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Abstract

A deeper understanding of the factors associated with female genital mutilation remains important in the fight against this practice,
particularly in developing countries. This study focused on young women (15-35 years) and pooled analysis using DHS data (2015-
2019) for selected sub-Saharan African countries was done. The weighted study sample was 26289 and the data were analysed using
univariate, bivariate and multivariate regression analysis. The results are based on information at the time of the survey. The overall
prevalence of FGM among young women from the selected countries was 71.5%. Sierra Leone had the highest prevalence (83.7%),
followed by Tanzania (80.8%), Ethiopia (73.0%), and Gambia (72.4%). The prevalence in Senegal and Guinea were both below
60%. We found that age, level of education, age at first marriage, parity, employment status, media exposure, and type of place of
residence were statistically associated with FGM. This calls for targeted interventions focusing on increasing awareness, education,
and empowerment for young women with low socio-economic status. (Afr J Reprod Health 2024; 28 [6]: 15-24).
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Résumé

Une compréhension plus approfondie des facteurs associés aux mutilations génitales féminines reste importante dans la lutte contre
cette pratique, en particulier dans les pays en développement. Cette étude s'est concentrée sur les jeunes femmes (15-35 ans) et une
analyse groupée utilisant les données DHS (2015-2019) pour certains pays d'Afrique subsaharienne a été réalisée. L'échantillon
pondéré de 1'étude était de 26 289 et les données ont été analysées a l'aide d'une analyse de régression univariée, bivariée et
multivariée. Les résultats sont basés sur les informations disponibles au moment de 1'enquéte. La prévalence globale des MGF parmi
les jeunes femmes des pays sélectionnés était de 71,5 %. La Sierra Leone avait la prévalence la plus élevée (83,7 %), suivie par la
Tanzanie (80,8 %), l'Ethiopie (73,0 %) et 1a Gambie (72,4 %). La prévalence au Sénégal et en Guinée était inférieure a 60 %. Nous
avons constaté que 1'age, le niveau d'éducation, I'dge au premier mariage, la parité, la situation professionnelle, I'exposition aux
médias et le type de lieu de résidence étaient statistiquement associés aux MGF. Cela nécessite des interventions ciblées axées sur
la sensibilisation, 1’éducation et I’autonomisation des jeunes femmes ayant un statut socio-économique faible. (Afr J Reprod Health
2024; 28 [6]: 15-24).

Mots-clés: Jeunes femmes, mutilations génitales féminines, prévalence, corrélats, Afrique subsaharienne

Introduction

The World Health Organisation (WHO) describes
female genital mutilation (FGM) as a partial or total
removal of the external female genitalia for non-
medical purposes'. FGM can be categorized into
clitoridectomy (removal of part or all of the clitoris),
an excision (removing part or all of the clitoris and

the inner labia, with or without removal of the labia
majora), and lastly, infibulation (a narrowing of the
vaginal opening by creating a seal, formed by cutting
and repositioning the labia)>. Female genital
mutilation (FGM) is a cultural practice often
performed without providing an understanding of
the health risks involved (i.e., bleeding, problems
with urination, etc.)**. The origins of FGM remain
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unclear, though it was documented in Egypt as early
as 250 BC when it was used as a strategy to preserve
a girl’s virginity and curtail premarital sex’.
Although much emphasis has been placed on the
reduction of this cultural practice, it can be generally
discussed that this traditional practice is perceived as
discriminatory (since it is often an imposed practice
on young girls and reflects society’s control over
them), which interferes with the satisfaction of
women's and girls' fundamental rights in most
African countries®. FGM is recognised as a violation
of various rights including the rights of children, the
right to health, and the right to be free from torture
and cruel or degrading treatment, amongst others*%”.

