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Abstract: Introduction: Female genital mutilation (FGM), also known as female genital cutting or circumcision, threatens the 
health and well-being of millions of girls, women, and their children around the world. In Senegal, FGM practices persist despite 
numerous interventions. This study aims to analyze the determinants of FGM in Senegal. Methods: This article uses data from 
the 2018 Senegal Demographic and Health Survey (DHS), a nationally representative survey of 9413 women aged 15-49 years. 
In the descriptive analysis, variables were presented in terms of frequency and percentage of data. The significance level was set 
at 5, and 95% confidence intervals (CIs) were used. Variables with p values less than 0.25 in the bivariate analysis were selected 
for multivariate analysis. The dependent variable was a composite variable generated from 3 DHS variables that described the 
types of post-FGM genital lesions that exist in women. The analysis was performed using STATA/SE 17. Results: The 
prevalence of FGM is 17.14%. Eleven-point fifty-two percent (11.52%) or 999 women believe that FGM is a religiously 
recommended practice. Ninety-nine percent (993) of these women were Muslim (p=0.0017). Fifteen-point thirty-nine percent 
(15.39%) or 1,334 women think it is a practice that should continue to be practiced and 80.59% (or 6,988 women) think it should 
be stopped. The protective factors for the occurrence of FGM were female empowerment (high level of education of the woman 
(primary ajOR=0.64 [0.50-0.83] and secondary ajOR=0.43 [0.32, 0.57]) and the fact that the head of the family was a woman 
ajOR (0.75 [0.59-0.97]); belonging to the central region of Senegal (Diourbel, Kaolack, Thiès, Louga and Fatcick) and Christian 
religion (ajOr=0.05 [0.02-0.13]). The risk factors for female genital mutilation in Senegal were ethnicity and belonging to certain 
regions in the northeast and southeast of Senegal (Tambacounda, Matam, Kedougou). Conclusion: This study showed that FGM 
practices are still persistent in Senegal. This study underlined that the empowerment of women would allow the fight against 
FGM. Health interventions should be multisectoral, involving the education sectors with a strong investment in girls' education 
and retention. 
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1. Introduction 

Female genital mutilation (FGM), also known as female 
circumcision, threatens the health and well-being of millions of 
girls, women and their children around the world [1]. Female 
genital mutilation has no health benefits and is known to cause 
serious short- and long-term damage to the physical and 

psychological health of victims [2]. Thus they are at the origin 
of obstetrical consequences which can engage the vital 
prognosis of the woman during the delivery [3]. Over 200 
million girls and women alive today have been cut in 30 
countries in Africa, the Middle East and Asia where FGM is 
concentrated [4]. Africa still bears the greatest burden. Female 
genital mutilation of any kind has been recognized as a 
harmful practice and a violation of the human rights of girls 
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and women [5]. By 2030, the Sustainable Development Goals 
through Goal 5 in its indicator 5.3.2 addresses the problem of 
FGM by insisting on a reduction of the "Proportion of girls and 
women aged 15-49 years who have undergone female genital 
mutilation/cutting, by age" [6]. In Senegal, since the 1970s, 
excision has been combated by the Senegalese authorities 
through awareness programs. Since 1999, the practice is 
legally repressed and excisers are regularly brought to justice 
and sentenced to a minimum of 6 months in prison, at least for 
example [7]. However, it is noted that over the years, despite 
the many health interventions made, there is a slight decline in 
FGM practices in Senegal [7]. 

Studies have been conducted on FGM in Senegal, but 
few have focused on the determinants of FGM practices. 
This study aims to analyze the determinants of FGM in 
Senegal. 

2. Methods 

2.1. Type of Study 

This is a descriptive cross-sectional study with an analytical 
purpose. 

2.2. Data 

This article uses data from the 2018 Senegal Demographic 
and Health Survey (DHS), a nationally representative survey 
of 9413 women aged 15 to 49 years. The DHS-Continuous 
2018 sample is representative at the national level, at the 
regional level, and for urban and rural settings. The sample 
was drawn stratum by stratum. Thus, the sample is based on a 
stratified, two-stage area sample drawn in accordance with the 
DHS sampling methodology [8]. At the first level, 400 
clusters (primary sampling units [PSUs]) were drawn from the 
list of enumeration areas (EAs) established during the 2013 
General Census of Population and Housing, Agriculture, and 
Livestock (RGPHAE), using a systematic draw with 
probability proportional to size, with the PSU size 
corresponding to the number of households [9]. A count of 
households in each of these clusters provided a list of 
households from which a sample of 22 households per cluster 
waś drawn, in the second stage, from both urban and rural 
areas with systematic equal probability. A total of 8,800 
households (4,092 urban and 4,708 rural) were selected. 

