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ABSTRACT 
Background/Aim: Female Genital Mutilation (FGM) is a harmful practice 

involving the partial or total cutting of the external female genital organs or 

other injuries to the female genitalia for non-medical purposes. The views 

and attitudes of women towards FGM are widely researched and known. 

However, very little empirical research has been conducted to attempt to 

explain the views of men about the practice. This research was therefore 

undertaken to empirically investigate the knowledge, views, and attitudes of 

men from the Igbo tribe of Nigeria towards FGM. 

Methods: A mixed methods approach involving a survey and in-depth 

interviews was employed for this study. The study was conducted amongst 

Igbo men aged 18 years and older who are indigenes and currently living in 

Uturu, Nigeria, in 2017. Data were collected sequentially. 250 questionnaires 

were distributed, of which 215 were completed and returned, giving a high 

response rate of 86%. In-depth interviews were conducted for 10 

participants. Bivariate and binary logistic regression was conducted for the 

quantitative data using the Statistical Package for Social Science (SPSS 

version 24), while thematic analysis was carried out for the qualitative data 

using NVivo version 11 software.  

Results: The study showed that the sociodemographic predictors of 

favouring FGM continuation include age, education, and occupation. The 

protective factors include mass media and having a Christian faith. Believing 

that FGM is a religious requirement that increases marriageability of girls, 

enhances cleanliness/hygiene, and improves male sexual satisfaction, 

significantly (p < 0.05) predicts men’s view of favouring its continuation.  
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Conclusion: The study provides evidence to suggest that some Nigerian 

Igbo men’s view of FGM is less than favourable. As an outcome of this study, 

an explanatory funnel model of factors influencing Igbo men’s views on FGM, 

which is grounded in both modernisation and masculinity theories was 

developed. The model presents measures to be put in place both at the 

individual and community levels, which may contribute even further to FGM 

decline. Findings from this study also demonstrate the importance of using a 

mixed methods approach to gain a broader understanding of men’s 

knowledge, views, and attitudes towards FGM continuation. This is the first 

mixed methods study to investigate Igbo men’s views of FGM, so this study 

is methodologically unique. 

Recommendations: In view of the findings, policy makers should focus on 

increasing access to media messages regarding the harmful consequences 

of FGM and develop more awareness campaigns against the practice and 

ensure access to higher education, particularly in rural areas to enhance 

employment opportunities. There is a need for sensitively designed health 

programmes for men to improve their knowledge of the normal structure and 

functions of the female reproductive system and, also, to offer psychosexual 

therapy to the affected male members of practising communities. 
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OPERATIONAL DEFINITION OF TERMS  

Abuja: Capital of Nigeria. 

Ahụike bụ akụ: The Igbo phrase for “health is wealth”. 

Attitude: A feeling or opinion about something or someone, or a way of 

behaving that is caused by this (feeling). 

Autonomous community: A first-level political and administrative division of 

the state having a significant degree of self-governance in matters relating to 

internal and local affairs of the community. 

Code: A descriptive label assigned to extracts raw data in a process known 

as ‘coding’. 

Culture: Values, belief and behaviour that characterised and inform a social 

group of people or a society as a whole (for example the Igbo tradition). 

Demographic and Health Surveys (DHS): Nationally representative 

household surveys that provide data for a wide range of monitoring and 

impact evaluation indicators in the areas of population, health, and nutrition. 

Ezieke: The name of a group of families in one autonomous community in 

the study setting. 

Female genital mutilation (FGM): The practice (traditional in some cultures) 

of partially or totally removing the external genitalia of girls and young 

women for non-medical reasons. 

Ibi ugwu: To cut. 
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Igbo: An ethnic group of south-eastern Nigeria. They speak the Igbo 

language. The Igbo people are one of the largest ethnic groups in Nigeria. 

Ituime: To get pregnant. 

Iza: A small village in the study setting inhabited by people from the northern 

part of Nigeria. 

Kwa: Refers to words such as also, likewise, and similar. 

Mutilation: To severely damage the body of a person or animal. 

NVivo: A computer software program used by qualitative and mixed-

methods researchers for coding small or large volumes of data. The software 

package is produced by QSR international. 
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Sunna: A less severe form of FGM which involves the cutting of all, or parts 

of the clitoris, believed to originate from Islam. 

Themes: Concepts that describes sections of data. 

 

 



xx 
 

LIST OF ABBREVIATIONS 

The abbreviations listed below were used in this thesis: 

AAP - American Academy of Pediatrics 

AAS - American Anthropological Society 

AWHC - African Women’s Health Center 

BBC - British Broadcasting Corporation 

BMA - British Medical Association 

BWH - Brigham and Women’s Hospital 

CDC - Centers for Disease Control and Prevention 

CEDAW - Convention on the Elimination of all Forms of Discrimination 

Against Women 

CINAHL - Cumulative Index of Nursing and Allied Health 

DHS - Demographic and Health Surveys  

DoS - Director of Studies 

EIGE - The European Institute for Gender Equality 

FC - Female Circumcision 

FGC - Female Genital Cutting 

FGM - Female Genital Mutilation 

FORWARD - Foundation for Women’s Health Research and Development  



xxi 
 

GAO – Government Accountability Office 

H – Hypothesis 

ICCPR - International Covenant on Civil and Political Rights  

ICESCR - International Covenant on Economic, Social and Cultural Rights 

INEC - Independent National Electoral Commission 

MICS - Multiple Indicator Cluster Surveys 

NDHS - Nigeria Demographic and Health Survey 

NIPC - Nigerian Investment Promotion Commission 

NPC - National Population Commission 

PCA - Principal Components Analysis 

PEO - Population, Exposure and Outcome  

PRISMA - Preferred Reporting Items for Systematic reviews and Meta-

Analyses 

RCT - Randomised Controlled Trial 

SDG - Sustainable Development Goal 

SEM - Socio-Ecological Model 

SHHS - Sudan Household Health Survey 

SLDHS - Sierra Leone Demographic and Health Survey 

SNS - Social Network Sites 



xxii 
 

SPSS - Statistical Package for Social Sciences 

TAFE - Technical and Further Education 

TBAs - Traditional Birth Attendants 

UDHR - Universal Declaration of Human Rights 

UK – United Kingdom 

UN - United Nations 

UNFPA - United Nations Population Fund 

UNICEF - United Nations Children’s Fund 

US - United State 

USA - United State of America 

USAID - US Agency for International Development 

VAPP - Violence Against Persons Prohibition 

VIF - Variance Inflation Factor  

WFP - World Food Programme 

WHO - World Health Organisation 



Introduction 

1 
 

CHAPTER ONE: AN INTRODUCTION TO THE RESEARCH 

1.0 INTRODUCTION 

This chapter introduces the research. It presents the historical background, 

study justification, key research questions, aim, and objectives of the study. 

The scope of the research, the study design, contribution to the existing body 

of knowledge, followed by an outline of chapters are also presented in this 

first chapter. These features set the stage for the enquiry into Female Genital 

Mutilation (FGM) and provide a point of reference against which the outcome 

of this research can be assessed. FGM is a harmful procedure still practised 

in Nigeria and other African countries regardless of the health consequences 

associated with it. The practice of FGM is reported to occur around the world 

with approximately 130 million girls and women having experienced FGM 

globally (United Nations Children’s Fund (UNICEF), 2013). 

This high prevalence rate in the practice has created the need to implement 

measures such as policies and campaigns that will help to halt the culture of 

FGM. However, efforts employed to stop FGM have only driven the practice 

further into secrecy, exposing girls to FGM at a much younger age in order to 

avoid detection in countries where the practice is criminalised (Kandala and 

Komba, 2015). Consequently, extended family and community members 

may be unaware of the practice when it takes place secretly or lacks 

substantial evidence of it occurring (Gangoli et al., 2018). The successful 

identification of appropriate measures to end the practice of FGM and the 

effectiveness of their application is therefore dependent on an in-depth 

understanding of the views and attitudes of members of practising 
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communities concerning the tradition. This is to enable understanding of the 

cultural underpinnings of FGM, and therefore the development and 

implementation of sensitive intervention programmes that will address the 

core values and enforcement mechanisms that sustain the practice. 

Importantly, understanding the views of members of practising communities 

regarding FGM will ensure that programmes designed to change attitudes 

towards the practice and eradicate it are acceptable to those who want the 

practice to continue. 

Attitudes and perceptions of FGM vary widely by age, gender, location, 

ethnicity, education, and place of birth. For instance, in a qualitative action 

research study conducted with seven focus groups of 50 men from six 

African countries living in Italy, Catania et al. (2016) reported that different 

attitudes and views about FGM exist among participants from different 

countries and those within the same community. To this end, research has 

been (and continues to be) undertaken to understand men and women’s 

views of FGM (Ashimi and Amole, 2015; Catania et al., 2016) and to identify 

factors perpetuating its continuation in practising communities (Berg and 

Denison, 2013). Therefore, this study investigates Nigerian Igbo men’s views 

of FGM. 

1.1 FGM: THE PRACTICE 

FGM, also known as female circumcision, excision and genital 

cutting/mutilation (Centers for Disease Control and Prevention [CDC], 2016), 

involves part or total maiming/removal of the clitoris, labia majora, labia 

minora, narrowing of the vaginal opening and other harmful procedures to 
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the female genitalia for nonmedical reasons (World Health Organization 

[WHO], 2016). The clitoris, which is a sensitive organ, plays a vital role in 

female sexual stimulation. Mutilating or cutting parts of the healthy normal 

clitoris will therefore damage the sexual response of women. As such, 

women who have undergone FGM may experience decreased sexual 

satisfaction and sexual desire (Berg and Denison, 2012; Anis et al., 2012). 

Furthermore, the practice has no medical or health benefits; rather evidence 

indicates that it is associated with several health consequences which are 

discussed in Chapter Two of this thesis. 

FGM has been identified among different ethnic and religious groups, 

including Christians, Jews, and Muslims. It is still practised in 30 countries in 

Africa, in a few countries in Asia, the Middle East (WHO, 2018), and among 

certain immigrants and refugee settlers in Europe and North America 

(UNICEF, 2013). The practice is generally performed on females at different 

ages ranging from infancy, through adolescence to adult women before or 

after marriage (UNICEF, 2013). In Nigeria, it is mainly performed on girls 

three days after birth or delayed for two to 12 months after delivery 

depending on the health condition of the baby (Ashimi and Amole, 2015). For 

instance, Garba et al. (2012) studied mothers of female infants attending 

routine immunisation in a hospital in Nigeria and reported that the mean age 

for circumcision was at eight days old. 

In developing countries, FGM is mostly carried out in unhygienic conditions 

and without anaesthesia, by traditional circumcisers who are usually not 

medically trained (Reisel and Creighton, 2015). This type of circumcisers 
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may include local barbers, traditional birth attendants (TBAs), such as 

unqualified nurses or midwives, also known as Daya in Egypt and the Sudan 

(Dorkenoo and Elworthy, 1992; Garba et al., 2012). In northern Nigeria, male 

barbers also perform FGM on girls because of their skills with handling sharp 

cutting instruments. However, the surgery is commonly performed by 

influential elderly women, but rarely by the mother of the girl to be 

circumcised (Mberu, 2017). The procedure is traditionally performed using a 

non-medical instrument such as a saw-toothed knife, razor blades, pieces of 

glass, scissors or, rarely, sharp stones (Odukogbe et al., 2017). In some 

African countries, FGM is usually associated with traditional ceremonies 

involving cultural dance, decorations and celebrations, which are performed 

before or after girls are circumcised (Shell-Duncan et al., 2011). The ritual 

surrounding the practice is believed to enhance community socialisation and 

collaboration (Shell-Duncan et al., 2011; Catania et al., 2016), hence making 

the discontinuation of the practice very difficult. Given the diverse nature of 

the practice, arguments exist among scholars about its origin. The next 

section discusses the historical background of FGM. 

1.1.1 Historical context of FGM 

The historical background of FGM is not properly known. It is uncertain when 

the tradition was first practised and there is no documentary evidence of its 

origin. There are differing accounts of where and when the practice began. 

Some researchers suggest that FGM might have originated in ancient 

Greece, Rome, Pre-Islamic Arabia, and the Tsarist Russian Federation 

(Brighouse, 1992; Eke, 2000; Tag-Eldin et al., 2008). The slipping of one or 

more rings through the labia majora of female slaves by the Romans to 
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prevent them from having sexual intercourse and getting pregnant 

(Brighouse, 1992), and the Scoptsi sect in Russia who also practised FGM in 

order to ensure women’s virginity (Eke, 2000), are examples. Conversely, 

others believe that the tradition was first practised as a custom or ritual more 

than 4000 years ago in ancient Egypt as a sign of distinction amongst the 

aristocrats (Dorkenoo and Elworthy, 1992; Izett and Toubia, 1999; Tag-Eldin 

et al., 2008). For instance, evidence of FGM has been found among ancient 

Egyptian mummies (mummified Egyptian Pharaohs) from the Fifth Century 

BC (Izett and Toubia,1999). This evidence therefore suggests that the 

practice of FGM dates as far back as the Fifth Century BC. 

Dorkenoo (1994), however, suggests that the cultural practice of FGM 

originated around 3100 B.C. in Sub-Saharan Africa and was used by certain 

ethnic groups as a ritual puberty rite – a cultural event that symbolises one’s 

transition into maturity. This point of view was acknowledged by Momoh 

(2004) and Wassuna (2000) who suggest that FGM has its origins in Africa 

and was only adopted by Islam during the conquest of Egypt in 742 AD. 

Additionally, Wassuna (2000) alludes to how the practice of FGM started at a 

point in time when there was great importance placed on maintaining the 

virginity and virtue of African women, and that the emphasis placed on 

women’s chastity then formed a part of the African tradition and culture. 

Momoh (2004) further argues that FGM evolved from ancient times in 

primitive communities that wanted to establish control over the sexual 

desires of their female members. 

These contradictory reports indicate that there is no single historical account 

of the tradition and that throughout human history, and in all known 
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civilisations, there is evidence of FGM being practised in one form or 

another. For instance, in 163 B.C., a Greek papyrus made specific 

references to FGM (Morris, 1999). Similarly, in the Nineteenth Century, in the 

United Kingdom (UK) and the United States of America (USA), evidence 

exists that gynaecologists performed FGM on women to treat them for 

nymphomania, masturbation, insanity and other female ‘disorders’ (Webb, 

1995). Additionally, Whitehorn, Ayonrinde and Maingay (2002) stated that 

the medical justifications for performing clitoridectomy (the surgical removal 

of the clitoris) in the Nineteenth Century Britain was to cure ‘female 

disorders’ such as masturbation and sterility and that the then attitudes 

towards controlling woman’s sexuality were like those reported in African 

countries where FGM is currently practised. An example of such attitudes 

towards women’s sexuality includes the compelling of women in medieval 

Britain and Italy to wear chastity belts by jealous and wealthy husbands 

(Harris and Grigsby, 2010). 

Lastly, it has also been reported that the practice preceded the founding of 

Islam, Judaism and Christianity (Whitehorn, Ayonrinde and Maingay, 2002). 

These arguments indicate that FGM is not specifically associated with any 

religion, continent or era but practised worldwide in one form or another and 

for numerous reasons. These opposing reports about FGM also form part of 

the justification for conducting this research and is subsequently discussed in 

the following sections. 
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1.2 JUSTIFICATION FOR THE RESEARCH  

The role men play in the continuation of FGM may seem marginal in most 

settings in Africa and other practising countries, which has led to much 

research and prevention measures focusing on women and girls (Kaplan et 

al., 2013a). Similarly, studies have reported that men are often excluded 

from discussions regarding their daughter’s circumcision and do not take part 

in the actual practice. This is because FGM is believed to be performed by 

women, for women, affecting women’s bodies (Catania et al., 2016). 

Nevertheless, evidence indicates that some men may play an active role by 

encouraging its continuation or a passive role by preferring to marry women 

who have undergone the illegal surgery (Varol et al., 2014). For example, 

Garba et al. (2012) reported that traditional male barbers in Northern Nigeria 

carried out 80% of FGM among female infants. 

It was further reported that fathers were the main decision-makers regarding 

performing FGM on infants in Kano, Northern Nigeria (Garba et al., 2012). 

Indeed, men can play a vital role in the discontinuation of the practice if their 

views are considered and addressed. Women may subject their daughters to 

the procedure if they believe that: men support and want FGM to continue 

(Ouldzeidoune et al., 2013); to secure marriage prospects and economic 

security for their daughters (Varol et al., 2014); and to avoid being criticised 

(Johnson-Agbakwu et al., 2014). For instance, analysis of the Mauritania 

2000-2001 Demographic and Health Surveys (DHS) data revealed that 37% 

of women supported FGM because they thought men wanted the practice to 

continue (Ouldzeidoune et al., 2013). Similarly, marriageability and virginity 

preservation of girls, which suggest men’s acceptance of the practice, have 



Introduction 

8 
 

been reported as important reasons for continuing FGM in Nigeria (Garba et 

al., 2012; Ashimi and Amole, 2015). These attitudinal factors are discussed 

further in Chapter Two. 

Given that men can indirectly influence the practice by preferring to marry 

women with FGM, directly as fathers of young girls who undergo the 

practice, and as traditional and religious leaders of practising communities, 

the tradition will be difficult to eliminate without understanding the views and 

attitudes of men towards the practice. Understanding men’s attitudes 

towards FGM will help the development of intervention programmes that are 

sensitively designed to change their views and attitudes. Furthermore, the 

reliance on women and girls alone in previous research for information about 

FGM means that evidence for understanding the gender differences and 

cultural or contextual factors influencing its continuation is scarce. 

Understanding the motive behind the procedure from men’s perspective may 

be an avenue to ending FGM. For instance, in China men played a 

significant role in the abandonment of foot binding of girls, a practice with a 

similarly sociocultural underpinning to FGM (Broadwin, 1997). Hitherto few 

studies have investigated men’s views of FGM or have compared their 

opinions of the tradition with those of women (Mastrullo, 2012). Interestingly, 

this aspect of the custom is the least studied, more so in settings with a 

documented high prevalence rate of FGM, such as south-east Nigeria 

(National Population Commission (NPC) and ICF International, 2014). 

Additionally, the views and attitudes of Igbo men towards FGM have not 

been investigated despite their distinctive traditions, which are culturally 

different from other tribes in Nigeria (Igwe et al., 2018). Furthermore, as 
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Nigeria has recently enacted legislation against FGM (National Legislative 

Bodies and National Authorities, 2015), it is reasonable to assess the 

opinions of men who are leaders in Nigeria, husbands to women, and fathers 

to girls to whom FGM is being performed. 

In qualitative peer research conducted among 130 men and women in the 

United Kingdom (UK), Hemmings (2011) stated that because FGM is not 

openly discussed in practising communities, people are limited in the extent 

to which they can describe men’s views and attitudes towards the practice. 

Similarly, as Varol et al. (2015, p. 2) state: “very limited research exists about 

men’s views and influence on the decision-making process regarding FGM”. 

Furthermore, Kaplan et al. (2013a) supported this by stating that much is still 

unknown about the role men play in maintaining FGM, and that their views 

about the practice might bring important elements to understanding the 

context in which the culture occurs, as well as informing effective ways to 

involve men in FGM preventive programmes.  

While studies have been conducted among male immigrants residing in 

Europe and America (Gele, Johansen and Sundby, 2012; Catania et al., 

2016), their attitudes and perceptions of FGM, which have been influenced 

by the cultures of their host countries, differ from those in their home 

countries. As indicated by Varol et al. (2014), cultural practices are often 

discarded or modified when moving into a foreign country and new ones 

adopted according to the new values and norms upheld in the country. 

Therefore, there is very little published information on men’s knowledge, 

attitudes, and views of FGM, particularly among those currently living in 

south-east Nigeria. This is a gap which, if bridged, will be beneficial to the 
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abandonment of the practice of FGM, and may be an essential element in 

bringing Nigerian Igbo women to abandon the practice, due to the pervasive 

influence of men in their culture. 

Furthermore, the Igbos are predominantly patrilineal and patrilocal, and the 

community sampled in this study is a typical case. According to Onyishi et al. 

(2016) and Smith (2010), women’s social sexuality is highly restricted in Igbo 

society. For example, there is mild tolerance in casual sexual encounters for 

unmarried women. However, there is zero tolerance for married women 

engaging in extramarital affairs (Smith, 2010). Although married men can 

socially engage in adulterous relationships, the Igbo society expects married 

women to remain faithful to their husbands as unfaithfulness may bring 

shame and dishonour to the family (Smith, 2010). This therefore justifies 

Uturu as the study community for this study. 

Aside from the above-mentioned gap in extant literature, another aspect of 

the FGM phenomenon that requires clarity is the discrepancies that exist 

among studies regarding the views and attitudes of men towards its 

continuation (UNICEF, 2013). It is against this backdrop that this research is 

being undertaken to further the existing body of knowledge on men’s 

perspectives of FGM, and, in particular, the factors influencing its 

continuation from their point of view. This study intends to contribute to 

existing research on FGM by exploring the knowledge, attitudes, and views 

of Nigerian Igbo men about the practice. It is expected to help increase 

knowledge and understanding of the cultural and social underlying forces 

influencing the continuing practice of FGM in order to inform preventive 
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measures that might successfully accelerate its abandonment in south-east 

Nigeria. 

1.3 RESEARCH QUESTIONS 

This research has been undertaken to further the existing body of knowledge 

on Igbo men’s views of the continuing practice of FGM in Nigeria, and, in 

particular, the causal influences of its continuation. From the discussion 

above, the fundamental research questions that this study aims to answer in 

order to bridge the gap in knowledge are: 

1. What are the views of Igbo men about the continuation of FGM in 

Nigeria? 

2. What sociodemographic factors influence the views of Igbo men about 

the continuing practice of FGM? 

3. What social and cultural norms influence FGM continuance among the 

Igbo tribe of Nigeria, and how do they contribute to its continuation? 

1.4 PURPOSE OF THE RESEARCH 

The purpose of this research was to advance an in-depth understanding of 

FGM from men’s perspectives and also to attempt to elaborate on and clarify 

the relationship between sociocultural and sociodemographic characteristics 

of men residing in a rural community in south-east Nigeria and their views of 

the continuing practice of FGM. Respondents’ personal characteristics were 

divided into levels based on the Socio-Ecological Model (SEM) of violence. 

The first phase of the research adopted a quantitative survey to address the 

research questions. Information obtained from this first phase was explored 
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further in the second qualitative phase. The second phase used qualitative 

interviews to probe further and explore the reasons given for continuing FGM 

with a small number of the survey respondents to help explain them in more 

depth. Findings from both phases can be applied to the development of 

policies and programmes with the goal of eliminating the tradition. The next 

section presents the aim and objectives of this study. 

1.5 AIM AND OBJECTIVES 

While the views and attitudes of Nigerian women about FGM are widely 

researched and known, the opinions of men currently residing in south-east 

Nigeria are largely unknown. The aim of the research was thus to empirically 

investigate the views of Igbo men about the continuation of FGM in Nigeria. 

To achieve this aim, the study pursued the following objectives: 

1. To survey men’s views of the continuing practice of FGM in Nigeria; 

2. To assess the sociodemographic factors that perpetuate the 

continuing practice of FGM in Nigeria as perceived by men of the Igbo 

tribe; 

3. To learn, from the perspectives of men in the Igbo tribe of Nigeria, the 

social and cultural dynamics that perpetuate FGM and how they 

contribute to its continuation; 

4. To develop a framework of factors perpetuating the continuation of 

FGM in Nigeria as perceived by men from the Igbo tribe; and 

5. To recommend intervention strategies to address the factors that 

sustain the practice of FGM in Nigeria. 
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1.6 SCOPE OF THE STUDY 

The focus of this study is Nigerian men. However, it is expected that the 

study will draw from studies conducted on men and women from other 

countries (Fahmy, El-Mouelhy and Ragab, 2010; Berg and Denison, 2013; 

Kaplan et al., 2013a). FGM is a complex and sensitive phenomenon 

involving several inter-related causal factors (demographic, social and 

cultural factors) (Vissandjée et al., 2014). Due to the relatively limited 

research focus on men’s perspectives of FGM and the discrepancies among 

studies in relation to the factors perpetuating its continuation (as discussed in 

section 2.9.1), this research focuses on what men living in a rural community 

in south-eastern Nigeria perceive of FGM. In particular, this research pays 

attention to the justifications given for continuing FGM (for example, the 

cultural, religious and health reasons), which have persistently been 

associated with the practice in other practising communities. Given that FGM 

has been identified as a traditional norm as well as a religious practice in 

some communities (Ashimi, Amole and Iliyasu, 2015), this research focused 

on the views of Igbo men, including traditional and religious leaders, for data 

collection. 

1.7 RESEARCH DESIGN 

From the above research questions in section 1.3, it is evident that they are 

laden with the need for measurement and assessment. However, for an in-

depth understanding of men’s perspectives of FGM, an element of qualitative 

inquiry was incorporated in the study that resulted in an overall mixed 

methods research design. This research therefore adopted pragmatism as 
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the overarching research paradigm that dictated a mainly mixed methods 

inquiry for the study (Creswell, 2013). The explanatory sequential mixed 

methods approach involved a two-phase project in which a quantitative 

investigation preceded a qualitative inquiry (Creswell, 2014). Flick (2014) 

stated that an explanatory sequential mixed methods design is used when a 

researcher wants to generalise the study findings to a population and then, in 

a second phase, obtain a detailed view of the meaning of the phenomenon. 

The explanatory sequential mixed methods design was thus adopted to have 

the qualitative data help provide in-depth explanation of the findings 

identified in the quantitative survey. Creswell (2014) provides a typical 

procedure for this research design, which involves first the collection of 

survey data, followed by analysis of the survey data, and then the conducting 

of a qualitative interview with a group of individuals to help explain the survey 

results. This research emulates Creswell’s (2014) procedure, and this 

validates the suitability of the chosen research design (mixed methods 

approach) for this research. Briefly, a description and a diagram of the 

research process are presented in Figure. 1.1. 
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Figure 1.1: Overall research process 

 

The study commenced with an overall review of the prevalence of FGM 

worldwide with a particular focus on Nigeria. It then accentuated the 

prevalence of FGM in south-east Nigeria, and its health and economic 

implications. The literature review also focused on the current legislation and 

policies against FGM in Nigeria. The discrepancies among studies reporting 

on factors perpetuating FGM from men’s perspectives, and the justifications 

for the chosen theoretical underpinning of this study are also discussed.  

In line with deductive research, the literature review underpinned the 

development of a conceptualised model of factors perpetuating the 
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continuation of FGM form men’s perspectives. The model representing a 

conceptual formulation of how key factors influence FGM in Nigeria was 

verified empirically through a quantitative inquiry, which involved a 

questionnaire-based survey administered to Igbo men in a rural community 

in south-east Nigeria. The quantitative survey comprises of four main steps: 

development of a questionnaire for the survey; conducting a pilot survey for 

questionnaire pre-testing; population sampling; administration of the survey 

questionnaire; and data analysis. The survey findings informed the 

subsequent qualitative inquiry, which involved in-depth semi-structured 

interviews with a subsample of ten men from the population who took part in 

the survey. Subsequently, the findings from the quantitative and qualitative 

inquiry were consolidated by the development of an overall funnel model 

explaining Igbo men’s views of FGM. 

1.8 STRUCTURE OF THESIS 

The thesis consists of seven chapters, organised as shown in Figure 1.2. 

Chapter One presents the aim and individual research objectives. In Chapter 

Two, a review of the global prevalence of FGM is presented. The literature 

review continues by critically revising the social and cultural reasons given 

for continuing the practice of FGM in several countries and relevant literature 

on the sociodemographic characteristics influencing the practice based on 

the SEM of violence. Furthermore, the theoretical perspectives of FGM are 

explored. It also presents the conceptualisation of a mechanism by which 

sociodemographic, social, and cultural factors influence FGM. The 

development of a framework for explaining the practice of FGM is also 

presented in Chapter Two. 
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In Chapter Three, details of the research design adopted for the study are 

outlined. A survey that was followed by a qualitative interview is discussed in 

this chapter, including the arguments justifying the choice of this sequential 

mixed methods approach. Details on the sample selection strategy are 

provided, the limitations of the approach adopted for this research are 

discussed, including the validity and reliability of the research.  

Chapter Four presents the results of the quantitative survey and findings of 

the qualitative interviews. The findings of the quantitative and qualitative 

phases of the research are discussed in Chapter Five. Findings from the 

present study are compared with those of existing literature, and possible 

explanations are provided for discrepancies. The validation of the research 

process and findings are presented in Chapter Six and the overall aim and 

specific objectives of this research are revisited in Chapter Seven. Finally, a 

reflection of the whole research process and the limitations of the research 

are also presented in Chapter Seven. 
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 Figure 1.2: Structure of the thesis 
 

1.9 CHAPTER SUMMARY 

The health consequences (as discussed in section 2.5) of FGM have 

triggered researchers and intervention programme planners to focus mainly 

on women and girls. Consequently, studies investigating the role men play in 

the continuation of FGM as fathers, husbands, and community and religious 

leaders are limited. Moreover, due to the secrecy surrounding the practice, 
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there is a lack of open dialogue between men and women. Thus, false 

beliefs and expectations by women and men have perpetuated the practice. 

Men’s views about FGM need to be investigated, addressed if necessary and 

communicated to the women and communities where it is practised. Due to 

the diverse and sensitive nature of the tradition, factors perpetuating its 

continuation may vary according to the cultural and religious beliefs of 

practising communities. Therefore, intervention programmes need to be 

tailored to address the views and attitudes of practising communities.  

In reporting factors preserving FGM, studies have emphasised that 

understanding the forces underpinning the tradition is a necessary first step 

to the practice being renounced. Despite the established underlying 

mechanisms of the cultural practice, few studies have focussed on the 

practice from men’s views. As a result, detailed insights into men’s opinions 

of FGM and the associated sociodemographic risk factors (the likelihood of 

supporting the continuation of FGM) remain unclear and thus constitute gaps 

in knowledge. To bridge these gaps in knowledge, this study has been 

undertaken. This chapter has outlined the study aim and objectives. The 

research scope, justification and design applied have been briefly set out in 

addition to the research questions. Following the structure of the thesis, the 

next chapter presents a review of the prevalence of FGM, health 

consequences associated with the practice and policy against the tradition in 

Nigeria. It also discusses the definition of FGM, and other terminology used 

to describe the tradition. 
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CHAPTER TWO: REVIEW OF LITERATURE 

2.0 INTRODUCTION 

This chapter presents an overall review of literature in relation to the present 

study conducted in Nigeria and elsewhere. It presents a review of the 

prevalence of Female Genital Mutilation (FGM) worldwide with a specific 

focus on Nigeria. The types of FGM practised and the local terminologies 

used to describe the tradition in Nigeria are discussed. Chapter two also 

discusses the economic cost of the practice by highlighting the vast amount 

of money spent treating survivors as well as managing the health 

consequences associated with the practice. Furthermore, a critical review of 

the factors influencing FGM is also presented in Chapter Two followed by the 

research hypotheses and proposed conceptual framework for the study. This 

chapter begins by describing the types of FGM as classified by World Health 

Organization (WHO) and its definition as applied in this research. This overall 

review of the literature therefore sets the stage for the inquiry into FGM. 

Several definitions have been put forward to define the practice of FGM 

which are explored in the next section. 

2.1 DEFINING FGM 

Before reviewing the prevalence of FGM, it is important to define the term 

FGM. Kandala and Komba (2015) described FGM as a practice that involves 

the partial or total ablation of the external female genital organs for non-

medical purposes. The above description of FGM somehow narrows the 

practice to type 1 and type 2 as classified by WHO (see section 2.2). Type 3 
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FGM that involves suturing the labia together to create a narrow opening of a 

girl’s vagina is excluded in the above definition. A slightly different definition 

of FGM that included the justifications for performing the practice is that 

given by Toubia and Sharief (2003). Toubia and Sharief (2003, p.251) 

defined FGM as a:  

“…. traditional social practice of cutting parts of the external genitalia 

of girls or young women to uphold a cultural practice of a rite of 

passage into womanhood and also to curb women and girl’s 

sexuality.”  

This definition, though very precise, narrows the reasons for performing FGM 

to culture and control of women’s sexuality. According to the above 

definition, FGM is a traditional/social practice performed as a rite of passage 

into womanhood and to control women’s sexual desires. However, other 

reasons such as male sexual enjoyment and personal hygiene have also 

been given for performing the surgery on girls (Omolase, Akinsanya and 

Omolase, 2012; WHO, 2016). These reasons are discussed in section 2.9.2. 

Hence, a comprehensive definition is that offered by the WHO (2016, p.1), 

where FGM is defined as “all procedures that involve the partial or total 

removal of the external female genitalia, or other injuries inflicted to the 

female genital organs for non-medical reasons.” The WHO (2016) definition 

is adopted for this study because it helps to designate all non-medical 

practices done to the female genitalia as FGM. The practice of FGM is as 

complex as the various terms that describe it. The next section therefore 

discusses the types of FGM as described by the WHO. 
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2.2 TYPES OF FGM 

The WHO (2016, pp.1-4) has classified FGM into four typologies depending 

on the degree and severity of the mutilation which are: 

 “Type 1: referred to as clitoridectomy, is the partial or total cutting of 

the clitoris with or without the prepuce (the fold of skin surrounding 

the clitoris). 

 Type 2: referred to as excision, this involves the partial or total 

removal of the clitoris, the prepuce, and the labia minora (the inner 

fold of the vulva), with or without the removal of the labia majora 

(outer folds of skin of the vulva). 

 Type 3: also known as infibulations (Pharaonic circumcision), is the 

narrowing of the vaginal opening by cutting and repositioning the 

labia minora or the labia majora through stitching to create a covering 

seal, with or without the removal of the clitoris. A very small opening 

is left to allow for the flow of urine and menstruation. 

 Type 4: is all harmful operations to the female genital organs for non-

medical reasons such as vaginal piercing, pricking, incising, scraping, 

and cauterising.” 

The above description of the types of FGM is very detailed and may be 

useful in clinical observation and treatment. However, Reisel and Creighton 

(2015) suggested that in surveys that rely on self-reports, it may be 

challenging to identify precisely these typologies. This is as a result of the 

use of local terms to describe FGM, the different types of the procedure 
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performed in various communities, and that the genital appearance of some 

women who have undergone the surgery may not fit perfectly into a specific 

category as described by WHO (Reisel and Creighton, 2015; Creighton and 

Hodes, 2016). 

For example, as stated by the London Borough of Camden’s paediatrician for 

child protection, identifying the types of FGM performed on girls is not an 

easy task (Hehir, 2014). In this regard, UNICEF (2013) provided a less 

anatomical accurate classification of FGM which is simpler to understand, 

and easy for data collection. UNICEF (2013, p.48) classified FGM into four 

types which are:  

 “Cut, no flesh removed - describes type 4 FGM as categorised by the 

WHO. 

 Cut, some flesh removed - describes the cutting and removal of the 

clitoris, labia minora with or without the removal of the labia majora 

which corresponds with type 1 (clitoridectomy) and type 2 (excision) 

WHO classifications of FGM.  

 Sewn closed – describes infibulation which corresponds to type 3 

WHO classification of FGM. 

 Not determined/not sure/don’t know.” 

Although the UNICEF (2013) typology is easy to understand, the WHO 

(2016) classification of FGM is used in this study to refer to the practice 

because it is specific in terms of the genital organs removed and, more 

importantly, this study will not be collecting data to ascertain the various 

types of FGM. The section below discusses the different terms used by 
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international and local organisations to describe the tradition and provides 

justification for the adopted terminology. 

2.2.1 Terminology used to describe FGM 

The terminology used to describe the practice has raised ongoing debates 

among researchers, activists, and cultural relativists. The term Female 

Circumcision (FC) has been used to describe the practice given that in some 

societies, the practice involves the cutting of the genital parts of women and 

children (Cook, Dickens and Fathalla, 2002). However, in the 1980s, the 

term FGM became widely used to describe the practice (Porterfield, 2006). 

The advancement of feminist scholars and advocacy from multinational non-

governmental organisations and perhaps the influence of exposing young 

girls to the life-threatening forms of the cultural practice have resulted in the 

wide use of the term FGM. 

In the early 1970s, some United States (US) feminists discovered the 

practice of FGM in Africa and referred to it as “savage torture” or 

“unspeakable atrocities” forced on girls (Porterfield, 2006) and objected to 

the use of the term FC (UNICEF, 2013). This is because describing the 

tradition as FC may falsely mean that it is a similar practice to male 

circumcision. They argued that male circumcision is different from FC in that 

it is a religious requirement; it is legal and different in its physiological extent 

(Cook, Dickens and Fathalla, 2002). 

Conversely, some African scholars do not concur with this line of view and 

have questioned the use of words such as ‘barbaric’, ‘torture’ and ‘atrocities’ 

in relation to FGM (Hehir, 2014; Smith, 2014). Additionally, while 
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campaigning towards the abandonment of the tradition, African women have 

criticised Western feminists for their writings on the topic. For example, the 

Association of African Women for Research and Development (1983, p.217) 

stated: 

“In trying to reach their own public, the new crusaders have fallen 

back on sensationalism, and have become insensitive to the dignity of 

the very women they want to “save.” They are totally unconscious of 

the latent racism which such a campaign evokes in countries where 

ethnocentric prejudices are deeply rooted.” 

Hence, care should be taken in the use of terms when describing the 

practice, especially when campaigning or researching amongst practising 

communities as such language may be viewed as racist. According to Hehir 

(2014), name-calling an ancient ‘cultural tradition’ is insensitive. In light of 

this, in 1999, the UN Special Rapporteur on Traditional Practices drew 

attention to the risk of “demonizing” certain cultural and religious practices 

and, consequently, alienating communities (Warzazi and United Nations, 

2002). Similarly, Smith (2014) argued that the word barbaric meaning ‘not us, 

therefore against us and/or less than us’ should not be used to refer to a 

cultural practice that is not approved by the Western world. Although the 

term ‘mutilation’ confers condemnation and judgement of what is supposed 

to be an ancient practice, FGM is far more detrimental to the health and is an 

invasive procedure that involves the removal of a healthy genital organ than 

male circumcision (Population Reference Bureau, 2010). 
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Thus, the term Female Genital Cutting (FGC) or FC which is a less 

judgmental description of the practice (Cook, Dicken and Fathalla 2002), 

does not lay precise emphasises on the harmful nature of the practice. 

Hence, to distinguish it from male circumcision, the Inter African Committee 

on Tradition Practices Affecting the Health of Women and Children adopted 

the term FGM in 1990 (UNICEF, 2013). In addition, the word ‘mutilation’ 

meaning to disfigure, to cut off, or to harm severally, is more appropriate to 

describe the extreme forms of the tradition and emphasise that the cultural 

practice of FGM is a violation of basic human rights (Johnsdotter et al., 

2010).  

Therefore, to capture the importance of the term ‘mutilation’ at the policy 

level and, at the same time, recognise the significance of using non-

judgmental terms within practising communities, the term FGM is used to 

describe the practice in this thesis in addition to other terms such as FC 

(which is a more traditional terminology) were used during data collection 

and for designing the survey and interview materials. The other terms did not 

completely replace the use of FGM but were used when appropriate to 

describe the practice in this research. For instance, in this research, FGM is 

also referred to as a traditional/cultural practice (as described by the study 

participants) (see section 4.13.1.1) to ensure cultural sensitivity of the 

practice among international scholars and activists. In addition to the 

terminologies mentioned above, there are local terms used by members of 

practising communities to describe the tradition in Nigeria. Table 2.1 

presents these terms and their meaning. 
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Table 2.1 Local names used by different communities in Nigeria to describe 

FGM. 

Local terms  Meaning 

Angurya cut This involves the scrapping of the vaginal orifice (hymenectomy) 
and is similar to type 4 FGM 

Gishiri cut This involves the making of a longitudinal incision in the vaginal 
wall usually done to relieve obstructed labour. This procedure is 
similar to type 4 FGM 

Sunna This is similar to type 1 FGM. It involves the cutting of all or parts 
of the clitoris (clitoridectomy) 

Adapted from Rouzi (2013), Ashimi, Amole and Iliyasu (2015). 

Research conducted over the years has provided evidence of the prevalence 

of FGM which is reviewed in the next section. 

2.3 THE PREVALENCE OF FGM 

According to UNICEF (2016), an estimated 200 million women and young 

girls have been forced to undergo FGM in 30 countries. A multinational study 

on FGM conducted among women acknowledged the aforementioned 

reports by stating that the prevalence of FGM ranges from 2% to 94% in 10 

West African countries (Sipsma et al., 2012). It was also revealed that 1% to 

64% of the respondents had at least one daughter who had undergone the 

practice (Sipsma et al., 2012). Data from a large-scale nationally 

representative survey reported that FGM is highly practised in a cluster of 

countries from the Atlantic coast, in Africa, in the Middle East such as in 

Yemen and Iraq, and some countries in Asia such as India and Indonesia 

(UNICEF, 2016). 
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Due to migration and refugee movements, FGM has been reported to be 

practised in the United Kingdom (UK) and other Western countries, Australia, 

and the US (WHO, 2019). The ethnic minority communities who are believed 

to be most at risk of FGM in the UK are from Somalia, Egypt, Eritrea, 

Ethiopia, Gambia, Iraq, Kenya, Kurdistan, Liberia, Mali, Nigeria, Northern 

Sudan, and Sierra Leone (British Medical Association [BMA], 2011). Given 

that there are no national representative survey data for FGM in developed 

countries (European Institute for Gender Equality [EIGE], 2013), the reliability 

of FGM statistics in the diaspora and whether its prevalence rate is 

increasing, declining or remains unchanged as a result of current legislation 

and campaigns has raised considerable concerns (UNICEF, 2016; Gangoli 

et al., 2018).  

The percentage distribution of FGM varies widely from country to country. Its 

variation depends significantly on the different methodologies/instruments 

used for data collection (for example, analysing immigration records from 

African countries with high FGM prevalence), the type of participants and 

age group sampled (for instance, surveying women attending 

hospital/antennal clinic, general population, infants/girls, and health care 

professionals), and the types of FGM assessed and cultural variations 

among practising communities (EIGE, 2013). To illustrate, using the 2011 UK 

census and birth registration, Macfarlane and Dorkenoo (2014) estimated 

that around 137,000 women and girls who have migrated to England and 

Wales had undergone FGM.  

However, female asylum seekers, refugees and undocumented migrants 

may not have been accounted for in the national census figure analysed in 
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the study (EIGE, 2013). Likewise, the census data analysed may not reflect 

the current migration population in England and Wales. Moreover, data 

collected from eight research studies and surveys carried out by EIGE (2013) 

revealed that more than 50% of female asylum applicants to the UK 

government in 2011 had been affected by FGM. Therefore, there is a need 

for caution when interpreting FGM figures estimated using census data. 

Similarly, in a secondary analysis of the 2011 EU census data and 

extrapolation of FGM prevalence rates in African countries, Van Baelen, 

Ortensi and Leye (2016) reported that over half a million women and girls in 

Norway and Switzerland had experienced the procedure prior to migration. 

This figure is far higher than the 17,300 girls and women estimated to have 

undergone the tradition before migrating to Norway in 2013 (Ziyada, 

Norberg-Schulz and Johansen, 2016). The low prevalence rate reported in 

Ziyada, Norberg-Schulz and Johansen’s (2016) study may be attributed to 

the age group included for analysis. For instance, unlike Van Baelen, Ortensi 

and Leye (2016), Ziyada, Norberg-Schulz and Johansen’s (2016) study 

excluded data from girls aged under 18 years upon arrival to Norway but who 

were older than the customary age for FGM in their home countries. 

Furthermore, registered data from Statistics Norway, the Demographic and 

Health Surveys (DHS) and Multiple Indicator Cluster Surveys (MICS) were 

analysed.  

In addition, a recent report of the United States Government Accountability 

Office (GAO) estimated that 513,000 women and young girls living in the US 

were reported to be at risk of FGM in 2012 (Goldberg et al., 2016), which 

was more than the 227,887 women and girls estimated to be at risk in 2000 



 
FGM: A global problem 

30 
 

(Population Reference Bureau, 2010; Brigham and Women’s Hospital 

[BWH], 2020). At the BWH, the African Women’s Health Center (AWHC) 

provides specialised and comprehensive care to African refugee women 

living in the US, including those who have undergone FGM (BWH, 2020). 

Therefore, women were not at risk of FGM in the hospital. 

Accounting for the observed estimated increased rate of women and girls at 

risk of FGM reported in 2012 may be the immigration growth from African 

countries in the US. Both studies assessed the prevalence rate of women 

and girls at risk of FGM in the US using similar methodology but different 

census data (BWH, 2004; Goldberg et al., 2016). For instance, Goldberg et 

al. (2016) used the 2012 American Community Survey and country-specific 

population-based data from DHS and MICS, whereas data for the 2000 

estimate was created following the original 1990 Centers for Disease Control 

and Prevention (Centers for Disease Control and Prevention [CDC]) 

methodology (BWH, 2004).  

Furthermore, because the tradition is most often practised in secret, 

especially in countries where it is illegal, estimates of women and girls with 

FGM in Europe and the US are likely to be underestimated (Terry and Harris, 

2013). There is evidence that the majority of girls living in Europe with FGM 

had the procedure in their countries of origin. According to the BMA (2011), 

girls between seven and nine years of age from practising communities in 

the UK are sent abroad, mostly during the summer holidays by family 

members, to undergo the procedure. A typical example where FGM was 

performed abroad is the case that concerned a four-year-old girl from Eritrea 

who was subjected to FGM in Sudan in 2003, which led to two years 



 
FGM: A global problem 

31 
 

imprisonment of the girl’s mother in Denmark, in 2008 (Johnsdotter and 

Mestre i Mestre, 2015). Similar evidence confirming FGM in Western 

countries has been reported elsewhere (Shahawy, Amanuel and Nour, 2016; 

Akinsulure-Smith and Chu, 2017). 

In Africa, the prevalence of FGM has been measured using standardised 

instruments developed by the DHS (Yoder and Wang, 2013). DHS is a five-

year public health program conducted in many countries to assist institutions 

in the collection and analysis of data needed to plan, monitor, and evaluate 

population, health, and nutrition programmes (ICF International, 2012). DHS 

projects are implemented by relevant national institutions and funded by the 

US Agency for International Development (USAID) (Uthman, Lawoko and 

Moradi, 2009). A recent survey conducted among girls and women aged 15 

to 49 years in 29 African countries revealed that the prevalence rate of FGM 

ranges from 1% in Cameroon and Uganda to 98% in Somalia (UNICEF, 

2016). Data from this survey displayed a very high prevalence rate (above 

50%) of FGM among women and girls aged 15 to 49 years from half of the 

29 countries (see Figure 2.1). However, its prevalence rate decreases 

among girls aged 0 to 14 years in some of these countries. Figure 2.1 shows 

the statistical evidence of a decline in the national prevalence of FGM among 

women aged 15 to 49 years and girls aged 0 to14 years by country. 
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Figure 2.1: National prevalence of girls aged 0-14 years and women and girls aged 15-49 years who have 
undergone FGM by countries. Adapted from UNICEF (2016).
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Data from Figure 2.1 suggests that there has been an overall decline in the 

rate of FGM over the years; however, not all countries have experienced a 

significant decrease. For example, in the Gambia, the national prevalence of 

FGM among girls and women aged 15-49 years was 75% from 2004 to 2015 

(Figure 2.1), which decreases to 56% among girl’s aged 0-14 years between 

2010 and 2015. Similarly, in Nigeria, FGM decreases from 38% among 

women and girls aged 15-49 years to 17% among girls aged 0 to14 years. 

Similarly, in countries with high prevalence, there is a remarkable decrease 

in FGM by age group. For example, in Burkina Faso it decreases remarkably 

from a high percentage of 76% among women and girls aged 15-49 years to 

a low rate of 13% among girls aged 0-14 years.  

Also, in Ethiopia, it decreases significantly from a high percentage of 74% 

among respondents aged 15-49 years to 24% among girls aged 0-14 years. 

However, in other countries, there is still no apparent change in prevalence. 

Overall, higher prevalence rates were reported among women aged 15 to 49 

years than that reported among girls aged 0 to 14 years (UNICEF, 2016). A 

possible reason for this may be that in countries where the customary age for 

FGM is as late as just before marriage (Llamas, 2017), women and girls who 

have not undergone the tradition at birth may still be at risk of experiencing 

the practice once they reach the expected age of marriage. 

Nigeria has been reported to present with the highest number of women who 

have undergone FGM (Ashimi and Amole, 2015), with 19.9 million girls and 

women reported to have experienced the procedure (UNICEF, 2013). In 

accordance, the population of Nigeria was estimated at 177 million people in 

2014 (Population Reference Bureau, 2014) and the 2013 Nigeria 
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Demographic and Health Survey (NDHS) stated that 25% of women and girls 

had undergone FGM, with the south-eastern ethnic group (Igbo) recording a 

high rate of 45% (National Population Commission [NPC] and ICF 

International, 2014). 

A similar estimate was reported by analysing data collected in population-

based surveys conducted by the DHS, MICS, Sudan Household Health 

Survey (SHHS) and Family Health Survey (FHS) in 2013 (Yoder, Wang and 

Johansen, 2013). Yoder, Wang and Johansen (2013) extrapolated data from 

27 African countries and reported an estimate of 26% FGM among girls and 

women aged 15 to 49 years in Nigeria. Likewise, comparing data from 

previous DHS surveys conducted in Nigeria suggest that no significant 

change in FGM prevalence has occurred over the years (see Figure 2.2). For 

instance, the 1999 NDHS reported a prevalence rate of 25% FGM in Nigeria, 

which was higher than the 19% reported in the 2003 NDHS. However, 

according to NPC (2000), the 1999 rate was underestimated as a result of 

excluding women who had never had sexual intercourse from answering 

questions on FGM. Figure 2.2 illustrates the FGM prevalence in Nigeria from 

1999, 2003, 2008 to 2013. 
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Figure 2.2: FGM prevalence rates in Nigeria. Adapted from National 
Population Commission (NPC) and ICF International (2000; 2004; 2009; 
2014). 
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The 2008 NDHS, however, reported a higher rate than that recorded in 1999, 

2003 and 2013 (Figure 2.2). The increased rate may be due to the variations 

in the FGM definition used in the survey. For instance, in the 2008 NDHS, 

some of the terms used to describe the practice included angurya and gishiri 

cuts (see Table 2.1) while this was not the case for 1999 and 2003 NDHS. 

Although the 2003 NDHS did not use these local terminologies and clearly 

followed the WHO definition of FGM as described in section 2.1; it included 

the practice of angurya and gishiri cuts (NPC and ICF International, 2014). 

With the variation in FGM practices and increasing population growth, the 

number of girls at risk of FGM may increase (Yoder, Wang and Johansen, 

2013). Therefore, there is an urgent need for the development of an 

intervention programme that is suitable for ending FGM in Nigeria. 

Furthermore, the high prevalence rate of FGM and other forms of violence 

against women in Nigeria triggered protests which then led to legal and 

policy reforms in 2015 by the Nigerian government (Mberu, 2017). The next 

section of this review thus discusses the political context of FGM with 

particular emphasis on Nigeria. 

2.4 POLICY AND LEGAL CONTEXT 

FGM is classified as a form of abuse against children and recognised as a 

violation of the fundamental human rights of girls and women by the 

international world (WHO, 2018). The tradition has also been identified as a 

form of honour-based violence (Gangoli et al., 2018). FGM is illegal in many 

countries, including the UK. The Female Genital Mutilation Act 2003 

criminalises performing or assisting in carrying out the procedure in the UK, 
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forcing a girl to perform the procedure on herself and engaging in cross-

border FGM. It is an offence for UK citizens to carry out FGM in the UK and 

in other countries, including where it is not outlawed (Gill, Cox and Weir, 

2018). Consequently, one successful conviction for FGM was secured in the 

UK Central Criminal Court on 1st February 2019. According to Dyer (2019), a 

37-year-old Ugandan woman was convicted for performing FGM on her 

three-year-old daughter in her apartment in London and sentenced to 11 

years in prison. 

Similarly, the Nigerian government also recognises the practice of FGM as a 

violation of the human rights provisions and acts and is a signatory to the 

United Nations Convention on the Rights of a Child (CRC), the African Union 

Charter on the Rights and Welfare of the Child (UNICEF, 2007), the African 

Charter on Human and Peoples’ Rights, and the Maputo Protocol (Lazuta, 

2013; Ofor and Ofole, 2015). However, before the year 2015, there was no 

national law explicitly banning FGM in Nigeria. Therefore, proponents relied 

on the 1999 Constitution of the Federal Republic of Nigeria, which does not 

precisely prohibit FGM, violence against women and children or harmful 

cultural practices, but bans the discrimination of rights and inhuman 

treatment of individuals (Thomson Reuters Foundation and 28 Too Many, 

2018). 

In May 2015, the Federal Government of Nigeria criminalised the practice of 

FGM in the Violence Against Persons (Prohibition) (VAPP) Act 2015, making 

it the first national law to prohibit the tradition in Nigeria (VAPP Act, 2015). 

The VAPP Act (2015) outlawed gender-based violence both in private and in 

public places by punishing acts such as rape (excluding spousal rape), 
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partner violence, stalking, intimidation, incest, FGM, damaging widowhood 

traditions and other harmful traditional practices (National Legislative Bodies 

and National Authorities, 2015). As stated by the Thomson Reuters 

Foundation and 28 Too Many (2018, pp. 4-5), the following penalties are set 

out for offenders in the 2015 VAPP Act:  

 A punishment of imprisonment not exceeding four years or a fine not 

exceeding 200,000.00 Naira equivalent to (US$554.80), or both, for 

performing FGM or engaging another to perform FGM. 

 A sentence to a term of imprisonment not exceeding two years, or a 

fine not exceeding 100,000.00 Naira, which is equivalent to 

(US$277.30), or both, for attempting to perform FGM or engaging 

another to carry out FGM. 

 A conviction to a term of imprisonment not exceeding 2 years, or to a 

fine not exceeding 100,000.00 Naira, or both, for inciting, aiding, 

assisting or counselling another person to engage in FGM. 

Although the enactment of the VAPP Act (2015) is a step towards eliminating 

FGM in Nigeria, there has been no successful prosecution of offenders since 

2012 (Awolola and Ilupeju, 2019). According to the Thomson Reuters 

Foundation and 28 Too Many’s (2018) report and the Home Office (2017), 

there has been no prosecution of offenders under the VAPP Act (2015) in 

Nigeria since its implementation in 2015. The lack of convictions for FGM in 

Nigeria and empathy for victims on the part of the Nigerian Police contribute 

to its continuation (Mberu, 2017). Thus, there is a need for research to be 

conducted to enable effective sensitisation and awareness campaigns on the 

adverse health consequences of FGM among law enforcement agents and 
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those at risk before the enforcement of the law against the practice can be 

implemented successfully (Mberu, 2017). This research will further provide 

the much-needed data to inform decision-making on achieving the 

Sustainable Development Goals (SDG) 3 (Good health and well-being) and 5 

(Gender equality) (United Nations, 2019).  

In addition, the 2015 VAPP Act as federal law is only applicable in Abuja, the 

Federal Capital of Nigeria, as stated in section 47 and, as such, needs to be 

modified and implemented by all the state governments. The 2015 VAPP Act 

also does not describe or define clearly what constitutes FGM but states only 

that “the circumcision or genital mutilation of the girl child or woman is hereby 

prohibited” (National Legislative Bodies and National Authorities, 2015, 

section 6). Similarly, the law does not penalise failure to report known cases 

of FGM or incidents about to happen and cross-border offences. As such, 

this loophole may provide an escape route for Nigerians who perform the 

practice in countries where FGM is not criminalised. As previously discussed, 

the practice has attracted criticism from both national and international 

activists, particularly because of its harmful health implications and 

infringement on girls’ and women’s rights. The next section therefore 

discusses the negative health consequences of FGM. 

2.5 HEALTH CONSEQUENCES OF FGM 

The health consequences associated with FGM cannot be overemphasised. 

All types of FGM have been reported to carry the potential of causing severe 

health damage such as traumatic bleeding, wound infection, septicaemia, 

urinary complications, genital tissue swelling, and damage to other adjacent 
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organs (Reisel and Creighton, 2015). According to the WHO (2018), the 

degree of health consequences associated with FGM varies depending on 

the more (type 3) or less (type 1) invasive type of FGM undergone. The 

health complications related to FGM have been categorised into short-term 

and long-term health consequences (Reisel and Creighton, 2015). Among 

the short-term and long-term health consequences of FGM are the health 

complications listed in Table 2.2. 

Table 2.2 Short and long-term health complications of Female Genital 

Mutilation 

Short-term health 
consequences 

Long-term health consequences  

Severe pain Menstrual problems (such as painful and 
prolonged periods) 

Shock Painful sexual intercourse, chronic pain, and poor 
quality of sexual life due to infibulations (type 3 
FGM), decreased sexual satisfaction and sexual 
desire 

Excessive bleeding and 
incomplete healing 

Infertility 

Sepsis, septicaemia, 
gangrene and tetanus 

Infections (for example, clitoral retention cysts 
and abscesses, genital ulcers, chronic pelvic 
infections) 

Difficulty in passing 
urine days after 
undergoing FGM 

Keloids (excessive scar tissue) and fibrosis  

Unintended labia fusion Reproduction tract infections 

Adapted from Anis et al. (2012), Amin, Rasheed and Salem (2013), Berg and 

Underland (2013), Kaplan et al. (2013b), WHO (2018).  
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A cross-sectional study conducted among 251 women at a University 

Hospital in Sohag, Egypt, reported that women with type 2 and type 3 FGM 

had a significantly higher risk of having all three forms of lower urinary tract 

symptoms (such as urine storage, voiding and post-micturition symptoms) 

compared to those with type 1 (Amin, Rasheed and Salem, 2013). It was 

further concluded that women who have undergone FGM are significantly 

more likely to have lower urinary tract symptoms than those who have not 

(Amin, Rasheed and Salem, 2013). Similarly, Kaplan et al. (2011) studied 

girls and women who had undergone FGM at health facilities in the Gambia 

and reported that the majority of respondents had immediate and late 

complications such as infections, haemorrhage, anaemia and abnormal 

vaginal scarring. Likewise, in a study of 588 women receiving antenatal care 

in a hospital in the Western health region, The Gambia, Kaplan et al. (2013b) 

concluded that respondents with FGM had a significantly higher prevalence 

of long-term health consequences (for example, dysmenorrhea and vaginal 

pain) and problems related to anomalous healing (such as fibrosis and 

keloids). 

In addition, FGM has been reported to be associated with psychological, 

gynaecological and obstetric consequences. For example, Kaplan et al. 

(2013b) reported that women who have undergone FGM are more likely to 

suffer complications during delivery. This report has been confirmed by other 

studies reporting marked psychological, gynaecological and obstetric 

consequences amongst women with FGM (Frega et al., 2013; Reisel and 

Creighton, 2015). Among the psychological, gynaecological and obstetric 
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health consequences associated with FGM are the health complications 

listed in Table 2.3. 

Table 2.3: Psychological, gynaecological and obstetric health complications 

of Female Genital Mutilation 

Obstetric and gynaecological complications  Psychological 
consequences 

Caesarean section and instrumental delivery due 
to prolonged and obstructed labour/rigid 
perineum  

Post-traumatic stress 
disorder 

Obstetric haemorrhage and lacerations Fear of engaging in a 
sexual relationship 

Infant resuscitation at delivery Dyspareunia with type 3 
FGM  

Stillbirth and early neonatal death Anxiety and depression 

Episiotomy  

Adapted from Frega et al. (2013), Jeremiah, Kalio and Akani (2014), Reisel 

and Creighton (2015), WHO (2016). 

Furthermore, Jeremiah, Kalio and Akani (2014) carried out a cross-sectional 

study among women attending the Department of Obstetrics and 

Gynaecology of the Port Harcourt Teaching Hospital, south-south Nigeria, 

and concluded that decreased sexual desire, dyspareunia, episiotomies, and 

dysmenorrhoea are the most frequent health complications affecting women 

after undergoing FGM. An observational study conducted at the San Camillo 

hospital in Nanoro, Burkina Faso, compared the gynaecological and 

obstetrical complications of 180 women (85 with FGM and 95 without the 

practice) (Frega et al., 2013). It was found that FGM is significantly related to 
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a higher incidence of caesarean section (Frega et al., 2013). The practice is 

therefore an important global public health problem, most notably in Africa 

where it poses a threat to maternal health and imposes a large economic 

burden on resource-limited countries such as Nigeria (Bishai et al., 2010). 

Therefore, in the next section, the economic consequences of FGM are 

briefly discussed. 

2.6 ECONOMIC COST OF FGM  

From the previous discussion, it can be acknowledged that FGM is a 

potential financial burden to the health system as well as to individuals and 

families. Analysis of data from six African countries found that the annual 

medical cost spent on the management and treatment of obstetric 

complications resulting from women and girls with FGM in Africa is $3.7 

million (Bishai et al., 2010). This is between 0.1% and 1% of the total health 

system spending on women of reproductive age in Africa (Bishai et al., 

2010). From these findings, Bishai et al. (2010) concluded that money spent 

on preventing FGM is a saving to the government and the health system. 

The cost of the practice to families and friends remains largely unreported. 

However, Ekenze, Ezegwui and Adiri (2007) estimated that the average cost 

of managing and treating a child with health complications resulting from 

FGM in Nigeria was $120. In developing countries such as Nigeria, where 

individuals and family members pay for medical treatment, FGM poses a 

financial burden not only on the government but also on the people. 

Accordingly, money spent on preventing FGM is a saving not only to the 

government and the health system but also to the individuals who undergo 
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the surgery and their families. This evidence suggests that there is a need to 

invest in research, programme designing, planning and implementation to 

help create community awareness of the health consequences associated 

with the tradition. This will help change attitudes and behaviours towards the 

abandonment of the cultural practice in Nigeria and worldwide. 

This section of the literature review has provided detailed evidence of the 

types of FGM performed by members of practising communities and 

provided justification for the term used to describe the practice in this study. 

The literature review also provides clear evidence of the prevalence rate of 

FGM in Nigeria and other parts of the world. It also demonstrates that 

although its prevalence rate is declining, there is a possibility of increased 

FGM in Nigeria with increasing population growth. The literature discussed in 

this section also provided evidence of the adverse health consequences 

related to the cultural practice of FGM and its economic burden on the 

government, individua and family resources. 

As the fight against the tradition involves the development of effective and 

appropriate intervention programmes and improving community awareness 

of the health consequences of FGM, which can be achieved through the 

identification of factors perpetuating its continuance and a better 

understanding of the reasons behind the tradition, the next sections of this 

chapter therefore discuss the Socio-Ecological Model (SEM) of violence and 

theories of FGM.  
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2.7 THE SOCIO-ECOLOGICAL MODEL OF VIOLENCE (SEM) 

This section begins with a presentation of the SEM followed by a critical 

review of the factors identified at various levels of the model, which further 

help in the development of the study’s research hypotheses. This therefore 

partly addresses research objective two, which is to assess the 

sociodemographic factors that perpetuate the continuing practice of FGM in 

Nigeria as perceived by men of the Igbo tribe. This section will therefore 

identify and establish a gap in existing knowledge, and the need to 

investigate this topic will be further justified. 

Although culturally perpetrators and those supporting the practice of FGM do 

not generally carry in any way the intention of committing or supporting 

violence (Ruiz, 2014), FGM has been categorised as a form of violence 

against women and girls and a violation of the rights of children (UNICEF, 

2016; WHO, 2016). In this regard, the SEM of violence by Krug et al. (2002) 

was used in this study to underpin the relationship between factors that 

influence the practice of FGM. The model was first developed by 

Bronfenbenner (1979) and used to describe the interplay of factors 

influencing child abuse. The model has also been used to explore the 

interaction of multiple levels of the social system and their influence on 

individual behaviour (DiClemente et al., 2005) and for understanding the 

complex nature of violence (Krug et al., 2002). The present study therefore 

used the SEM to identify and explore the variety of factors influencing the 

continuation of FGM in Nigeria as perceived by Igbo men. It is also used to 

provide a greater understanding of the sociodemographic context within 

which FGM takes place in the study community. Within the SEM, Krug et al. 
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(2002) identified four levels, namely the individual, family, community, and 

societal level (see Figure 2.3). 

 

Figure 2.3: The Social-Ecological Model of violence: the interplay 
between factors influencing FGM. Sources: CDC 2020; Krug et al., 2002. 
 

The first level of the model consists of individual factors (Figure 2.3). This 

refers to the biological and personal characteristics of an individual, such as 

age, education, and occupation, that influence human behaviour and may 

increase the likelihood of experiencing or becoming a perpetrator of violence 

(Krug et al., 2002). As discussed in section 2.9.1.1, evidence suggests that 

poor uneducated older men are more likely to favour FGM continuation. 

Given that the occupation of most indigenes in the research setting is 

farming and trading, and that there are several educational institutions 

located in the town (see section 3.8.1), it is important that individual factors 

such as occupation, educational background and age are investigated to 

understand how they influence views and attitudes towards FGM. 
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Accordingly, in the context of the current study, the markers at the individual 

level include age, education and occupation. At this level, forms of violence 

such as FGM can be prevented by promoting attitudinal and behavioural 

change through measures such as individual education, seminars and 

workshops, training for medical staff, job provision and life skill acquisition 

programmes for circumcisers (CDC, 2020). 

The second level of the SEM explores how social relationships, such as 

those with family and friends, increase the likelihood of supporting or 

perpetrating violence (Krug et al., 2002). For example, having family 

members who engage or support FGM can increase the risk of favouring its 

continuation (Kaplan et al; 2013c; Ouldzeidoune et al., 2013). Similarly, 

having a wife or mother who has undergone FGM may also increase the risk 

of supporting the practice (Ouldzeidoune et al., 2013). Furthermore, 

considering the family relationship context of the study setting, which is 

predominantly patrilineal and patrilocal, and that there is a high expectation 

from the Igbo society that married women must remain faithful to their 

partners (see section 1.2), it is important to investigate the influence of 

marital status as a relationship indicator influencing views of FGM among 

Igbo men. Hence, for the present study, the marker at this level is marital 

status. FGM can be prevented at the family level through education modules 

for women, family-focused prevention programmes, use of media messages 

such as call-in radio shows and theatre performances that encourage healthy 

relationships (CDC, 2020). 

The third level is significant in exploring the characteristics of the community 

(Figure 2.3) and how it influences the occurrence of violence (Krug et al., 
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2002). In the case of FGM, this may include workplaces, schools, places of 

worship, and neighbourhoods where social relationships occur. The risk of 

engaging or supporting FGM at this level may be affected by factors such as 

individual wealth and the absence of social networks that disapprove of the 

tradition, and whether FGM is a social norm in the community (CDC, 2020). 

For example, evidence reported in section 2.9.1.3 suggests that wealth 

index, access to mass media and religion are potential community factors 

influencing support for the practice of FGM among men (Ouldzeidoune et al., 

2013; Sagna, 2014; Greis et al., 2020). As such, for the present study, the 

indicators at this level of the model are wealth index, religion and mass 

media. Prevention strategies at the community level include improving 

economic resources, communication development, community surveillance, 

community-based intervention programmes involving traditional, religious 

and political leaders and community events such as public denouement of 

FGM (CDC, 2020; Varol et al., 2014).  

Finally, the fourth level focuses on the broader societal factors (Figure 2.3) 

that create an environment where violence of any type is encouraged or 

discouraged (Krug et al., 2002). Among others, some examples of the factors 

identified in the fourth level include sociocultural norms regarding gender 

roles, the social acceptability of violence, policy and the awareness and 

responsiveness of the criminal justice system (Krug et al., 2002). As such, for 

the present study, the indicators at the fourth level are the social and cultural 

reasons for continuing the practice, which include believing FGM to be a 

traditional requirement, religious belief, women and girls’ sexuality, hygiene, 

and male sexual pleasure. Possible intervention strategies at this level 
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include lobbying for the adoption and implementation of policies against 

FGM, awareness training of law enforcement agents, effective management 

of cases and appropriate treatment of victims, developing appropriate 

reporting channels, community surveillance and economic development. 

The SEM has been used by researchers in the field of violence against 

women to support the development of intervention strategies and, more 

importantly, its applicability has been demonstrated by researchers 

investigating, expanding knowledge, and seeking to address the issue of 

FGM (Kaplan et al., 2013a; Ouldzeidoune et al., 2013; Adetunji, 2018). While 

this model fits well with reports from previous studies investigating FGM 

among women and children, there have been few attempts to test this model 

using data collected from men in countries where the tradition is generally 

practised. In addition, there are discrepancies among studies reporting on 

some elements of the model. For instance, data analysis from the 2000–

2001 Mauritania DHS reported that education was a significant factor 

associated with men’s views of FGM (Ouldzeidoune et al., 2013).  

However, a statistically non-significant association between education and 

men’s views of FGM in Sierra Leone was reported (Sagna, 2014). It is 

therefore imperative that the applicability of the model is tested using data 

collected from Nigerian men. In addition, there is a need to advance 

knowledge of the factors influencing FGM as this will help to establish the 

factors influencing men’s views of the practice in Nigeria in order to tailor 

intervention programmes to the at-risk group. The next section therefore 

critically reviews existing literature on factors influencing men’s views of FGM 

based on the SEM and subsequently proposes hypotheses for this study. 
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2.8 LITERATURE SEARCH STRATEGY 

A critical literature review was conducted which included a comprehensive 

and thorough search of a computerised database of the Cumulative Index of 

Nursing and Allied Health Literature (CINAHL), Medline with full text 

(EBSCOhost), Embase (Ovid), PubMed, PsycINFO (EBSCOhost), 

SocINDEX with Full Text, Sage Journals, and Google Scholar using various 

combinations of keywords. To ensure a comprehensive search of the 

literature, the Population, Exposure and Outcome (PEO) framework was 

used to develop a strategy (Bettany-Saltikov, 2012). The search terms were 

combined using the recommended Boolean/Phrase search operators to 

obtain the following keywords: ‘Men’, OR ‘male’, OR ‘fathers’, OR 

‘husbands’, AND ‘perceptions’, OR ‘views’, OR ‘perspectives’, AND 

‘attitudes’, ‘behaviour’, AND ‘knowledge’, OR ‘awareness’, OR ‘insight’, OR 

‘opinion’, ‘understanding’, OR ‘belief’, OR ‘position’, OR ‘stance’, AND 

‘female genital mutilation’, OR ‘female circumcision’, OR ‘female genital 

cutting’, OR ‘female genital surgery’, OR ‘FGM’ AND factors.  

Additionally, other literature sources were also consulted which included 

articles identified through web searching of sites such as World Health 

Organization (WHO), Demographic and Health Surveys (DHS) and the 

reference lists of identified articles. The above search engines and terms 

were chosen due to their comprehensiveness and appropriateness for the 

research topic (Aveyard, 2014). The literature search was conducted until 

July 2021 starting from the earliest dates of each of the databases. To 

ensure that the literature search was performed according to planned 

protocol, the same key terms were used to search all databases. The articles 
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included in this review were descriptively summarised using a data extraction 

sheet in Microsoft Excel file format (see Appendix K-2). 

2.8.1 Inclusion and exclusion criteria 

The inclusion criteria for the review include studies focused on the aim of this 

research, which is stated in Chapter One, and studies which met the 

following conditions: 

• Primary studies involving FGM and male research participants; 

• Primary studies investigating factors influencing men’s views, attitudes 

and/or knowledge of FGM; 

• Studies published in the English language; and 

• Qualitative and quantitative studies with titles that apply to this study’s 

aim and objectives.  

The exclusion criteria included the following:  

• Studies that did not meet the above-mentioned inclusion criteria; and 

• Studies not published in the English language – due to the 

researcher’s inability to read and understand text written in other 

languages. 

