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SECTION I:
INTRODUCTION

Female genital cutting (FGC), like male circumcision, is an ancient practice that was mentioned in pharaonic writings. The World Health Organization (1997) classified FGC into four categories depending on the form of cutting. Type I involves the removal of the prepuce, with or without removal of all or part of the clitoris. Type II includes removal of the clitoris with partial or total excision of the labia minora (the inner vaginal lips). Type III is the most extreme form and it involves the partial or total removal of the external genitalia and infibulation (stitching or narrowing of the vaginal opening with small opening to allow for flow of urine and menstrual blood). Type IV involves the introduction of corrosive substances into the vagina.

Unlike male circumcision that involves the removal of the foreskin and that has been argued to have beneficial properties, there is overwhelming consensus that FGC is not beneficial to the victim. In contrast, even the mildest form of FGC, which involves the removal of the prepuce, could lead to serious medical complications and negative social consequences. 

FGC is widely practiced in Nigeria: nationally, about 25 percent of girls and women have undergone one form of FGC (National Population Commission, 1999). Types I, II and III (mainly in the northern states) are the most common forms of FGC in Nigeria. Type IV is also practiced, although to a lesser extent. The practice cuts across ethnic and religious lines: Christians, Moslems and adherents of traditional religion alike practice it. Nonetheless, there are significant variations by ethnicity and geographical location in the form of FGC performed, the type of practitioner performing the procedure, the age at cutting and the overt reasons for the practice. FGC is performed on a girl a few days after birth in some communities, during adolescence in some, during the first pregnancy in some and even after death in others.

A recent survey shows that FGC prevalence varies considerably by state from 0% in places like Akwa Ibom and Kebbi States  to more than 80% in Ekiti, Edo and Ondo States. Even within the same state, prevalence could vary between 0% in some communities and 100% in others (RMS, 1999).

In Enugu State, an estimated 59 percent of girls and women have undergone one form of FGC, typically Type I or Type II. Most of these girls and women underwent the procedure during infancy. The practice of FGC in Enugu State is fueled by a number of cultural factors and beliefs. For example, women who have not undergone FGC are generally believed to be unmarriageable, promiscuous and unclean. Moreover, it is believed that if the head of the male   child touches the clitoris of the mother during child birth, the child will die. While the campaign against FGC has been going on in Enugu State for years, the support for the practice is still very strong in many parts of the state.

Against this background, the Health Communication Partnership (HCP), in collaboration with a number of Nigeria-based non-governmental organizations (NGOs), designed a multi-tier and multi-media program that aims to contribute to the abandonment of the practice in Enugu State. Funding for the program comes from the United States Agency for International Development (USAID).

The program has three components operational at three levels respectively: state, local government area (LGA) and hamlet. The hamlet-level component targets three villages selected from three LGAs: Uzo-Uwani, Isi-Uzo and Enugu South. The hamlet-level intervention relies on a community action cycle (CAC) that seeks to mobilize community members and groups around the issue of FGC.

One of the initial activities under the program was to conduct a household baseline survey. The baseline survey is expected to provide formative information for fine-tuning the design of program activities, and to yield data against which the impact of the program can be measured. The survey was conducted in Enugu and Ebonyi states in July/August 2003 based on a control-experimental design. In this document, we present findings from the baseline survey. 

SECTION II:
METHODOLOGY

TC "A.
 OBJECTIFS DE L'ENQU TE" \l 2
The data analyzed in this report derived from a baseline survey that HCP conducted in Enugu and Ebonyi States in July/August 2003. The goal of the baseline survey was to provide pre-intervention data for the FGC program. Specifically, the survey was designed to provide pertinent data on:

· Knowledge about the adverse effects of FGC;

· Perceived self-efficacy not to practice FGC;

· Discussion about FGC with other people in the community;

· Perceived social support for FGC abandonment;

· Intention not to practice FGC;

· Personal advocacy in favor of FGC;

· Actual practice of FGC; and,

· Exposure to information on FGC.


The survey was based on a control-experimental design and took place in three LGAs in Enugu State (Uzo-Uwani, Isi-Uzo and Enugu South) and three LGAs in Ebonyi State (Ikwo, Onicha and Ohaukwu). In each LGA, one community comprising of two or more enumeration areas (EAs) was randomly selected and all the households in the each EA were listed. One hundred households were then randomly selected from each LGA and surveyed. The procedure that fieldworkers followed in selecting the survey households was as follows:

1. Starting from any point, fieldworkers walked around the community to identify and list all the households resident there. In listing the households the fieldworkers were instructed to specify the address and the name of head of household;

2. The identified households were numbered sequentially;

3. One hundred households were randomly selected form the list of households in the community using the simple random sampling or ballot method.

Each of the selected households were visited and all eligible men and women (that is, aged between 18 and 59 years) were listed and targeted for interview


Two types of questionnaires were used to collect pertinent information from eligible respondents. These are household questionnaire and individual questionnaire. 


The household questionnaire served the purpose of situating the household and collecting basic information on household members. The questionnaire had three major components: identification, household composition table, and household characteristics, including household ownership of specific goods, and access to health facilities. 

The individual questionnaire was carefully designed to enable interviewers to collect pertinent information that HCP program staff require to understand perceptions and behaviors of the population concerning FGC. Specifically, the individual questionnaire included pretested questions pertinent to the following: socio-demographic characteristics, media habits, knowledge and attitudes about FGC, perceived self-efficacy for refusing to practice FGC, personal experience with FGC and exposure to FGC information.

The survey followed standard ethical guidelines. The Institutional Review Board at the Johns Hopkins University approved the study.  Verbal consent was obtained from the respondents prior to interviewing them. Moreover, respondents’ confidentiality was protected by: face-to-face private interviews with no third party, appropriate training for interviewers, adequate field supervision, limited access to completed questionnaires, and no individual identifiers in the electronic data set.