Data were collected using four questionnaires - Household, 
Female, Male and Biomarkers. The Female Individual 
Questionnaire was used to record information from females 
aged 15-49 years who were residents or visitors the night 
before the survey. The Individual Record (IR) file was used 
for the analysis. 

The dependent variable is a composite variable generated 
from 3 DHS variables that describe the types of post-FGM 
genital lesions that exist in the woman interviewed. The lesion 
was described by the woman and is not observed by a health 
provider. These variables are: variable 1: women who have 
parts of flesh removed from the genital area coded in 3 

modalities yes, no, don't know; variable 2: women who have 
lesions in the genital area that is just nicked without removing 
flesh with 3 modalities yes, no, don't know; and variable 3 
women who have closure of the genital area sewn with 3 
modalities yes, no, don't know. The generated variable is 
dichotomous with 2 modalities “yes” and “no”. “Yes” for all 
women presenting at least one of the above-mentioned lesions. 

The independent variables: the socio-demographic 
factors were place of residence: this was dichotomized as 
"urban" or "rural"; the woman's level of education; the 
gender of the head of the household; the household's level 
of wealth: the wealth index, a measure of relative economic 
well-being based on household assets, was categorized into 
quintiles (lowest, second, middle, fourth, highest) and 
derived from the wealth score, religion, ethnicity, and 
region of residence. 

2.3. Statistical Analysis 

The analysis was performed using STATA/SE 17 software. 
As mentioned above in the data source section, a two-stage 
sampling design was adopted. To account for the multi-stage 
sampling design of the survey, all data were weighted to 
account for disproportionate sampling and non-response. In 
the descriptive analysis, variables were presented in terms of 
frequency and percentage of data. Comparisons between 
groups were made using the Chi 2 test. The significance level 
was set at 5, and 95% confidence intervals (CIs) were used. 
Variables with p values less than 0.25 in the bivariate analysis 
were selected for multivariate analysis [10]. To assess the 
factors associated with the existence of female genital 
mutilation, a multivariate logistic analysis was performed to 
adjust for the effect of confounders. Adjusted odds ratios 
(ORa) were calculated with their 95% confidence intervals. To 
manage complex sampling (multistage sampling, weighting, 
and stratification), variables for identifying weights, strata, 
and primary sampling units (PSUs) were defined before using 
SVY (STATA survey prefix). 

3. Ethical Approval 

This study is a secondary analysis of data from the DHS 
conducted in Senegal in 2018. The 2018 Demographic and 
Health Survey (DHS) in Senegal was approved by the 
National Ethics Committee (NEC). The survey was also 
approved by ICF's Institutional Review Board. Informed 
consent was obtained from all participants in writing. 

4. Results 

Prevalence of FGM 

The prevalence of FGM is 17.14% (see Table 1). Most of 
the women have a mutilation of a part of the reproductive 
system with 60%, 29.39% of women have Genital area just 
nicked without removing any flesh et 6.88% des femmes ont 
une infibulation (voir table 1). 

 



123 Ndeye Mareme Sougou et al.:  Analysis of the Determinants of Female Genital Mutilation Practices in Senegal:  
A Secondary Analysis of the 2018 DHS 

Table 1. Prévalence des MGF au Sénégal en 2018. 

Female Genital Mutilation Frequency n=9414 Percentage% 

Yes 1617 17.18 
No 7797 82.82 
Type de FGM 

  
Flesh removed from genital area n=2195 

 
yes 13 38 60.96 
no 566. 25.80 
don't know 291. 13.24 
Genital area just nicked without removing any flesh N=857 

 
yes 252. 29.39 
no 333. 38.79 
don't know 273. 31.81 
Genital area sewn closed n=2196. 

 
yes 151. 6.88 
no 1838. 83.70 
don't know 207. 9.41 

Table 2. Distribution of FGM according to socio-demographic characteristics. 