Publications such as reports, audits, opinions, or reviews that meet the 

inclusion criteria but are not empirical were considered by the researcher if 

they were appropriate in advancing the literature review and final discussion 

of the research findings. However, they are excluded from the critical 

appraisal process.  
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2.8.2 Selection and review of evidence  

Firstly, there was a total of 18,403 search results from the completed search 

in all databases. These records were screened using Endnote software to 

identify and remove 2,230 duplicates.16,173 records were left for further 

screening, of which 16,100 records were excluded due to non-relevant titles 

and abstracts. This left 73 potentially eligible full-text articles. Of these, a 

further 47 records were excluded based on the inclusion criteria. For 

inclusion, studies selected for review were required to investigate factors 

influencing men’s views of any type of FGM as previously stated. The full text 

of 26 journal articles from the database was finally read. To judge the 

credibility of authors of potentially eligible articles, e-mails were sent to the 

authors for information on their academic qualifications if not stated in the 

journal article. A manual reference search was also conducted to identify 

articles that may have been missed from the database search, which 

resulted in 2 articles. The total eligible original articles for the literature review 

after an assessment based on previously stated inclusion and exclusion 

criteria (section 2.8.1) was 28. See Appendix K-1 for a flow chart of the 

selection process.  

2.8.3 Data extraction and quality assessment 

The literature review was conducted following the PRISMA guidelines 

(Liberati et al., 2009). The 28 selected articles were reviewed and assessed 

using a predesigned data extraction sheet in Microsoft Excel format (see 

Appendix K-2) to extract the necessary data from the selected studies. Data 

extracted included the following information: study name, author, year of 

publication, aim and objectives, study design, method and sampling strategy, 
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participants’ characteristics, sample size, ethical consideration, data 

analysis, study findings, conclusions, and study limitations and strengths. 

Any issue with reviewing studies and extracting data were resolved through 

discussions during supervisory meetings. The quality assessment of each 

article was conducted by using the Caldwell, Henshaw and Taylor (2011) 

appraisal framework. 

2.9 FINDINGS OF THE CRITICAL REVIEW, GAPS AND RATIONALE 

FOR THE STUDY 

As previously stated in section 2.7, a critical review of factors influencing 

men’s views of FGM based on the SEM was conducted to identify gaps in 

knowledge and subsequently propose hypotheses for the present study. The 

review included 28 studies of which 17 were quantitative and 11 were 

qualitative designs. All quantitative studies were cross-sectional and there 

were no studies of long duration or with follow-ups. A focus group, semi-

structured and in-depth interviews were the deployed methods of data 

collection for the qualitative studies selected. However, six of the qualitative 

studies employed both focus group and individual interview methods 

(Fahmy, El-Mouelhy and Ragab, 2010; Johnson-Agbakwu et al., 2014; 

Alhassan et al., 2016; Ruiz, Martínez and Bravo, 2016; Hassanen et al., 

2019; Sakeah et al., 2019). Although some study participants were African 

immigrants residing in Europe (Gele, Johansen and Sundby, 2012; Ruiz et 

al., 2014; Alhassan et al., 2016; Catania et al., 2016; Shahid and Rane, 

2017; Hassanen et al., 2019) and the USA (Johnson-Agbakwu et al., 2014; 

Akinsulure-Smith and Chu, 2017), all participants in the selected studies 
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were originally from West Africa, East Africa, or the Middle East. The sample 

sizes of the selected studies ranged from 36 to 2,191 in the quantitative 

studies and 5 to 99 males in the qualitative studies. Participants’ age varied 

but was above 12 years old. 

2.9.1 Sociodemographic factors 

2.9.1.1 Individual influences 

As previously noted in section 2.7, the individual level of the SEM consists of 

factors such as age, education, and occupation. Support for FGM has been 

reported among men from all age groups, all educational backgrounds, and 

occupations. However, poorly educated older men have been identified by 

some studies to be more likely to favour FGM continuation compared to 

younger and well-educated men (Fahmy, El-Mouelhy and Ragab, 2010; 

Kaplan et al., 2013a; Shahid and Rane, 2017). This finding supports the 

individualistic decision-making modernisation theory, which explains how 

poor education and socioeconomic development influence the practice of 

FGM (Boyle, McMorris and Gomez, 2002). This theory will be discussed 

further in section 2.10.2.2. 

Evidence from previous studies is consistent with modernisation theory. For 

instance, in a transversal descriptive study carried out among 993 Gambian 

men, Kaplan et al. (2013a) reported that significantly older men between 46 

and 60 years were more supportive of FGM than those from the age groups 

31-45 and 16-30 years old. However, the underrepresentation of older men 

and overrepresentation of younger men (19.9% and 80.1% respectively) in 

the study sample may have influenced the study findings.  
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Furthermore, a qualitative study conducted among 99 men and 102 women 

in Egypt reported that younger men opposed FGM, and other harmful 

traditional practices affecting women and expressed more support for girls’ 

education than older men (Fahmy, El-Mouelhy and Ragab, 2010). Regarding 

education, Shahid and Rane (2017) reported that the predictors of supportive 

attitudes in favour of FGM among 67 male immigrants in Australia was 

having a basic educational background (high school or Technical and Further 

Education (TAFE) (p = .003, 95% CI 1.3–12.4). In terms of profession, 

Ibrahim, Oyeyemi and Ekine (2013) carried out a quantitative survey among 

doctors and nurses working in a tertiary hospital in Bayelsa state, Nigeria, 

and concluded that doctors and nurses/midwives practising in the study 

hospitals support the discontinuation of FGM in Nigeria. Nevertheless, as 

acknowledged by Ibrahim, Oyeyemi and Ekine (2013), there is a need for 

caution when interpreting the findings from this study due to the low 

response rate among some of the study participants which may have 

resulted in response bias.  

In contrast, other studies have argued that individual factors such as age and 

occupation are not significantly associated with men’s views of FGM (Gele, 

Bø and Sundby, 2013; Ouldzeidoune et al., 2013). For example, 

Ouldzeidoune et al. (2013) analysed the Mauritania 2000-2001 DHS data 

and stated that age and occupation were not significant factors influencing 

men’s views of FGM continuation. Although this study analysed data from a 

population-based study, it is argued that the analyses of cross-sectional data 

preclude any causal inference and thus extrapolates findings to the study 

population. Similarly, in a cross-sectional study conducted among 215 men 



 
 
 

 

56 
 

and 108 women in Somalia, Gele, Bø and Sundby (2013) reported that age 

and education were not significantly associated with FGM continuation. 

However, the study population was overrepresented by young respondents, 

and the sample was to a degree also educated, and this may have led to 

selection bias. Similarly, evidence for education is mixed. For instance, 73% 

of male university students in a study in Sudan stated that they want the 

practice of FGM to continue despite their knowledge of its health 

consequences (Akas et al., 2019).  

These inconsistencies indicate that the relationship between individual 

factors and men’s views of FGM is still not properly understood and that 

evidence for modernisation theory is mixed. Therefore, comprehending the 

relationship between individual factors such as men’s age, educational 

attainment, occupation and views of FGM continuation is paramount in 

understanding how modernisation theory-related factors influence Igbo 

men’s views of the practice. This knowledge will help to identify the 

generation to focus on and the appropriate strategies to adopt when planning 

educational and intervention programmes. 

2.9.1.2 Family influences 

Studies investigating factors influencing FGM have identified family factors 

such as marital status as a risk factor for supporting FGM (Fahmy, El-

Mouelhy and Ragab, 2010). As stated in section 2.7, family and close 

relationships may increase the risk of experiencing or perpetrating violence 

(Krug et al., 2002). Although marital status and views of FGM are perceived 

to be correlated, mixed results have been reported with the direction of 
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association varying by study setting, sampling method and sample size. For 

instance, married men have been stated to be more likely to favour FGM 

than single men (Fahmy, El-Mouelhy and Ragab, 2010). As Fahmy, El-

Mouelhy and Ragab (2010) explained, upholding family honour and marriage 

for girls are strong reasons for supporting and resisting the eradication of the 

tradition in Egypt. 

Conversely, some studies have argued that marital status is not a significant 

predictor of men’s views on FGM continuation (Kaplan et al., 2013a; Sagna, 

2014). Sagna (2014) analysed data from the 2008 Sierra Leone 

Demographic and Health Survey (SLDHS) and found that marital status was 

not a significant predictor influencing men’s support for FGM. However, the 

data analysed in the study was cross-sectional. Thus, it can be argued that 

changes in the outcome cannot be assessed, nor can causal relationships be 

inferred. As such, this finding is not generalisable as clearly acknowledged 

by Sagna (2014). Kaplan et al. (2013a) also supported the argument that 

marital status is not a significant factor influencing men’s views of FGM. 

This discrepancy among studies indicates that the influence of marital status 

on men’s views of FGM is still unclear. Regarding the inconsistency among 

studies, it is important that the relationship between family factors and men’s 

perceptions of FGM continuation is investigated using large data. This will 

inform advocates and non-governmental organisations of the type of men to 

target when designing intervention programmes aimed at changing attitudes 

and views.  
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2.9.1.3 Community influences 

The literature review identified wealth index, mass media and religion as 

potential community factors influencing support for the practice of FGM 

among men (Ouldzeidoune et al., 2013; Sagna, 2014; Greis et al., 2020). 

According to modernisation theory, urbanisation and increased wealth will 

gradually eliminate FGM by empowering individuals to challenge harmful 

traditional practices and values (Boyle, McMorris and Gomez, 2002; Mackie 

and LeJeune, 2009). To demonstrate, in a study analysing the 2000-2001 

Mauritania DHS data, Ouldzeidoune et al. (2013) revealed that wealth index 

is significantly associated with men’s views of FGM continuation (X2 = 103.2, 

p = 0.001). Ouldzeidoune et al. (2013) further reported that men belonging to 

the second highest and highest wealth quintiles are less likely to approve the 

continuation of FGM (OR = 0.50, (95% Cl 0.29-0.86) and (OR = 0.52, (95% 

Cl 0.28-0.93) respectively. These findings also provide significant support for 

the SEM of violence, which posits that practising or supporting FGM may be 

influenced by factors such as individual wealth (CDC, 2020). However, as 

clearly acknowledged in Ouldzeidoune et al.’s (2013) research, data 

analysed in the study was collected in 2000 and, consequently, the current 

situation related to FGM may be different from 19 years ago. 

Nevertheless, mixed evidence has been reported for modernisation theory 

(Greis et al., 2020; Hayford et al., 2020). In support of modernisation theory, 

analysis of the 2008 SLDHS reported a significant relationship between 

mass media and views of FGM continuation (Sagna, 2014). According to 

Sagna (2014), men with access to media were 1.633 times more likely to 

favour FGM discontinuation. Although Sagna (2014) reported a positive 
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relationship between men’s views of FGM discontinuation and religion, this 

was not statistically significant. Additionally, a statistically non-significant 

association between wealth index and men’s views of FGM discontinuation 

has been reported (Sagna, 2014). Furthermore, in an exploratory cross-

sectional study of both male (949) and female (696) adolescents aged 12-20 

years in rural Burkina Faso, Greis et al. (2020) concluded that although male 

attitudes towards FGM abandonment was not significantly associated with 

media exposure, urban/rural dwelling, and community wealth, females’ 

attitudes were strongly influenced by these factors. These mixed results 

therefore suggest the need for contextualised understanding of even 

established predictors of FGM. Hence, there is a need to investigate how 

modernisation theory-related factors such as wealth index, mass media and 

religion influence Igbo men’s views of FGM continuation. Aside from 

sociodemographic characteristics, there are social and cultural predictors of 

FGM. The next section thus reviews the available literature on the 

sociocultural dynamics of FGM. 

2.9.2 Sociocultural dynamics of FGM 

As previously mentioned in section 2.7, the fourth level of the SEM (Figure 

2.3) focuses on the broader societal factors that create an environment 

where violence of any type is encouraged or discouraged (Krug et al., 2002). 

Factors identified in the fourth level include sociocultural norms and values 

(Krug et al., 2002). While scholarly publications have revealed forces 

underpinning FGM from women’s and girls’ perspectives, the social and 

cultural reasons for continuing the practice as expressed by male members 

of practising communities have not been extensively researched (UNICEF, 
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2013; Varol et al., 2014; Varol et al., 2015). A significant body of academic 

research has focused on identifying reasons for the continuing practice of 

FGM worldwide. Berg and Denison (2013) identified tradition as the principal 

rationale given for its persistence among African communities. Nevertheless, 

other key factors have been identified as encouraging the practice of FGM: 

religious requirement, women and girls’ sexuality, hygienic benefit, and male 

sexual enjoyment (Berg and Denison, 2013; Ruiz et al., 2014; Ashimi, Amole 

and Iliyasu, 2015). These factors are discussed in the following sections. 

2.9.2.1 Traditional requirement 

Underlying the practice of FGM is the traditional misconception of 

womanhood. In many practising African communities, FGM is believed to 

facilitate the rite of passage into adulthood and the recognition of girls as 

adult women who are ready for marriage (Ruiz et al., 2014). The transition 

from girlhood to adulthood and finally marriageable status is emphasised by 

performing the tradition on girls at puberty, either at the onset of their 

menses in puberty or just before marriage (Ruiz et al., 2014). 

However, evidence suggests that young girls and infants have also 

undergone the practice in Nigeria (Garba et al., 2012; Ashimi, Amole and 

Iliyasu, 2015). This younger age indicates that FGM is practised not mainly 

for the transition of girls into motherhood but for other purposes. For 

instance, Garba et al. (2012) confirmed that infants and girls too young to 

understand the meaning of the word marriage had undergone FGM in parts 

of Nigeria. In addition, the traditional ceremony that usually takes place when 

performing the procedure (in which girls are taught in groups about the 
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cultural and social wealth of their communities as well as how to be good 

wives and mothers) is often no longer performed (Shell-Duncan, 2011). This 

frequent absence suggests that, in recent times, FGM may not be linked to 

the traditional practice of the rite of passage or a transition from childhood to 

adulthood. 

As such, studies suggest that believing FGM to be a traditional requirement 

preserves and ensures its continuity (Abdelshahid and Campbell, 2015; 

Alhassan et al., 2016; Aderibigbe et al., 2018; Hassanen, Okubatsion and 

Rahma, 2019; Sakeah et al., 2019). For example, Alhassan et al. (2016) 

carried out qualitative community-based participatory action research in three 

communities (the Eritrean and Ethiopian communities, the Guinea Bissauan 

community, and the Senegalese and Gambian communities) in Italy, 

Portugal, and Spain respectively. It was stated that over half of the 

interviewees from the Guinea Bissauan, Senegalese, and Gambian 

communities perceived FGM as a means of cultural identification (Alhassan 

et al., 2016).  

Nonetheless, as noted in Alhassan et al.’s (2016) study, delineating the 

beliefs and views of participants that are specific to the host countries was 

difficult due to close linkages between the migrants and their home countries. 

Therefore, beliefs and views as reported in the study may have been 

influenced by the cultural norms of the host country. A cross-sectional survey 

conducted among 1,000 men and their spouses in Ilorin, Nigeria, also 

identified ethnic identity as the decisive factor which shapes how men 

perceive and value FGM (Aderibigbe et al., 2018). Similarly, adhesion to 
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family and community traditions is reported as the third reason for supporting 

FGM by immigrant African men living in Florence, Italy (Catania et al., 2016).   

Another traditional myth that perpetuates FGM is marriage. It is a common 

assumption in most practising communities that girls who have undergone 

FGM will be faithful to their husbands and suitable for marriage (Gele, Bø 

and Sundby, 2013; Abathun, Sundby and Gele, 2016; Alhassan et al., 2016). 

Two elements of social context, community-level customs specific to FGM 

and gender inequality, have been used as descriptive factors for the 

persistence of the practice (Hayford et al., 2020). For example, Abathun, 

Sundby and Gele (2016) conducted a qualitative study among men and 

women in the Somali and Harari regions of Eastern Ethiopia. Using a 

purposive sampling technique for recruiting participants, Abathun, Sundby 

and Gele (2016) reported that the main justification for continuing FGM as 

reported in the Somali region is its requirement for marriage.  

However, as acknowledged in Abathun, Sundby and Gele’s (2016) research, 

the use of a purposive sampling frame suggests that this finding is limited to 

the study participants. Similarly, Gele, Bø and Sundby (2013) carried out a 

quantitative cross-sectional study among 215 randomly selected men and 

women in Hargeisa, Somalia, and reported a high prevalence rate of 96% of 

men indicating a preference for women with FGM as wives. Additionally, in a 

community-based participatory action study among African migrants in Italy, 

Portugal and Spain, Alhassan et al. (2016) revealed that the belief systems 

enforcing the practice of FGM in the migrant communities include marriage 

and socialisation.  
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Findings from these studies provide evidence for social convention theory 

(section 2.10.2.3), which focuses on FGM as a social norm in practising 

communities (Mackie, 2000; Mackie and Lejeune, 2009). As applied to FGM, 

social convention theory argues that FGM continues because women can 

see that other women in the community have undergone the practice 

(descriptive norm) and because they believe it is a community expectation to 

be circumcised (injunctive norms) (Mackie, 2000; Mackie and LeJeune, 

2009). Social convention theory is discussed further in section 2.10.2.3. 

Likewise, feminist theorists emphasise the role of patriarchy and power 

dynamics in maintaining FGM (Yount, 2002) (section 2.10.1.1). As discussed 

in section 2.10.1.1, they argue that FGM is tied to a system where marriage 

provides a means of economic security and social identity for women (Yount, 

2002; Grose et al., 2019). 

Nonetheless, studies have also argued whether the construct of marriage is 

a sociocultural predictor of FGM. For instance, UNICEF (2016) reported that 

in some communities, women undergo FGM prior to marriage. However, in 

Nigeria, married women have been reported to experience type four FGM 

known as the Gishiri cut (Yola, 2011). According to Yola (2011), family 

members subject newly wedded girls to FGM in order to improve their sexual 

relationships with their husbands. Furthermore, a qualitative study carried out 

among Somali immigrants in Oslo, Norway, revealed that men preferred to 

marry uncircumcised women because they believed that they are more 

sexually active and healthy (Gele, Johansen and Sundby, 2012). However, 

these men reside in Norway, a Scandinavian country with a different attitude 

towards FGM. Therefore, the culture of their host country may have 
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influenced their views and attitudes towards FGM. Similarly, in a cross-

sectional quantitative study carried out among 480 subjects in Somali and 

Harari regions, Abathun, Gele and Sundby (2017) reported that 59% of the 

male participants preferred to marry uncircumcised girls. 

Therefore, to conclude that FGM is practised mainly for marriage may lead to 

confusion and controversy in communities where men prefer to marry 

women who have not undergone the procedure. Consequently, there is a 

need to explore men’s attitudes towards FGM. This controversy highlights 

the need to investigate the traditional dynamics underlying the practice of 

FGM among men from the Igbo tribe of Nigeria. Another important factor 

influencing the continuing practice of FGM is religion. The next section 

discusses FGM as a religious requirement. 

2.9.2.2 Religious requirement 

Although arguments exist that FGM is not a religious requirement and has no 

scriptural references (Gele, Johansen and Sundby, 2012; Rouzi, 2013), it is 

practised by many Christians, Muslims and other religious groups in Africa 

(Ashimi, Amole and Iliyasu, 2015). As such, FGM has been reported as a 

religious requirement among practising communities (Ruiz et al., 2014; 

Abathum, Gele and Sunby, 2016; Alhassan et al., 2016; Catania et al., 2016; 

Sakeah et al., 2019). For instance, using a random sampling technique to 

recruit 215 men and 108 women in Somalia, Gele, Bø and Sundby (2013) 

conducted a cross-sectional study and reported that believing FGM (the 

Sunna form) to be a religious requirement is significantly associated with its 

continuation (OR=16.5, CI:2.43-112.6). This significant association is 
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established based on the responses of the study participants, which 

suggests that the views of the study respondents may have been influenced 

by the religious misconception that the Sunna form of FGM is an Islamic 

obligation (Gele, Bø and Sundby, 2013; Rouzi, 2013). Again, findings from 

Gele, Bø and Sundby’s (2013) study support another version of social 

convention theory, which argues that FGM facilitates membership of female 

social networks by undergoing the practice (Greis et al., 2020). Therefore, 

key predictors of the practice include dominant religion and social norms 

(Berg and Denison, 2013).  

Conversely, other Muslim authorities have argued that all forms of FGM, 

including type four, are not recommended by the Qur’an and are condemned 

on the grounds that they constitute doing harm to others or oneself (Rouzi, 

2013). In Oslo, Norway, for example, Gele, Johansen and Sundby (2012) 

reported that the majority of Somali immigrants (36/38) acknowledged that 

FGM is not required by Islam and is therefore not a religious obligation. 

However, that study was conducted in Norway where FGM is illegal and the 

views and attitudes towards the practice may differ from those in Somalia. 

The debate around the Islamic justification for FGM may have stemmed from 

the different Islamic theological schools. According to Berg and Dension 

(2013), there are four different Islamic law schools. Three of these schools 

believe that FGM is a recommended practice, while the Shafi’i law school 

preach that it is a compulsory practice for Muslims (Berg and Dension, 

2013). This difference in religious teachings therefore suggests that Muslim 

clerics interpret the Qur'an differently.  
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As previously mentioned, FGM is also practised in countries with Christian 

populations (Van Rossem, Meekers and Gage, 2015; Gajaa et al., 2016). 

The argument about religion and FGM suggests that there is a need to 

explore further the religious underpinnings of the tradition. Given that religion 

is a very sensitive factor with a strong influence on people’s social life, their 

behaviour and life satisfaction (Xygalatas, 2013; Duhaime, 2015), there is a 

need to understand the association between FGM and religion as perceived 

by men. Such knowledge will help with planning and creating awareness 

programmes that will involve religious leaders in the fight against FGM. 

Women’s and girls’ sexuality have been identified as a factor perpetuating 

FGM among practising communities. The next section discusses women’s 

and girls’ sexual behaviours as a risk for continuing the practice of FGM. 

2.9.2.3 Women and girls’ sexual control 

Another sociocultural factor perpetuating the practice of FGM is the 

assumption that it controls sexual urges in women and girls. A common 

belief among those who practise FGM is that the clitoris drives women into 

making uncontrollable demands for sexual intercourse and that its removal 

prevents sexual promiscuity and marital infidelity (Berg and Denison, 2013). 

Likewise, among the Igbos of south-east Nigeria (the Igbos of the current 

research), it is believed that FGM facilitates conformity with social norms, 

particularly restraining from sexual immorality and extramarital sexual 

behaviours (Onyishi et al., 2016). This belief stems from the cultural 

construction of gender, particularly in African societies where men are 

defined as strong and sexually aggressive, while women are labelled as 

weak and submissive (Johnson and Greene, 2004). As such, community-
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gender roles or expectations have been used as an explanatory factor 

influencing decisions to continue the practice (Grose et al., 2019; Hayford et 

al., 2020). As discussed in section 2.10.2.1, masculinity theory has been 

proposed to explain why FGM is practised and preserved. The theory 

proposes that FGM acts as a means of enforcing traditional gender 

expectations and roles by controlling women’s sexual desires (Johnson and 

Greene, 2004). However, to this end, conflicting results have been 

documented by previous studies. 

For example, studies have found that a key theoretical explanatory factor 

preserving FGM continuity is the belief system that the practice reduces and 

regulates girls’ and women’s sexual desires (Fahmy, El-Mouelhy and Ragab, 

2010; Ruiz et al., 2014; Abdelshahid and Campbell, 2015; Abathun, Gele 

and Sunby, 2016; Catania et al., 2016). An ethnographic study carried out 

among 9 immigrant men from Senegal and Mali living in Spain revealed that 

FGM is understood as a physical, sexual and reproductive health condition 

sustained by the desire to control women and girls’ sexuality (Ruiz et al., 

2014). Similarly. Catania et al. (2016) reported that FGM was conceived by 

most study participants as a means of controlling women’s sexuality and that 

the intention to control women’s sexual desires explains the existence of the 

practice. These findings align with the masculinity theory of FGM, which 

posits that men’s role during sexual intercourse is to achieve pleasure, 

whereas women are to conceive for reproduction (Johnson and Greene, 

2004).  

Moreover, other studies have reported that FGM reduces women’s sexual 

desires and satisfaction (Andersson et al., 2012; Anis et al., 2012; Onyishi et 



 
 
 

 

68 
 

al., 2016). In a case-control study conducted among 128 women in a large 

central London teaching hospital, Andersson et al. (2012) compared the 

sexual quality of life of women with FGM and those without. It was reported 

that women with FGM of any type have a significantly lower sexual quality of 

life than those who have not experienced the practice (mean = 62.44, SD = 

27.93 versus mean = 88.84, SD = 13.73, p ≤ 0.001) (Andersson et al., 2012).  

In that study, it was concluded that FGM reduces women’s sexual quality of 

life. However, the group of women who had undergone FGM were recruited 

from the African Well Women’s Clinic, where they may have presented with 

gynaecological problems or undergone reversal for FGM (Andersson et al., 

2012). As such, the study sample may have resulted in recruitment bias. 

Also, given that the study’s control group consists mainly of Nigerian women, 

whereas the group with FGM consists predominately of women of Somali 

origin, potential confounding variables such as cultural attitudes to sexual 

activity and satisfaction, which may have influenced the study findings, were 

not considered (Andersson et al., 2012). Additionally, in a study conducted 

among 93 women from a rural Igbo community in south-eastern Nigeria, 

Onyishi et al. (2016) reported that FGM significantly restricts women’s sexual 

desires and engagement in extra-pair behaviour.  

On the contrary, other studies have argued that FGM does not prevent 

sexual desires and that even women with severe forms of the practice are 

still capable of experiencing sexual satisfaction and achieving orgasm 

(Abdulcadir et al., 2016). Similarly, studies have documented no association 

between FGM and premarital sex (Alsibiani and Rouzi, 2010; Smolak, 2014). 

For instance, an analysis of data collected by the DHS, which consisted of 
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13,015 Malian women, revealed that FGM is not associated with high-risk 

sexual behaviours such as sexual debut and premarital sex (Smolak, 2014). 

These inconsistencies among studies indicate that the relationship between 

FGM and female sexuality remains unclear. Therefore, there is a need to 

investigate the relationship between female sexuality and FGM and how this 

association contributes to the continuing FGM practice from Igbo men’s 

perspectives. Such research will help explain the cultural and moral 

expectations of Nigerian women in the form of scripts or norms and how 

FGM plays a role in achieving this and provide evidence in support of 

masculinity theory. The next section critically discusses hygiene as a factor 

influencing the continuation of FGM. 

2.9.2.4 Hygiene 

One health reason given for continuing FGM is that it cleans and beautifies 

the female genitals (Al-Khulaidi et al., 2013; Ruiz et al., 2014). In many 

practising countries, particularly in Africa, FGM is believed to facilitate the 

cleanliness of the female genitals, which are considered unclean in their 

natural form (Al-Khulaidi et al., 2013). According to Al-Khulaidi et al. (2013), 

the female genitals are considered dirty, unsightly, and believed to be 

associated with germs and bad odour. Therefore, men perceive women 

without FGM as unclean (Ruiz et al., 2014). For example, in a descriptive 

qualitative study conducted among nine men living in Spain, Ruiz et al. 

(2014) reported that respondents from countries in favour of FGM believed 

that it is impossible to maintain good personal hygiene without undergoing 

the illegal surgery. Again, by connecting females’ hygiene to FGM, the 

findings from Ruiz et al.’s (2014) study provide support for the masculinity 
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theory of FGM, which links the practice to men’s dominant status and sexual 

domination (Johnson and Greene, 2004). However, given the small sample 

size, it can be argued that the findings from Ruiz et al.’s (2014) study is not 

generalisable. 

In this regard, contradictory findings have been reported by other studies. 

For instance, a qualitative study conducted among eleven mothers and five 

fathers in two rural communities in Egypt reported that hygiene was not a 

motive for circumcising daughters (Abdelshahid and Campbell, 2015). This 

controversy among studies suggests the need for future research to 

investigate the relationship between hygiene and men’s views of FGM. Such 

research will help to design appropriate sexual health education for men in 

practising communities. The next section discusses the relationship between 

FGM and male sexual satisfaction. 

2.9.2.5 Male sexual satisfaction 

Another reason for favouring the continuing practice of FGM is its ability to 

enhance male sexual pleasure (Foundation for Women’s Health, Research 

and Development [FORWARD], 2012; Berg and Dension, 2013; Ashimi, 

Amole and Iliyasu, 2015; Jiménez Ruiz, Martínez and Alcón Belchí, 2017). 

According to Berg and Dension (2013), the views held by females who 

favour FGM is that men prefer to marry women who have undergone the 

tradition for their sexual pleasure, especially those who have undergone 

infibulation. For instance, a cross-sectional study carried out among 450 

infants and their mothers at the Federal Medical Centre, Birnin Kudu, Nigeria 

reported that 17.7% of infants were subjected to FGM to ensure pleasurable 
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sexual intercourse for their future husbands (Ashimi, Amole and Iliyasu, 

2015). In addition, a qualitative study conducted among 25 men from five 

countries (Mali, Senegal, Chad, Djibouti, Niger, Ghana and Morocco) 

reported that FGM enhances male and females’ sexual pleasure and that 

men preferred to marry circumcised women (Jiménez Ruiz, Martínez and 

Alcón Belchí, 2017). The belief that FGM facilitates sexual pleasure for men 

is grounded in masculinity theory, which explains that the practice persists 

through the concept that greater sexual pleasure is a male prerogative and is 

gained from a tight vagina (Johnson and Greene, 2004). However, how FGM 

improves males’ sexual desires has not been properly understood.  

Furthermore, the few studies that have investigated the effect of FGM in 

particular, reported sexual complications among men rather than pleasure 

(Berggren et al., 2006; Abdelshahid and Cambell, 2015; Catania et al., 

2016). In a study of 10 Sudanese men and 12 women, most of the male 

participants admitted having trouble and suffered injuries, bleeding and 

inflammation of the penis during vaginal penetration with circumcised women 

(Berggren et al., 2006). Similarly, Egyptian fathers have been reported to 

acknowledge the negative impacts of FGM on marital sexual relationships. 

For example, in a qualitative study amongst five Egyptian men, Abdelshahid 

and Cambell (2015) concluded that fathers of at least one daughter argued 

that FGM reduces women’s sexual response and thus impacts negatively on 

their sexual enjoyment. However, the use of a cash incentive to encourage 

participation in the study and the small male sample may have led to 

response bias (Abdelshahid and Campbell, 2015). 
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Moreover, some young male participants from a qualitative study carried out 

in Egypt expressed concerns that FGM reduces women’s sexual desires, 

excitement, and response, thereby hindering their sexual pleasure (Fahmy, 

El-Mouelhy, and Ragab, 2010). Although it can be argued that the sample 

analysed in the above studies were non-randomised, findings from these 

studies indicate that male sexual enjoyment may not be a factor influencing 

the continuation of FGM. Therefore, there is a need to examine the 

relationship between FGM and male sexual pleasure in order to design 

appropriate health interventions to dismantle the myths underpinning its 

continuation. 

2.9.3 Research hypotheses 

Following previous discussions in section 2.9.1.1 concerning individual 

factors of the SEM of violence, the presumed relationship between 

occupation, education, age and FGM is that unemployed and uneducated 

older men are more likely to support its continuation (Fahmy, El-Mouelhy and 

Ragab, 2010; Kaplan et al., 2013a; Ouldzeidoune et al., 2013; Catania et al., 

2016; Shahid and Rane, 2017). It is also assumed that in comparison to 

employment, unemployment will serve as a factor perpetuating the 

continuation of harmful practices (UNICEF, 2013). According to UNICEF 

(2013), economic development increases commerce, education, migration 

and may change the financial dependence on FGM to ensure a daughter’s 

future through marriage. Therefore, better educated younger men who are 

financially independent are more likely to favour FGM discontinuation (Van 

Rossem, Meekers and Gage, 2015), probably because they are aware of the 

health issues associated with the practice and other harmful practices 
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through access to media messages (Dalal et al., 2018) and exposure to 

colleagues and international discourse that condemn the practice (Cloward, 

2015). 

As reported in Ouldzeidoune et al.’s (2013) study, the strongest predictors for 

approving FGM continuation included education and working status for men 

and women participants. For example, a high level of education (university 

level) was negatively associated with approval for FGM continuation for both 

male (O.R. 0.29 (95% CI 0.16–0.52) and female (O.R. 0.19 (95% CI 0.11–

0.33) respondents (Ouldzeidoune et al., 2013). Furthermore, male 

respondents with secondary education were 0.49 times less likely to support 

FGM continuation than those with no education, whereas those with a high 

(university) level of education were 0.29 times less likely to favour FGM 

(Ouldzeidoune et al., 2013). 

Similarly, evidence suggests that men in professional occupations, for 

instance, healthcare professionals, support the ending of FGM (Ibrahim, 

Oyeyemi and Ekine, 2013), presumably because they have knowledge of its 

health consequences. Furthermore, the views of young people regarding 

traditional norms and practices, especially about sexual pleasure, may have 

evolved due to the role social media and social networking sites play in the 

evolution of social and behavioural norms (Cookingham and Ryan, 2015).  

Positive changes in health behaviours and practices have been reported to 

be associated with the use of modern technologies such as the internet and 

smartphones (Elaheebocus et al., 2018). Considering the context of the 

study setting (see section 3.8.1), it is therefore expected that younger men 
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will be more likely to support FGM discontinuation as they are more engaged 

with modern communication technologies (Balogun and Olatunde, 2020). 

Furthermore, given that wealth index is the socioeconomic status of an 

individual in society (Manstead, 2018), and that poverty increases the risk of 

perpetrating or encouraging violence (Krug et al., 2002), it is therefore 

expected that unemployment and poor education will increase the likelihood 

of supporting FGM, whereas wealth and access to media will decrease the 

likelihood of favouring its continuation. 

Similarly, as previously discussed in section 2.9.2, the sociocultural reasons 

for continuing FGM, as expressed by members of practising communities, 

include perceiving the practice as a traditional and religious requirement, 

believing it controls sexual desires in women and girls, thinking it has 

hygienic benefits, and that it enhances men’s sexual enjoyment (Berg and 

Denison, 2013; Ruiz et al., 2014; Ashimi, Amole and Iliyasu, 2015). Based on 

these sociocultural justifications for continuing FGM in other communities 

and the findings of previous literature (Kaplan et al., 2013a; Sagna, 2014; 

Catania et al., 2016), the present study therefore proposed the following 

hypotheses (H):  

H1: Individual (occupation, age, and education), family (marital status), 

community sociodemographic characteristics (religion, mass media 

(radio/television), and socioeconomic status), and sociocultural factors (such 

as traditional beliefs, religious faith, women and girls’ sexual control, hygiene, 

marriage, and male sexual pleasure) will be significantly associated with 

men’s views of FGM continuation. 
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H2: Unemployed, single, and uneducated older men are more likely to 

support the continuation of FGM than employed, married, and educated 

men.  

H3: Men who have Christian faith, own a radio and/or television and are 

wealthy are less likely to favour FGM continuation than men with other 

religious beliefs, who are poorer and do not own a radio and/or a television. 

H4: Men who perceive FGM as a traditional and religious rite that enhances 

male sexual pleasure and female personal hygiene, and controls female 

sexual desires and increases marriageability of girls are more likely to 

support its continuation than those who do not. 

Reviewing the relevant literature on the sociodemographic and sociocultural 

dynamics of FGM has provided evidence that it is an important and complex 

public health problem affecting both women and men from all walks of life. 

Firstly, there is no universal justification for supporting its continuation and 

various communities have different social and cultural reasons for continuing 

FGM. As can be noted in section 2.7, controversies exist among studies over 

some elements of the SEM. 

Some studies have stressed the risk of poor educational achievement and 

belonging to a poor socioeconomic class, while others have found no 

significant relationship between education, wealth index and FGM 

continuance (section 2.9.1). As a result, different theoretical perspectives 

have emerged to explain the practice, of which sociodemographic factors 

associated with these theories are correlated with support for the practice of 

FGM. The next section therefore discusses the different theoretical 
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perspectives that attempt to explain the persistence of FGM among 

practising communities. 

2.10 PERSPECTIVES OF FGM 

In the preceding sections 2.9.1 and 2.9.2, a critical review of factors 

perpetuating the continuation of FGM was presented by highlighting the 

discrepancies that exist among studies and the knowledge gaps relating to 

sociodemographic and sociocultural factors. These gaps are comprised of 

the lack of detailed insight into how men’s perceptions of FGM influence its 

continuation. The tradition has raised many controversial and contested 

arguments among scholars, and many have relied on a theoretical school of 

thought to explain their opinions. These differing theoretical perspectives are 

likely to directly influence the women and girls who are affected as well as 

the policy and health care professionals caring for them. Therefore, in this 

section, a discussion of the theoretical underpinnings of FGM to justify the 

chosen perspective and develop a conceptual framework of its risk factors is 

presented. This section partly addresses the fourth research objective, which 

is to develop a framework of factors perpetuating the continuation of FGM in 

Nigeria as perceived by men from the Igbo tribe. At the end of this section, 

the diverse theoretical perspectives explaining the practice are presented. 

2.10.1 How the practice of FGM is influenced 

The literature exploring the persistence of FGM may provide information on 

how the practice is influenced. In reviewing the literature on FGM with the 

intent of understanding how support for the practice is influenced, vital points 

of reference are the works on FGM theories and models, which attempt to 
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explain how the continuation of FGM is influenced. FGM theories are broadly 

divided into different theoretical perspectives. These theoretical perspectives 

range from feminist discourses that focus on the practice of FGM as a means 

of controlling women within patriarchal communities, to cultural relativists 

who argue that FGM is an important cultural practice that should be 

protected from Western interference. Other theoretical perspectives include 

human rights, medicalisation and male perceptions. These different 

perspectives underpinning FGM are discussed in the following sections. 

2.10.1.1 Feminist perspectives 

FGM has been described as a practice used to exercise social control over 

women and their sexuality in a highly patriarchal and patrilineal society. This 

viewpoint is grounded in the feminist theory of FGM (Yount, 2002). According 

to Wade (2009), the tradition is an iconic example of women’s oppression. 

Dominance and control in this discursive field are exhibited through the 

regulation of excessive sexual desires and exercised by the ability to inflict 

pain upon women’s bodies, which are perceived as generating surplus 

sexual desires. An empirical study conducted in three sites in Egypt indicates 

support for the feminist perspective through its findings. Fahmy, El-Mouelhy 

and Ragab (2010, p.184) stated that men who favour the continuing practice 

of FGM perceive women who have not undergone the procedure as “restless 

bulls who would demand for men or would reach orgasm while walking or 

holding someone’s hands”. According to Fahmy, El-Mouelhy and Ragab 

(2010), the clitoris was believed to be the site of strong sexual urge, and an 

intact clitoris creates the risk of marital infidelity among women.  
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As indicated by feminist perspectives, FGM is practised as a means of 

controlling women’s sexuality in order to reduce the risk of engaging in 

extramarital affairs. Feminists therefore propose that the tradition is practised 

by women for men’s benefit and that it is not a cultural phenomenon, but a 

culture imposed by the invisible hand of patriarchy (Monagan, 2010). As 

previously discussed in section 2.9.2.1, another facet of feminist theory 

highlights the role gendered socioeconomic opportunities play in sustaining 

FGM (Yount, 2002). Feminist theorists argue that FGM serves this role by 

regulating women’s access to marriage (Yount, 2002, Grose et al., 2019). 

FGM is therefore connected to marriage as an important source of social 

identity and economic security for women in affected communities. In many 

societies, gender inequality constrains women’s involvement in 

socioeconomic activities, including education, politics and employment (Dilli 

and Westerhuis, 2018), and restricts their sexual rights (George et al., 2020).  

This marriage importance is evident in the high prevalence rate of marriage 

among women and the extent to which females can take part in political and 

entrepreneurial activities in society. To further explicate, data on the marital 

status of people aged 15-49 in Nigeria show that 70% of women compared 

to 57% of men were currently married or living together with a partner (DHS, 

2019). Accordingly, in communities where marriage is delayed to adulthood, 

and women have more socioeconomic opportunities such as access to 

education and paid work, marriage may lose its economic value and as a 

result FGM will be seen as less important (Boyle McMorris and Gomez, 

2002; Yount, 2020). Findings from previous studies support feminist theories 

of FGM. For example, educated women are more likely to oppose the 



 
 
 

 

79 
 

practice of FGM (Novak, 2016) and socioeconomic opportunity that may 

reduce women’s dependence on marriage has a significant and negative 

association with daughters’ FGM experience in Burkina Faso and Côte 

d’Ivoire (Hayford et al., 2020). 

However, the argument that FGM is an inherent part of patriarchy, and a 

means of controlling women’s sexuality has been criticised by other scholars 

(Shell-Duncan et al., 2011; Wangila, 2015). For instance, Wangila (2015) 

argued that there are patriarchal societies that do not practise FGM while 

some polyandrous and matrilineal societies encourage and maintain the 

practice. According to Obiora (1997), FGM is practised and justified on 

religious and cultural grounds rather than for patriarchal reasons and the 

wish to control women’s sexuality.  

In addition, studies conducted among women in Southern Israel, a 

patriarchal society (Ademiluka, 2018), reported no cases of the practice 

among the 132 female participants (Halila et al., 2009). Furthermore, findings 

from analysing the 2005 Ethiopian Demographic and Health Survey 

contradicts feminist theory by revealing that factors such as religion play a 

significant role in the practice among Ethiopians (Fikrie, 2010). However, 

because men hold a near-monopoly over religious leadership (Kalmbach, 

2012), it is imperative to consider the role they play as religious leaders in 

Ethiopia and around the world, as their religious authority plays a significant 

role in the social and religious behaviour of their communities (Downs et al., 

2017). Furthermore, in Grose et al.’s (2020) study, it was reported that a 

daughter is more likely to experience FGM if she lives in a community with 
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more socioeconomic opportunities for women. This finding further contradicts 

feminist theory about gender inequality.  

Despite the wide recognition of the feminist perspectives, their view of factors 

perpetuating the continuation of FGM is limited given their sole focus on 

patriarchy and control of women’s sexuality. The social, religious, and 

cultural contexts of the practice are not taken into consideration. The feminist 

view fails to account for other important factors such as sociodemographic 

factors, which influence the continuation of FGM (Ouldzeidoune et al., 2013; 

Varol et al., 2015). For example, due to poverty, fathers depend on their 

daughter’s bride price for financial aids as it is believed that girls with FGM 

attract a good bride price (Burrage, 2016). In terms of providing insight into 

factors perpetuating the continuation of FGM from men’s view, the practice 

cannot be perceived as a one-dimensional phenomenon sustained by 

patriarchal society. Moreover, this study does not investigate maternal FGM 

status, experiences, and attitudes. Therefore, the present study is not based 

on feminist theory and its perspectives. 

2.10.1.2 Human rights perspectives 

The international community acknowledges FGM as a women’s health 

problem and a violation of the human rights of girls and women (WHO, 

2011). In the communities where FGM is practised, children are usually 

coerced to undergo the procedure and no effort is made to seek their 

consent or inform them of the process involved or the health risks associated 

with the practice (Wangila, 2015). Human rights activists argue that the right 

to live for some children forced to undergo FGM and their right to sexual 
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fulfilment is denied (Wangila, 2015). This denial of rights is exemplified in 

Mohamud’s (1991) research conducted in Somalia. A higher mortality rate 

(13-72%) was reported among female children who underwent infibulation 

than their uncircumcised counterparts. More recently, death has been 

reported in severe cases of the practice (WHO, 2018). Furthermore, a 

prospective case-control study conducted among 130 sexually active 

immigrants and Saudi women in a tertiary referral hospital in Jeddah, Saudi 

Arabia, concluded that the sexual function of women with FGM is adversely 

altered (Alsibiani and Rouzi, 2010). 

Of note, the role human rights law, norms and values should play in 

addressing the practice of FGM is one of the most highly debated issues 

worldwide. The Universal Declaration of Human Rights (UDHR), the 

International Covenant on Civil and Political Rights (ICCPR), and the 

International Covenant on Economic, Social and Cultural Rights (ICESCR) 

are the imposing human rights treaties that recognise FGM as a form of 

violence and ban its practice (Odeku, Rembe and Anwo, 2009). FGM 

violates the human rights articulated in Article 5 of the Universal Declaration 

of Human Rights. This article states that everyone has the right not to be 

subjected “to torture or cruel, inhuman, or degrading treatment or 

punishment” (United Nations, 2016, p.2). Therefore, the amputation of parts 

of the female genital organs without consent is a denial of this right. Similarly, 

in cases where adults request and consent to FGM, it is important that they 

are accurately informed about the dissimilarities in the female genitalia and 

offered psychological treatments such as body image distress counselling 
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before cosmetic surgery is offered as the last treatment option (Mills and 

Reeve, 2016).  

FGM is also viewed as a form of violence against women because it violates 

the bill of rights for women as stated by The Convention on the Elimination of 

all Forms of Discrimination Against Women (CEDAW), an international treaty 

adopted in 1979 by the United Nations General Assembly. CEDAW defines 

gender discrimination as: 

Any distinction, exclusion, or restriction made on the basis of sex 

which has the effect or purpose of impairing or nullifying the 

recognition, enjoyment or exercise by women, irrespective of their 

marital status, on a basis of equality of men and women, of human 

rights and fundamental freedoms in the political, economic, social, 

cultural or any other field (UN Women, 2017, p.1). 

CEDAW condemns all forms of discrimination against women and calls for all 

nations to make changes to their cultural, social, or political systems with the 

aim of encouraging equality among men and women. Similarly, FGM is 

recognised as a violation of Article 24 of the 1990 UN Convention of the 

Rights of the Child, which states that children have the right to good health 

(UNICEF, 2017). FGM violates this right given its associated health 

consequences (section 2.5). As discussed in section 2.4, these international 

treaties and conventions have been supplemented by regional treaties such 

as the African Charter on Human and Peoples’ Rights, the Maputo Protocol 

(Lazuta, 2013; Ofor and Ofole, 2015), the African Union Charter on the 

Rights and Welfare of the Child (UNICEF, 2007), and the 1987 European 
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Convention for the Prevention of Torture or Degrading Treatment or 

Punishment (Council of Europe, 1989), which protects the rights of women 

and girls.  

Human rights activists set FGM in the context of women’s social and 

economic weakness and argue that political, civil, social, cultural, and 

economic rights are vital to addressing the range of factors perpetuating the 

practice of FGM (Odeku, Rembe and Anwo, 2009). The human rights 

perspective affirms that the rights of women and girls to freedom from 

discrimination, physical and emotional violence, and good health are 

universal (Odeku, Rembe and Anwo, 2009). The UDHR represents a wider 

consensus on human dignity than any single traditional or cultural value 

(Ayton-Shenker, 1995) and, accordingly, should be applied in all countries 

even when they conflict with existing cultural or religious practices (Musalo, 

2015). Therefore, universalists argue that the same legal enforcement 

measures of human rights are applicable to every country (Le, 2016).  

However, given the cultural relevance of FGM, legal measures alone without 

considering the cultural context of the problem are not enough to address the 

issue (Lakatos, 2018). Consequently, anthropologists argue that the idea of 

universalism is not appropriate, and that governments will not accept 

international rules that conflict with local values and their political interests 

(Lakatos, 2018). Although the human rights perspective is useful in 

understanding how FGM violates the rights of women and children, it does 

not advance knowledge of the complex social and cultural contexts within 

which it is practised. Neither does it explain how culture or religion influence 

attitudes towards the continuation of FGM. 
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Consequently, it is argued that criminal sanctions and policies are effective 

only when a ‘critical mass’ of the public are aware of the health 

consequences of FGM and are against the practice (Dorkenoo and Elworthy, 

1992). Additionally, it is ironic that nearly all the African countries, including 

Nigeria, in which FGM is practised are signatories to the African Charter and 

the Maputo Protocol (see section 2.4). Health education is therefore 

fundamental in changing public opinion towards FGM (Dorkenoo and 

Elworthy, 1992; Odeku, Rembe and Anwo, 2009). Hence, this study is not 

grounded on human rights perspectives. 

2.10.1.3 Cultural relativism 

During the drafting of the Universal Declaration, the American 

Anthropological Society (AAS) cautioned the UN Commission on universal 

human rights because of the danger of cultural differences (Lakatos, 2018). 

They questioned the statement on human rights as reflective of values and 

standards prevalent in the Western world (Le, 2016; Lakatos, 2018). Those 

who hold cultural relativist perspectives argue that FGM is a cultural practice 

and should not be judged by people outside the traditional context in which it 

is practised. Cultural relativism is defined as: 

A doctrine that proposed that at least some cultural and historical 

variability such as moral rules and social traditions are exempt from 

legitimate criticism by outsiders and is strongly supported by notions 

of communal autonomy and self-determination (Donnelly, 1984, 

p.400). 
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Contrary to feminist and human rights perspectives, cultural relativism 

argues that rights and rules about morality, health and violence are 

dependent on cultural contexts (Wangila, 2015). As a result, proponents of 

cultural relativism challenge the UDHR and consider it as a treaty based on 

an idealist Western philosophy, which does not reflect the real concerns of 

ordinary people, families and social groups and is therefore not universal in 

practice (Lakatos, 2018). Conflicting to the human rights perspective (as 

discussed in section 2.10.1.2), cultural relativists argue that international laws 

that conflict with a government’s political interest and local values will not be 

upheld by the people. Consequently, government will not allow certain 

international human rights, like religious freedom, private ownership, or 

marriage to dictate what they do with their cultural practices as they are 

perceived as signs of Western imperialism (Lakatos, 2018).  

The arguments of cultural relativism are not only centred on cultural 

differences in values or norms, but also on diverse ways in which 

judgements are made or human rights interpreted. According to the 

advocates of cultural relativism, the overriding of cultural and religious norms 

or dictates by international treaties is a violation of state sovereignty (Musalo, 

2015). They further argue that rights and wrongs only exist when a society 

perceives them as such and that culture, an important source of validity of 

moral right or rule, is part of a person’s identity (Musalo, 2015; Le, 2016). 

This argument is demonstrated in studies reporting FGM as a source of 

ethnic and cultural identity (Alhassan et al., 2016; Aderibigbe et al., 2018) 

(see section 2.9.2.1). Consequently, given the relativity of all norms (Lakatos, 

2018), the legitimacy and applicability of a universal human rights law are 
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questionable if it is not relative to a particular culture. As such, the 

enforcement of universal Western human rights law will destroy values native 

to other cultures (Lakatos, 2018).  

In essence, FGM is not a violation of human rights because, in the cultural 

contexts in which it is practised, it is performed for the good and benefit of 

women and children (Ruiz, Martínez and Bravo, 2016). As perceived by 

cultural relativists, FGM is believed to be a cultural practice that provides 

ethnic identity, cultural cohesion, role clarification, and a sense of pride 

among practising communities (Shell-Duncan et al., 2011). Studies 

investigating FGM have revealed that women in communities where FGM is 

practised consider it as a means of achieving social cohesion and 

preservation of family honour (Shell-Duncan and Herniund, 2006; Shell-

Duncan et al., 2011; Garba et al., 2012).  

In other words, it is a cultural practice that should not be condemned by 

people from the Western world. This viewpoint is demonstrated in a 

qualitative study involving interviews and focus group discussions of 

behavioural change and decision-making regarding FGM in the Gambia and 

Senegal (Shell-Duncan and Herniund, 2006). Data analysis from both men 

and women in that study revealed that motivators for accepting the practice 

of FGM include respect for family decision-makers and the desire for social 

inclusion and that readiness to change the practice is often collective rather 

than individual (Shell-Duncan and Herniund, 2006). Furthermore, analyses of 

data from a mixed-methods study of women in Senegal and The Gambia 

revealed that FGM is a cultural practice that facilitates social inclusion and 

respect for authority among girls and women (Shell-Duncan et al., 2011).  
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Therefore, the term ‘culture’ can be perceived as the reason for continuing 

the practice and the suggested solution includes an educational campaign 

focused on the health complications of FGM, decriminalising a safer form of 

the practice as well as considerations of those factors that provide a cultural 

change in FGM-affected communities (Billet, 2016). This cultural relativism 

perspective therefore provides a limited explanation for FGM continuation as 

it does not explain the underlying causal factors, not even those that may be 

responsible for supporting a harmful practice, such as FGM. Like feminist 

and human rights perspectives, cultural relativism does not depict the 

sociodemographic factors influencing individual acceptance for the 

continuation of FGM and therefore, does not underpin the present study. 

2.10.1.4 Medical perspectives 

This philosophical stand suggests that the medicalisation of FGM will 

eliminate its negative health consequences and make it safer to practise 

(Relph et al., 2013). The medicalisation of FGM is defined by the WHO as 

“situations in which FGM (including reinfibulation) is practised by any health 

professional, whether in a public or a private hospital, at home or elsewhere, 

at any time in a female’s life” (WHO, 2010, p.2). It involves a trained 

healthcare worker such as a doctor, gynaecologist/obstetrician, nurse, 

midwife, and other health care personnel in a public or private clinic, hospital, 

or home performing FGM. Reinfibulation is a surgical procedure of narrowing 

the vaginal opening of females after childbirth (or after being deinfibulated) 

(WHO, 2016). As discussed in Chapter One, FGM is traditionally performed 

without anaesthesia, with the use of unhygienic instruments and by non-
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medical personnel. Hence, proponents of medical perspectives argue that to 

reduce the health anomalies associated with FGM, it should be performed by 

trained health professionals in sterile conditions.  

Nevertheless, this point of view has perpetuated the continuation of FGM in 

many countries and influenced support for the tradition among health 

professionals despite the increasing amount of legislation against the 

practice. For instance, in a cross-sectional study carried out among 350 

nurses working in three tertiary health institutions in northern Nigeria, Ashimi 

et al. (2014) reported that 4% of nurses support the continuation of FGM and 

would have it done to their daughters. In addition, a high prevalence of 43% 

of health care professionals working in rural areas in The Gambia supported 

FGM, and 47% intend to perform FGM on their daughters in the future 

(Kaplan et al., 2013c). Furthermore, Kaplan et al. (2013c) revealed that 43% 

of health care professionals believed that medicalising FGM would make it 

safer. 

To this end, the medicalisation of FGM is a factor perpetuating its 

continuation. Again, analysis of the DHS data from 25 countries revealed that 

26% of women aged 15-49 years, which is estimated at 16 million women, 

have been circumcised by a medical professional (Shell-Duncan, Njue and 

Moore, 2017). According to Shell-Duncan, Njue and Moore (2017), the 

medicalisation rates of FGM is highest in the following five countries: Sudan 

(67%), Egypt (38%), Guinea (15%), Kenya (15%) and Nigeria (13%), and 

rates are still rising in all these countries except for Nigeria. Reinfiibulation for 

example is documented in countries reporting a high prevalence rate of 
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infibulation, such as Sudan, Somalia, Djibouti, and Eritrea (Almroth et al., 

2001), and is estimated to affect 20 million women worldwide (Leye et al., 

2019). 

As discussed in section 2.10.1.3, emphasising the adverse health 

consequences of FGM and legalising a safer form of the practice is 

suggested to help motivate people to abandon the practice as well as 

maintain the cultural heritage of practising communities (Billet, 2016). 

However, this medicalisation approach has encouraged health care 

practitioners to perform the practice, and this involvement of medical 

personnel is likely to confer a sense of legitimacy and give the false 

impression that FGM is harmless and good for women and girls’ health 

(WHO, 2010). In 1979, the WHO condemned the medicalisation of FGM at 

an international conference by stating that “it is unacceptable to suggest that 

performing less severe forms of FGM within medical facilities will reduce 

health complications” (WHO, 2016, p.8). Moreover, the United Nations 

Sustainable Development Goal 5 (SDGs): gender equality and empower all 

women and girls, includes a target to eliminate all harmful traditional 

practices, including FGM by 2030 (Leye et al., 2019; United Nations, 2019). 

As such, both medicalised and traditionally performed FGM are now 

recognised internationally as violations of women and girls’ rights and are 

categorised as forms of gendered based violence (Gangoli et al., 2018; Leye 

et al., 2019).  

Leye et al. (2019) argued that the WHO definition of medicalised FGM is 

limited in context and thus allows medicalised FGM to be justified as a form 
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of harm reduction by healthcare professionals. According to Leye et al. 

(2019), medicalised FGM includes performing less invasive forms of the 

practice, often regarded by health personnel as a ‘harm reduction strategy’. 

For instance, in 2010, the American Academy of Pediatrics (AAP) advocated 

for federal and state laws to allow paediatricians to perform a less harmful 

type of FGM (ritual nick) that involves just a drop of blood (AAP, 2010).  

Physicians working in ‘minority communities’ claim that this procedure, ‘ritual 

nick,’ will help prevent the actual mutilation of a girl’s genital organs, 

eliminate its devastating psychological and health consequences and still 

appease the cultural demand of parents (AAP, 2010). A recent study in 

Nigeria, for example, revealed that nurses who had received training on the 

health complications of FGM and awareness of the campaign and legislation 

against the practice are cautious and more likely to only nick the clitoris 

enough to make it bleed and therefore satisfy the desires of parents that the 

procedure has been performed without removing much tissue (Obianwu, 

Adetunji and Dirisu, 2018). 

Another argument questioning the WHO definition of medicalised FGM is 

whether the use of medical instruments such as sterile razor blades, forceps 

or surgical blades and antibiotics to perform FGM, particularly by traditional 

practitioners, should be considered as a form of medicalised FGM (Leye et 

al., 2019). Although the practice of FGM is locally performed using a non-

medical instrument such as a saw-toothed knife, pieces of glass or, rarely, 

sharp stones (section 1.1), many medical tools have been reported to be 

used by health workers as well as traditional practitioners in Nigeria. This 
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includes antiseptic, surgical scissors or blades, cotton wool, forceps, and 

antibiotics (Obianwu, Adetunji and Dirisu, 2018). A typical example is the 

court case of a Nigerian woman who was caught while she was about to 

perform FGM on a baby in her house in Italy (Johnsdotter and Mestre i 

Mestre, 2015). On arrest, she was found with surgical instruments such as 

scissors, gauze, surgical spirit, and syringes (Johnsdotter and Mestre i 

Mestre, 2015). 

Furthermore, many healthcare practitioners performing FGM support the 

cultural norm themselves because they gain financially (Kaplan et al., 2013c; 

Ashimi et al., 2014; Leye et al., 2019). Indeed, the difficulty of defining what 

constitutes medicalised FGM was demonstrated in an unsuccessful legal 

case brought against an obstetrician in the UK, in 2015, who allegedly 

performed a reinfibulation on a woman during delivery and illustrates the 

difficulty of proving to the court that FGM was performed (Leye et al., 2019). 

Moreover, as previously discussed in section 2.4, the first successful 

prosecution in the UK involved a mother who used traditional techniques to 

perform FGM on her three-year-old daughter.  

The medical perspective places emphasis on the direct influence of medical 

personnel towards supporting FGM and fails to reflect the broader context of 

sociodemographic, economic and cultural settings where various factors can 

contribute to influencing views and attitudes towards the tradition. As a 

result, its direct relevance in explaining how the continuation of FGM is 

influenced is limited to the views of health specialists. The application of the 

medical perspective to this study is also limited to the simplistic view of ‘harm 
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reduction strategy’ and does not fully reflect the complex nature of the 

practice. 

Moreover, given that the present study aims to identify factors perpetuating 

the continuation of FGM to help develop preventive measures, this 

perspective of medicalisation and practising a less severe type of FGM 

provide very little towards developing preventive programmes. Rather, it 

presents a false sense of security and legitimacy of the practice (United 

Nations Population Fund [UNFPA], 2015). 

2.10.1.5 Male perspectives 

As previously discussed in section 1.2, men’s views of FGM are complex and 

often regarded as nonchalant because they sometimes regard the practice 

as ‘women’s business’. This ‘women’s business’ argument indicates women 

have sole authority over decisions about certain aspects of reproductive 

health and gender socialisation, including FGM (Yoder, Camara and 

Soumaoro, 1999). Thus, this line of view suggests that men are not involved 

in the FGM decision-making process and theoretically have limited interest in 

whether the practice continues or discontinues (Shell-Duncan et al., 2021). 

However, evidence indicates that fathers from Egypt perceived FGM as an 

important cultural tradition that ensures good marriage prospects for girls and 

facilitates women’s faithfulness in marriage by controlling their sexual desires 

(Abdelshahid and Campbell, 2015). In this regard, FGM is believed to help 

men maintain polygamy in some countries (Ruiz, 2014). For instance, in a 

cross-sectional study conducted among infants in Nigeria, Ashimi, Amole 

and Iliyasu (2015) reported that fathers gave consent for FGM to be 
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performed on 153 (71.2%) of the subjects. Furthermore, Kaplan et al. 

(2013a) conducted a transversal descriptive study among Gambian men and 

reported that 61.8% of men supported the continuation of FGM.  

In contrast, men have also complained about the health implications of FGM 

and found a lack of sexual response from circumcised women very 

distressing (Abdelshahid and Campbell, 2015). For instance, in a survey 

carried out among 36 West African male immigrants in New York, 

Akinsulure-Smith and Chu (2017) reported that 55.6% of respondents stated 

that FGM causes infection and 33.3% reported its association with childbirth 

complications. Consequently, low prevalence rates of 20.4% (Adeniran et al., 

2016) and 38% (NPC and ICF International, 2014) of men have been 

reported to support the continuation of FGM in Nigeria.  

As previously discussed in section 2.10.1.1, literature on the role men play in 

the continuation of FGM also points towards patriarchal power structure, 

which serves to perpetuate women’s subordination status (Yount, 2002). 

This suggests that men view discontinuing FGM as a threat to their 

superiority over women, and therefore it should be continued. However, this 

line of view has been criticised for focusing solely on gender without 

considering other possible intersecting areas that may simultaneously shape 

and influence power (Patil, 2013). Patil (2013) argues that other than gender 

differences, there may be other multiple social domains that may reinforce 

subordination, and that gender inequality may be entangled in wider 

determinants of social inequality. In this regard, for example, data from a 

mixed-methods study in two regions in Senegal found that in addition to 

gender, factors such as age-related hierarchy, structural factors, and locality 
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play a significant role in sustaining subservience among women (Shell-

Duncan et al., 2021). To illustrate this, Shell-Duncan et al. (2021) reported 

that in South Senegal FGM is supported by men, and older women whereas 

in Central Senegal, men, specifically fathers, advocate for the abandonment 

of FGM. Additionally, in a qualitative study among 50 African immigrants in 

Australia, 19 out of 25 men reported that FGM is a traditional practice 

perpetuated by older women as part of their cultural identity (Hassanen, 

Okubatsion and Rahma, 2019). It was also revealed that men perceived 

FGM as women’s problem and that the focus should be on whether women 

want the practice to end or continue (Hassanen, Okubatsion and Rahma, 

2019). 

As discussed in section 1.2, data on Nigerian men’s view of FGM are notably 

lacking. The diverse predictions regarding men’s views on FGM continuance 

also suggest the need for research in this area. Therefore, advancing 

knowledge on the type of men who support the cultural practice as well as 

identifying the essential social and structural attributes in the relationship 

between FGM and men’s view could be the stepping stones needed to 

transform men into drivers of cultural change.  

2.10.2 Theories of FGM 

Despite numerous measures to end FGM in Nigeria, the practice continues 

to occur. Theories that primarily attempt to explain the persistence or 

abandonment of FGM are divided into three types: feminist, modernisation, 

and convention (Yount, 2002). However, other theories have been proposed: 

masculinity theory, the theory of behavioural change, and diffusion theory. 
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These theories provide conceptualisations of the characteristics of FGM 

which show the relationship between the tradition and its perpetuating 

factors. They explain how and why the practice of FGM is continued and are 

useful in investigating factors influencing its continuation. These theories are 

not mutually exclusive, however. There are variables common among them, 

some of which overlap. Wealth and education, for example, play an 

important role in both feminist and modernisation theory. Theories of FGM 

were pioneered by Hosken (1976) with the development of the feminist 

theory of FGM based on the idea of ‘global sisterhood’. As previously 

discussed in section 2.10.1.1, the feminist theory holds the notion that 

women around the world are united by gender inequality imposed on them 

by the patriarchal nature of their societies (Wade, 2009). Other theories of 

FGM are discussed in the following sections. 

2.10.2.1 Masculinity theory of FGM 

As a result of empirical research and advancement in scientific knowledge on 

social norms, scholars have now understood that the continuation of FGM is 

perpetuated not only by cultural norms related to marriageability but also by 

wide-ranging norms including ethnic identity, religion, sexuality, and honour 

as well as constraining gender norms (Mackie and LeJeune, 2009). Gender 

norms are the cultural representation of what is perceived as masculine and 

feminine. For most practising communities, particularly in Africa, the concept 

of FGM stems from the cultural ideas about masculinity, femininity, and the 

human body (Johnson and Greene, 2004). Masculinity and femininity are 

constructed based on certain behaviours or characteristics considered as 

societal or traditional norms and assigned to individuals based on their 
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biological identity (Lips, 2016). In this regard, masculinity is constructed as 

aggression and domination and traditionally serves to control female 

sexuality (Johnson and Greene, 2004). In Africa, it carries out this function 

through FGM as it has been considered a prerequisite for marriage (Johnson 

and Greene, 2004) and ensuring men’s sexual pleasure (Ashimi, Amole and 

Iliyasu, 2015), as previously discussed in section 2.9.2.5. For example, 

during the first night of marriage with an infibulated woman who must be cut 

open by her husband through sexual penetration, men tend to be 

conditioned to connect with male virility of force and domination to achieve 

this goal (UNFPA, 2015). 

Similarly, by registering female sexuality in the service of men’s sexual 

satisfaction as suggested in the recent notion that uncircumcised women are 

better marriage partners, more sexually active and responsive than 

circumcised women (see section 2.9.2.5), FGM is linked to masculinity and 

power (Johnson and Greene, 2004). For instance, in Central Senegal, some 

men find women who are uncircumcised and sexually responsive more 

satisfying than those whose sexual drive has been reduced by FGM (Shell-

Duncan et al., 2021). Gender norms for women that defend FGM are often 

linked to chastity and sexual control, aesthetics, and hygiene (Mackie and 

LeJeune, 2009). Available evidence in support of masculinity theory is 

discussed in section 2.9.2.3. For example, research suggests that some 

people from countries favouring FGM believe that women without FGM 

cannot maintain good personal hygiene (Ruiz et al., 2014) (section 2.9.2.4). 

Additionally, Ruiz et al. (2014) reported that FGM is understood as a 

physical, sexual, and reproductive health condition sustained by desires to 



 
 
 

 

97 
 

control women and girls’ sexuality. Similarly, a qualitative study of thirty 

women and men from two regions in Ghana revealed that male dominance 

and lack of female autonomy ensure the continuation of FGM (Sakeah et al., 

2019). 

This system of gender norms conceptualises FGM as a manifestation of 

masculine domination. This construction of masculinity stems from the idea 

that men are sexual aggressors and women are the passive recipients of 

their care. Also, the understanding that men’s role during sexual intercourse 

is to achieve pleasure, whereas women receive the biological substance 

necessary for reproduction aligns with the masculinity theory of FGM 

(Johnson and Greene, 2004). Following the discussion in sections 2.9.2.5 

and 2.10.1.5, masculinity theory connects the practice of FGM to “societal 

expectations of men’s dominant status” (Johnson and Greene, 2004, p. 58).  

As such, men often deem sexual domination an achievement and a major 

source of their masculine identity. A study conducted in 2001 confirmed this 

theory (Winter, 2001). Although the sample size was small, the study 

revealed that men’s main reason for supporting the continuing practice of 

FGM is to reduce women’s overwhelming sexual desire, which they believed 

threatens men’s sexual domination (Winter, 2001). Therefore, FGM echoes 

the masculine domination of women given that the concept of women’s 

liberation is linked to the ideology of sexual liberty (Shell-Duncan et al., 

2021).  

This masculinity theory is relevant because the clitoris, which plays an 

important role in female’s sexual stimulation, has been reported to induce 



 
 
 

 

98 
 

sexual aggressiveness in women, encourage infidelity among married 

women, and promiscuousness among girls (Berg and Dension, 2013). This 

finding is very important because some FGM practising communities believe 

the presence of the clitoris makes women look masculine (Mazloomdoost 

and Pauls, 2015). Consequently, an intact clitoris is perceived as a threat to 

men’s superior and dominant status. According to Mazloomdoost and Pauls 

(2015), the clitoris is often regarded as the female form of the penis, and 

consequently, women without FGM would be at risk of being treated as men. 

Accordingly, to investigate the material and gender constraints preventing 

the abandonment of FGM and to design appropriate programmes, activities 

and campaign messages that would be understood and responded to by 

individuals (and groups of individuals), the present study is based on 

masculinity theory but also seeks further explanations from modernisation 

theory. This study therefore combines principles from both theories to 

attempt to explain the practice of FGM. As previously discussed in section 

2.7, the social and cultural indicators of interest based on masculinity theory 

include traditional and religious norms, women’s sexuality, and 

marriageability of girls, male sexual enjoyment, and hygiene. The next 

section reviews the relevance of modernisation theory to this study. 

2.10.2.2 Modernisation theory of FGM 

Modernisation theory connects the persistence of FGM to poor economic 

development (Boyle, McMorris and Gomez, 2002). It seeks to explain why 

individual attitudes and behaviours change as a result of exposure to social 

development, media messages and how the transition from traditional 
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practices to a Western lifestyle is accompanied by changes in individual 

values. Modernisation theory lays emphasis on the relationship between 

individuals and their environment. Its theorists perceive the persistence of 

cultural and social practices as an individual phenomenon influenced by 

environmental factors.  

As previously stated in section 2.9.1.1, the theory of modernisation is linked 

to individualistic decision-making and focused on individual empowerment 

and autonomy. It therefore posits that urbanisation, education, increased 

individual wealth, and exposure to media will gradually erode FGM by 

enabling individuals to challenge harmful traditional norms and values 

(Boyle, McMorris and Gomez, 2002; Mackie and LeJeune, 2009, Fahmy, El-

Mouelhy and Ragab, 2010; Kaplan et al., 2013a; Shahid and Rane, 2017) 

(see section 2.9.1.3). For instance, the analysis of data collected from the 

DHS program conducted in seven African countries (Egypt, Guinea, Kenya, 

Mali, Niger, Senegal, and Sierra Leone) demonstrated that exposure to 

media (newspapers, magazines, radio, or television) changes adolescent 

girls’ positive attitudes in favour of FGM discontinuation (Dalal et al., 2018).  

The theory of modernisation thus explains how social media influence 

behavioural and attitudinal change by disseminating timely messages about 

policy and a healthy lifestyle (Elaheebocus et al., 2018; Yeung, 2018). In 

essence, modernisation theory suggests that attitudes and behaviours 

towards harmful traditional practices change as individuals embrace a 

modern lifestyle. Therefore, in terms of FGM, modernisation theorists 

contend that wealthier and highly educated individuals are more likely to 
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abandon FGM than their poor and uneducated counterparts (Van Rossem, 

Meekers and Gage, 2015).  

According to Van Rossem, Meekers and Gage (2015), individuals with poor 

or limited social development will have no control over their natural 

environment and, therefore, will be less likely to make a positive change 

towards harmful traditions. For example, survey data from Burkina Faso 

provide support for modernisation theory (Novak, 2016). It was reported that 

educated women are 30% more likely to oppose the practice of FGM than 

uneducated women (Novak, 2016). Therefore, Novak (2016) concluded that 

modernisation theory is more applicable in explaining factors that influence 

FGM. Similarly, recent findings from a study that analysed data from thirteen 

DHS West African countries and the Multiple Indicator Cluster Survey (MICS) 

countries reported that individual and household factors contribute largely 

towards FGM continuation among women (Bellemare, Novak and Steinmetz, 

2015).  