SECTION III:
FINDINGS

A. Socio-demographic characteristics of the respondents
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Table 1 shows the distribution of the respondents by socio-demographic characteristics and State of residence. In both states, more women than men were interviewed although the disproportionate sex ratio is more pronounced in Enugu. On average, the respondents from Enugu, with a mean age of 33.1 years, were slightly younger than their Ebonyi peers (34.3 years). Moreover, the Enugu sample contained more never-married respondents compared to the Ebonyi sample: 37.2% versus 22.4%

While the majority of the respondents in both States had at least primary education, the respondents from Enugu were, on the average, better educated than their Ebonyi peers. The data nonetheless showed similar level of literacy in English for both States. 

Almost all the respondents (99.4% in Enugu and 99.8% in Ebonyi) were Igbo. Regarding religion, the overwhelming majority of the respondents in both states were Christians, mostly Protestants or Pentecostals. It is interesting to note that a significant minority of the respondents, especially in Ebonyi State, reported adherence to traditional African religions. The data further showed a higher level of religiosity in Enugu compared to Ebonyi in the sense that proportionally more people attended religious services frequently. In fact, almost two thirds of the respondents in Enugu reportedly attended religious services at least twice a week compared to about half in Ebonyi. Likewise, a greater proportion of the respondents from Enugu (70.2%) than their peers from Ebonyi (42.1%) reported that their religion had a great influence on them. 

On the average, family sizes were considerably larger in Ebonyi than in Enugu. The data further showed that while almost three-quarters of the respondents reported being economically active, significantly more people in Ebonyi than in Enugu reported this status.

In sum, in both States, more women than men were interviewed, the majority had some education, were either Protestant or Pentecostals, and reported regular participation in religious activities. There were some notable differences between the two States. For example, compared to the Ebonyi sample, the Enugu sample contained slightly more women. Moreover, the respondents from Enugu were more likely than their peers from Ebonyi to be young adults, single, nulliparous, educated and very religious. However more individuals in Ebonyi than in Enugu reported being economically active. 

B. Media habits

Considering that media habits have important implications for the design and implementation of program activities, the respondents were asked questions about their access to the mass media, frequency of exposure to these media, and program preferences. In this section, we examine these variables and discuss their variations across socio-demographic groups. 

Exposure to television

Only a little over one-quarter (27.5%) of the respondents reported access to a functional television. Access to the television varied significantly by state, being considerably higher in Enugu (45.8%) than in Ebonyi (8.7%). 

Not all the respondents who had access to the television watched it regularly. Watching television at least once a week is the indicator that we used to measure exposure to this communication channel. Based on this indicator, the data showed that overall about one-fifth (19.5%) of the respondents were exposed to the television regularly. Again, exposure to television was more prevalent in Enugu than in Ebonyi (see Table 2). This differential is observed regardless of the socio-demographic characteristic considered. 
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The data further showed that, in both states, exposure to the television was higher among men than among women. Similarly, in both states exposure increased significantly and steadily with education. In contrast, exposure was a function of age in Enugu but not in Ebonyi. 

By and large, Saturdays and Sundays attracted the largest television audience. 

In both states, the favorite time for watching television was between 6.00 PM and 9.00 PM. The most watched program items were news, film or soap operas, sports and religious programs. The Nigeria Television Authority (NTA) Enugu was the station watched by most people: 63.3% of television viewers in Enugu and 64.1% in Ebonyi.

Exposure to radio

The radio had a wide reach in the study states: more than four-fifths (85.7%) of the respondents from Enugu and about three-quarters from Ebonyi reported access to a functional radio. In both states, access to a functional radio was significantly higher among men than among women. 

The proportion that listens to the radio at least once a week is used as an indicator of exposure to the radio. This indicator was significantly higher in Enugu than in Ebonyi (Table 3). In both states, men were significantly more likely to report regular radio listening than women. In Ebonyi State, the proportion that reportedly listened to the radio regularly decreased significantly with age. In contrast, age had no noticeable effects on radio listening in Enugu. In both states, radio listening was a function of education and the more educated a person was, the likely it was that he/she would report regularly listening to the radio. 

Most (76.4%) of the radio listeners tune in every day. Among the radio listeners that did not listen on a daily basis, the most popular day for listening to the radio was Sunday. 

The favorite times of the day for listening to the radio were in the morning before 9.00 AM, and in the evening between 6.00 PM and 9.00 PM. The preferred radio programs were news, radio soap opera, religious programs, sports, educational programs, and political events. The most popular radio stations were Radio Nigeria (36.8%) and Coal City FM (36.3%) in Enugu State, and Radio Nigeria (43.6%) and Ebonyi State Broadcasting Corporation (34.4%) in Ebonyi State. 

Exposure to Newspaper/Magazines

Only about one fifth (19.8%) of the respondents from Enugu State and 16.1% of their Ebonyi peers reported reading newspapers or magazines at least once a month. In both states, men were significantly more likely to report reading newspaper or magazine. For example, in Enugu, 25.2% of men compared with 16.1% of women reportedly read newspaper or magazine at least once a month.

Sources of information on health

Respondents were asked to list the sources from which they normally obtained information on health. In both states the radio was the most frequently cited source for information (57.1% in Enugu and 59.1% in Ebonyi). Other important sources in Enugu were government health workers (29.2%). private health workers (19.5%), and television (14.4%). In Ebonyi, community events (40.5%), government health workers (26.6%), relatives other than the spouse (20.9%) and community health workers (14.3%) were also frequently mentioned. In both states, the sources considered to be the most credible include the radio and government health workers. 

Linguistic practices and preferences

For almost all of the respondents (98.9%), Igbo was the language spoken most regularly at home. Nonetheless, a minority indicated a preference for English in disseminating health information on the various mass media (Table 4). Preference for English was clearly a function of the communication channel considered. In both states a significant minority of respondents (33.9% in Enugu and 29.6% in Ebonyi) indicated they would prefer print media on health in Engilish.    However, overall fewer women (24.1%) compared to men (41.2%) held this preference. 

As expected, for each of the mass media considered, preference for English was a function of education. For example, whereas only 4.9% of the respondents with primary education indicated preference for English for radio programs, 40.3% of their peers with post-primary education did. Also, men were significantly more likely than women to indicate preference for English. For example, while 21.7% of men preferred English for radio programs on health, only 10.9% of women did. Similarly, 41.2% of men compared with 24.1% of women preferred English for print materials.