 
Frequency n=1617 Percentage% 

Woman highest educational level 
  

no education 856 9.097 
primary 360 3.823 
secondary 352 3.74 
higher 49 0.5158 
Wealth index 

  
poorest 452 4.8 
poorer 283 3.004 
middle 287 3.052 
richer 324 3.438 
richest 272 2.882 
Region 

  
Dakar 442 4.7 
ziguinchor 99 1.05 
diourbel 99 0.0761 
saint-louis 7 1.468 
tambacounda 138 2.009 
kaolack 189 0.9057 
thies 85 1.02 
louga 11 0.1162 
fatick 12 0.1314 
kolda 156 1.662 
matam 189 2.012 
kaffrine 17. 0.1839 
kedougou 56 0.594 
sedhiou 118 1.256 
Type of place residence 

  
rural 820 8.707 
urban 797 8.468 
Religion 

  
muslim 1 605 17.05 
chistiane 10 0.1074 
no religion 0.8 0.0087 
other 0.5 0.0052 
Ethnicity 

  
wolof 19 0.1792 
poular 893 9.487 
serer 4 0.0462 
mandingue/ soce 250 2.661 
diola 134 1.424 
soninke 92 0.977 
senegalese ethnicity 109 1.157 
not senegalese 117 1.244 
sex of household head 

  
male 1 205 12.8 
female 412 4.378 
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Distribution of FGM according to socio-demographic 

characteristics 

The prevalence of FGM is higher among women without 
education (9%). The regions with the highest prevalence are 
Dakar (4.7%), Tambacounda (2%), Sedhiou (1.2%) and 
Matam (2%). Women of the Muslim religion are the most 
concerned (17.05%). The Poular ethnic group is the most 
represented (9.49%). FGM is more common among women 
living in a house where the head of the household is a man 
(12.8%). (see Table 2). 

Women's knowledge and opinions about FGM 

Women who had heard of FGM represented 90.66% (8,535) 
of the women. 

Eleven-point fifty-two percent (11.52%) or 999 women 
thought that FGM was a religiously recommended practice. 
Ninety-nine percent (993) of these women were Muslim 
(p=0.0017). 

Fifteen-point thirty-nine percent (15.39%) or 1,334 of the 
women thought that it was a practice that should continue to 
be performed and 80.59% (6,988 women) thought that it 
should be stopped. 

Table 3. Factors associated with female genital mutilation in Senegal. 

FGM Odds ratio [95% conf. interval] P>t 

Woman highest educational level 
   

No education 1   
Primary* 0.64 [0.50-0.82] 0.001 
Secondary* 0.43 [0.32-0.57] 0.000 
higher 0.54 [0.24-1.18] 0.123 
Wealth index 

   
Poorest 1   
poorer 0.92 [0.67-1.25] 0.593 
middle 0.90 [0.63-1.28] 0.564 
richer 0.87 [0.55-1.36] 0.529 
richest 0.68 [0.36-1.32] 0.255 
Region 

   
Dakar 1   
Ziguinchor 1.16 [0.63-2.14] 0.622 
Diourbel* 0.05 [0.02-0.14] 0.000 
Saint-louis 0.81 [0.43-1.50] 0.494 
Tambacounda* 2.31 [1.39-3.82] 0.001 
Kaolack* 0.38 [0.18-0.78] 0.009 
Thies* 0.45 [0.25-0.83] 0.011 
Louga* 0.07 [0.03-0.17] 0.000 
Fatick* 0.27 [0.13-0.54] 0.000 
kolda 0.88 [0.53-1.44] 0.604 
Matam* 1.97 [1.17-3.32] 0.011 
Kaffrine* 0.25 [0.11-0.58] 0.001 
Kedougou* 2.76 [1.42-5.39] 0.003 
Sedhiou 1.16 [0.67-2.01] 0.600 
Type of place residence 

   
Urban 1   
Rural 0.87 [0.62-1.22] 0.429 
Religion 

   
Muslim 1   
Christiane* 0.06 [0.02-0.14] 0.000 
no religion 1 

  
Ethnicity 

   
Wolof 1   
Poular* 83.22 [34.09-203.11] 0.000 
serer 0.76 [0.22-2.64] 0.668 
mandingue/ soce* 120.27 [46.12-313.67] 0.000 
Diola* 114.37 [44.58-293.39] 0.000 
Soninke* 85.05 [30.07-240.53] 0.000 
senegalese ethnicity* 65.47 [24.72-173.36] 0.000 
not senegalese* 141.09 [49.35-403.39] 0.000 
sex of household head 

   
male 1   
Female* 0.76 [0.59-0.97] 0.029 
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Factors associated with FGM 

Protective factors for the occurrence of FGM were women's 
empowerment factors (high level of education of the woman 
(primary ajOR=0.64 [0.50-0.83] and secondary ajOR=0.43 
[0.32, 0.57]) and the fact that the head of the family was a 
woman ajOR (0.75 [0.59-0.97]); belonging to the central 
region of Senegal (Diourbel, Kaolack, Thiès, Louga and 
Fatcick) and Christian religion (ajOr=0.05 [0.02-0.13]). Risk 
factors for female genital mutilation in Senegal were ethnicity 
and belonging to certain regions in the northeast and southeast 
of Senegal (Tambacounda, Matam, Kedougou). (See Table 3). 