According to George et al. (2020), social, economic and political processes 

are structural determinants that organise hierarchical power relations by 

classifying individuals based on factors such as age, occupational status, 

gender, wealth, and educational level. The environment is shaped by these 

structural determinants to facilitate or impede people’s ability to protect 

themselves from sickness, harmful traditional practices, and if sick, their 

access to good healthcare (George et al., 2020). They shape the social 

context that influence people’s experiences, decision-making, behavioural 

and attitudinal change towards a modern lifestyle and their health outcomes.  
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However, the modernisation theory cannot explain findings in some studies 

(see section 2.9.1.3). For example, individual factors such as age and 

occupation were not significantly associated with men’s views of FGM 

continuation in Mauritania (Ouldzeidoune et al., 2013). Similarly, in Somalia, 

age and education were not significantly associated with FGM continuation 

(Gele, Bø and Sundby, 2013). However, it is important to consider the age 

and educational backgrounds of the participants in these studies. For 

instance, respondents in Gele, Bø and Sundby’s (2013) research were 

overrepresented by young people who are mainly educated. Consequently, 

little is reported about the attitudes of older people toward the practice, and 

this may have influenced the study results. The present study is therefore 

based on modernisation theory and investigates the individual and 

community-level influences of men’s views of FGM in Nigeria and extend this 

theory to incorporate family and societal-level factors as indicated in the SEM 

(Figure 2.3). The structural determinants specific to FGM are not only 

individual-level factors but also include community-level factors, in that they 

govern people’s behaviour as a community. The next section therefore 

discusses the social convention theory of FGM in relation to community 

norms.  

2.10.2.3 Social convention theory of FGM 

Social convention theory, also referred to as the game-theoretic model, has 

been applied to understand harmful cultural practices such as foot-binding of 

Chinese girls and FGM (Mackie and LeJeune, 2009). The theory postulates 

that the adoption, continuation, and abandonment of FGM depend on the 

choice of a ‘critical mass’ of an influential group of people in a community 
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(Mackie, 2000). As such, individual or family behaviour towards FGM 

depends on the actions or attitudes of other individuals or family members 

towards the practice. Where FGM is performed in infancy, mothers and 

grandmothers are the primary decision-makers, although fathers have a role 

to play (Shell-Duncan et al., 2011; Shell-Duncan et al., 2021). However, in 

situations where FGM is conducted in adolescence or adulthood, individuals 

choose to undergo the practice.  

As discussed in section 2.9.2.1, FGM often facilitates the rite of passage into 

adulthood (Ruiz et al., 2014), ensures social recognition, and increases 

marriage prospects (Abathun, Sundby and Gele, 2016; Alhassan et al., 

2016). Therefore, FGM is embedded in beliefs about tradition, marriage, and 

belonging. These social relationships influence the decision to undergo the 

practice and are underpinned by social norms. Social norms include both 

descriptive (other people’s actions) and injunctive norms (what people 

believe is expected to be done) and are focused on community levels and 

levels of gender inequality (Hayford, 2020).  

Hence, Mackie (2000) argues that FGM continuation can be explained as a 

convention maintained by the expectation of marrying circumcised women 

(injunctive norm). To illustrate, in FGM practising communities, girls who 

have undergone the practice are perceived to have sexual control and are 

acknowledged to be virgins, a virtue that is desirable for marriage. According 

to Mackie (2000), who developed social convention as an application of 

norms-based theories, community norms specific to FGM are the principal 

factors influencing its continuation. For example, in four francophone West 

African countries (Burkina Faso, Côte d’Ivoire, Guinea, and Mali), there is a 
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lower proportion of circumcised daughters in communities with high levels of 

support for FGM abandonment than those with low levels of support 

(Hayford, 2020). 

Thus, in communities with high FGM prevalence, parents expect daughters 

from other families to be circumcised and believe that others also expect 

their daughters to have undergone the practice (see section 2.9.2.1). Parents 

may also expect sanctions (such as the exclusion of daughters without FGM 

from community events, social groups, and a low position in the marriage 

market and family honour) for daughters who have not undergone the 

practice (Mackie and LeJeune, 2009; Shell-Duncan et al., 2011; Shell-

Duncan et al., 2021). Consequently, the fear of these social sanctions may 

cause parents to have their daughters circumcised, even if they themselves 

oppose the practice (Hayford et al., 2020). For instance, girls are more likely 

to undergo FGM in a selection of five West African countries if they come 

from ethnic groups with high FGM prevalence rates (Howard and Gibson, 

2017). Similarly, mothers may decide to circumcise their daughters because 

the community believes it ensures fidelity among wives and therefore an 

advantage in the marriage market (Greis et al., 2020). 

Contrary to modernisation theory, the social conventional theory proposes 

that the practice of FGM persists due to the influence of people who support 

it. This model aligns with diffusion theory (Gele, Johansen, Sundby, 2012) 

discussed in section 2.10.2.4. The model focuses mainly on how decisions, 

behaviours and attitudes about girls’ marriage are influenced by groups of 

people or individuals and claims that FGM abandonment will take place only 
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when a ‘critical mass or tipping point’ is reached in the opposition to the 

practice (Mackie and LeJeune, 2009). 

In essence, for such a social convention as FGM to end, there must be a 

critical mass of families within the community who have publicly denounced 

and desisted from the practice, as it is only then that individual families will 

believe that it is acceptable and unpunishable not to have their daughters 

circumcised. For example, in Central Senegal, where gender norms 

supporting FGM have eroded, there are possibilities for FGM abandonment 

with fathers advocating for change (Shell-Duncan et al., 2021).  

However, norms specific to FGM are not just community based. There are 

gendered-based norms, power relations, and wider social dynamics 

associated with the practice (Brown, Beecham and Barrett, 2013). Moreover, 

social convention theory alone does not explain the underlying 

characteristics of these groups of people that maintain the practice, nor does 

it consider the socioeconomic circumstances of practising communities. 

Additionally, Brown, Beecham and Barrett (2013) stated that beliefs are held 

at an individual level as well as a group level, which can act as a barrier or a 

change facilitator, and that no matter how much interaction individuals have 

with the ‘critical mass’, change will not occur if beliefs about FGM remain 

positive and unchanged. For instance, FGM has been reported among ethnic 

minority communities in the UK (BMA, 2011) despite current legislation, 

campaigns, and a critical mass of people who do not favour the practice. 

Therefore, this theory is also a very narrow postulate with which to explain 

factors perpetuating the persistence or abandonment of FGM. Aside from the 
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previously mentioned theories of FGM, other theories attempt to explain how 

traditional practices such as FGM are adopted and maintained in 

communities. They are the theory of behavioural change and diffusion 

theory, which are discussed in subsequent sections.  

2.10.2.4 Diffusion theory of FGM 

Diffusion theory, as applied to FGM, postulates that opposition to FGM is not 

adopted by everyone at once but starts one person at a time. Diffusion of the 

practice then occurs until a critical mass is reached within the family or 

community (Rogers, 2003). In a cross-sectional national survey conducted 

among Maa-speaking people in three rural Kenyan communities, Cloward 

(2015) concluded that traditional norms such as FGM diffuse into families 

and communities when those around these families or communities already 

adopt them. The study’s account also predicts that the tradition persists due 

to the presence of high-level group heterogeneity and local elites who 

support its continuation.  

The theory of diffusion therefore provides theoretical insight into approaches 

by which individuals might establish behavioural change or innovation at a 

community level (Brown, Beecham and Barrett, 2013). A change or an 

innovation, in this context, can be any ideal, practice, or behaviour that is 

new to an individual, community or population. Diffusion theory describes the 

characteristics of the people who might accept change and the 

characteristics of the change itself as relevant to individual decision-making 

and wider community adoption (Rogers, 2003). Depending on the point of 

uptake of innovation, adopters of innovation are categorised as “innovators, 
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early adopters, early majority, later majority, and laggards” (Brown, Beecham 

and Barrett, 2013, p.6).  

These categories of adopters have different characteristics that determine 

their willingness to engage in new practices or innovation and communicate 

this to others in the community. To illustrate, if we assume the idea of ending 

FGM as an innovation, we then describe the ‘critical mass’ as ‘innovators’ or 

‘early adopters’, who need to engage the ‘early majority’ within the 

community to reach ‘the tipping point’ for change to take place (Brown, 

Beecham and Barrett, 2013). However, diffusion theory does not describe 

the characteristics of these innovators and early adopters or how they can be 

identified in a population and supported to facilitate change.  

For example, Cloward (2015) states that individuals who embrace 

international norms against FGM might be more likely to interact with elites 

who also support similar norms (Cloward, 2015). However, the actual 

attitudes or characteristics of the selected few investigated in Cloward’s 

(2015) research were not independently verified as clearly acknowledged. 

Additionally, the effect of environmental factors that affect diffusion, including 

modernisation, in particular, communication, media and education, and 

campaigns against FGM on respondents’ behaviour was also not accounted 

for in the study and this may have resulted in variable bias.  

Furthermore, the sanctions associated with not practising FGM as discussed 

in section 2.10.2.3 are likely to be a barrier for diffusion to occur. As such, 

the diffusion theory of FGM does not consider the reasons for accepting and 

supporting the practice and the underlying factors influencing its 
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continuation. In line with current debates about the need to incorporate 

multilevel influences in researching the continuation or discontinuation of 

FGM (Wejnert, 2002; Hayford et al., 2020) and the need for all influences, 

including patriarchal society, religion, and cultural contexts, to be considered 

when planning and organising change (Cislaghi and Heise, 2019), diffusion 

theory was not adopted for this study. In addition, given the multi-causal 

nature of FGM, the theory of diffusion alone is not enough for explaining 

factors perpetuating the continuation of the practice. Arguably, however, the 

theory also lacks strategies or intervention measures to prevent the practice 

from continuing at an individual level. Therefore, a one-dimensional view of 

the tradition may cause more harm than good when planning and 

implementing intervention strategies to discourage the practice. 

2.10.2.5 Theory of behavioural change  

The theory of behavioural change, with respect to FGM, stresses the 

importance of attitudes as an indicator of community behaviour. It is an 

individualistic (decision-theoretic) model used in understanding how a single 

individual behaves. The theory of behavioural change provides an 

explanation of the range of factors that prevent or facilitate a particular 

behaviour from occurring (Brown, Beecham and Barrett, 2013). For instance, 

Prochaska and DiClemente (1982) developed this model to provide an 

understanding of the stages of behavioural changes with reference to 

smoking cessation. According to Van Rossem, Meekers and Gage (2015), 

community structures are shaped by the attitudes of their members and 

one’s position within this community.  
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As FGM is a practice deeply rooted in social traditions and cultural frames, it 

is correlated to the attitudes of its community members. In this regard, the 

firm cultural embeddedness of FGM makes a change in societal attitudes 

and improvement in women’s social position essential to the abandonment of 

the practice (Van Rossem, Meekers and Gage, 2015). To explicate further, 

proponents of the individualistic decision-theoretic approach argue that 

change does not simply happen in a ‘top-bottom’ manner, but rather change 

occurs from a ‘bottom-top’ approach through the specific choices that 

individuals make (Brown, Beecham and Barrett, 2013). In addition, Brown, 

Beecham and Barrett (2013) emphasise the need for change to occur in a 

‘bottom-top’ manner as this will facilitate diffusion of change within a 

community and reduce the possibility of resistance. This is because change 

will be perceived as coming from within as opposed to being enforced by 

strangers. Therefore, from the individualistic (decision-theoretic) model of 

behavioural change standpoint, ending FGM is a complex process involving 

a chain of individual behaviours and attitudes that needs to be understood.  

However, in terms of ending FGM, the process is evidently not that simplistic 

and involves actions, communications, and cooperation between multiple 

actors: individuals, families, communities, religious and political leaders, and 

the wider society (Fahmy, El-Mouelhy and Ragab, 2010; Berg and Denison, 

2013; Cislaghi and Heise, 2019). Therefore, the problem with the theory of 

behavioural change is that it ignores the context in which decisions about the 

practice of FGM are made (Shell-Duncan and Herniund, 2006). Cislaghi and 

Heise (2019) emphasised the importance of targeting other wider 

institutional, material, social, as well as individual factors when planning and 
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designing FGM intervention programmes. Also, Brown, Beecham and Barrett 

(2013) concluded that integrating individualistic behavioural change and 

community level theories may be effective in ending the practice of FGM. 

Furthermore, the theory of behavioural change fails to take into account the 

underlying causal environmental factors that influence societal attitudes, the 

opinions of individuals or the constellation of decision-makers who favour the 

continuation of FGM. As such, the theory of behavioural change alone will 

not be helpful in this study. 

2.10.3 Comparison of FGM theories 

Diffusion, social convention, and behavioural change theories are useful in 

explaining how new behaviours are adopted. However, their focus on 

individuals or role models (such as families or groups in high social positions) 

narrows their postulate of factors influencing the continuation of FGM to a 

one-dimensional view (sequential). This does not fully reflect the complexity 

of the practice of FGM (for instance, the interaction between 

sociodemographic factors and the belief system influencing the practice). For 

example, social convention theory, which describes FGM as a practice 

maintained by societal expectations of marrying circumcised women, also 

narrows the complexity of the practice to being one-dimensional. Again, 

community-level change theories such as diffusion and social convention do 

not offer explicit consideration of how best individuals or groups of individuals 

can be understood or engaged in the context of a specific belief system 

(Brown, Beecham and Barrett, 2013).  
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However, masculinity and modernisation theories together represent an 

important theoretical perspective in understanding why FGM persists, 

particularly in Nigeria. This is because together they highlight the 

sociocultural and sociodemographic factors influencing FGM (for example, 

education, socioeconomic status, and sexuality) and by so doing provide the 

opportunity to develop policies and programmes to address these factors. 

These theories thus drive home the message that FGM is not an isolated 

occurrence or a mere cultural phenomenon but rather the invisible hand of 

societal, cultural frames and poor socioeconomic development (Monagan, 

2010). Table 2.4 highlights the major elements of each theory. 
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Table 2.4: Comparison of FGM theories: A new look at the theory of FGM 

Model components Feminist Theory 
of FGM (Hosken, 
1979) 

Masculinity 
theory of FGM 
(Johnson and 
Greene, 2004) 

Modernisation Theory 
of FGM (Boyle, 
McMorris and Gomez, 
2002) 

Social 
convention 
Theory of FGM 
(Mackie, 2000) 

Behavioural 
change 
(Prochaska 
and 
DiClemente, 
1982) 

Diffusion 
Theory 
(Rogers, 
2003) 

 A new model of 
FGM 

Demographic 
variables  

None None Age, occupation, 
education, mass 
media, socioeconomic 
status 

Wealth status None None Recognises the 
impact this can 
have on men’s 
views and 
attitudes towards 
FGM 

Social variables Impact of 
patriarchy 

Impact of 
social and 
traditional 
norms 

Impact of civilisation Influence of 
wealth 

Influence of 
significant 
others 

Impact of 
social 
interaction 

Recognises the 
impact of both 
Masculinity and 
modernisation on 
FGM 

Belief system 
enforcing FGM 

Emphasises the 
need to control 
women’s sexuality 

Maintaining 
masculinity 

Community under-
development 

Emphasises 
marriageability of 
girls  

None None Addresses the 
false/negative 
beliefs 
maintaining FGM 

Triggers/drivers Male superiority  Masculine 
security and 
social 
expectations 

Community under-
development 

Better marriage 
prospects 

Community 
attitudes 

Influence of 
powerful 
advocates 
of FGM  

Masculine 
security, 
marriage, 
hygiene, 
education, 
occupation and 
age  

Barriers/mitigators  Women’s 
empowerment 

Attitudinal 
change 

Refers to community 
barriers and personal 
resources 

Community 
attitudinal 
change 

Community 
attitudinal 
change 

Interacting 
with 
opponents 
of FGM  

Engages with 
social influencers 
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Compared to other theories of FGM, a combination of masculinity and 

modernisation theories holds greater promise in helping to explain the 

practice from men’s viewpoint. In addition, masculinity and modernisation 

theories together acknowledge the complexity of FGM as a multi-dimensional 

representation of factors that considers the interaction between 

sociodemographic and sociocultural dynamics by incorporating factors both 

at individual and community levels. By using both theories, this study 

answers the call to integrate individualistic and community level theories to 

help understand and develop effective strategies to end FGM (Brown, 

Beecham and Barrett, 2013). Finally, a combination of masculinity and 

modernisation theories provides a useful basis for developing a 

conceptualised framework of factors perpetuating FGM continuation. As 

FGM theories are a useful way of explaining why the practice persists, 

developing a similar model from men’s points of view is a further extension of 

this principle that will serve as a useful guide. The process of developing a 

model is discussed in the next section. 

2.11 DEVELOPING A CONCEPTUAL MODEL OF FACTORS 

PERPETUATING FGM  

In explaining why FGM persists, theoretical models generally identify the 

reasons for continuing the practice, perpetuating factors, and the relationship 

between them. These features are vital as they provide a basis for the 

development of policy tools and preventive measures targeted towards 

eradicating FGM. Furthermore, some causation models, for example, the 

conceptual model of key cultural factors perpetuating and hindering FGM, by 
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Berg and Denison (2013) facilitate the use of preventive measures to target 

and address these influential factors. In conceptualising factors perpetuating 

FGM continuation, it is imperative that the developed model depicts these 

essential features. According to Tappenden (2012), the fundamental 

question in model development is whether the model can be considered 

useful for informing the decision or problem at hand. 

The usefulness of a model is thus dependent on its credibility, which, in turn, 

is hinged upon the decisions made during consideration of the process 

concerning the conceptualisation, structuring and implementation of the 

model (Tappenden, 2012). Gray and Sockolow (2016) define a conceptual 

model as an explanation of what the researcher thinks constitutes the 

research problem and the way the summation of its parts interconnect and 

interact. According to the above description, a conceptual model presents 

the research problem and the relationship between the problem and its 

constituent elements. A conceptualised model must also be simple and 

abstract (Tappenden, 2012). However, the model must have the ability to 

examine complex, unmanageable, and unobservable phenomena 

(Tappenden, 2012). Models can be presented in mathematical, graphical, 

motif or map forms (Gray and Sockolow, 2016). Because graphical models 

have largely been used to depict factors of FGM and are common in health 

research (Kim and Robert, 2015), this study applied the use of a simple 

graphical model in conceptualising factors influencing FGM. 

From the review of factors influencing FGM, as discussed in section 2.9.2,  

variables based on masculinity theory that support male dominance and are 

inherently associated with FGM are summarised in Table 2.5. Compared to 
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sociodemographic factors, these variables influence community and 

individual attitudes towards FGM. They are generally considered as social 

and cultural drivers that are triggered by underlying causes. 

Table 2.5: Summary of variables that perpetuate FGM based on masculinity 

theory  

Factors  How they influence FGM 

Traditional norm FGM is a traditional requirement (Ruiz et al., 2014), a 

law made by traditional male leaders. 

Religious mandate FGM is a religious requirement that ensures holiness 

among girls (Ruiz et al., 2014). 

Women’s and girls’ 

sexuality  

FGM restrains girls from sexual immorality and 

extramarital affairs (Onyishi et al., 2016).  

Marriageability of 

girls 

Guarantees loyalty and faithfulness in marriage (Ruiz et 

al., 2014). 

Hygiene  FGM ensures cleanliness and beautification of the 

female genitals for male sexual pleasure (Al-Khulaidi et 

al., 2013).  

Male sexual 

satisfaction 

The practice increases male sexual pleasure (Ashimi, 

Amole and Iliyasu, 2015). 

 

With regards to masculinity theory, the conceived pattern of social and 

cultural dynamics of FGM is therefore illustrated in Figure 2.4. As depicted, 

the practice is perpetuated by factors originating from men’s perceptions, 

attitudes, beliefs, or behaviours. 
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Figure 2.4: Sociocultural dynamics of FGM 
 

FGM is a complex cultural practice, and its complexity is due to the multi-

causal factors influencing it (Vissandjée et al., 2014). Applying this to the 

framework, Figure 2.4. is developed to take into account the 

sociodemographic factors perpetuating FGM. In addition to the trail of 

predictors (from sociodemographic factors based on attitudes and knowledge 

to FGM) as represented by Figure 2.5, another facet of the model is the 

influence of sociodemographic mitigating factors. These sociodemographic 

variables were selected based on the SEM and are summarised in Table 2.6. 
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Figure 2.5: Sociodemographic factors influencing FGM 
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Table 2.6: Sociodemographic factors influencing FGM based on the SEM 

Factors Indicators 

Age 18-27, 28-37, 38-47,48-57,58-67, 68 and above 

Educational 

Attainment 

No education, primary education, secondary education, 

higher education 

Occupation Student, farmers, health professionals, education, 

professionals, civil service, other (traders and drivers) 

Marital Status Currently married or living together, widowed/divorced, or 

separated, not in union 

Media Access to television, radio, or both 

Wealth Index Poor, middle, rich 

Religion Christianity, Muslim, traditional, other (non-religious)  

 

This addition of sociodemographic mitigating factors to the model therefore 

epitomises the complexity of the practice. Considering the interaction of 

these factors, Figure 2.4 and Figure 2.5 were synthesised to develop a 

multifaceted conceptualised framework of factors perpetuating and hindering 

the continuation of FGM (see Figure 2.6). 
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Figure 2.6: A conceptualised framework of perpetuating and mitigating 
factors of men’s views of FGM continuation.  
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By merging individual-focused and cultural norms-based approaches, this 

study applies an integrated theoretical framework, which is depicted 

graphically in Figure 2.6. Figure 2.6 is therefore presented as a 

conceptualisation of potential factors influencing FGM in line with masculinity 

and modernisation theories. Based on a review of empirical and theoretical 

literature, the above conceptual model was developed to link key variables 

from the SEM and modernisation and masculinity theories to FGM.  

The first key insight of the integrated framework is that FGM norms are 

gender norms because they describe expectations of women’s behaviour as 

females and reflect marriage, religious, and cultural systems based on 

gender-distinguished roles (Shell-Duncan et al., 2011), which are influenced 

by structural determinants (George et al., 2020). This theoretical framework 

is therefore consistent with recent calls to integrate norms-based approaches 

with measures of environmental and structural context to better understand 

how norms influence behaviours (Cislaghi and Heise, 2019). As previously 

mentioned, FGM models are useful tools in the development of preventive 

measures and policies. However, given that the applicability of the developed 

conceptual model has not yet been tested and verified, it is therefore 

inappropriate to indicate the nature of the approach to developing prevention 

measures for eradicating FGM. It is important that the conceptual model is 

tested and verified to ascertain whether it is a reliable framework for 

explaining the factors perpetuating the continuation of FGM. The applicability 

of the developed conceptual model was therefore tested and verified in this 

study. 
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2.12 CHAPTER SUMMARY 

In an attempt to bridge the gaps in knowledge of factors influencing the 

continuation of FGM, this chapter has presented the research hypotheses 

that will be tested in this study and a conceptual framework of potential 

factors influencing the continuing practice of FGM from men’s viewpoint. The 

framework illustrates that FGM is continued due to the influence of societal 

and cultural expectations of masculinity, which is inherently influenced by 

environmental or underlying causal factors. Similar to other theories of FGM, 

the new framework will be potentially useful in devising preventive measures 

and policy programmes for eradicating FGM in Nigeria. However, the 

conceptual nature of the developed framework indicates that there is a need 

for empirical verification of its reliability as a model for understanding FGM. 

In order to test and thus verify the applicability and reliability of the 

conceptual model, there is a need for a robust research design that explains 

the strategy of inquiry, how data will be collected and analysed, and the 

underpinning philosophical position. Therefore, in the next chapter, the 

research design and the supporting philosophical point of view are 

discussed. 
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CHAPTER THREE: RESEARCH METHODOLOGY 

3.0 INTRODUCTION 

In the previous chapter, a conceptual framework of Female Genital Mutilation 

(FGM) was presented to enable the empirical investigation of the knowledge 

gap relating to the factors influencing the practice from men’s perspectives. 

This chapter presents the research design adopted for the investigation. It 

also explores the justification for the chosen research design and the data 

collection procedure. By exploring the research design adopted in this study, 

research objectives one and four are partly addressed in terms of identifying 

a robust research design for testing and verifying the applicability and 

reliability of the developed conceptual framework and surveying men’s views 

of FGM continuation. 

3.1 PHILOSOPHICAL WORLDVIEWS/PARADIGM 

In research methodology, the assumptions or beliefs that researchers hold 

about the world constitute essential basic sets of ideas known as research 

paradigms (Mertens, 2010) or worldviews (Creswell, 2014). According to 

Creswell (2014), philosophical worldview is the orientation a researcher 

holds about the world and therefore influences the techniques and nature of 

inquiry used to investigate this world. Although philosophical worldviews may 

be hidden in research, the research designs adopted by researchers are 

based, driven, and influenced by philosophical worldviews (Punch, 2014). As 

such, it is important that researchers make explicit their philosophical 

position when conducting research (Mertens, 2010). This will help justify the 

chosen research approach and design for the research study. 
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According to Hall (2012), there are four widely used philosophical 

worldviews, namely: positivism/objectivism, interpretivism/constructivism, 

transformative and pragmatism. Positivism is the philosophical assumption 

that represents the traditional quantitative method of research (Punch, 2014). 

Positivism assumes that a single objective account of the world exists 

independently of what people perceive of it (Goulding, 2002) and that 

through science or experiments, universal knowledge can be claimed 

(Punch, 2014). Positivists hold the assumption that laws of effect or outcome 

govern the world (Tuli, 2011). In addition, they assume that to understand the 

world around us, theories that govern the universe need to be tested, 

verified, or modified (Creswell, 2014). Contrary to positivism, an interpretivist 

worldview is associated with qualitative research and assumes that reality is 

not governed by universal laws but interpreted based on what people 

perceive, the subjective meanings of their experiences and the 

understanding they develop of the world (Creswell, 2014). 

The transformative paradigm is a philosophical assumption that focuses on 

the experiences of those who are socially marginalised or discriminated 

against and attempts to address political issues or social injustices in 

societies (Creswell, 2014). Contrary to positivism and interpretivism, this 

worldview focuses on addressing social injustice and improving the lives of 

those who are socially marginalised (Mertens, 2014).  

To this end, arguments exist about the choice of paradigm to adopt when 

conducting research. The pragmatic worldview argues that research 

methods and philosophical worldviews should apply a pluralistic approach to 

investigating a given problem and that research should be independent of 
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the paradigm debates (Tashakkori and Teddlie, 2010). Unlike the traditional 

worldviews (positivism and interpretivism), pragmatism applies the principle 

of what works and is focused on “solving practical problems in the real world” 

(Yvonne Feilzer, 2010, p.8) rather than on philosophical worldviews about 

the nature of knowledge (Hall, 2012; Morgan, 2014). As such, pragmatists 

draw liberally from both quantitative and qualitative methods (mixed 

methods) of data collection, focusing on the practical outcome of the 

research and the most appropriate means of addressing the research 

question(s) (Creswell, 2009; Mitchell, 2018). Table 5.1 highlights the major 

contrasting elements of each philosophical paradigm. 
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Table 3.1: Contrasting implications between the four philosophical 
worldviews 

Positivism Interpretivism Transformative Pragmatism 

Focus on law of 
cause and effect  

Focus on 
understanding 
human 
behaviours 

Focus on Political 
and social 
injustice 

Focus on 
situations, 
actions, and their 
consequences 

Aim is to verify 
theory 

Aim is to 
generate theory 

Aim is to advance 
agenda for 
change to 
improve and 
empower people  

Aim is to solve 
practical 
problems in the 
real world and 
produce 
guidelines for 
best practice 

Determine 
knowledge 
through empirical 
observation and 
measurement 

Determine 
knowledge 
through social 
and historical 
construction 

Determine 
knowledge 
through 
collaboration with 
participants 

Pluralistic in the 
determination of 
knowledge 

Focus on 
reducing ideas to 
small sets of 
tests 
(Reductionism) 

Focus on the 
complexity of the 
whole problem 

Focus on Power, 
inequality, and 
Justice 

Problem-centred 

Gather data 
through 
questionnaires, 
observations, 
tests, and 
experiments 

Gather data 
through 
interviews, 
observations, 
pictures, 
photographs, 
and documents 

Gather data 
using a 
combination of 
techniques in the 
other two 
paradigms 

Gather data 
using techniques 
based on the 
research 
question and 
mixed methods 

One reality exists Multiple socially 
constructed 
realities exist 

Multiple realities 
shaped by 
political, racial, 
ethnic, gender 
and disability 
values 

Multiple realities 
based on the real 
world 

Adapted from Chilisa and Kawulich (2012), Creswell (2014), Denscombe 

(2014). 
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3.2 THE ONTOLOGICAL AND EPISTEMOLOGICAL UNDERPINNING 

OF THIS RESEARCH 

According to Hall (2012), several considerations including the research 

questions, the research phenomenon under investigation and the 

researcher’s positionality influence the choice of paradigm. In addition, the 

choice of a paradigm to follow is strategically influenced by the theoretical 

model underpinning the phenomenon under investigation (Chilisa and 

Kawulich, 2012). To address some of the weaknesses associated with the 

traditional positivism and interpretivism approaches, a pragmatist perspective 

is adopted in research (Mitchell, 2018). Therefore, from the research 

questions posed in Chapter One (section 1.3) and based on the complexity 

of the phenomena under investigation, it is logical to adopt pragmatism as 

the overarching paradigm for this research. 

Following the discussion in the preceding section 3.1, by adopting 

pragmatism as the philosophical worldview for this study, more emphasis is 

placed on the phenomenon (FGM) being studied, the research questions 

being asked and the outcome of the research. The pragmatic perspective 

therefore allowed the researcher to focus on ‘what seems to work and what 

is practical’ when considering the most suitable methodological approach to 

answering the research questions. Furthermore, by adopting pragmatism as 

the philosophical paradigm for this study, the researcher was able to design 

a single study (incorporating quantitative and qualitative research methods) 

that answered the research questions regarding Igbo men’s views of FGM as 

well as the relationship between measurable variables of interest and provide 
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in-depth explanations of the research findings. As previously discussed in 

section 1.7, the current research is laden with ‘what’ questions and therefore 

constitutes quantifiable elements. However, for an in-depth understanding of 

men’s perspectives of FGM and how sociodemographic and sociocultural 

factors influence men’s views of the practice, an element of qualitative 

inquiry was incorporated in the study that resulted in an overall mixed 

methods research design, which is dictated by an overarching pragmatism 

philosophical worldview (Creswell, 2013). 

3.3 RESEARCH FRAMEWORK  

There are various research approaches and designs to choose from when 

conducting research (Biggam, 2011). However, a research approach is 

chosen based on the nature of the problem, the researcher’s personal 

experience in conducting investigation, the research questions, aims, 

objectives, hypotheses, and the audience for the study (Creswell, 2014). 

Research design is defined as a plan and procedure that involves steps for 

conducting research: adopting a philosophical worldview (epistemological 

assumption), the method of data collection, data analysis, and interpretation 

(Creswell, 2014). These plans or procedures are broadly classified into three 

commonly used research approaches: quantitative; qualitative; and mixed 

methods (Flick, 2015). For the current study, the Creswell (2014) framework 

for research (Figure 3.1) was adapted and used as a guide to choose an 

appropriate research design. 
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Figure 3.1: The three-way interconnectivity of Worldviews, Designs, 
and Research Methods. Adapted from Creswell (2014, p.5). 

3.3.1 Rationale for mixed methods design  

In order to offset the weaknesses of qualitative and quantitative 

methodologies, provide greater validity to a research project and a better 

understanding of research questions, researchers can choose to combine 

quantitative and qualitative research approaches in a single study. In 

addition, a mixed method is used when the nature of the phenomenon under 

investigation is complex and its complexity would not be captured using a 

single approach (Fetters, Curry and Creswell, 2013; Saks and Allsop, 2013). 

Given that FGM is considered a complex topic (Vissandjée et al., 2014) and 

its complexity would not be appropriately captured using a single method, 

this study therefore employed the use of a mixed methods research design. 

Importantly, the mixed methods design provides the capacity for researchers 

to design a single study that answers questions on how individuals view and 
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experience a phenomenon and that phenomenon’s nature (Williams, 2007). 

As such, to sufficiently answer the research questions in relation to Igbo 

men’s views of FGM continuation as well as understand its relationship 

between sociodemographic and sociocultural variables, a mixed methods 

design was employed for this study. This research design can be developed 

in various ways depending on the purpose of the study and the role that the 

quantitative and qualitative elements have in the study (Bryman, 2012). 

Furthermore, mixed methods research has also been classified in terms of 

the priority given to the research strategies used and which strategy 

precedes the other (the sequence decision). In this regard, Creswell (2014) 

presented three main types of mixed methods research namely: sequential, 

concurrent, and transformative mixed methods. These are succinctly 

described in Table 3.2.  
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Table 3.2: Types of Mixed Methods Designs 

Design Procedure 

Sequential Mixed 

Method  

(QUAN -> QUAL) 

(QUAL -> QUAN) 

Conduct quantitative research first, and then build on 

the findings to explain them in detail by conducting 

qualitative research (explanatory sequential), or vice 

versa (exploratory sequential). This method allows for 

the generalisation of the findings of the research and in-

depth understanding of the meaning of the 

phenomenon studied. 

Concurrent Mixed 

Method 

(QUAN + QUAL) 

Quantitative and qualitative strategies are used 

simultaneously to collect data in a single study and then 

integrated into the interpretation stage to produce the 

overall result. Data collection and analysis processes 

are given equal weight in this method, and because 

both forms of data are collected at the same time, the 

concurrent mixed methods save time and money 

compared to the sequential strategies. 

Transformative 

Mixed Method 

Quantitative and qualitative parts can be used to collect 

data sequentially with one building on the other or 

concurrently. One limitation of this mixed method is that 

there is little guidance on how the theoretical lens is 

used to guide the strategy. 

Adapted from Morse (2010), Saks and Allsop (2013). 
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3.3.2 The adopted research design  

Given that pragmatism is the adopted paradigm for this study and that mixed 

methods research is deeply rooted in this worldview (Punch, 2014), the 

mixed methods design naturally emerges as the main strategy of inquiry for 

this research. Moreover, the research questions posed in this study entail 

measurements relating to what, how much and how many, which suggests 

quantities (Saks and Allsop, 2013). However, given that FGM is a complex 

phenomenon, and its complexity cannot be explicitly investigated using only 

one research design, an aspect of qualitative research is also needed to 

explicate in more depth findings from the quantitative phase of the study. As 

noted in section 3.4.1, because qualitative research is more suitable for 

answering questions relating to how and why, there is a need for an aspect 

of qualitative inquiry to provide in-depth understanding regarding the nature 

of the phenomenon from the participants’ points of view. Although the 

conceptual model developed in this study attempts to explain a phenomenon 

(the continuation of FGM), the mechanism underlying the model needs to be 

verified and explained in more depth, and this could be achieved through 

qualitative inquiry. The need to mainly measure (indicating a quantitative 

strategy) together with the objective to seek explanation and to verify a 

phenomenon (indicating a qualitative strategy) in a single study then implies 

an overall mixed methods research design. 

A mixed methods research design therefore appears to be the most suitable 

strategy for delivering this research. As the conceptual model portraying the 

factors that influence the practice of FGM was instrumental in shaping the 

survey instrument (encompassing the research questions), it is therefore 
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logical that prior identification and assessment of the factors in the model 

(through a quantitative inquiry) precedes the verification and explanation of 

the model (in a qualitative inquiry). This is so that any eventual changes to 

the elements of the model could be made and incorporated after the 

qualitative inquiry. In view of this, the sequential explanatory mixed methods 

design emerges as the most suitable strategy for this research. The 

application of this approach in health studies is also popular. The explanatory 

mixed methods strategy was, for example, adopted in some recent health 

research studies (Lalor et al., 2013; Reig‐Alcaraz, Siles‐González and 

Solano‐Ruiz, 2016). In terms of circumcision, this approach has been 

specifically applied in recent studies (Haberland et al., 2016; Fleming et al., 

2017). 

For example, Haberland et al. (2016) used descriptive and explanatory 

strategies through incorporating two rounds of longitudinal health surveys 

and in-depth individual interviews with a subsample of respondents between 

rounds to gather rich information on prevalence and women’s perceptions of 

male circumcision in Zambia. The results obtained in the quantitative phase 

were further explored in the qualitative interviews that offered in-depth insight 

into the subject matter. The sequential explanatory mixed methods approach 

as applied in the present study is outlined in Figure 3.2. The overarching 

pragmatic focus of this study implies that the assumption of reality in this 

research is largely a combination of both deductive and inductive reasoning 

(Mitchell, 2018). The gaps in knowledge regarding men’s views and factors 

influencing FGM were brought to the fore by the review of the literature 
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(which has been addressed in Chapter Two) and the initial phase of this 

research plan (addressed in Chapter One). 

 

Figure 3.2: Overall research plan 

3.4 THE MIXED METHODS INTEGRATION PROCESS 

Mixed methods research inquiry has been strongly advocated for health and 

social care research by Fetters, Curry and Creswell (2013) for its robustness 

in providing powerful tools for investigating and addressing complex 

phenomena in health. The combination of both quantitative and qualitative 

design in a single study helps to describe the logical relations of the research 

findings and advance understanding of the phenomenon under investigation. 

Literature Review 

 Gaps in knowledge are established. 

 Conceptual model is developed. 

 

Quantitative Inquiry 

 Assessment of men’s views, 
knowledge and attitudes towards FGM 
continuance and factors influencing 
the practice as perceived by Igbo men. 

 

Qualitative Inquiry 

 To verify and explain the conceptual 
model (how factors influence men’s 
views of FGM continuation). 
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In terms of methods of data collection, four ways of data collection and 

analysis through which integration of method occurs have been 

conceptualised (Creswell et al., 2011). According to Klassen et al. (2012) 

and Creswell et al. (2011), data consolidation in mixed methods research 

can occur through one or more of the following approaches: connecting; 

building; merging; and embedding (Table 3.3). 

Table 3.3: Integration through methods 

Method Description 

Connecting One type of data links to another type through sampling 

Building Findings from one study informs the data collection approach of 
the other 

Merging Findings from both qualitative and quantitative studies are 
brought together for analysis 

Embedding Data collection and analysis integrate at multiple points 

 

As previously mentioned in section 3.3.2, this study used the explanatory 

sequential mixed methods strategy comprising a survey and interviews (also 

see section 1.7), which is later explained in detail in section 3.4.1. Hence, 

interview respondents recruited for this study were a subsample of the 

survey participants, and findings from both phases were brought together for 

comparison and explanation in the discussion Chapter Five indicating that 

the embedding integration approach was employed. 

The embedding method of data integration is used when one data set 

supports or plays a secondary role to another data in a single research 

project (Creswell, 2003). This data integration method is based on the idea 
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that one type of data is not sufficient to answer a research question, or that 

each type of question requires a different type of data. This integration 

method is used by researchers collecting both quantitative and qualitative 

data to answer a research question. In the embedded integration method, 

different data are mixed during the design and analysis phase (Creswell et 

al., 2011; Klassen et al., 2012), which enables data triangulation. For the 

present study, the quantitative data alone would not have provided adequate 

understanding of men’s view of FGM continuation given the complexity of the 

phenomenon. Therefore, the quantitative assessment of factors perpetuating 

the continuation of FGM from Igbo men’s perspectives were used to steer 

the in-depth qualitative study to explore the quantitative results in more 

depth.  

3.4.1 Research approaches  

Research approaches are types of inquiry that provide researchers with 

specific direction and procedures when conducting research (Denzin and 

Lincoln, 2011). As discussed in section 3.3, the three common research 

designs are quantitative, qualitative, and mixed methods designs. 

Quantitative design is concerned with the quantification, collection, and 

measurement of hard data (Saks and Allsop, 2013), which provides a means 

for testing theories and hypotheses by empirically examining the 

relationships between variables through a deductive approach. The 

quantitative research approach is oriented in the practice of 

positivism/objectivism of reality and building upon knowledge using 

instrument-based data collection (for example, questionnaires) and 

scientific/statistical methods for data analysis (for example, the use of 
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Statistical Package for the Social Sciences (SPSS)) (Bryman, 2012). This 

type of research design is useful in answering research questions relating to 

what, how much and how many (Saks and Allsop, 2013). However, as FGM 

is embedded in the complexity of individual and community conditions, 

culture and relationships, a quantitative approach alone will not provide 

adequate data for understanding the phenomenon under investigation (Saks 

and Allops, 2013), and as such this approach alone was not used in this 

research.   

Qualitative research is employed when investigating the meaning individuals 

or groups ascribe to life experiences and the ways people interpret and view 

their social circumstances. The qualitative approach is useful in answering 

questions relating to why and how (Bryman, 2012), and lays emphasis on 

words rather than numbers when collecting and analysing data (Bryman, 

2012). Therefore, qualitative research is oriented in the practice of inductive 

interpretivism of reality and guided by the constructivist ontological 

understanding of the relationship between theory and research (Bryman, 

2012). Data can be collected in various forms, including words (spoken or 

written), visual images, and by various methods such as interviews or focus 

group discussions, documents, and observations (Denscombe, 2014). 

However, the sample studied in qualitative research is typically small in order 

to allow an in-depth investigation of the phenomenon and is selected using 

sampling strategies that could be perceived as ‘biased’ through respondents’ 

selections and researcher’s assumptions. Therefore, findings from qualitative 

research cannot be generalised (Bryman, 2012; Silverman, 2001).  
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Thus, to offset the limitations of using only one research approach (see 

section 3.3.2), and to provide a better understanding of the decisions 

reflecting the social and scientific aspects of the phenomenon under 

investigation, both quantitative (survey) and qualitative (interviews) research 

methods were employed in the collection of data to answer the research 

questions as only one approach is not enough to provide understanding of 

the phenomenon (FGM). Quantitative and qualitative research approaches 

are both compatible and complimentary, which underpins the need for mixed 

methods research (Tashakkori and Teddlie, 2010). As previously discussed 

in section 3.4, both the quantitative and qualitative data collected in this 

study played a complementary role to each other and, as such, both data 

sets were used to provide answers to the research questions. 

3.5 PHASE ONE: THE QUANTITATIVE SURVEY 

As discussed in the previous sections, quantitative research is a means of 

collecting, quantifying, and the objective measuring of numerical data (Saks 

and Allsop, 2013). The quantitative phase one of this study therefore 

involves the following: 

 Surveying men’s views, knowledge, and attitudes towards FGM 

continuation. 

 Assessing the sociodemographic factors influencing men’s views 

of FGM. 

 Assessing the social and cultural dynamics influencing men’s 

views of FGM. 
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The collection and analysis of the data components of the quantitative phase 

one are presented in the following sections and the findings are presented in 

Chapter Four. 

3.5.1 Exploring men’s views, knowledge, and attitudes towards FGM 

continuation  

From the literature review, it was shown that limited knowledge exists about 

men’s views, knowledge, and attitudes towards the continuing practice of 

FGM. To bridge this gap in the literature means that there is a need to 

objectively explore men’s views and attitudes towards the tradition. Research 

in health, and specifically around FGM, also involves the analysis of 

secondary data (Sagna, 2014; Patra and Singh, 2015). In the case of the 

present study, the use of FGM records was not feasible as there were no 

existing records on the research topic for the study community under 

investigation at the time of this study. 

This was confirmed through a preliminary enquiry at the DHS database 

regarding the possible use of FGM records for men. On the DHS website, it 

was indicated that FGM records for men are limited to their views; data on 

men’s knowledge and attitudes were not available on the men’s module file. 

To acquire more reliable data for exploring men’s views, knowledge, and 

attitudes towards FGM, rural-based Nigerian men aged 18 years and older 

were deemed a potential source of information, especially those who are 

fathers and husbands to women and girls who undergo the procedure. 

Traditional and religious rulers who have great influence on social and moral 

practices are also deemed to have good knowledge and experience in the 
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subject matter and are likely to be aware of the practice. By drawing on their 

knowledge, perceptions, and experiences, it was considered that such men 

would be able to provide reliable information with which the research 

questions will be answered. 

3.5.2 The adopted survey method 

Research methods include techniques and tools used for collecting data 

such as questionnaires and interview schedules (Bryman, 2012). Surveys 

and experiments are the two most common quantitative data collection 

methods. In choosing between these two data collection techniques, it was 

decided that experiment was not the appropriate method of data collection 

for this study because they are usually conducted in a laboratory setting 

where variables of interest can be manipulated and controlled by an 

experimenter (Berger, 2015). Furthermore, because the aim of this study is 

not to investigate the outcome of a treatment that experiments are used for 

(Saks and Allsop, 2013), but to survey men’s views, knowledge, and 

attitudes towards FGM, an experiment was not chosen as the research 

method for this study. 

A survey was therefore chosen as the data collection method for the 

quantitative phase one of this study as it provides a means through which 

numerical description of views, trends, and opinions of a population can be 

obtained. A survey is conducted by studying a sample of a population at a 

specific period using questionnaires or structured interviews (Fowler, 2014). 

A survey involves the use of questionnaires as the data collection instrument 

and this method has been applied in many studies investigating FGM 
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(Sagna, 2014; Ahanonu and Victor, 2014; Haberland et al., 2016; Fleming et 

al., 2017). Ahanonu and Victor (2014), for example, used a semi-structured 

questionnaire to examine mothers’ perceptions of FGM at a primary 

healthcare centre in Nigeria. The suitability of a survey as an appropriate 

data collection technique for investigating men’s views of FGM in the 

quantitative phase one of this research has been demonstrated by these 

recent studies. The use of a survey therefore meant it was possible to 

capture the opinions of men (which are shaped by their knowledge of the 

practice) regarding the continuing practice of FGM. 

With regards to time frame, surveys can be cross-sectional or longitudinal 

(Setia, 2016). Longitudinal studies are population-based surveys (see 

section 3.3.2) with continuous or repeated collection of data over a period of 

time to examine changes in variables or the outcome in a population over 

time (Denscombe, 2014). Given the limited time frame (3 years) for the 

completion of this PhD study, it was decided that a longitudinal study was not 

the most appropriate population-based survey. Therefore, a cross-sectional 

survey, which is the one-time collection of data from a population, or a 

representative subset to measure the prevalence of exposures and 

outcomes or their relationships (Setia, 2016), was chosen as the population-

based survey method for this study (see section 3.8.3). Moreover, cross-

sectional surveys are faster and cheaper than longitudinal surveys (Setia, 

2016). 
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3.5.2.1 Unit of data analysis 

The quantitative phase aimed to examine men’s views, knowledge, and 

attitudes towards the practice of FGM and the factors associated with their 

views of its continuation. The unit of analysis for the quantitative investigation 

was therefore men’s views of the continuation of FGM. Having chosen a 

survey as the ideal data collection technique, the quantitative phase was 

executed following five steps: the development of a questionnaire; the 

conducting of a pilot survey to pre-test and revise the questionnaire; the 

sampling for the main survey; the administration of the questionnaire; and 

finally, the analysis of the resulting data. These steps are discussed in the 

following sections. 

3.5.2.2 Development of questionnaire 

As the development of a good questionnaire is important for the successful 

collection of data, considerable effort was directed towards achieving this. 

Being the data collection instrument, the questionnaire was designed to be 

easy to understand and ‘respondent-friendly’ to maximise the response rate. 

As pointed out in the previous section, the unit of analysis was men’s views 

of FGM continuation, and to obtain reliable data to answer the research 

questions, the views of rural-based Nigerian Igbo men regarding the tradition 

were required.  

Because men’s opinions and views about the tradition are shaped by their 

sociodemographic characteristics, personal experiences and knowledge of 

FGM, their responses are regarded as important. In order to gauge the 

influence of sociodemographic and sociocultural dynamics of the practice, 
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which is also vital for the credibility of the research findings (Patra and Singh, 

2015), information regarding the sociodemographic characteristics of 

respondents also needed to be collected. Based on the research questions, 

the variables that needed to be measured included: 

 Men’s views of FGM continuation; 

 Men’s knowledge of the tradition; 

 Men’s attitudes towards the practice; 

 Men’s reasons for the continuation of FGM; and 

 Individual’s sociodemographic and economic characteristics.  

The questionnaire was therefore designed in two parts (Parts A and B). Part 

A requested the background information relating to the respondent’s age 

group, marital status, occupation, academic qualifications, religious 

background, and questions on household possessions. These were the 

independent variables and were measured by adapting questions from the 

DHS household and men’s module questionnaire (The DHS Program, 2016). 

The DHS sociodemographic questions included in the questionnaire, for 

example, are: “Are you currently married or living together with a woman as if 

married?” With expected responses categorised as “yes, currently married”, 

“yes, currently living with a woman” and “no, not in union”. “Have you ever 

attended school?” With expected responses categorised as “yes” and “no”.  

Part B is comprised of section one and two with the first section (section 1) 

asking respondents questions about their knowledge of the practice, while 

the second section (section 2) asked respondents questions about their 
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thoughts and attitudes towards FGM. The factors assessed were comprised 

of those that have been identified from the literature review as reasons given 

for supporting the continuation of FGM (see section 2.9.2).  

Men’s knowledge, views, and attitudes towards FGM were assessed by 

using questions from the Knowledge, Attitudes and Perceptions (KAP) 

questionnaire (see Appendix A) and the DHS FGM module questionnaire 

designed for men (Yoder, Abderrahim and Zhuzhuni, 2004) (see Appendix 

B). The KAP questionnaire was developed by Kaplan (1998), a medical 

anthropologist researcher, having a former background in ethnographic 

studies conducted in Gambia. For example, to assess knowledge of the 

practice, respondents were asked the following questions in the DHS FGM 

module questionnaire: “Have you ever heard of female circumcision?”, “Is 

this practice of female circumcision harmful to women?” and questions from 

the KAP questionnaire included: “Do you know of any health consequences 

related to female circumcision?” For these questions, expected responses 

included: “Yes”, “no” or “do not know”.  

Questions that assessed the views of FGM, for example, included: “Do you 

believe that the practice of female circumcision is required by your religion?”, 

“Do you think that this practice of female circumcision is required by your 

tradition/custom? That is, is it a part of your cultural practice?”. Expected 

responses were categorised into three categories: “Yes”, “no” and “do not 

know”. The dependent variable was therefore assessed by asking whether 

respondents thought that the practice should be continued or discontinued. 

Expected responses included: “Continue”, “discontinue” and “do not know”. 

As for attitudes towards FGM, for example, respondents were asked if they 
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prefer to marry a circumcised or non-circumcised woman. Expected 

responses included: “A circumcised woman”, “a non-circumcised woman”, 

and “this is not important”.  

Section two of the questionnaire also asked respondents questions about 

their views on various social and cultural dynamics maintaining the practice, 

their knowledge about the legislation against FGM, and their views about the 

role men play towards the abandonment of the practice. This was useful in 

enriching the findings from the questionnaire. Questions were adapted from 

the DHS module questionnaire for men by modifying a single question with 

multiple answers about benefits for girls if they undergo FGM to a single 

question with either a ‘yes’, ‘no’ or ‘do not know’ response. For example, in 

this study, survey respondents were asked the following questions: “Do you 

think that female circumcision ensures the cleanliness of the female 

genitals?” and “Do you think that female circumcision improves a girl’s 

chance of marriage?” 

Access to the KAP questionnaire was obtained by approaching Dr Adriana 

Kaplan and requesting permission to use or adapt questions from the 

questionnaire. An endorsement letter (Appendix C-1) was received indicating 

permission to use or reproduce the questionnaire. Questions of interest were 

adapted from the KAP questionnaire to produce the survey instrument used 

in the present study. In addition, given that the KAP questionnaire does not 

ask questions that address some of the research questions, additional 

questions were purposely selected from the DHS module questionnaire for 

men. Furthermore, questions relating to the age of circumcision for girls, the 

presence of circumcisers, and male circumcision in the KAP questionnaire 
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were not included in the survey instrument used in this study as they do not 

address any of the research questions.  

The data collection instrument was therefore a questionnaire with twenty-

seven closed questions. It is comprised of both multiple-choice and 

dichotomous questions with single answers designed to gather information 

on men’s knowledge, views, and attitudes towards FGM. This type of 

questionnaire is similar to that used by Gele, Bø and Sundby (2013) in 

exploring attitudes towards FGM among men and women in Hargeisa, 

Somalia. The KAP questionnaire and the DHS module questionnaire for men 

are both valid and reliable instruments that have been used in FGM research 

in various countries around the world. For instance, Kaplan et al. (2013a) 

and Kaplan et al. (2013c) both used the KAP questionnaire for exploring 

men’s views, knowledge, and attitudes of FGM in the Gambia.  

Similarly, the DHS module questionnaire for men has recently been used to 

assess knowledge and opinions of FGM in Mali (Al-Khulaidi et al., 2013) and 

in Mauritania (Ouldzeidoune et al., 2013). The questionnaire used in this 

study was developed to constitute a seven-page survey instrument 

(Appendix D-1 and Appendix D-2). The cover page included brief 

introductory information about the aim of the research, the sections in the 

questionnaire and the approximate time it would take to complete the 

questionnaire (20 minutes).  

However, due to the modification of the KAP questionnaire and the 

introduction of additional items from the DHS module questionnaire for men, 

face validity and content validity of the items in the developed questionnaire 
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were conducted. This was done by asking expert researchers (the 

supervisory team) to assess the items in the questionnaire to ensure the 

valid measure of the concept being measured (Wagner, O’Brien and Dong, 

2017). Furthermore, a pilot survey of the questionnaire was conducted to 

examine how well the questionnaire items relate to the empirical construct 

measured (Bolarinwa, 2015) (see section 3.7). The validity and reliability of 

the survey questionnaire used in this study is discussed further in Chapter 

Six. The questionnaire completion time was based on the average time it 

took the supervisory team to complete. Once the development of the 

questionnaire was completed, it was ready for ethical approval and pre-

testing. 

 3.6 ETHICAL CONSIDERATION AND APPROVAL PROCESS 

The ethical approval process is very important in research because it helps 

to promote respect for all research subjects (both humans and animals) and 

protects the life, health, dignity, privacy and rights of research participants 

(World Medical Association, 2013). It is the role of the ethics committee to 

monitor and govern research practices and the responsibility of the 

researcher to protect the research subjects even when consent has been 

obtained (World Medical Association, 2013). It is also the obligation of the 

ethics committee to take into consideration laws and regulations of the 

country in which the research will be conducted as well as applicable 

international laws and regulations without reducing or eliminating any of the 

protections for research participants (World Medical Association, 2013).  
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Preceding the commencement of any data collection, ethical approval was 

first sought from the University of Wolverhampton Faculty of Education, 

Health and Wellbeing Ethics committee and was approved (see Appendix G1 

and G-2). The ethical considerations raised by this research were 

confidentiality and anonymity of information, data protection and storage, 

potential emotional distress from answering the research questions, consent 

and length of time data would be stored. For confidentiality, all data collected 

from participants were not given or transferred to other people except for the 

supervisory team and were stored in a lockable filing cabinet, which was 

locked when not in use. 

All data collected were used only for the purpose of the study and after which 

will be destroyed. No respondents were coerced into providing data for the 

study; rather, informed consent was gained from all respondents before any 

data collection began through a consent form (Appendix E-1 and E-2). Full 

information was given to respondents about the aims of the project and the 

methods to be used directly from the researcher through the provision of an 

information sheet written in English and in the local dialect (Appendix E-3a 

and 3b respectively). A negative response to taking part was respected and 

respondents were informed that they can withdraw their consent at any time 

during data collection period without giving reasons. 

It is imperative that research involving human subjects undergoes careful 

monitoring, assessment of predictable risks and burdens to participants and 

that measures are put in place to minimise identified risks (World Medical 

Association, 2013). It was therefore possible that talking about FGM might 

cause participants some emotional distress. As such, all data collection 
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instruments were designed, and questions asked, with sensitivity to the topic 

to minimise the risk of causing distress to the research participants. 

Additionally, the Centre for Public Health Umuahia was invited to offer free 

referral and counselling services in the case of participants experiencing 

emotional distress (see Appendix F). All participants were made aware of the 

support available should they feel distressed following the study. Although 

none of the respondents requested any support after taking part in the 

project, they were all informed of who to contact and how to go about 

seeking help should they require it in the future from a member of staff at the 

Centre for Public Health Umuahia.  

Another sensitive issue raised during data collection was the use of financial 

incentives in research. Paying research participants for their time, 

reimbursing their transport fares, or as a reward/compensation may raise 

ethical concerns (Boddy et al., 2010). The standards of the 1947 Nuremberg 

Code state that research participants must not be pressured or influenced in 

any way (Alderson and Morrow, 2004). Due to the economic recession in 

Nigeria at the time data was collected and the economic hardship in the 

study setting, participants made a financial request for taking part in the 

research.  

Because most participants were from a financially disadvantaged community 

and were deemed vulnerable, the researcher considered this request as 

being coercive or as exerting undue influence on participants to take part in 

the research. In this regard, no financial payment was made, and all 

participants were made aware prior to the commencement of the research 

that taking part in the study did not involve financial reward. Finally, the issue 
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of asking questions about a tradition that is illegal and the ethical dilemmas 

around becoming aware of illegal practice was raised by this research. 

This was addressed by partnering with the traditional ruler and ward leaders 

from the same targeted community as participants and retaining them as 

interviewees in the second phase of the study to ensure continuity. This 

increased the rapport and trust building between the researcher and 

participants and improved adherence to study protocols by participants. The 

ethical dilemmas raised by this research were addressed by anticipating that 

any information disclosed to the researcher in the course of the research, 

which threatens the safety of an individual or suggests that someone may be 

at immediate risk of FGM, and which could be prevented, would be reported 

to the Centre for Public Health Umuahia. However, no such information was 

disclosed by the study participants. 

3.7 PILOT STUDY 

Pilot testing was carried out in Amagu, Isiagwu, a neighbouring village to the 

study community, Uturu, to ensure that participants understood the questions 

in both the questionnaire and interview guide, and that the questions were 

clear and accurately asked what was intended to be asked. The primary 

purpose of conducting a pilot study was to support the reliability and validity 

of the survey questionnaire, particularly regarding ensuring that the survey 

instrument is measuring what it is supposed to measure and as such, 

rephrasing the questions to suit the aim and purpose of the study (Wagner, 

O’Brien and Dong, 2017). The pre-test study also facilitated the identification 

of sensitive terminologies, for example, the use of the term FGM. Whilst 
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completing the questionnaire, participants were instructed to (1) highlight any 

question that they thought was not relevant, (2) highlight any word that they 

were not comfortable with or they did not understand. 

The pilot survey was conducted after the study was reviewed and approved 

by the Chair of the Faculty of Education, Health and Wellbeing Ethics Sub-

panel. For the quantitative phase one, using convenience sampling 

techniques, the survey was conducted on a small sample of eight Igbo men 

selected from Amagu, Isiagwu in Imo state (a neighbouring village to the 

study setting). Two of these men were further invited to take part in the 

qualitative interview. This village was chosen for the pilot study because the 

Igbo-speaking population that lives in the village have similar traditions to 

those from the study setting. For example, male circumcision and FGM are 

both practised in Imo State (Ndugbu, 2018). The questionnaire was 

administered by hand in a village hall and self-completed using pencils. The 

questionnaire was printed in hard copies in a word document format. The 

pilot study took place over three days in August 2017. The data obtained 

from the pilot survey were not included in the data for the primary study as 

the study sample were from a different community (Amagu, Isiagwu in Imo 

state). 

3.7.1 Result of pilot survey and implications for main survey 

In total, eight men aged 28 and older took part in the pilot survey. There was 

no indication from the respondents that any of the questions in the 

questionnaire or interview schedule were difficult to understand. There was 

also no item in the questionnaire that was highlighted as irrelevant by 
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participants. However, minor changes to the questionnaire and interview 

schedule were made based on the suggestions of respondents from the 

interview phase of the pilot study. These changes were made before the 

implementation of the main survey. For instance, words such as ‘mutilation’ 

and ‘female genital mutilation’ were rephrased to female circumcision. 

This implies that respondents were familiar and comfortable with the terms 

used and the subject matter under investigation. Respondents' demographic 

characteristics included: currently married (87.5%, n = 7), never married 

(12.5%, n = 1). All pilot survey respondents were educated, Christians and 

owned a radio and/or television (TV) (Table 3.4). 

Table 3.4: Respondent’s socio-demographic characteristics (N = 8) 

Socio-demographic characteristics Number Sample (%) 

Age 

28-47 years 2 25.0 

48 and above 6 75.0 

Marital status   

Currently married 7 87.5 

Never married 1 12.5 

Educational background   

Primary education 5 62.5 

Higher education 3 37.5 

Occupation    

Farmers 3 37.5 

Education professionals 2 25.0 

Civil service 2 25.0 

Other (Trader, driver) 1 12.5 
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Socio-demographic characteristics Number Sample (%) 

Religion   

Christian 8 100 

Own a radio and/or TV   

Own either radio or TV 4 50.0 

Own both radio and TV 4 50.0 

Note: Results obtained from the pilot survey were not included in the primary 

study. 

3.8 THE STUDY AREA 

This study was conducted in Uturu, Isiukwuato Local Government Area of 

Abia State, Nigeria. Nigeria is a country in West Africa, bordering the Gulf of 

Guinea, between Benin and Cameroon (Ajite et al., 2016). According to the 

2015 statistical report on women and men, the population of Nigeria is 

estimated at 183 million people, consisting of 92,387,474 males and 

90,989,254 females (National Bureau of Statistics, 2016).  

Abia State is in the south-eastern geopolitical zone of Nigeria and its capital 

is Umuahia (Agwu, Nwankwo and Anyanwu, 2014). The state is bounded on 

the north by Anambra, Enugu and Ebonyi states; Rivers state on the south; 

Imo state on the west; and Akwa Ibom and Cross Rivers state on the east 

(see Figure 3.3). It covers a land mass of about 5,243.7km2, estimated at 5.6 

percent of the total land area in Nigeria (Independent National Electoral 

Commission [INEC], 2007). From Imo state, Abia State was created in 1991 

(Nigerian Investment Promotion Commission [NIPC], 2021). Figure 3.3 

indicates the map of Nigeria and delineation of the study area. 
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As reported by the NIPC (2021), the state has various economic and 

investment opportunities including agribusiness, mining, auto components as 

well as a fast-growing population of 3,934,157 (Male - 2,006,420 and Female 

-1,927, 737). It is also predominantly populated by the Igbo ethnic group, 

which makes up 95% of the population (INEC, 2007). Despite their traditional 

Igbo language, English is also widely spoken and used as the official 

language in business and governance. Abia State consists of seventeen (17) 

Local Government Areas including Isuikwuato and the majority of its 

population are Christians (Agwu, Nwankwo and Anyanwu, 2014).  

 

Figure 3.3: Map of Nigeria showing the study area. 
Source: Gayawan, Arogundade and Adebayo (2014, p. 37). 
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3.8.1 Study setting and demography 

The study setting, Uturu, is a rural town in Isuikwato Local Government Area 

with seven villages – Achara, Akpukpa, Isunabo, Mvuruvu, Umumara, 

Ndundu, and Ugwu (Chigbu, 2013). In the northern part of Abia State, Uturu 

is located within latitudes 5052N – 5057N and longitudes 7025E -7034E (Etuk 

et al., 2008) (see Figure 3.4). The town is divided into two regions: Ihite and 

Ikeagha. Ihite comprises of seven (7) autonomous communities and Ikeagha 

comprises of five (5) autonomous communities. Uturu is in transition from 

rural to urban status as it is undergoing many developmental changes 

(Chigbu, 2015). The town is inhabited by over 40, 000 people of which the 

majority are farmers and traders (Chigbu, 2013).  

It is a preindustrial society inhabited by the Igbo speaking tribe of Nigeria 

(Chigbu, 2013). Uturu has a large education community, accommodating two 

higher institutions - Abia state University, a state university, and Gregory 

University, a private university, and ten secondary schools (Eze and 

Madumere, 2012). These universities and other academic institutions in 

Uturu have helped in the creation of professional skills and expertise among 

rural dwellers. However, due to migration and urbanisation, the town is left 

with an increasingly aging population and declining local services (Chigbu, 

2013; Agwu, Nwankwo and Anyanwu, 2014). 

Uturu was chosen as the research setting because the Igbo-speaking 

population that lives in the village practise FGM (Ndugbu, 2018) and at the 

time of this study, the views and attitudes towards FGM of the Igbo men in 

Uturu have not been investigated. Furthermore, as previously discussed in 
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section 1.2, the Igbos are predominantly patrilineal and patrilocal and have 

zero tolerance towards unfaithfulness among married women (Smith, 2010). 

These explanations therefore justify Uturu as the study setting for this 

research. 

 

Figure 3.4: Location map of Uturu. Source: Etuk et al. (2008, p. 526). 

3.8.2 Sampling for main survey 

The target population of the study was men aged 18 years old and above, 

who are indigenes and currently living in Isuikwuato local government Area, 

Uturu in 2017. Visitors and non-indigenes were excluded from the study. This 
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ideally constitutes the population of adult men from the village given that the 

legal age for consent in Nigeria is 18 years old (Folayan et al., 2015). A 

sample size of 369 men was calculated using the following formula described 

in Charan and Biswas (2013): 

 n = Z1-α/22p (1-p) / d2  

Where:  

n = the required sample size.  

Z1-α/2 = the value from standard normal distribution corresponding to the 

desired confidence level (at 5% type 1 error). As the 95% confidence level is 

used in most research (Creative Research Systems, 2012), for 95% 

confidence level (significance level of P < 0.05), Z1-α/2 = 1.96. P was 

determined based on the prevalence of FGM in Abia state, Nigeria, as 

reported by NPC and ICF International (2014). 

P is 31.9% = approximately 0.4 (the expected true proportion in population 

based on previous studies). 

d = 0.05 (is desired precision) 

Hence, n = 1.9622 x 0.4(1-0.4)/0.052. 

n = 1.539776(0.6/0.052) 

n = 369. 

Therefore, the required sample size for the questionnaire survey was 369. 

This sample size was further confirmed using the EpiTools Epidemiological 

calculators (Appendix H-1) (The Australian Biosecurity Cooperative 
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Research Centre for Emerging Infectious Disease, 2018). A similar or lower 

sample size has, for example, been used in some studies investigating FGM 

(Gele, Johansen and Sundby, 2012; Gele, Bø and Sundby, 2013). 

3.8.3 The main survey recruitment 

Participants were recruited for the main survey from various wards in the 

village. With the permission of the traditional ruler (see Appendix C-2) and 

the Local Government Chairperson (Appendix C-3), contact with the ward 

leaders was made by the researcher to explain the purpose of the study to 

them. Thereafter, a message was sent to participants through their various 

ward leaders informing them of the research and inviting eligible men to take 

part in the research. Survey participants were invited to the traditional 

leader’s palace and were requested to register with the village register before 

briefing. The researcher then explained the purpose of the study and sought 

their consent to participate.  

A convenience sampling technique (Gravetter and Forzano, 2018) was used 

to recruit 250 participants (the total number of participants who responded to 

the invitation). Considering the sensitive nature of the topic under 

investigation, this method was employed as it is the most used sampling 

technique in behavioural science research, and it is cost effective, easier, 

and timely (Gravetter and Forzano, 2018). In August 2017, participants were 

invited to a section of the village palace where the survey was carried out. 

Questionnaires were administered by hand to these participants. Participants 

were given a pack containing either an English or Igbo version of the 

participant’s information sheet (Appendix E-3a and E-3b respectively), an 
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informed consent form, a questionnaire, a pencil, and an eraser. Participants 

were reminded to ask questions if they needed more clarification on specific 

questions. As some participants did not speak English fluently, the survey 

was conducted both in English (see Appendix D-3) and in the native 

language (Igbo). Those who could neither read nor write were supported by 

the researcher by reading the information sheet and the questionnaire to 

them in the language they preferred. Figure 3.5 shows the researcher 

administering the Igbo version of the questionnaire to a survey participant. 

 

 

 

 

 

 

 

 

 

Figure 3.5: The researcher supporting survey respondent during data 
collection 

Photograph removed -unable to gain permission to use. 

Text Redacted  
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3.8.4 Response rate 

A total of 215 questionnaires were returned, yielding a response rate of 86%. 

A breakdown of the response rate (Table 3.5) indicates that respondents 

preferred the English version of the questionnaire to the Igbo version. 

Table 3.5: Response rates 

Version of 
questionnaires 
administered 

Number of 
questionnaires 
administered 

Number of 
responses 
received 

Response 
rate 

English version 01 176 153 86.9% 

Igbo version 02 74 62 83.7% 

Total 250 215 86% 

 

It is reported in Livingston and Wislar (2012) that a generally acceptable 

response rate for surveys by many biomedical journals is 60%. Similarly, 

McPeake, Bateson and O'Neill (2014) reported an overall response rate of 

62% in a UK-wide electronic survey. From Table 3.5, it can be noted that the 

response rate of 86% obtained in this survey is higher than that reported in 

the above-mentioned sources. However, it is important to also note that in 

terms of the actual number of responses, the 215 responses constitute a 

58% response rate of the calculated sample size (369), which is not much 

lower than the minimum response rate for surveys as indicated by Livingston 

and Wislar (2012). Similar response rates have been recorded in other FGM 

surveys (for example, a 59.9% response rate reported by Ibrahim, Oyeyemi 

and Ekine (2013)). 
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Using a sample smaller than the calculated size of 369 may have some 

implications for the study results. This includes the increased chance of Type 

1 error (Vishwakarma, 2017). However, accounting for Type I error by using 

G*Power version 3.1.9.2 to calculate the power of the study with the logistic 

regression sample size of 211 indicted a 100% level of power for the 

predictor variables, which is well above the accepted level of at least 80% 

(Cohen, 1988) (section 4.9). This suggested that the sample size of 215 was 

appropriate for achieving real effect in the present study. 

3.8.5 Data screening 

All data collected were first entered into SPSS Version 24 statistical 

software. For various reasons, missing data can often occur in research, 

which can be difficult to manage and can have the potential to undermine the 

validity of the research findings (Manly and Wells, 2015). Therefore, the need 

for missing data analysis to be undertaken to help reduce bias and improve 

the research validity was necessary (Manly and Wells, 2015). In order to 

ensure that data was completely entered into SPSS and good data for the 

analysis phase obtained, descriptive statistics were conducted to evaluate 

the dataset for any missing cases. This revealed that there were no missing 

data. The data was therefore ready for analysis. 

3.9 THE QUANTITATIVE DATA AND ANALYSIS FRAMEWORK 

Statistical data analysis is an important aspect of the quantitative phase of 

the research undertaken in order to achieve the study’s objectives. The data 



 
 

Research methodology 

160 
 

analysis approach employed in this study is illustrated in Figure 3.6.

 

Figure 3.6: Quantitative data analysis approach 
 

The survey data collected for this study is categorical (nominal data) in 

nature with one dependent variable and over two levels independent 

variables (Field, 2018). Nominal data can be grouped together into 

categories, presented visually, calculated in frequencies or percentages, and 

analysed through hypothesis testing (Bagdonavicius, Kruopis and Nikulin, 

2013). Therefore, the research hypotheses were tested using a non-

parametric test such as Chi-squared test. Unlike continuous date, categorical 

date cannot be analysed using measures such as mean and median, which 

are used when calculating the skewness of data (Bagdonavicius, Kruopis 

and Nikulin, 2013). As such, Chi-square test and logistic regression analysis 

were conducted using SPSS (Field, 2018). Furthermore, a decision about 
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selecting a parametric test was not made because the sample size (215) was 

large, and the survey data were categorical in nature (nominal scale). 