C. FGC IDEATION

Ideation has been defined as “new ways of thinking that diffuse within a culture” Kincaid (2000). As an explanation of behavior change, ideation has its genesis in demographic literature where the concept first appeared in the 1980s as an alternative to the classical demographic transition theory (Lesthaeghe, 1983; Cleland, 1985; Cleland and Wilson, 1987). The ideation model recognizes that behavior change results from a shift in value orientations that is transmitted through a variety of channels including intergenerationally through the child-rearing process and intragenerationally through the mass media and social interactions. 

Traditionally, ideational variables include the psychosocial factors that have been identified by key behavior change theories as having a bearing on human behavior. In this section, we shall examine a number of these variables: knowledge, perceived benefits of FGC, perceived problems associated with FGC, discussion with others, beliefs about FGC, perceived social support, personal advocacy in favor of FGC abandonment, and perceived self-efficacy. 

Awareness about female genital cutting

The overwhelming majority of the respondents in the two states were aware of FGC: 85.7% in Enugu and 95.8% in Ebonyi. In Enugu, awareness about the practice was significantly higher among women (88.5%) than among men (81.8%). In contrast, there were no significant gender variations in awareness in Ebonyi. 

Most (61.0%) of the respondents from Enugu believed that FGC was rare in their community.  In contrast, almost one quarter (23.7%) believed that the practice was very common. In Ebonyi, about two-fifths (39.2%) of the respondents perceived that the practice was rare in their community while more than one third (34.5%) believed that it was very common.

According to the respondents, the practice was mostly performed during infancy in Enugu. In contrast, it is practiced at all ages prior to adulthood in Ebonyi (Table 5). 

Perceived benefits and problems associated with FGC 

Many of the respondents (44.0% in Enugu and 37.9% in Ebonyi) believed that there were some benefits associated with FGC. The perception that FGC has benefits varied by socio-demographic variables in Ebonyi, but not in Enugu. In Ebonyi, men were significantly more likely than women to perceive benefits to FGC.  Also in this state, perception of the benefits of FGC increased with age and decreased monotonically with education (Table 6). In contrast, differences according to age group and education are negligible in Enugu.

The perceived benefits of FGC varied by state. In Ebonyi, social acceptance and satisfying tradition and customs appeared to be the major perceived benefits of FGC (Table 7). Other frequently mentioned benefits in Ebonyi include prevention of sexual promiscuity, better marriage prospects and religious approval. In Enugu, the two most frequently mentioned benefits were prevention of sexual promiscuity and easier pregnancy and delivery. Other benefits mentioned by a significant proportion of the respondents in Enugu State were preventing premarital sex, satisfying tradition and customs, social acceptance, and hygiene and cleanliness.  

Some respondents admitted that there were specific problems associated with the practice (Table 8). The respondents from Ebonyi were considerably more likely than their peers from Enugu to recognize that there were some problems associated with FGC (Table 8). This finding is probably not surprising considering the differences in the timing of FGC in both states: mainly during infancy in Enugu and during adolescence and late childhood in Ebonyi.

Regarding the perception that FGC could lead to problems, no socio-demographic differentials were observed in either state. 

In both states, medical problems, difficulties during pregnancy, and pain were the most commonly mentioned problems. In addition, the respondents from Ebonyi also mentioned infertility.  It is not surprising that the respondents from Ebonyi were significantly more likely than their peers from Enugu to mention pain as a problem associated with FGC.

Beliefs about FGC

The respondents were asked whether they believed that FGC was required by religion and their opinion regarding whether FGC should be continued or discontinued. Table 9 presents the results. The data showed that the belief that FGC is a religious requirement is more widespread in Enugu than in Ebonyi. Moreover, more respondents in Ebonyi than in Enugu favored the discontinuation of the practice. In contrast, more respondents in Enugu than in Ebonyi believed that most men in their community wanted the practice discontinued. The data further revealed noticeable socio-demographic differentials in these attitudes. For example, in both states, women were significantly more likely than men to favor the discontinuation of the practice. Similarly, in Ebonyi and to some limited extent in Enugu, favorable attitudes towards the discontinuation of FGC increased significantly with education. Moreover, while there were no age variations in attitudes favorable towards FGC discontinuation in Enugu, the attitudes clearly decreased with age in Ebonyi. Concerning the belief that FGC is a religious requirement, Enugu men (41.3%) were more likely than their female peers (24.6%) to hold this view. In Ebonyi, there were no noticeable gender differentials in this belief.

Discussion about FGC

Discussion about FGC was relatively common among survey respondents. Significantly more respondents have discussed the practice in Ebonyi than in Enugu (56.1%compared to 38.6%). In both states, women were significantly more likely than men to report discussion about FGC (Figure 1).  

In both states, the people that the respondents were most likely to have discussed FGC with include mother, mother-in-law, friends, and father. In Ebonyi State, a significant proportion of the respondents reportedly discussed FGC with a religious leader (29.7%) or a community leader (20.3%). 

Perceived Social Support for FGC

An important variable that could influence the practice of FGC is the perceived social support for the practice received from relatives, peers and community leaders. The respondents were asked to indicate whether specific significant others would approve or disapprove if they decided to allow their daughter to undergo genital cutting. Table 10 presents the results. 

The data showed that there was a substantial level of perceived social support for the practice of FGC. This is particularly true in Ebonyi where consistently more than half of the respondents perceived that key members of their family would approve of their practice of FGC. Also in Ebonyi, there is a strong sense of perceived social support for FGC from community leaders. In contrast in Enugu, very few respondents perceived support for FGC practice from their community leader. In general, while the perceived level of support for FGC is lower in Enugu compared to Ebonyi, it is noteworthy that roughly three out of every ten respondents were of the opinion that their mother, father, mother-in-law and father-in-law would approve of them performing FGC on their daughter. Relatively few respondents stated that they believed religious leaders would support them if they wanted to continue practicing FGC with their daughters.  

Personal approval of FGC

There was a noticeable level of approval of FGC among the study population: more than one third of the respondents from Enugu and more than one quarter in Ebonyi stated that they approved of the practice (Table 11). Approval of FGC cut across socio-demographic groups and it was equally strong among men as among women. Nonetheless, it varied by age group and education. 

