoted, taught
or encouraged. Therefore medical professionals involved
often do so clandestinely (Onuh, 2006). FGM adds to the
burden of care borne by hospitals by increasing the
transmission of HIV, hepatitis as well as pregnancy and
labour complications (Elshanar, 2007; Slanger, 2002;
WHO, 2006). However, 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 (Ebong, 1997, Ugboma, 2004). This is a reflection
of their inability to allow medical knowledge prevail over
custom.There is therefore a role for more qualitative
research to influence this practice through health
education and adequate counseling based on current
evidence.

Moreover, the uncircumcised clitoris is said to emit a bad
odour, itch or cause pelvic infection (Chege, 2001,
Anuforo, 2004). The female external genitals are believed
to be unsightly hence the cosmetic surgery. Therefore,
FGM is thought to purify a woman both physically and
spiritually so that children born to her are considered pure
and legitimate.

Lifestyle and Behavior Determinants

This is ones’ way of life. It includes choices or behaviours
of individuals that affect their health. FGM is usually not a
choice made by girls. The decision is made by parents,
grandparents, guardians and members of the extended
family claiming to act in the girl’s best interest (Myers,
1985; NDHS, 2003). Some are unaware that they had
undergone FGM (Onuh, 2006; Dare, 2004). Sexual
promiscuity and virginity preservation are lifestyle choices
that should be left to individuals. Studies have shown that
circumcised girls may be promiscuous since they believe
they can have sex without losing their virginity. They also
feel they are more matured, desirable and superior to
uncircumcised girls (Nwanjei, 2003). Some get pregnant
in spite of infibulation (Walker, 1996).



Biological Determinants

The unique female anatomy makes FGM potentially
dangerous, unlike male circumcision (Rahman, 2000;
Caldwell, 1997) which was found to be protective against
penile cancer and HIV (Fergusson, 2006; Brewer, 2007).
In some cultures, a girl is seen as “Bisexual” with
antagonistic genital organs that require excision for
proper sex identification (Rahman, 2000; Heijll, 2001;
Adjetey, 2005). Although the clitoris enlarges in some
rare medical conditions (Mandara, 2004), this cannot
justify this belief.

Gender Determinants

FGM is a model of gender inequity 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; Rahman, 2000). In practice
however, FGM is known to have the opposite effect of
increasing sexual experimentation (Nwanjei, 2003,).
Myths arose out of fear of female “hypersexuality” and
the erect female clitoris believed to challenge male
supremacy and thus must be destroyed (Dorkenoo, 1994;
Bodunrin, 1999; Walker, 1996). The clitoris was therefore
“remnant of the toothed vagina which chews up the erect
male penis” (Walker, 1999) or secretes a poison that is
fatal during sex (Dorkenoo,1994; Chege, 2001). It may
not only obstruct passage of the erect penis, but also of a
baby at delivery (Bodunrin, 1999; Walker, 1996).
Moreover, it is believed that some procedures like
infibulation tighten the vagina hence enhancing male
sexual satisfaction (Walker, 1996; Dorkenoo, 1994;
Bodunrin, 1999; Mohammed, 2000). This presupposes
that women have no major role beside pleasing men and
marriage is her ultimate goal. Women are believed to
support and contribute to the continuation of FGM but
men often pay and want to be married to circumcised
women (Caldwell, 1997). FGM is believed to make
women respectable and improve their chances of
marriage (Rahman, 2000) and cultures that promote it
are often patriarchal with polygamous men (Rahman,
2000; Dorkenoo, 1994; Caldwell, 1997; Myers, 1985).
However men also suffer from FGM.

Although feminists like Walker (1996) view FGM as
violent subjugation of women, others argue that it is
equivalent to male circumcision (Caldwell, 1997). The
latter is usually a religious rite not known to cause as
many complications as FGM (Rahman, 2000).
Surprisingly, though men are accused of enforcing the
ritual, some women promote it and are less likely
discontinue it (Gage, 2006; Ebong, 1997; Anuforo, 2004).
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Religion Determinants

FGM was in Africa before Islam and Christianity. It is
practiced by animists, Muslims and Christians. Although
there is no evidence supporting religion as the origin of
FGM, it is more prevalent in Muslim countries, and more
severe variants are performed there (Satti 2006,
Mohammed, 2000; Dorkenoo1994). Islam, unlike
Christianity assimilated some African traditions including
FGM, thus it is identified with muslims (Rahman, 2000). It
has been a subject for debate among Islamic clerics with
some believing it is “sunna’(tradition) while others deny
any supporting evidence in the Quran (Mandara 2004,
Anuforo, 2004; Satti, 2006). However, since it aims to
curb female “hypersexuality” support is implied especially
in Islam (Walker, 1996). Unlike male circumcision, the
Bible and Torah did not mention FGM (Mohammed,
2000; Rahman, 2000).

Globalisation

Globalisation is making FGM an issue even in developed
world, which were initially “immune” to it. Women migrate
to these places either for economic reasons or as
refugees during war. They then present to hospitals
suffering from complications of severe FGM like
infibulation (Bosch, 2001; Anuforo, 2004). Also, they may
arrange clandestinely for their daughters to have FGM in
these countries often with fatal complications. Others
seek asylum in Western countries, in order to avoid
forced FGM in their countries (Anuforo, 2004; Bosch,
2001; Walker, 1996). Moreover, some people have
surmised that the term FGM be extended also to other
non-therapeutic cosmetic procedures on female genitals
done in developed countries (Walker, 1996).

Political

FGM has always been a symbol of cultural autonomy, so
attempts to stop it by white colonialists and missionaries
were frustrated. Political leaders like late Kenyatta used
the issue to garner public support, while Thomas Sankara
of Bukina Fasso opposed it (Walker, 1996). It is obvious
that political and religious leaders often determine the
future of FGM. In 1999, Edo state of Nigeria passed the
bill on stopping FGM. The National Assembly is currently
working on a bill against the procedure (Raufu, 2002).

LIMITATIONS

This is a review article based on available secondary
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data from published literature including grey literature like
theses. There are other questions that can only be
addressed by using primary data from both qualitative
and quantitative research in Nigeria in the nearest future.

CONCLUSION

FGM is a deeply entrenched socio-cultural practice in all
geo-political zones in Nigeria as in some other countries.
The main determinants are environmental, gender and
healthcare. The trend to ‘medicalise’ FGM is worrisome
and willingness of some mothers including health workers
to perpetuate the practice shows the complexity of the
determinants. In spite of awareness of its complications
and declining prevalence, the practice continues. Gender
inequity and female subjugation are root causes of FGM.
These should be tackled using advocacy, female
education and economic empowerment tools if FGM
must be eradicated.
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Appendix

WHO (2007) CLASSIFICATION OF FGM

Type I: Involving excision of the prepuce of clitoris with or without part or the whole clitoris.
This is also called “Suna” meaning tradition and is the mildest form.

Type II: Excision of clitoris with partial or total excision of labia minora.

Type llI: Excision of part or all of the external genitalia with the stitching or narrowing of the
vaginal opening. Also called infibulation. Pharaonic or Sudanese circumcision.

Type IV: ‘Unclassified’ used for all other procedures like pricking, piercing , incision of clitoris
with or without scraping of tissues around introitus (“angurya”) or incisions made into the
vagina (“gishiri cuts” which is common in Hausas of Northern Nigeria). All procedures that
cause bleeding with the intention of tightening the vagina and others defined as FGM.

Source: WHO, 2007. Female Genital Mutilation.
http://www.who.int/reproductive-health/fgm/ accessed 23/10/2007