Moreover, parametric tests can only be assessed by continuous data and the 

results can be significantly influenced by outliers (Field, 2018). In addition, 

principal components analysis (PCA) was conducted to create wealth index 

component as described in section 3.9.6. Finally, p-value is significant at ˂ 

.05 for this study. Chi-squared test and logistic regression test are discussed 

further in sections 3.9.2 and 3.9.3 respectively. 

3.9.1 Descriptive statistics 

In order to understand the nature of the collected survey data and how 

variables of interest were distributed, descriptive statistics such as frequency 

distribution were performed using SPSS Version 24. The descriptive 

statistics were very important in demonstrating the incidence of men’s 

perspectives of FGM, that survey respondents had heterogeneous 

sociodemographic profiles and that they were the type of respondents 

needed for the study. Furthermore, given the need to determine the factors 

associated with men’s views of FGM continuation, Pearson’s chi-square 

tests were therefore considered in this research. As previously discussed, 

measures of central tendency such as means, medians and modes were not 

conducted because variables were not measured continuously; however, the 

weighted mean was calculated for the age groups using the formula 

described in CK-12 Foundation (2018): 
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Where: 

𝑥𝑥 represents the weighted sample mean 

m represents the midpoint of the group 

f represents the frequency of each age group 

Given that one of the oldest respondents was 70 years old and the average 

life expectancy at birth in Nigeria was estimated at 54.5 years of age for 

males (WHO, 2015), the last age group was thus estimated to range from 48 

to 70 years. Therefore, from the above equation, the sample mean for the 

age groups was calculated firstly by determining the midpoint (also known as 

a class mark) of each group and by multiplying the midpoint by the 

frequencies of the corresponding age group. This is illustrated in table 3.6. 

Table 3.6: Calculation of weighted sample mean for grouped age  

Age group Midpoint or class mark (m) Frequencies (f) m x f 

18-27 years 22.5 41 922.5 

28-47 years 37.5 104 3900 

48-70 years 59 70 4130 

Total 119 215 8952.5 

 

Then by dividing the sum of the product by the total number of the frequency: 

𝑥𝑥 =  
8952.5

215
= 41.6 𝑦𝑦𝑦𝑦𝑦𝑦𝑦𝑦𝑦𝑦 

The weighted mean is therefore approximately 42 years. 
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3.9.2 Pearson’s chi-square tests 

Pearson’s chi-square tests are used to estimate the association between 

variables, its percentage distribution, and the statistically significant trend of 

factors in the exposure group (Stewart, 2010). For the present study, 

Pearson’s chi-square tests were conducted to assess the difference between 

respondents’ sociodemographic characteristics and its association with views 

of FGM continuation. As previously discussed in section 3.9, the quantitative 

data collected for this study is categorical in nature. Given that Chi-squared 

tests cannot be conducted on continuous normally distributed data but only 

on categorical data (which are not normally distributed), Chi-squared test 

was therefore chosen as one of the statistical tests for this study. There are 

two important assumptions associated with the test, which must be met for a 

meaningful Chi-square test effect (Field, 2018). These two assumptions are 

given in Field (2018) as follows: 

1. Independence of data 

2. Expected frequencies 

Independence of data 

This rule is based on the assumption that Pearson’s chi-squared tests cannot 

be used on a repeated-measure design. The assumption is that for the test 

to have a meaningful effect it is important that data from each person, animal 

or entity contributes to only one cell of the contingency table. 

Expected frequencies  



 
 

Research methodology 

164 
 

Chi-squared test is based on the assumption that expected frequencies 

should be greater than 5 for a 2x2 contingency table. Whereas for a larger 

contingency table (more than 2x2 tables), the rule is that no more than 20% 

of the expected frequencies should be less than 5. This is because the result 

is a loss of statistical power implying that the chi-squared test may fail to 

detect a genuine effect (Field, 2018). Therefore, even in larger contingency 

tables, no expected frequency should be less than 1. Furthermore, to 

interpret the effect of a Chi-squared test when a large sample size is 

analysed, it is imperative to consider the row and the column percentages 

because proportionately small differences in cell frequencies can result in a 

statistically significant association between variables (Field, 2018).  

It is important that these assumptions are met for an accurate Chi-square 

test result to be obtained. However, in circumstances where data collected 

violates these assumptions, Field (2018) provides specific strategies which 

can be followed in order to obtain an accurate Chi-square test result. These 

guidelines include: 

1. Conduct Fisher’s exact test when investigating the relationship 

between two variables 

2. With three or more variables, the options are: 

 To collapse the data across one of the variables 

 To collapse levels of one of the variables 

3. Collect more data 

4. Accept the loss of power 



 
 

Research methodology 

165 
 

Following the options outlined above, Chi-square and Fisher’s exact tests 

when more than 20% of expected cell counts were below five (Field, 2018) 

were used in this study to examine the link between men’s views of FGM 

continuation and variables of interest. Additionally, levels within variables 

were collapsed by combining variables together. For effect size, the odds 

ratio is reported for 2x2 contingency tables and calculated following the steps 

described above. For larger contingency tables, Cramer’s V value is reported 

(Field, 2018). For a Chi-square goodness of fit and contingency, the value of 

Cramer’s V indicates small, medium, and large effect size which are 

represented as values of .10, .30, and .50 respectively (Cohen, 1992).  

In addition to Chi-square test assumptions, Sharpe (2015) stated that the 

source of the result of a statistically significant Chi-square test associated 

with three or more contingency tables is usually unclear. Therefore, there is a 

need for follow-up tests to Chi-square analyses. A statistically significant 

omnibus Chi-square test result can be investigated further using any of the 

four approaches outlined in Bakker and Wicherts (2011): calculating the 

residuals, comparing cells, ransacking, and partitioning. Two of these 

methods were employed in the present study and are briefly discussed in the 

following sections. 

3.9.2.1 Calculating the residuals 

The standardized residuals were calculated to identify the cells in the 

contingency table that contribute the most to the Chi-square results. They 

are vital for identifying those cells that contribute the most to Chi-square test 

results. According to Sharpe (2015), calculating the residual is the first and 



 
 

Research methodology 

166 
 

easiest of the four approaches listed above. The difference between the 

observed and expected values of a cell in a contingency table is known as 

the residual (Sharpe, 2015). This implies that the cell with the larger residual 

contributes more to the magnitude of the Chi-square value obtained. Each 

standardized residual represents a z-score. Standardized residual scores are 

commonly reported in health studies (DeViva, 2014; Shimazu et al., 2015). 

The standardized residual analysis was conducted using SPSS version 24 

and each z-score value was converted to 2 decimal places and into a p-value 

using an online calculator (Stangroom, 2018). The value of the standardized 

residual is significant at p <.05 if it lies outside of ±1.96, it is significant at p < 

.01 if the value of the standardized residual lies outside of ±2.58 and if it lies 

outside ±3.29 then it is significant at p < .001 (Field, 2018). 

3.9.2.2 Comparing cells 

This procedure is employed to assess whether specific cells in the 

contingency table are significantly different from each other (Sharpe, 2015). 

Comparing cells in a contingency table is a method suitable for Chi-square 

tests of goodness of fit and independence. It is also known as Post hoc test 

(Sharpe, 2015). Post hoc analysis of specific cells from the computed Chi-

square contingency table was conducted in this study to assess the 

significant difference of one cell from the other using an online calculator 

(Stangroom, 2018). 

3.9.3 Logistic regression 

Given that Chi-squared tests are used to evaluate the association between 

variables (see section 3.9.2) and do not predict the odds of several predictor 
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variables, binary logistic regression was carried out using SPSS version 24 

to predict the several predictor variables associated with men’s views of 

FGM continuation. The procedure was performed using the SPSS default 

indicator coding of the first variable as the baseline category. As such, the 

analysis was modelled using ‘No or the first predictor variables’ as the 

reference category. Binary logistic regression was performed because the 

dependent variable was recoded into two categorical outcomes such that 1 = 

continued and 0 = discontinued, using a sample size of 211 (see section 

3.9.7).  

Logistic regression is the appropriate technique for analysing the odds ratio 

of a datum with one or more independent variables that determines a 

dichotomous dependent variable (Field, 2018). This is achieved by 

examining the degree, nature, and magnitude of the relationship between the 

predictor variables and the outcome variables and expressing the sign and 

statistical significance of the regression model of the predictor variables. 

Where there are only two categorical outcomes, the analysis is known as 

binary logistic regression (Field, 2013), whereas when the analysis involves 

an outcome variable (dependent variable) with more than two categories, it is 

known as multinomial (or polychotomous) logistic regression (Field, 2013). 

The outcome variable resulting from the model equation will therefore lie 

between 0 and 1 indicating the direction of prediction. For instance, a value 

nearest to 0 implies that the resulting outcome variable (p) is unlikely to have 

occurred, whereas a value close to 1 indicates that (p) is very likely to have 

occurred (Field, 2018). There are two key assumptions associated with 

logistic regression analysis. These assumptions must not be violated for the 
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logistic regression analysis to warrant a valid model. These assumptions are 

given in Field (2018) as: 

1. Linearity 

2. Independence of errors 

Linearity 

Logistic regression assumes linearity between continuous variables and the 

log of the dependent variable (Field, 2018). The assumption of linearity in 

logistic regression is that there is a linear relationship between any 

continuous independent variable and the logit of the dependent variable. To 

assess whether this assumption is violated, the interaction term between 

each continuous predictor and its log transformation is tested for significance 

(Hosmer, Lemeshow and Sturdivant 2013). As stated in Field (2018), 

interaction terms with significant values greater than 0.05 indicate that the 

model has violated the assumption of linearity of the logit. 

Independence of errors 

It is assumed that for any two observations, the residual terms should be 

uncorrelated, and this is sometimes referred to as auto-correlation (Field, 

2018). In logistic regression, overdispersion is produced when this 

assumption is violated, and this occurs when predicting proportions or 

dependent variables with several categories.  

In this case, binary logistic regression was used to predict a two-category 

outcome. Examination of the residuals indicates how well a model fits the 

sample data and therefore identifies a violation of the assumption. According 
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to Field (2018), assessing the standardized residuals, which are residuals 

converted to z-scores and the studentized residual, “which is the 

unstandardized residual divided by an estimate of its standard deviation that 

varies point by point” (Field, 2018, p.382), is a method of identifying 

assumption violation in logistic regression.  

Therefore, in this study, residuals were assessed by examining the 

diagnostic statistics (Residuals, Cook’s distance, average leverage value and 

DFBeta) to identify how well the model fits the sample data and whether the 

regression model is influenced by unusual cases. The results are reported in 

section 4.8.1. DFBeta is the difference between parameters of a regression 

model estimated when all cases are included and when one case is excluded 

(Field, 2018). DFBetas with an absolute value above 1 indicate cases with a 

large influence on the model parameters (Field, 2018). Leverage statistics 

(LEV_1) measure the influence of the observed value of the dependent 

variable over the predicted value, and its average value is calculated using 

the formula given by Field (2018): 

(k+1)/n 

Where: 

k = number of predictors in the model 

n = sample size 

Using the above formula, the average leverage value for the logistic 

regression models for sociodemographic and sociocultural factors of FGM is 

8/211 = 0.037. According to Stevens (2002), a leverage value three times the 
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average exerts undue influence over the model and should be investigated 

(see section 4.8.1). In addition, data was examined for outliers. Outliers are 

cases that have a studentized or standardized residual of +/-2.0 or larger 

(Field, 2018). They are cases that differ significantly from the main trend in 

the data and influence statistical models. Furthermore, because logistic 

regression is prone to the biasing effect of collinearity, a test for 

multicollinearity was conducted by assessing the tolerance statistics and 

Variance Inflation Factor (VIF) values (Field, 2018).  

In this study, the tolerance and VIF values were obtained by conducting a 

linear regression using the same outcome and predictor variables as in the 

logistic regression (Field, 2018). VIF indicates whether a predictor is in a 

linear relationship with other predictor variables. As a rule of thumb, if the 

largest VIF of the predictors is greater than 10, or the tolerance is below 0.1, 

there is a problem of collinearity (Bowerman, O’Connell and Dickey, 1990). 

Likewise, if the value of the average VIF is significantly greater than 1, it 

indicates that the regression may be biased (Bowerman and O’Connell, 

1990) (see section 4.8.1). The average VIF was calculated by adding the VIF 

values of the predictor variables and dividing by the number of the variables 

entered into the regression model. For sociodemographic variables, the 

average VIF is 1.9 and for the sociocultural dynamics of FGM, the average 

VIF is 1.3 rounded to one decimal place. The analogue R2 value gives an 

approximate effect size for a model and was calculated following the 

equation given in Field (2018): 

(-2LLbaseline) – (-2LLnew) divided by -2LLbaseline 
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Where: 

-2LLbaseline = value of the baseline before variables were entered. 

-2LLnew = value of the baseline after variables were entered. 

For the regression model predicting sociodemographic predictors of men’s 

views of FGM, R2 = 0.33, while for sociocultural dynamics of FGM, R2 = 0.57 

(See Appendix H-2). 

3.9.4 Post hoc power analysis 

Post hoc power analysis was carried out using G*Power version 3.1.9.2 to 

detect the effect of the statistical test conducted. As recommended in Cohen 

(1992), power analysis was conducted based on the recommended effect 

size of .5, α value of 0.05 and the sample size of the logistic regression 

model (n = 211). This medium to large effect size is recommended by Cohen 

(1992) for an acceptable level of power of at least 80%.  

3.9.5 Data entering method 

Predictor variables can be entered into a logistic regression model in 

different ways, and the method employed can impact on the result obtained 

(Field, 2018). The methods of variable entry in logistic regression are 

hierarchical, forced entry or enter, and stepwise methods (Field, 2018). In the 

present study, forced entry method was utilised to enter variables in the 

regression model. All the independent variables were entered into the model 

at the same time. As stated in Field (2018), this method is based on the 

existence of a sound theoretical basis for the inclusion of the chosen 
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variables and the researcher does not have to decide regarding the order in 

which variables are entered.  

In the hierarchical regression method, independent variables are entered into 

the model based on findings from past research, and the researcher decides 

the order that predictor variables are entered into the model (Field, 2018). 

The stepwise method relies entirely on a mathematical criterion for what 

predictor to add and the order in which they are added into the model (Field, 

2018). In the absence of sound empirical evidence of the most important 

predictors from the FGM literature, and in order to avoid the risk of missing a 

predictor that predicts the outcome due to suppressor effects, stepwise and 

hierarchical methods were not adopted in this research. 

3.9.6 Constructing wealth index using principal components analysis 

(PCA) 

Wealth index is the composite measure of an individual’s or household living 

standard and is measured using monetary information such as income, 

expenditure, and consumption (World Food Programme [WFP], 2017). 

However, the accurate collection of income and expenditure information 

especially in most rural communities is a challenging task. This is because 

people from this setting may have other forms of income such as farm 

products and animals (Vyas and Kumaranayake, 2006). In the case of the 

present study, most survey respondents were farmers. Therefore, data on 

ownership of certain household assets were collected and constructed into a 

wealth index using Principal Components Analysis (PCA). PCA provides a 

better indication of wealth considering the study setting. Data on asset 
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ownership such as owning a television, or radio have been used by previous 

studies to construct wealth index applying PCA (Vyas and Kumaranayake, 

2006; Devkota et al., 2014). For example, Devkota et al. (2014) used PCA to 

construct asset index used to categorise Biogas users from Nepal into three 

socioeconomic groups: rich, middle, and poor. 

PCA is a multivariate statistical technique applied for the reduction of several 

predictor variables into a smaller number of principal components with 

minimal loss of information (Vyas and Kumaranayake, 2006). It has two main 

objectives: 1) to reduce the number of variables in a data set and 2) to create 

new meaningful variables (WFP, 2017). For the present study, PCA was 

applied primarily for the construction of wealth index components. The seven 

asset variables related to socioeconomic conditions included in computing 

the wealth index principal components for this study were as follows: radio, 

television, refrigerator, car, motorcycle, bicycle, and source of electricity. The 

generated components were used to construct a new variable called the 

wealth index, which was used to classify respondents into three 

socioeconomic groups namely rich, middle, and poor. The steps to construct 

wealth index as described by WFP (2017, pp.6-21) were followed:  

1. Selection of variables. 

2. Explore variables by conducting descriptive statistics (for example, 

frequency distribution and missing values). 

3. Recode into binary variables (variables with more than two categories 

were recoded into bivariate variables). 
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4. Conduct PCA. 

5. Create wealth index quintiles. 

6. Selection of the final result and reporting variables. 

PCA was conducted in SPSS version 24 using factor analysis procedure 

(WFP, 2017). Variables with more than two categories were recoded into 

binary variables. For instance, the variable ‘transport’, indicating means of 

transport, was recoded to create the binary asset variables: own a car, own a 

motorcycle, and own a bicycle with yes or no response. The Kaiser-Meyer-

Olkin Measure of Sampling Adequacy varies between 0 and 1 (WFP, 2017). 

As stated in Field (2018), values closer to 1 are recommended and a value 

greater than or equal to 0.6 is the suggested minimum acceptable value. In 

this study, a satisfactory value of 0.709 was reported (Appendix H-2).  

The factor scores from the PCA are interpreted as such a variable with a 

positive score is associated with a higher socioeconomic group, and 

conversely, a variable with a negative score is associated with a lower 

socioeconomic score (Vyas and Kumaranayake, 2006). In this study, 

ownership of durable assets such as a bicycle was attributed a negative 

score from PCA, implying that respondents with a bicycle are grouped as 

poor. Similar findings have been reported in studies that used PCA to 

construct asset index (Davila et al., 2014; Devkota et al., 2014). The factor 

scores generated from the PCA were then used as a weight to create a new 

variable known as the wealth index. 
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Cut-off points have been used to classify households and survey 

respondents into socioeconomic groups, and the methods used were either 

data driven or dependent on the assumption that socioeconomic status is 

uniformly distributed (Vyas and Kumaranayake, 2006). According to Vyas 

and Kumaranayake (2006), a higher household wealth index score implies a 

higher socioeconomic status for that household or respondent. Therefore, for 

this study, the new constructed wealth index variable was recoded to create 

socioeconomic groups. For example, respondents with higher wealth index 

scores or points (above 3 points) were classified as rich, those with points 

from 1 to 3 were classified as middle-class, while those with points lower 

than 1 were classified as poor. 

3.9.7 Overview of the quantitative data analyses framework  

Employing the above-discussed data analysis techniques, the screened 

survey categorical data was analysed. Firstly, data were entered into SPSS 

and coded as they appear in the questionnaire. For example, all ‘No’ 

responses are coded as 0, whereas all ‘yes’ responses are coded as 1. The 

outcome variable (think FGM should be continued or discontinued) was 

coded such that 0 = discontinued and 1 = continued. As discussed in section 

3.9.2, for a meaningful Chi-square test effect and accurate interpretation of 

the data, the third response ‘I don’t know’ of the dependent variable was 

deleted resulting in a sample size of 211, as this constitutes a response from 

only four survey respondents. Other responses were recorded as they 

appeared in the questionnaire. For instance, the response ‘primary 

education’ was coded as 1, secondary education coded as 2, and higher 

education coded as 3. 
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Secondly, to observe the assumptions associated with Pearson’s chi-square 

test, categories within variables were collapsed by combining variables 

together. For example, participant’s ‘age in 6 categories’ (18-27, 28-37, 38-

47, 48-57, 58-67 and 68 years and above) was collapsed into ‘3 categories’ 

(18-27, 28-47 and 48 years and above) and coded as 1, 2 and 3 

respectively. This was labelled Age_2. Similarly, categories within the 

predictor variable ‘occupation’ relating to student, farmer, health and 

education professionals, civil service and other (trader and driver) were 

collapsed into three categories: student, farmer/other, health/education 

professional/civil service. The groups ‘farmer’ and ‘other’ were combined as 

they were identified as informal employment (International Labour Office, 

2012). 

Additionally, similar variables with low frequencies were combined. For 

example, the independent variable labelled ‘educational-level’ (participant’s 

highest level of education) was combined with the independent variable 

labelled ‘attended-school’ (if the participant ever attended school). The new 

predictor variable was labelled ‘highest educational attainment’ constituting 

four categories: no education coded as 0 to represent no academic 

background, primary coded as 1, secondary coded as 2 and higher 

education coded as 3 to represent university education. The predictor 

variable ‘access to mass media’ relating to ownership of either a radio or 

television, ownership of both a radio and television and do not own a radio or 

television was computed by combining the responses from two independent 

variables (television and radio).  
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The variable ‘currently married or living with a woman’ which had three 

categories (currently married, currently living with a woman and not in union) 

was collapsed into two categories and labelled ‘current marital status’ which 

comprises of two categories namely: currently married/currently living with a 

woman and not in union. Similarly, responses for questions on promiscuity 

and adultery were combined to form a new variable labelled sexual control. 

As discussed in section 3.9.6, new independent variables such as ‘car, 

motorcycle, and bicycle’ were created from the variable ‘transport’. The 

variables on assets ownership of radio, television, refrigerator, car, 

motorcycle, bicycle, and source of electricity were used to compute wealth 

index as described in the previous section. 

Thirdly, descriptive statistics were conducted on the responses for 

sociodemographic characteristics, knowledge of FGM, and views and 

attitudes towards FGM. This was followed by Pearson’s chi-square tests to 

assess the association between respondents’ demographic characteristics 

and views of FGM continuation. This was followed by binary logistic 

regression analysis to predict the probability of respondents supporting FGM 

continuation based on several sociodemographic and sociocultural predictor 

variables. The entire data analysis with reference to the questionnaire is 

presented in Figure 3.7. After the quantitative data analysis and presentation 

of results, the findings of the survey were explored further using qualitative 

interviews. This is discussed in the following sections. 
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Figure 3.7: Data analysis framework 
 

3.10 PHASE TWO–EXPLORING THE QUALITATIVE INTERVIEWS 

3.10.1 Types of interviews 

Several methods of collecting qualitative data exist, and these include 

interview and participant observation (Green and Thorogood, 2018). In 

qualitative research, the interview is the most widely deployed method of 

data collection (Bryman, 2015). It can be conducted in a variety of ways 

ranging from formal interviews, for instance, via telephone conversation, 
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internet or through face-to-face interaction to informal conversational 

interview (Brinkmann, 2014). Interviews can be quantitative or qualitative 

depending on the nature of the phenomena to be captured, the research 

question and the research design (Green and Thorogood, 2018). Bryman 

(2015) considers types of interviews to be structured for quantitative 

interviews, semi-structured and unstructured for qualitative interviews.  

3.10.2 The adopted interview method 

This research employed a semi-structured interview as it allows the 

production of in-depth information and the free response to questions from 

interviewees. The use of an interview guide/schedule was very useful as it 

ensured that all questions of interest were asked during the interviews. The 

use of prompts also ensured that all anticipated gaps in data were closed 

whilst at the same time encouraging respondents to engage fully in the 

interview.  

Following the view of causality, the conceptual model in its illustration of how 

the practice of FGM is enforced portrays two fundamental features: (1) the 

sociodemographic characteristics influencing men’s views of FGM 

continuation, and (2) the social and cultural dynamics that sustain the 

practice. In testing and verifying the conceptual framework (Figure 4.1) as an 

appropriate depiction of how the practice of FGM is enforced among the 

Igbos in Nigeria, the main aim of the interview was therefore to explore how 

the practice is perpetuated with regards to social and cultural dynamics. The 

interviews also explored men’s knowledge, views, and attitudes towards the 

tradition. 
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To gather rich data from the study participants, a semi-structured face-to-

face interview was conducted with each participant. A bespoke interview 

schedule (Appendix E-4a and E-4b) was developed to guide the interviewing 

procedure. The schedule only served as a guide and the interviewer was free 

to ask questions in any order as deemed apt and to use prompts. It is 

important to emphasise that there was no direct question asking participants 

how the practice of FGM is maintained as conceptualised by the model. 

Rather, indirect questions were asked, and themes were subsequently 

developed from interviewees’ responses. To illustrate this, interviewees were 

clearly asked if they support the continuation of FGM and why. Interviewees 

were also questioned about their opinions on the various reasons for 

practising FGM as discussed in Chapter Two. These questions brought to 

the forefront the social and cultural dynamics influencing FGM from men’s 

perspectives and made it possible to extract emerging issues relevant to the 

practice. 

3.11 SAMPLING AND RECRUITMENT FOR PHASE TWO 

Interviewees were recruited based on their participation in the first phase of 

this study and willingness to take part in the second phase. During the 

survey, respondents were asked if they would like to take part in a second 

phase of the study and those who agreed were given an invitation letter 

(Appendix E-5a and E-5b). An initial subsample of 22 men from the survey 

were invited to take part in the qualitative interview. However, twelve men 

declined participation stating lack of incentive as reasons for not taking part 

in the interview. Nevertheless, a total of ten men accepted their invitation, 

completed, and signed the consent form which was handed to them by the 
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researcher and were interviewed. Interviewees comprised of men who were 

willing to provide written and verbal consent as well as to openly discuss the 

subject matter. Eight interviews were conducted in the houses of the ward 

leaders, one was carried out in the village palace and another conducted in 

the house of the participant (in the presence of his wife as requested by the 

interviewee). Three interviews were conducted in Igbo while the rest were 

conducted in the English language. Efforts were made to ensure that the 

interview settings ensured confidentiality by making sure doors were closed 

and that the interviews could not be overheard by others.  

During the interviews, the researcher did not use the term ‘mutilation’ to refer 

to the tradition but used the local expression ‘Ibi ugwu’ to indicate FGM. Most 

interviewees were 68 years and older, all had a basic educational 

background and were Christians. The demographic information of 

interviewees is provided in Table 3.7. 

Table 3.7: Demographic information of interviewees 

Demographic Background Number 
(n) 

Percentage frequency 
(%) 

Age   

18-27 years 1 10 

38-47 years 1 10 

48-57 years 1 10 

68 and over 7 70 

Occupation   

Farmer (Agriculture, livestock, and 
fishery sector) 

6 60 

Other (Driver, trader etc) 4 40 
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Demographic Background Number 
(n) 

Percentage frequency 
(%) 

Religion   

Christian  10 100 

Marital status   

Married 9 90 

Single 1 10 

Educational background   

Educated 10 100 

 

The interviews took place over five days in September 2017. Two interviews 

were conducted in one day to allow time for reflection. Prior to the main 

interviews, a pilot interview was conducted with two men from a neighbouring 

village as a means of refining the interview guide (section 3.7). The pilot also 

gave an insight into how long the interview would last. The pilot interview 

was audio-recorded and took approximately 40 minutes to complete. The 

main interviews were also audio-recorded and lasted between 30 and 45 

minutes. 

3.12 ANALYSIS OF INTERVIEW DATA 

There are several approaches to undertaking qualitative analysis. However, 

two distinct methods exist: grounded theory and thematic analysis (Lacey 

and Luff, 2007). Grounded theory method of data analysis is underpinned by 

a process known as constant comparative analysis (Butina, Campbell and 

Miller, 2015) in which patterns emerging from one stage of data analysis are 

compared with those from another stage (Lacey and Luff, 2007). It is a 

systematic procedure where emerging patterns or concepts are organised 
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into themes to build a theory that explains the phenomenon under 

investigation. On the other hand, thematic analysis can be used within a 

different theoretical framework to examine the perspectives and experiences 

of research participants in order to identify patterns and generate concepts 

about data (Braun and Clarke, 2014). Given the theoretical framework 

developed in this study, thematic analysis was therefore the analytical 

approach chosen for analysing the data collected from the qualitative 

interviews. 

3.12.1 Thematic data analysis  

Thematic analysis involves a systematic approach to data analysis and 

reporting of themes (Braun and Clarke, 2014). To explore Igbo men’s views 

of FGM, and to understand the sociocultural dynamics of the tradition, 

thematic analysis was adopted to deductively summarise key concepts of the 

data and generate new insights into the practice based on prior research and 

the conceptual framework (Nowell et al., 2017). To ensure a coherent and 

systematic data analysis process, the guidance for thematic data analysis by 

Creswell (2014) was followed. This comprises of six steps, as follows: 

1. Transcribing the raw data (for instance, verbatim transcription of audio 

interviews). 

2. Organising and preparing transcript for analysis (sorting and entering 

data into NVivo software). 

3. Iterative re-reading and making sense of the data. 

4. Coding of data. 

5. Generation of themes. 
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6. Description/interpretation of themes. 

Creswell’s (2014) six step approach to thematic analysis was used in this 

study to identify elements of the study’s conceptualised framework (Figure 

4.1) that relates to the qualitative data. Transcripts can be coded manually or 

by employing the use of computer software. Hand coding of data is laborious 

and time-consuming even for transcripts with short narratives (Creswell, 

2014). To aid the coding process and ensure an organised coding scheme, 

the computer software NVivo (version 11) was utilised as the quantity of data 

from the ten transcripts was large.  

Data can be coded using different approaches: emerging codes, creating a 

provisional template, and using a code manual for organising aspects of 

similar text (Nowell et al., 2017). Coding of interview transcripts is the 

process of arranging text from a transcript into nodes or groups by 

highlighting/cutting and using words or labels to represent each collection of 

text (Rossman and Rallis, 2012). Nodes are containers in NVivo software 

used for the collection of related materials or texts in one place to facilitate 

the identification of emerging patterns or ideas. 

In the present study, a codebook (see Appendix J-1a) based on this study’s 

theoretical framework (Figure 4.1) and research questions was developed 

deductively in NVivo following Nowell et al.’s (2017) recommendation. Nowell 

et al. (2017) suggested that where there is a theory/prior concept to be 

examined, a coding manual/codebook should be developed for coding the 

data and that this should be allowed to develop. All data were saved in a 

Microsoft Word document and named using respondents’ pseudonyms to 
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represent the source from which the data came, and then imported into 

NVivo version 11. The iterative re-reading and coding of data from the ten 

transcripts facilitated an understanding of each interviewee’s perspectives. It 

also enabled the extraction of sections of textual data and the generation of 

new themes relating to the research questions. Initial nodes were then 

generated deductively in NVivo based on findings from the quantitative 

analysis, prior research, and the conceptual framework (Figure 4.1) and this 

was allowed to develop.  

Following Saldaña’s (2009) coding strategy, the coding process (Appendix J-

1b) was conducted several times in NVivo to develop themes, sub-themes, 

and then categories (Appendix J-2). For example, categories were generated 

in NVivo when key ideas relevant to the research questions or conceptual 

framework reappeared in the text. All codes relevant to a particular category 

were collated and gathered into a node. Also, some of the first cycle codes 

were subsumed by other codes or relabelled. As the coding process 

progressed towards the second and third cycle, there were some 

reclassifications and regrouping of coded data into new themes and sub-

themes. For example, initial coded data were placed under the category 

‘factors affecting FGM’.  

To illustrate further, as the coding process continued towards the second 

cycle, the initial category was reduced to three themes: sociocultural 

dynamics of FGM, contextual factors, and intervening factors, and named 

based on what seemed to resonate with the codes in these new themes. In 

the third cycle coding process, these new themes were further reduced to 

sub-themes based on codes that echoed these sub-themes. Re-reading and 
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checking of the coded data were carried out constantly to code any missed 

data and to ensure that themes corresponded and were aligned with the 

coded data. A diagrammatic representation of the coding process can be 

seen in Appendix J-1b.  

In order to ensure rigor and trustworthiness in the analysis process, 

transcripts were read by the supervisory team members, and an agreed 

coding scheme and analytical framework employed (Tobin and Begley, 

2004). In addition, direct quotes were used as examples of themes to 

maintain credibility and rigour of the research. In preparation for the data 

analysis process, the researcher undertook a three-day training course on 

qualitative data analysis using NVivo software, which was conducted by the 

University of Wolverhampton, read the coding manual on NVivo and coding 

books from the University’s library. The data management which occurred in 

NVivo includes the organisation of nodes into categories, themes, and sub-

themes in order to identify emerging patterns or concepts, creating nodes 

classifications, running query reviews about sources of a specific code, and 

conducting the visualizations of the coding process to identify emerging 

patterns from the ten interview transcripts (see Appendix J-1b and Appendix 

J-2). In summary, the management and analytical tools in NVivo facilitated 

the data exploration and analysis process.  

3.13 CREDIBILITY AND TRUSTWORTHINESS CHECKS 

The issue of demonstrating validity and reliability is imperative in all research 

including qualitative studies (Lacey and Luff, 2007). In qualitative research, 

trustworthiness involves the researcher demonstrating that the methods 
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employed in the research are reproducible and consistent across other 

studies (Lacey and Luff, 2007). Qualitative credibility implies that researchers 

employ certain procedures to check for the accuracy of the study findings 

(Creswell, 2014). Therefore, credibility was ensured by following the 

suggestions of Lacey and Luff (2007): 

1. Description of the data analysis approach and procedures adopted 

(demonstrated in Chapter Three). 

2. Justification for the appropriateness of the chosen data analysis 

approach within the study context (demonstrated in Chapter Three). 

3. Clear documentation of the process of generating themes, concepts, 

or theories from the data audit trail (Appendix J-1a and J-1b). 

4. Making references to external evidence, including previous 

qualitative and quantitative studies to test the findings and 

conclusions from the data analysis (demonstrated in Chapter Five).  

Qualitative trustworthiness was ensured by applying the following 

recommendations by Creswell (2014) and Lacey and Luff (2007): 

1. Triangulate data from more than one source by examining findings 

from different sources and using it to justify the themes developed. In 

this case, findings from phase one were triangulated with findings 

from phase two of this study (demonstrated in Chapter Four and Five). 

2. Respondent validation by asking interviewees to comment on the 

major qualitative findings in order to ascertain their accuracy (see 

Chapter Six).  
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3. Use of peer debriefing through conference and seminar presentations, 

and supervisors reviewing, commenting, and asking questions about 

the entire qualitative process (demonstrated in Chapter Six).  

4. Clarifying the bias: the researcher contributes to the study by 

acknowledging the influence of the researcher’s position as a female 

investigator to the project (for example, the influence of gender). 

5. Use of original data by providing verbatim quotations from various 

sources in the presentation of analysis to demonstrate that 

interpretation relates to interviewees’ own responses (demonstrated in 

section 4.11). 

6. Presenting both supporting and contrasting evidence about themes 

generated in the study (see section 4.11). 

By applying the above-mentioned dependability and credibility checks, an 

attempt to demonstrate that the qualitative analysis is rigorous was made. 

3.14 RESEARCHER’S PERSPECTIVE 

Palaganas et al. (2017) highlighted the need for researchers conducting 

qualitative research to consider the impact of their values and assumptions in 

constructing the meaning of lived experiences throughout the research 

process. As stated in Lacey and Luff (2007), the preconceptions, 

assumptions and philosophical position of a researcher influences the 

analysis process and emerging theory from qualitative research regardless of 

the rigorous approaches utilised. Therefore, Lacey and Luff (2007) suggest 

that qualitative researchers should acknowledge their values and 
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assumptions in the analysis process to allow the demonstration of credibility 

of the research. 

In the case of this research, the researcher considered her own perspective 

on FGM and thought about how it may influence the research. Whilst the 

researcher clearly acknowledges her negative view of the practice because 

of the health consequences associated with it, she was aware that different 

people hold different views of the tradition and hoped to explore this in the 

research. The researcher also thought seriously about the influence of her 

role as a female researcher interviewing men about a very sensitive female 

topic and the impact of this on participants’ responses, for example, how the 

men might feel about being interviewed by a woman about FGM, what they 

talked about and how my opinion might impact upon the interpretations of the 

data collected. In addition, as a member of the community, interviewees 

were likely to assume that the researcher had undergone FGM and may be 

against the tradition. The researcher was aware of these possibilities and 

how they might influence what interviewees spoke about during the 

interviews. For instance, one interviewee mentioned that the researcher’s 

grandmother had also undergone FGM.  

“…Your grandmother [referring to the researcher], my mother 

are all circumcised, even my wife, they are all circumcised…” 

(Jude). 

The following steps were therefore undertaken in order to address these 

issues: 
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 Prior to obtaining ethical approval for the research, the researcher 

consulted with two men from the study setting. The researcher asked 

them about their views on conducting research into FGM amongst the 

village men and how they felt about doing the research themselves. 

They were also asked about the preferred term to use to describe the 

practice. It was advised that female circumcision translated into ibi 

ugwu is the local term used to describe the practice and that this is 

preferable to FGM. 

 Thoughts were given to how to interview the men in the research. It 

was not the aim of the researcher to investigate the participants, thus 

interviewees were regarded as experts and informants. This helped 

the researcher to keep an open mind about the various views and 

remain enthusiastic to learn and understand the reasons for 

continuing FGM in the community. 

 The researcher also sought the support of a community leader who is 

bilingual to accompany her to the interview venue to help facilitate the 

interviews, but this person did not take part in the data collection 

process and was not present when the interviews began. The 

community leader helped facilitate the data collection process by 

addressing the elders in the village and introducing the researcher to 

the participants. 

 Prior to data collection, the researcher consulted with various village 

ward leaders (Figure 3.8) and talked to them about the research aim 

and objectives. Subsequently, participants were informed of the 

research through their various ward leaders. 
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 Throughout the research process, the researcher remained aware of 

her position as a female interviewer, a member of the community, and 

continued to consider her assumptions and that of the interviewees 

and how these may impact on the research. 

 During the survey and interviews, the researcher maintained a non-

judgemental facial expression. 

 

 

 

Figure 3.8: The researcher meeting with the village ward leaders 

Photograph removed -unable to gain permission to use. 

Text Redacted  
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3.15 OBSERVATIONS DURING THE INTERVIEWS 

During the interview phase, it was noted that when questions about the law 

against FGM were asked, two interviewees who supported FGM remained 

silent for a while and shook their heads before answering the question. 

These interviewees used the non-verbal sign of silence and body language 

to express their disapproval of the law. The tone of voice used by one of 

these interviewees also mirrored that he was unhappy about the legislation, 

which he stated was spearheaded by women. This indicated that his 

disapproval of the law is deep-rooted in the masculine expectations of 

Nigerian society, which is patriarchal in nature and that men make the rules 

and laws. Furthermore, although the other interviewee who favoured FGM 

openly expressed his lack of knowledge of the law against the practice, his 

facial expression, body language and use of low tone of voice reflected 

differently from his spoken words. This suggested that this interviewee may 

be saying something different from what he actually knows. However, the 

other interviewees mentioned that they were aware of the legislation against 

FGM and that this law should be implemented at state level. It was also 

noted that some interviewees avoided the word ‘sex’ and used various 

phrases to describe their thoughts when questions about FGM and male 

sexual satisfaction were asked.  

3.16 CHALLENGES EXPERIENCED DURING DATA COLLECTION, 

MANAGEMENT AND ANALYSIS 

Conducting research on a sensitive topic such as FGM can present various 

challenges. The difficulties encountered during this research are placed into 
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the following categories: accessing the local government chairperson, 

securing the survey and interview venue, and data entering. 

3.16.1 Accessing the local government chairperson 

Gaining permission to conduct research is important to the success of the 

study. However, the bad condition of the road from the study setting to 

Isuikwuato local government was problematic. Several lives have been lost 

daily due to vehicles falling into erosion ditches on the road (The Wanted 

Children Foundation, 2017). Despite the bad road, the researcher had to 

travel to Isuikwuato on several occasions to obtain permission to conduct the 

research as the chairman was rarely available in his office. 

Another challenge related to gaining permission from the local government 

was the political and economic crisis in Nigeria at the time of data collection. 

The conflict between the Indigenous People of Biafra (IPOB) and the 

Nigerian army, which occurred in 2017, led to many residents in Abia State 

remaining indoors and others leaving the state in fear (British Broadcasting 

Corporation [BBC] News, 2017; Vanguard, 2017). This had a negative 

influence on people’s interest and participation in the study as many were 

wary of taking part in crowded events. This also reduced the number of men 

who were willing to take part in the study and surfaced difficulties gaining 

permission from the local government. To ensure the safety of both the 

researcher and participants, permission to carry out the research was also 

sought from the traditional ruler and, as such, the survey was conducted in a 

secure section of the village palace. 
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3.16.2 Securing a venue for the survey and interviews  

While obtaining permission from the local government identified challenges 

related to security, more difficulties surfaced in securing a venue for the 

survey and interviews. Initially, the researcher had planned and booked a 

community hall where the survey would take place. However, upon arrival, it 

was discovered that the pre-booked hall had been reallocated to the women 

in the community for the August meeting and there was no available hall in 

which to conduct the study. 

Therefore, a change of plan was made, and it was agreed to conduct the 

survey in the village palace. This also provided additional challenges as 

there was a need to ensure the security of the palace. As such, the survey 

was conducted in a separate section in the palace using two modes of 

questionnaire administration: self-completed and interviewer administered. In 

order to avoid overcrowding of survey participants, those who could read and 

write were advised to self-complete their questionnaire behind the palace 

gate, and only come inside if they required support completing the 

questionnaire, had questions to ask or wanted to return a completed 

questionnaire. Those who could neither read nor write were assisted by the 

researcher. Although different modes of questionnaire administration may 

cause respondent bias and impact on the quality of the data obtained, 

evidence indicates that there is no bias when self-completed and assisted 

methods of questionnaire administration are used in the same study setting 

(Rutherford et al., 2016).  
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Many of the study participants complained about the distance they had to 

travel to get to the palace and demanded cash rewards for taking part in the 

survey. This was found to be problematic at the time as the researcher had 

not budgeted for this and had spent quite a lot of money organising meetings 

(which involved the purchase of drinks, traditional cola nuts and garden 

eggs, as shown in Figure 3.8) with the village ward leaders. This made 

obtaining the targeted sample size of 369 difficult as some people refused to 

take part in the study. 

An additional challenge related to gaining access to a venue for the survey 

was that the researcher had to sit outside for the duration of the survey. This 

was challenging as the researcher was exposed to insects and mosquitoes 

and consequently contracted malaria. This problem would have been 

avoided if the researcher had been vaccinated against malaria. However, 

this was not the case and, accordingly, the researcher had to return to the 

city for treatment. After the survey, it was agreed to conduct the interviews in 

the houses of the ward leaders except for one interviewee, who was 

interviewed in his house and the traditional ruler in his palace. Therefore, the 

researcher had to travel to the various wards, despite the bad roads, to carry 

out the interviews. 

3.16.3 Recruitment of participants 

Recruiting participants for the study was challenging. The 250 survey 

respondents who were invited to participate in phase one of the present 

study were below the 369 required sample size for the questionnaire survey. 

The decreased number of the sample appeared to be the result of various 
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factors. First, the lack of interest in the research topic, as this was considered 

women’s business, may have put some men off. Second, the lack of a cash 

reward for taking part in the research was a major issue. Third, the political 

crisis and violence in the south-eastern part of Nigeria at the time of data 

collection might have led further to other male members of the community 

refusing to respond to the invitation for safety reasons. As previously 

discussed, efforts were made to ensure the safety of survey respondents and 

the researcher by carrying out the survey in a secure section of the village 

palace. 

3.16.4 Data collection challenges  

The use of laptops for data entering in low-income settings in the absence of 

electricity and internet access was likewise challenging as the researcher 

was unable to recharge her laptop when necessary. This problem was 

resolved by providing a generator for recharging the researcher’s laptop 

battery. Although quantitative data entering began in Nigeria during data 

collection, there were initial problems and delays with completing data 

analysis for the quantitative data. For instance, the construction of wealth 

index using PCA presented challenges for the researcher. Therefore, the 

researcher sought external support to overcome this problem. As for the 

qualitative interviews, translation from Igbo to the English language was 

likewise challenging and took a long time to complete.  

3.17 CHAPTER SUMMARY 

In the previous chapter, a conceptual framework was developed. Testing and 

verifying the conceptual model required the adoption and implementation of 
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a robust research design. This comprises of research philosophical 

worldview, research designs and methods of inquiry. This gave rise to an 

overall sequential explanatory mixed methods research with an initial 

quantitative phase followed by qualitative interviews. In this regard, a 

bespoke questionnaire and interview schedule were developed to facilitate 

data collection. The quantitative phase of the study seeks to identify the 

factors perpetuating the continuation of FGM by conducting a survey with 

adult men living in Uturu, Nigeria. The quantitative phase also investigated 

men’s views of FGM and its social and cultural dynamics and how they 

contribute to its continuation. Progressing from the quantitative phase of the 

study, the qualitative phase two explores these in more depth. 

The qualitative phase two of this study employed semi-structured interviews 

with a subsample of the survey respondents through the development of an 

interview schedule, which served as a guide during the interviews. A total of 

ten men were interviewed in the houses of the village ward leaders and in 

the village palace. After data collection, interviews were transcribed verbatim 

in Microsoft Word and entered into NVivo software for analysis and 

management. In the next chapter, findings from both the quantitative and 

qualitative phases are presented. 
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CHAPTER FOUR: RESEARCH FINDINGS  
 

4.0 INTRODUCTION 

In Chapter Three, a research design suitable for addressing the research 

questions was presented. The chapter discussed the justification for 

choosing a sequential explanatory mixed methods approach underpinned by 

a pragmatic worldview for the empirical verification of the conceptual model 

of Female Genital Mutilation (FGM) developed in Chapter Two (see Figure 

2.6). The adopted research design involved two phases of inquiry, which 

comprised an initial quantitative survey that was then followed by in-depth 

interviews. Having presented the data collection and analysis method of the 

quantitative and qualitative phases in the previous chapter, this chapter 

reports on the findings from phase-one and two of this study (quantitative 

survey and qualitative interviews respectively). Firstly, it focuses on 

addressing the research hypotheses (see section 2.9.3) and questions as 

outlined in the introductory chapter: 

1. What are the views of Igbo men about the continuation of FGM in 

Nigeria? 

2. What sociodemographic factors influence the views of Igbo men about 

the continuing practice of FGM? 

3. What social and cultural norms influence FGM continuance among the 

Igbo tribe of Nigeria, and how do they contribute to its continuation? 
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4.1 PHASE ONE–QUANTITATIVE FINDINGS  

Key findings of the quantitative survey are presented under the main 

headings: Demographic Information; Knowledge of FGM; Men’s attitudes 

towards FGM; Men’s views and reasons for FGM continuation; Factors 

associated with men’s views of FGM continuance and Predictors of men’s 

views of FGM continuation. 

4.2 DEMOGRAPHIC INFORMATION 

Tables 4.1 to 4.5 present respondents’ demographic characteristics to 

provide reliability to the research findings. Descriptive statistics were used to 

evaluate and summarise respondents’ demographic characteristics. This 

information demonstrates the heterogeneity of participants included in the 

study. 

4.2.1 Age 

As mentioned in section 3.9.1, the weighted mean age of the survey 

respondents was approximately 42 years. As shown in Table 4.1, data 

analysis revealed that the majority of the respondents were between 28 and 

47 years old. Older men constituted 32.5% of the survey participants while 

younger men constituted only 19.1% of the sample. 
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Table 4.1: Respondents’ age group 

Age in 3 years Number (n) Sample (%) 

18-27 years 41 19.1 

28-47 years 104 48.4 

48 and above 70 32.5 

Total 215 100 

 

4.2.2 Marital status 

The majority of survey respondents described themselves as currently 

married, only 10.7% said they were currently living with a woman as if 

married, and 43.7% were not in union (Table 4.2). 

Table 4.2: Respondents’ marital status 

Marital status Number (n) Sample (%) 

Currently married  98 45.6 

Currently living with a woman as if married 23 10.7 

Not in union  94 43.7 

Total 215 100 

 

4.2.3 Educational background 

A summary of respondents’ educational achievements (as shown in Table 

4.3) indicates that almost all were educated, only 9.8% of respondents said 

they had no educational background and 42.3% had higher education. 
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Table 4.3: Respondents’ Educational levels 

Educational Level Number (n) Sample (%) 

No education 21 9.8 

Primary education 41 19.1 

Secondary education 62 28.8 

Higher education 91 42.3 

Total 215 100 

4.2.4 Occupation 

A breakdown of respondents’ occupation shows that the majority of 

respondents were farmers, 14.9% were students, and others were either 

health professionals, education professionals, civil service workers or were 

from the ‘other’ category (Table 4.4). 

Table 4.4: Respondents’ Occupation 

Occupation  Number (n) Sample (%) 

Students 32 14.9 

Farmers 63 29.3 

Health 
professionals 

7 3.3 

Education 
professionals 

18 8.4 

Civil service 33 15.3 

Other (Traders 
and drivers) 

62 28.8 

Total 215 100 
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4.2.5 Religion 

Analysis of the survey data revealed that almost all respondents were 

Christians (92.1%), and that the rest belonged to other religious groups 

(Table 4.5). 

Table 4.5: Respondents’ Religious background 

Religion Number (n) Sample (%) 

Muslim 3 1.4 

Christian 198 92.1 

Traditional 11 5.1 

Others (non-
religious) 

3 1.4 

Total 215 100 

 

From the demographic characteristics described above, it is evident that the 

majority of respondents were in the age group 28-47 years, were married, 

educated, worked as farmers, and were Christians. In the next section, the 

findings from assessing men’s knowledge of FGM are reported. 

4.3 KNOWLEDGE OF FGM 

Analysis of data shows that all respondents had heard of FGM. Although 

more than half of respondents thought the practice is harmful to women, only 

32.1% reported having knowledge of its health consequences (see Table 

4.6). 
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Table 4.6: Men’s knowledge of FGM in Nigeria (n = 215) 

Variable Frequency (n) Percentage (%) 

Have you ever heard of 
FC? 

  

Yes 215 100 

Is the practice of FC 
harmful to women? 

  

Yes 125 58.1 

No 70 32.6 

Do not know 20 9.3 

Do you know of any 
health consequences 
related to FC? 

  

Yes  69 32.1 

No  144 67.0 

Do not know 2 0.9 

Have you ever heard of 
the new legislation on 
FC in this country? 

  

Yes 66 30.7 

No 149 69.3 

 

4.4 MEN’S ATTITUDES TOWARDS FGM 

The survey questions asked of men’s preference with regards to marrying 

women who had undergone FGM or those who have not, their participation 

in the decision-making process, if they support the legislation that bans the 

practice in Nigeria and if they intend to circumcise their daughters in the 

future. Analysis of data indicated that the vast majority of respondents would 

prefer to marry a woman who has not undergone the procedure. However, a 
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third (33.5%) preferred to marry a circumcised woman while one quarter of 

respondents (24.7%) reported it as being unimportant. In addition, 63.7% of 

respondents said they take part in making decisions to perform FGM and 

31.2% intend to have their daughters undergo the tradition in the future. A 

little fewer than two-thirds of respondents supported the legislation that bans 

FGM in Nigeria. Table 4.7 illustrates these findings. 

Table 4.7: Men’s attitudes towards FGM in Nigeria (n = 215) 

Variable  Frequency (n) Percentage (%) 

Do you prefer to marry a 
circumcised or non-
circumcised woman? 

  

A circumcised woman 72 33.5 

A non-circumcised 
woman 

90 41.9 

This is not important 53 24.7 

Do you take part in the 
decision-making 
process on FC in your 
family? 

  

Yes 137 63.7 

No 78 36.3 

Do you support the 
legislation that bans the 
practice of FC in 
Nigeria? 

  

Yes 140 65.1 

No  71 33.0 

Do not know 4 1.9 

If you have a daughter 
in the future, do you 
intend to have her 
circumcised? 
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Variable  Frequency (n) Percentage (%) 

Yes  67 31.2 

No 131 60.9 

Do not know 17 7.9 

 

4.5 MEN’S VIEWS AND REASONS FOR FGM CONTINUATION 

The survey questions also inquired about the sociocultural mechanisms 

behind FGM. Data analysis as reported in Tables 4.8 and 4.9 illustrates 

respondents’ views of the continuing practice of FGM and the reasons for its 

continuation. Just over half of respondents (57.7%) thought FGM is bad, and 

31.6% thought it is a good practice, while 10.7% thought it is neither good 

nor bad. A little fewer than half of respondents (47.0%) opined that legislation 

will help stop the circumcision of girls in Nigeria. Three quarters (74.9%) of 

respondents reported that fathers make the final decision in terms of 

circumcising a female child in the family. Although the vast majority of 

respondents (92.1%) reported that men have a role to play in preventing 

FGM and that it should be discontinued (63.7%), a little more than a third of 

respondents reported that the practice should be continued (34.4%). Table 

4.8 illustrates these findings. 
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Table 4.8: Men’s perceptions of FGM (n=215) 

Variable Frequency (n) Percentage 
(%) 

What is your opinion about the practice of 
FC 

  

It is a good practice  68 31.6 

It is a bad practice 124 57.7 

It is neither good nor bad 23 10.7 

Do you think the new legislation will help 
stop the circumcision of girls in Nigeria? 

  

Yes  101 47.0 

No  104 48.4 

Do not know 10 4.7 

Who makes the final decision to 
circumcise a female child in your family 

  

Father 161 74.9 

Mother 10 4.7 

Both father and mother 40 18.6 

Other relatives (aunt, uncle, grandparents) 4 1.9 

Do you think men have a role to play in 
preventing FC? 

  

Yes  198 92.1 

No  15 7.0 

Do not know 2 0.9 

Do you think FC should continue or be 
discontinued? 

  

Continued 74 34.4 

Discontinued 137 63.7 

Do not know 4 1.9 
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With regards to the sociocultural dynamics of FGM, respondents thought the 

practice should continue for various reasons. For instance, almost three 

quarters reported that it is a traditional requirement while only 20.9% 

believed that FGM is required by their religion. Forty-four and 48% percent of 

respondents thought FGM prevents sexual promiscuity among girls and 

ensures the cleanliness of the female genitals respectively. More than one 

third (35.8%) of survey respondents thought FGM discourages married 

women from committing adultery, 86% thought it decreases sexual urges in 

women. However, only 17.7% thought FGM improves a girl’s chance of 

getting married (Table 4.9). 

Table 4.9: Reasons given for practising FGM 

Variable Frequency 
(n) 

Percentage 
(%) 

Do you believe that FC is required by your 
religion? 

  

Yes 45 20.9 

No  170 79.1 

Do you think FC is required by your 
tradition/custom 

  

Yes  160 74.4 

No  55 25.6 

Do you think FC prevents girls from being 
promiscuous?  

  

Yes  95 44.2 

No  120 55.8 

Do you think that FC discourages married women 
from committing adultery? 

  

Yes  77 35.8 
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Variable Frequency 
(n) 

Percentage 
(%) 

No 138 64.2 

Do you think FC improves a girls’ chance of 
marriage? 

  

Yes  38 17.7 

No  117 82.3 

Do you think FC ensures the cleanliness of the 
female genitals?  

  

Yes  105 48.8 

No  110 51.2 

Do you think FC enhances sexual pleasure for 
men? 

  

Yes  65 30.3 

No  150 69.8 

Do you think FC decreases women’s sexual 
desire? 

  

Yes  185 86.0 

No  30 14.0 

 

4.6 TEST OF HYPOTHESES  

Based on the sociocultural justifications for continuing FGM (as discussed in 

Chapter Two) and the findings of previous literature, the following 

hypotheses (H) were proposed:  

H1: Individual (occupation, age, and education), family (marital status), 

community sociodemographic characteristics (religion, mass media 

(radio/television), and socioeconomic status), and sociocultural factors (such 

as traditional beliefs, religious faith, women and girls’ sexual control, hygiene, 
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marriage, and male sexual pleasure) will be significantly associated with 

men’s views of FGM continuation. 

H2: Unemployed, single, and uneducated older men are more likely to 

support the continuation of FGM than are employed, married, and educated 

men.  

H3: Men who have Christian faith, own a radio and/or television and are 

wealthy are less likely to favour FGM continuation than men with other 

religious beliefs who are poorer and do not own a radio and/or a television. 

H4: Men who perceive FGM as a traditional and religious rite which 

enhances male sexual pleasure, female personal hygiene, controls female 

sexual desire and increases marriageability of girls are more likely to support 

its continuation than those who do not. 

In testing the research hypotheses, the survey questions inquired of 

respondents’ sociodemographic characteristics. The outcome variable (views 

of FGM continuation) and independent variables (individual, family, and 

community factors) were entered into SPSS for analysis. Descriptive and 

inferential statistics were conducted using Pearson’s chi-square tests. 

Although where more than 20% of expected cell counts were below five, 

Fisher’s exact tests were used instead (Field, 2018) to examine factors 

associated with views of FGM continuation (section 3.9.2). As previously 

discussed in section 3.9.2.1, Post hoc tests were used to identify the cells in 

the contingency tables that contribute the greatest to Chi-square test results, 

z scores (Standardised residuals) were converted to 2 decimal places and 

into a p-value significant at ˂ .05 (Adjusted to 3 decimal places). 
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4.7 FACTORS ASSOCIATED WITH MEN’S VIEWS OF FGM 

CONTINUANCE 

4.7.1 Sociodemographic factors associated with men’s views of FGM 

continuation 

4.7.1.1 Individual factors  

The models testing hypothesis 1 (H1), which posit that: individual 

(occupation, age, and education), family (marital status), community 

sociodemographic characteristics (religion, social media, and socioeconomic 

status), and sociocultural factors (such as traditional beliefs, religious faith, 

women and girls’ sexuality, hygiene, and male sexual pleasure) will be 

significantly associated with men’s views of FGM continuation, are shown in 

Table 4.10 and 4.11.  

To test the above stated research hypothesis, H1 was divided into two parts 

– sociodemographic characteristics and sociocultural factors. To test the first 

part of H1, the association between men’s views of FGM continuation and 

individual sociodemographic factors such as occupation, age, and education 

were analysed using Chi-square tests. Data analysis reported a significant 

association between men’s views of FGM continuation and individual factors 

such as age, education, and occupation (P-values are included in Table 

4.10). 
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Table 4.10: Difference in men’s views of the continuation of Female Genital 
Mutilation and sociodemographic characteristics (N = 211). 
Variable Total 

% (n) 
Think FGM 
should be 

discontinued % 
(n) 

Think FGM 
should be 

continued % 
(n) 

χ2(df) or FE 

Individual factors 
Age groups 

    
χ2(2) = 

22.47, p < 
.001, 

Cramer’s V = 
.32*** 

18-27 years 19.0 
(40) 

22.6 (31) 12.2 (9)  

28-47 years 47.9 
(101) 

55.5 (76) 33.8 (25)  

48 years and above 33.2 
(70) 

21.9 (30) * 54.1 (40) **  

Educational 
attainment 

   χ2(3) = 
40.90, p < 

.001, 
Cramer’s V = 

.44*** 
No education 10.0 

(21) 
5.1 (7) 18.9 (14) *  

Primary education 19.0 
(40) 

10.2 (14) * 35.1 (26) **  

Secondary education 29.4 
(62) 

29.9 (41) 28.4 (21)  

Higher education 41.7 
(88) 

54.7 (75) * 17.6 (13) **  

Occupation    χ2(2) = 
30.08, p < 

.001, 
Cramer’s V = 

.37*** 
Students 14.7 

(31) 
18.2 (25) 8.1 (6)  

Farmers/others (i.e. 
Traders and drivers) 

58.8 
(124) 

45.3 (62) * 83.8 (62) **  

Health/education/civil 
service professionals 
 

26.5 
(56) 

36.5 (50) * 8.1 (6) **  

Family factors 
Marital Status 

    
P = .77 

Not in union 43.6 
(92) 

44.5 (61) 41.9 (31)  

Currently married or 
living with a woman 

56.4 
(119) 

55.5 (76) 58.1 (43)  
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Variable Total 
% (n) 

Think FGM 
should be 

discontinued % 
(n) 

Think FGM 
should be 

continued % 
(n) 

χ2(df) or FE 

Community factors 
Socioeconomic group 

 
 

χ2(2) = 
21.54, P ˂ 

.001, 
Cramer’s V = 

.32*** 
Poor 24.6 

(52) 
14.6 (20) * 43.2 (32) ***  

Middle 45.5 
(96) 

50.4 (69) 36.5 (27)  

Rich 29.9 
(63) 

35.0 (48) 20.3 (15)  

Mass media     
χ2(2) = 

33.69,   P ˂ 
.001, 

Cramer’s V = 
.40*** 

No radio or television 13.3 
(28) 

3.6 (5) ** 31.1 (23) ***  

Own either a radio or 
television 

28.0 
(59) 

27.7 (38) 28.4 (21)  

Own both a radio and 
television 

58.8 
(124) 

68.6 (94) 40.5 (30) *  

 
Religion 

    
χ2(1) = 

24.07, P < 
.001, 

Cramer’s V = 
.33*** 

Others (Muslim, 
traditionist, non-
religious) 

7.1 
(15) 

0.7 (1) ** 18.9 (14) ***  

Christians 92.9 
(196) 

99.3 (136) 81.1 (60)  

Total 100 
(211) 

64.9 (137) 35.1 (74)  

Note: *Significant at the p ˂ .05 level (2-tailed); ** p ˂ .01 level (2-tailed); ***p 

˂ .001 level (2-tailed). 

From Table 4.10, Post hoc tests revealed that significantly more respondents 

within the older age group (those 48 years and older) thought FGM should 

be continued (54.1%, z = 3.12, p = .002) than discontinued (21.9%, z = -
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2.29, p = .022). Regarding educational achievement, significantly more 

respondents whose highest educational achievement was primary education 

favoured the continuation of FGM (35.1%, z = 3.20, p = .001) as opposed to 

its discontinuation (10.2%, z = -2.35, p = .019). Similarly, more respondents 

with no education favoured continuation over discontinuation of FGM (18.9% 

vs 5.1%, z = 2.44, p =.015). However, in terms of those in receipt of higher 

education, significantly fewer respondents favoured the continuation of FGM 

(17.6%, z = -3.22, p = .001) as opposed to its discontinuation (54.7%, z = 

2.36. p = .018).  

From Table 4.10, Post hoc tests revealed that significantly more respondents 

who were in the farmers/others category thought FGM should continue 

(83.8%, z = 2.81, p = .005) as opposed to be discontinued (45.3%, z = -2.06, 

p = .039). Nevertheless, in terms of those who were health/education 

professionals/civil servants, significantly fewer respondents supported its 

continuation (8.1%, z = -3.08, p = .002) as opposed to its discontinuation 

(36.5%, z = 2.26, p = .024). These findings demonstrate that survey 

respondents within the older age group as well as those within the 

uneducated and primary categories, and those who belonged to the 

farmers/others group were overrepresented in the category of those who 

wanted FGM to continue. The results also provide evidence in support of the 

research hypothesis that individual factors such as age, education, and 

occupation are significantly associated with men’s views of FGM continuation 

and as such, this hypothesis is accepted.  
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4.7.1.2 Family factors 

To assess the association between men’s views of FGM continuation and 

family factors such as marital status, Fisher’s exact tests were carried out. 

Analysis of data indicated a non-significant association between men’s views 

of FGM continuation and marital status (Table 4.10). This result did not 

provide evidence in support of research H1. Thus, the hypothesis stating 

that: family factor (such as marital status) is significantly associated with 

men’s views of FGM continuation is rejected. 

4.7.1.3 Community factors 

Pearson’s chi-square tests were conducted to assess the association 

between men’s views of FGM continuation and community factors such as 

socioeconomic groups, mass media, and religion. Data analysis revealed a 

statistically significant association between socioeconomic groups, mass 

media (radio/television), religion, and men’s views of FGM continuation. As 

shown in Table 4.10, Post hoc tests revealed that significantly more 

respondents within the poor socioeconomic group report supporting the 

continuation of FGM (43.2%, z = 3.22, p < .001) than its discontinuation 

(14.6%, z = -2.37, p = .018). Concerning access to mass media, significantly 

more respondents who do not own a radio and/or television wanted FGM to 

continue (31.1%, z = 4.21, p = 2.6E-05) as opposed to discontinue (3.6%, z 

= -3.09, p = .002). However, significantly fewer respondents who own both a 

radio and a television favoured FGM continuation than its discontinuation 

(40.5% vs 68.6%, z = -2.05, p = .040).  
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Post hoc tests also indicated that significantly more respondents from other 

religious groups (Muslim, tradition, non-religious) thought FGM should be 

continued (18.9%, z = 3.81, p < .001) than discontinued (0.7%, z = -2.80, p = 

.005). The odds ratio showed that those in the other religious group were 

31.7 times more likely to support the continuation of FGM than its 

discontinuation. These findings indicate that those who had no access to 

mass media, from poor socioeconomic group and other religious faith were 

overrepresented in the category of those who thought FGM should continue. 

This indicates that community factors such as socioeconomic groups, mass 

media, and religion are significantly associated with men’s views of FGM 

continuation. 

The Chi-square test results therefore provide evidence in partial support of 

research hypothesis (H1). Hence, the research hypothesis stating that: 

individual (occupation, age, and education), and community 

sociodemographic characteristics (religion, mass media (radio/television), 

and socioeconomic status) will be significantly associated with men’s views 

of FGM continuation is accepted. 

The sociocultural factors associated with men’s views of FGM were also 

assessed using Chi-square tests, and the results are reported in the next 

section. 

4.7.2 Sociocultural dynamics associated with men’s views of FGM 

continuation 

Pearson’s chi-square tests were conducted to assess the association 

between men’s views of FGM continuation and the sociocultural dynamics of 
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sexual control, tradition, religion, marriage, hygiene, male sexual satisfaction, 

and sexual desire as identified from the literature review. Data analysis 

reported a significant association between men’s views of FGM continuation 

and sexual control, traditional requirement, religious mandate, marriage, 

hygiene, and male sexual satisfaction. There was no significant association 

between views of FGM continuation and sexual desire (Table 4.11).  

The Chi-square results therefore provide evidence in partial support of 

research H1, which proposed that: sociocultural factors (such as traditional 

beliefs, religious faith, women and girls’ sexual control, hygiene, marriage, 

and male sexual pleasure) will be significantly associated with men’s views 

of FGM continuation. 
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Table 4.11: Difference in men’s views of the continuation of Female Genital 
Mutilation and sociocultural dynamics (N = 211).  
Variables Total % 

(n) 
Think FGM 
should be 
discontinued % 
(n) 

Think FGM 
should be 
continued % (n) 

χ2(df) or FE 

Sexual control    χ2(2) = 42.45, P 
< .001, 

Cramer’s V = 
.44*** 

No sexual control 54.5 (115) 70.8 (97) ** 24.3 (18) ***  
Controls either 
(promiscuity or 
adultery) 

11.8 (25) 8.8 (12) 17.9 (13)  

Controls both 
(promiscuity and 
adultery) 

33.6 (71) 20.4 (28) ** 58.1 (43) ***  

Traditional 
requirement 

   χ2(1) = 19.07, P 
< .001, 

Cramer’s V = 
.30*** 

No  26.1 (55) 35.8 (49) * 8.1 (6) **  
Yes 73.9 (156) 64.2 (88)  91.9 (68)  
Religious 
mandate 

   χ2(1) = 43.57, P 
< .001, 

Cramer’s V = 
.45*** 

No  80.1 (169) 93.4 (128) 55.4 (41) *  
Yes 19.9 (42) 6.6 (9) *** 44.6 (33) ***  
Marriage 
requirement  

   χ2(1) =52.08, P 
< .001, 

Cramer’s V = 
.49*** 

No 82.5 (174)  96.4 (132)  56.8 (42) *  
Yes 17.5 (37)  3.6 (5) ***  43.2 (32) ***  
Hygiene    χ2(1) = 57.33, P 

˂ .001, 
Cramer’s V = 

.52*** 
 
No 51.7 (109) 

 
70.8 (97) ** 

 
16.2 (12) *** 

 

Yes 48.3 (102)  29.2 (40) ** 83.8 (62) ***  
Male sexual 
satisfaction 

   χ2(1) = 37.19, P 
˂ .001, 

Cramer’s V = 
.42*** 

No 70.6 (149) 84.7 (116) *  44.6 (33) **  
Yes 29.4 (62)  15.3 (21) ** 55.4 (41) ***  
Decrease sexual 
desire 

   P = .83 

No 13.7 (29) 13.1 (18) 14.9 (11)  
Yes 86.3 (182)  86.9 (119)  85.1 (63)  
Total % (n) 100 (211) 64.9 (137) 35.1 (74)  
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Note: *Significant at the p ˂ .05 level (2-tailed); ** p ˂ .01 level (2-tailed); ***p 

˂ .001 level (2-tailed). 

From Table 4.11, Post hoc tests revealed that significantly fewer 

respondents who thought FGM had no sexual control favoured its 

continuation (24.3%, z = -3.52, p < .001) than its discontinuation (70.8%, z = 

2.58, p = .009). However, in terms of those who thought the practice controls 

both promiscuity and adultery, significantly more respondents favoured FGM 

continuation (58.1%, z = 3.63, p < .001) than its discontinuation (20.4%, z = -

2.67, p = .007). Post hoc tests also revealed that significantly fewer 

respondents who believed that FGM was not a traditional requirement 

wanted it to continue (8.1%, z = -3.03, p = .002) than discontinued (35.8%, z 

= 2.22, p = .026). With regards to religious mandate, significantly fewer 

respondents who did not view FGM as a religious requirement favoured its 

continuation over discontinuation (55.4% vs 93.4%, z = -2.37, p =.017). 

However, in terms of those who perceived FGM as a religious mandate, 

significantly more respondents thought FGM should continue (44.6%, z = 

4.76, p < .001) than discontinue (6.6%, z = -3.50, p < .001).  

Regarding marriage, Post hoc tests revealed that significantly fewer 

respondents who did not view FGM as ensuring girls marriage wanted it to 

continue than discontinue (56.8% vs 96.4%, z = -2.44, p =.014). However, 

more respondents who perceived FGM as ensuring girls marriage reported 

supporting its continuation (43.2%, z = 5.28, p < .001) than its 

discontinuation (3.6%, z = -3.88, p < .001) (Table 4.11). With regards to 

hygiene, Post hoc tests revealed that significantly fewer respondents who did 

not view FGM as ensuring women’s personal hygiene thought it should be 
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continued (16.2%, z = -4.24, p < .001) as opposed to discontinued (70.8%, z 

= 3.12, p < .001). However, in terms of those who view FGM as ensuring 

women’s hygiene, significantly more respondents thought it should continue 

(83.8%, z = 4.39, p < .001) than discontinue (29.2%, z = -3.22, p = .001). 

From Table 4.11, Post hoc tests also revealed that significantly fewer 

respondents who thought that FGM does not increase male sexual 

satisfaction wanted FGM to continue (44.6%, z = -2.66, p = .007) as opposed 

to discontinue (84.7%, z = 1.96, p = .049). However, significantly more 

respondents who thought it increases male sexual pleasure reported being in 

favour of FGM continuation (55.4%, z = 4.13, p < .001) than its 

discontinuation (15.3%, z = -3.03, p = .002).  

These results indicate that respondents who thought FGM had no sexual 

control, was not a traditional and religious requirement, does not enhance 

the marriageability of girls, their personal hygiene and male sexual pleasure 

were significantly underrepresented in the ‘think FGM should be continued’ 

category than the “discontinued category”. As such, the part of research H1 

stating that sociocultural factors (such as traditional beliefs, religious faith, 

women and girls’ sexual control, hygiene, marriage, and male sexual 

pleasure) will be significantly associated with men’s views of FGM 

continuation is accepted. The Chi-square test results therefore provide 

sufficient evidence of the linear relationships between views of FGM 

continuation, sociodemographic and sociocultural factors to proceed with the 

regression analysis to test the second, third and fourth hypothesised 

relationships. Binary logistic regression was conducted to predict the several 
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predictor variables associated with views of FGM continuance, and the 

findings are reported in the subsequent sections. 

4.8 PREDICTORS OF MEN’S VIEWS OF FGM CONTINUATION 

H2: posits that unemployed, single, and uneducated older men are more 

likely to support the continuation of FGM than are employed, married, and 

educated men.  

H3: posits that men who have Christian faith, access to mass media 

(radio/television) and are wealthy are less likely to favour FGM continuation 

than men with other religious beliefs who are poorer and without access to 

mass media. 

H4: posits that men who perceive FGM as a traditional and religious rite 

which enhances male sexual pleasure, female personal hygiene, controls 

female sexual desire and increases marriageability of girls are more likely to 

support its continuation than those who do not. 