In Ebonyi, approval increased significantly and monotonically with age. In other words, as expected, the older generations, more than their younger peers, tended to favor the practice. In Enugu, the reverse appeared to be the case, as approval tended to decrease with age until age 45. The relationship between education and approval of FGC is strong and in the expected direction in Ebonyi. In contrast, approval tended to increase with education in Enugu although the relationship was not statistically significant. 

Personal advocacy in favor of abandonment of FGC

Beside their personal attitude, respondents were also asked whether they have ever discouraged someone from practicing FGC. About one fifth (20.2%) of the respondents reported that they had ever discouraged someone from performing FGC. Personal advocacy in favor of abandoning FGC was slightly more common in Ebonyi (22.6%) than in Enugu (17.6%). In Enugu, personal advocacy did not vary by gender (16.7% of men compared with 18.2% of women) but in Ebonyi, women (26.3%) were significantly more likely than men (18.4%) to have discouraged someone from practicing FGC. 

There are a number of ideational factors that were strongly and positively correlated with personal advocacy in favor of FGC abandonment (Table 12).  In both states, the conviction that FGC could lead to medical or psychosocial problems was associated with increased advocacy in favor of abandonment. In Ebonyi but not in Enugu, the more religious respondents were significantly more likely than their less religious peers to report having discouraged someone from practicing FGC. In both states, the respondents that believed that FGC was a religious requirement were less likely than their peers that did not adhere to such a belief to report personal advocacy for abandonment. Similarly, in both states, the belief that there were specific benefits to FGC is associated with significantly reduced personal advocacy. Furthermore, in Enugu but not in Ebonyi, personal advocacy was significantly more common among the respondents that believed that the majority of the people in their community favored the discontinuation of FGC compared to their peers that did not hold such a belief. Finally, in both states, discussion about FGC with a religious leader during the last year is positively correlated with personal advocacy in favor of abandonment.

Perceived self-efficacy to resist to pressure to perform FGC

To assess the perceived self-efficacy not to perform FGC, the respondents were asked to indicate the extent to which they were able to resist pressure from specific significant others to perform the practice. The responses were recorded on a Likert-scale of “definitely could resist”, “probably could resist” and “definitely could not resist”. 

Table 13 indicates that the perceived self-efficacy to resist pressure to perform FGC was significantly higher in Enugu than in Ebonyi across all categories of significant others. 

On the whole, more than half of the respondents (52.3%) manifested high level of perceived self-efficacy to refuse pressure to perform FGC in the sense that they could definitely resist pressure from at least three of the four individuals mentioned. This is the indicator that we use to compare selected socio-demographic and ideational groups in the following paragraphs.

The data showed that, in both states, the perceived self-efficacy to resist pressure to perform FGC was stronger among men than among women. For example, in Enugu State, 60.6% of men compared with 45.5% of women demonstrated a high level of perceived self-efficacy to resist pressure to perform FGC. 

The data further showed that some ideational variables were correlated with perceived self-efficacy (Table 14). These include the conviction that FGC could lead to problems, religiosity, the belief that religion requires FGC, the perceived benefits of FGC, and discussion about FGC with a religious leader. Specifically, in both states, the conviction that FGC could lead to problems is associated with increased perceived self-efficacy to resist pressure. In contrast, the belief that FGC is a religious requirement, and the belief that there are some benefits to FGC are negatively correlated with the perceived self-efficacy to resist pressure to perform FGC. In Ebonyi but not in Enugu, a high level of religiosity is associated with increased perceived self-efficacy. 

D. PRACTICES ABOUT FGC

The survey tool included pretested and culturally appropriate questions on personal experiences with FGC. Women were asked whether or not they had ever had FGC and both sexes were asked about their daughters’ FGC status and intentions to perform FGC. We present these responses in this section.

Personal experience with FGC

The data showed that about three-quarters of the female respondents had undergone FGC. The practice was more widespread in Ebonyi (84.7%) than in Enugu (66.9%). It is noteworthy that 11.5% in Enugu compared to 0.8% in Ebonyi reported that they were not sure whether or not they had undergone the procedure. Although it is possible that the prevalence of FGC in Enugu is higher than the data show, studies that examined the validity of self-reported FGC status in Nigeria found that the majority of those who reported that they were not sure about their FGC status have in reality never had FGC performed on them (e.g. Snow, et al., 2002). Moreover, the level of prevalence indicated by the Enugu data compares favorably with other recent surveys in the state found. For example, a nationwide survey conducted by the Research and Marketing Services (RMS) in 1999 found a FGC prevalence rate of 59% in Enugu State.

The data showed that FGC prevalence varied by LGA within the same state. This is particularly true in Enugu where the prevalence varied from less than one quarter in Uzo Uwani to almost nine-tenths in Enugu South (Table 15). 

In Ebonyi State, there is evidence that the practice has declined somewhat in recent years. For example, the prevalence rate declined from 94.3% among Ebonyi women aged 45 years and above to 66.0% among women aged less than 25 years. In contrast, the Enugu data did not show any sign of reduced prevalence among younger cohorts compared to the older ones. The opposite trend was present in Enugu: 73.4% of respondents aged less than 25 years had undergone FGC compared to 65.2% of respondents aged 45 years. 

A closer look at the Enugu data reveals that there is a clear decline of the practice in Uzo Uwani LGA (from 32.5% among the respondents aged 35 years and above to 8% among their peers aged less than 35 years). In contrast in the two other study LGAs in Enugu, the prevalence remained equally high among the older and the younger cohorts. 

Many of the women that had undergone FGC did not know the type of cutting that they experienced. For example, almost two-fifths (39.1%) of the women that had undergone FGC did not know whether the procedure they underwent involved removal of flesh or not. Enugu women (66.1%) were considerably more likely than their Ebonyi peers (11.5%) to be ignorant of the form of FGC that they had, possibly a reflection again of the age at which the procedure was performed. 