Studies have been conducted to examine the
factors that influence FGM worldwide. Based on the
findings of these studies, the age of the girls and
women involved is crucial in understanding the
intergenerational transmission of FGM®®. This is
because older women have a higher likelihood of
having passed through the practice and may be more
likely to pass it down to their children and
grandchildren. Research shows that the practice is
often passed down from older women to younger
girls within families and communities, reflecting
deeply ingrained cultural beliefs and social
pressures'®!2. Younger girls who undergo FGM may
experience immediate health risks, including severe
pain, bleeding, infections, and complications during
childbirth'*!*, Older women who have undergone
FGM may suffer from long-term physical and
psychological consequences including painful
urination, pain during intercourse, depression, low
self-esteem, and various other problems*!316,
Understanding the age at which FGM occurs and its
impact on different age groups is crucial for
addressing the health needs of affected individuals'.
Early marriage has also been culturally linked to
FGM; this is because the practice is often viewed as
a prerequisite for womanhood and is often thought
to increase a woman’s marriageability!”'*. FGM
may be performed as part of marriage rituals or to
preserve chastity and ensure purity®.

Moreover, several studies have highlighted
the positive relationship between FGM and
education®!??, The findings of such studies revealed
that when women’s educational levels rise, attitudes
toward FGM tend to shift, thus, the likelihood of
practising FGM decreases****. Education is indeed a
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fundamental social factor that plays a significant role
in shaping attitudes, behaviours, and outcomes
related to various issues, including FGM in sub-
Saharan Africa. Another crucial factor contributing
to the practice of FGM is the employment status of
women. Employment provides women with a source
of income and economic independence, which can
enhance their decision-making power and
autonomy®. A study conducted by Ahinkorah and
colleagues delineated that women who were
employed had a lower likelihood of undergoing
FGM compared to those who were unemployed?.
Media also plays a significant role in combating
FGM; as revealed by Ahinkorah and colleagues
women who are exposed to different forms of media
(newspaper/magazine, radio, and television) are less
likely to undergo or subject their daughters to
FGM?.

Methods

Data sources

The study wused secondary data from the
Demographic and Health Surveys (DHS) drawn
from six countries (Sierra Leone, Tanzania, Gambia,
Ethiopia, Senegal and Guinea) in sub-Saharan
Africa. The surveys are conducted every five years
in most countries and are representative of
households nationally. The DHS provides data for a
wide range of monitoring and evaluation indicators
in the areas of population, health, and nutrition. The
current study focused on six countries in sub-
Saharan Africa, namely Tanzania, Sierra Leone,
Gambia, Ethiopia, Guinea, and Senegal. These six
countries were purposely selected based on the
highest prevalence of FGM ranking using Stat
compiler. DHS were conducted in these countries
during the period 2015 and 2019. The study focused
on young women from 15-35 years of age. The total
sample size is 26289, which is a combination of
sampled young women in all six countries. Refer to
Table 1 for details about the sample size.

Description of variables

The outcome variable for this study was female
genital mutilation. The variable was derived from
the question “Was any flesh removed from the
genital?” This is based on information collected at
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Table 1: Sample size by country

Country Survey year Sample size
Sierra Leone 2019 9078
Tanzania 2015-16 774
Gambia 2019-20 3407
Ethiopia 2016 3695
Senegal 2018 1643
Guinea 2018 7 692

Total - 26 289

the time of the survey; here, the women report on
events that happened in the past (when they were
young). For this study, the outcome variable was
dichotomised, where 0 was applied for those who
did not experience genital mutilation and 1 was
applied for those who had experienced genital
mutilation.

Explanatory variables

This study included ten explanatory variables. The
variables were age, marital status, education,
employment status, age at first marriage, parity, sex
of household head, media exposure, household
wealth, and place of residence. Age was categorised
into the following groups: 15-19, 20-24, 25-29, and
30-35. Marital status was coded as never married,
in-union, and no longer in-union. The education
status of the participant was coded as no education,
primary, as well as secondary and above. Age at first
marriage was coded as never married, <15, 15-19,
20-24, and 25-29. Parity was coded as 0, 1-2, 34,
and 5+. Employment was coded as employed and
unemployed. The gender of the household head was
coded as male and female. Media exposure was
coded as yes and no. Household wealth was coded
as poor, middle, and rich. The type of place of
residence was coded as urban and rural.