The models testing hypotheses 2 and 3 are shown in Table 4.12. To test H2 

and H3, binary logistic regression analysis was applied using the sample size 

of 211, the outcome variable defined as respondents’ views whether FGM 

should continue or be discontinued, and sociodemographic factors as the 

independent variables. The outcome variable was recoded such that 1 = 

continued and 0 = discontinued and were entered in two blocks using the 

force entry method (section 3.9.5). For H4, binary logistic regression was 

conducted with the outcome variable and the sociocultural dynamics of FGM 

as identified in the literature review. 
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The Block and Model Chi-square value resulting from including the 

sociodemographic predictor variables to the model was highly significant 

χ2(13) = 90.704, p < .001, signifying that including the predictor variables to 

the model influenced the fit of the model to the sample data. For the model 

predicting the sociocultural dynamics of FGM, the Block and Model Chi-

square value resulting from including the predictor variables to the model 

was also highly significant χ2(8) = 115.639, p < .001 (Appendix H-2). In 

addition, the fit to the data of both models were further confirmed through a 

Hosmer-Lemeshow goodness of fit test (Hosmer, Lemeshow and Sturdivant, 

2013). The p-values of (.911) for the model predicting sociodemographic 

predictors and (.553) for the model predicting sociocultural dynamics of FGM 

were above the significant value of .05, indicating that both models fit the 

data (Field, 2018). 

4.8.1 Assessing the classification table and multicollinearity for the 

Logistic regression models 

From the classification tables (Appendix H-2), it is noted that the overall 

success rate of prediction of the logistic regression model predicting 

sociodemographic predictors increased from 64.9% in Block 0 (no predictors 

entered into the model) to 80.6% in Block 1 (adding the sociodemographic 

predictor variables). This supports the significance of the predictor variables 

and its model. Similarly, for the regression model predicting the sociocultural 

dynamics of FGM, the overall accuracy prediction increased from 64.9% in 

Block 0 (no predictors entered into the model) to 82.5% in Block 1(adding the 

sociocultural predictor variables).  



 
 

Findings of qualitative inquiry 

222 
 

In addition, diagnostic statistics (Residuals, Cook’s distance, average 

leverage value and DFBeta) were examined for both regression models to 

identify how well the model fits the sample data and whether the regression 

models were influenced by unusual cases. For example, data was inspected 

for outliers with none detected; implying that both models were not biased by 

unusual cases (Field, 2018). All cases have DFBetas and Cook’s distance 

less than 1 indicating that there were no influential cases impacting on the 

regression models parameters (see section 3.9.3).  

As previously discussed in section 3.9.3, the standardized residuals for the 

logistic regression models predicting sociodemographic predictors and 

sociocultural dynamics of FGM all have values less than +/-2. Leverage 

statistics showed leverage values very close to the calculated expected 

value of 0.037 indicating that no cases exert undue influence over the 

models. Overall, the diagnostic statistics values showed that both models fit 

the sampled data. Additionally, the Variance Inflation Factor (VIF) values for 

the predictor variables for both logistic regression models were well below 

10, the tolerance statistics were well above 0.1 (Appendix H-2) and the 

average VIF value calculated as 1.9 and 1.3 respectively (see section 3.9.3) 

indicated that there is no problem of collinearity between the predictor 

variables of the logistic regression models (Field, 2018). 

The odds ratio and p-values presented in Table 4.12 provide at least partial 

support for the hypothesised relationships between sociodemographic 

factors and the likelihood of supporting the continuation of FGM. Table 4.12 

also shows the logistic regression coefficient (and their standard errors), the 
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Wald statistic, Exp(B) and its 95% CI all rounded off to 2 decimal places and 

exact p-values. P is significant at ˂ .05. 

Table 4.12: Logistic regression predicting sociodemographic predictors of 

men’s views of FGM continuation (N = 211). 

Variables B (SE) Wald P-
value 

Odds 
Ratio 
Exp(B) 

95% Cl for Odds Ratio                          
Lower       Upper 

Individual Factors 
  

 
   

Age in 3-years group 
 

4.04 .13    
18-27 (ref) 

  
    

28-47 1.15 
(0.74) 

2.41 .12 3.17 0.74 13.56 

48 and above 1.66 
(0.82) * 

4.04 .04 5.24 1.04 26.38 

Highest Education  9.70 .02    
No education (ref)       
Primary 1.67 

(0.79) * 
4.48 .03 5.33 1.13 25.10 

Secondary 0.93 
(0.89) 

1.09 .29 2.54 0.44 14.63 

Higher  -0.04 
(0.94) 

0.00 .96 0.96 0.15 6.00 

Occupation  7.09 .02 
   

Health/education and 
civil service (ref) 

  
    

Student -0.13 
(0.93) 

0.02 .89 0.88 0.14 5.47 

Farmers/others (traders 
and drivers) 

1.19 
(0.55) * 

4.68 .03 3.28 1.12 9.61 

Family Factors       
Marital Status 

 
1.33 .24    

Not in union (ref)       
Currently married or 
living with a woman 

-0.57 
(0.49) 

1.33 .24 0.57 0.22 1.49 

Community Factors       
Wealth Index  0.00 .99    
Rich (ref)       
Poor 0.02 

(0.83) 
0.00 .98 1.02 0.20 5.15 

Middle class -0.00 
(0.52) 

0.00 .99 1.00 0.36 2.74 

Mass Media  9.57 .00    
No radio or television 
(ref) 

      

Own either television or 
radio 

-2.68 
(0.87) 

** 

9.57 .00 0.07 0.01 0.38 

Own both television and 
radio 

-2.73 
(1.05) 

** 

6.73 .00 0.07 0.01 0.51 

Religion  7.98 .00    
Others (Muslim tradition       
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Note. R2 = .33 (Hosmer-Lemeshow), 0.34 (Cox-Snell), 0.48 (Nagelkerke), **p 

< .01, ***p <.001. 

4.8.2 Sociodemographic predictors of supporting FGM continuation  

4.8.2.1 Individual factors 

To test the research H2 (see section 4.6), individual factors identified from 

the SEM which include age, education and occupation were examined for 

their effects on respondents’ views of FGM continuation using binary logistic 

regression. Data analysis provides at least partial support for the 

hypothesised relationship between individual factors and the likelihood of 

favouring FGM. From Table 4.12, the key significant individual predictor 

variables include older age (from 48 years and older), having only primary 

education and belonging to the occupational category ‘farmer/others’. The 

value of the odds ratio indicates that those aged 48 years and older were 

5.24 times more likely to favour FGM continuation than those in the 18 to 27 

age group. Furthermore, the odds ratio of the logistic regression results 

revealed that survey respondents with only primary education were 5.33 

times more likely to think FGM should continue than those with no education. 

From Table 4.12, the odds ratio indicates that for a unit change in 

respondents’ occupation, those who were farmer/others were 3.28 times 

more likely to think FGM should continue than those within the 

health/education and civil service category. These findings demonstrate that 

survey respondents who belonged to the older age group, farmer/other 

and non-religious) (ref) 
Christian -3.28 

(1.16) * 
7.98 .00 0.04 0.00 0.37 

Constant 2.57 
(1.84) 

1.95 .16 13.06   
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occupational category and had only primary education were more likely to 

think FGM should continue than discontinue. These findings provide 

evidence in partial support of research H2. 

4.8.2.2 Family factors 

Results from the regression analysis did not provide support for the 

hypothesised relationships between family factors and the likelihood of 

favouring FGM. Data analysis showed that marital status such as being 

currently married or living with a woman was not a significant predictor of 

respondents’ views of FGM continuance (Table 4.12).  

4.8.2.3 Community factors 

To test H3, community factors such as socioeconomic status, mass media 

and religion were examined for their effect on respondents’ views of FGM 

continuation using binary logistic regression. Results from the regression 

analysis provide at least partial support for the hypothesised relationships 

between community factors and the likelihood of favouring FGM. Data 

analysis indicates that the key predictor variables were ownership of a radio 

and/or television and being of Christian faith. Socioeconomic status was not 

a significant predictor of respondents’ views of FGM continuation (see Table 

4.12). 

The odds ratio (0.07) presented in Table 4.12 indicates that for a unit change 

in ownership of either a television or a radio, the odds of favouring FGM 

continuation decreased compared to those who do not own a television or a 

radio. Similarly, for a unit change in ownership of both television and radio, 
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the odds (0.07) of respondents favouring FGM continuation decreased 

compared to those who do not own a television and a radio. From Table 

4.12, the odds ratio value (0.04) showed that for a unit change in religion, the 

change in the odds of favouring the continuation of FGM decreased 

compared to those in the other religious group. These findings demonstrate 

that survey respondents who had access to mass media and have Christian 

faith were less likely to think FGM should continue. The result provides 

partial evidence in support of research H3 and therefore the hypothesis is 

accepted.  

4.8.3 Sociocultural predictors of supporting FGM continuation  

The models testing hypothesis 4 are shown in Table 4.13. To test H4 

(section 4.6), the sociocultural factors identified from the literature review 

which includes sexual control, traditional requirement, religious mandate, 

marriage, hygiene, male sexual satisfaction, and sexual desire were 

examined for their effects on respondents’ views of FGM continuation using 

binary logistic regression. Results from the regression analysis provide at 

least partial support for the hypothesised relationships between these factors 

and the likelihood of supporting FGM. From Table 4.13, the key significant 

predictor variables include believing that FGM is a religious mandate, a 

marriage requirement, enhances personal hygiene, and increases male 

sexual satisfaction. Sociocultural variables such as sexual control, traditional 

requirement, and sexual desire were not significant predictors of 

respondents’ views of FGM continuation. 
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Table 4.13: Logistic regression predicting social and cultural predictors of 

men’s views of FGM continuation (N = 211). 

Note. R2 = 0.57(Hosmer-Lemeshow), 0.42 (Cox-Snell), 0.58 (Nagelkerke), 

**p < .01, ***p <.001. 

From Table 4.13, the value of the odds ratio indicates that respondents who 

thought FGM is a religious requirement were 4.16 times more likely to favour 

its continuation than those who did not. Similarly, respondents who thought 

Variables B (SE) Wald P-
value 

Odds 
Ratio 
Exp(B) 

95% Cl for Odds Ratio                          
Lower       Upper 

Sexual control 
 

3.02 .22    
No sexual control 
(ref) 

  
    

Controls either 
(promiscuity or 
adultery) 

0.69 
(0.74) 

0.86 .35 2.00 0.46 8.64 

Controls both 
(promiscuity and 
adultery) 

0.81 
(0.48) 

2.85 .09 2.25 0.87 5.79 

Traditional 
requirement 

      

No (ref)       
Yes 0.70 

(0.60) 
1.36 .24 2.02 0.61 6.66 

Religious mandate    
   

No (ref) 
  

    
Yes 1.42 

(0.52) ** 
7.33 .00 4.16 1.48 11.70 

Marriage 
requirement 

  
    

No (ref)       
Yes 1.55 

(0.60) * 
6.59 .01 4.74 1.44 15.57 

Hygiene       
No (ref)       
Yes 1.37 

(0.48) ** 
7.96 .00 3.94 1.52 10.21 

Male sexual 
satisfaction 

      

No (ref)       
Yes 1.55 

(0.45) ** 
11.68 .00 4.71 1.93 11.46 

Decrease sexual 
desire 

      

No (ref)       
Yes -0.30 

(0.58) 
0.28 .59 0.73 0.23 2.29 

Constant -3.21 
(0.75)  

18.35 .00 0.04   
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FGM is a marriage requirement were 4.74 times more likely to favour FGM 

continuation compared to those who did not. The odds ratio also indicates 

that those who thought FGM facilitates personal hygiene were 3.94 times 

more likely to favour FGM continuation than those who did not. Furthermore, 

respondents who thought FGM increases male sexual satisfaction were 4.71 

times more likely to favour FGM continuation compared to those who did not. 

These findings suggest that believing that FGM is a religious mandate, a 

marriage requirement, which enhances female personal hygiene and 

increases male sexual satisfaction significantly predict favouring its 

continuance. This result provides evidence in partial support of research H4, 

which is therefore accepted. 

4.9 POST HOC POWER ANALYSIS 

As previously mentioned in section 3.9.4, Post hoc power analysis was 

carried out using G*Power version 3.1.9.2 based on alpha size (0.05), effect 

size (0.50), and sample size of the logistic regression models (211). Post hoc 

analysis revealed that the achieved power for the significant independent 

sociodemographic predictors of favouring the continuation of FGM were: age 

group (from 48 years and older) (100%), primary education category (100%), 

farmer/others category (100%), and for favouring its discontinuation were: 

ownership of either television or radio category (100%), ownership of both 

television and radio category (100%), and having a Christian faith category 

(100%), well above the accepted level of power of at least 80% (Cohen, 

1988) (Appendix H-2).  
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The Post hoc power achieved for the non-significant predictors ranged from 

5%-100%. For the sociocultural predictors of favouring FGM continuation, 

the achieved power for the significant independent predictors were: religious 

mandate (100%), marriage (100%), hygiene (100%), male sexual satisfaction 

(100%), and are well above the accepted level of power of at least 80% 

(Cohen, 1988) indicating that the sample size (211) is sufficient for testing 

the hypothesis. For the non-significant predictors, the post hoc power 

achieved ranged from 71.9%-100%. 

4.10 SUMMARY OF THE QUANTITATIVE RESULTS  

The purpose of this section was to report the quantitative findings from 

assessing respondents’ knowledge, attitudes, and views of FGM 

continuation, the sociodemographic and sociocultural predictors related to 

favourability of the continuing practice of FGM. Data were collected from a 

convenience sample of 215 Nigerian Igbo men currently living in Uturu in 

August 2017 who were asked to self-complete an anonymous FGM 

questionnaire. 

Based on the responses, it was found that FGM was generally known among 

respondents; however, its health implications were not common knowledge 

(section 4.3, page 202). For attitudes towards FGM, more respondents 

preferred to marry women who have not undergone the tradition than those 

who have (section 4.4, page 203). Regarding respondents’ views of FGM 

continuation, more respondents thought FGM should be discontinued than 

continued (section 4.5, page 205). 
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Results from Pearson’s chi-square analysis provide support for the 

hypothesised (H1) relationships between individual, community factors and 

views of FGM continuation (section 4.7.1, page 210). A significant 

association between respondents’ views of FGM continuation and age, 

education, occupation, wealth index, mass media (ownership of a radio 

and/or television), and religion were reported. However, the hypothesised 

relationships between family factors and views of FGM continuation were not 

supported by the results. For the sociocultural dynamics of FGM, Pearson’s 

chi-square analysis revealed a significant association between men’s views 

on FGM as a means of sexual control, a traditional and religious 

requirement, improving marriageability for girls, hygiene, and male sexual 

satisfaction and its continuation. The association between opinions of sexual 

desire and men’s views on FGM continuation was not statistically significant 

(section 4.7.2, page 215). 

Finally, from binary logistic regression, it was evident that the key significant 

sociodemographic predictors of favouring the continuing practice of FGM 

were age (from 48 years and older), education (having only primary 

education) and occupation (farmer/others), and these results provide partial 

support for H2. Mass media (ownership of either television or radio and 

ownership of both television and radio) and religion (having a Christian faith) 

were significant predictors of favouring FGM discontinuation (section 4.8.2, 

page 224) and this finding provides partial support for H3. Additionally, the 

key significant sociocultural predictors of favouring the continuing practice of 

FGM were: believing that FGM is a religious requirement, it improves 
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marriageability and hygiene for girls, and male sexual satisfaction (section 

4.8.3, page 226). This finding provides partial support for H4.  

The analysis reveals both expected and surprising results and based on 

these, the conceptual framework describing the factors predicting men’s 

views of FGM continuation (as shown in Figure 2.6, page 118) can therefore 

be modified. This led to the development of an adapted conceptual 

framework (Figure 4.1) showing the predictors of Igbo men’s views of FGM 

continuation. 

 

Figure 4.1: A conceptualised framework of factors perpetuating and 
mitigating Igbo men’s views of FGM continuation. 
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The next section of this chapter titled ‘phase two–qualitative findings’ reports 

on the findings from the second phase of the study. Phase two involved a 

series of qualitative interviews conducted to explore the quantitative findings 

in more depth. 

4.11 PHASE TWO–QUALITATIVE FINDINGS  

The previous section presented the results of the quantitative findings. The 

sociodemographic and sociocultural predictors of favouring FGM were 

identified and men’s views of the tradition presented. This section describes 

the findings identified in the qualitative phase two. By doing so, research 

objective three was achieved (section 1.6). Data analysis was conducted 

using a thematic approach as described in Chapter Three. 

The aim of this phase was to corroborate the data collected in phase one by 

exploring participants’ views, beliefs and thoughts on the social and cultural 

mechanisms sustaining the practice of FGM. Interviewees were survey 

participants who agreed to be interviewed. Using a semi-structured interview 

guide, ten in-depth face-to-face interviews were conducted. This allowed the 

use of prompts to elicit further explanation or clarification based on 

interviewees’ responses and the research aim. Based on the developed 

coding manual (Appendix J-1a) and emerging concepts (Appendix J-2), three 

major categories were identified. The identified categories include: Mixed 

views, factors affecting FGM, and recommendations for the improvement of 

women and girls’ health.  
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This process of analysis helps to uncover new insights from the data 

showing the views and positions of interviewees and connects these within 

the analysis to help explain the phenomenon under investigation. This 

resulted in the development of an analytical framework (Figure 4.2). The 

framework shows the schematic interconnectivity of the thematic process 

and facilitates the identification of themes, sub-themes and categories 

associated with effective stratagems for behavioural change with regards to 

the practice of FGM. The framework is made up of themes, sub-themes and 

categories which were addressed in the analysis in turn, with salient 

interesting points highlighted especially where there is cross-over with other 

categories and sub-themes and where there is dissent. The identified themes 

which are conceptualised into categories and sub-themes are underpinned 

and supported by verbatim quotes from interviewees. However, to ensure 

confidentiality, all names used to identify the interview participants in this 

study are pseudonyms. Care has also been taken to use respondents’ 

language as translated from Igbo to English. However, phrases such as “it 

suggests that”, “this highlight”, “this appears,” or “it indicates that” illustrate 

the researcher’s interpretation of the data. 

 

 

 

 

Key: 

… = pauses (e.g. three full stops illustrate 3 
seconds) 

[ ] = meaning of words or phrases 
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Figure 4.2: The interconnectivity of themes and approach to thematic 
analysis. 

4.12 CATEGORY 1: MIXED VIEWS 

As shown in Figure 4.2, the core category is described as the major concept 

or the essence of the research in which all other themes or categories are 

integrated to theoretically explain what is happening in the data (Corbin and 

Strauss, 2015). Although a core category may not be the only explanation 

that may be derived from interview data, it offers logical and plausible 

descriptions of how and why a phenomenon happens. The data suggested 

that the first core category of the qualitative interviews is structured around 

three interrelated themes: disparate/opposing views; knowledge and 
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description of FGM; and attitudinal differences towards FGM conceptualised 

as category 1- mixed views. These themes are presented in the subsequent 

sections. 

4.12.1 Disparate/opposing views  

Examining men’s perspectives of the continuing FGM practice revealed 

disparate/opposing views both between and within the interviewees. The 

majority of the interviewees said that the practice should be discontinued. 

However, three interviewees stated openly that they support the continuation 

of FGM. Within the arguments for its continuation, FGM was perceived as a 

traditional practice which locates it within societal norms or as an ethnic 

identifier. For example, one interviewee who favoured its continuation argued 

that it represents the custom of the Igbo tribe. This is demonstrated in the 

following comment: 

“Yes, I would want it to continue so that our elderly ones will 

know that without the foreign… eeh education, we had custom, 

are you hearing me? We had customs and those who were 

doing it that time didn’t go to any school. That [FGM] projected 

the image of our custom in Uturu here. Thank you” (Norris). 

In another account, one interviewee who supported FGM spoke openly about 

freedom to practice FGM. An interesting point stressed was that people 

should be allowed to decide for themselves either to continue the tradition or 

to discontinue it. This highlights the issue of banning the tradition and how 

interviewees felt about the legislation against FGM. This is illustrated in the 

following comment: 
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“Well, it should not be enforced. If people like to circumcise let 

them do so. If they do not want to circumcise let them do so.… 

Well, I feel that people should be given free hand to decide for 

themselves” (Joe). 

On the other hand, others argued that FGM should be discontinued. Within 

those who said they want FGM to stop is the opinion that it has no health 

benefit. Such views included, for example: 

“I do not support women circumcision… I want it to stop 

because it has no benefit” (Henry). 

“It is not right to continue it because there is no benefit to it” 

(Jude). 

Interestingly, two interviewees demonstrated mixed views. Although their 

stance against FGM appeared to be based on the health complications 

associated with the tradition, their change in attitude seemed to be grounded 

in the need for the tradition to be carried out more safely by health care 

professionals in order to avert its negative health effects, and the thought 

that FGM acts as a form of contraceptive. How two interviewees agreed with 

FGM discontinuation and at the same time gave justifications for its 

continuation is demonstrated in the following quotes:  

“Well, if it is done in a sterile and by a qualified ...I don’t see... 

the woman has nothing to lose. It doesn’t stop her bearing 

children and it doesn’t cause her more painful birth” (Earl). 
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“It will make you to have…. curtail the rate of childbearing do 

you understand? By that time if a man at least having three or 

two issues [children] you will train them in school and do other 

things but when a woman is as in every day, she is ready 

[sexually active] do you understand? You will have high rate of 

children. So, on that side I support female circumcision” (Mr 

Steven). 

The comments supporting FGM and the arguments advocating its 

discontinuation indicate the diverse views within which the practice of FGM is 

embedded in the study setting. These contrasting views both between and 

within the interviewees paint the adoption, continuation, and discontinuation 

of FGM as a choice that depends on individuals rather than those of a 

‘critical mass’ of influential people as predicted by social convention theory. 

They also provide evidence against the assertion that FGM is ‘women’s 

business’ and that men are nonchalant about decisions regarding the 

practice as previously discussed in section 2.10.1.5. These quotes further 

suggest that women, in the study setting, do not have sole authority over 

decisions pertaining to certain aspects of their reproductive health and that 

men are interested in whether FGM continues or discontinues. In addition, 

the remarks in support of FGM continuation also suggest that some men 

view the discontinuation of FGM as a threat to their superiority and sexual 

performance as husbands, which support masculinity theory, and highlights 

the dominant role men play in decision-making regarding the issues of 

women and girls’ health (Johnson and Greene, 2004) (see section 2.10.2.1). 

Comments from interviewees who supported FGM also provide evidence 
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which aligns with the idea that men play an active role by supporting its 

continuation. 

Furthermore, the claims of certain respondents who wanted the practice to 

continue points to their interpretation of FGM as a means of reproductive 

care. As described by the interviewee, FGM acts as a contraceptive by 

preventing childbearing among circumcised women. According to Berg and 

Denison (2013), these supposed reproductive health benefits are linked to 

concepts of sexual control, yet in reality, as discussed in section 2.5,  far 

from acting as a contraceptive for women and girls, the practice sentences 

them to a range of obstetric and gynaecological complications (Jeremiah, 

Kalio and Akani, 2014; Reisel and Creighton, 2015; WHO, 2016). These 

findings therefore reinforce the need to educate men on how the female 

reproductive system works and that intervention programmes need to focus 

on the demythologization of FGM. Additionally, the quote from an interviewee 

advocating FGM to be performed by medical personnel in a safe and sterile 

condition further emphasis how the concept of ‘medicalised FGM’ presents a 

false sense of security and legitimacy of the practice and therefore influences 

the continuation of the practice. 

4.12.2 Knowledge and description of FGM 

Assessing men’s knowledge of FGM is important in understanding the 

tradition as perceived by men. Interviewees were open to discussing their 

knowledge of the practice, a topic they considered to be quite sensitive. The 

data revealed that interviewees had all heard of FGM and understood it to 

mean the cutting away of parts of the female genitals. This suggested that 
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FGM is generally known amongst the men in the study setting. When asked 

to describe what is done during FGM, comments such as these were made: 

“Nothing… It is just to cut it [the clitoris] off, you cut part of it, 

you know, is just to cut it off” (Calvin). 

“...Ee certain parts of the ...eem female sexual organ is cut 

away and for no just cause” (Earl). 

In order to describe the procedure, one interviewee presented instruments 

and herbs used for performing FGM. He stated that a blade is used to cut off 

the clitoris, a special leaf known as Bryophyllum pinnatum is used to treat the 

wounds and an empty snail shell is used as a storage facility for the blade 

after the surgery. 

“This is like a purse [pointing at an empty snail shell], they keep 

it here…keep the razor blade, everything, and the herbs. It is 

very effective in healing the wound or the cut, very… very 

effective yes. Yes, it is a snail’s shell, bigger ones. They wrap 

it, and this is the local blade, it is called agugba [local name for 

the blade used to perform FGM]. It is properly sharpened; they 

use it to cut the fore skin [clitoris for females] whether male or 

female …It is Bryophyllum pinnatum.” (Joe). 

These comments demonstrated that the men in this study appear to be 

knowledgeable about the practice and that women in the study setting may 

have undergone either type 1 or 2 FGM. Figure 4.3 shows the local 
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instruments and herbs used for performing FGM as presented by Joe during 

his interview. 

 

 

Figure 4.3: Sample tool, Snail shell and herbs used by circumcisers for 
performing FGM in Nigeria.  
 

These quotes further support the idea that men are interested in issues 

concerning women and girls’ health, including FGM and the need to involve 

men in intervention programmes, particularly those focusing on the harmful 

consequences of the practice as suggested by Jiménez Ruiz, Martínez and 

Alcón Belchí (2017). Additionally, the quotes from interviewees regarding 

their knowledge of the practice further support the idea that men can act as 

Bryophyllum 
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advocates in discontinuing FGM if they are educated about its health 

implications (Jiménez Ruiz, Martínez and Belchi, 2017). 

4.12.3 Attitudinal differences towards FGM continuation 

Attitudes towards FGM were dissimilar among the interviewees. When asked 

if they preferred women who had undergone FGM or those who had not with 

regards to choosing a wife for marriage, three interviewees said that they 

preferred women who had been circumcised. It appears that their preference 

for choosing to marry a circumcised woman was based on the belief that 

FGM reduces sexual desires and thus infidelity among wives and improves 

male sexual pleasure. For example, one interviewee from this group who 

supported FGM discontinuation stated reasons why others might prefer a 

circumcised woman for a wife while others stated their own preference. 

 “.…aha! They prefer to have their women circumcised because 

that will reduce the urge of flirting …will prefer their woman to 

be circumcised, if they are circumcised, it will reduce the rate of 

flirting among their wives and every man likes that” (Earl). 

Another interviewee who supported the practice of FGM said: 

“Circumcised, I would prefer to marry a circumcised woman 

…Well my daughter [referring to the researcher], this question, 

for those …when we were …before we got married, when you 

discuss with them, they will tell you their problems or 

observations. Then, on my own decision, that is why I said I will 

marry somebody who is circumcised. The medical doctor told 

me; it doesn’t deprive women from getting issue [children] but 
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what it is… is the enjoyment. So, what he told me as a friend, 

he told me that …eem yes, there is enjoyment [sexual 

satisfaction] out of his own knowledge as a medical doctor, are 

you hearing me? That is why I followed it and said it should be 

done. Thank you very much” (Norris). 

Interestingly, it appears that the same reason given by those who chose 

circumcised women for wives was also given by three interviewees who 

stated that they would prefer women who had not been circumcised as 

wives. It seems that the preference for marrying an uncircumcised woman 

was based on a strong belief that FGM reduces women’s sexual appetite 

and hinders women’s sexual satisfaction and, as such, reduces men’s sexual 

enjoyment. Surprisingly, among this group was one interviewee who was in 

favour of the practice. He described the relationship between men’s 

preference for an uncircumcised wife, women’s sexual enjoyment and men’s 

sexual satisfaction as follows: 

“Well, this question may be going to my younger days. Amm... I 

feel an uncircumcised woman would be better [for marriage] 

because she behaves better in bed you see and emm… she 

enjoys better, and both partners enjoy themselves when one is 

enjoying it too” (Joe). 

Nevertheless, four interviewees who disapproved of the practice stated that 

they had no preference. Among this group, interviewees reported that 

women’s circumcision status is rarely discussed during marriage negotiations 
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and that they would not ask for such information. Exemplar quotes are 

provided: 

“It is not important to go asking if a woman is circumcised or 

not... we don’t ask that” (Henry). 

“The point is that I will not even ask if she was circumcised or 

not circumcised. As long as you are mature enough” (Thomas). 

From these quotes, it appears that the relationship between marriage and 

FGM as perceived by the group of men who preferred to marry women who 

have undergone the practice was not that the tradition was a prerequisite for 

marriage but for the assurance of marital faithfulness among wives, and the 

strong belief that the practice helps to achieve this goal. The quotes above 

also suggest ambivalence in the attitudes towards FGM amongst the men in 

this study.  

Additionally, the quotes from the interviewees who stated that they preferred 

to marry women with FGM buttress masculinity theory of FGM as discussed 

in section 2.10.2.1. They highlight the masculine desire to control women’s 

sexual urges, which is believed to threaten men’s dominant status, as 

reported in Winter’s (2001) study. These quotes from interviewees who 

preferred women with FGM also provide evidence in support of the notion 

that FGM is a manifestation of masculine domination, by connecting FGM to 

societal expectations of male dominance and women’s faithfulness in 

marriage (2.10.2.1). Therefore, they suggest that these men believed that 

FGM helps them achieve these goals by controlling females’ sexual urges 

and hence ensure marital faithfulness among wives. Interestingly, the need 
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to achieve sexual enjoyment was given as a reason for preferring to marry 

uncircumcised women by one interviewee. As discussed in section 2.10.2.1, 

this point of view also aligns FGM with masculinity and power dynamics by 

registering women’s sexuality in the service of men’s sexual satisfaction 

(Johnson and Greene, 2004). 

4.13 CATEGORY 2: FACTORS AFFECTING FGM 

This core category explores the explanations or reasons interviewees gave 

for why they want FGM to continue or discontinue and refers to the reason 

individuals give for why things happen or the explanations they give for why 

they act or respond in the way they do (Corbin and Strauss, 2015). They are 

situations or contexts in which the phenomenon under investigation is 

created. They can be sociocultural, contextual, and intervening depending on 

the circumstances, and can create actions or interactions (Corbin and 

Strauss, 2015). These three sub-themes related with factors affecting FGM 

are discussed in subsequent sections. 

4.13.1 Sociocultural dynamics of FGM 

Sociocultural dynamics are changing events or situations that sustain FGM 

and may be triggered by contextual factors (Berg and Denison, 2013). The 

interviews generated five sociocultural themes or motives for supporting 

FGM which include ethnic identifier; sexual desire, unfaithfulness and 

masculine insecurity; health benefits and male sexual enjoyment; perceived 

freedom of choice; and religious identity. These will be described in turn. 
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4.13.1.1 Ethnic identifier 

Interviewees all described FGM as an ancient tradition. All interviewees, 

regardless of their views, understood that this tradition marks the initiation of 

a female child into becoming a member of the community. FGM was said to 

be inherited from generation to generation and linked to a specific cultural 

rite that symbolises membership in the community. Its link with ancestral rite 

places the practice as an important tradition that should be continued. One 

interviewee who supported FGM stated: 

“It was custom in this family and generally in Ezieke [The name 

of a small village]. We copied it from our fore parents and 

continued; and the women at that time didn’t complain …yes I 

said so because a lot of things we inherited from our parents; 

we allow it to continue that’s it” (Norris). 

In another account, one interviewee who refuted of the practice described 

FGM to involve the cutting of the clitoris of a female child eight days after 

birth, which signifies proof of family membership or identity. This is 

demonstrated in the following quote: 

“…mm well during the olden days if a child is born, after eight 

days, the baby male or female will be circumcised. That shows 

that maybe the baby or who so ever is a bona fide son or 

daughter of the family and community” (Patrick). 

These quotes suggest the importance of cultural heritage and the physical 

symbolisms that accompany the tradition. For interviewees who supported 
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FGM continuation, it also demonstrates that the cultural requirements of the 

tradition have not changed, and that they want the tradition to continue to 

serve as a community identifier. However, a few interviewees who supported 

its discontinuation expressed different views. They said that FGM was no 

longer compulsory and required by tradition. Such views included, for 

example: 

“… It is a tradition in Uturu in the beginning of time but not now 

anymore” (Jude). 

According to another interviewee who supported FGM discontinuation: 

“...tradition did not force anybody to take part in it thank you” 

(Patrick). 

These quotes suggest that, in recent times, FGM is no more considered a 

mandatory traditional requirement and that those respondents who took a 

standpoint against its continuation used arguments they had received from 

campaigners and educators. This shows that the campaigns against FGM 

are impactful in changing attitudes towards the practice. The quotes also 

indicate the disparate views held by interviewees with regards to FGM and 

further demonstrate that those interviewees who want the practice to 

continue do so based on their personal belief and benefits and not because 

FGM is a traditional mandate associated with social sanctions. Contrary to 

social convention theory (Mackie and LeJeune, 2009; Shell-Duncan et al., 

2011; Shell-Duncan et al., 2021), these comments suggest that in recent 

times, there are no social sanctions associated with not performing or 

undergoing the tradition. This is an interesting finding as it indicates that 



 
 

Findings of qualitative inquiry 

247 
 

parents in the study setting may choose not to have their daughters 

circumcised if they oppose the practice without the fear of social sanctions 

(section 2.10.2.3).  

4.13.1.2 Sexual desire, unfaithfulness, and masculine insecurity 

Another clear and important theme that ran through the interviews was that 

FGM reduces sexual urges in women through the cutting of the clitoris. 

Interviewees who supported FGM went further to compare the sexual desires 

of women who had been circumcised to those who had not. It was reported 

that the clitoris is the centre of women’s sexual desire and that those who 

have not undergone the practice have a strong ‘uncontrollable’ sexual urge 

compared to those who had undergone the procedure. Therefore, one of the 

arguments for continuing FGM as reported by interviewees who supported 

the practice is that it decreases women’s sexual cravings. This is 

demonstrated in the quote below: 

 “Well, traditionally it is believed that uncircumcised…. eeh girl 

is always… eeh prone to you know… eeh I don’t know how to 

put it. For example, when a girl is not circumcised, there is 

every tendency that such person will be you know.... will tend 

towards having sex indiscriminately, so there is no way you 

can… the urge, the urge is always more… is always more 

when… when the practice is not carried out” (Calvin). 

This interviewee went further to state that FGM helps to prevent young girls 

from ‘promiscuity’ and therefore teenage pregnancy and early marriage. This 

is illustrated in the following comment: 
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 “….if you compare what is happening today you will discover 

that at the age of 10, 12, you will see girls going out… when a 

child is not even supposed to think about sex or whatever and 

these are some of the factors that leads to early marriage this 

time around and unwanted pregnancy” (Calvin). 

In support of this view, another interviewee who advocated for its 

discontinuation elaborated on the advantages of FGM in reducing sexual 

urges in women and girls. 

“Well, because they feel that when that place is not circumcised 

that she has the feeling of men than somebody who is not 

circumcised. Do you understand what I am saying? Somebody 

who is not circumcised have much more feeling for men than 

somebody who is circumcised. That’s the difference; that is the 

only thing…. Just like I say before when they are not 

circumcised, that their private part that is cut off gets erected 

and makes them or arouse them to look for men something like 

that” (Aaron). 

Interviewees also said that by reducing women’s sexual urge, FGM helps 

women avoid ‘marital infidelity’. For instance, one interviewee who favoured 

its discontinuation stated that it will be difficult to provide sexual satisfaction 

for uncircumcised married women, and consequently, this may lead to 

unfaithfulness in marriage. This indicated the obsession of the men with the 

thought of women being adulterous in marriage. 



 
 

Findings of qualitative inquiry 

249 
 

“Well, if a woman is married and is not circumcised, the urge to 

be satisfied by one man becomes impossible and therefore she 

pushes on to get satisfaction… sexual satisfaction from any 

source she could get, that is my idea about the whole thing” 

(Earl). 

From these quotes, another important aspect relative to women and girls’ 

sexuality is ‘masculine insecurity’ instigated by the perceived ‘high sexual 

drive’ of uncircumcised women which is grounded in interviewees’ comments 

of women and girls’ desire for sexual satisfaction. The comments also 

highlight the dual views of some respondents. For instance, FGM is said to 

go beyond curbing sexual behaviour in women and girls to securing men’s 

pride and honour in terms of accomplishing male’s sexual achievement and 

responsibilities in marriage. Interviewees who supported the continuation of 

FGM verbalised a feeling of ‘masculine insecurity’ when in sexual 

relationship with uncircumcised women, especially in polygamous marriage.  

“….I think it help more especially… there are some men that 

are not active sexually and so if such a woman that is not 

circumcised happens to marry such person aha, there is every 

tendency that if the husband fails to satisfy her, she will go out 

looking for fun” (Calvin). 

With regards to those who supported the continuation of FGM, in this aspect, 

one interviewee (to describe his thought about satisfying the sexual needs of 

an uncircumcised wife) used a unique description: 
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“Well, at least in the family, when you have something to feed 

them, instead of using it [money] to look for drugs [sexual 

stimulant] to meet up so at least… you have the money you 

can spend it at the right place instead of going: ‘maybe this, let 

me do this’, and the family is not happy” (Norris). 

Interestingly, another interviewee who favoured the discontinuation of FGM 

also expressed feelings of insecurity during intimate relationships with 

uncircumcised women by stating the following: 

“… yes, it [FGM] helps a lot because it will make a man not to 

be stressing himself for sex every day. Do you understand? 

When you have three women being uncircumcised, when they 

start every day nah, you from this woman’s room to another 

woman’s room and you check the high rate of strength being 

removed, may be the person will not last long because of that. 

Do you understand?” (Steven). 

Although these comments suggested that some interviewees supported the 

practice for its ability to ensure masculine security, it is worth mentioning that 

one of these interviewees also expressed considerable ambivalence towards 

the tradition. This was evident in his concern over the negative impact of the 

practice on women’s sexual response in intimate relationships. He drew 

upon the context of sexual responses of uncircumcised women to exemplify 

this view. 
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“…. Mainly those ones being circumcised, do you understand? 

They don’t freely submit to sex, to sexual intercourse or sexual 

this thing” (Steven). 

This comment further suggests that the theme ‘disparate/opposing views’ are 

not just between interviewees but also within them and illustrate how this is 

linked to the sociocultural dynamics of ‘sexual desire, unfaithfulness and 

masculine insecurity’ (see Figure 4.2). It therefore appears that there is an 

internal discordance both between and within some interviewees and that 

what they say about FGM sometimes does not align with how they feel about 

it. Again, these comments provide evidence in support of masculinity theory 

by linking FGM to societal expectations of men’s dominant rank, particularly 

in sexual relationships (Johnson and Greene, 2004). These quotes also 

suggest that some interviewees perceive women without FGM as a threat to 

their superior status, and sexual domination as a source of their masculine 

identity and would therefore support the practice to help reduce the 

overwhelming sexual desires of their female partners, which threaten their 

masculine identity. 

Interestingly, these quotes also indicate that FGM was perceived as a means 

of ensuring marital fidelity among wives and preventing promiscuousness 

among girls by some interviewees. As previously discussed in sections 

2.9.2.3 and 2.10.2.1, the clitoris has been reported to induce sexual 

aggressiveness in women, encourage marital unfaithfulness among women, 

and promiscuity among girls without FGM. Therefore, these quotes reinforce 

masculinity as aggression and domination, which traditionally serves to 

control female sexuality through FGM (Johnson and Greene, 2004). 
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Nonetheless, there were those who argued that FGM does not control 

women’s sexuality. These interviewees said that the intention to engage in 

extramarital affairs or premarital sexual activity is based on individual 

behaviour and family upbringing and not on an intact clitoris. They went 

further to compare the occurrence of teenage pregnancy in recent times to 

that in the days when FGM was practised widely in the community. Those 

interviewees who supported FGM discontinuation expressed their views of 

the practice and women’s sexuality as follows: 

“In my view, it is who wants to be promiscuous… it is from their 

blood [heredity]…. will be promiscuous, it is not that 

[uncircumcision]…. will make them to be promiscuous” (Henry). 

“Young girls, still the same answer kwa [also] because during 

those days kwa, we still have some unwanted emm…… 

pregnancies in the house. Now it is still in existence, so I don’t 

think it makes any difference” (Patrick). 

Surprisingly, another interviewee who was in favour of FGM supported this 

view by stating the following: 

“No, promiscuity will be there whether circumcised or 

uncircumcised, it is natural. It is a natural gift. Whether you are 

circumcised or not circumcised the person…. the two groups 

will be promiscuous you see so it hasn’t any effect ….it is pure 

natural from other parts of the body, the pineal gland…” (Joe). 
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From Joe’s comment above, it appears that he is well educated and that his 

views of FGM may have been influenced by his level of education. 

Additionally, from other comments relating to FGM and women’s sexuality, it 

is evident that this aspect of reducing women’s sexual urge is underpinned 

mainly by male’s desire to ensure masculine security, pertinent to a 

paternalistic society. Furthermore, these quotes contradict the notion that 

FGM controls women’s sexuality as perceived by practising communities 

(Berg and Denison, 2013; Onyishi et al., 2016). Nevertheless, views that the 

tradition is beneficial to women’s reproductive health by way of promoting 

cleanliness and fertility among women were elaborated by interviewees. This 

is presented in the next section. 

4.13.1.3 Health benefits and male sexual enjoyment 

Another important theme that ran through the interviews was that FGM has 

health benefits, and that it facilitates personal hygiene and cleanliness of the 

female genital organs. Irrespective of their views of the practice, interviewees 

reported that this was an important factor that maintains the practice in the 

community. One aspect of this belief is that the clitoris acts as a barrier to 

maintaining the personal hygiene of the female genitalia. One interviewee 

who favoured its continuation stated the following: 

“Yes, circumcision...female circumcision in particular facilitates 

cleanliness. It has hygienic factor to it. I think that is the area 

the people are concerned …yes I think men will continue to 

support it [FGM] because it is unhygienic not to circumcise” 

(Joe). 
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Similarly, another interviewee who advocated its discontinuation stated his 

view as well as others’ opinions of FGM and hygiene: 

“…. we believed that the former one [FGM], the one we know 

that makes…. helps the person…. helps the girl to be clean but 

the other one [Not been circumcised] we do not know” (Aaron). 

Another aspect relative to hygiene is the strong belief that the vagina is ‘dirty, 

harbours bacteria’ and may require more time to clean due to the covering of 

the clitoris. One Interviewee who supported FGM said that by cutting off the 

clitoris, it would be far easier to clean the female genitalia. 

“See, this is a very good question. For example, I said it before, 

it [FGM] is a kind of cleansing. I don’t know whether you have 

observed uncircumcised female ladies. I don’t know if you have 

done that. You discover that the whole…. the vagina tends to 

be covered by the clitoris, so anything could hide under it. It 

could be a very good… eeh host for bacteria, so when it is 

reduced, when it is open, I think even when you are taking your 

bath, when you are cleaning your body, it will be easier to run it 

off with water, so I think it is more hygienic to circumcise” 

(Calvin). 

Similarly, another interviewee who wanted FGM to stop supported this view 

by saying that: 
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“I will like to think so because most of the things they remove 

are things that may probably block vaginal flow and then some 

sort of filthy private part things” (Earl). 

The last aspect relative to hygiene is ‘male sexual enjoyment’ instigated by 

interviewees’ comments of the aesthetic appearance of the vagina. One 

interviewee said that by cutting off the perceived ‘large clitoris’, the visual 

appearance of the vagina is enhanced, pleasing to look at and, as such, 

stimulates sexual enjoyment for men. This was drawn from elaborations 

given by one interviewee who supported the continuation of FGM. 

“Okay, exactly what happen is you know there is an area that is 

very necessary for the person doing it to cut, ehh… and after 

the circumcision, you see the shape of the private part is good 

to look at mm… If there is no other thing, at least, when you 

see who ever that has been done, there is a lot of enjoyment 

not seeing an ugly thing mmm…” (Norris). 

These quotes suggest that for these interviewees FGM improves male 

sexual satisfaction by enhancing the aesthetic appearance of the vagina. It is 

imperative to note that the relationship between FGM and male sexual 

enjoyment as perceived by these interviewees was not as a result of a tight 

vaginal opening but that the female genitals without the clitoris are perceived 

to be attractive. This point of view aligns with the notion that, as described by 

interviewees, the clitoris makes women’s genitals appear sexually 

displeasing. This further illustrates that these interviewees may perceive the 

clitoris as the female form of the penis and thus a threat to their male 



 
 

Findings of qualitative inquiry 

256 
 

superior and dominant status in sexual relationships, which in turn supports 

masculinity theory.  

Again, these interviewees’ comments also highlight the role FGM plays in 

male superior and dominant status. As described by these interviewees, 

FGM performs this role by registering females’ genital hygiene in the service 

of men’s sexual attraction and satisfaction. As suggested during the 

interviews, the genitals of women without FGM are ugly and unattractive to 

look at. This view therefore buttresses masculinity theory (Johnson and 

Greene, 2004) and underscores the established relationship between the 

presence of the clitoris and men’s sexual satisfaction. Furthermore, the 

claims of these interviewees show their interpretation of FGM as a form of 

personal care. According to this concept, as described during the interviews, 

the clitoris is a good host for bacteria, and it would be difficult to perform 

proper personal hygiene without the removal of this female genital part. In 

contrast, all types of FGM have been reported to potentially cause serious 

health problems such as traumatic bleeding, genital infection, septicaemia, 

and urinary complications (Reisel and Creighton, 2015) rather than providing 

hygienic benefits (see section 2.5). Moreover, not all interviewees supported 

this view. For example, some interviewees who favoured its discontinuation 

argued that FGM does not improve personal hygiene. The following quote 

substantiates this: 

“There is nothing like being clean in it [FGM]” (Henry). 

Another interviewee who favoured its cessation went further to state that the 

process of circumcision is unhygienic and even dangerous:  
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“No, it [FGM] doesn’t improve…. even emm circumcised ones 

at times say that if they use emm…. unclean blade. It is 

dangerous, so it is more …. far better not to be circumcised 

than the other ones [to be circumcised]” (Patrick). 

This indicated the dissimilar views held by interviewees regarding the 

practice and highlights the arguments for continuing the tradition among 

those who support the practice. Another important aspect linked to health 

benefits of FGM is the thought that the tradition facilitates fertility among 

women. 

Although there was no question on reproductive health on the interview 

schedule, this arose as a result of the use of prompts when interviewees 

provided response to questions on benefits of FGM. It was revealed that 

fertility for women was viewed by interviewees as another reason for the 

continuing practise of FGM. Irrespective of their views, interviewees said that 

women still engage in the tradition because they believe it enhances 

conception. This was drawn from the narrative of one interviewee who drew 

upon his personal experience of childlessness and another interviewee who 

drew upon an experience between his mother and family to illustrate this: 

“…. thereby, you see on this matter we are discussing, there 

was a woman here in this particular family who when she was 

married it wasn’t easy for her to get a child. People started 

thinking because she was not circumcised at this period” 

(Norris). 
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“I tell you… mother [interviewee referring to his mother], if you 

tell her that a woman who is not circumcised will bear children, 

mother will not believe…."How will she manage to bear 

children?” (Jude). 

These quotes imply a lack of knowledge about the female reproductive 

health among some members of the community. It appears that some 

members of the community including women do not know what organs are 

associated with fertility or how the female reproductive system works. These 

comments also highlight the androcentric debates based on the fear of 

infertility and the belief that FGM helps women overcome this fear by 

facilitating conception. This construct therefore makes FGM a necessary 

requisite for marriage as women without the practice will be perceived as 

infertile. Yet, according to Kasim (2012), FGM is associated with primary 

infertility in women. Also, the practice is reported to leave women vulnerable 

and at risk to several obstetric and gynaecological complications (see section 

2.5). Health education therefore assumes an important role in the 

dismantling of such beliefs that promote FGM continuance. 

4.13.1.4 Perceived freedom of choice 

The data suggested ‘perceived freedom of choice’ as another important 

factor that perpetuates the continuing practice of FGM. All interviewees 

reported that, in the community, the decision to continue the practice relies 

on the family and that individuals were free to decide for themselves whether 

to continue or discontinue the tradition. This is demonstrated in the following 

comments: 
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“….it is not based on a certain person; it is what the family 

says… “Yes, she is of age to be circumcised” and she will be 

escorted and will be circumcised” (Thomas). 

“…you can circumcise a child; you can say no to it whichever 

you want you are free to do it” (Aaron). 

Freedom to practise FGM as mentioned by interviewees is related to the 

issue of ‘legality’ in Nigeria. Although some of the interviewees were aware 

of the legislation that bans FGM in Nigeria, all interviewees said that the law 

was not enforced and, as such, individuals were free to decide for 

themselves. One interviewee who favoured FGM discontinuation has this to 

say: 

“Okay the law… emm that law in Nigeria, they don’t… the 

legislation they just do it there… there in Abuja [Capital city of 

Nigeria]. Most times they don’t practise it; they don’t put it in 

practise” (Steven). 

From the quotations above, it appears that this view is based on the non-

enforcement of the law that criminalises FGM or the lack of prosecution of 

offenders. The remarks from these interviewees also point to their 

understanding of the ban against FGM as not mandatory, and this suggests 

that this viewpoint is a contributing factor influencing the practice in the study 

setting. As previously discussed in section 2.4, since the enactment of the 

VAPP Act (2015) in Nigeria, there has been no successful prosecution of 

offenders (Awolola and Ilupeju, 2019). According to Leye et al. (2019), it is 

difficult demonstrating to the court when FGM is performed by medical 



 
 

Findings of qualitative inquiry 

260 
 

professionals. Similarly, as discussed in section 1.0, the ban against FGM 

has moved it further into secrecy, exposing girls to FGM at a much younger 

age in order to avoid detection and prosecution (Kandala and Komba, 2015). 

These therefore highlight the difficulties of identifying and prosecuting 

perpetrators, including medical practitioners and the need for sensitisation 

and awareness campaigns on the adverse health consequences of FGM 

among practising communities to enables a successful law implementation. 

4.13.1.5 Religious identity 

Interviewees spoke frankly about the relationship between FGM and their 

religion. Within the group of men who supported FGM, the religious aspect 

contributing to its continuation is relevant to understanding the position taken 

by these men. Among the interviewees, only three men responded in the 

affirmative when asked if FGM was a religious mandate. Among this group 

one interviewee who supported the practice talked about FGM as a common 

practice amongst Christians in the community. 

“I am a catholic Christian, and my children, all of them, I asked 

them to do it and they did, so are other families. I have not 

heard of any family that is a Christian that said no, if there is, I 

have not heard about it” (Norris). 

Another interviewee who supported FGM described it as part of the Jewish 

tradition which serves as a means of identifying its members. He went further 

to describe his religion as an aspect of that culture and stated that it 

originated from the Bible. 
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“Female circumcision is as old as the ages itself; I feel that it is 

based on religious rites. My people are Christians and it started 

as observations from the Bible directly from Judaism, it’s a 

Judaist culture and…. my people have bought it hook line and 

sinker ….and it was just a way of recognising those who are… 

were Jews and those who were from other nations” (Joe).  

Nevertheless, others who favoured its discontinuation argued that the 

tradition is not a religious obligation. Their argument was based on the fact 

that there was no Biblical reference or instructions to perform FGM as there 

is for male circumcision. This is substantiated in the following comments: 

“It is not a religious practice; female circumcision is not related 

to religion. Circumcision is traditional……” (Thomas). 

“Is not, even in the Bible circumcision is for male and not for 

female, is for male child” (Patrick). 

From these quotes it is suggested that those who favour its continuation 

identify with their religion through performing FGM. Moreover, the religious 

conviction that the tradition facilitates the identification of Christians within 

the community identifies it as part of the culture in the study setting. The 

religious conviction concerning FGM is one which is highly controversial, and 

yet widespread among Christians (Van Rossem, Meekers and Gage, 2015; 

Gajaa et al., 2016). Nevertheless, there are no Biblical references to FGM 

(Jiménez Ruiz, Martínez and Alcón Belchí, 2017), and this confusion might 

result from the misinterpretation of the words described in this holy book. As 

described by interviewees who refuted the practice, the scriptural 
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recommendation is for male circumcision as opposed to FGM. Therefore, it is 

important to involve religious leaders in FGM preventive programmes. 

Furthermore, the comparison between Christians who do not perform this 

practice and those who do might be a useful tool for dismantling this religious 

misconception (Jiménez Ruiz, Martínez and Belchi, 2017). Interviewees also 

talked about the contextual factors perpetuating FGM in the study setting and 

these are discussed in the following sections. 

4.13.2 Contextual factors 

As shown in Figure 4.2, contextual factors as revealed in the data are sets or 

patterns of background conditions that interconnect dimensionally at a 

particular place and time to create specific circumstances or phenomena to 

which individuals respond through their actions or interactions (Corbin and 

Strauss, 2015). The themes that emerged as contextual factors sustaining 

the cultural practice of FGM from the data included under-development and 

poor education. These themes are discussed in the following sections. 

4.13.2.1 Under-development 

Some interviewees identified ‘under-development’ as a factor perpetuating 

the continuation of FGM in the community. They spoke about poor 

community development and how lack of infrastructure and community 

resources affect knowledge of the practice in the study setting. For 

illustration, one interviewee who thought FGM should be discontinued said 

that the tradition is mostly practised amongst socially and economically 

deprived autonomous communities, including referencing a small village. 
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 “Okay, Iza [A small village in the study setting] for example, 

you know that place is still developing, do you understand? Iza 

for example, if you go there, you will see grown-up adults still 

leaving up their breast [topless], you will see them going naked. 

Are you getting it? So, they are still developing maybe with time 

they will come to understand….” (Steven). 

It is important to note that in this quote, the emphasis on nakedness 

suggested under-development, and this insinuates the lack of exposure to 

alternative views or lack of information and modern facilities that may be 

needed to change their views and attitudes towards FGM. The above 

comment provides evidence for modernisation theory, which suggest that the 

practice of FGM persists due to the poor economic development in practising 

communities (Boyle, McMorris and Gomez, 2002). The theory lays emphasis 

on the impact of environmental factors in changing individual attitudes and 

behaviours. The response from this interviewee implies that the attitudes and 

behaviours of members of the study setting who still perform FGM have not 

changed, due to lack of exposure to civilisation and media messages that 

abolish the practice. This therefore reinforces the importance of factors such 

as urbanisation, education, media, and community development in the fight 

to eradicate FGM (see section 2.10.2.2).    

4.13.2.2 Poor education  

Interviewees who supported FGM discontinuation verbalised their views of 

poor education and lack of information with regards to factors influencing the 

continuing FGM practice. It was said that more members of the community 
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were uneducated and consequently were unable to make informed choices 

with regards to FGM. Such views included, for example: 

“More illiterates are in this community, and they only adhere to 

tradition nothing else” (Earl). 

“I tell you… it is lack of knowledge that caused them [to 

continue FGM]” (Jude). 

Again, these quotes also suggest that there is ‘limited access to information’ 

in the village. Of note, the emphasis on illiterates in the community imply that 

members of the community may not be able to access education due to its 

financial implications. Lack of exposure to information that discourages the 

practice was said to underpin the continuation of FGM in the community as 

reported by these interviewees, and this finding supports modernisation 

theory of FGM. As discussed in section 2.9.1.1, poorly educated older men 

have been reported to be more likely to want FGM to continue compared to 

their well-educated counterparts (Kaplan et al., 2013a; Shahid and Rane, 

2017). According to Boyle, McMorris and Gomez (2002), individual attitudes, 

values, and behaviours change as a result of exposure to social 

development and education, which enables individual empowerment and 

autonomy to make informed decisions and challenge harmful traditional 

norms and values. Interviewees’ statements therefore indicate that FGM 

continues in the study setting due to poor access to education and 

information. As such, enhanced health education programmes that teach the 

harmful effects of FGM, access to quality education, and community 
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development would be a stepping stone to eradicating FGM in the study 

setting.   

4.13.3 Intervening factors 

Intervening factors mitigate the impact of sociocultural dynamics and 

contextual factors of FGM as shown in Figure 4.2. They are responded to by 

people’s actions and interactions. The interviews generated three themes of 

intervening factors namely mass media messages, campaigns, and health 

implication dilemma. These themes are subsequently presented. 

4.13.3.1 Mass media messages 

Regarding intervening factors, data analysis revealed that mass media 

messages may mitigate FGM continuation. Except for two interviewees, 

those who refuted FGM acknowledged that their views were changed after 

listening to radio messages about the practice. One interviewee emphasised 

the impact of social media messages on women’s views of the tradition and 

reported that members of the community have started giving thought to the 

practice and questioning the need for its continuation. When interviewees 

who supported the discontinuation of FGM were asked if they had heard of 

the legislation banning the practice, comments such as these were made: 

“I said that circumcising women is not good... I heard it over the 

radio” (Henry). 

Another interviewee had this to say: 

“It’s all over the radio, people have… mostly women have been 

talking about it all over so, and that’s why we have started 
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emm… to consider it and emm… to think about it as what is the 

practice? Because they have always trying to say the 

advantages and disadvantages” (Aaron). 

Concerning those who supported the practice, interviewees said that they 

were not aware of the law against the tradition. For instance, one interviewee 

who supported FGM continuation said: 

“I have not…can I know.... tell me about the law” (Norris). 

This quote from an interviewee who favoured FGM suggests the need for a 

generalised awareness campaign of the policy and law against FGM. It also 

indicates that with generalised access to information about the tradition, 

members of the community who still support FGM may change their views 

and attitudes towards the practice. The comments from both groups of 

interviewees support the individualistic decision-making modernisation theory 

of FGM (Boyle, McMorris and Gomez, 2002; Mackie and LeJeune, 2009). As 

explained by this theory, exposure to timely social media messages about 

policy and healthy lifestyle can change individual behaviour and attitudes 

(Yeung, 2018). Accordingly, media messages that preach the harmful 

consequences of FGM, and are disseminated through newspapers, 

magazines, radio, and television programmes, have been reported to change 

attitudes in favour of FGM cessation (see section 2.10.2.2). In addition, as 

stated in section 2.9.1.3, Sagna (2014) reported that men’s attitudes towards 

FGM were strongly influenced by mass media. Nevertheless, from the last 

quote, it is imperative to note that Mr Norris may not have been aware of the 

law against FGM, and that this might possibly have influenced his views in 



 
 

Findings of qualitative inquiry 

267 
 

favour of the practice. He indicated his interest by asking the researcher to 

inform him of the Nigerian policy and law on FGM. Therefore, generalised 

access to mass media perhaps will help in the fight to stop FGM in the study 

setting. 

4.13.3.2 Campaigns  

Data also revealed that another important factor that prevents FGM 

continuation as reported by interviewees was campaigning against it. Both 

those who supported FGM and those who favour its discontinuation agree 

that creating awareness campaigns against the tradition is more effective in 

changing people’s perceptions and attitudes.  

 “Yes, if …if a campaign is been made here, do you 

understand? Campaigning against female circumcision….” 

(Steven). 

It is worth mentioning that some interviewees compared the impact of 

legislation with campaigns on changing attitudes towards FGM. For example, 

one interviewee who was in favour of its discontinuation said that educating 

and campaigning against FGM are more impactful towards ending the 

practice than making legislation. This is substantiated in the quote below: 

“My view on this matter is that it is quite useless making 

legislation which you cannot enforce. It would have better to 

start campaigning and educating children, teenage girls and 

adults, adults and emm... It can only be stopped by educating 

people, and educating people as much as both child, mother, 
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doctors and people who take… who do this decision let them 

agree by themselves that the best thing is to stop it and that’s 

the only way it can be stopped not by constitutional law 

because it will be unenforceable” (Earl). 

Another interviewee who favoured FGM discontinuation talked about the 

impact of the Christian faith in campaigning and dismissing the traditional 

norms that sustain the practice. 

“When Christianity came is just about emm… maybe about 

twenty about… emm thirty years ago now, they have been 

crusading that female circumcision is not good, is not healthy 

for female, so many families embraced it and ….” (Patrick).  

These quotes highlight the importance of a continuous awareness-raising 

campaign against FGM directed at rural areas in Nigeria. The importance of 

highlighting the health implications of FGM when designing campaigns was 

mentioned by one interviewee who supported the tradition. He talked about 

being able to convince members of the community that FGM is associated 

with health consequences, and that by so doing the practice will be 

abandoned. 

“Unless if they come up… anyone that will see… they convince 

us that it [FGM] has health implications, that is the one we can 

say okay. So, those ones that are not good we can just keep it 

by the side and move forward with ones that are ok” (Calvin). 
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This quote further indicates the importance of health education and 

generalised access to information and mass media messages about the 

health consequences of FGM and reinforces modernisation theory of FGM in 

explaining how individual and community empowerment enables informed 

decision-making (Boyle, McMorris and Gomez, 2002; Mackie and LeJeune, 

2009). The theory further explains how attitudes and behaviours change as a 

result of exposure to social progress and, from a global standpoint, how the 

transition from traditional practices to Western lifestyles can be accompanied 

by both challenges to and changes in personal values, attitudes and 

behaviours (Boyle, McMorris and Gomez, 2002). The comments regarding 

legislation therefore challenge the human right perspective of universalism 

and argue that the use of policies and legislation alone will be less effective 

when people are not educated of the harmful consequences of FGM and do 

not have generalised access to media and information. It is worthy of note 

that due to migration and refugee movements FGM has been reported in 

some developed countries (see section 2.3). Interviewees’ comments 

therefore suggest that a continuous awareness-raising campaign designed to 

educate members of practising communities about women and girls’ health 

and FGM may facilitate behavioural change towards discouraging and 

ending the practice.  

4.13.3.3 Health implication dilemma 

Those who condemn FGM expressed feelings of worry and fear about the 

tradition which was a reflection of the experiences of women in the village 

during child delivery and the pain they went through during circumcision. This 

is exemplified in the following comments: 
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“…. like I said if one is circumcised, someone who is not 

circumcised delivers very freely while one who is circumcised 

has some pain when delivering …so that is the only thing the 

way I look at it too” (Aaron). 

“That child who was circumcised is usually in pain, is in agony, 

the child suffers and that can make the child to die of blood loss 

and because it is blood that is flowing as they cut” (Henry). 

Witnessing a traumatic experience and the death of a woman who had 

undergone the practice also drove some interviewees to abandon the 

practice. This is demonstrated in a comment by one interviewee who 

favoured its discontinuation: 

“…there is a woman who was circumcised, she did not last four 

nights, the pain of circumcision killed her… So, there is no 

benefit rather disadvantages in it, and that is why it has been 

stopped” (Thomas). 

However, among the opinions of those who supported the practice of FGM is 

the belief that it is ‘harmless and safe’. One interesting finding is that 

interviewees who are in favour of the tradition said that they had not 

observed women or children suffering from health problems as a result of 

being circumcised. Exemplar quotes are given below: 

 “No… no, it is not harmful… it is not harmful because there is 

no …from the circumcision done by my aunt there is no… no 

case of harm. You see no case of harm at all. You see it heals 
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immediately because there is no case of harm, no case, no 

complains… no discovery of harm from the circumcision done 

by my aunt in the whole community. You see, in the whole 

village, and in the whole family and extended family there is no 

case of harm” (Joe). 

 “I don’t think it is harmful to women; if it does, I didn’t observe 

it” (Norris). 

These quotes suggest that interviewees’ views of FGM are grounded in their 

own experiences of the health implications of the tradition. As noted from the 

responses above, those who wanted FGM to continue lacked knowledge of 

its health repercussions and this has influenced their decisions in favour of 

the practice. This is an interesting finding given that in Nigeria, FGM is often 

performed on girls a few days after birth depending on the health condition of 

the baby (see section 1.1). Consequently, it is therefore possible that 

members of practising communities may fail to connect any long-term health 

problems to a practice performed many years ago. Furthermore, this lack of 

knowledge of the health consequences of FGM may also be as a result of 

men not being present during the practice or because of their absence during 

childbirth (see section 5.1). The quotes from both groups of interviewees also 

highlight the dissimilar views held by these men with regards to FGM 

continuation. 
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4.14 CATEGORY 3: RECOMMENDATIONS FOR THE IMPROVEMENT 

OF WOMEN AND GIRLS’ HEALTH 

Another core category that emerged from the data is the conditional 

actions/recommendations or attitudes used by people to challenge problems 

or achieve a set goal. This category refers to what individuals propose or do 

in response to problems or situations in their lives (Corbin and Strauss, 

2015). Since one of the objectives of the current research was to suggest 

recommendations to policy makers, organisations, and health care 

professionals to address the factors that sustain FGM, interviewees were 

asked for their thoughts on how to end the practice and improve women’s 

health. The data suggested that the third core category of the qualitative 

interviews is structured around two interrelated themes: campaign and 

education conceptualised as category 3 - recommendations for the 

improvement of women and girls’ health. These themes are presented in the 

subsequent sections. 

4.14.1 Awareness campaign 

Interviewees who favoured the discontinuation of FGM advocated for a 

continuous awareness-raising campaign against the practice to improve 

women’s understanding of the tradition and its harmful consequences. 

“I still believe with awareness they [women] will understand… 

more awareness campaign they will understand that it [FGM] is 

not good” (Patrick). 
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The above quote suggests that the sub-theme ‘intervening factors’ is also 

linked to category 3 - recommendations for women and girl’s health (Figure 

4.2). It further suggests that Patrick blames women for the continuation of 

FGM and this emphasises the notion that although men play an indirect role 

in the continuation of FGM by preferring to marry circumcised women, some 

men still perceive the practice as ‘women’s business’. Hence, there is a need 

to educate these men on how their views and attitudes towards FGM 

influence its continuation and how they can play a part in its discontinuation.  

4.14.2 Education 

Other interviewees acknowledged that men play a vital role in decision 

making with regards to FGM and, accordingly, can act as health educators to 

their wives in discontinuing the tradition: 

“Yes, men have important role to play. If they can educate their 

wives that circumcision is bad for women, then the wife 

understanding that will help more…. Here in this community 

emm… men in the family take upper hand in decision making in 

the family and in this particular case men also do take emm 

decision” (Earl). 

Another interviewee recommended the provision of health centres where 

women and men can both attend seminars and health education. 

“…. when they educate us on that [FGM] maybe bringing some 

…maybe some health centres where women go for seminar” 

(Steven). 
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These quotes re-emphasise the importance of educating and involving men 

in FGM campaigns. It also suggests that men can serve as advocates and 

educators in disseminating information about FGM to women and girls in 

practising communities and that this strategy will be more impactful in 

discouraging and abolishing the practice. It also indicates the role men play 

in decision making in the family and reinforce the concept that FGM is not 

just women’s business but also a men’s issue. 

4.15 SUMMARY OF QUALITATIVE FINDINGS  

In the pursuit of the wider research aim of investigating the views of men 

about the continuing practice of FGM, this qualitative inquiry was undertaken 

among men aged between 18 years and older with the objective of 

understanding men’s views of FGM as well as the sociocultural dynamics 

that perpetuate the practice among the Igbo tribe of Nigeria. The findings of 

the qualitative investigation emphasised men’s mixed views of the practice. 

Interviewees expressed positions both in favour and against the practice. In 

general, the data showed that attitudinal support for FGM continuation and 

intention to practice remains relatively low amongst a small number of this 

cohort. 

The findings from the interviews also provided some indication that the 

factors included in the conceptual framework (as shown in Figure 4.1, page 

231) are well-founded and offered explanations of how these factors 

contribute to the continuing practice of FGM among some members of the 

community. It may therefore be explained that FGM continues on a small 

scale among the Igbos in Nigeria under the sociocultural drivers of ethnic 
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identifier, sexual desire, unfaithfulness and masculine insecurity, health 

benefits and male sexual enjoyment, perceived freedom of choice, and 

religious identity. However, with the intervening factors of mass media 

messages and awareness campaigns, and the dilemma of FGM health 

implications, and health education for men and women, Igbo men’s views in 

favour of the practice are being seen to decline over time. In the next section, 

the overlaps between findings from both phases of the research are 

presented. 

4.16 GENERAL FINDINGS: CONNECTIONS BETWEEN PHASE ONE 

AND PHASE TWO 

The analysis of the qualitative data set builds on what was discovered in 

phase one of this study. As a result, there are considerable overlaps 

between findings from the quantitative data and the qualitative data. These 

connections are presented in this section and references are made to 

exemplar texts from both data sets. 

4.16.1 Mixed views  

An important finding that emerged in both phases of the current study was 

that of mixed views. Although most participants in phase one and two of this 

study favoured FGM discontinuation, there were a few respondents who 

wanted the practice to continue. The importance of preserving the traditional 

values of the community emerged as a reason for supporting FGM 

continuation. This was emphasised by interviewees in the qualitative phase 

two (section 4.12). However, lack of health benefits and the health 
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implications of FGM, including the death of a child, were reported as an 

important reason for favouring the discontinuation of the practice. 

4.16.1 1 General knowledge of FGM 

Findings from both the quantitative data and the qualitative data of the 

current study suggest that the majority of the study participants were aware 

of the practice of FGM. As discussed in sections 4.3 and 4.12.2, a theme that 

resonates in both phase one and two of this study is that of knowledge of 

FGM. All the survey participants (in the quantitative phase one) were aware 

of FGM and this encompassed knowledge that FGM is a harmful practice. 

Similarly, interviewees from phase two of this study provided an explanatory 

account of the practice by offering detailed description of the cultural practice 

of FGM, the parts of the female genitals that are removed during the 

procedure and instruments used for performing the procedure (section 

4.12.2, Figure 4.3).  

4.16.2 Factors influencing FGM  

Another finding reflected in both phase one and two of the current study was 

that of factors affecting FGM. This encompassed participants’ thoughts on 

factors perpetuating and hindering the continuation of FGM in the study 

community. These key factors are reported in the subsequent sections. 

4.16.2.1 Sociocultural factors  

As mentioned in section 4.8.3, analysis of the quantitative data revealed that 

believing FGM to be a religious and marriage requirement that enhances 

females’ personal hygiene and increases male sexual satisfaction is a 
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significant predictor of favouring its continuance. This finding was further 

explored in the qualitative phase two of this study and it resonated with some 

interviewees’ comments. For instance, three interviewees said they preferred 

to marry women who had been circumcised, and that their choice was based 

on the desire to control sexual urges and unfaithfulness among wives 

(section 4.12.3). Similarly, the belief that FGM facilitates cleanliness of the 

female genital organs and that the clitoris acts as a barrier to maintaining 

proper personal hygiene influenced some interviewees views in favour of 

FGM continuation. Additionally, some interviewees claimed that FGM 

enhances the appearance of the vagina and therefore stimulates sexual 

enjoyment for men (section 4.13.1.3). 

Similarly, religion emerged as a significant factor influencing men’s views of 

FGM in both phase one and two of the current study. Interestingly, only 

20.9% of the survey participants believed that FGM is required by their 

religion (section 4.5). However, regression analysis of the quantitative data 

indicates that religion is a significant factor associated with men’s views of 

FGM continuation and that those who have Christian faith were less likely to 

think FGM should continue compared to those with other religious faith. In 

contrast, the theme of religion in phase two echoed some respondents’ 

account of FGM as a religious tradition based on Biblical teachings, which 

recognise FGM as a means of identification among Christians (section 

4.13.1.5). However, those who wanted FGM to cease refuted this claim by 

stating that there are no Biblical references to FGM. These findings from the 

qualitative phase two therefore provide explanations for the quantitative 

results.  
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4.16.2.2 Sociodemographic factors  

Mass media and education emerged as a protective factor against men’s 

views in favour of FGM continuation in both phase one and two of the current 

study. Findings from the quantitative data indicate that study participants who 

own a radio and/or television are less likely to support FGM continuation. 