Among those who could describe the type of procedure that they underwent, the majority (71.7% in Enugu and 81.7% in Ebonyi) reported that they had Type I FGC, that is, involving the removal of the clitoris. About one-tenth of the respondents (13.2% in Enugu and 8.8% in Ebonyi) reported Type II FGC (clitoridectomy), which involves the removal of the clitoris, as well as the scraping off of the labia minora. About 3% reported that the procedure they underwent involved the removal of the clitoris, the labia minora and the labia majora

Concerning the timing of FGC, in Enugu, apart from the very few women who reported that they did not know at what age they had the procedure, all the women that had undergone FGC (93.0%) reported that it was during infancy. The timing of FGC was considerably less uniform in Ebonyi: while about half reported that they underwent the procedure during adolescence, significant monorities mentioned infancy, childhood or post-adolescent years (Table 16). More than one fifth of the Ebonyi women were not sure about the timing of their cutting. 

FGC is generally performed in both Enugu and Ebonyi by traditional “circumcisers”: 97.7% of the women that had undergone the procedure reported this option. In Enugu, the situation is less clear-cut: more than one quarter (28.1%) of the women in Enugu were not sure about the person that performed the procedure on them. Among those that knew the type of provider that performed the procedure, almost three-quarters (73.2%) mentioned a traditional “circumciser” or traditional birth attendant (TBA) while about one-quarter (26.8%) mentioned  medical personnel, particularly a nurse or midwife. 

The experience of daughters

During the survey, the respondents that had at least one living daughter were asked to specify the FGC status of their daughter and whether they intended to perform FGC on their daughters that had not yet undergone the procedure.  The data showed that half of the respondents (%) with living daughters in Enugu and a little more than one third (35.6%) in Ebonyi, reported that at least one daughter had undergone FGC. Since the timing of FGC is generally later in Ebonyi than in Enugu, it would be erroneous to say that the prevalence of FGC among daughters is lower in Ebonyi than in Enugu. Indeed, more than nine-tenths (91.9%) of the daughters that underwent FGC in Enugu had the procedure during infancy compared to only one-third (33.9%) of their Ebonyi counterparts. If current trends continue, many of the daughters yet to experience FGC in Ebonyi will undergo the procedure, eventually. Among the Ebonyi respondents that had a living daughter on whom FGC had not been performed, more than one-fifth (21.3%) reported the intention to do so in the future.

As expected, there is a strong correlation between mother’s FGC status and the FGC experience of their daughters. More than half (51.0%) of the women that experienced FGC reported at least one daughter that had also undergone the procedure compared with only 8.8% of women that had not experienced FGC themselves. 

Comparing the prevalence of FGC among the respondents from all LGAs in Enugu with the prevalence among their daughters suggests that overall there has been a decline of the practice over time. There are however significant variations in this trend by LGA. Whereas there has been a significant and dramatic decline in the practice in Uzo-Uwani (from 23.5% among the respondents to 8.7% among their daughters) and Isi-Uzo (from 75.7% to 46.9%), the practice remains as strong as ever in Enugu South (from 88.1% to 87.6%). 

Comparing the type of professional who performed FGC on the respondents and for on their daughters, the data show that whereas the procedure continues to be performed essentially by traditional providers in Ebonyi, there appears to have been an increased medicalization of the procedure in Enugu. Indeed, for more than half (56.7%) of the daughters that underwent FGC in Enugu, the procedure was performed by medical personnel compared to only about one quarter among the respondents.

More than one-third (36.6%) of the respondents whose daughters underwent FGC reported that their daughters experienced at least one form of complication subsequent to the procedure. The likelihood of complications subsequent to FGC was only slightly higher in Ebonyi (39.5%) than in Enugu (33.6%). The data showed that the most common complications experienced by daughters subsequent to FGC were difficulty in passing urine (mentioned by 72.7% of the respondents that reported complications), excessive bleeding (23.4%) and swelling in the genital area (18.9%). 

The data showed that the intention to continue the practice of FGC is still relatively strong. Among the respondents who had or expected to have daughters, almost one third indicated the intention to have the procedure performed on them. There is no significant difference in future intention to “circumcise” daughters between Ebonyi (28.7%) and Enugu (32.9%). 

SECTION III:
SUMMARY AND IMPLICATIONS

This report has presented the findings from a 2003 baseline survey of knowledge, attitudes and practices concerning FGC in two states in Eastern Nigeria. Based on a random sample of 947 men and women aged 18 – 59 years, the data provide useful insights into the prevalence, socio-cultural props and ideational correlates of the practice. In the following paragraphs, we summarize the major findings and discuss their implications for policy, program and research. Considering that our intervention is limited to Enugu State, we will focus on the results from that state.

There is a generally high level of religiosity in Enugu State: almost two-thirds of the respondents attend religious services at least twice a week. Moreover, the majority of the respondents admitted that their religion had a great influence on their decisions and actions.

These findings indicate that working with religious leaders and institutions would be a viable programmatic option. Church services and other religious gatherings represent a ready forum to share information about FGC with a large segment of the population. The program should seriously consider an advocacy intervention that targets religious leaders with the necessary materials and resources, and encourages them to mobilize their congregation members around the abandonment of FGC.

The overwhelming majority (81%) of the respondents listened to the radio at least once a week. Most respondents listened to the radio on a daily basis and those who did not tune in daily, listened on Sundays. The favorite time for listening to the radio is before 9.00 AM and in the evening between 6 and 9 PM. Radio was also considered by the majority of the respondents as the most credible source of health information. 

The radio should be the primary choice for mass media activities. Ideally, activities should be broadcast any day of the week in the evening but repeated on Sundays. Radio programs broadcast either early in the morning before 9.00 AM or in the evening between 6.00 PM and 9.00 PM have the potential for reaching the largest proportion of the audience. To maximize reach, programs should be broadcast on Radio Nigeria (FRCN) and Cool FM.

Only about one-third of the respondents watched television on a regular basis. Television viewing was higher among men than among women, increased significantly with education and was more common among the younger respondents compared to their older peers. Weekends attracted the largest TV audience. Most TV viewers watched in the evening between 6.00 and 9.00 PM. 

The data do not indicate the need for extensive use of the television as a communication channel in Enugu State. Nonetheless, the television should be considered a secondary channel for reaching the younger and more educated segments of the target audience. The television could be an effective channel for targeting policy makers and community leaders. 

In general, to maximize reach and effectiveness, programs should be broadcast on Saturdays or Sundays in the evening.