Statistical analysis

Statistical analysis was performed using Stata
version 17%. Univariate, bivariate, and multivariate
analyses were performed in this study. The bivariate
analysis included the chi-square (y?) test, to measure
the association between the selected explanatory
factors and FGM. We also performed a binary
logistic regression model to examine the relationship
between socio-demographic factors and FGM. The
regression equation applied to this paper is
expressed as follows:
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ln( p
1-p

This model is represented by more than one
explanatory variable that is either binary, ordinal,
nominal and so forth. The dependent variable in this

model is FGM (1%})' The regression coefficient

) =a + B1X1 + Baxy + B3xs + Baxy
+oe ot Bixg

(Bixi) increases the natural logarithm (log- odds) for
a one-unit increase in the predictor variable (x;) when
all other variables (x;) are constant. It measures the
relationship between x; and natural logarithm (log-
odds) adjusted for all other (x;) variables.

Results

The prevalence of female genital mutilation

Figure 1 shows the prevalence of FGM by country.
The results showed that Sierra Leone had the highest
prevalence (83.7%) of FGM, followed by Tanzania
(80.8%), Ethiopia (73.0%), and Gambia (72.4%).
Guinea and Senegal had a lower prevalence (less
than 60%) of FGM.

Characteristics of the study sample

Table 2 shows the background characteristics of the
respondents. The results show that the majority
(26%) of the participants were in the age groups 30
and 35 and 15 and 19 respectively. In terms of
marital status, 64% of young women reported that
they were in-union and only 4% were no longer in a
union. The study also revealed that most (37%)
participants had their first marriage between the ages
of 15 and 19 years. The findings also showed that
most of the study participants (45%) reported that
they had no formal education, followed by those
with secondary and higher education with 35%. The
study further shows that young women with zero
parity contributed 34% of the study population. With
regards to employment status in the last 12 months,
the majority (62%) of the respondents reported that
they were employed. Most (77%) of the households
were headed by males, and the majority (44%) of the
respondents categorized their household wealth as
rich. In terms of the type of place of residence, the
study revealed that the majority (57%) of young
women were residing in rural areas.

The results presented in Table 2
show the association between the FGM and socio-
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Figure 1: Forest plot for the prevalence of FGM by country

demographic factors. The findings showed that age,
level of education, age at first marriage, parity,
employment status, media exposure, and type of
place of residence had an association with FGM. The
findings also showed that young women in the 30—
35-year age group had the highest prevalence
(73.8%) of FGM. The prevalence was lowest
(67.7%) among women in the 15-19 years age
group. Moreover, women who were no longer
married had a higher prevalence (73.0%) of FGM
compared to those still in a relationship. Concerning
the level of education, women with secondary
education or higher had a higher prevalence (73.2%)
of FGM; however, it was lowest (69.5%) among
those with no education. Regarding age at first
marriage, women who got married in their early
twenties had a higher prevalence (73.9%) of FGM.
In terms of parity, women who had five or more
children had a higher prevalence (76.0%) of FGM.
Moreover, women who were employed had a higher
prevalence (72.4%) of FGM. Although there was not
much variation in the prevalence of FGM by sex of
household head women from female-headed
households had a slightly higher prevalence (71.5%)
of FGM. Furthermore, the findings showed that the
prevalence of FGM decreased with household
wealth. Women from poor households had a higher
prevalence (72.3%) of FGM. Concerning the type of
place of residence, women from rural areas had a
higher prevalence (72.7%) of FGM.