Interestingly, interview respondents in the qualitative phase two, who 

supported FGM discontinuation, acknowledged that their views were 

changed after listening to radio messages that refuted the practice. 

Interviewees also emphasised the impact of radio messages on changing 

women’s views of the tradition and reported that members of the community 

have started questioning the need for its continuation (section 4.13.3.1).  

Another finding that resonated in both phase one and two of the current 

study was that of education. Interestingly, this theme is reflected in the core 

categories: factors influencing FGM and recommendations for the 

improvement of women and girls’ health. Analysis of data from phase one 

indicates that education is significantly associated with men’s views of FGM 

continuation and that survey respondents with only primary education were 

more likely to think FGM should continue. In the qualitative phase two, this 

finding echoed the interviewees’ accounts of the educational needs of the 

study community and the recommendations made for the improvements of 

women’s health. For example, interviewees emphasised the importance of 

being educated and the ability to make informed choice with regards to 

traditional practices in the study community (section 4.14.2). 
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4.17 CHAPTER SUMMARY 

This section has presented the overlaps between phase one and two of this 

research. Chapter four sought to present findings from both phases of this 

study including the verification of the related hypothesised relationships. 

Based on the experiences and views of the research participants, it was 

found that there was general knowledge of FGM amongst some Nigerian 

Igbo men. It was also found that some Nigerian Igbo men have opposing and 

undecided views about FGM. The sociocultural factors influencing FGM 

continuation identified from both phase one and two of this study were 

believing FGM to be a religious mandate and marriage requirement that 

enhances personal hygiene and increases male sexual satisfaction. Mass 

media exposure, education, and religion were the social influences of FGM 

continuation that overlap in both phases of this study, and these reflect the 

elements in the conceptual framework (Figure 4.1). In the next chapter, the 

findings from both phases of the research are discussed and triangulated. 
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CHAPTER FIVE: DISCUSSION AND TRIANGULATION OF 

QUANTITATIVE AND QUALITATIVE FINDINGS  

5.0 INTRODUCTION 

In this chapter, key findings from both phases of this study are summarised, 

discussed and compared with those of existing literature, and possible 

explanations for inconsistencies are offered. Based on a pragmatic 

philosophical paradigm, this study utilised a mixed methods approach to 

address the research aim and objectives, which were to explore Igbo men’s 

views of Female Genital Mutilation (FGM) in Nigeria, and how their 

associated sociodemographic and sociocultural dynamics contribute to its 

continuation.  

The findings provide valuable information for the development of effective 

FGM programmes and strategies to address the tradition in Nigeria. This 

chapter begins by discussing findings from phase one (the survey) of this 

study and shows where findings link, or not, with phase two (the interviews). 

The results from the previous Chapter Four are presented under the five 

main headings: Knowledge of FGM; Views of FGM continuation; Attitudes 

towards FGM; Sociodemographic predictors of FGM continuation, 

sociocultural predictors of FGM continuation. 

5.1 KNOWLEDGE OF FGM 

As discussed in section 4.16.1 1, the results from both phases of the study 

reveal that all participants appeared to have general knowledge about FGM. 

This finding reflects a common understanding amongst Igbo men about the 
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practice as reported elsewhere (Kaplan et al., 2013a; Ouldzeidoune et al., 

2013; Adeniran et al., 2016; Akinsulure-Smith and Chu, 2017) and as shown 

in Figure 4.1, page 231). Of note, knowledge of FGM among this cohort was 

higher than the national average of 62% for males in Nigeria (NPC and ICF 

International, 2014). The difference in prevalence rate may be because FGM 

is practised widely by the Igbos of Nigeria (NPC and ICF International, 2014; 

Onyishi et al., 2016) and, accordingly, is common knowledge amongst the 

study participants. 

The assessment shown in Table 4.6, page 203 also reveals some interesting 

findings. For instance, although more than half of the survey respondents 

thought that FGM is harmful to women, only a minority knew of its health 

consequences. This indicates that the majority of participants were unaware 

of the health implications of the practice, as reported elsewhere (Kaplan et 

al., 2013a). This is comparable to the findings reported in the qualitative 

interviews where two interviewees who supported FGM revealed a lack of 

knowledge of the health consequences associated with the practice (Joe and 

Norris, page 269). The lack of knowledge of the health consequences of 

FGM may be as a result of men not being present during the surgery, as 

described in the literature review (Catania et al., 2016). It may also be related 

to their absence during childbirth as they would not witness the complications 

arising from FGM (section 4.13.3.3, page 269). Another possible explanation 

may be the mild form of the tradition practised in the community as 

expressed during the interviews (Calvin and Earl, page 238).  

Results from both phases also indicate that participants lacked awareness of 

the ban against FGM in Nigeria. This comparative assessment reflects a 
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poor knowledge of the law against FGM. For instance, one interviewee 

stated that individuals are free to practise FGM in the community (Aaron, 

page 258). However, familiarity with the law against FGM was higher in a 

previous study investigating African men’s experience of FGM (Akinsulure-

Smith and Chu, 2017). A plausible reason for this discrepancy is the different 

context in which both studies were conducted. For instance, the present 

study was conducted in a socioeconomically deprived rural community in 

Nigeria as compared to New York City in Akinsulure-Smith and Chu’s (2017) 

research. According to Ewetan and Ese (2014), Nigeria is experiencing a 

daunting developmental challenge which includes endemic rural and urban 

poverty. Consequently, this hinders the development of communication 

technology or media globalisation in rural communities (Eijaz and Ahmad, 

2011). Based on modernisation theory, this developmental challenge may 

have impacted negatively on participants’ access to media messages about 

FGM policies and legislation and possibly, provides the reason for the 

positive views in favour of the practice among some of the study participants. 

5.2 VIEWS OF FGM CONTINUATION 

Consistent with literature (NPC and ICF International, 2014; Adeniran et al., 

2016), findings from the survey and interviews suggested that fewer men 

thought FGM should be continued than discontinued. This finding reflects a 

decline in support for the practice amongst Igbo men specifically and 

indicates that support is also in decline amongst Nigerian men more 

generally. The increase in campaigns and educational programmes against 

FGM may explain this decline in supportive attitudes towards the practice. 

For instance, the recent exposure of the Nigerian population to outreach 
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projects that disseminate information on FGM could have facilitated the 

change of views among the study participants. 

As with results reported in other studies (Adeniran et al., 2016), 48.4% of 

survey participants thought that a ban on FGM would not stop the 

circumcision of girls in Nigeria. This result is also in keeping with findings 

from the interviews. For example, one interviewee explained that the law 

against FGM was not implemented at the state level but only enforced at the 

federal capital (Steven, page 258). 

This result reflects the perceived belief of freedom to practise FGM as 

reported in the interviews. It also demonstrates a lack of respect for the 

Nigerian Government, legislation, and policies amongst participants and 

challenges the effectiveness of policies and legislation alone in the fight 

against FGM. This study therefore argues that laws that conflict with cultural 

practices and local values will not be upheld by the people unless 

communities are educated on the harmful consequences associated with the 

practice. Therefore, programme planners should focus on educating the 

public on the health consequences of FGM. 

A possible explanation for the negative attitude towards FGM policies is the 

lack of implementation of the 2015 VAPP Act by state governments. For 

example, out of the 32 states in Nigeria only 13 (mainly southern states) 

have implemented the VAPP Act (Thomson Reuters Foundation and 28 Too 

Many, 2018). This indicates a weak enforcement of the law against FGM, 

especially in the south-eastern regions of Nigeria. Another possible reason is 

the scarcity of prosecution of offenders with regards to FGM in Nigeria. 
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According to the Thomson Reuters Foundation and 28 Too Many (2018), 

since the implementation of the 2015 VAPP Act at the national level in 

Nigeria, there has been no formal arrest of offenders. This may have 

enforced the view among participants that individuals are free to practise 

FGM.  

Furthermore, findings from both phases of this study resonate with previous 

research that reports that the primary decision-making is assigned to fathers 

(Ashimi, Amole and Iliyasu, 2015). Most study participants opined that 

fathers have an active role in the decision-making process of circumcising a 

female child in their household. This result therefore indicates that men play 

essential roles in the decision-making process of FGM and provides support 

for studies that acknowledged the male power in this regard (Garba et al., 

2012; Varol et al., 2014; Alhassan et al., 2016). Considering the patriarchal 

family settings of Nigeria, fathers were reported as the final decision-makers 

concerning the circumcision of a female child given their role as the head 

and breadwinner of the household (Earl, page 273). This is a significant 

finding in support of the masculinity theory of FGM (Johnson and Greene, 

2004), and highlights the dominant role men play in decision-making 

regarding the issues of women and girls’ health. As discussed in section 

4.14.1, this finding strengthens the argument that FGM is not just women’s 

business but also influenced by men’s views (section 4.14.2, page 273) and 

further supports the study’s conceptual framework (Figure 4.1, page 231), 

which depicts that men hold both dissimilar and opposing views about the 

practice. In Nigeria, fathers play a crucial role in decision-making pertaining 

to their families. Similarly, at community and political levels, traditional rulers 
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and politicians, who are often men, make decisions concerning their 

community (Gele, Bø and Sundby, 2013). Accordingly, involving men in FGM 

programmes is paramount to ending the practice.  

5.3 ATTITUDES TOWARDS FGM 

Studies have consistently shown that FGM influences men’s attitudes 

towards choosing a wife for marriage (Fahmy, El-Mouelhy and Ragab, 2010; 

Gele, Johansen and Sundby, 2012; Abathun, Gele and Sundby, 2017). In 

this study, men’s attitudes towards marrying women without FGM were 

evident in both survey and interview findings. The majority of participants 

preferred women without FGM as wives (section 4.4). Explanations for this 

result were provided by one interviewee who wanted the practice to continue 

(Joe, page 242). The account given confirms the notion that female sexuality 

is indeed subordinate to men’s sexual satisfaction and linked to the concept 

of masculinity and power (Johnson and Greene, 2004). Additionally, it also 

provides evidence against the notion that FGM is women’s business but 

reflect that it also concerns the men. Men’s attitudinal differences towards 

FGM as reported in the first phase of this study also echoes the attitudes of 

interviewees in the second phase, which aligns with the stud’s framework 

(Figure 4.1). One interviewee who favoured its discontinuation, for instance, 

stated that FGM is not discussed during marriage negotiations (Henry, page 

241). 

This finding is perplexing given that marriage is one of the crucial reasons 

given for practising FGM in many African countries (Berg and Dension, 2013; 

Gajaa et al., 2016). However, the explanations given in the interviews 
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indicate that in the study setting marriage rites do not include FGM. Given 

that FGM is a common practice amongst the Igbos (Onyishi et al., 2016), it 

may be a common assumption that all women in the community had 

undergone the tradition and, as a result, questions on FGM are not asked 

during marriage negotiations. 

5.4 SOCIODEMOGRAPHIC PREDICTORS OF FGM CONTINUATION 

This study explored the various levels of the Socio-Ecological Model (SEM) 

of violence and their influences on men’s views on FGM continuation. 

Results from binary logistic regression analysis showcased interesting 

findings. The results from testing the hypothesised relationships in Table 5.1 

suggested that all four hypotheses were partially supported. 

Table 5.1: Summary of research hypotheses and results  

Hypotheses Results 

H1: Individual (occupation, age, and 

education), family (marital status), 

community sociodemographic 

characteristics (religion, social media, 

and socioeconomic status), and 

sociocultural factors (such as 

traditional beliefs, religious faith, 

women and girls’ sexual control, 

hygiene, marriage, and male sexual 

pleasure) will be significantly 

Individual (occupation, age, and 

education), and community factors 

(religion, social media, and 

socioeconomic status) were 

significantly associated with FGM 

continuation. 

Sociocultural factors (such as 

traditional beliefs, religious faith, 

women and girls’ sexual control, 

hygiene, marriage, and male sexual 
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Hypotheses Results 

associated with men’s views of FGM 

continuation. 

pleasure) were significantly and 

partially associated with men’s views 

of FGM continuation.  

H2: Unemployed, single, and 

uneducated older men are more 

likely to support the continuation of 

FGM than are employed, married, 

and educated men.  

Unemployed and uneducated older 

men were more likely to support 

FGM continuation than employed 

educated men. 

H3: Men who have Christian faith, 

access to mass media and are 

wealthy are less likely to favour FGM 

continuation than men with other 

religious beliefs who are poorer and 

without access to mass media. 

Men who have Christian faith and 

access to mass media were less 

likely to favour FGM continuation 

than men with other religious beliefs 

and without access to mass media. 

H4: Men who perceive FGM as a 

traditional and religious rite, which 

enhances male sexual pleasure, 

female personal hygiene, controls 

female sexual desire, and increases 

marriageability of girls are more likely 

to support its continuation than those 

who do not. 

Men who perceive FGM as a 

religious rite, which enhances male 

sexual pleasure, female personal 

hygiene, and increases 

marriageability of girls were more 

likely to support its continuation than 

those who do not.  
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It was observed that among factors of the SEM, sociodemographic factors at 

the individual level were the strongest predictors of favouring FGM 

continuation. These included age (48 years and above), education (primary 

education) and occupation (farmer/others). Community factors such as mass 

media and religion were significant predictors of supporting FGM 

discontinuation. Wealth index was not a significant predictor of whether men 

thought FGM should continue or be discontinued. Family factors such as 

marital status did not significantly predict men’s views of supporting FGM 

continuance. These results demonstrate that men’s opinions of FGM 

continuation are influenced by individual and partly community 

sociodemographic factors. 

5.4.1 Individual predictors 

The relationship between individual characteristics and views of FGM is 

demonstrated by findings from this study. Studies have revealed that 

unemployed older men with a poor educational background are more likely to 

support FGM (Fahmy, El-Mouelhy and Ragab, 2010; Kaplan et al., 2013a; 

Shahid and Rane, 2017) and this is reflected in the findings from the present 

study. For example, older Igbo men showed increased likelihood of favouring 

FGM continuation (Table 4.12, page 223). This finding further proves the 

notion that younger generations are more likely to abandon the practice than 

their older counterparts. A plausible reason for this is that in the study 

setting, younger men are more engaged with modern communication 

devices and better educated than older men. Accordingly, they may be more 

aware of the health consequences relating to FGM through access to media 

and other information technologies (Johnson-Agbakwu et al., 2014).  
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The finding from this study provides evidence for the study’s framework 

(Figure 4.1, page 231) and reflects modernisation theory which explains the 

impact of education and socialisation on behavioural and attitudinal change 

(Boyle, McMorris and Gomez, 2002). In addition, seminars and workshops 

that focus on FGM are mainly provided at community schools and institutions 

where younger people are more likely to attend compared to older 

generations. However, the finding from the present study regarding age is 

contradictory to that reported elsewhere (Gele, Bø and Sundby, 2013; 

Ouldzeidoune et al., 2013). According to Ouldzeidoune et al. (2013), age and 

occupation are not significant factors influencing men’s views of FGM 

continuation. The discrepancy may be due to the age difference of 

participants included in both studies. For instance, in Ouldzeidoune et al.’s 

(2013) research, the majority of male participants were from the 15-19 age 

groups whereas, in the present study, the majority of participants belonged to 

the 48 years and above age group (Table 4.1, page 200).  

As reported in a previous study carried out in Nigeria (Ibrahim, Oyeyemi and 

Ekine, 2013), survey participants belonging to the farmer/others occupational 

category were significantly more likely to think FGM should continue than 

those in the health/education/civil servant category. Unlike those belonging 

to the farmer/others category, health and education professionals may have 

greater exposure to media messages and international discourse that 

denounces FGM and the opportunity to discuss with colleagues who have 

negative perspectives about the practice. This therefore helps to discourage 

the practice among those in these professions. This is an important finding, 

which is linked to modernisation theory, and explains how changes in 
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traditional practices are driven by Western lifestyles, beliefs, and systems 

(Boyle, McMorris and Gomez, 2002). This finding also suggests the need for 

increasingly positive attitudes among the Nigerian Government in support of 

programmes and campaigns for the elimination of FGM targeting farmers, 

traders and those who engage in other informal employment in the study 

setting. It also provides evidence for modernisation theory, which proposes 

that employed individuals are more likely to abandon FGM than their 

unemployed counterparts (Boyle, McMorris & Gomez, 2002). 

The study findings support the relationship between education and views of 

FGM continuation. Survey respondents who had only attended primary 

school were significantly more likely to think FGM should continue compared 

to those with no education (Table 4.12, page 223). This result converges with 

views held by interviewees in phase two (qualitative interviews) of the 

present study (Earl, page 2634). Although not significant, findings from the 

quantitative study indicate that respondents with higher education were less 

likely to favour FGM continuation (Table 4.12). This result confirms the idea 

that primary education alone is not enough for promoting cultural change and 

that people should be supported to attain secondary and higher education, 

as reported elsewhere (Catania et al., 2016; Shahid and Rane, 2017).  

However, there are inconsistencies between the findings from this study and 

with those reported elsewhere (Gele, Bø and Sundby, 2013; Akas et al., 

2019). For example, education was not significantly associated with FGM 

continuance (Gele, Bø and Sundby, 2013). The dissimilarity may be the 

result of the difference in the educational levels of participants included in 

both studies. For instance, in the present study, most survey participants 
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said they had higher education, whereas in Gele, Bø and Sundby (2013), the 

majority of participants had no formal training. 

5.4.2 Family predictors  

Comparable to previous studies (Kaplan et al., 2013a; Sagna, 2014), the 

results from this study demonstrate that marital status is not a significant 

predictor of males’ views of FGM continuation. This finding contradicts the 

SEM of violence which proposes that having a family member who engages 

in or supports violence increases the risk of favouring FGM (Krug et al., 

2002). However, it supports the notion that having a wife with FGM does not 

increase a man’s risk of favouring its continuation. This interpretation 

indicates that FGM does not offer societal privileges or respect to men within 

the marriage institution, as it is reported to do for married women (Abathun, 

Sundby and Gele, 2016).  

Although not significant, findings from the survey indicate that respondents 

who were currently married or living with a woman were less likely to favour 

FGM continuation than their single counterparts. The negative association 

demonstrates that married men may be aware of the health and sexual 

consequences of FGM in intimate relationships and thus are more likely to 

condemn the tradition than single men. According to the masculinity theory of 

FGM, female sexuality is linked to the service of men’s sexual satisfaction 

(Johnson and Greene, 2004), and this idea agrees with findings from the 

interviews. One interviewee who was in a marital relationship expressed that 

uncircumcised women are better marriage and sexual partners and are 

considered more sexually active and responsive than circumcised women 
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(Joe, page 241). This finding aligns with previous studies (Abdelshahid and 

Campbell, 2015), and indicates that married men may have experienced the 

negative implications of FGM during intimate relationships and specifically for 

men’s sexual satisfaction. The result from the present study is therefore an 

important finding indicating that FGM programmes should not be explicitly 

designed for married men but also focus on changing the views of single 

men. 

5.4.3 Community predictors 

The overall assessment from both phases of the study with regards to 

community factors revealed some intriguing results. For example, results 

from the regression analysis demonstrate that mass media (radio/television) 

and religion provide support for the SEM and hypothesis 3. Both variables 

were significantly and negatively associated with men’s views of FGM 

continuation (Table 4.12). Survey participants who had a Christian faith and 

access to mass media were more likely to support the discontinuation of 

FGM. This finding reflects that reported elsewhere (Sagna, 2014; Dalal et al., 

2018; Greis et al., 2020) and converges with the explanation given in the 

interview data that positive views of FGM were changed after listening to 

radio messages (Henry and Aaron, page 265). This result supports 

modernisation theory and emphasises the importance of media in 

disseminating health information regarding FGM to dismiss myths and 

traditional norms that sustain the tradition. The media has been reported to 

influence people in making major behavioural and attitudinal changes 

(Elaheebocus et al., 2018). This is particularly important in rural communities 
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like the study setting, where media coverage on FGM health-related 

problems, facilities and information remains particularly poor.  

Furthermore, the survey result about religion is also confirmed and explained 

by the findings reported in the interviews of the current research. For 

instance, one interviewee who disapproved of FGM continuation stated that 

some families denounced the tradition because of the continuous campaigns 

and teachings of the Christian churches in the community (Patrick, page 

267). The nature of the recent non-orthodox Christian faith, which preaches 

the abolishment of traditional African values and norms (Ibenwa, 2014), 

explains the relationship between religion and decreased support for FGM 

continuance. This is another important finding demonstrating the impact of 

Western colonisation and missionaries on cultural and behavioural change, 

as proposed by modernisation theory. However, caution should be exercised 

when interpreting the result from the current study as Christians were 

overrepresented among the survey respondents.  

The overall assessment of the wealth index revealed some confusing 

findings. Similar to that reported elsewhere (NPC and ICF International, 

2014; Sagna, 2014), the survey result indicates that wealth index is not a 

significant predictor of men’s views of FGM continuation (Table 4.12). This 

result is also in disagreement with interviewees’ opinions that FGM is more 

prevalent among individuals from underdeveloped communities. This finding 

is perplexing, given that it contradicts the SEM that envisages the idea that 

violence is more common amongst the poor (Krug et al., 2002). It also 

disagrees with modernisation theory, which explains that social and 

economic development influence views of FGM (Boyle, McMorris and 
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Gomez, 2002). However, it can be argued that wealth and development, as 

measured in this study, are separate concepts that again are linked to 

modernisation theory. Interviewees’ references to community development 

rather than individual wealth also demonstrate that the persistence of FGM is 

linked to poor social growth. This therefore reflects the idea that 

modernisation from its theoretical perspective is more than individual wealth 

but encompasses advancement in community life. 

Similarly, the result from the present study reflects discrepancies with those 

reported in prior research. For example, Ouldzeidoune et al. (2013) stated 

that men in the highest wealth quintile were significantly less likely to support 

the practice of FGM. The disparity between the current study and that 

reported by Ouldzeidoune et al. (2013) may be a result of the indicators used 

for calculating the wealth index. For instance, as previously discussed in 

section 3.9.6, wealth index was calculated based on ownership of specific 

household and individual assets using Principal Components Analysis (PCA) 

(Vyas and Kumaranayake, 2006), whereas in Ouldzeidoune et al.’s (2013) 

research, wealth index was calculated based on the national population of 

the survey. Moreover, publicly provided services such as electricity, which is 

rarely available in rural areas, were assessed in Ouldzeidoune et al.’s (2013) 

research (Rutstein, 2008). Collectively, the findings from both phases of the 

current study underscore the importance of modernisation theory in 

explaining the impact of education, occupation, media, community 

development and religion in discouraging positive views of FGM among men. 

Health programmes, generalised access to higher education and media 

messages that improve knowledge of the health consequences associated 
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with FGM may be one vital step towards its discontinuation. This can be 

achieved by enlightening men to make positive decisions about their wives 

and daughters’ health and lives. 

5.5 SOCIOCULTURAL PREDICTORS OF FGM CONTINUATION 

This study explored the social and cultural dynamics influencing men’s views 

of FGM in Nigeria and assessed hypothesis 4. Although many respondents 

supported the discontinuation of FGM, others supported its continuation for 

various reasons. As in previous research (Gele, Bø and Sundby, 2013; 

Sagna, 2014), survey participants who believed that FGM is a religious 

requirement, a marriage requirement for girls, enhances female 

cleanliness/hygiene, and improves male sexual satisfaction were more likely 

to support its continuation (Table 4.13, page 227). This finding partially 

agrees with research hypothesis four. For instance, in terms of religious 

beliefs, it was acknowledged and explained by interviewees who wanted the 

tradition to continue, one of whom said that the practice of FGM is an aspect 

of Judaism, a religion based on Biblical references and that the practice 

provides an identity for the Jews (Joe, page 260). This expression highlights 

the potential role of religious leaders as advocates of change by dismissing 

the religious mythologies that sustain FGM and preaching its discontinuation, 

as discussed in section 5.4.3.  

Consistent with previous studies (Gele, Bø and Sundby, 2013; Abdelshahid 

and Campbell, 2015; Abathun, Sundby and Gele, 2016), analysis of survey 

data indicates that men’s views of FGM continuation are due to their opinions 

about marriage. Results from regression analysis revealed that believing 
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FGM to be a requirement for marriage is a significant predictor of Igbo men’s 

views on FGM continuation. However, this result contradicts the views of the 

interviewees who stated that FGM does not increase the marriageability of 

girls and is not mentioned during marital negotiations (Henry and Thomas, 

page 241). The discrepancy between the results from phases one and two of 

this study may be due to the small number of interviewees included in the 

interviews as compared to the large number of survey participants and that 

older men were overrepresented among the interview respondents (Table 

3.7, page 181). The significant and positive association between men’s views 

of FGM continuation and girls’ chance of marriage is an important finding. It 

reinforces the notion that the decision to support FGM continuation may be 

influenced by the need to ensure masculine security mostly among older 

men. This finding buttresses the masculinity theory of FGM, which explains 

that men’s sexual domination is an achievement and a major source of 

masculine identify and is threatened by women’s perceived high sexual 

desire (Johnson and Greene, 2004).  

Although not significant, findings from the survey indicate that respondents 

belonging to the poor category were more likely to favour FGM continuation 

than their rich counterparts. The positive association reflects the idea that 

fathers from a poor socioeconomic group may encourage the practice of 

FGM to ensure their daughters’ future through marriage (UNICEF, 2013). 

Again, this agrees with modernisation theory (Boyle, McMorris and Gomez, 

2002), which asserts that FGM continues due to poor economic 

development. As discussed in section 5.4.1, some unemployed fathers may 

also depend on their daughters’ bride price for financial security while others 
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rely on sexual domination for masculine security and, therefore, are more 

likely to favour FGM continuation. Thus, there is a need to provide economic 

empowerment for rural men and youths to complement the fight against 

FGM. This can be done through the provision of workshops for career and 

skills development and the provision of financial support for trading and 

commercial farming. 

The survey result indicating that men’s perceptions of FGM continuation are 

significantly and positively associated with the opinion that FGM enhances 

cleanliness/hygiene of the female genitalia is consistent with that reported 

elsewhere (Al-Khulaidi et al., 2013; Ruiz et al., 2014). This result reflects the 

interview findings where some interviewees explained that by cutting off the 

clitoris, it is far easier to ensure intimate personal hygiene (Calvin and Earl, 

pages 253). This result may be explicated by a lack of knowledge of the 

female reproductive organ amongst the study participants. According to Ruiz 

et al. (2014), there is a relationship between the alleged dirtiness of the 

female genitals provoked by the impossibility of carrying out thorough 

intimate hygiene when the practice is not performed. This therefore 

emphasises the need for health education programmes designed for men to 

provide an understanding of the female reproductive system and its healthy 

physiological structure and functions. 

Furthermore, those who believed FGM enhances male sexual satisfaction 

were more likely to support its continuation (Table 4.13, page 227). This is 

another important finding from the quantitative survey, which echoes the 

research carried out in other states in Nigeria (Ashimi, Amole and Iliyasu, 

2015) and the interview findings. An explanation for this belief given by one 
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interviewee is that the cutting of the alleged large clitoris enhances the 

appearance of the female genitalia and, accordingly, increases sexual 

enjoyment for men (Norris, page 253). This finding provides evidence for the 

masculinity theory, which links men’s sexual satisfaction and domination to 

the practice of FGM (Johnson and Greene, 2004). The Igbo tribe is one of 

the ethnic groups in Nigeria with the highest percentages of FGM (NPC and 

ICF International, 2014). Consequently, it is possible that most participants in 

this study, particularly the older men, may not have had sexual experiences 

with uncircumcised women. As such, they may lack knowledge of the healthy 

and normal physiological structure of the female genitalia and assume 

uncircumcised women have abnormal genitals. Hence, the present finding is 

noteworthy and delineates the need to dispel the wrong views held by those 

in the at-risk group about the clitoris and reinforces the need for sexual and 

reproductive health education for Igbo men.  

The survey result indicated that believing FGM to be a traditional 

requirement is not a significant predictor of men’s views of FGM continuation. 

A possible reason for this result as explained in the interviews is that, in 

recent times, FGM has not been a traditional compulsory practice in the 

study setting. There were no sanctions associated with failure to comply with 

the tradition in the study setting. However, in agreement with previous 

stidues (Alhassan et al., 2016; Aderibigbe et al., 2018) and the opinions of 

some interviewees (Patrick, page 245), the underlying traditional 

misconception of FGM is that it serves as an ethnic identifier. For example, 

Alhassan et al. (2016) reported that respondents from Guinea, Senegalese 

and Gambian communities perceived FGM as a means of ethnic 
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identification. Therefore, believing that it serves as an identifier explains the 

traditional underpinning of FGM continuation. Additionally, the traditional use 

of herbs for treatment rather than the contemporary Western medication as 

illustrated in Figure 4.3 also defines FGM as an ethnic identifier. 

Analysis of survey data shows that believing FGM controls girls/women’s 

sexual behaviour (promiscuity and/or adultery) did not significantly predict 

favouring FGM continuation (Table 4.13). This result presents discrepancies 

with the findings of Gele, Bente and Sundby (2013) who reported that 

significantly more men thought FGM prevents pre/extramarital sex. This 

difference is clearly a result of the different ways questions were asked in 

both studies. In this study, the question enquiring female’s sexuality was 

categorised by the context of sexual activity, such as adultery and 

fornication. However, in Gele, Bente and Sundby’s (2013) study, participants 

were asked just one question about marital sex. 

Another result from the regression analysis is the non-significant and 

negative association between women’s sexual desire and men’s views of 

FGM continuation. Although not significant, survey participants who thought 

FGM reduces sexual desires in women were less likely to want the practice 

to continue. This result is in line with Abdelshahid and Campbell (2015), 

whose research revealed that fathers recognised the negative impact of 

FGM on sexual relationships and in some cases challenged the practice in 

Egypt. This also converges with the views held by one interviewee who 

thought FGM reduces sexual urges in women (Steven, page 247). 
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The high proportion of married men in the current study (45.6%) who may 

have experienced the undesirable consequences of FGM in marital 

relationships may also explain the negative attitudes towards the practice. 

Conversely, interviewees who thought FGM should continue stated that they 

supported the cultural practice for its ability to reduce sexual desires in 

women and girls. This finding is in keeping with studies conducted in Egypt 

and Italy (Fahmy, El-Mouelhy and Ragab, 2010; Catania et al., 2016 

respectively). Fahmy, El-Mouelhy and Ragab (2010) reported that despite 

the negative effects of FGM on women’s sexual response, men consider the 

practice essential for controlling women’s sexual desire and ensuring girls’ 

virginity. It was further reported that Egyptian men fear that their marriages 

would be at risk as a result of the high sexual drive of the uncircumcised 

clitoris (Fahmy, El-Mouelhy and Ragab, 2010). In support of this, one 

interviewee explained that women’s sexual desire poses a threat to men’s 

masculine status, particularly in polygamous marriages (Steven, page 247). 

This then reflects masculinity theory, which asserts that FGM ensures 

masculine security by controlling female sexuality (Johnson and Greene, 

2004) and can be applied to understanding men’s positive view of FGM 

continuation. This finding is also in agreement with the concept that FGM 

continues due to the societal expectations of males as being sexually 

dominant (Johnson and Greene, 2004) and demonstrates that men with low 

sexual drive may perceive uncircumcised women as a risk to their masculine 

status and sexual responsibilities in marriage. Consequently, FGM 

programmes focused on changing the views of African men, specifically 
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those with low sexual drive, may be challenging, unless involving 

psychological and psychosexual counselling and therapy sessions.  

Interestingly, health benefits were revealed within the qualitative interviews 

as reasons for continuing FGM. Some interviewees mentioned that FGM 

facilitates conception among women (Norris and Jude, page 253-258). This 

finding was resonated in previous studies (Ruiz et al., 2014), and further 

confirms the wrong knowledge held by some study participants and generally 

by the Igbos about the female reproductive system. Ruiz et al. (2014) pointed 

out that FGM is understood as a requirement for the reproductive health of 

women and treated as an act of support to spiritual, physical and sexual 

health. This also reinforces the need for FGM health education and 

generalised access to mass media as a method of generating knowledge to 

influence attitudinal change in groups of risk. 

5.6 CHAPTER SUMMARY 

In summary, findings from both phases of this study highlight the knowledge, 

views, and attitudes of men regarding the continuing practice of FGM. The 

findings of this study emphasise general knowledge of FGM amongst the 

study participants and describe the type of FGM that may be practised in the 

study site. Findings from both quantitative and qualitative studies also shed 

light on the opposing and ambivalent views of FGM held by men from the 

study. The sociodemographic predictors of FGM continuation were identified 

as age, education, and occupation, as illustrated in Figure 4.1. Mass media 

exposure and religion were the social influences supporting FGM 

discontinuation as shown in Figure 4.1. The key sociocultural drivers of FGM 
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continuation were identified as perceiving the practice as a religious 

requirement, marriage requirement for girls, ensuring cleanliness/hygiene of 

the female genitalia, and enhancing male sexual satisfaction (Figure 4.1).  

The overall evaluation of the sociodemographic predictors of FGM illustrates 

the group of men at risk of favouring the tradition. The findings on significant 

predictors of men’s views of FGM are imperative to the effective planning 

and implementation of intervention targeted at the high-risk groups, 

especially in resource-limited communities. In light of modernisation and 

masculinity theories of FGM, this study argues that the underpinning motives 

for supporting the continuing practice of FGM rest on men’s masculine 

insecurity, and poor socioeconomic development and access to media. It 

further proposes that males’ positive views in favour of FGM are declining 

and that men are interested in whether FGM continues or discontinues. 

Additionally, this study argues that modernisation theory not only explains 

economic development but can be applied to understanding drivers of men’s 

changing views towards FGM. The next chapter presents the research 

evaluation process. 
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CHAPTER SIX: RESEARCH EVALUATION 

6.0 INTRODUCTION 

In the previous chapter, the findings from both phases of the research, as 

related to extant literature, were discussed. This chapter presents the 

evaluation process that was conducted to prove (or disprove) the findings of 

this research and therefore, demonstrate the extent to which the 

explanations as shown by the conceptual model (Figure 4.1) can be trusted.  

6.1 RESEARCH EVALUATION PROCEDURE 

The evaluation of research findings regarding a phenomenon is an essential 

stage as research discoveries provide the understanding and knowledge to 

design, implement and monitor interventions to influence desired change and 

promote health improvement. Therefore, the processes followed to ensure 

validation and credibility of the research findings are discussed in this 

chapter. The respondent validation process of demonstrating validity of the 

quantitative results, as well as the credibility of the qualitative findings, were 

conducted together because the interview respondents were a subsample of 

the survey sample. Heale and Twycross (2015, p.1), define validity as “the 

extent to which a concept is accurately measured in a quantitative study”. 

Therefore, understanding the questions researchers should ask about the 

validity of their research is important (Creswell, 2009; Garson, 2016). This 

study thus considered the suggestions of Heale and Twycross (2015) and 

Garson (2016) that researchers should be interested in five questions in the 

context of research validity, and these questions include: 
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 Are the research contents valid? 

 Are the constructs valid? 

 Are the statistical procedures and conclusions valid? 

 Is internal validity demonstrated in the research? 

 Is external validity demonstrated in the research? 

The first three questions regarding the content, construct and validity of 

statistical procedures and conclusions have been addressed through the 

research methodology and strategy described in Chapter Three, for instance, 

utilising a standardised questionnaire adapted from past research, the 

Demographic Health Surveys (DHS), and conducting a pilot survey to 

ascertain the clarity of the questions and suitability of the questionnaire. In 

addition, the use of appropriate statistical procedures for generating 

statistical inferences, ensuring there were no missing data and conducting 

face validity to ensure the sensitivity and appropriateness of terms used in 

the questionnaire and interview guide helped to address validity of the 

research. Hence, interest is focused on the demonstration of internal and 

external validity in the quantitative aspect of this research. 

6.2 INTERNAL VALIDITY 

According to Ferguson (2004), some of the threats to internal validity can be 

controlled by the choice of research design and this provides researchers 

with greater confidence that any observed effect in the study is contributed 

by experimental manipulation of variables and no other plausible 

explanations. Internal validity is therefore described as the condition that the 

observed effect on the outcome variable is as a direct result of the predictor 
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variables and not from some confounding variables (Gay, Mills and Airasian, 

2011).  

As such, internal validity was addressed in this study by adopting a mixed 

methods sequential design (section 3.3.1). Some additional strategies used 

to demonstrate internal validity in mixed methods studies have been 

proposed. Among these strategies are those recommended by Merriam 

(1998) and Zohrabi (2013), where internal validity is demonstrated through 

triangulation, respondent validation, and peer examination and through 

collaborative studies. These strategies have been used in other doctoral 

studies investigating FGM as a means of demonstrating internal validity 

(Jones, 2010; Ukoha, 2015). By adopting the above-listed recommendations 

and following the examples of these doctoral studies, an attempt to 

demonstrate internal validity is presented in the following sections. 

6.2.1 Triangulation of research findings 

To strengthen the validity of research findings, Zohrabi (2013) recommends 

collecting data from several sources and using a variety of techniques as this 

helps confirm research results. It involves the use of different research 

strategies to investigate the same phenomenon (Denzin and Lincoln, 2011). 

In the present research, the use of both quantitative and qualitative designs 

to study the continuing practice of FGM from men’s views, confirmed the 

validity of the findings from the research. This was demonstrated in Chapters 

Four and Five. 
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6.2.2. Respondent validation 

Silverman (2011) refers to respondent validation as taking back research 

findings and interpretations to participants for confirmation and validation. 

Respondent validation is common in health research and takes different 

forms. For instance, some researchers adopt workshops, poster 

presentations and focus groups discussions (Graamans et al., 2018), whilst 

others have adopted a follow-up study involving a questionnaire, which is 

complemented by a summary report of the research results (Berggren et al., 

2006; Gele, Johansen and Sundby, 2012). 

In the current research, the latter approach in the form of a summary report 

of findings, copies of interview transcripts and a feedback form was adopted. 

The feedback form was designed to verify the validity of the research 

findings and the transcript to provide credibility for the interview data. A 

three-page report of key research findings including a feedback form 

(Appendix I-1) and respondents’ transcripts (Appendix I-3) were sent by 

email (Appendix I-2) to interviewees who agreed to provide comments and 

were interested in the research findings. 

6.2.2.1 Results of respondent validation 

Efforts were made through the designated person to contact the majority of 

the study participants who took part in the interviews. However, only three 

interviewees were located and asked to participate in a further phase of the 

research. It is also important to highlight that some of the interviewees had 

travelled to the cities during the time of the validation process. The 



 
 

Research validation 

307 
 

respondents included a student and two local chiefs. Their responses to the 

various questions are presented below. 

In response to whether age, education and occupation are significant factors 

related to men’s views of FGM continuation, all the respondents (n = 3, 

100%) replied in the affirmative. Similarly, all respondents agreed that older 

men who were farmers and with only primary level education are more likely 

to support FGM than younger, highly educated working-class men, and that 

mass media and religion are significant factors related to favouring the 

discontinuation of the tradition (100%, n = 3). These responses confirm the 

findings of the quantitative study. 

With regards to attitudes and views of FGM continuation, all respondents 

agreed that more men in the community want the practice to be stopped than 

continued, and more Igbo men preferred to marry women who have not been 

circumcised than those who have. It was also agreed that believing that FGM 

is a religious requirement that increases marriageability of girls, enhances 

cleanliness/hygiene and male sexual pleasure, ensure masculine security, 

provides health benefits, and perceived freedom of choice were the reasons 

for continuing FGM in the study setting. One of the brief general comments 

provided by the respondents include: 

“The campaign helps to reduce the high rate of women’s 

death after delivery” (Steven, student). 

The findings from the validation process therefore establish that interviewees 

agreed with the research findings. It further provides information on their 

thoughts and comments on the study findings. Also, from the participants’ 
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feedback, the accuracy of the research findings can be validated. The 

findings from the validation process were not included in the primary data. 

6.2.3 Peer examination 

Peer review or academic validation of research findings involves the 

submission of abstracts and presentation of research findings in academic 

forums such as conferences and doctoral workshops. Members of the 

academic community who are familiar with the research topic then scrutinise 

the methodology and interpretation providing review and comments on the 

research. According to Zohrabi (2013), this method can ensure research 

validity and credibility through the plausibility of data analysis and 

interpretations by experts in the subject area. This form of peer examination 

also provided useful feedback which was incorporated in this research to 

support its validity and credibility. Findings related to this research have been 

accepted for publication and presented at national and international 

conferences as well as a doctoral seminar. These include: 

 Views of Female Genital Mutilation: insight of men in a rural Igbo 

community in Abia State, Nigeria. 4th International Conference on 

Reproductive Medicine & Health, Berlin, Germany, 2019. 

 Men’s perceptions towards female genital mutilation in Nigeria. 2nd 

International Meeting on Gynaecology and Obstetrics Pathology, 

Paris, France (2018). 

 The continuation of female genital mutilation in Nigeria: men’s 

perceptions and perpetuating factors. 3rd International Conference on 

Reproductive Health and Medicine, Austria (2018). 
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 Men’s perceptions of Female Genital Mutilation in Nigeria. University 

of Wolverhampton Annual Research Conference – ARC2018. 

 Conducting research on a sensitive topic in developing countries. 

Doctorate thesis. Public Health Seminar, University of 

Wolverhampton, UK (2017). 

 Female genital mutilation: Nigerian Igbo men’s low acceptance of the 

practice. Journal of Public Health. DOI:10.1007/s10389-021-01680-1. 

The successful abstract acceptance for oral presentation at the above listed 

academic forums after undergoing a rigorous peer review process and the 

approval of the internal competitive 2018-2019 QR Global Challenges 

Research Fund (GCRF) for workshop attendance also provides academic 

validity and credibility of this research. The GCRF is aimed at providing 

support for research activities for doctoral students from developing countries 

and facilitating networking and knowledge transfer events. 

6.3 EXTERNAL VALIDATION 

External validity is the extent to which research findings can be generalised 

to the population that the sample was taken from or other similar populations, 

settings, and time (Ferguson, 2004). Campbell and Stanley (2015) 

emphasise aspects of external validity that require attention, including 

population validity, ecological validity, replication, and convergence. These 

factors are considered in detail in the following sections. 

6.3.1 Population validity 

Population validity is described as the extent to which findings from a study 

are generalised from the sample on which the study was carried out to the 
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target population (Onwuegbuzie, 2000). The importance of sampling to 

represent the targeted population is well emphasised by Cook and Campbell 

(1979). Although a convenience sampling technique was adopted for 

recruiting survey participants in the present study, the issue of population 

validity was addressed by ensuring the heterogeneity of the selected sample 

(section 4.2) as well as analysing a large sample size (section 3.8.2). 

According to Christensen (2001), sampling for heterogeneity of the targeted 

population facilitates generalisation and selection biases can be addressed 

by analysing the sample for homogeneity and representativeness. 

Onwuegbuzie (2000) also recommends utilising a large sample size to 

increase the population validity of the results. Although a random selection of 

participants assures the representativeness of the targeted population, it is 

rarely feasible in field studies due to practical considerations such as money, 

time and other resources (Shadish, Cook and Campbell, 2002).  

6.3.2 Ecological validity 

Ecological validity refers to the extent to which research findings from a study 

can be generalised across settings (Christensen, 2001). Onwuegbuzie 

(2000) described ecological validity as the extent to which results from a 

study are independent of the setting or location in which the research was 

conducted. In the present study, researching in a natural environment with 

real people also increases the ecological validity of this research. 

Furthermore, the convergence of findings from this study with research 

conducted elsewhere has been shown in the discussion and triangulation 

Chapter Five and by referring to the literature review. References are only 

made here to the relevant chapters and sections to avoid repetition. With 
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regards to the present research, convergence of the findings concerning 

men’s views of FGM continuation with published research is shown in the 

discussion chapter of this thesis. By making references to research findings, 

the results from this study are found to agree with those derived from other 

studies carried out in different locations or settings. Therefore, this confirmed 

that the findings of this research are relevant in other settings and thus the 

issue of ecological validity has been addressed. 

6.3.3 External replication validity 

External replication validity involves determining the extent to which research 

findings can be reproduced across different populations, settings, and 

context if the same methodology, instrument, and research strategy are used 

(Onwuegbuzie, 2000). It is therefore a question of whether conducting the 

same study in a different setting will yield the original findings. However, as 

previously mentioned in the methodology chapter, the survey questionnaire 

adapted was validated by the DHS, as well as piloted in a different setting to 

pre-test the survey and interview instruments and to ensure the reliability of 

the data collected. 

6.4 CHAPTER SUMMARY 

In this chapter, efforts made to validate the findings of this research have 

been presented based on the concepts of external and internal validity. 

Within the area of internal validity, triangulation, respondent validation and 

peer examination were adopted as the validation protocols. Respondent 

validation involved three interviewees who commented on the credibility of 

the research findings. Overall, the responses from the three interviewees 
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concur with the research findings suggesting that the wider findings are 

credible. The responses from the interviewees also suggested that the 

findings from the research, as conceptualised in the model, are relevant in 

explaining the practice of FGM as perceived by Igbo men. With regards to 

external validation, population validity, ecological validity and replication were 

sought. Among these three aspects of external validity, an agreement 

between the research findings and published literature was realised 

addressing the issue of ecological validity. On this basis, it is therefore 

appropriate to draw conclusions based on the research findings, make 

recommendations for policy and practice and suggest areas for further 

research. Accordingly, the next chapter addresses these issues. 
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CHAPTER SEVEN: CONCLUSIONS AND 

RECOMMENDATIONS  

7.0 INTRODUCTION 

This chapter concludes the entire research study and presents a 

consolidation of the quantitative and qualitative research findings into a 

theoretical model, a statement on the study’s contribution to knowledge, and 

the potential implications of the research findings particularly with regards to 

policy and practice. These are followed by the strengths and limitations of the 

research and some recommendations for further research. Given that men’s 

views on FGM have been hitherto under-researched and the practice 

regarded as a woman’s business, this study was undertaken to develop a 

theoretical model that understands the practice in an integrated manner and 

provides explanations for its continuation amongst the Igbos in Nigeria. 

This model development was achieved by examining factors that influence 

the decisions to continue the practice from Igbo men’s point of view. The 

theoretical model can be used to communicate the drivers and mechanisms 

enforcing the continuing practice of FGM and the different and sometimes 

opposing views Igbo men hold about the practice. Understanding these 

diverse views and factors and integrating them into an overarching whole 

would help the design of holistic interventions toward the eradication of the 

tradition in Nigeria. It can also highlight steps governments can take to 

further contribute to a decline in men’s positive views of FGM. The funnel 

model of Nigerian Igbo men’s views on FGM, which is grounded in both 
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modernisation and masculinity theories (Figure 7.1) was therefore developed 

based on the issues identified in both phases of this research. The model 

depicts that FGM is not just a woman’s business but also embedded in the 

secret world of men and can be applied to understanding men’s changing 

views towards the practice. 

 

Figure 7.1: The Funnel Model of Nigerian Igbo men’s views on FGM 
 

7.1 A CLOSER LOOK AT THE FUNNEL MODEL OF FGM 

The funnel model (Figure 7.1) allows the factors (both at individual and 

community levels) that places men at risk of favouring FGM continuation to 
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be addressed and presents preventive strategies that can be employed to 

protect them from these perpetuation factors. Based on masculinity theory, 

the funnel model examines how factors such as identity, masculine 

insecurity, health perceptions about FGM, and legislation increases or 

decreases the risk of supporting FGM continuation among men. 

The model recognises how men identify themselves and their family 

members within FGM practising communities and how this may increase or 

decrease the risk of approving FGM. The need to identify or belong to a 

specific group or community where FGM is associated with ethnic identity 

may increase the risk of favouring FGM among men. Consequently, the 

model allows the exploration of factors such as ethnic identity, religious 

identity, and marital rites as predictors of men’s positive views of FGM 

continuation. The funnel model also allows the investigation of specific 

circumstances, which hitherto have not been understood, in which masculine 

insecurity plays a vital role in sexual relationships and seeks to show the 

characteristics of these relationships that are associated with supporting 

FGM continuance. For instance, data from this study suggests that being in a 

polygamous relationship or having low sexual drive may increase the 

likelihood of men wanting FGM to continue (section 4.13.1.2). 

Figure 7.1 also presents the broader societal health beliefs and legislation 

that help create an environment in which the practice is encouraged or 

discouraged. The way policies are implemented or enforced may increase or 

decrease the likelihood of supporting FGM continuation in countries where it 

is practised. Similarly, data from this study revealed that believing FGM 

facilitates females’ genital hygiene increases the risk of wanting the practice 
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to continue. By integrating both modernisation and masculinity theories, the 

funnel model depicts FGM as a practice that affects both men and women 

and therefore challenges the existing theoretical perspective that portrays 

FGM as women’s business. Figure 7.1, which is a funnel shaped framework, 

mirrors the shape of the female’s vagina and, as such, connects FGM as a 

practice rooted in the secret world of men and women. 

The model further shows FGM as a practice influenced by social, economic, 

cultural, and structural determinants that shape and constrain power 

dynamics. Consequently, the funnel model challenges the traditional feminist 

theory of FGM, which focuses primarily on gender inequality and women’s 

sexuality (section 2.10.1.1). It also challenges existing theoretical 

perspectives such as diffusion and social convention theories that represent 

FGM as a practice influenced by the attitudes of a ‘critical mass’ of people 

(see sections 2.10.2.3 and 2.10.2.4), by presenting the individual factors 

influencing men’s views of FGM. For instance, based on modernisation 

theory, the funnel model portrays individual sociodemographic factors such 

as age, education, and occupation as influencing men’s views of FGM 

continuation. A man’s age, educational background, and employment status 

may increase or decrease the likelihood of favouring the continuation of 

FGM. For example, data from this study suggests that older men (aged 48 

years and above) who have only primary level education and are farmers are 

more likely to favour FGM continuation (section 4.8.2.1). 

In addition, the funnel model informs preventive practice by offering a 

framework for government and non-governmental programme planners to 

determine how to channel preventive resources and activities. The elements 
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in the model are seen as influences and also as key points for FGM 

prevention. In order to stop the continuation of FGM in practicing 

communities, it is important prevention activities address each factor on the 

model and answer questions relating to them. To illustrate, the following 

questions should be addressed: Are FGM policies and legislation 

implemented and enforced? Do affected communities have generalised 

access to media that educate the public on the harmful consequences of 

FGM? Are religious leaders involved in preventive programmes? There is 

also a need for more awareness campaigns against the practice by 

increasing access to higher education, particularly in rural areas to enhance 

employment opportunities among men. 

7.2 OVERVIEW AND CONCLUSIONS OF THE RESEARCH 

In Chapter One, the research background and rationale for conducting this 

study were presented. It was revealed that studies investigating FGM focus 

mainly on women and girls who undergo the procedure. As a result, there is 

a scarcity of information around men’s knowledge, attitudes, and perceptions 

of the practice with particular emphasis on Africa where the tradition is most 

prevalent. Furthermore, a detailed understanding of the causal influences of 

male’s views of the tradition remains unclear in the extant FGM literature and 

this informed the development of three specific research questions: 

 What are the views of Igbo men about the continuation of FGM in 

Nigeria? 

 What sociodemographic factors influence the views of Igbo men about 

the continuing practice of FGM? 
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 What social and cultural norms influence FGM continuance among the 

Igbo tribe of Nigeria, and how do they contribute to its continuation? 

To answer the above questions, the research aimed to empirically 

investigate the knowledge, attitudes, and views of men from the Igbo tribe of 

Nigeria about FGM and assess the associated predictors of men’s 

perceptions of the tradition. To achieve these aims, the research pursued 

five objectives. The review of these objectives and how they have been met 

are outlined below. 

7.2.1 Objective 1: To survey men’s views of the continuing practice 

of FGM in Nigeria.  

This objective is addressed in Chapter Four. In Chapter One, it was revealed 

that there is a dearth of research reporting on men’s views of FGM 

continuation despite their involvement in the tradition, and particularly as 

traditional circumcisers in Nigeria. It was also revealed that understanding 

the role men play in the continuation of FGM and their views may inform 

preventive programmes involving men (section 1.2). Additionally, it was 

shown that among the very few studies which have explored the views of 

men regarding cultural practices, a majority have focused on immigrants 

residing in Europe and America and this indicated a dearth of research 

focused on men in Africa, especially in Nigeria where the practice is 

widespread. 

Furthermore, no research has been conducted among men from the Igbo 

tribe of Nigeria despite their distinct cultural practices and traditions. The 

reports in the extant literature also revealed that women may continue to 
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practice FGM because they believe men want the tradition to continue. 

Despite the established importance of men’s views about the practice, it was 

also revealed that not many studies have investigated men’s knowledge and 

attitudes towards FGM. Consequently, detailed insight as to their views, 

knowledge, and attitudes towards the practice remains elusive and therefore 

represents a gap in knowledge in the FGM literature that required 

exploration. 

From the literature review, it was apparent that the role men play in the 

perpetuation of FGM points to two predictions. Feminist scholars predict that 

FGM represents a manifestation of the patriarchal power structure, serving to 

promote women’s subordination (section 2.10.1.1). Accordingly, men are 

predicted to view FGM discontinuation as a threat to their masculine 

authority and power and should be strongly in favour of the practice. In 

contrast, the ‘women’s business’ argument or male perspective indicates 

women have sole authority over decisions pertaining to their reproductive 

health, including FGM. Consequently, this version of the argument predicts 

that men are excluded in the decision-making process of circumcising a 

female child and should have limited interest in whether FGM continues or 

discontinues (section 2.10.1.5). 

This study therefore adopted a mixed methods research design underpinned 

by an overall pragmatic worldview (section 3.2) and employed both 

modernisation and masculinity theories as a lens for understanding men’s 

views of FGM. The mixed methods comprised a first phase quantitative 

investigation followed by a qualitative inquiry. The quantitative phase 

comprised the development of an FGM questionnaire for men (section 
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3.5.2.2). Following a successful pilot of the questionnaire, the main survey 

was conducted on a convenience sample of 250 Igbo men from Isuikwato 

Local Government Area, Uturu. In total, the survey yielded 215 responses 

representing a response rate of 86%. The study was carried out between 

August and September 2017. Data collected were entered into Statistical 

Package for Social Sciences (SPSS) version 24 for screening and statistical 

analysis.  

The statistical analysis conducted on the data included descriptive statistics, 

Pearson’s chi-square tests and binary logistic regression (section 3.9). The 

descriptive statistics provided an understanding of participants’ demographic 

characteristics that shows the heterogeneity of participants included in the 

study and therefore suggests that the findings drawn from their responses 

are reliable and generalisable to the study context (section 4.2). The 

descriptive statistics were also used to evaluate the distribution of men’s 

views and a thorough understanding of their knowledge and attitudes 

towards the tradition as addressed by the questionnaire. For the qualitative 

phase, the face-to-face in-depth interviews were transcribed and entered into 

NVivo version 11 software for coding using thematic analysis (section 3.12). 

Themes were identified based on respondents’ responses to questions in the 

interview guide, and verbatim quotes reported to highlight individual views. 

The conclusions of the overall assessment thus addressed the first research 

question. These conclusions are briefly presented: Regarding the views of 

men about the continuation of FGM in Nigeria, data from this study 

concluded that Igbo men held both disparate/opposing views about the 

practice and that positive views in favour of its continuation are declining. 
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Most of the men wanted FGM to be discontinued and only a minority wanted 

it to continue (sections 4.5 and 4.12.1). Those in support of the practice also 

advocated for FGM to be conducted by medical personnel in a safe and 

sterile condition, which suggests that they still wanted to see a change in the 

way the practice is performed (section 4.12.1). This finding challenges the 

medical perspective and proves the notion that the medicalisation approach 

would encourage FGM continuation among health care professionals and 

therefore confer a sense of legitimacy of the practice and give a false 

impression that FGM is harmless and beneficial to women and girls’ health. 

All the study participants had heard of FGM. However, not all were aware of 

its health implications. As for men’s attitudes towards FGM, attitudinal 

differences existed among the study participants (sections 4.4 and 4.12.3). 

In both groups, men articulated compelling reasons for favouring or opposing 

FGM continuation, and at times were internally conflicted regarding the 

issues of sexual satisfaction and health complications of the practice. 

However, a majority preferred to marry women who had not been subjected 

to the practice. Notably, even though FGM is organised and performed by 

women, men, as husbands and fathers, often decide whether the practice 

will be perpetuated or not and were also found to influence the practice by 

their preference on choosing to marry women with or without FGM (sections 

4.4 and 4.12.3). These conclusions therefore paint an image of the role and 

influence of men that is more complex and undefined than either of the 

feminist or male predictions proposed and indicate an alternative view to 

‘women’s business’ and ‘gender inequality’ perspectives. These conclusions 

also represent an achievement of the first research objective. 
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7.2.2 Objective 2: To assess the sociodemographic factors that 

perpetuate the continuing practice of FGM in Nigeria as perceived by 

men of the Igbo tribe. 

This objective is also addressed in Chapter Four. As a step towards bridging 

the identified gaps in knowledge, a critical review of literature reporting on 

sociodemographic factors of FGM was undertaken to assess the underlying 

factors influencing men’s views of the tradition (section 2.9). The literature 

review revealed the discrepancies that exist among studies reporting on 

sociodemographic factors associated with FGM. Even where significant 

factors have been identified, some of the studies have analysed small 

samples thereby limiting the generalisability of the results. Despite the 

established relationship between sociodemographic characteristics and 

FGM, it was shown that not many studies have focused on the underlying 

risk factors influencing men’s views of the tradition. To bridge this knowledge 

gap, Pearson’s chi-square tests were conducted to evaluate the difference in 

Igbo men’s views of FGM continuation and sociodemographic variables of 

interest. Binary logistic regression was then conducted to assess the 

sociodemographic predictors of supporting FGM continuation amongst Igbo 

men in Nigeria. The conclusions are briefly presented below. 

Concerning the factors associated with views of FGM continuation, it was 

revealed that age, education, occupation, wealth index, mass media, and 

religion were significantly associated with Igbo men’s perceptions of 

continuing the practice (section 4.7.1). In terms of the key significant 

predictors of favouring FGM continuance, it was concluded that being older 

(from 48 years and older), having only primary level education and belonging 
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to the farmer/others category increases the likelihood of supporting its 

continuation (section 4.8.2). The ownership of a television and/or radio and 

having a Christian faith were significant predictors of favouring FGM 

discontinuation. Through face-to-face interviews, it was expressed that by 

listening to media messages individuals began to challenge the practice, and 

positive views in favour of FGM were changed (section 4.13.3.1). 

Furthermore, by preaching against harmful traditional practices, the Christian 

faith helps in dismissing FGM. 

These conclusions highlight the profile of men at risk of approving the 

tradition and shed light on the importance of individual social progress and 

how it can change personal attitudes and behaviours towards harmful 

traditional practices. These conclusions therefore resonate with the 

modernisation theory of FGM and critique traditional feminist views of 

patriarchy for focusing only on gender without considering other social and 

economic structural determinants that shape and constrain power dynamics 

in society. It is noteworthy that these findings support the notion of media 

and religion being an important factor in FGM discontinuation and adds a 

hitherto undocumented mechanism explained by modernisation theory. 

Hence, these conclusions fulfil the second research objective.  

7.2.3 Objective 3: To learn, from the perspectives of men in the Igbo 

tribe of Nigeria, the social and cultural dynamics that perpetuate 

FGM and how they contribute to its continuation. 

This objective was addressed in Chapter Four. Given the complex nature of 

FGM, the need to investigate and understand the social and cultural drivers 
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of the practice in Nigeria and how they contribute to its continuation was 

necessary. This was achieved by utilising both quantitative and qualitative 

methods. Concerning the social and cultural influences of FGM, data from 

this study concluded that the practice is significantly associated with sexual 

control, traditional and religious requirements, and marriageability of girls, 

cleanliness/hygiene, and male sexual satisfaction (section 4.7.2). Regarding 

the social and cultural predictors of favouring FGM continuation, it was 

concluded that believing FGM to be a religious requirement, and thinking it 

increases marriageability of girls, enhances female cleanliness/hygiene, and 

increases male sexual satisfaction significantly predict men’s support for its 

continuation (section 4.8.3). 

Additionally, explanations of how these factors contribute to FGM 

continuation were further explored in the interviews. Those who supported 

FGM stated that it is a religious rite that originated from the Jewish tribe, 

which serves as a means of identification (section 4.13.1.5). They also 

perceived the practice to enhance the cleanliness of the female genitalia by 

way of enabling easy access to other parts of the female genital organs 

during personal care. Men who supported FGM also voiced their personal 

aversion to women without FGM, describing them as filthy, unclean, and less 

pleasurable to have sex with (section 4.13.1.3). It was also explicated that by 

enhancing personal hygiene and the visual appearance of the female 

genitals, FGM increases male sexual pleasure during intimate relationships. 

Men who supported FGM also stated that they would not be able to keep 

multiple wives sexually satisfied if they did not have FGM (section 4.13.1.2). 

This therefore suggests the practice provides masculine security, particularly 
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in polygamous marriages by reducing females’ sexual drives and ensuring 

wives are faithful and accordingly, increases the marriageability of girls. 

However, the majority of interviewees who spoke strongly against FGM 

argued that it has negative health repercussions, hinders women’s sexual 

drive and therefore does not enhance male sexual pleasure; they would 

prefer a wife who has not experienced the practice. Interestingly, in neither 

case were men supporting or opposing FGM for reasons relating to 

patriarchal oppression of women, and in neither case were they uninterested 

in the subject matter. Importantly, based on these differing views held among 

the men, data from this study therefore suggest that beliefs are held both at 

the individual and group levels, which hinders or facilitates change. This 

conclusion then challenges diffusion and social convention theories of FGM, 

which propose that change is held at the community level. These 

explanations therefore fulfil the third research objective. 

7.2.4 Objective 4: To develop a framework of factors perpetuating 

the continuation of FGM in Nigeria as perceived by men of the Igbo 

tribe. 

As theoretical perspectives and models are used in explaining how violence 

occurs, the Socio-Ecological Model (SEM) of violence (Krug et al., 2002) 

(see Figure 2.3) was used to identify sociodemographic characteristics at 

various levels of the social system that can influence FGM. Modernisation 

and masculinity theories were also adopted with the intent of obtaining 

insight into how the practice of FGM is maintained. By drawing on the 

variables of the SEM and the concepts of modernisation and masculinity 
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theories of FGM, a conceptual framework (Figure 2.6) depicting 

sociodemographic and sociocultural influences of Igbo men’s views of the 

practice was developed. The components of the framework were critically 

evaluated and verified in this study, and a modified model was developed 

(Figure 4.1). 

In addition, the use of a qualitative research method led to the development 

of a theoretical framework (Figure 4.2) which recommends strategies to 

further change men’s positive views of FGM and end the practice in the 

study community. An explanatory model termed ‘The Funnel Model of FGM’ 

(Figure 7.1) was therefore put forward to provide an overall picture of the 

tradition based on the findings from both phases (survey and interview) of 

this study. The funnel model shows that Igbo men’s positive view on FGM 

continuation is declining and explains why some favour its discontinuation 

(Figure 7.1, section 7.1). It further detailed the significant individual, 

community and sociocultural predictors of FGM continuation as perceived by 

Igbo men and therefore demonstrates that the practice is multifaceted. The 

funnel model also reaffirmed the concept that individual change theories 

such as diffusion and social convention alone do not offer explicit 

explanations of how individuals or groups of individuals can be understood or 

engaged in the context of FGM. The model further mirrors the importance of 

integrating masculinity and modernisation theories as an important 

theoretical perspective in understanding why FGM persists and why it 

continues. The development of the funnel model of FGM therefore 

represented an achievement of the fourth research objective. 
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7.2.5 Objective 5: To recommend intervention strategies to address 

the factors that sustain the practice of FGM in Nigeria. 

This objective was achieved based on the findings from both the quantitative 

and qualitative studies and represented in the funnel model (Figure 7.1). The 

recommendations of this research are detailed in section 7.8 and briefly 

stated here. To propose intervention strategies to address the problem, in-

depth interviews were conducted with ten men to elucidate the results of the 

quantitative study. From this study, it was evident that access to mass media 

was an important factor predicting the discontinuation of FGM. This study 

therefore recommends generalised access to mass media messages that 

dismantle the myths upholding the practice. There is also a need for male 

empowerment in the fight against FGM. This can be achieved by involving 

men, particularly religious leaders, in preventive programmes against FGM. 

They can act as advocates for the abandonment of the practice by preaching 

its discontinuation in churches and community gatherings. In exploring the 

sociocultural dynamics of FGM among the interviewees, it was clear that 

there is a need for more awareness campaigns against the cultural practice, 

and seminars and workshops designed to educate men about the health 

implications of the practice through sexual and reproductive health 

education. 

7.3 SUMMARY OF THE RESEARCH CONCLUSIONS  

The main conclusions drawn from this research are as follows: 

 Igbo men’s positive views of FGM continuation are declining. 

However, a few men still wanted the practice to continue. 
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 More Igbo men preferred to marry women who have not undergone 

female circumcision than those who have.  

 Age, education, occupation, and socioeconomic status are 

significantly associated with Igbo men’s views of FGM continuation.  

 The practice of FGM is perpetuated by mostly older unemployed men 

with low education levels. 

 Mass media and religion are significant predictors of favouring the 

discontinuation of FGM. 

 Igbo men who advocate the continuation of FGM understand it as a 

religious obligation that confers member identity and increases 

marriageability of girls as it is believed to improve male sexual 

satisfaction through enhancing cleanliness/hygiene of the female 

genitalia and ensuring masculine security. 

 Igbo men who want FGM to discontinue recognise the practice to be 

harmful, reduce sexual urges and, thus, make women sexually 

passive during intimate relationships. 

7.4 ORIGINAL CONTRIBUTIONS TO KNOWLEDGE 

This research has provided new insight into the practice of FGM from the 

perspectives of Igbo men, revealing that men’s positive views on FGM are 

declining. This study also provides knowledge of the sociodemographic 

predictors, their direction of association, and how social and cultural 

dynamics contribute to FGM continuation in Nigeria. The contributions made 

by this study are presented in three sections: Development of a new model, 

methodological contributions, and theoretical contributions.  
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7.4.1 Development of a new model  

A major contribution of this study is that it developed an overall explanatory 

funnel model (Figure 7.1) describing FGM as perceived by Igbo men in 

Nigeria. Previous research on FGM has focused widely on girls and women 

and their views. However, little study has been conducted on men’s views on 

the practice. Although the Igbo tribe is distinct in both religious and cultural 

practices from other ethnic groups in Nigeria, no study has investigated Igbo 

men’s views on FGM continuation. Furthermore, various reasons have been 

put forward for the ongoing practice of FGM and the reasons given vary 

depending on countries and communities. From previous research, it is 

evident that there are limited studies explaining the sociocultural system 

upholding the practice from men’s perspectives and a need to integrate 

individualistic behavioural change and community level theories in 

understanding the practice of FGM. To bridge the above-mentioned gaps in 

existing knowledge, the views, knowledge, attitudes, and predictors of FGM 

were explored among Igbo men in Nigeria. An explanatory funnel model 

based on masculinity and modernisation theories, which shows that Igbo 

men’s positive views on FGM are declining, was therefore developed. The 

funnel model also explains the most used arguments by men to defend the 

practice and how contextual factors influence males’ views of the tradition 

(section 7.1). The funnel model (Figure 7.1) developed at the culmination of 

this research also encapsulates what needs to be done to further change 

men’s views in relation to encouraging the practice and alleviate health 

issues among women in Nigeria (section 7.1). 
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7.4.2 Methodological contribution  

Another significant contribution of this study is the novel use of a mixed 

methods approach to provide a comprehensive understanding of the 

practice. As at the time of writing this thesis, there were no mixed methods 

studies on Igbo men’s views of FGM, so this study is methodologically 

unique. The thesis also demonstrated the importance of using a mixed 

methods approach to gain a broader understanding of men’s knowledge, 

views, and attitudes towards FGM continuation and its perpetuating factors. 

This facilitated the development of an alternative framework (Figure 4.1) that 

adds hitherto unknown details of the Socio-Ecological Model (SEM) of 

violence. As such, this research reveals how the decision to continue the 

practice of FGM does not rely entirely on women but also on men. This 

research also facilitates the understanding that the practice of FGM is neither 

influenced by marriage nor patriarchy alone (as predicted by social 

convention and feminist theorists respectively) but by multiple factors such 

as cultural or societal expectations, belief systems, individual and 

environmental characteristics.  

Findings from this study can be applied to understanding men’s changing 

views on FGM in the study setting and potentially further communities. The 

application of two existing theories (masculinity and modernisation) to the 

issue of FGM is another significant contribution of this study. This ensured 

that the funnel model represented the complex nature of the practice and 

that FGM is not tied to a single causal mechanism. Furthermore, 

underpinning this research within two theoretical perspectives enabled the 

exploration of sensitive areas of the topic, such as masculine insecurity, 
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where little is researched and known. In addition, the use of both quantitative 

and qualitative research methods allowed the voices of the participants to be 

heard, investigated, and brought to the fore the factors that influence men’s 

views of FGM continuation which could be addressed. It further provides 

explanations why Igbo men support FGM but at the same time want the 

tradition to discontinue. 

7.4.3 Theoretical contributions: a new understanding of men’s views 

of FGM 

With respect to theories, the theoretical perspectives employed in this 

research allowed the understanding of FGM as a complex practice grounded 

in the societal expectations of masculinity, and the impact of modernisation 

both at the individual and community level. This provides evidence for the 

conceptualisation of health behaviour as intricately linked with contextual and 

sociocultural factors. Therefore, this study contributes to the development of 

a new prediction of men’s views on FGM as complex and undefined as 

opposed to feminist and the ‘women’s business’ or male perspectives. The 

current study also concludes that although men hold different views about 

the practice, they are interested in whether FGM continues or ends. 

In addition, this study proposes that some Igbo men want FGM to continue 

because they hold the belief that the practice facilitates females’ personal 

hygiene and therefore enhances the visual appearance of the female 

genitals, which then ensures male sexual pleasure during intimate 

relationships. Also, by reducing females’ sexual drives, which enables 

faithfulness among wives and male dominance during an intimate 
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relationship, FGM ensures masculine security in marriages and thus, 

increases the marriageability of girls. This new evidence and reinterpretation 

of the masculinity theory of FGM will help in the design of intervention 

programmes targeted at eliminating the practice. 

Another significant contribution of this study to existing knowledge is that it 

tested the applicability of the SEM of violence to FGM in a rural setting in 

Nigeria. As discussed in the literature review, contradictions exist among 

previous studies about the factors associated with men’s views on FGM 

continuation. Additionally, little is known about the factors perpetuating the 

continuation of the practice from men’s perspectives. To bridge this gap in 

the FGM literature, the current study tested the SEM and examined 

sociodemographic factors at various levels of the model, which led to the 

development of an alternative conceptual framework (Figure 4.1). To at least 

some extent, factors at the individual level emerged as significant predictors 

of favouring the continuation of FGM. This study revealed that older 

unemployed men who had poor education are more likely to favour FGM 

continuation, which adds to existing knowledge the profile of families at risk 

of FGM. This is an important contribution to understanding families to target 

when planning and designing intervention programmes especially in settings 

with limited resources. An unexpected but important contribution from this 

study is that owning a television and/or radio and having the Christian faith 

significantly predicts favouring FGM discontinuation. Based on this finding, 

this study theorises that with generalised access to mass media, education, 

and awareness campaigns against the practice, Igbo men’s views in favour 

of the practice are being seen to decline over time. Based on this new 
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evidence on modernisation theory, recommendations aimed at ending FGM 

are suggested in section 7.8.  