There is an overwhelming preference for Igbo language as the mode of expression for health programs on the radio and the television. Even among the most educated respondents, almost three-fifths indicated preference for Igbo concerning these types of materials. However, about one-third of the respondents preferred English for print materials on health. 

While the data indicate that developing materials for the electronic media in Igbo would be the most effective way to go, there is also evidence that there is need for producing a sizable portion of the print materials in English. 

Many of the respondents believed that there were benefits to FGC. The benefits most often cited include prevention of premarital sex and sexual promiscuity, easier pregnancy and delivery, cleanliness and hygiene, and social acceptance. 

Program activities should be designed to correct these false beliefs. This will require that consistent information be disseminated persistently through a variety of media and that dialogue focus on dispelling these beliefs. One way of correcting the false perceived benefits of FGC is to model a woman that has the desired attributes that the practice is believed to promote but who has not undergone FGC. 

Relatively few of the respondents (less than one third) understood that FGC could lead to medical or social problems, although a full one third of the respondents reported that their daughters had experienced at least one complication as a result of the procedure. 

As long as FGC is believed to be a harmless practice, there will be little motivation to abandon it.  This is especially true when women on whom FGC was performed days after birth have no recollection of the pain they experienced and no reference point to compare any of the long-term health and psychosocial effects they may experience (for example, urinary incontinence may seem normal). It is therefore important to design appropriate activities that will seek to increase men and women’s understanding of the possible health and social implications of FGC.

Personal advocacy in favor of discontinuation of FGC is not common: less than one fifth of the respondents had ever discouraged someone from practicing FGC. The data showed that this key proximate determinant of behavior was positively correlated with specific FGC-related ideational variables. Prominent among these ideational variables are the perception that FGC could lead to medical and/or social problems for the girl or woman, the belief that FGC is not a religious requirement, and discussion of FGC with a religious leader. Other ideational variables that are positively correlated with personal advocacy in favor of abandonment of FGC include the conviction that there are no benefits to FGC, and the belief that most people in the community want FGC discontinued.

These findings again reinforce the need to increase men and women’s understanding about the health and social implications of FGC, and correct the notion that there are benefits to FGC. Project activities  should also seek to clarify that FGC is not a religious injunction. This latter point, coupled with the finding that discussion with a religious leader was positively correlated with personal advocacy, further stresses the need to work closely with religious leaders. Indeed, the position of the religion regarding FGC would be more credible and more likely to be accepted by the adherents if it comes from a respected religious leader. 

The finding about the relationship between perceived social support and personal advocacy underscores the need to promote social support for FGC abandonment. The literature on social support indicates a number of action areas that could help in building social support for a prescribed behavior (see for example Neill & Dias, 2002; Kim et al, 2001). These include identifying the norms that favor the practice and using carefully designed and culturally appropriate messages and activities to change them. This process will require consistence and persistence over time. In building social support for FGC abandonment, it is important to engage the community in the process in identifying and prioritizing issues, designing interventions, implementing the program and evaluating its impact. It is also important to identify within the community, the groups that act as custodians and protagonists of the practice (e.g. grandmothers, women leaders, traditional birth attendants, circumcisers, medical personnel, etc.) and target them specially. Promoting discussion about FGC is another strategy that the literature suggests. More specifically, it is important to engage community members in peer outreach. In this respect, it should help to give visibility to families who have abandoned FGC to increase the perception that many people are giving up the practice. These families should be encouraged to be vocal about their behavior and to advocate in favor of FGC abandonment among their peers.

Many people still lack the perceived self-efficacy to resist the pressure from significant others to perform FGC. Perceived self-efficacy is particularly weak among women. Moreover, perceived self-efficacy is positively correlated with the ideational variables mentioned above in connection with personal advocacy in favor of FGC abandonment.

There is need to enhance the perceived self-efficacy for not practicing FGC among the target audience.  Self-efficacy literature (e.g. Schunk, 1991; Schunk & Hanson, 1985) provides specific suggestions about how to enhance the perceived self-efficacy to perform specific tasks. One method that is particularly relevant in the case of FGC is vicarious learning through modeling. Observing their peers successfully resisting the pressure to perform FGC and resolving to abandon the practice influences the individual’s perceptions about their own capabilities. Therefore, modeling a typical man or woman who resolves not to practice FGC and who holds on to that resolution despite all odds can help to strengthen the perceived self-efficacy for FGC abandonment.

About two-thirds of Enugu women had undergone FGC. Comparing the prevalence of FGC among the respondents with the prevalence among their daughters shows that there has been a significant and dramatic decline of the practice in Uzo-Uwani and Isi-Uzo but not at all in Enugu South. Moreover there appears to have been an increased medicalization of the procedure.

There is need for additional research into the factors fueling the practice of FGC in Enugu South LGA. The research should employ appropriate qualitative methods to explore the socio-cultural context of FGC in that LGA, identify the factors that favor the continuation of the practice, and determine appropriate strategies to address the problem.

The problem of increased medicalization of the practice points to the need to work with medical personnel, educate them about the medical, social and human rights implications of the practice, and encourage them to discontinue the provision of FGC services. It is equally important to work towards legislating against FGC. 

About one-third of the respondents indicated that their daughters experienced some form of complications subsequent to FGC. Nonetheless, prior experience of complications did not appear to be a deterrent to the intention to continue the practice. By and large, there are relatively widespread intentions to perform FGC. 