Determinants of female genital mutilation

Table 3 presents the results of the binary
logistic regression model for FGM by background

explanatory factors. The findings showed that
younger women, aged 15-19 years, had lower odds
[AOR: 0.87,95% CI: 0.77-0.97] of FGM compared
to those aged 20-24 years. Concerning marital
status, young women who were in-union had lower
odds [AOR: 0.73, 95% CI: 0.64-0.83] of FGM than
those who were never married. Moreover, the
findings showed that the odds of FGM increased
with education. Women who had no education had
lower odds [AOR: 0.65, 95% CI: 0.58-0.73] of FGM
than those with secondary or higher education.
Concerning age at first marriage, women whose age
at first marriage was below 15 years had lower odds
[AOR: 0.84, 95% CI: 0.75-0.94] of FGM than those
whose age at first marriage was in the 15-19 age
group. Additionally, the findings showed that FGM
increased with parity. Women who had five or more
children had higher odds [AOR: 1.89,95% CI: 1.57—
2.27] of FGM compared to those with no children.
Women who had one-to-two children had higher
odds [AOR: 1.40, 95% CI. 1.24-1.57] of FGM
compared to those with no children. Additionally,
the findings showed that media exposure plays a
significant role in the experience of FGM. The
findings showed that women who have no media
exposure had higher odds [AOR: 2.32,95% CI:
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Table 2: Distribution of respondents and prevalence of FGM by explanatory factors

Variable Female genital mutilation 1, p-value
No Yes Total
No. % No. % No. %
Age group 45.71%%*
15-19 2210 323 4629 67.7 6 839 26.0
20-24 1697 28.7 4214 71.3 5911 22.5
25-29 1788 269 4 850 73.1 6 638 25.3
30-35 1810 26.2 5091 73.8 6901 26.3
Marital status 0.15
Never married 2438 29.1 5948 70.9 8 386 31.9
In-union 4783 284 12070 71.6 16 853 64.1
No longer in-union 283 27.0 766 73.0 1049 4.0
Level of education 67.55%%*
No education 3630 305 8253 69.5 11 883 452
Primary 1419 27.1 3817 72.9 5236 19.9
Secondary+ 2456 26.8 6713 73.2 9170 349
Age at first marriage 19.8%#%*
Never married 2438 29.1 5948 70.9 8 386 31.9
<15 1033 312 2 281 68.8 3314 12.6
15-19 2709 28.2 6 905 71.8 9614 36.6
20-24 1002 26.1 2 832 73.9 3834 14.6
25-29 323 28.3 818 71.7 1141 4.3
Parity 55.46%**
0 2817 32.0 5993 68.0 8 810 33.5
1-2 2340 277 6111 72.3 8 450 32.1
34 1576 272 4228 72.8 5804 22.1
S5+ 772 24.0 2452 76.0 3225 12.3
Employment in the last 12 months 84.03***
Not employed 2988 30.1 6939 69.9 9927 37.8
Employed 4516 27.6 11845 724 16 361 62.2
Media exposure 47.43%%%
No 7278 28.2 18514 71.8 25792 98.1
Yes 227 45.7 270 54.3 497 1.9
Gender of household head 0.92
Male 5785 28.6 14476 714 20 261 77.1
Female 1720 28.5 4308 71.5 6028 22.9
Household wealth 1.39
Poor 2688 27.7 7018 72.3 9706 36.9
Average 1433  28.1 3 666 71.9 5099 19.4
Rich 3384 295 8 099 70.5 11484 43.7
Type of place of residence 9.44%*
Urban 3421  30.1 7 935 69.9 11 356 432
Rural 4083 273 10849 72.7 14 932 56.8
Total 7505 28.5 18784 71.5 26 289 100.0

Note: *** = p<0.001; ** = p<0.01; * = p<0.05; totals are not the same for all variables due to rounding

1.76-3.06] of FGM than those with exposure to the 1.25, 95% CI: 1.04—1.49] of FGM than those from
media. Furthermore, the findings showed that being urban areas.

from rural areas plays a significant role in Table 4 contains the unadjusted binary
experiencing FGM. The findings showed that logistic results of the relationship between country
women from rural areas had higher odds [AOR: and FGM. The findings suggest varying levels of
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Table 3: Binary logistic regression findings for the determinants of FGM by background explanatory factors