The use of a mixed methods design led to the development of a theoretical 

framework for qualitative data analysis based on thematic analysis (Figure 

4.2). This framework also contributes knowledge on men’s positive attitudes 

towards the abandonment of FGM in Nigeria and shows clear evidence that 

males’ positive views of its continuation are declining. It can be applied in 

studies investigating social norms to explain how barriers to defecting from 

traditional norms can be overcome by mitigating conditions. This study can 

also be used as a framework from which other studies on FGM can be 

approached. 

7.5 IMPLICATIONS OF THE RESEARCH FINDINGS 

The new insight given by this study advances the current understanding of 

men’s knowledge, views, and attitudes, the sociodemographic and 

sociocultural dynamics of FGM. The evidence provided by this study has 

implications for girls and women’s health and for tackling FGM, and they are 

considered as follows:  

7.5.1 Social implications 

Findings from this study demonstrate that positive views of FGM are 

declining among men. The implication of this is that there is a need to give a 

voice to the men by involving them in preventive programmes against FGM, 

particularly at the grassroots level. The involvement of men who hold 

influential roles such as traditional and religious leaders in preventive actions 

against the tradition could facilitate cultural changes towards FGM 
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abandonment. The importance of male advocacy and empowerment in the 

fight against FGM has been stressed by WHO in 1998 (Al-Khulaidi et al., 

2013) and re-emphasised by Varol et al. (2015).  

Findings from the present study also suggested that younger men are less 

likely to favour FGM. This implies that the younger generations are more 

receptive to the messages against FGM than their older counterparts. The 

implication of this is that preventive programmes should not only include 

youths and be conducted in schools but also target older men, traditional and 

religious leaders through information and service provision. Furthermore, 

findings from the present study reported that marital status is not a significant 

predictor of men’s views of FGM continuation. This implies that intervention 

programmes should not only focus on those married but should include all 

men.  

7.5.2 Health and education implications 

The lack of awareness of the adverse health impacts of FGM and knowledge 

of the female reproductive system among the study participants suggested 

the need for appropriate health education by organising community seminars 

and workshops for men, or by using campaign materials such as posters, 

radio jingles, and drama and video recordings for health information 

dissemination. This will help increase knowledge of the health consequences 

associated with FGM and inform male members of practising communities of 

the normal physiological structure of the female genital organs. Moreover, 

findings from the present study suggested that men’s masculine insecurity is 

an important factor influencing FGM continuation. The implication of this is 
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that there is a need for awareness raising among all healthcare professionals 

about FGM and best practices in supporting men who have been 

psychosexually affected by the tradition. 

7.5.3 Economic implications 

The findings from this study regarding the sociodemographic influences of 

men’s views on FGM continuation could also provide the necessary stimulus 

for the Government to place greater emphasis on addressing the economic 

and social development of rural areas in Nigeria. For example, the results 

from the present study indicated that those who were in the farmers/others 

category and poorly educated were more likely to favour FGM continuation. 

The implication of this is that there is a need for increasingly positive 

attitudes among the Nigerian government in support of educational and 

employment programmes for the elimination of the tradition among farmers, 

those in the other category (those not formerly employed) and those who are 

uneducated. Likewise, community development such as the installation of 

electricity and generalised mass media coverage has a high potential to 

influence cultural change (Wiest, 2016). Therefore, rural men should be 

empowered through information provision, health education, individual and 

community resources. 

7.5.4 Implications for policy 

The findings from this study also suggest that some respondents were not 

aware of the laws and legislation on FGM. Those who were aware of the law 

stated that it was not enforced and consequently, individuals were free to 

continue the practice. The implication of this is that legal measures alone 
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without considering the cultural context of the problem and educating 

practising communities are not enough to end FGM (Lakatos, 2018). 

Consequently, it is important that policies made at the national level are also 

implemented at the state level and made public to the people through 

generalised mass media coverage.  

7.6 STRENGTHS AND LIMITATIONS OF THE RESEARCH 

There are several limitations to this empirical study underlying the funnel 

framework, mainly in relation to the timeframe for data collection and the 

generalisability of findings. Firstly, data were collected during a period of 

economic and national crisis, which may have impacted participants’ 

willingness to participate in the study, the length of time spent during data 

collection, and as such, the number of participants recruited for the study. 

There were some rejected questionnaires and interviews because 

participation in the study did not involve a cash incentive. Therefore, the 

frameworks developed in this study can be conceptualised as a snapshot 

explaining the cultural practice at a single point in time and place. 

Secondly, the use of a convenience sampling frame in the quantitative phase 

of the study may affect the generalisation of the study to other populations. 

However, this was addressed by sampling for heterogeneity of the targeted 

population and the high power achieved as demonstrated in section 4.9. 

Self-selection bias may also have led to an overrepresentation of educated 

men and those who supported the discontinuation of FGM. Although the 

survey was conducted both in English and in the native dialect, those who 

were not educated and did not support the tradition may have been 
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underrepresented. Similarly, the interviewees recruited for the second phase 

were overrepresented by men aged 68 and older. 

Thirdly, the results from phase one were obtained by analysing cross-

sectional data and therefore causality of observed relationships cannot be 

inferred. Finally, FGM is a sensitive subject in the study setting, and given 

that the research was conducted by a female researcher who is a member of 

the community, this may have influenced participants’ responses. This is 

because, as participants were fully informed that the researcher was 

studying at a Western University, they may have formed the impression that 

she has a negative view of the tradition. 

This study is not without strengths. A major strength of this study was the 

ability to assemble 215 local men, engage them in a sensitive topic that 

hitherto had not been discussed systematically, and successfully conduct the 

research. This was achieved by seeking approval and support from the 

traditional ruler, ward leaders and employing a designated person from the 

study setting who helped facilitate the survey and interviews. Given the 

sensitive nature of the topic, data from this research has provided much-

needed information on the views, knowledge, attitudes, and 

sociodemographic and sociocultural dynamics influencing the continuation of 

FGM among this unique ethnic group of the Nigerian population. The study 

also uncovers the previously unknown contributors to the views of men 

regarding FGM continuance. These contributors directly facilitate the 

development of an overall explanatory funnel model detailing preventive 

strategies to focus on when designing intervention programmes.  
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Furthermore, by conducting this research, the silence around the tradition 

has been broken in the study area, new insight that explains the arguments 

used to defend the practice is generated with a platform given to the rarely 

heard voice of the Igbo man and means of promoting maternal health in 

Nigeria provided. Another important strength of this study is the use of a 

mixed methods design. Mixed methods have emerged as a robust research 

strategy employed for the investigation of health matters and the 

understanding of complex phenomena by providing powerful tools for data 

collection and analysis (Fetters, Curry and Creswell, 2013).  

The present study also utilised a piloted questionnaire adopted from the DHS 

FGM module questionnaire (The DHS Program, 2016) and the KAP 

questionnaire (Kaplan, 1998) both designed for men and standardised 

ensuring the validity of the quantitative results from this study. Although 

survey participants were not randomly selected, the sample size was 

relatively large, therefore ensuring comparability of the survey findings. 

Another significant strength of this study is that the logistic regression 

analytical technique was used for assessing significant predictors of 

favouring FGM continuation. Logistic regression is a statistically robust 

procedure used to predict the association and strength of independent 

variables (Field, 2018).  

7.7 RECOMMENDATIONS FOR FUTURE RESEARCH 

In light of the data acquired during this study, the following recommendations 

are proposed for future research: 
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 Findings from this study suggest that some participants lacked 

appropriate knowledge of how the female reproductive system works. 

Therefore, intervention research based on health education needs to 

be carried out to identify sensitive and appropriate ways to improve 

men’s knowledge of female reproductive health and, in turn, further 

change their attitudes towards FGM.  

 In the present study, the social and cultural dynamics perpetuating 

FGM were explored by interviewing ten men from the study setting. A 

similar study can be conducted amongst a larger number of men and 

women to investigate the belief system supporting FGM using this 

methodology. This may help uncover new concepts and provide an 

in-depth understanding of how the views of men differ from that of 

women and contribute to the design of appropriate multifaceted 

intervention programmes that can be applied to both genders. 

 Interviewees in this study exhibited contrasting views and attitudes 

with regards to the sexual effect of FGM in intimate relationships. 

Exploratory research is therefore needed to investigate the 

psychological and psychosexual consequences of FGM on men’s 

sexual pleasure to explore their thoughts about this. Studies can also 

investigate the link between men’s views on FGM continuance and 

their confidence, self-efficacy, and self-esteem. This can be 

conducted in health care facilities and will help ensure that 

appropriate medical care and counselling services are provided for 

men and girls and women living with FGM.  
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 Participants in this study exhibited disparate views of FGM (both 

internal and external conflicts). There is a need for an exploratory 

study to provide an in-depth understanding of this and how this can 

be resolved. 

 Interviewees in this study stated that the law against FGM is not 

enforced and that individuals are free to continue the tradition. 

Therefore, future research needs to investigate views towards the law 

in this area, which would inform stronger implementation strategies. 

 This study revealed that participants with the Christian faith were 

more likely to favour FGM discontinuation. A discourse analysis of 

religious messages around FGM can be conducted to identify 

differences among religions in Nigeria or other countries. 

 A similar study can be conducted amongst Igbo men residing in the 

UK to investigate their views and knowledge of FGM. This will help 

provide evidence and understanding of the impact of development on 

cultural change in diasporas. 

 The findings from both the quantitative and qualitative studies were 

synthesised to develop the funnel model of FGM. Future research 

could test and apply the model in other settings. It can also be tested 

to confirm its applicability to other issues such as domestic violence, 

honour-based violence or public health issues that involve some form 

of negative or harmful behaviour. 

7.8 RECOMMENDATIONS FOR POLICY AND PRACTICE 

FGM is a complex phenomenon caused by the interplay between individual 

factors, community factors, and sociocultural dynamics (Figure 7.1). 
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Accordingly, this study proposes some specific recommendations for policy 

and practice. To successfully end FGM and improve the health of girls and 

women, the following recommendations are suggested. 

 More attention should be given to increasing access to media 

messages that educate practising communities on the harmful 

consequences of FGM and counteract the false belief that a 

relationship exists between the clitoris, personal hygiene, conception, 

masculine insecurity, and FGM. As most rural Igbo dwellers are early 

morning rising farmers, this can be done through the introduction of a 

multimedia programme Ahụike bụ akụ, which is the Igbo word for 

“health is wealth”. This can include, for example, night jingles on the 

radio, Television call-in shows and Uturu voice newspaper columns. 

This strategy can help facilitate behavioural and attitudinal change 

among men. 

 More awareness campaigns against FGM are needed to completely 

end the practice. Men should also be given a voice by involving them 

in campaigns against the practice. They can also act as advocates for 

change by educating their wives, daughters, mothers, and male peers 

about the practice. Seminars and workshops on FGM should be 

incorporated into religious activities and delivered by trained religious 

leaders. For instance, FGM programmes can be delivered as part of 

the Father’s Day celebration in churches which is usually not 

celebrated as Mother’s Day. The introduction of an FGM programme 

in the form of a question-and-answer session on Father’s Day will help 

emphasise that the tradition is not just women’s problem but also 



 
 

Conclusion and Recommendation 

342 
 

men’s business. This activity will further dismiss the religious 

misconception perpetuating the practice and help attain the 

Sustainable Development Goals 5 and 3 (Gender equality, and good 

health and wellbeing respectively). 

 Implementation of free secondary and higher education is needed to 

increase employment opportunity and exposure to international 

discourse that denounces the practice, and reduce dependence on 

daughters’ bride price. This will further ensure the achievement of 

Sustainable Development Goal 4 - Quality Education. 

 There is a need for a sexual and reproductive health education 

programme sensitively designed for men to improve their knowledge 

of the normal structure and function of the female reproductive 

system. FGM intervention programmes should involve counselling 

sessions for men with particular attention to psychosexual therapy. 

 The VAPP 2015 Act does not expressly criminalise failure to report 

FGM that has taken place or is due to take place. Consequently, The 

VAPP 2015 Act needs to be updated to include the criminalisation of 

failure to report FGM and implemented at the state level. Additionally, 

it is vital that law enforcement personnel such as the Police and 

attorneys are educated on this sensitive issue and what path to follow 

when they receive a disclosure. It is imperative that they know what to 

do and how to handle the situation.  

7.9 CRITICAL REFLECTION OF THE RESEARCH PROCESS 

In this section, a reflective account of the entire research process is 

presented and how the study has influenced my view of FGM is considered. I 
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have chosen to write this section in the first person as I believe, by doing so, 

my experience during the research process and indeed its ownership may be 

clearly understood. My interest in FGM began in 2015 after watching a 

documentary about the practice on television. I became aware of the health 

consequences associated with it and that it is illegal in the UK. Given the 

detrimental health consequences associated with the practice, I then began 

to question the reasons for its continuation in Nigeria. Having completed my 

master’s thesis on factors influencing intimate partner violence during 

pregnancy, I developed the idea that identifying the social mechanisms 

perpetuating FGM continuation and understanding men’s positions regarding 

the practice would aid in its discontinuation.  

As discussed in section 3.14, my view and stance on FGM were of wanting 

to learn and understand the various views and attitudes men hold about the 

tradition. Thus, before the commencement of this research, I questioned my 

views and professional beliefs about the tradition and I also gave thought to 

the consequences of interviewing men about a sensitive female topic. The 

majority of my participants however had a negative view of the tradition and 

through hearing about their experiences and thoughts, my position on FGM 

became more of a negative one. This then made me realise that my idea of 

maintaining a relatively neutral position about FGM was somewhat 

unrealistic and that I cannot view reality without affecting it and being 

influenced as well.  

For example, most times after listening to some interviewees, I went home 

with mixed feelings and thoughts. Upon reflection, I began to question myself 

about the thoughts I had about the practice and realised how these have 
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changed. The research not only influenced my views about FGM but also 

impacted the entire study community. For example, I was invited by the 

women’s leader (the wife of a man who took part in both phases of the 

research) to give a talk on FGM, which I accepted. After a discussion session 

on FGM with the women, participants were happy, asked to take a group 

photograph with me and some openly denounced the tradition. This further 

re-emphasised the impact of the research process on me, the study 

participants, and the community.  

In addition, by using both quantitative and qualitative analysis approaches for 

analysing the data obtained in this study, the need to provide the subjective 

interpretation of data, which was to some extent influenced by my views, 

experience and beliefs as a female researcher was necessary. Therefore, 

this allowed some level of subjectivity within the research process. As a 

novice researcher, combining modernisation and masculinity theories was 

challenging. However, both theories together allowed the understanding of 

the complex nature of the practice and provided new insight into the tradition.  

Finally, conducting this research at a time of political upheaval and violence 

and contracting malaria whilst collecting data made me realise that any 

research process can be challenging. However, by conducting this research, 

my knowledge and awareness of the practice of FGM have increased. I have 

also understood the importance of the research process and how this can 

influence all parties involved.  
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7.10 CHAPTER SUMMARY  

In this chapter, a review of the research objectives and the extent to which 

they were achieved has been presented. The chapter also provided the main 

conclusions addressing the research questions and objectives and 

acknowledged the strengths and limitations of the research study. 

Implications for policy and health care practice and recommendations for 

future research have been proposed. In summary, given the established 

significant predictors of favouring FGM continuation, the influence of 

individual, community, social and cultural predictors cannot be ignored in the 

fight against the practice.  

Unlike the SEM, findings from this study propose that the predictors of FGM 

continuation amongst Igbo men in Nigeria spanned from individual and 

community factors similar to those reported in the extant literature. It also 

presents previously unknown details of the sociocultural dynamics of FGM. 

Finally, the findings of the present study therefore frame FGM continuation 

as a problem of masculinity and individual and social development 

perpetuated by mostly older unemployed men with a low level of education 

who demonstrate beliefs known to be associated with FGM as an identifier, 

ensuring masculine security, male sexual pleasure, and providing marriage 

and health benefits for females. However, these are not held by most men in 

this study who stated that FGM is harmful, reduces women’s and men’s 

sexual desire and as such they would prefer a wife who had not undergone 

the procedure.  
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The results further revealed that those who have access to media 

(radio/television) and a Christian faith have greater likelihood of wanting 

FGM to discontinue. The embedded socio-ecological risk factors combined 

with the sociocultural predictors provide a picture of those at risk of the 

tradition. Considering that men are regarded as decision-makers in most 

families in Nigeria, it is therefore vital that rural men and youths are 

empowered through information, education, and material resources to 

complement the fight against FGM. 
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Appendix A: Sample KAP questionnaire for men 
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Appendix B: Sample DHS FGM questionnaire for men. 
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Appendix C-1: Authorisation letter to use KAP 
questionnaire. 
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Appendix C-2: Authorisation letter from the traditional 
ruler to conduct research in the community 
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Appendix C-3: Authorisation letter from the local 
government chairperson 
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Appendix D-1: Female circumcision questionnaire for 
men 20171(English version) 

 
Faculty of Education, Health and Welbeing 

University of Wolverhampton 
Wulfruna Street 
Wolverhampton 

WV1 1LY 
 
Part A: Respondent’s background information 

Participant’s code……………………… 

Date of interview……………………… 

Interviewer’s name…………………… 

Result codes: 

Completed…………………………… 1 

Partly completed…………………… 2 

 

Introduction. 

Hello. My name is Ngozika Hemuka and I am a research student at the University of Wolverhapton, UK. I am 
conducting a survey that ask men about female circumcision. I would very much appreciate your participation in 
this survey. This information will help the government to plan health services and programs. The survey usually 
takes between 10 and 15 minutes to complete. The question is in two parts. Part A requests background 
information. Part B is divided into two sections (section 1and 2) which ask questions on knowledge and 
perceptions of Female Circumcision (FC) respectively. Whatever information you provide will be kept strictly 
confidential and will not be shared with anyone except my research supervisors. It is important for you to know 
that participation in this survey is voluntary, and if we should come to a question you don’t what to answer, just 
let me know and I will move on to the next question. Also, you can stop the interview at any time without giving 
reasons. However, I hope that you will participate in this survey because your views are important. 

Do you have any question about the survey? 

May I begin? 

 

 

 

 

 

 

 

 

 
1 Version Number: 01 
Date: …04/06/17………. 
Female Circumcision is the term used in the study setting and the local policy and legislation to describe the practice 



 
Appendices 

382 
 

Part A: Background Information 

Are you a member of this village?  

Yes 

No 

If respondent is not a member of this village, please 
discontinue. If respondent is from the village, move to 
question 2. 

Please select your age group: 

18-27   

28-37  

38-47  

48-57   

58-67   

68 and over 

Are you currently married or living together with a 
woman as if married? 

Yes, currently married 

Yes, currently living with a woman 

No, not in union 

If respondent is currently married or living with a 
woman, move to question 5.  If respondent is not in 
union, continue with question 4. 

What is your marital status now? 

Widowed 

Divorced 

Separated 

Never married 

Have you ever attended school? 

Yes 

No 

 

If respondent says no, move to question 7. 

What is your highest level of education? 

Primary education 

Secondary education 

Higher education 

 

Are you currently working? 

Yes 

No 

 

What is your occupation? That is, what kind 
of work do you mainly do? 

Student 

Farmer (Agriculture, livestock, 

and fishery sector) 

Health professionals 

Education professional 

Civil service  

Other (i.e., trader, drivers) 

Which of the following do you own? 

Car 

Motorcycle  

Bicycle 

Car and motorcycle 

Car and bicycle 

Bicycle and motorcycle 

All three  

Do you own a radio? 

Yes  

No 
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None 

Do you own a television? 

Yes 

No  

Do you own a refrigerator? 

Yes 

No 

What is your religion? 

Muslim 

Christian 

Traditional  

Other  

Do you have a source of electricity in your 
house?  

Yes 

No 
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Faculty of Education, Health and Welbeing 
University of Wolverhampton 

Wulfruna Street 
Wolverhampton 

WV1 1LY 
Part B: Perceptions and knowledge about Female Circumcision 2017 

 

Please answer the following questions related to female circumcision to the best of your ability. You are 
reminded that you may discontinue at any time without given reasons and without consequence. Should 
you feel uncomfortable about answering any question, you may skip that question. 

CHECK FOR PRESENCE OF OTHERS. BEFORE CONTINUING, MAKE EVERY EFFORT TO 
ENSURE PRIVACY 

Section 1: Knowledge of FGM 

No  Question Responses Directions given 

Q1 Now I would like to ask you some questions about 
a practice known as female circumcision. Have you 
ever heard of female circumcision? 

 

Yes  

No  

Do not know 

 

If respondent says yes, 
skip to Q3. 

Q2 In this country, there is a practice in which a girl 
may have part of her genitals cut. Have you ever 
heard about this practice? 

 

Yes  

No  

 If respondent says no, 
skip to end of survey. 

Q3 Is this practice of female circumcision harmful to 
women? 

 

 

Yes  

No  

Do not know 

 

Q4 Do you know of any health consequences related to 
female circumcision?  

 

Yes 

No  

Do not know 

If respondent says no, 
skip to Q6. 
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Section 2: Perceptions and attitudes toward FGM 

No Question Responses Directions given 

Q5 What is your opinion about the practice of female 
circumcision? 

It is a good practice 

It is a bad practice 

It is neither good nor 
bad 

 

Q6 Do you believe that the practice of female 
circumcision is required by your religion? 

 

Yes  

No  

Do not know 

No religion   

 

Q7 Do you think that the practice of female 
circumcision is required by your tradition/custom? 
That is, is it a part of your cultural practice? 

 

Yes  

No  

Do not know  

 

 

Q8 Do you think that the practice of female 
circumcision prevents girls from being 
promiscuous?  

 

Yes  

No  

Do not know  

 

Q9 Do you think that female circumcision protects the 
honor of girls and their family?  

 

Yes  

No  

Do not know  

 

 

Q10 Do you think that female circumcision discourages 
married women from committing adultery? 

Yes  

No  

Do not know  

 

Q11 Do you think that female circumcision improves a 
girl’s chance of marriage?  

 

Yes  

No  

Do not know  

 

 

Q12 Do you think that female circumcision ensures the 
cleanliness of the female genitals? 

Yes  

No  

Do not know  

 

 

Q13 Do you think that female circumcision enhances 
sexual pleasure for men? 

 

Yes  

No  

Do not know  

 

Q14 Do you prefer to marry a circumcised or non-
circumcised woman? 

A circumcised 
woman 
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 A non-circumcised 
woman 

This is not important 

Q15 If you wished to marry a woman who had not been 
circumcised, would you insist she gets circumcised 
before you got married? 

 

Yes  

No  

Do not know  

 

 

Q16 Do you think this practice decreases women’s 
sexual desire? 

 

Yes  

No 

Do not know  

 

Q17 Do you take part in the decision-making process on 
female circumcision in your family?  

 

Yes  

No  

 

 

Q18 Who usually makes the final decision for 
circumcising a female child in your 
family/household?  

 

Father  

Mother  

Both father and 
mother  

Other relatives  

(Aunt, uncle, 
grandparents) 

Community leader  

 

Q19 Do you have any daughter/daughters? 

 

Yes  

No  

 

If no skip to question 22 

Q20 Is/are your daughter/daughters circumcised? Yes 

No 

Do not know 

 

Q21 Do you intend to have your daughter/daughters 
circumcised? 

Yes  

No  

Do not know 

 

Q22 If you have a daughter in the future, do you intend 
to have her circumcised? 

Yes  

No 

Do not know  

 

Q23 Have you ever heard of the new legislation on 
female circumcision in this country? 

Yes  

No  

If no skip to question 25 

Q24 Do you think that the new legislation will help stop 
the circumcision of girls in Nigeria? 

 

Yes  

No  
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THIS IS THE END OF THE QUESTIONNAIRE- THANK YOU FOR YOUR TIME!2 

 

Comments on specific questions: 

 

Researcher’s observations: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
2 Version Number: 01 
Date: …04/06/2017………. 

Female Circumcision is the term used in the study setting and the local policy and legislation to describe the practice 

Do not know 

 

Q25 Do you support this legislation that bans the 
practice of female circumcision in Nigeria? 

Yes 

No 

Do not know 

 

Q26 Do you think men have a role to play in preventing 
female circumcision? 

 

Yes 

No 

Do not know 

 

Q27 Do you think that this practice 

should be continued, or be discontinued? 

Continued 

Discontinued 

Do not know 
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Appendix D-2: Female circumcision questionnaire for 
men 2017 (Igbo Version) 

  
Faculty of Education, Health and Welbeing 

University of Wolverhampton 
Wulfruna Street 
Wolverhampton 

WV1 1LY 
 

Part A: Respondent’s background information 

Participant’s code…………………………………………. 

Date of interview…………………………………………. 

Interviewer’s name……………………………………… 

Result codes: 

Completed…………………………… 1 

Partly completed…………………… 2 

 

Okwu Mmalite. 

Ndewọ. Aha m bụ Ngozika Hemuka ma abụ m nwata akwụkwọ nnyocha na mahadum nke Wolverhapton, UK. 
Ana m eduzi nnyocha nke na-ajụ ndi ikom banyere ibi úgwù nwanyi. Ọ ga-amasi m nke oma ka i sonye na 
nnyocha a. Ozi a ga-enyere ndị ọchịchị aka ihazi ọrụ ahu ike na ihe omume. Nnyocha a na-ewekarị etiti nkeji iri 
(10) na nkeji iri na ise (15) iji zachaa. Ajụjụ a di na uzo abụọ. Nke A choro ọmụma ndabere. Nke B kewara na 
uzo nkebi abụọ (nkebi otu na nkebi abụọ) na-ajụ ajụjụ banyere ọmụma na echiche gi gbasara ibi úgwù nwanyi 
(FC). Ozi o bụla ị nyere ga adi nnọọ na nzuzo ma agaghị akọrọ ya ndị ọ bụla ma e wezụga ndi nlekọta nnyocha 
m. Ọ dị mkpa ka ị mara na-isonye na nnyocha a di gi n’aka ma ọ bụrụ na anyị bịa n’ajụjụ ị na-achoghị iza, gwa 
m nnọọ ka m gafe n’ ajụjụ na-esonụ. Ọzọkwa, i nwere ike ịkwụsị ajụjụ ọnụ a mgbe ọ bụla na-enyeghị ihe kpatara 
ya. Otú ọ dị, m nwere olileanya na ị ga-esonye na nnyocha nke a n'ihi na echiche gị dị mkpa. 

Ị nwere ajụjụ ọ bụla banyere nnyocha e mere? 

Enwere m ike imalite? 
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Part A: Background Information  

1. I bu onye obodo a? 

  

Ee 

Mba 

 

 

Ọ bụrụ na ọnye oza ajujụ a bụ abugi amaala, biko 
kwụsị. Ọ bụrụ na onye oza ajuju a bu nwa amaala, juo 
ajuju nke abuo. 

2. Biko họrọ ọgbọ gị: 

 

18-27  

28-37  

38-47  

48-57   

58-67   

 afo 68 gafere 

3. Ilugo nwanyi ka obu na gi na nwanyi biri n’ulo ka 
Di na nwunye? 

  

Ee, alugo m nwanyi 

Ee, Enwere m m nwanyi n’ulo.  

Mba, o dighi nwanyi mu na ya biiri n’ulo 

 

Ọ bụrụ na onye oza ajuju a lụrụ nwanyi ma ọ bụ na ya 
na nwanyi biiri n’ulo, gaa na ajuju nke ise (5). 

Ọ bụrụ na oza ajuju a alughi Di na nwunye, juo ajuju 
anọ (4).  

4. Kedu ihe bu onodu Alum di na nwunye gi 
ugbu a? 

 

Nwunye ya nwụrụ 

Gbara alụkwaghịm  

Nooro iche 

Alugi di na nwunye 

5. I gatula ulo akwukwo nbu? 

 

 Ee 

Mba 

 

Ọ bụrụ na onye oza ajuju si Mba, jou ajuju nke asaa 
(7) 

6. Kedu okwa kachasi elu nke mmuta I 
nwere? 

 

Agụmakwụkwọ praịmarị 

Agụmakwụkwọ sekonderi 

Agụmakwụkwọ mahadum 

7. I na-aru oru ugbu a? 

Ee 

Mba 

 

8. Gini bu aka oru gi? Ya bu, kedu udi oru I 
tumadi ime? 

 

Ogu akwukwo 

Ọrụ ubi (anụ ụlọ, 

na oku azu) 

Okachamara ahụ ike 

Ọrụ ndi ọkachamara akwukwo3 

 
3 Version Number: 02 
Date: …04/06/2017………. 

Female Circumcision is the term used in the study setting and the local policy and legislation to describe the practice 
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Ọrụ ọchịchị 

Ndị ọzọ (ya bu onye na azuahia) 

 

9. Ole nke ni-ime nha I nwere? 

 

Ụgbọala 

Ịnyịnya ígwè  

Ogba tum 

Ụgbọala na Ịnyịnya ígwè 

Ụgbọala na Ogba tum 

Ha ato 

Owegi  

10. I nwere redio 

 

Ee  

Mba 

 

11. I nwere igwe onyoonyo? 

 

Ee 

Mba 

12. I nwere ngwa nju-oyi? 

 

Ee 

Mba 

13. Gini bu okpukpe gi? 

 

Alakuuba 

Uka Kraiist 

Omenaala 

Ndi ozo 

14. I nwere ihe na enye oku eletrik n’ulo gi?  

 

Ee 

Mba 
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Faculty of Education, Health and Welbeing 
University of Wolverhampton 

Wulfruna Street 
Wolverhampton 

WV1 1LY 
Nkebi B: Nghọta na ihe ọmụma banyere ibe nwanyi ugwu 2017 

 

Biko zaa ajụjụ ndị a metụtara ibe nwanyi ugwu otu I nwere ike. O di mkpa I mara na I nwere ike ịkwụsị mgbe ọ 
bụla na-enweghị nyere ihe na-enweghị pụta. Ka i kwesịrị-eche iru ala banyere aza ajụjụ ọ bụla, i nwere ike ikwu 
na ajụjụ. 

 

LEE MAKA NDỊ ỌZỌ. TUPU N'ỊGA N'IHU,-EME MGBALỊ NILE IJI HỤ NA NZUZO 

Section 1: Knowledge of FC 

No  Question Responses Directions given 

Q1 Ugbu a, a ga m ga-achọ ịjụ gị ajụjụ ụfọdụ banyere 
ihe omume a na-akpo ibi nwanyi ugwu. Ò nwetula 
mgbe ị nụrụ maka ibi nwanyi ugwu? 

 

 Ee 

Mba 

Amaghim 

Ọ bụrụ na oza ajuju 
kwuru Ee, gaa na ajuju 
nke ato 

Q2 Na mba a, e nwere ihe omume nke ha na ekewa ma 
o bu meruo ihenwanyi ji enwe mmeko. Ò nwetụla 
mgbe ị nụrụ banyere ya? 

 

Ee 

Mba 

O buru na oza ajuju 
zara Mba, gafee na 
ngwucha nnyocha. 

Q3 Ò bụrụ na omume a nke nwanyi ugwu na-emerụ 
ụmụ-nwanyi ahu? 

Ee 

Mba 

Amaghi m 

 

Q4 I maara odachi ahu ike nke obula na-eme nwanyi a 
biri ugwu? 

Ee 

Mba 

Amaghi m 

O buru na oza ajuju 
zara Mba, gafee na 
ajuju ise 
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Section 2: Perceptions and attitudes toward FC 

No Question Responses Directions given 

Q5 Olee ihe i chere banyere omume nke nwanyi ugwu? 

 

Ọ bụ ezigbo omume 

Ọ bụ omume ọjọọ 

Ọ bụgi omume ọma 
ma ọ bụ nke ọjọọ 

 

Q6 I kwenyere na okpukpe gi kwadoro ihe omume nke 
ibi nwanyi ugwu? 

Ee 

Mba 

Odighi 

Amaghi m  

 

Q7 I chere na ihe omume nke ibi nwanyi ugwu a bu ihe 
kwesiri na odinaala unu? Ya bu, omenaala unu 
okwadoro ya?  

 

Ee 

Mba 

Amaghi m 

 

Q8 I chere na ihe omume ibi nwanyi ugwu na-enye aka 
gbochie umu agbogho alubeghi Di n’ichu umu 
nwoke? 

 

Ee  

Mba 

Amaghi m 

 

Q9 I chere na ibi nwanyi ugwu ga ebutere ezi na ulo 
nke nwanyi nsopuru? 

Ee  

Mba 

Amaghi m  

 

Q10 I chere na ibi nwanyi ugwu ga egbochi umu nwanyi 
luru Di ikwa iko? 

Ee  

Mba 

Amaghi m 

 

Q11 I chere na ibi nwanyi ugwu ga enyere nwata nwanyi 
aka ilu Di ngwa ngwa?  

Ee  

Mba 

Amaghi m  

 

 

Q12 I chere na ibi nwanyi ugwu na akwado idi ocha nke 
ihe nwanyi ji enwe mmekorita? 

Ee  

Mba 

Amaghi m 

 

Q13 I chere na ibi nwanyi ugwu na ewepu aguu mmeko 
ahu na ndikom mgbe ha na-enwe mmekorita? 

Ee 

Mba 

Amaghi m 

 

 

Q14  O ga-amasi gi ilu nwanyi ebiri ugwu ka o bu nke 
n’ebighi ugwu? 

 

Nwanyi e biri ugwu 

Nwanyi na ebighi 
ugwu 

Nke a adighi mkpa 
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Q15 O buru na ichoro ili nwanyi na ebighi ugwu, I ga-
esi onwu na o ga-ebi igwu tupu unu aluo Di na 
nwunye? 

 

Ee 

Mba 

Amaghi m 

 

Q16 I chere na ihe omume a na-ewetu aguu mmeko ahu 
na ndiiyom?  

Ee 

Mba,  

Amaghi m  

 

Q17 I so na ndi na eme mkpebi banyere ihe omume ibi 
nwanyi ugwu? 

Ee 

Mba 

Amaghi m  

 

Q18 Kedu onye o di n’aka ime mkpebi ikpeazu maka ibi 
nwanyi ugwu n’ezi n’ulo gi?  

Nna 

Nne 

Nne na Nna 

Ndị ikwu ndị ọzọ 

(Nwanne mama, 
nwanne nna, nne na 
nna ochie) 

Onye ndu obodo 

 

Q19 I nwere nwa nwanyi ma obu umu nwanyi? Ee  

Mba 

O buru Mba, gaa 
n’ajuju iri abụọ  

Q20 Nwa nwanyi gi ma obu umu nwayi gi ha biri ugwu? Ee 

Mba 

Amaghi m 

 

Q21 I na-akwa do ibi nwa gi nwanyi ma o bu umu 
nwanyi gi ndi a ugwu? 

Ee  

Mba 

Amaghi m 

 

Q22 O buru na imuta nwa nwanyi n’odinihu, I na-
akwado ibi ya ugwu? 

Ee  

Mba 

Amaghi m  

 

Q23 I nutula maka iwu ochichi ohuru nyere banyere ibi 
nwanyi ugwu n’ala a?  

Ee  

Mba 

Amaghi m 

O buru Mba, gaa 
n’ajuju  iri ato 

Q24 I chere na iwu ohuru a ochichi mba ala nyere 
banyere ibi nwanyi ugwu ga adi-ire ikwusi ihe 
omume a?  

Ee  

Mba 

Amaghi m 

 

Q25 I na-akwado iwu na Kwụsị omume nke nwanyi 
ugwu na Nigeria? 

Ee  

Mba 

Amaghi m 
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A BỤ NJEDEBE NKE AJUJU- A NA M E KELE GỊ NA MAKA OGE GI!4 

Comments on specific questions and observations: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

4 Version Number: 02 
Date: …04/06/2017………. 

Female Circumcision is the term used in the study setting and the local policy and legislation to describe the practice 

 

 

Q26 I chere na o nwere oru diiri ndiikom n’ikwusi 
omume ibi nwanyi ugwu? 

Ee  

Mba 

Amaghi m 

 

Q27 Ị chere na o kweisri ka omume a nọgide, 

 ma ọ bụ ka o kwụsị? 

 

Nọgide 

Kwụsị 

Amaghi m 
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Appendix D-3: A completed female circumcision 
questionnaire for men 2017 (English version) 
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Appendix E-1: A completed informed consent form5 

 

 

 

 
5 Version Number: 01 
Date: …………. 
Female Circumcision is the term used in the study setting and the local policy and legislation to describe the practice. 
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Appendix E-2: A signed participant’s photography 
consent form 
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Appendix E-3a: Participant’s information sheet (English 
version) 
 
Female Circumcision6 (FC) - A research study 
 
I am Ngozika Jane Hemuka, a research student at the University of Wolverhampton, 
United Kingdom (UK). I would like to invite you to take part in a research study. 
Before you decide whether you would like to take part, it is important that you 
understand why the research is being done and what it would involve for you. Please 
take time to read the following information carefully and discuss it with the 
researcher if you wish. Please ask the researcher if there is anything that is not clear. 
The research is in two parts. Part one is the survey and part two is the interview. 
 
The purpose of the research 
This research aims to investigate men’s perceptions about the continuation of Female 
Circumcision in Uturu, Nigeria. 
 
Invited Participants 
All male members of the public aged 18years and above currently living and from 
Uturu are invited to take part in the survey.  
 
Decision to participant in the research 
It is up to you whether you decide to take part or not. If you decide to take part in the 
research, you will be given this information sheet to read and keep. You will also be 
asked to sign a consent form. It is important you know that you can withdraw at any 
time without giving a reason. 
 
If you decide to participant in the survey 
If you decide to take part in the survey, you will be invited into the village hall 
where you will be asked if you can read in English or in Igbo (native dialect of the 
village). You will then be given a questionnaire to complete by the researcher. 
 
If you decide to participant in the interview 
If you decide to take part in the interview, you will be invited to the village palace 
where the interview will take place. It is important you know that you can withdraw 
at any time without giving a reason. 
 
Cannot read or write 
If you cannot read or write, the researcher will support you by reading this 
information sheet and the questionnaire to you in the language you prefer. 
 
What happens when the research stops?7 

 
6 Version Number: 01 
Date: …………. 

Female Circumcision is the term used in the study setting and the local policy and legislation to describe the 
practice. 
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All information collected during the study will be processed and stored securely 
using password protected systems. No personal or identifiable data will be collected 
and stored. Information’s collected will be coded in numbers. When the study is 
over; the data will be retained but will be completely anonymous. All procedures 
involved in the survey are compliant with the UK Data Protection Act 1998. 
 
What is the Risk and Benefits of Participating in the study? 
Although risk to participants is minimised by not collecting participant’s 
identification information, all studies carry risk to their participants. For this study, it 
is possible you may experience emotional difficulties if your wife or daughter have 
encounter FC. In addition, emotional unrest, however minimal could present as a 
result of answering the questions from the study. Although there is no direct benefit 
to the participants in this study, findings of this study will contribute to existing 
knowledge of FC among the Igbo populations in Uturu Nigeria.  
 
What happens to the result of the research survey? 
The research findings will be analysed and presented at national and international 
conferences, in scientific journals and the researcher’s thesis. Identities of volunteers 
will not be revealed in any published materials. If you wish to be provided with the 
summary of the research results please indicate by ticking the appropriate box on the 
consent form. 
 
Concerns or questions regarding the research 
If you have any problem, concerns or questions about this study, you should ask to 
speak to the researcher. This study has been reviewed and approved by the 
University of Wolverhampton Research Ethics Committee. Should you experience 
any distress or become upset upon participating in this project, the Center for Public 
Health Umuahia counselling service is free/low cost. For further assistance please 
contact:  
Center for Public Health Umuahia xxxxxxx 
 
Further information and contact details 
Ngozika Jane Hemuka (PhD student and researcher) 
[e-mail address redacted] 
 
Dr Bellingham-Young Denise (Director of Studies) 
 
Dr Morgan Angela (Supervisor) 
 
Thank you for taking time to read this research information sheet  
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Appendix E-3b: Participant’s information sheet (Igbo 
version) 
 
Akwukwo ozi Nsonye8 
 
Ibi Úgwù Nwaanyi (FC) - Nnyocha ọmụmụ 
 
Abụ m Ngozika Jane Hemuka, nwata akwụkwọ nnyocha na mahadum nke 
Wolverhapton, UK. Ọ ga-amasị m ịkpọ gi oku ka isonye na nnyocha ọmụmụ. 
Tupu i kpebie na ị ga-esonye na nnyocha a, ọ dị mkpa na ị ghọtara ihe mere eji 
eme nnyocha a na ihe ọ ga-eri gị. Biko wepụta oge iji gụọ ozi ndị na-esonụ 
ọfụma ma gi na onye nchọpụta tụle ya ma ọ masi gi. Biko jụọ onye nchọpụta ma 
ọ bụrụ na e nwere ihe ọ bụla na-edoghị gi anya. Nnyocha a di na agba abụọ. 
Agba nke mbụ bụ nnyocha ma agba nke abụọ bụ ajụjụ ọnụ. 
 
Nzube nke Nnyocha a  
Nchọpụta a zubere ichọputa ebumnuche ụmụ nwoke banyere iga n’ihu nke ibi 
úgwù nwaanyi na Uturu, Nigeria. 
 
Ndi ga-esonye a kpọrọ oku 
Nwoke nile ndị ọha na eze nke rugoro afo iri na asatọ ma karia nke bi ebi ma ọ 
bụkwa ndi bụ ndi Uturu ka-akpọrọ oku isonye na nnyocha a. 
 
Mkpebi isonye na Nnyocha a 
Ọ di gị n’aka, ma ịkpebiri isonye ma o bụ ighara isonye. Ọ bụrụ na i kpebie 
isonye na nnyocha a, a ga-enye gi mpempe akwụkwọ ozi a ka i gụọ ma debe. A 
ga-agwakwa gi ka ibịnye aka n’akwukwo nkwenye. Ọ dị mkpa ka ị mara na ị 
nwere ike ịwezuga onwe gi oge ọ bụla na-ekwughị ihe kpatara ya. 
 
Ọ bụrụ na i kpebie isonye na Nnyocha a 
Ọ bụrụ na ị na-ikpebie isonye na nnyocha a, a ga-akpọ gi oku ka I bia n'ulo 
ogbako obodo ebe a ga-ajụ gi ma i nwere ike ịgụ ihe na oyibo ma ọ bụ n’ Igbo 
(olumba nwa afọ nke obodo). Onye nchọputa ga-enyezi gi akwụkwọ ajụjụ nke i 
ga-azacha. 
 
Ọ bụrụ na i kpebie isonye n'ajụjụ ọnụ 
Ọ bụrụ na ị na-ikpebie isonye n’ajụjụ ọnụ a, a ga-akpọ gi oku ka i bia n'ime ulo 
eze obodo, ebe a ga–eme ajụjụ ọnụ a. Ọ dị mkpa ka ị maara na ị nwere ike 
ịwezuga onwe gi oge ọ bụla na-ekwughị ihe kpatara ya. 
 
Enweghi ike igụ ma ọ bụ ide ihe 

 
8 Version Number: 02 (Igbo version) 
Date: …………. 
Female Circumcision is the term used in the study setting and the local policy and 
legislation to describe the practice. 
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Ọ bụrụ na ị na-ipụghị ịgụ na ide ihe, onye nchọpụta ga-enyere gị aka site na-
iguru gi ihe edere na mpempe akwụkwọ ozi na ajụjụ a n’asụsụ ị ghọrọ. 
 
Ịhe ga-eme mgbe nnyocha a kwụsịrị 
A ga-ahazi, ma jiri paswọọdụ dokwaa ma chekwaa ozi niile nke a nakọtara n'oge 
ọmụmụ nke a. Ọnweghi data nke gbasara mmadụ ma ọ bụ nke e nwere ike 
imata nke a ga-anakọta ma o bụ dokwaa. A ga-eji ọnụ ọgụgụ were dee ozi nke 
anakọtara na koodu. Mgbe ọmụmụ a kwusiri; a ga-edebe data ndi a, ma ha ga-
abu n’udi amaonye kpamkpam. Usoro niile nke gbasara nnyocha a dabara n’iwu 
nchedo data UK nke 1998. 
 
Gịnị bụ ihe egwu na uru nke isonye n’omụmụ a? 
Ọ bụ ezie na e belatala ihe egwu diri ndi sonyeree site na ihapụ inakota ọmụma 
njirimara nke ndi sonyeree, ọmụmụ niile na-ebu ihe egwu diri ndi sonyere na 
ya. N'ihe ọmụmụ a, ị pụrụ inwe nsogbu mmetụta uche ma ọ bụrụ na nwunye gị 
ma ọ bụ nwa gi nwaanyị emeela FC. Ọzọkwa, obi ọgba aghara, otú ọ dịna ntakiri 
nwere ike chee onwe ya n'ihi iza ajụjụ sitere na ihe ọmụmụ a. Ọ bụ ezie na e 
nweghị uru diri ndị sonyere n'ọmụmụ a kpọmkwem; a ga-agunye nchọpụta  nke 
ọmụmụ a n’ihe ọmụma e nwere gbasara FC n'etiti ndi Igbo n’ Uturu, Nigeria. 
 
Gịnị ga-eme nchọputa nnyocha e mere? 
A ga- enyochaa nchọputa nnyocha a ma gosikwa ya n’ọgbakọ mba na mba ụwa, 
na magasin nka mmụta sayensị, mana tesis onye nchọpụta. A gaghị egosi 
njirimara ndị sonyere n’aka onwe ha n’akwụkwọ ọ bụla e bipụtara. Ọ bụrụ na ị 
chọrọ ka enye gi nchịkọta nke nchoputa nnyocha a, biko gosi site na-itinye 
akara n'igbe dị n’akwụkwọ nkwenye n’ụdị kwesịrị ekwesị. 
 
Mgbasa ma ọ bụ ajụjụ banyere Nnyocha a 
Ọ bụrụ na ị nwere nsogbu ọ bụla, mgbasa ma ọ bụ ajụjụ banyere ọmụmụ nke a, 
ikwesịrị ịkwụ ka ị gwa onye nchọpụta. komitii na-ahu maka ụkpụrụ ọma 
nnyocha na mahadum nke Wolverhampton a tulego ma nabatakwa ọmumu a. O 
buru na ịnwe nsogbu ọ bụla ma ọ bụ wee iwe ka isonyere na ọrụ ngo a, Center 
maka Public Health nke Ụmụahịa  na-enye ndụmọdụ ọkpọrọ/ọnụ ala. Maka 
enyemaka ndiozo iko kpọtụrụ: 
Center maka Public Health Ụmụahịa xxxxxxx 
 
Ọzi ndi ozo na Ozi kọntaktị  
Ngozika Jane Hemuka (PhD nwa akwụkwọ nchọpụta) 
[e-mail address redacted] 
 
Dr Bellingham-Young Denise (Director nke Studies) 
 
Dr Morgan Angela (Onye nlekọta) 
Daalụ maka iweputa oge gụọ mpempe akwụkwọ ọmụma nke nnyocha a 
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Appendix E-4a: Interview guide (English version) 
 

  
Faculty of Education, Health and Welbeing 

University of Wolverhampton 
Wulfruna Street 
Wolverhampton 

WV1 1LY 
 

Questions for Men on Female Circumcision in Nigeria 

Place name……………………………………………………………….. 

Pseudonym for participant……………………………………………… 

Date of interview………………………………………………………… 

Interviewer’s name……………………………………………………… 

Duration of interview……………………………………………………. 

Questions assessing men’s knowledge of Female Circumcision (FC) 

• Can you tell me what you know about female circumcision? 

• Do you think FC is a practice that is required by your tradition/custom? 

Or is FC a customary practice in this village? Why do you say this? 

• Do you think FC is a rite of passage for girls into womanhood? And how 

does it facilitate the passage for girls into womanhood? 

• Do you think this practice is required by your religion? Or is it a 

mandatory religious practice? Why do you think so? 

• Do you think there are benefits for a girl to be circumcised? What are 

these benefits? Why do you think this? 

• Do you think there are benefits for a girl for not being circumcised? What 

are these benefits? Why do you think this? 

• Do you think FC prevents women from engaging in extra-marital 

affaires? How does undergoing the process of circumcision prevent 
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women from engaging in extra-marital affaires? How and why do you 

think so? 

• Do you think that FC protects the honor of girls and their family? How 

and why do you think so?  

• Do you think FC improves a girl’s chance of marriage? How and why? 

• Do you think FC enhances women’s personal hygiene? And how does the 

practice enhance women’s personal hygiene? 

• Do you think FC prevents girls from being promiscuous or help girls 

conserve their virginity? And how does it prevent girls from being 

promiscuous? 

• Do you think FC if beneficial to men? Why do you think this? 

• Do you think this practice improves men’s sexual enjoyment? If so, how? 

If not, why not? 

• Do you think this practice is harmful to women? If so, in what way, if 

not, why do you think this? 

• Do you know any health consequences associated with this practice? And 

what are some of these health consequences? 

• Who makes the decision to circumcise girls in your household and why? 

Questions designed to measure men’s perceptions toward the continuation of 

Female Circumcision (FC). 

• Do you support the continuation of FC? Why/why not. 

• If you were to marry, would you prefer to marry a circumcised woman, a 

non-circumcised woman, or is this not important?  Why do you say this? 

• The legislation on FC makes the practice illegal in Nigeria, are you aware 

of this? 



 
Appendices 

407 
 

• Do you think the legislation is effective in preventing the continuation of 

this practice? If so, why? If not, why do you this? 

•  Do you think that men have a role to play in stopping the continuation of 

FC and why do you think so? 

• Do you have anything more you would like to tell me about your views 

on this? 

THIS IS THE END OF THE INTERVIEW- THANK YOU FOR YOUR 
TIME!9 
 
Comments on specific questions: 
 
Researcher’s observations: 
 

 

 

 

 

 

 

 

 

 

 

 

 

 
9 Version Number: 01 
Date: …04/06/2017………. 

Female Circumcision is the term used in the study setting and the local policy and legislation to describe the practice 
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Appendix E-4b: Interview guide10 (Igbo Version) 
 

  
Faculty of Education, Health and Welbeing 

University of Wolverhampton 
Wulfruna Street 
Wolverhampton 

WV1 1LY 
 
Questions for Men on Female Circumcision in Nigeria 

Dee aha……………………………………………………………………... 

Aha ekekerede nke onye sonyeree……………………………………….. 

Ubọchi nke ajụjụ ọnụ…………………………………………………….. 

Aha onye ajụjụ ọnụ ……………………………………………………… 

Oge nke Ajụjụ ọnụ………………………………………………………... 

Biko nye mchere gi banyere ndaba nchọpụta nke nnyocha a. 

Ajụjụ na-enyocha ọmụma ụmụ nwoke banyere ibi Úgwù nwaanyi (FC) 
 

• Ị nwere ike ịgwa m ihe ị maara banyere nwanyi ugwu? 
 

• Ì chere na FC bụ emume nke ọdịnala/omenala gi madoro? Ma ọ bụ, FC abụ 
omume omenala n'obodo a? Gịnị ka iji chee otú ahụ? 

 
• Ì chere na FC bụ emume ụmụ agbọghọ na-eme iji malite ndụ ka ndi inyom? 

Oleekwa otú o si akwado ụmụ agbọghọ maka mmalite ndu ka ndi inyom? 
 

• Ị chere na emume a bu ihe okpukpe gị madoro? Ma ọ bụ, ọ bụ ihe iwu na 
omume okpukpe gi? Gịnị ka iji chee otú ahụ? 

 
• Ị chere na e nwere uru diri nwaanyi ma e bie ya ugwu? Gịnị bụ ihe ndi uru 

a? Gịnị mere i ji chee out a/i jighi chee otu ahu? 
 

• Ị echere na e nwere uru diri nwa agbọghọ nke ne begi úgwù? Gịnị bụ ihe ndị 
uru a? Gịnị mere i ji chee nke a? 

 
• Ichere na FC na ebochi umuwaanyi luru di ikwa iko? Olee otú isonye n’usoro 

nke ibi úgwù si egbochi ndi inyom ikwa iko n'alụm di na nwunye? Gịnị ka i 
ji chee otú ahụ? 

 
10 Version nomba: 02 (Igbo version)  
 
Ụbọchị...04/06/2017 
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• Ì chere na FC na-echekwa ùgwù nke ụmụ agbọghọ na ezinụlọ ha? Ole na 

Gịnị ka i ji chee otú ahụ? 
 

• Ì chere na FC na-akwalite ohere diri nwa agbọghọ ilu di?  Olee otú emume a 
si akwalite ohere diri nwa agbọghọ ilu di? Na Gịnị ka i ji chee otú ahụ? 

 
• Ị chere na emume a na-akwalite nwaanyị idebe onwe ya ọcha? Na oleekwa 

otú emume si akwalite ụmụ nwaanyị idebe onwe ha ọcha? 
 

• Ì chere na FC na-egbochi ụmụ agbọghọ ịbi aghara aghara / na-enyere ụmụ 
agbọghọ aka ino na- amaghị nwoke? Oleekwa otú o si egbochi ụmụ agbọghọ 
ịbi aghara aghara? 

  
• Ị chere na ọ nwere uru FC baara ụmụ nwoke? Olee otú o si bara ụmụ nwoke 

uru ma gini mere I gi chee atu a? 
 

• Ị chere n’emume a na-akwalite ụtọ nwoke na-enwe na mmekọahụ? Oleeu otu 
ọ bụ? Gini mere I ji chee otu a? 

 
• Ị chere n’emume a ga-emerụ ụmụ nwaanyi ahụ? Olee otu o bu, Gịnị mere i ji 

chee/i jighi chee otu ahu? 
 

• Ị maara ihe ọ bụla metụtara ahụ ike dị njọ n’emume a? na kee ihe ahu ike di 
njọ n’emume a? 

 
• Olee onye na-ekpebi maka ibi ụmụ agbọghọ úgwù na ezi n’ụlọ gị makwa 

n'ihi gịni? 
 
Ajụjụ e mere iji meshọọ agwa nakwa nghọta umu nwoke banyere oganihu nke 
ibi úgwù nwaanyi (FC). 
 

• Ị na-akwaado oganihu nke FC? Gịnị mere i ji/i jighi akwaado ya? 
 

• Ọ bụrụ na I chọrọ ịlụ nwunye, ị ga-ahọrọ ịlụ nwaanyị e biri úgwù, nwaanyi a 
na-ebighi úgwù, ka ọ bụ na nke a adighị mkpa makwa n'ihi gịni? Gịnị mere i 
ji kwuo nke a? 

 
• Ịwu ọchịchị gbasara FC na-eme ka omume ibi ugwu megidere iwu na 

Naijiria, ị maara nke a? Ma gịnị ka ị mara banyere ya? Gịnị mere i ji chee 
otu a? 

 
• Ì chere na iwu ọchịchị ọhụrụ a dị irè na-ikụda iganihu nke emume a? 

 
• Ì chere na ndị ikom nwere oke n’ihe gbasara kwụsị iganihu nke FC ma gini 

mere i ji chee otú ahụ? 
 

• Ị nwere ihe ọ bụla ọzọ ị ga-achọ ịgwa m banyere gị echiche na nke a? 
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NKE A BỤ NJEDEBE NKE AJUJU ONU A- DAALU MAKA OGE GI! 
 
Mchere gi banyere ufodu ajụjụ kpomkwem: 
 
Nleruanya onye nchọpụta: 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
Appendices 

411 
 

Appendix E-5a: Letter to participate in the interview11 
(English version) 

 

 

 

 

 

 

 

 
11 Version Number: 01 
Date: …………. 

Female Circumcision or genital mutilation is the term used in the local policy and legislation.  
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Appendix E-5b: Letter to participate in the interview 
(Igbo version)12 

 

 

 

 

 

 

 

 

 

 
12 Version Number: 02 
Date: …………. 

Female Circumcision is the term used in the study setting to describe the practice. 
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Appendix F: Acceptance letter from Centre for Public 
Health Nigeria 
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Appendix G-1: Ethical approval letter 
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Appendix G-2: Ethical approval letter for minor 
amendment  
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Appendix H-1: Sample size result from EpiTools Epidemiological calculators 2018. 
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Appendix H-2: SPSS data analysis output 
 
Part A: Frequency Table of background Information 
 

Member of the village 
 Frequency Percent Valid Percent Cumulative 

Percent 

Valid Yes 215 100.0 100.0 100.0 
 

Age in 10-years groups 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid 18-27 41 19.1 19.1 19.1 

28-37 64 29.8 29.8 48.8 

38-47 40 18.6 18.6 67.4 

48-57 17 7.9 7.9 75.3 

58-67 14 6.5 6.5 81.9 

68 and over 39 18.1 18.1 100.0 

Total 215 100.0 100.0  
 

Currently married or living together 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Currently married 98 45.6 45.6 45.6 

Currently living with a 

woman 

23 10.7 10.7 56.3 

Not in union 94 43.7 43.7 100.0 

Total 215 100.0 100.0  
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Own means of transport 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Car 30 14.0 14.0 14.0 

Motorcycle 79 36.7 36.7 50.7 

Bicycle 32 14.9 14.9 65.6 

Car and motorcycle 9 4.2 4.2 69.8 

Car and bicycle 3 1.4 1.4 71.2 

Bicycle and motorcycle 29 13.5 13.5 84.7 

All three (Car, Motorcycle, 

and Bicycle) 

1 .5 .5 85.1 

None 32 14.9 14.9 100.0 

Total 215 100.0 100.0  
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Part B Section 1: Knowledge of Female Genital Mutilation 
 

Ever heard of female circumcision 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Yes 215 100.0 100.0 100.0 
 

Female circumcision is harmful to women 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid No 70 32.6 32.6 32.6 

Yes 125 58.1 58.1 90.7 

Do not know 20 9.3 9.3 100.0 

Total 215 100.0 100.0  
 
Knowledge of health consequences related to female circumcision 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid No 144 67.0 67.0 67.0 

Yes 69 32.1 32.1 99.1 

Do not know 2 .9 .9 100.0 

Total 215 100.0 100.0  
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Section 2: Attitudes towards Female genital mutilation 
 

Marital preference 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid A circumcised woman 72 33.5 33.5 33.5 

A non-circumcised woman 90 41.9 41.9 75.3 

This is not important 53 24.7 24.7 100.0 

Total 215 100.0 100.0  
 

Do you take part in decision making process regarding 
female circumcision in the family 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid No 78 36.3 36.3 36.3 

Yes 137 63.7 63.7 100.0 

Total 215 100.0 100.0  
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Section 2: Perceptions of FGM 
 

Opinion about the practice of female circumcision 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid It is a good practice 68 31.6 31.6 31.6 

It is a bad practice 124 57.7 57.7 89.3 

It is neither good nor bad 23 10.7 10.7 100.0 

Total 215 100.0 100.0  
 

Do you think FC is a Religious mandate 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid No 170 79.1 79.1 79.1 

Yes 45 20.9 20.9 100.0 

Total 215 100.0 100.0  
 

Do you think female circumcision is required by 
tradition/custom 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid No 55 25.6 25.6 25.6 

Yes 160 74.4 74.4 100.0 

Total 215 100.0 100.0  
 
 
Female circumcision: continue or be discontinued 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Continued 74 34.4 34.4 34.4 

Discontinued 137 63.7 63.7 98.1 

Do not know 4 1.9 1.9 100.0 

Total 215 100.0 100.0  
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SPSS output: recoding of variables 
Recoding for age in 3 years groups 
 
RECODE Currently_married (1=1) (2=2) (3=0) INTO Currently_married_2. 
VARIABLE LABELS Currently_married_2 'Current marital state'. 
EXECUTE. 
RECODE Marrital_status (1=3) (2=4) (3=5) (4=6) INTO 
Marital_status_2. 
VARIABLE LABELS Marital_status_2 'Marrital state'. 
EXECUTE. 
COMPUTE Current_marrital_status=Currently_married_2 + 
Marrital_status_2. 
EXECUTE. 
 
RECODE Age (1=1) (2=2) (3=2) (4=3) (5=3) (6=3) INTO Age_2. 
VARIABLE LABELS Age_2 'Age in 3 groups'. 
EXECUTE. 
DATASET ACTIVATE DataSet1. 

 
Frequency Table 

Age in 3-years group 

 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

18-27 years 41 19.1 19.1 19.1 

28-47 years 104 48.4 48.4 67.4 

48 and over 70 32.6 32.6 100.0 

Total 215 100.0 100.0  
 
 

Recoding for highest educational level 
GET 
COMPUTE Highest_educational_level=Attended_school + 
Educational_level. 
EXECUTE. 
RECODE Highest_educational_level (SYSMIS=0). 
EXECUTE. 
RECODE Educational_level (1=1) (2=2) (3=3) (SYSMIS=0) INTO 
Highest_educational_level2. 
VARIABLE LABELS Highest_educational_level2 'Highest educational 
level2'. 
EXECUTE. 
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Frequency Table 
 

Highest educational level 

 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

No education 21 9.8 9.8 9.8 

Primary education 41 19.1 19.1 28.8 

Secondary education 62 28.8 28.8 57.7 

Higher education 91 42.3 42.3 100.0 

Total 215 100.0 100.0  
 
 
Recoding for occupation 
 
RECODE Occupation (1=1) (2=2) (3=3) (4=3) (5=3) (6=2) INTO 
Participant_occupation. 
VARIABLE LABELS Participant_occupation "Participant's occupation". 
EXECUTE. 
 

Frequencies 
 

Participant's occupation recoded 

 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

Student 32 14.9 14.9 14.9 

Farmer/other (Traders, 
driver, etc) 

125 58.1 58.1 73.0 

Health/education 

professionals/civil service 
58 27.0 27.0 100.0 

Total 215 100.0 100.0  
 
Recoding for mass media 
 
Compute access_mass_media=radio + TV. 
VARIABLE LABELS Access_mass_media 'Access to media'. 
EXECUTE. 
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Frequency Table 
 

Access to media 

 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

No access to media 28 13.0 13.0 13.0 

Either (Radio or TV) 60 27.9 27.9 40.9 

Both (Radio and TV) 127 59.1 59.1 100.0 

Total 215 100.0 100.0  

 
Recoding for religion 
 
RECODE Religion (1=1) (2=2) (3=1) (6=1) INTO Religion_recoded. 
VARIABLE LABELS Religion_recoded 'Religious group'. 
EXECUTE. 

 
Religious groups 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Others (Muslim, tradition, 

non-religious) 

17 7.9 7.9 7.9 

Christian 198 92.1 92.1 100.0 

Total 215 100.0 100.0  
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SPSS output for wealth index construction using principal 
component analysis (PCA) 
FACTOR 
  /VARIABLES Radio TV Refrigerator Source_electricity car motorcycle 
bicycle 
  /MISSING LISTWISE 
  /ANALYSIS Radio TV Refrigerator Source_electricity car motorcycle 
bicycle 
  /PRINT INITIAL CORRELATION KMO EXTRACTION ROTATION FSCORE 
  /PLOT EIGEN 
  /CRITERIA MINEIGEN (1) ITERATE (25) 
  /EXTRACTION PC 
  /CRITERIA ITERATE (25) 
  /ROTATION VARIMAX 
  /SAVE REG(ALL) 
  /METHOD=CORRELATION. 
 
 - - - - - - - - - - - - - - - - - - - - - - - -   F A C T O R   A N 
A L Y S I S   - - - - - - - - - - - - - - - - - - - - - - 

 
 
 

 
KMO and Bartlett's Test 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy. .709 

Bartlett's Test of Sphericity 

Approx. Chi-Square 376.683 

Df 21 

Sig. .000 
 

Communalities 
 Initial Extraction 

Respondent own: radio 1.000 .565 

Respondent own: television 1.000 .721 

Respondent own: 

refrigerator 
1.000 .589 

Respondent have source: 

electricity 
1.000 .612 

Respondent own: car 1.000 .728 

Respondent own: 

motorcycle 
1.000 .759 

Respondent own: bicycle 1.000 .163 

Extraction Method: Principal Component Analysis. 
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Component Matrixa 

 Component 

1 2 

Respondent own: radio .668 .345 

Respondent own: television .849 .000 

Respondent own: 

refrigerator 
.740 -.205 

Respondent have source: 

electricity 
.755 .205 

Respondent own: car .532 -.667 

Respondent own: 

motorcycle 
.164 .855 

Respondent own: bicycle -.401 .047 

Extraction Method: Principal Component Analysis. 

a. 2 components extracted. 
 
 
 

Rotated Component Matrixa 
 Component 

1 2 

Respondent own: radio .688 .302 

Respondent own: television .847 -.055 

Respondent own: 

refrigerator 
.725 -.252 

Respondent have source: 

electricity 
.766 .156 

Respondent own: car .489 -.699 

Respondent own: 

motorcycle 
.219 .843 

Respondent own: bicycle -.397 .073 

Extraction Method: Principal Component Analysis.  

 Rotation Method: Varimax with Kaiser Normalization.a 

a. Rotation converged in 3 iterations. 
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Component Transformation 

Matrix 
Component 1 2 

1 .998 -.064 

2 .064 .998 

Extraction Method: Principal 

Component Analysis.   

 Rotation Method: Varimax with Kaiser 

Normalization. 
 

Component Score Coefficient Matrix 
 Component 

1 2 

Respondent own: radio .258 .234 

Respondent own: television .308 -.020 

Respondent own: 

refrigerator 
.258 -.165 

Respondent have source: 

electricity 
.283 .130 

Respondent own: car .162 -.494 

Respondent own: 

motorcycle 
.099 .614 

Respondent own: bicycle -.143 .043 

Extraction Method: Principal Component Analysis.  

 Rotation Method: Varimax with Kaiser Normalization.  

 Component Scores. 
 
Component Score Covariance 

Matrix 
Component 1 2 

1 1.000 .000 

2 .000 1.000 
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Extraction Method: Principal 

Component Analysis.   

Rotation Method: Varimax with Kaiser 

Normalization.   

Component Scores. 

 

 

 

 

 

 

 
COMPUTE NEWEALTHINDEX=0.668 * Radio + 0.849 * TV + 0.740 * 
Refrigerator + 0.755 * 
    Source electricity + 0.532 * car + 0.164 * motorcycle - 0.401 * 
bicycle. 
 
EXECUTE. 
FREQUENCIES VARIABLES=NEWEALTHINDEX 
  /ORDER=ANALYSIS. 
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Frequencies 
 

NEW WEALTH INDEX 
 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

-.40 9 4.2 4.2 4.2 

-.24 1 .5 .5 4.7 

.00 7 3.3 3.3 7.9 

.16 5 2.3 2.3 10.2 

.27 8 3.7 3.7 14.0 

.35 2 .9 .9 14.9 

.43 5 2.3 2.3 17.2 

.67 3 1.4 1.4 18.6 

.76 4 1.9 1.9 20.5 

.80 1 .5 .5 20.9 

.83 7 3.3 3.3 24.2 

1.02 6 2.8 2.8 27.0 

1.19 5 2.3 2.3 29.3 

1.42 6 2.8 2.8 32.1 

1.59 18 8.4 8.4 40.5 

1.68 3 1.4 1.4 41.9 

1.87 3 1.4 1.4 43.3 

2.04 12 5.6 5.6 48.8 

2.05 2 .9 .9 49.8 

2.16 1 .5 .5 50.2 

2.27 6 2.8 2.8 53.0 

2.44 17 7.9 7.9 60.9 

2.61 4 1.9 1.9 62.8 

2.77 6 2.8 2.8 65.6 

2.80 6 2.8 2.8 68.4 

2.97 3 1.4 1.4 69.8 

3.01 5 2.3 2.3 72.1 

3.14 2 .9 .9 73.0 

3.18 29 13.5 13.5 86.5 

3.31 1 .5 .5 87.0 

3.54 22 10.2 10.2 97.2 

3.71 6 2.8 2.8 100.0 

Total 215 100.0 100.0  
 
RECODE NEW WEALTH INDEX (Lowest thru 1=1) (1 thru 3=2) (3 thru 
Highest=3) INTO NEWWEALTHGRP. 

EXECU 



 
Appendices 

430 
 

Socioeconomic groups 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Poor 52 24.2 24.2 24.2 

Middle 98 45.6 45.6 69.8 

Rich 65 30.2 30.2 100.0 

Total 215 100.0 100.0  
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SPSS output for Chi-square analysis of sociodemographic 
variables 

Age in 3-years group * Think FGM should be continued or discontinued 
Cross- tabulation 

 

Think FGM should be continued or 

discontinued 

Total Discontinued Continued 

Age in 3-

years group 

18-27 

years 

Count 31a 9a 40 

Expected Count 26.0 14.0 40.0 

% within Age in 3-years group 77.5% 22.5% 100.0% 

% within Think FGM should be 

continued or discontinued 

22.6% 12.2% 19.0% 

% of Total 14.7% 4.3% 19.0% 

Standardized Residual .99 -1.34  
28-47 

years 

Count 76a 25b 101 

Expected Count 65.6 35.4 101.0 

% within Age in 3-years group 75.2% 24.8% 100.0% 

% within Think FGM should be 

continued or discontinued 

55.5% 33.8% 47.9% 

% of Total 36.0% 11.8% 47.9% 

Standardized Residual 1.29 -1.75  
48 and 

over 

Count 30a 40b 70 

Expected Count 45.5 24.5 70.0 

% within Age in 3-years group 42.9% 57.1% 100.0% 

% within Think FGM should be 

continued or discontinued 

21.9% 54.1% 33.2% 

% of Total 14.2% 19.0% 33.2% 

Standardized Residual -2.29 3.12  
Total Count 137 74 211 

Expected Count 137.0 74.0 211.0 

% within Age in 3-years group 64.9% 35.1% 100.0% 

% within Think FGM should be 

continued or discontinued 

100.0% 100.0% 100.0% 

% of Total 64.9% 35.1% 100.0% 

Each subscript letter denotes a subset of Think FGM should be continued or discontinued categories 

whose column proportions do not differ significantly from each other at the .05 level. 
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Chi-Square Tests 

 Value df 

Asymptotic 

Significance (2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Point 

Probability 

Pearson Chi-

Square 

22.474a 2 .000 .000   

Likelihood Ratio 22.108 2 .000 .000   
Fisher's Exact Test 21.745   .000   
Linear-by-Linear 

Association 

17.335b 1 .000 .000 .000 .000 

N of Valid Cases 211      
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 14.03. 

b. The standardized statistic is 4.164. 
 

Symmetric Measures 
 Value Approximate Significance Exact Significance 

Nominal by Nominal Phi .326 .000 .000 

Cramer's V .326 .000 .000 

Contingency Coefficient .310 .000 .000 

N of Valid Cases 211   
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Wealth Index * Think FGM should be continued or discontinued 
Crosstabulation 

 

Think FGM should be continued or 

discontinued 

Total Discontinued Continued 

Wealth 

Index 

Poor Count 20a 32b 52 

Expected Count 33.8 18.2 52.0 

% within Wealth Index 38.5% 61.5% 100.0% 

% within Think FGM should be 

continued or discontinued 

14.6% 43.2% 24.6% 

% of Total 9.5% 15.2% 24.6% 

Standardized Residual -2.37 3.22  
Middle Count 69a 27a 96 

Expected Count 62.3 33.7 96.0 

% within Wealth Index 71.9% 28.1% 100.0% 

% within Think FGM should be 

continued or discontinued 

50.4% 36.5% 45.5% 

% of Total 32.7% 12.8% 45.5% 

Standardized Residual .84 -1.15  
Rich Count 48a 15b 63 

Expected Count 40.9 22.1 63.0 

% within Wealth Index 76.2% 23.8% 100.0% 

% within Think FGM should be 

continued or discontinued 

35.0% 20.3% 29.9% 

% of Total 22.7% 7.1% 29.9% 

Standardized Residual 1.11 -1.51  
Total Count 137 74 211 

Expected Count 137.0 74.0 211.0 

% within Wealth Index 64.9% 35.1% 100.0% 

% within Think FGM should be 

continued or discontinued 

100.0% 100.0% 100.0% 

% of Total 64.9% 35.1% 100.0% 

Each subscript letter denotes a subset of Think FGM should be continued or discontinued categories 

whose column proportions do not differ significantly from each other at the .05 level. 
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Chi-Square Tests 

 Value df 

Asymptotic 

Significance (2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Point 

Probability 

Pearson Chi-

Square 

21.540a 2 .000 .000   

Likelihood Ratio 20.884 2 .000 .000   
Fisher's Exact Test 20.602   .000   
Linear-by-Linear 

Association 

16.617b 1 .000 .000 .000 .000 

N of Valid Cases 211      
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 18.24. 

b. The standardized statistic is -4.076. 
 