This finding justifies the need for continued efforts towards changing norms that favor FGC practice in Enugu State and promoting abandonment of the practice
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Table 1: Distribution of the respondents by socio-demographic characteristics and by State of residence�
�
Characteristics�
Percent�
�
�
Enugu�
Ebonyi�
�
Sex*�
�
�
�
Female�
59.1�
51.8�
�
Male�
40.9�
48.2�
�
Age group***�
�
�
�
18-24�
33.1�
22.6�
�
25-34�
24.4�
29.6�
�
35-44�
20.0�
27.0�
�
45 and over�
22.5�
20.8�
�
Education***�
�
�
�
No education�
20.6�
33.9�
�
Primary�
40.0�
37.3�
�
Secondary�
36.7�
24.1�
�
Post-secondary�
2.7�
4.7�
�
Can read a letter or a bible in English easily�
36.0�
35.3�
�
Can read a letter or a bible in any Nigerian language easily�
30.2�
33.6�
�
Religion***�
�
�
�
Catholic�
36.2�
27.9�
�
Protestant/Pentecostals�
59.0�
56.7�
�
Traditional�
4.8�
15.4�
�
Religiosity: Attend religious services at least twice a week �
63.7�
47.7�
�
Marital status***�
�
�
�
Single�
37.2�
22.5�
�
Married/living in union�
54.8�
68.9�
�
Separated�
8.1�
8.7�
�
Currently working**�
70.9�
79.3�
�
Mean number of children ever born***�
3.1�
4.7�
�
Number of respondents�
484�
473�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of difference between states: 


* p<0.05; ** p<0.01; ***p<0.001�
�






Table 2: Percent of respondents that watches television regularly by selected socio-demographic characteristics and by State.�
�
Characteristics�
Percent�
�
�
Enugu (n=484)�
Ebonyi (n=473)�
�
Sex�
**�
*�
�
Male �
39.4�
8.3�
�
Female�
28.9�
3.3�
�
Age group (years)�
***�
�
�
18-24�
45.0�
6.6�
�
25-34�
35.6�
8.6�
�
35-44�
29.9�
5.5�
�
45 and over�
15.6�
1.0�
�
Education�
***�
***�
�
No education�
15.1�
0.0�
�
Primary�
31.6�
3.4�
�
Secondary�
42.4�
12.3�
�
Post-secondary�
(69.2)�
31.8�
�
All Respondents�
33.2�
5.7�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of differences among socio-demographic groups: *p<0.05; ** p<0.01; ***p<0.001


Percentages in parenthesis represent fewer than 20 cases�
�









Table 4: Preferred language for health communication materials on specific mass media, by State.�
�
Characteristics�
Percent�
�
�
Enugu (n=484)�
Ebonyi (n=473)�
�
Language preferred for radio programs on health


Igbo 


English


Other�



84.5


15.1


0.4�



82.7


16.4


0.9�
�
Language preferred for television programs on health


Igbo 


English


Other�



81.6


17.8


0.6�



82.8


15.7


1.5�
�
Language preferred for print materials on health ***


Igbo 


English


Other�



58.1


33.9


8.0�



67.9


29.6


2.5�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of differences by state: ***p<0.001�
�






Table 5: Perceived timing of FGC in respondents’ community, by state�
�
Variables�
Percent�
�
�
Enugu


(n=415)�
Ebonyi


(n=453)�
�
During infancy***�
93.7�
39.8�
�
During childhood�
0.2�
40.9�
�
During adolescence***�
2.9�
73.9�
�
During first pregnancy ***�
1.2�
12.4�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of differences by state: ***p<0.001�
�






Table 6: Percent of respondents that perceived any benefit to FGC, by selected socio-demographic characteristics and by State.�
�
Characteristics


�
Percent�
�
�
Enugu (n=484)�
Ebonyi (n=473)�
�
Sex�
�
*�
�
Male �
46.9�
42.3�
�
Female�
42.1�
33.9�
�
Age group (years)�
�
***�
�
18-24�
42.7�
24.0�
�
25-34�
43.4�
29.4�
�
35-44�
41.6�
42.4�
�
45 and over�
48.0�
60.6�
�
Education�
�
***�
�
No education�
47.8�
52.9�
�
Primary�
41.6�
33.3�
�
Secondary�
45.7�
24.5�
�
Post-secondary�
(33.3)�
28.6�
�
All Respondents�
44.2�
37.7�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of differences among socio-demographic groups: * p<0.05; ***p<0.001


Percentages in parenthesis represent fewer than 20 cases�
�






Table 7: Percent of respondents that perceived specific benefits of FGC, by State�
�
Benefit�
Percent�
�
�
Enugu


(n=181)�
Ebonyi


(n=171)�
�
Cleanliness and hygiene***�
16.0�
1.7�
�
Social acceptance***�
16.6�
73.5�
�
Better marriage prospects***�
2.8�
20.5�
�
Preserve virginity and prevent premarital sex***�
17.7�
4.1�
�
Prevent sexual promiscuity�
38.7�
21.1�
�
More sexual pleasure for the man�
0.0�
2.9�
�
Religious approval**�
1.7�
11.1�
�
Easier pregnancy  and delivery*�
31.5�
7.6�
�
Satisfy tradition and customs***�
17.1�
64.3�
�
Others �
12.2�
2.9�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of differences between states: * p<0.05; ***p<0.001�
�






Table 8: Percent of respondents that perceived any problems associated with FGC, by selected socio-demographic characteristics and by State.�
�
Characteristics�
Percent�
�
�
Enugu (n=484)�
Ebonyi (n=473)�
�
Sex�
�
�
�
Male �
33.3�
55.3�
�
Female�
29.6�
60.7�
�
Age group (years)�
�
�
�
18-24�
28.2�
53.6�
�
25-34�
32.1�
65.4�
�
35-44�
38.2�
60.8�
�
45 and over�
30.4�
50.5�
�
Education�
�
�
�
No education�
28.7�
52.5�
�
Primary�
28.3�
62.5�
�
Secondary�
37.1�
57.9�
�
Post-secondary�
(41.7)�
66.7�
�
All Respondents�
31.9�
58.1�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Percentages in parenthesis represent fewer than 20 cases�
�






Table 9: Percent reporting specific FGC-related attitudes, by State�
�
Attitudinal Indicator�
Percent Reporting�
�
�
Enugu


(n=414)�
Ebonyi


(n=453)�
�
Believed that FGC is required by religion**�
31.2�
23.5�
�
Believed that FGC should be discontinued ***�
50.5�
64.9�
�
Believed that most women in the community want the practice discontinued �
34.7�
36.6�
�
Believe that most men in the community want the practice discontinued**�
32.4�
24.3�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of differences between states: ** p<0.01; ***p<0.001�
�
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Table 10: Percent of respondents that believed that specific significant others would approve if they wanted to allow their daughter undergo FGC by state.�
�
Significant Other�
Percent�
�
�
Enugu�
Ebonyi�
�
Mother**�
36.1�
54.1�
�
Mother-in-law**�
28.3�
56.0�
�
Father***�
27.1�
64.7�
�
Father-in-law***�
25.8�
63.7�
�
Sister**�
21.9�
24.9�
�
Other relatives�
24.5�
25.3�
�
Best friends**�
18.7�
23.3�
�
Religious leader***�
12.2�
15.7�
�
Community leader***�
7.7�
55.8�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of differences between states: 