Variables AOR SE t 95% CI
Age group
15-19 0.87% 0.05 -2.52 [0.77-0.97]
2024 1
25-29 1.07 0.06 1.13 [0.95-1.19]
30-35 1.07 0.07 1.02 [0.94-1.22]
Marital status
Never married 1
In-union (.73 %% 0.05 -4.81 [0.64-0.83]
No longer in-union 0.84 0.09 -1.54 [0.68-1.05]
Level of education
No education 0.65%#* 0.04 -7.53 [0.58-0.73]
Primary 0.86%* 0.05 -2.62 [0.76-0.96]
Secondary+ 1

Age at first marriage
Never married - - - -
<15 0.84%* 0.05 -3.00 [0.75-0.94]

15-19 1
20-24 1.10 0.06 1.72 [0.99-1.23]
25-29 1.02 0.10 0.21 [0.84—1.24]
Parity
0 1
1-2 1.40%%** 0.08 5.59 [1.24-1.57]
34 1.52%%* 0.11 5.60 [1.31-1.76]
5+ 1.89%#%** 0.18 6.82 [1.57-2.27]
Employment in the last 12 months
Not employed 0.93 0.05 -1.49 [0.84-1.02]
Employed 1
Media exposure
No 2.32%%* 0.33 5.99 [1.76-3.06]
Yes 1
Sex of household head
Male 1.02 0.05 0.37 [0.92-1.13]
Female 1
Household wealth
Poor 1
Average 0.98 0.07 -0.23 [0.86-1.13]
Rich 0.99 0.09 -0.12 [0.83-1.17]
Type of place of residence
Urban 1
Rural 1.25% 0.11 2.42 [1.04-1.49]
Intercept 1.18 0.20 0.99 [0.85-1.65]

Note: *** = p<.001; ** = p<.01; * = p<.05; CI = Confidence interval; AOR = Adjusted odds ratio; SE = Standard error

Table 4: Binary logistic regression findings for the determinants of FGM by country

Country COR SE T 95% CI
Sierra Leone 1
Tanzania 0.82 0.13 -1.19 [0.60-1.13]
Gambia 0.571%%** 0.05 -6.38 [0.41-0.63]
Ethiopia 0.53%%** 0.06 -5.20 [0.42-0.67]
Senegal 0.26%*%* 0.04 -9.58 [0.20-0.34]
Guinea 0.27%*%* 0.03 -12.51 [0.22-0.33]

Intercept 5.13 0.42 19.89 [4.37-6.03]

Note: *** = p<.001; ** = p<.01; * = p<.05; CI = Confidence interval; COR = Crude odds ratio; SE = Standard error
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FGM across the countries. The findings showed that
women from the Gambia had lower odds [COR:
0.51, 95% CI: 0.41-0.63] of FGM than those from
Sierra Leone. Likewise, women from Ethiopia had
lower odds [COR: 0.53,95% CI: 0.42-0.67] of FGM
than those from Sierra Leone. Additionally, women
from Senegal had lower odds [COR: 0.26, 95% CI:
0.20-0.34] of FGM than those from Sierra Leone.
Furthermore, women from Guinea had lower odds
[COR: 0.27,95% CI: 0.22-0.33] of FGM than those
from Sierra Leone.