 
 

Symmetric Measures 
 Value Approximate Significance Exact Significance 

Nominal by Nominal Phi .320 .000 .000 

Cramer's V .320 .000 .000 

Contingency Coefficient .304 .000 .000 

N of Valid Cases 211   
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SPSS OUTPUT FOR CHI-SQUARE ANALYSIS OF SOCIAL AND 
CULTURAL VARIABLES  
GET   
  FILE='D:\SPSS DATA\NIGUTURUMENDATA.sav 5.sav 17 August 18.sav'. 
DATASET NAME DataSet1 WINDOW=FRONT. 
EXECUTE. 
RECODE FC_promiscuous (0=0) (1=1) (3=1) INTO FC_PromiscuousRecoded. 
VARIABLE LABELS  FC_PromiscuousRecoded 'PromiscuousRecoded'. 
EXECUTE. 
RECODE FC_adultery (0=0) (1=1) (3=1) INTO FC_adultryRECODED. 
VARIABLE LABELS  FC_adultryRECODED 'AdultryRecoded'. 
EXECUTE. 
COMPUTE Sexualcontrol=FC_PromiscuousRecoded + FC_adultryRECODED. 
VARIABLE LABELS  Sexualcontrol 'Sexual control'. 
EXECUTE. 
RECODE FC_tradition (0=0) (1=1) (3=1) INTO TraditionRecoded. 
VARIABLE LABELS  TraditionRecoded 'Traditional requirement recod'. 
EXECUTE.  
RECODE FC_mariage_chance (0=0) (1=1) (3=1) INTO FC_MarriageRecoded. 
VARIABLE LABELS  FC_MarriageRecoded 'Marriage chanceRecoded'. 
EXECUTE.  
RECODE FC_cleanliness_genitals (0=0) (1=1) (3=1) INTO Hygiene. 
VARIABLE LABELS  Hygiene 'HygieneRecoded'. 
EXECUTE.  
RECODE FC_sexual_plesure (0=0) (1=1) (3=1) INTO FC_MalesexualSatisf. 
VARIABLE LABELS  FC_MalesexualSatisf 'Male sexual satisfaction 
Recoded'. 
EXECUTE.  
RECODE FC_decrease_desire (0=0) (1=1) (3=1) INTO 
DecreaseSexualRecoded. 
VARIABLE LABELS DecreaseSexualRecoded 'Decreases sexual desire 
Recoded'. 
EXECUTE.  
DATASET ACTIVATE DataSet1. 
 
SAVE OUTFILE='D:\SPSS DATA\NIGUTURUMENDATA.sav 5.sav 17 August 
18.sav' 
  /COMPRESSED.  
CROSSTABS 
  /TABLES=Sexualcontrol TraditionRecoded FC_MarriageRecoded Hygiene 
FC_MalesexualSatisf 
    DecreaseSexualRecoded BY FGM_Continue_discontinue 
  /FORMAT=AVALUE TABLES 
  /STATISTICS=CHISQ CC PHI LAMBDA 
  /CELLS=COUNT EXPECTED ROW COLUMN TOTAL SRESID BPROP 
  /COUNT ROUND CELL 
  /METHOD=EXACT TIMER(5. 
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Hygiene Recoded * Think FGM should be continued or discontinued 
Crosstab 

 

Think FGM should be continued or 

discontinued 

Total Discontinued Continued 

HygieneRecoded No Count 97a 12b 109 

Expected Count 70.8 38.2 109.0 

% within HygieneRecoded 89.0% 11.0% 100.0% 

% within Think FGM should 

be continued or discontinued 

70.8% 16.2% 51.7% 

% of Total 46.0% 5.7% 51.7% 

Standardized Residual 3.12 -4.24  
Yes Count 40a 62b 102 

Expected Count 66.2 35.8 102.0 

% within HygieneRecoded 39.2% 60.8% 100.0% 

% within Think FGM should 

be continued or discontinued 

29.2% 83.8% 48.3% 

% of Total 19.0% 29.4% 48.3% 

Standardized Residual -3.22 4.39  
Total Count 137 74 211 

Expected Count 137.0 74.0 211.0 

% within HygieneRecoded 64.9% 35.1% 100.0% 

% within Think FGM should 

be continued or discontinued 

100.0% 100.0% 100.0% 

% of Total 64.9% 35.1% 100.0% 

Each subscript letter denotes a subset of Think FGM should be continued or discontinued categories whose column 

proportions do not differ significantly from each other at the .05 level. 
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Chi-Square Tests 

 Value df 

Asymptotic 

Significance (2-

sided) 

Exact Sig. (2-

sided) 

Exact Sig. (1-

sided) Point Probability 

Pearson Chi-Square 57.330a 1 .000 .000 .000  
Continuity Correctionb 55.165 1 .000    
Likelihood Ratio 61.206 1 .000 .000 .000  
Fisher's Exact Test    .000 .000  
Linear-by-Linear Association 57.058c 1 .000 .000 .000 .000 

N of Valid Cases 211      
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 35.77. 

b. Computed only for a 2x2 table 

c. The standardized statistic is 7.554. 

 
Symmetric Measures 

 Value 

Approximate 

Significance 

Exact 

Significance 

Nominal by Nominal Phi .521 .000 .000 

Cramer's V .521 .000 .000 

Contingency Coefficient .462 .000 .000 

N of Valid Cases 211   
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FC a Religious mandate * Think FGM should be continued or discontinued Crosstabulation 

 

Think FGM should be continued or 

discontinued 

Total Discontinued Continued 

FC a Religious mandate No Count 128a 41b 169 

Expected Count 109.7 59.3 169.0 

% within FC a Religious 

mandate 

75.7% 24.3% 100.0% 

% within Think FGM should 

be continued or discontinued 

93.4% 55.4% 80.1% 

% of Total 60.7% 19.4% 80.1% 

Standardized Residual 1.74 -2.37  
Yes Count 9a 33b 42 

Expected Count 27.3 14.7 42.0 

% within FC a Religious 

mandate 

21.4% 78.6% 100.0% 

% within Think FGM should 

be continued or discontinued 

6.6% 44.6% 19.9% 

% of Total 4.3% 15.6% 19.9% 

Standardized Residual -3.50 4.76  
Total Count 137 74 211 

Expected Count 137.0 74.0 211.0 

% within FC a Religious 

mandate 

64.9% 35.1% 100.0% 

% within Think FGM should 

be continued or discontinued 

100.0% 100.0% 100.0% 

% of Total 64.9% 35.1% 100.0% 
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Each subscript letter denotes a subset of Think FGM should be continued or discontinued categories whose column proportions do 

not differ significantly from each other at the .05 level. 

 
Chi-Square Tests 

 Value df 

Asymptotic 

Significance (2-

sided) 

Exact Sig. (2-

sided) 

Exact Sig. (1-

sided) Point Probability 

Pearson Chi-Square 43.576a 1 .000 .000 .000  
Continuity Correctionb 41.223 1 .000    
Likelihood Ratio 42.490 1 .000 .000 .000  
Fisher's Exact Test    .000 .000  
Linear-by-Linear Association 43.369c 1 .000 .000 .000 .000 

N of Valid Cases 211      
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 14.73. 

b. Computed only for a 2x2 table 

c. The standardized statistic is 6.586. 

 
Symmetric Measures 

 Value 

Approximate 

Significance 

Exact 

Significance 

Nominal by Nominal Phi .454 .000 .000 

Cramer's V .454 .000 .000 

Contingency Coefficient .414 .000 .000 

N of Valid Cases 211   
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BINARY LOGISTIC REGRESSION ANALYSIS OUTPUT FOR 
SOCIODEMOGRAPHIC VARIABLES 

REGRESSION 
  /MISSING LISTWISE 
  /STATISTICS COLLIN TOL 
  /CRITERIA=PIN(.05) POUT(.10) 
  /NOORIGIN 
  /DEPENDENT FGM_Continue_discontinue 
  /METHOD=ENTER Age_2 Highest_educationalattainment_recoded 
Participantoccupation_recoded 
    NEWWEALTHGRP Access_massmedia_recoded Religion_recoded 
Currently_married2. 
 

Regression 
Variables Entered/Removeda 

Model 

Variables 

Entered 

Variables 

Removed Method 

1 Currently 

married 

recoded, 

Religion, Wealth 

Index, 

Participant's 

occupation 

recoded, Age in 

3-years group, 

Highest 

educational 

attainment 

recoded, Access 

to mass mediab 

. Enter 

a. Dependent Variable: Think FGM should be continued or 

discontinued 

b. All requested variables entered. 
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Coefficientsa 

Model 

Collinearity Statistics 

Tolerance VIF 

1 Age in 3-years group .513 1.948 

Highest educational 

attainment recoded 

.442 2.263 

Participant's occupation 

recoded 

.738 1.355 

Wealth Index .383 2.612 

Access to mass media .343 2.914 

Religion .897 1.115 

Currently married recoded .747 1.339 

a. Dependent Variable: Think FGM should be continued or 

discontinued 
 
Logistic Regression 
 

Case Processing Summary 
Unweighted Casesa N Percent 

Selected Cases Included in Analysis 211 98.1 

Missing Cases 4 1.9 

Total 215 100.0 

Unselected Cases 0 .0 

Total 215 100.0 

a. If weight is in effect, see classification table for the total number of 

cases. 
 

Dependent Variable 
Encoding 

Original Value Internal Value 

Discontinued 0 

Continued 1 
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Categorical Variables Codings 

 Frequency 

Parameter coding 

(1) (2) (3) 

Highest educational 

attainment recoded 

No education 21 .000 .000 .000 

Primary education 40 1.000 .000 .000 

Secondary education 62 .000 1.000 .000 

Higher education 88 .000 .000 1.000 

Age in 3-years group 18-27 years 40 .000 .000  
28-47 years 101 1.000 .000  
48 and over 70 .000 1.000  

Access to mass media No access to radio or TV 28 .000 .000  
Either (Radio or TV) 59 1.000 .000  
Both (Radio and TV) 124 .000 1.000  

Wealth Index Poor 52 1.000 .000  
Middle 96 .000 1.000  
Rich 63 .000 .000  

Participant's occupation 

recoded 

Student 31 1.000 .000  
Farmer/other (Traders, 

business, politician) 

124 .000 1.000  

Health / education 

professionals / civil service 

56 .000 .000  

Religion Others (Muslim, tradition, 

non-religious) 

15 .000   

Christain 196 1.000   
Currently married recoded Not in union 92 .000   

Currently married or 

currently living with a 

woman 

119 1.000 
  

Block 0: Beginning Block 
 

Classification Tablea,b 
 

Observed 

Predicted 
 Think FGM should be continued or 

discontinued 
Percent

age 

Correct  Discontinued Continued 

Step 0 Think FGM should be 

continued or discontinued 

Discontinued 137 0 100.0 

Continued 74 0 .0 

Overall Percentage   64.9 

a. Constant is included in the model. 

b. The cut value is .500 
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Block 1: Method = Enter 
Classification Tablea 

 

Observed 

Predicted 
 Think FGM should be 

continued or discontinued Percentage 

Correct  Discontinued Continued 

Step 1 Think FGM should be 

continued or discontinued 

Discontinued 123 14 89.8 

Continued 27 47 63.5 

Overall Percentage   80.6 

a. The cut value is .500 
 

Omnibus Tests of Model Coefficients 
 Chi-square df Sig. 

Step 1 Step 90.704 13 .000 

Block 90.704 13 .000 

Model 90.704 13 .000 
 

Model Summary 

Step -2 Log likelihood 

Cox & Snell R 

Square 

Nagelkerke R 

Square 

1 182.704a .349 .481 

a. Estimation terminated at iteration number 6 because 

parameter estimates changed by less than .001. 
 

Hosmer and Lemeshow Test 
Step Chi-square df Sig. 

1 3.342 8 .911 
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Variables in the Equation 

 B S.E. Wald df Sig. Exp(B) 

95% C.I.for EXP(B) 

Lower Upper 

Step 1a Age in 3-years group   4.043 2 .132    
Age in 3-years group(1) 1.152 .742 2.410 1 .121 3.165 .739 13.556 

Age in 3-years group(2) 1.657 .824 4.040 1 .044 5.243 1.042 26.379 

Highest educational attainment 

recoded 
  9.701 3 .021    

Highest educational attainment 

recoded(1) 

1.674 .790 4.483 1 .034 5.332 1.132 25.102 

Highest educational attainment 

recoded(2) 

.932 .893 1.090 1 .296 2.541 .441 14.625 

Highest educational attainment 

recoded(3) 

-.044 .937 .002 1 .963 .957 .153 6.005 

Participant's occupation 

recoded 
  7.090 2 .029    

Participant's occupation 

recoded(1) 

-.130 .933 .019 1 .890 .878 .141 5.470 

Participant's occupation 

recoded(2) 

1.187 .549 4.678 1 .031 3.278 1.118 9.614 

Currently married recoded(1) -.569 .494 1.326 1 .249 .566 .215 1.490 

Wealth Index   .001 2 .999    
Wealth Index(1) .018 .827 .000 1 .983 1.018 .201 5.145 

Wealth Index(2) -.003 .516 .000 1 .995 .997 .363 2.739 

Access to mass media   9.572 2 .008    
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Access to mass media(1) -2.679 .866 9.571 1 .002 .069 .013 .375 

Access to mass media(2) -2.725 1.051 6.727 1 .009 .066 .008 .514 

Religion(1) -3.275 1.160 7.976 1 .005 .038 .004 .367 

Constant 2.569 1.839 1.952 1 .162 13.055   
a. Variable(s) entered on step 1: Age in 3-years group, Highest educational attainment recoded, Participant's occupation recoded, Currently married 

recoded, Wealth Index, Access to mass media, Religion. 
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BINARY LOGISTIC REGRESSION ANALYSIS OUTPUT FOR SOCIAL 
AND CULTURAL DYNAMICS OF FGM 

GET 
  FILE='D:\SPSS DATA\NIGUTURUMENDATA.sav 5.sav 17 August 18.sav'. 
DATASET NAME DataSet1 WINDOW=FRONT. 
REGRESSION 
  /MISSING LISTWISE 
  /STATISTICS COLLIN TOL 
  /CRITERIA=PIN (.05) POUT (.10) 
  /NOORIGIN 
  /DEPENDENT FGM_Continue_discontinue 
  /METHOD=ENTER Sexualcontrol TraditionRecoded FC_MarriageRecoded 
Hygiene FC_MalesexualSatisf 
    DecreaseSexualRecoded Religious_mandateRecoded. 
 

 
Regression 
 

Variables Entered/Removeda 

Model 

Variables 

Entered 

Variables 

Removed Method 

1 FC a Religious 

mandate, 

Decreases 

sexual desire 

Recoded, 

Traditional 

requirement 

recod, Male 

sexual 

satisfaction 

Recoded, 

Sexual control, 

Marriage chance 

Recoded, 

Hygiene 

Recodedb 

. Enter 

a. Dependent Variable: Think FGM should be continued or 

discontinued 

b. All requested variables entered. 
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Coefficientsa 

Model 

Collinearity Statistics 

Tolerance VIF 

1 Sexual control .661 1.512 

Traditional requirement 

recode 

.806 1.240 

Marriage chance Recoded .717 1.396 

Hygiene Recoded .604 1.654 

Male sexual satisfaction 

Recoded 

.854 1.172 

Decreases sexual desire 

Recoded 

.973 1.028 

FC a Religious mandate .765 1.307 

a. Dependent Variable: Think FGM should be continued or 

discontinued 
 
Logistic Regression 

Case Processing Summary 
Unweighted Casesa N Percent 

Selected Cases Included in Analysis 211 98.1 

Missing Cases 4 1.9 

Total 215 100.0 

Unselected Cases 0 .0 

Total 215 100.0 

a. If weight is in effect, see classification table for the total number of 

cases. 
 

Dependent Variable 
Encoding 

Original Value Internal Value 

Discontinued 0 

Continued 1 
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Categorical Variables Codings 

 Frequency 

Parameter coding 

(1) (2) 

Sexual control No control 115 .000 .000 

Either (pro or adul) 25 1.000 .000 

Both (pro and adul) 71 .000 1.000 

Traditional requirement 

recod 

No 55 .000  
Yes/Do not know 156 1.000  

Marriage chanceRecoded No 174 .000  
Yes/Do not know 37 1.000  

FC a Religious mandate No 169 .000  
Yes/Do not know 42 1.000  

Male sexual satisfaction 

Recoded 

No 149 .000  
Yes/Do not know 62 1.000  

Decreases sexual desire 

Recoded 

No 29 .000  
Yes/Do not knkow 182 1.000  

HygieneRecoded No 109 .000  
Yes/Do not know 102 1.000  

 
Block 0: Beginning Block 
 

Iteration Historya,b,c 

Iteration -2 Log likelihood 

Coefficients 

Constant 

Step 0 1 273.425 -.597 

2 273.408 -.616 

3 273.408 -.616 

a. Constant is included in the model. 

b. Initial -2 Log Likelihood: 273.408 

c. Estimation terminated at iteration number 3 

because parameter estimates changed by less than 

.001. 
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Classification Tablea,b 
 

Observed 

Predicted 
 

Think FGM should be continued 

or discontinued Percentage 

Correct 
 

Discontinued Continued 

Step 0 Think FGM should be 

continued or discontinued 

Discontinued 137 0 100.0 

Continued 74 0 .0 

Overall Percentage   64.9 

a. Constant is included in the model. 

b. The cut value is .500 

 
Block 1: Method = Enter 

Classification Tablea 
 

Observed 

Predicted 
 Think FGM should be continued 

or discontinued Percentage 

Correct 
 

Discontinued Continued 

Step 1 Think FGM should be 

continued or discontinued 

Discontinued 122 15 89.1 

Continued 22 52 70.3 

Overall Percentage   82.5 

a. The cut value is .500 

 
Omnibus Tests of Model Coefficients 

 Chi-square Df Sig. 

Step 1 Step 115.639 8 .000 

Block 115.639 8 .000 

Model 115.639 8 .000 

 
Model Summary 

Step -2 Log likelihood 

Cox & Snell R 

Square 

Nagelkerke R 

Square 

1 157.768a .422 .581 

a. Estimation terminated at iteration number 6 because 

parameter estimates changed by less than .001. 

 
Hosmer and Lemeshow Test 

Step Chi-square df Sig. 

1 6.853 8 .553 
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Variables in the Equation 

 B S.E. Wald df Sig. Exp(B) 

95% C.I.for EXP(B) 

Lower Upper 

Step 1a Sexual control   3.028 2 .220    
Sexual control(1) .695 .746 .868 1 .351 2.004 .464 8.647 

Sexual control(2) .813 .481 2.855 1 .091 2.255 .878 5.792 

Traditional requirement 

recod(1) 

.708 .607 1.361 1 .243 2.029 .618 6.663 

Marriage chanceRecoded(1) 1.557 .606 6.593 1 .010 4.744 1.446 15.571 

HygieneRecoded(1) 1.371 .486 7.964 1 .005 3.941 1.520 10.216 

Male sexual satisfaction 

Recoded(1) 

1.550 .453 11.689 1 .001 4.712 1.938 11.460 

Decreases sexual desire 

Recoded(1) 

-.307 .580 .280 1 .597 .736 .236 2.291 

FC a Religious mandate(1) 1.427 .527 7.338 1 .007 4.166 1.484 11.700 

Constant -3.218 .751 18.353 1 .000 .040   
a. Variable(s) entered on step 1: Sexual control, Traditional requirement recod, Marriage chanceRecoded, HygieneRecoded, Male sexual satisfaction 

Recoded, Decreases sexual desire Recoded, FC a Religious mandate. 
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Sample Post hoc power analysis conducted for the variable ‘Hygiene’ 
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Appendix I-1: A Sample of completed summary 
research report and feedback form 

 

Faculty of Education, Health and Welbeing 
University of Wolverhampton  

Wulfruna Street 
Wolverhampton 

WV1 1LY 
 

 

 

DOCTORAL RESEARCH INTO THE CONTINUATION OF FEMALE 
GENITAL MUTILATION 

 

 

 

REPORT ON THE INVESTIGATION INTO MEN’S VIEWS OF THE 
CONTINUATION OF FEMALE GENITAL MUTILATION AND 

PERPETUATING FACTORS 

 

 

 

 

 

Researcher: Ngozika Jane Hemuka 

 

Supervisory Team: Dr Angela Morgan (DOS), Dr Bellingham-Young and Dr Karlie Stonard 

 

December 2018 
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Introduction 

Thank you for taking part in the present study concerning men’s views of the 
continuation of female circumcision. Given the health problems related to 
female circumcision such as pain, bleeding, infection, and the high 
occurrence of the tradition among the Igbo tribe of Nigeria, there is a need to 
understand men’s views, knowledge and attitudes towards the tradition. In 
the study, I wanted to achieve the following: 

1. To know whether Igbo men support the continuation of female 
circumcision. 

2. To see whether age, education, occupation, marital position, wealth and 
religion influence men’s views regarding the continuation of female 
circumcision.  

3. To learn, from the experiences of men in the Igbo tribe of Nigeria, the 
reasons for continuing female circumcision. 

Therefore, in the present study, I asked questions about men’s views of the 
tradition and tested whether age, education, occupation, marital status, 
wealth and religion affects views regarding the continuation of female 
circumcision. I also asked questions about the various reasons for practising 
female circumcision. What I was told is very important and has given me and 
the Western world a new insight into the practice.  

What I did 

I carried out a survey and face-to-face interviews among men aged 18 years 
and older who are natives of this community. The survey involved giving out 
questionnaires to 250 men in this community. Out of the 250 questionnaires 
given, 215 were completed and given back to me. Next, face-to-face 
interviews were carried out with 10 men who had taken part in the survey. 
The findings from the survey and interviews are presented below. 

What I found out 

Survey findings: 

 That most men in this community want the practice of female 
circumcision to be stopped. 

 Age, education and occupation are important factors affecting men’s 
views regarding the continuation of female circumcision.  

 That older men who are farmers and have only primary education are 
more likely to support female circumcision than those who are 
younger, working, and have higher education. 

 That mass media and religion are factors related to favouring the 
discontinuation of the tradition. 

 That more Igbo men preferred to marry women who have not 
undergone female circumcision than those who have. 
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 Believing that FGM is a religious and marriage requirement, enhance 
personal hygiene, and increase male sexual satisfaction is related to 
favouring FGM continuation. 

Interview findings: 

 It was found that the social and cultural reasons for the 
continuation of female circumcision as perceived by Igbo men 
were traditional and religious identity, women and girls’ sexuality in 
terms of reducing the sexual desire to ensure masculine security, 
improve personal hygiene and the appearance of the female 
genitals, enhance conception, freedom of choice. 

 It was also found that the tradition continues within the social 
conditions of under-development and poor education. 

 The factors stopping the continuation of female circumcision 
include mass media messages, campaigns; and health problems 
related to the tradition. 

Conclusion 

The study concludes that men’s positive views of FGM are decreasing, and 
that mass media (access to either television or radio and access to both 
television and radio) and religion (having a Christian faith) were predictors of 
favouring negative views regarding the continuation of female circumcision. 
This information could help government and non-governmental organisations 
to plan programs to stop the tradition and target families at risk of the 
practice. 
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Feedback Form 

RESPONDENT’S FEEDBACK FORM 

Please provide comments on how accurate the research findings are with regards to your 
experience and views of female circumcision13. Respond to the questions below by 
checking [] one of the multiple-choice options and also by providing your comments. 

1. Age, education and occupation are important factors affecting men’s views regarding the 
continuation of female circumcision. To what extent do you agree with this? 
 
Strongly disagree           Disagree           Neither agree nor disagree            Agree         
Strongly agree 
 
Why do you think so? 

 
2. Older men who are farmers and have only primary education are more likely to support 
female circumcision than those who are younger, working, and have higher education. To 
what extent do you agree with this?  
 
Strongly disagree           Disagree           Neither agree nor disagree            Agree         
Strongly agree 
 
Why do you think so? 

 
 

 

 

3. More men in this community want the practice of female circumcision to be stopped 
than continued. To what extent do you agree with this?  
 
Strongly disagree             Disagree           Neither agree nor disagree          Agree         
Strongly agree 
 
Why do you think so? 

 
 

 

 
13 Female circumcision is the term used to describe the practice in the study setting 
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4. That mass media and religion are factors related to favouring the discontinuation of the 
tradition. To what extent do you agree with this?  
 
Strongly disagree            Disagree            Neither agree nor disagree           Agree         
Strongly agree 
 
Why do you think so? 

 

 

 
5. More Igbo men preferred to marry women who have not been circumcised than those 
who have. To what extent do you agree with this? 
 
Strongly disagree            Disagree            Neither agree nor disagree           Agree         
Strongly agree 
 
Why do you think so? 

 

 
6.Traditional and religious identity, women and girls’ sexuality in terms of reducing the 
sexual desire in women to ensure masculine security, improve personal hygiene and 
appearance of the female genitals, conception, freedom of choice were the reasons for 
continuing the practise of female circumcision in this community. To what extent do you 
agree with this? 
 
Strongly disagree            Disagree            Neither agree nor disagree           Agree         
Strongly agree 
 
Why do you think so? 

 

 
7. The tradition continues due to poverty and no education. To what extent do you agree 
with this? 
 
Strongly disagree            Disagree            Neither agree nor disagree           Agree         
Strongly agree 
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Why do you think so? 
 

 
8. The factors stopping the continuation of female circumcision include mass media 
messages, having a Christian faith, campaigns, and health problems related to the tradition. 
To what extent do you agree with this? 
 
Strongly disagree            Disagree            Neither agree nor disagree           Agree          
Strongly agree 
 
Please provide any additional comments on this: 

The campaign helps to reduce the high rate of women’s death after delivery  

 
9. Believing that FGM is a religious and marriage requirement, enhance personal hygiene, 
and increase male sexual satisfaction is related to favouring FGM continuation. 
Strongly disagree            Disagree            Neither agree nor disagree           Agree          
Strongly agree 
 
Please provide your response: 

 

 

Please return the completed feedback form by email to [e-mail address redacted]. 
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Appendix I-2: Email response form interviewee 
regarding research report and feedback 

 



 
Appendices 

459 
 

Appendix I-3: Sample Interview transcript and coding 
stripes 
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Appendix J-1a: Coding manual from NVivo software 
Codebook-The continuation of female genital mutilation (FGM) 

Name (Nodes) Description/definition Sources References 

Researcher's view Reflection 1 1 

      Theme 1 -Mixed views of FGM       This is one of the main themes in the 
data and it defines what is important to 
the respondents and explains what is 
going on in the data. This global or main 
theme is not the only theme in the data 
but summarises the main issue in the 
data in one global category. The major 
theme ‘Mixed Views’ illustrates the 
disparate and sometimes opposing 
views between and within interviewees 
and how this affects their responses 
and attitudes towards the practice of 
FGM. 

12 84 

Attitude towards FGM Interviewees’ thoughts of FGM and 
their preference for circumcised or 
uncircumcised women as wives. 

9 10 

 Views regarding FGM 
continuation 

Views regarding continuation and 
discontinuation of FGM. Respondents’ 
thought about the ongoing practice of 
FGM in the community.  

10 42 

Changing views Internal confusion within interviewees 
about FGM continuation 

5 6 

Continued Views of interviewees who thought the 
practice should continue 

5 10 

Discontinued Views of interviewees who thought the 
practice should be discontinued 

5 19 

Knowledge and description 
of FGM 

Interviewees’ description of FGM. What 
they know about the practice, and how 
they perceive the practice is being 
carried out in the community. 

12 32 

Theme 2-Factors affecting FGM This is a major category which provides 
explanations or reasons for wanting 
FGM to continue or discontinue. These 
reasons can be based on background 
information which affects interviewee’s 
views of the practice. It can also be 
socio-cultural influences supporting the 

12 271 
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Name (Nodes) Description/definition Sources References 

traditions and intervening or mitigating 
factors depending on the 
circumstances. These factors are 
identified in the sub-category or theme 
and linked together in the major theme 
2. They can also be positive or negative 
attitudes towards FGM. 

Contextual drivers of FGM Contextual factors are group of 
background conditions that influence 
the continuation of FGM in the 
community as mentioned by 
interviewees. These can be economical, 
developmental or social factors 
sustaining the cultural practice in the 
study setting. Contextual drivers also 
reflect specific sets and patterns of 
conditions that puts the practice into 
context. 

6 17 

Poor education This describes the impact of education 
on changing views and attitudes 
towards the practice. 

2 2 

Under-development This sub-theme describes the impact of 
poor community development on 
interviewee’s awareness of FGM. It also 
describes the effects of lack of exposure 
to alternative views or lack of 
information and modern facilities that 
may be needed to change interviewee’s 
views and attitudes towards FGM. 

5 7 

Intervening factors Intervening conditions mitigate or alter 
the impact of social-cultural and 
contextual drivers of FGM and may 
arise out of events or happenings that 
change the normal practice of FGM. 
These can be health effects of FGM or 
new knowledge that discourages its 
continuation. They impact negatively 
towards the continuation of FGM and 
change interviewees’ views towards 
abandoning the tradition. 

9 36 

Campaigns Interviewees reported that educating 
and campaigning against FGM is better 
than making legislative laws 

2 3 
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Name (Nodes) Description/definition Sources References 

Health implication 
dilemma 

Health consequences of FGM that 
affects interviewees views of the 
tradition  

7 17 

Mass media The impact of Mass media messages on 
interviewees views and attitudes 
towards FGM 

6 7 

Socio-cultural drivers of 
FGM 

These are social and cultural factors, 
beliefs, events or situations that cause 
the continuation of FGM or the 
problem under investigation from 
respondents’ point of view. They can be 
social problems, cultural norms or 
social expectations. They impact 
positively on respondents’ views and 
attitudes towards the practice. 

12 218 

Ancient Tradition A belief, principle, or way of life that 
people in a particular society or group 
have continued to follow for a long 
time. Tradition is the most widely held 
explanation given for continuing FGM 
and participants believed that it 
facilitates the initiation or recognition 
of newly born babies (both male and 
female) as members of the community. 
All participants believed FGM as an 
ancient tradition that is passed down to 
the present generation and those who 
continue to practise it feel that it is an 
obligation to uphold the tradition. 

11 46 

Ethnic identifier Community acceptance or belonging 
due to female circumcision. This refers 
to being accepted or identified as a 
member of the community due to FGM. 

4 4 

Freedom of choice Comments that indicate that Individuals 
are free to practise FGM. No law 
enforcement with regards to FGM. 

8 28 

Legislation Refers to law against FGM or 
interviewees thoughts regarding FGM 
and the law in Nigeria.  

6 12 

Knowledge of health 
consequences 

Interviewee’s knowledge of the adverse 
health consequences associated with 
the practice of FGM. No knowledge of 

6 13 
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Name (Nodes) Description/definition Sources References 

the maternal health implications 
related to FGM practice. 

Personal Hygiene This refers to how you take care of your 
body and maintain cleanliness and good 
health. FGM has been believed to 
enhance the cleanliness of the female 
genital organ by preventing the growth 
of bacterial and by ensuring easy 
cleaning of the genital areas during 
personal hygiene (i.e. bathing). 

10 36 

Male sexual 
enjoyment 

The chemistry that makes a man lust for 
a woman. Those who think the practice 
of FGM should continue believe it 
improves men's sexual attraction for 
women through the facilitation of 
cleanliness and the beautification of the 
female genital area. Some of the 
interviewees thought that by cutting of 
the clitoris, the female genital part is 
pleasing to the eyes when looked at 
and that this increases the sexual 
attraction on the part of the man. 

3 14 

Aesthetic 
appearance 
of the 
vagina 

The perceived aesthetic effect of FGM 
on the vagina appearance. 

2 2 

Religion The belief in and worship of a 
superhuman being, For example the 
worship of a personal God or gods. The 
activities that are connected with 
religion may include: praying or 
worshipping in a building such as a 
church, mosque or temple. 
Interviewees thought on FGM as a 
religious requirement. 

10 20 

Reproductive health 
benefits 

Ability to conceive a child. To be 
pregnant with a child. Some of the 
interview respondents who supported 
the continuation of FGM made 
comments that indicated that FGM 
facilitate conception among members 
of the community. Some participants 
referred to members of their families 
while others talked about friends from 

6 10 
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Name (Nodes) Description/definition Sources References 

the community. 

Sexual desire This refers to controlling one’s sexual 
behaviour. For instance, controlling 
when women or girls can engage in 
sexual intimacy/activity. Some 
participants thought that FGM is a 
means of controlling women and girl’s 
sexual behaviour by reducing their 
sexual urge. Others thought that the 
clitoris produces too much sexual urge 
that cannot be controlled and by 
cutting it, this help women manage 
their sexual urge. 

10 63 

Masculine 
insecurity 

The fear of not achieving sexually 
expected masculine role.  

3 3 

Sexual response 
problem 

Issues or sexual problems with 
circumcised women 

2 2 

Theme 3-Recommendation This includes suggestions made by 
interviewees on how to address the 
factors that sustains the practice. Their 
thoughts and views on how to end the 
practice and improve women and girls’ 
health in the community. Thoughts on 
the role men can play towards the 
elimination of the practice and how this 
can be done in the study setting. 

8 26 

Awareness campaign Interviewees talked about creating 
more awareness campaign against the 
practice in the community. This can be 
done by conducting health seminar and 
workshops for men and women in the 
community. Interviewees also 
suggested building health centres in the 
community where women can access 
care and health education. 

5 12 

Health education Thoughts on providing health education 1 1 

Male's role Men providing suggestions on how the 
practice can be stopped and their roles 
as male health educators. This involves 
recommendations towards improving 
women and girls’ health. 

5 11 
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Appendix J-1b: Diagrammatic representation of the 
process of generating themes 
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Appendix J-2: Thematic Summary of the qualitative data coding process 
Major theme - Mixed views 

Meaning Units (selected extracts) Sub-themes Organising themes (initial code) 
“I do not support women circumcision… I want 
it to stop because it has no benefit” 
 
“Well, it should not be enforced, if people like 
to circumcise let them do so, if they do not 
want to circumcise let them do so.… Well, I 
feel that people should be given free hand to 
decide for themselves” 
 
 
“Nothing… It is just to cut it [the clitoris] off, 
you cut part of it, you know, is just to cut it off” 
 
 
“It is not important to go asking if a woman is 
circumcised or not... we don’t ask that” 
 
“Well, this question may be going to my 
younger days. Amm... I feel an uncircumcised 
woman would be better [for marriage] because 
she behaves better in bed you see and emm… 
she enjoys better, and both partners enjoy 
themselves when one is enjoying it too” 
 

Disparate/opposing 
views. 
 
 
 
 
 
 
Knowledge and 
description of FGM. 
 
 
Attitudinal difference 
towards FGM 
continuation. 
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Major theme - Factors affecting FGM 
Meaning Units (selected) Sub-themes Organising themes (initial code) 
 
 
 
 
 
 
 
 
 
 
 
 
“Okay, Iza [A small village in the study setting] 
for example, you know that place is still 
developing, do you understand? Iza for 
example, if you go there, you will see grown 
up adults still leaving up their breast [topless], 
you will see them going naked, are you getting 
it? So, they are still developing maybe with 
time they will come to understand” 
 
 
 
“More illiterates are in this community and they 
only adheres to tradition nothing else” 

Socio-cultural drivers 
of FGM. 
 
 
 
 
 
 
 
 
 
 
Contextual drivers of 
FGM. 
 
 
  

Ethnic identifier,  
sexual desire, unfaithfulness, and masculine 
insecurity,  
cleanliness/Hygiene and sexual enjoyment,  
reproductive health benefit, perceived freedom of 
choice, Religious identity. 
 
 
 
 
 
 
Under-development 
 
 
 
 
 
 
 
 
 
Poor education. 
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Meaning Units (selected) Sub-themes Organising themes (initial code) 
“I said that circumcising women is not good... I 
heard it over the radio” 
 
“Yes, if …if a campaign is been made here, do 
you understand? Campaigning against female 
circumcision….” 
 
“That child who was circumcised is usually in 
pain, is in agony, the child suffers and that can 
make the child to die of blood loss and 
because it is blood that is flowing as they cut” 
 

 
 
 
Intervening factors 

Mass media messages 
 
 
Awareness campaign  
 
 
 
 
Health implication dilemma 
 

Major theme - Recommendations for the improvement of women and girls’ health 
Meaning Units (selected) Sub-themes Organising themes 
“I still believe with awareness they [women] 
will understand… more awareness campaign 
they will understand that it [FGM] is not good” 
 
“…. when they educate us on that maybe 
bringing some …maybe some health centres 
where women go for seminar” 
 

 Awareness campaign 
 
 
Education 
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Appendix K-1: Search strategy and flow chart of study selection process. 
 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

Note: This study’s review focuses on factors influencing FGM and is related to the outcome of men’s views of its 
continuation.  
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16,173 records after duplicates removed: Duplicate (n= 2,230). 16,100 records excluded due 
to non-relevance (titles not related to the research questions).  

Stage 1: Development of research questions: What factors influence men’s views of FGM continuation? 
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73 Full text assessed for eligibility (of which 47 full text which did not meet the inclusion criteria were excluded). 
26 full text from database search and 2 additional records identified through reference list and web search 
were read and included in the review.  

Reference list 
and web 

search results: 
29 

28 studies included 

Records identified through database searching  
(n = 18,403) 
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Appendix K-2: Data extraction sheet of some reviewed 
studies on factors affecting men’s views of FGM continuation 
in Microsoft Excel format 
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Name of study Author Date Study aims or 
objectives  

Study Design Data collection 
Medthod

Sample/size Sampling 
strategy

Age of 
respondents

Setting/Country Analysis of data  Findings Reasons for supporting 
FGM

Conclusion

Attitude toward female 
genital mutilation among 
Somali and Harari people, 
Eastern Ethiopia

Abathun, 
Gele and 
Sunby

2016 Focus group discussion 
(FGD)

Qualitative 32 men, 32 
females. Total 
64

Purposive 
sampling 
technique

less than 30 and 
above 30

Somali and Harari 
regions. Eastern 
Ethiopia.  East 
Africa

inductive 
approach, 
thematic analysis

Male participants from Somali 
region and the majority of the 
participants from Harari region 
had positive attitude toward 
the abandonment of FGM. 
young men in both the regions 
had the intention to marry 
uncircumcised girl

In Somali region it is a 
Requirement for marriage, a  
religious requirement in 
Somali region. In Harari 
region, FGM calm GIRLS and 
sexually inactive so that she 
can be faithful to her 
husband.

The findings show that there is 
an attitudinal difference 
between the people in the
two regions, which calls for 
behavioral change 
communication using women-
centered approach

Should I Circumcise My 
Daughter?’ Exploring
Diversity and Ambivalence in 
Egyptian Parents’
Social Representations of FC

Abdelsha
hid and 
Campbell

2015 in-depth interviews Qualitative 11 mothers
and five fathers. 
Total 16

nil Egypt, Middle East 
Africa

Thematic network 
analysis. Nvivo 
used for coding

Fathers further acknowledge 
its negative impact on
marital sexual relationships.

Daughter’s chastity, 
safeguarding her
femininity and preserving 
community identity

Belief systems enforcing 
female genital mutilation in 
Europe

Alhassan 
et al

2016 To explores the
belief systems and 
enforcement 
mechanisms that 
perpetuate FGM in the 
EU.

Community-based 
participatory action 
approach. In-depth 
narrative interviews and 
focus group discussions

Qualitative Males AND 
Females. Italy 
96 participants, 
Portugal 83 
participants, and 
Spain 96 
participants. 
Total 275. 

Purposive 
sampling 
technique

aged 18 years 
and above

Migrants in the 
EU( Italy, Portugal 
and Spain 
).fromEritrea/Ethio
pia, Guinea Bissau 
and 
Senegal/Gambia

Grounded Theory 
analytical 
approach using 
Nvivo10 software

The practice of FGM in the 
migrant communities was 
supported by belief systems 
around
religion, sexuality, marriage 
and socialisation (cultural 
identity

paper has argued that the 
perpetuation of FGM among 
African migrants in the EU is
supported by beliefs systems 
constructed around religion, 
sexuality, chastity, 
socialisation and
cultural identity.

Female genital 
mutilation/cutting and issues 
of
sexuality in Egypt

Fahmy, 
El-
Mouelhy 
and 
Ragab

2010 To explore Egyptian 
women's and men's 
perceptions
of the relationship 
between female genital
mutilation/cutting and 
women's sexuality as a
broad construct

Focus groups and in-
depth interviews. Case 
studies and life-histories

Qualitative 102 women and 
99 men. Total 
201.

Cairo, Egypt 
(Middle East Africa)

The focus group discussions 
revealed a
widespread fear among men 
that if their wives
had not undergone 
circumcision, the strength
of their sexual desire within 
marriage could also
be a risk of extre-marital 
affiares

The main reason given
for supporting the practice 
was to reduce and regulate 
girls' and women's sexual 
desires and sexual. FGM do 
not facilitate marriageability

Perceptions of obstetrical 
interventions and
female genital cutting: 
insights of men in a Somali

 

Johnson-
Agbakwu 
et al

2014 examines the
perspectives of Somali 
men toward FGC and 
women’s childbirth 

focus groups and 
individual 
Interviews.Community-
based participatory 

 

Qualitative 32 men for FG 
and 8 men for 
Interviews. 
Total 40

Purposive 
sampling

male refugees 
over the age of 
18

Somalia-         
refugee 
community in the 
USA

Grounded Theory 
analytical 
approach using 
Nvivo 8 software

 All but one participant voiced 
their disagreement with FGC

Strong matriarchal support of
FGC,

Men facing the 
Ablation/Female Genital 
Mutilation (A/FGM):
cultural factors that support 
this tradition

Ruiz et al 2014 identify the male 
perspective on A/FGM in 
order to increase the 
cultural
understanding of the 
factors that support this 
practice

Ethnographic Qualitative 9 men from 
Senegal and 
Mali. 

Immigrant in Spain 
(EU)

organization and 
codification of the 
data (Coffey & 
Atkinson, 2003).

proof of cultural identity, it is 
also understood as physical, 
sexual and
reproductive health condition; 
as well as of cleanliness

A/FGM is conceived as a 
system of traditional cares 
subtended by several sexual,  
hygienic
and religious factors

It is concluded that dealing 
with the A/FGM from the 
male perspective is essential 
for its eradication,
because it is a conceived 
practice in androcentric and 
patriarchal societies

Male perspectives on FGM 
among
communities of African 
heritage in Italy

Catania 
et al

2016 examines the role of 
African immigrant men 
in FGM/C and their 
potential to become
more involved in 
preventing the practice 
in future generations in 
Italy

Qualitative action 
research. FG discussion.

Qualitaive six FG
with immigrants 
living in the 
Florence area. 
50 men from six 
African countries

convenience 
sampling: a 
contact person 
was identified 
for each country 
involved in the
study.

36.62 ± 11.67 
on average

Benin,
Eritrea, Ethiopia, 
Nigeria, Egypt and 
Somalia (West 
africa, Middle East 
and East Africa) 
living in the 
Florence Italy.(EU)

Content analysis 
was an inductive 
“bottom-up” 
approach

traditional practice linked to 
specific cultural and symbolic 
meanings of their own 
community of origin. More 
than half of the participants 
declared to reject the practice. 
Awareness of the women’s 
health dangers is the main 
reason for rejecting the 
practice

The control of women’s 
sexuality and Islam were the 
reasons given by most of the 
participants to
explain the existence of the 
practic. Adhesion to a family 
and social tradition is a third 
reason for which the practice 
was supported

A negative attitude toward 
FGM/C was more
frequent also among older 
and educated men

Key points for abolishing 
Female Genital Mutilation 
from the perspective of the 
men involved

Ruiz,  
Martínez, 
and  
Bravo

2016 to detect the key points 
for the abolition of FGM 
as well as the necessary
resources for its 
eradication.

Ethno methodological 
focus. Semi-structured 
interviews

qualitative total of 21 men 
from Mali, 
Senegal, 
Republic of 
Chad, Djibouti,
Niger and Ghana

a previouse 
snowball 
samplingwas 
used than a 
triple purposive
sampling 
method applied

Mali, Senegal, 
Republic of Chad, 
Djibouti,
Niger and Ghana 
(West Africa)

sensitisation and awareness 
building, team action, abolition-
promoting media,
focusing action on rural areas 
and applying educational 
means before punitive ones

2021
Persistent female genital 
mutilation despite its 
illegality: Narratives from 
women and men in northern 
Ghana

Sakeah 
et al., 

2019 To develop a conceptual 
framework for 
understanding both the 
roots and the drivers of 
FGM.

FGD and in-depth 
interviews. Grounded 
theory Methodology. 

qualitative Total of 30 men 
and women  
from Bawku 
Municipality and 
the Pusiga 
District in Ghana

purposive 
sample method

15-24, 30-50, 40-
70

Ghana (West Africa Historical traditions and 
religious rites preserve FGM 
and ensure its continuity, and 
older women and peers are a 
source of support for the 
practice through the pressure 
they exert. The easy 
movement of women across 
borders (to where FGM is still 
practice) helps to perpetuate 
the practice, as does the belief 
that FGM will preserve virginity 
and reduce promiscuity. In 
addition, male dominance and 
lack of female autonomy 
ensures continuation of the 
practice.

 traditions and religious rites 
preserve FGM and ensure its 
continuity

Female Genital Mutilation 
continues to persist despite its 
illegality because of social 
pressure on women/girls to 
conform to social norms, peer 
acceptance, fear of criticism 
and religious reasons. 

The effects of migration on 
the practice and perception 
Female Genital 
Cutting (FGC) among the 
Horn of Africa’s immigrants 
in Melbourne 
Australia

Hassanen
, 
Okubatsi
on and 
Rahma 

2019 To understand 
perceptions of FGM 
among Horn of Africa’s i 
immigrants living in 
Melbourne Australia

in-depth semi-structured 
interviews with 50 men 
and women (25 women 
and 25 men) informants 
and five focus 
groups

qualitative 50 men and 
women

Snowball 
sampling 

above the age 18 African mmigrant 
in Australia (EU)

MAXQUDA text 
analysis to 
conduct thematic 
analysis 

gender and 
immigration were the two 
factors that influenced 
immigrant’s perception about 
FGC. Out of the 25 men, 19 of 
them believed that FGC is a 
cultural practice that is 
performed by older women as 
part of their culture and 
identity. The rest of the men 
felt that FGC is a 
woman’s issue and the focus 
should be whether women 
wanted this practice or not

Gender and immigration. 7 
OUT OF 21 men however, 
shared their 
opposition to the practice

Developing sustainable 
women’s empowerment 
programs, 
engaging men in the 
conversations, and 
introducing the negative 
impact of FGM in school 
curriculums could accelerate 
changes on society’s 
perspective to FGC

Dismantling the man-made 
myths upholding female 
genital mutilation

Ruiz,  
Martínez, 
and  
Belchi

2017 To refute the false 
premises used by some 
men to justify FGM and 
to present its 
demythologization as a 
health education tool

Ethnomethodo�logical 
focu

Qualitative 25 men who 
fulfilled the 
inclusion criteria

Purposive 
sampling 
technique

Mali, Senegal, 
Chad, Djibouti, 
Niger, Ghana, and
Morocco

FGM increases male and 
female pleasure. Men prefer 
to marry “cut” women. FGM 
protects the virginity and virtue 
of women.
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Appendix L: A copy of the original research proposal for 
ethical approval 
4. Ethical Approval Form 

Please complete and submit the three components, which together make up 
the ethical approval form document – (i) The Researcher Checklists; (ii) 
Investigator, Supervisor & Research project details; and (iii) your Protocol.  
 
4.1 Researcher Check Lists (Part A) 14 
Once you have answered all the questions below and the relevant documents have been 
included please send this to your supervisor for submission. 
Procedural Aspects Prompts 

This is the first researcher checklist and aims to help ensure you have addressed all the 

salient procedural aspects of the ethical approval process. It should be submitted completed 

as part of your ethics application form. If you answer No to any of the items below, your 

submission is likely to be returned to you without being reviewed. 
1. Have you completed and included all three parts of the 

submission document? 

i. Researcher Checklists 

ii. Researcher, Supervisor & Research Project details 

iii. Your Research Protocol with Appendices 

Yes  No  N/A  

2. Does your project protocol include an electronic signature 

from your supervisor? (For supervised projects only) 

Yes  No  N/A  

3. Is your protocol 1,500 words (+ or – 10%)? Yes  No  N/A  

4. Have you included ALL necessary Appendices documents? Yes  No  N/A  

i. Original letter of access and/or approval letter or some other 

form of approval in principle from organisation 

Yes  No  N/A  

ii. Letter/Email Inviting participants to take part  
Note: University rather than personal contact details should be used in 

documentation 

Yes  No  N/A  

iii. Consent form Yes  No  N/A  

Iv Consent form involving access to medical records Yes  No  N/A  

v. Participant information sheet Yes  No  N/A  

vi. Debrief sheet Yes  No  N/A  

vii. Data Collection Materials & Procedures (e.g. 

questionnaires, interview schedules, training/intervention 

details etc.) 

Yes  No  N/A  

 
14 To complete the checklist boxes either double click and select checked or right click select 
properties and then select checked.  If you select the wrong box and cancel, rather than 
selecting checked or unchecked, the box will disappear; undo to make the box reappear.  
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Ethical Approval Form 
 
Ethical Consideration Prompts 

This is the second researcher checklist and aims to help ensure you have addressed all the 
salient ethical issues.  It also aims to help you to decide if your study is a category A or 
category B project.  It should be submitted completed as part of your ethics application form 
1. Will you describe the main research procedures to 
participants in advance, so that they are informed about what to 
expect? 

Yes  No  N/A  

2. Will you tell participants that their participation is voluntary? Yes  No  N/A  
3. Will you obtain written consent for participation?  Yes  No  N/A  
4. Will you avoid coercion? Yes  No  N/A  
5. If the study involves observational data collection, will you 
ask participants for their consent to being observed? 

Yes  No  N/A  

6. Will you tell participants that they may withdraw from the 
research at any time without giving a reason and with no 
repercussions? 

Yes  No  N/A  

7. With questionnaires, will you give participants the option of 
omitting questions they do not want to answer? 

Yes  No  N/A  

8. Will you tell participants who will have access to their data? Yes  No  N/A  
9. Will you tell participants that their data will be treated with full 
confidentiality (detailing data protection and storage 
procedures) and that, if published, data will be anonymised?   
If you cannot guarantee full confidentiality (e.g. due to potential 
safeguarding issues). Select No but explain this fully in the 
protocol. 

Yes  No  N/A  

10. Will you debrief participants at the end of their participation 
(i.e. give them a brief explanation of the study).   

Yes  No  N/A  

11. Will you provide participants with the option of receiving a 
lay summary of the main findings? 

Yes  No  N/A  

12. Will your study involve deliberately misleading participants 
in any way? (Category B) 

Yes  No  N/A  

13. Is there any realistic risk of any participants experiencing 
either physical or psychological distress or discomfort?  
If Yes, give details in the ethical issues section of in Part B 
and/or in your Protocol (Part C) and state how this will be 
handled (e.g. who the participant can contact for help). 
(Category B) 

Yes  No  N/A  

14. Does your study involve work with animals? (Category B) Yes  No  N/A  
15. Do participants fall 
into any of the 
following special 
groups? 
(Category B) 
 
Note that you may also 
need to obtain 
satisfactory CRB 
clearance (or 
equivalent for 
overseas students).  

Schoolchildren (under 18 years of age) Yes  No  N/A  
People with learning or 
communication difficulties 

Yes  No  N/A  

Patients/Clients (including people with 
diagnosed psychological or health 
conditions) 

Yes  No  N/A  

People in custody or offenders Yes  No  N/A  
Other vulnerable groups (e.g. crime 
victims, homeless people, substance 
misusers etc.) 

Yes  No  N/A  

16. Does your study involve collecting sensitive secondary data 
(e.g. records regarding cause of death, abuse, neglect etc.) 
(Category B) 

Yes  No  N/A  

17. Is this study going to an external ethical review committee 
(e.g. IRAS, REC, NOMS etc.), if so please give details below. 

Yes  No  N/A  
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External Approval will be sought from: Isuikwato Local Government Community Chairperson 
 

 
 You must bring to the attention of the Ethics Committee any additional 

issues with ethical implications not covered by the above checklist.
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Ethical Approval Form 
4.2 Investigator, Supervisor & Research Project details (Part B) 

 
Investigator’s Details (Must be completed)  
 
Title:  Mrs  
Forename:  Ngozika, Jane 
Surname:  Hemuka 
Position:  Student researcher 
Qualifications/Expertise of the investigator relevant to the submission: Master 
of Public Health 
Email address: [redacted] 
Address: [redacted] 
Postcode: [redacted] 
Telephone number: [redacted] 
Alternative contact number: [redacted] 
Supervisor’s Name & Contact details: Dr Denise Bellingham-Young (Director of 
Studies) and Dr Angela Morgan (SS) 
 
Are you as the Investigator or is your Supervisor a member of the ethics committee?: 
NO 
 
 

 
Title of the Research: The continuation of Female Genital Mutilation in Nigeria: men’s 
perception and perpetuating factors  

Please indicate the type of submission (See Section 3 for Guidance): 
 Category 0 Undergraduate project self-certification 
 Category 0 Other  
 Category A 
 Category B 

 
Please indicate whether the study is: 

 Staff Research (Externally funded) - Dept./Institute: 
 Staff Research (University funded) - Dept./Institute: 
 Postgraduate student Project 

     Programme of study: 
 Undergraduate student project - Programme of study: 

     Programme of study: 
 
How many words is your protocol15: 1,851  
If your proposal is significantly longer than 1500 words please provide a justification 
here:  
In the proposed study, a mixed method design approach will be used. Therefore, it is 
important that each method is appropriately explained in the research protocol. 
 
Key Words: Female Genital Mutilation, Men, Female circumcision, Nigeria 
 
 

 
 

15 Your protocol should ideally be 1500 words (+ or – 10%), we acknowledge that in some instances 
(e.g. for large scale, multi-component studies) this may not provide sufficient space to adequately 
describe your study. In these cases we will accept longer protocols up to a limit of 3000 words. 
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Please LIST below the major ethical issues you have discussed in the 
attached research protocol. Maintaining participants confidentiality,  
 
4.3 Research Protocol (Part C)  
Please add your Protocol with Appendices here at the end and ask your supervisor to submit this as a 
single Ethical Approval Form document or pdf (fehwethics@wlv.ac.uk) ensuring you follow the title 
guidance (i.e. Surname & initial of researcher_Brief title_Ethical approval form). 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:fehwethics@wlv.ac.uk
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ETHICS APPLICATION FORM:  
PSYCHOLOGY, HEALTH, SOCIAL WORK & SOCIAL CARE 

 
1. Please enter your surname and first name below. (SURNAME, FIRST NAME)  

  Hemuka Ngozika Jane 
 
2. Please enter your University e mail address (e.g. M.Name@wlv.ac.uk)  

  [e-mail address redacted] 
 
3. Please enter the name of your Project Supervisor, Director of Studies, or Principal Investigator. 

 DR DENISE BELLINGHAM-YOUNG, DR ANGELA MORGAN 
 
4. Please enter date by which a decision is required below. (Note that decisions can take up to 4 
working weeks from date of submission)  

  26/06/2017 
 
5. Which subject area is your research / project located? 
1.  Science (including Pharmacy)  
2.  Engineering & the Built Environment  
3.  Computing  
4.  Health and Wellbeing (including Psychology) X 
5.  Education  
6.  Business  
7.  Social Sciences & Humanities  
8.  Art   
9.  Sport  
 
6. Please select your Faculty, Department or Research Centre  
1.  Faculty of Social Science  
2.  Faculty of the Arts  
3.  Faculty of Science and Engineering  
4.  Faculty of Education Health and Wellbeing  X  
5.  CADRE  
6.  CEDARE  
7.  Centre for Discourse and Cultural Studies  
8.  Engineering and Computer Science Research Centre  
9.  CHSCI  
10.  RIHS  
11.  Centre for Historical Research  
12.  RILLP  
13.  Centre for Research in Law  
14.  Centre for Transnational and Transcultural Research  
15.  Management Research Centre  
16.  RCSEP  
17.  Centre for Academic Practice  
18.  IT Services  
19.  Human Resources  
20.  Learning Information Services  
21.  Registry  
22.  Don't know  
23.  Other (please specify below)  
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7. Does your research fit into any of the following security-sensitive categories? (For definition of 
security sensitive categories see RPU webpages (www.wlv.ac.uk/rpu) follow links to Ethical 
Guidance).  
1.  commissioned by the military  
2.  commissioned under an EU security call  
3.  involve the acquisition of security clearances  
4.  concerns terrorist or extreme groups  
5.  not applicable X 
 
8. Does your research involve the storage on a computer of any records, statements or other 
documents that can be interpreted as promoting or endorsing terrorist acts?  
  
2.  NO   
 
9. Might your research involve the electronic transmission (eg as an email attachment) of any 
records or statements that can be interpreted as promoting or endorsing terrorist acts?  
  
2.  NO   
 
10. Do you agree to store electronically on a secure University file store any records or statements 
that can be interpreted as promoting or endorsing terrorist acts. Do you also agree to scan and 
upload any paper documents with the same sort of content. Access to this file store will be 
protected by a password unique to you. Please confirm you understand and agree to these 
conditions?  
1.  YES I understand and agree to the conditions X 
2.  NO (please explain below)  
3.  I do not understand the conditions 
   
 
11. You agree NOT to transmit electronically to any third party documents in the University secure 
document store?  
1.  YES I agree  
 
 
12. Will your research involve visits to websites that might be associated with extreme, or terrorist, 
organisations? (for definition of extreme or terrorist organisations see RPU webpages 
(www.wlv.ac.uk/rpu) and follow links to Ethical Guidance.  
 
2.  NO   
   
 
13. You are advised that visits to websites that might be associated with extreme or terrorist 
organisations may be subject to surveillance by the police. Accessing those sites from university 
IP addresses might lead to police enquiries. Do you understand this risk?  

1. YES I understand  
  

 
14. What is the title of your project?  
 The continuation of Female Genital Mutilation in Nigeria: men’s perception and 

perpetuating factors. 

 
 
15. Briefly outline your project, stating the rationale, aims, research question / hypothesis, and 
expected outcomes.  
 Background to the study 

Female Genital Mutilation (FGM) traditionally known as Female Circumcision (FC) 
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is one of the most harmful practices in Nigeria (Ashimi and Amole, 2015). 

According to WHO (2016, p.1), FGM is defined as “all procedures that involve the 

partial or total removal of the external female genitalia, or other injuries inflicted to the 

female genital organs for non-medical reasons.” Nigeria has been reported to present 

with the highest absolute number of residents who have undergone FGM in West 

Africa (Ashimi and Amole, 2015) with 19.9 million girls and women reported to 

have been subjected to the practice in Nigeria (UNICEF, 2013). FGM is associated 

with physical and psychosexual complications (such as difficult and painful vagina 

penetration during sexual intercourse, bleeding and inflammations of the penis) 

affecting both men and women (Fahmy, El-Mouelhy, and Ragab, 2010; Anis et al., 

2012). To distinguish FGM from male circumcision and to appropriately lay 

emphasis on the extreme forms of the practice and that it is a violation of basic 

human right (World Health Organisation, 2016), the term FGM is used in this study 

to describe the practice instead of FC. 

 

Differing competing theories have been put forward to explain the persistence of 

FGM. Some of these theories includes: feminist and modernisation theory (Yount, 

2002). Feminist theory posits that FGM is practiced as a means of controlling 

women’s sexuality within the patriarchal communities (Hosken, 1979). 

Modernisation theory on the other hand, explain that the continuation of FGM is 

correlated with poor societal modernisation such as poor or no access to 

education, reduce wealth, lack of job and the unavailability of other factors 

associated with community modernisation (Boyle et al., 2002). To investigate 

factors that perpetuate the continuation of FGM from men’s perspectives and 
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demographic factors that correlates with support for the practice, this study will 

be based on modernisation and feminist theory of FGM.  

 

Rationale for the study 

The 2013 Nigeria Demographic and Health Survey (NDHS) reported a high 

prevalence of 45% FGM among Igbo women (the Igbo’s of the present research) 

and a prevalence rate of 49% FGM among women in the southeast region of 

Nigeria (National Population Commission and ICF International, 2014). Most 

studies reporting on FGM in Nigeria are urban based (Ashimi and Amole, 2015) 

and there are no current quantitative studies reporting the views of rural based 

Nigerian men about FGM. Similarly, because FGM is regarded as “women’s 

business” and affects woman’s body (Catania et al., 2016); the views and attitude 

of women about the practice are widely researched and known (Varol et al., 2014). 

However, very little empirical research has been conducted to attempt to explain 

the views and attitudes of rural based men about the practice in Nigeria. 

 

The role men play in the continuation of FGM may seem marginal in most settings 

in Africa; however, evidence indicates that men may play an active role by 

encouraging the continuation of FGM or a passive role by preferring to marry 

women who have undergone FGM (Varol et al., 2014). For example, Garba et al. 

(2012) reported that fathers were the main decision makers in regards to 

subjecting infants to FGM in Kano, Northern Nigeria. Therefore, there is a need for 

change in the approach to the prevention of FGM. Additionally, existing research 

involving men in regards to their perceptions on the continuation of FGM are very 
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limited (Varol et al., 2015). Interestingly, this aspect of FGM is the least studied, 

more so in settings with documented high prevalence rate of FGM like Southeast 

Nigeria (National Population Commission and ICF International, 2014). 

Furthermore, as Nigeria have recently enacted legislations against FGM (National 

Legislative Bodies and National Authorities, 2015), it is reasonable to assess the 

opinions of men who are traditional leaders of practicing communities in Nigeria, 

husbands to women, and fathers to girls whom FGM are being done and most 

importantly, to develop an understanding of why the practice persists in order to 

try to effectively foment change. Programs designed to discontinue the practice in 

Nigeria are mainly focused on educating women and girls; findings from this study 

will therefore inform policy makers as well as non-governmental organisations on 

the role men play in the persistence of FGM and thus encourage the development 

of program that involves both men and women. This study therefore aims to 

answer the following questions: 

 

Research questions 

1. What do men know about FGM? 

2. What are the views of Nigerian men about the continuation of FGM in 

Nigeria? 

3. What factors perpetuate the continuation of FGM in Nigeria? 

4. What are the views of Nigerian men in regards to the new legislation on 

FGM in Nigeria? 

5. What is the preference of Nigerian men in regards to marrying women who 

have undergone FGM to those who have not? 
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6. Do Nigerian men know of any health consequences related to FGM? 

7. Do Nigerian men take part in the decision-making process in regards to 

FGM? 

 Aims and objectives 

The aims of the research are thus to empirically investigate the knowledge, role 

and perceptions of Nigerian men regarding the continuation of FGM and the socio-

demographic factors perpetuating support for the continuation of FGM among 

men. To achieve the above aims, the study would pursue the following objectives: 

1. Undertake a critical review of the prevalence of FGM  

2. Undertake a critical review of factors perpetuating the continuation of FGM 

with the aim of highlighting possible reasons given for performing the 

practice in various practicing countries. 

3. Conduct a critical review of the theoretical underpinnings of FGM with the 

aim of justifying the chosen theoretical perspective underpinning this 

study.  

4. Develop a conceptual model of factors influencing the practice of FGM from 

men’s perspective, and a framework for assessing the socio-demographic 

and economic associated FGM risk. 

5. Develop survey and interview instruments to collect and analyses data to 

empirically verify the conceptual model. 

6. Draw conclusions from the findings of the study to provide a basis for 

proposing implication for FGM practice and recommendations for further 

research into FGM. 

Expected outcomes 
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1. Development of a conceptualised framework of significant factors 

perpetuating support for the continuation of FGM among men. 

2. The new knowledge from this research will help provide policy tools to 

strengthen programs targeted towards eradicating FGM in Nigeria. 

Materials/Data Collection Method(s) 

A questionnaire (see Appendix 8) has been designed to ascertain participants’ 

knowledge and perceptions of FGM. Questions were adopted from the 2015 DHS 

model questionnaire for men and the KAP (Knowledge, Attitude and Perception) 

questionnaire originally developed by Kaplan (1998) a medical anthropologist to gather 

information on men’s knowledge and attitude with regards to FGM. These questions 

have been found to have excellent reliability and validity and have been used previously 

to investigate men’s knowledge, attitude and perception with regards to FGM. With 

regards to the qualitative interview, a semi-structured face to face interview will be used 

to gather data. The interview topic guide can be found in Appendix 9. Open-ended 

questions were developed in conjunction with suggestions made from previous studies 

on FGM and two supervisors have offered comments to enhance clarity of questions. 

To enable those who do not understand English language to participate in the study, the 

questionnaire and interview guide have been translated to Igbo language (dialect of 

study participants) (see Appendix 8a and 9a respectively) and a back translation of the 

questionnaire will be conducted. 

Data Analysis 

Quantitative data analysis will be conducted using Statistical Package for Social 

Science (SPSS) version. 20. Univariate analysis will be conducted to describe 

participant’s socio-demographic characteristics. Logistic regressions models will be use 

in the multivariable analysis to assess the independent contributions of demographic 
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characteristics on men’s perceptions of FGM. The data collected from the qualitative 

interviews will be analysed using thematic analysis following the steps proposed by 

Braun and Clarke (2006). 

Pilot study 

A pilot study will be carried out to pre-test the data collection instruments and process 

amongst three men from the community in Nigeria and one of these men will be 

interviewed to pre-test the interview guide. The pilot study will be conducted in English 

and in the local language to test the consistency of the questionnaire and flow of 

questions in the interview schedule. 

 
16. How will your research be conducted?  
Describe the methods so that it can be easily understood by the ethics committee. Please ensure 
you clearly explain any acronyms and subject specific terminology. Max 300 words  
 Research Design 

This study will employ an explanatory sequential mixed method approach, which 

involves a quantitative survey which is typically used to seek the opinions of a 

large sample of respondents in order to enhance the generalisation of results to 

the whole population of interest; and a qualitative inquiry used to obtain detailed 

views from a small sample of people (Flick, 2014). According to Creswell (2014), 

the procedure for an explanatory sequential mixed research design involves first, 

the collection of survey data, followed by analysing the data collected from the 

survey, and then, conducting qualitative interviews to help explain findings from 

the survey. This study will emulate Creswell’s procedure, and this therefore 

validates the suitability of the chosen research design (explanatory sequential 

mixed method). 

Recruitment, Sampling & Study Participants  

The target population of the study is men aged 18 years old and above who are 
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indigenes and currently living in Uturu as of the year 2017 and are willing to take 

part in the study. Visitors and non-indigenes will be excluded from the study. A 

sample size of 369 men was obtained using the following formula; n= Z1-α/22p (1-

p) / d2 (Charan and Biswas, 2013). 

Here: n = the minimum sample size. Z1-α/2 = the value from standard normal 

distribution corresponding to desired confidence level (at 5% type 1 error 

(P<0.05, Z1-α/2 = 1.96 for 95% CI). P is 39.9%=0.4 (The expected population from 

previous study). d=0.05 (The absolute error). Therefore, n = 1.962 x 0.4(1-

0.4)/0.052. n = 369. 

 

In the quantitative survey, stratified sampling technique will be used to randomly 

select 369 participants from different age groups to participate in the survey. 

Message will be sent to participant through their various traditional rulers. 

Contacts to the participants will be made by the researcher to explain the purpose 

of the study to them and thereafter, their consent to anticipate will be sought for. If 

they agree to take part in the study, then they will be invited to a room in the 

village hall where the research will be conducted In the qualitative phase, a 

subsample of twelve men from the survey will be invited using snowball sampling 

technique (Bowling, 2014) to participate in the qualitative interview depending on 

when saturation is achieved. The researcher will start by identifying at least two 

men who are willing to participate in the interview and then ask them to locate 

other men who would want to take part in the study. Information to be explored 

includes their perception, knowledge and attitude towards FGM. 

 
17. Is ethical approval required by an external agency? (E.g. NHS, company, other university, etc.)  
 
2.  NO 
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18. What in your view are the ethical considerations involved in this project? (E.g. confidentiality, 
consent, risk, physical or psychological harm, etc.) Please explain in full sentences. Do not simply 
list the issues. (Maximum 100) words)  
 The ethical considerations involved in this project include maintaining 
confidentiality and obtaining consent from participants. A signed consent form will 
be obtained from the participants through the provision of an access letter, 
consent form and information sheets, and will be read in the local language (Igbo) 
to those who cannot read, informing people that participation in the study is 
voluntary. Participants who cannot write will be asked to thump print. Interviews 
will be conducted in the village palace and survey in the village hall. The 
researcher will be accompanied by a designated person who will not participate in 
the interviews. 
 
19. Have participants been/will participants be, fully informed of the risks and benefits of 
participating and of their right to refuse participation or withdraw from the research at any time?  
1.  YES (Outline your procedures for informing participants in the space below).  X 
2.  NO (Use the space below to explain why)  
3.  Not applicable - There are no participants in this study  

 Participants will be fully informed of the risk and benefits of participating in the 
project and their right to refuse participation or withdraw from the research at 
any time through the provision of an invitation letter (Appendix 3 and 4), consent 
form (see appendix 6) and information sheets (see appendix 5) prior to the 
commencement of the project. 
 
20. Are participants in your study going to be recruited from a potentially vulnerable group? (See 
RPU website (www.wlv.ac.uk/rpu) and follow link to Ethical Guidance pages for definition of 
vulnerable groups )  
1.  YES (Describe below which groups and what measures you will take to respect their rights and safeguard them)  
2.  NO X 
   
 
21. How will you ensure that the identity of your participants is protected (See RPU website 
(www.wlv.ac.uk/rpu) and follow link to Ethical Guidance pages for guidance on anonymity)  
 Participant’s identity will be protected in this study by not divulging participant’s 
information to other personnel, except for those directly involved in the study, 
such as research supervisors and examiners. Such personnel will be unable to link 
the data to participants, as the data will be anonymised by using codes on the 
questionnaires and pseudonym in the interview transcripts. Any quotes used in 
the research will use a pseudonym rather than the participant’s name or identity. 
Any other identifiable information will also be changed to preserve anonymity. 
The designated person who will accompany the researcher to the data collection 
site will not participate in the data collection process and will not have access to 
participant’s information.  
 
22. How will you ensure that data remains confidential ((See RPU website (www.wlv.ac.uk/rpu) and 
follow link to Ethical Guidance pages for definition of confidentiality) 
 The researcher will ensure that data collected from the study remains confidential 
by storing all information collected from the study in a secure and locked 
cupboard. By making sure that participant’s identities are not divulged to other 
personnel. 
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23. How will you store your data during and after the project? (See RPU website 
(www.wlv.ac.uk/rpu) and follow link to Ethical Guidance pages for definition of and guidance on 
data protection and storage).  
Data will be stored by keeping questionnaires, transcripts and interview 
recordings in a secure facility, accessible only to the researcher. After the project, 
data from the study will be stored for two years and then destroyed 
confidentially. 
 
24. Append study documentation to this form (Please append below the materials you will use to 
carry out your study. These should typically include letters of contact, consent forms, 
information sheets, data collection materials (e.g. interview schedules, surveys, experimental 
materials, training and intervention materials etc.), debrief and, if appropriate, a risk assessment 
document/lone worker policy.) 
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