** p<0.01; ***p<0.001�
�






Table 11: Percent of respondents that reported approval of FGC, by selected socio-demographic characteristics and by State.�
�
Characteristics�
Percent�
�
�
Enugu (n=412)�
Ebonyi (n=455)�
�
Sex�
�
�
�
Male �
32.7�
30.0�
�
Female�
36.9�
28.9�
�
Age group (years)�
*�
***�
�
18-24�
41.8�
19.6�
�
25-34�
37.7�
23.5�
�
35-44�
22.2�
34.4�
�
45 and over�
36.3�
42.1�
�
Education�
�
***�
�
No education�
30.8�
44.8�
�
Primary�
33.1�
25.1�
�
Secondary and above�
40.8�
15.6�
�
All Respondents�
35.4�
29.2�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of differences among socio-demographic groups: 


* p<0.05; ***p<0.001�
�






Table 12: Percent of respondents that reported advocacy in favor of FGC abandonment, by selected socio-demographic characteristics and by State.�
�
Characteristics


�
Percent�
�
�
Enugu (n=412)�
Ebonyi (n=455)�
�
Belief that FGC could lead to problems


Held belief


Did not hold belief�
***


29.5


12.0�
***


31.3


10.5�
�
Level of religiosity


High


Low�



18.6


15.9�
***


28.2


17.5�
�
Belief that FGC is a religious requirement


Held belief


Did not hold belief�
***


3.9


23.8�
*


15.0


24.9�
�
Belief that there are benefits to FGC 


Held belief


Did not hold belief�
***


7.1


25.8�
***


13.4


28.9�
�
Belief that most people in the community want FGC discontinued


Held belief


Did not hold belief�
***





36.7


6.8�






24.8


21.9�
�
Discussion about FGC with a religious leader during the last 12 months


Discussed


Did not discussed�
***





50.0


14.0�
*





30.2


20.0�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of differences between ideational categories: * p<0.05; ***p<0.001�
�






Table 13: Percent of respondents who think they could definitely resist pressure to perform female genital cutting�
�
Self-efficacy indicator�
Percent Reporting�
�
�
Enugu


(n=414)�
Ebonyi


(n=453)�
�
Ability to resist pressure from spouse ***�
58.2�
45.6�
�
Ability to resist pressure from (grand)mother  ***�
60.6�
47.4�
�
Ability to resist pressure from (grand)mother-in-law ***�
61.1�
46.7�
�
Ability to resist pressure from religious leader ***�
59.2�
44.7�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of differences between states: ***p<0.001�
�






Table 14: Percent of respondents that manifested a high level of perceived self-efficacy to resist pressure to perform FGC, by selected socio-demographic and ideational characteristics and by State.�
�



Characteristics


�
Percent�
�
�
Enugu (n=412)�
Ebonyi (n=455)�
�
Gender


Male


Female�
***


60.6


45.4�
*


48.7


38.4�
�
Belief that FGC could lead to problems


Held belief


Did not hold belief�
***


73.5


54.6�
***


54.7


31.4�
�
Level of religiosity


High


Low�



54.4


50.0�
***


51.8


35.9�
�
Belief that FGC is a religious requirement


Held belief


Did not hold belief�
***


36.4


71.2�
*


19.6


52.7�
�
Belief that there are benefits to FGC 


Held belief


Did not hold belief�
***


42.3


74.6�
***


24.4


57.8�
�
Discussion about FGC with a religious leader during the last 12 months


Discussed


Did not discussed�
***





73.8


49.5�
***





54.3


39.7�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of differences between ideational categories: * p<0.05; ***p<0.001�
�






Table 15: Percent of female respondents that have ever undergone female genital cutting, by LGA and state �
�
LGA/State�
n�
Percent �
�
Enugu State


Uzo Uwani


Isi-Uzo


Enugu South





Total for Enugu�



68


74


109





251�



23.5


75.7


88.1





66.9�
�
Ebonyi State


Ikwo


Onicha


Ohaukwu





Total for Ebonyi�



80


80


75





235�



78.7


88.7


86.7





84.7�
�
Source: HCP FGC Baseline Survey, July/August 2003.�
�






Table 16: Percent distribution of female respondents by age at genital cutting and the State�
�
Timing of FGC�
Percent �
�
�
Enugu


(n=53)�
Ebonyi


(n=170)�
�
Infancy�
96.2�
10.6�
�
Childhood (2 – 11 years)�
0.0�
8.8�
�
Adolescence (12 – 19 years)�
0.0�
50.6�
�
Adulthood (20 years and above)�
0.0�
7.1�
�
Don’t Know�
3.8�
22.9�
�
Source: HCP FGC Baseline Survey, July/August 2003.�
�






Table 3: Percent of respondents that listens to the radio regularly (at least once a week) by selected socio-demographic characteristics and by State.�
�
Characteristics�
Percent�
�
�
Enugu (n=484)�
Ebonyi (n=473)�
�
Sex�
***�
**�
�
Male �
90.9�
77.6�
�
Female�
73.8�
65.7�
�
Age group (years)�
�
***�
�
18-24�
84.4�
80.1�
�
25-34�
82.2�
78.4�
�
35-44�
81.4�
65.3�
�
45 and over�
73.4�
60.2�
�
Education�
***�
***�
�
No education�
67.7�
44.4�
�
Primary�
79.8�
85.2�
�
Secondary�
87.6�
82.5�
�
Post-secondary�
(100.0)�
100.0�
�
All Respondents�
80.8�
71.4�
�
Source: HCP FGC Baseline Survey, July/August 2003.


Significance of differences among socio-demographic groups: * p<0.05; ** p<0.01; ***p<0.001


Percentages in parenthesis represent fewer than 20 cases�
�
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Figure 1: Percent that discussed FGC with someone during the past year, by state and by gender.

Source: HCP FGC Baseline Survey, July/August 2003
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