Discussion

The study examined the prevalence and correlates of
FGM among young women in selected sub-Saharan
African countries. Evidence from the data showed
that the age of the respondent, marital status,
educational level, age at first marriage, parity,
employment status, exposure to media and type of
place of residence are predictors of FGM. The
results confirm that the age of the respondent is a
relevant factor of considerable importance in FGM.
The odds of FGM were lower among young women.
A study conducted in Kenya on female genital
mutilation/cutting discovered similar findings where
older women had higher rates of FGM?*. The
primary justifications for older generations to
continue the practice can be justified based on their
deep cultural beliefs, while younger generations,
who have learned more from school and media, may
be more likely to not be willing to participate and
bring a halt to FGM?’. Moreover, the study also
discovered that marital status plays a significant role
in predicting FGM. Young women who were in-
union had lower odds of practicing FGM compared
to those who were never married. The findings of
this study are different compared to findings from
other scholars; Research by scholars focusing on
Chad and Senegal found that women who have never
been married tend to have lower instances of genital
mutilation?®%, These findings could be attributed to
the increasing awareness among younger
generations about the harmful effects of FGM?.
This study also found that the odds of FGM
increased with level of education, where the odds of
FGM were lower among women with lower levels
of education. Similarly, a study by Mwanja and
colleagues discovered that young women
with secondary or higher education are more likely

FGM among young women in sub-Saharan African countries

to undergo FGM compared to those with little to no
formal education®’, While it is commonly believed
that higher education for young women reduces the
likelihood of experiencing FGM, it can be contended
that in many African communities adhering to
traditional beliefs, female education may be
undervalued®'??, This is because there is a
perception that women must conform to traditional
practices to uphold cultural values and norms, and
these norms can contribute to the persistence of
FGM practices®***. In such contexts, the importance
of education in combating FGM may be overlooked
due to the emphasis on traditional values?'¥>-3,

The findings also showed that the odds of
FGM were lower among respondents who reported
that their age at first marriage was younger than
fifteen years. In contrast, Sakeah and colleagues
maintain a different view that young women
younger than 20 years are more likely to practice
FGM given the fact that the husband's family
members decide for them, one can articulate those
young women in a marriage have less or no decision
making related to FGM?'. The findings also
indicated that the odds of FGM increased with
parity. This aligns with previous studies that have
shown varying prevalence and odds of FGM based
on a woman's parity**, In certain African societies,
FGM tends to be more common among nulliparous
female youths (those who have not given birth)
compared to multiparous female youths (those with
one or more children)***’. This practice is often
associated with cultural beliefs that link FGM to
enhancing female chastity, fertility, and ability to
have children*!.

The study found that the odds of FGM were
higher among those with no media exposure. Mass
media plays a crucial role in unpacking the impact of
FGM and has the potential to shape discussions for
policymakers**. How news media portray female
genital cutting holds significant implications for the
global status of women®. In such contexts, positive
media coverage can highlight the human rights
violations associated with FGM, spark discussions,
and encourage communities to question and
reconsider the cultural norms that perpetuate the
practice’”. On the other hand, negative or
sensationalised media reports may inadvertently
reinforce stereotypes or stigmatize communities
practising FGM, hindering efforts to address the
issue collaboratively**.  The findings further

African Journal of Reproductive Health June 2024; 28 (6) 21



Miyambu et al.

showed that the odds of FGM were higher among
those from rural areas; young women residing in
rural areas tend to embrace FGM because the practice
is deeply rooted in cultural traditions, especially in
rural settings*. Similarly, studies from Burkina Faso
and Gambia have also reported that the prevalence of
FGM was low among urban area dwellers*“®. In
some cases, urban areas may have lower prevalence
rates compared to rural areas, as urbanization and
education can contribute to changing attitudes
towards FGM*©,

Strengths and limitations of the study

This study used nationally representative datasets to
perform the analysis. One of the study's limitations
is the cross-sectional nature of the data so it is not
possible to measure causation between the variables.

Conclusion

The results of the study revealed that the prevalence
of FGM is high (72%) among young women in the
selected countries. Moreover, the findings revealed
that the odds of FGM increased with education and
parity; the odds of FGM were higher among women
who had no media exposure and those from rural
areas. The study provides evidence of the
relationship between selected socio-demographic
indicators and FGM in selected sub-Saharan
countries. Based on the findings, there is a need for
capacity building for community leaders on the
psycho-social effect of FGM, especially in rural
settings, within the respective sub-Saharan
countries. There is also a need for initiatives that
promote empowerment initiatives among young
women.
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