5. Discussion 

It is estimated that more than 200 million girls and women 
alive today have undergone female genital mutilation in 
countries where the practice is concentrated. In addition, an 
estimated 3 million girls are at risk of undergoing female 
genital mutilation each year [11]. In Senegal, the prevalence 
rate of FGM is 17.14% in 2018. This high prevalence shown 
by our study is similar to other countries in Africa. In West 
Africa is 25.4% in 2017 [12]. For example, in Sudan the 
prevalence is 20%, 21.1% in Ghana [13, 14]. 

According to WHO, FGM/C is defined as "all procedures 
involving partial or total removal of the external female 
genitalia or other injury to the female genital organs for 
non-medical reasons." In the medical literature, four main 
types of FGM/C are recognized [15]: 

Type I: excision of the clitoral hood with or without 
removal of parts or the entire clitoris (clitoridectomy); 

Type II: excision of the clitoris together with parts or all of 
the labia minora; 

Type III: excision of parts or the whole of the clitoris, labia 
minora and labia majora and stitching or narrowing of the 
introitus, with a very small outlet for passage of urine and 
menstruum. This is also known as infibulation; 

Type IV: other harmful procedures to the female genitalia 
for non-medical purposes. Examples are—pricking, piercing, 
incising, scraping and cauterization. Others are hymenectomy, 
cutting of the vagina and introduction of corrosive substances 
or herbs into the vagina to cause bleeding or to tighten or 
narrow the vagina. 

In Senegal, most women present as lesion flesh removed 
from genital area avec 60.96% which corresponds to type I 
and type II, 29.39% of women have Genital area just nicked 
without removing any flesh (Type IV) and 6.88% of women 
have an infibulation (Type III). The type of lesions identified 
by the DHS cannot be precise because it is based on a 
description of their anatomy by the respondents and not on 
direct observation by a health professional [16]. Depending on 
the type of mutilation, the genito-obstetrical complications are 
more or less serious but also the reconstruction is less possible 
[17]. In other countries of the world the most widespread types 
are type I mutilations, type III being found very rarely [1, 18]. 

Women who had heard of FGM represented 90.66% (8,535) 
of women. Fifteen-point thirty-nine percent (15.39%) or 1,334 
of the women think that it is a practice that should continue to 

be practiced and 80.59% (6,988 women) think that it should be 
stopped. Numerous health interventions and campaigns have 
been carried out in African countries to fight against FGM. 
These policies have led to a decline in the practice but above 
all to an increase in community awareness of these harmful 
practices [19]. This situation is not similar to that of countries 
in the sub-region where women still say they are not yet ready 
to abandon these practices [20]. Other studies have shown that 
information dissemination improves cognitions about FGM, 
but that the success of interventions depends on a range of 
other contextual factors [21]. 

Eleven-point fifty-two percent (11.52%) or 999 women 
believe that FGM is a religiously recommended practice. 
Ninety-nine percent (993) of these women were Muslim 
(p=0.0017). This is also the case in other countries where the 
prevalence of FGM is high and where one of the main reasons 
for the persistence of this practice is that communities believe 
that FGM is recommended by religion [19, 22]. In Senegal, in 
some religious communities of the Pular ethnic group, despite 
laws that condemn these practices, they continue to be 
legitimized by religious arguments [23]. Our study showed 
that religion is indeed a factor associated with FGM practices. 

The analysis of factors associated with FGM also showed 
that region of residence was a determinant of FGM. It was 
found that some regions, such as the Southeast, are strongly 
associated with FGM. 

In our study, the protective factors for FGM are factors of 
women's empowerment. Thus, a high level of education would 
protect women from these practices (primary level oraj: 0.64 
[0.50-0.82]; secondary level oraj: 0.43 [0.32-0.57]). Other 
studies had shown that FGM was less prevalent among 
educated women (p value < 0.001) [13, 18]. Empowerment 
factors were described as necessary to work on reducing FGM 
practices [24]. In the same register, our study showed that 
households headed by women were less likely to undergo 
FGM (ORaj: 0.76 [0.59-0.97]). In Guinea, the factors of 
empowerment of women through the strengthening of 
decision-making power allowed them to stand up against 
FGM practices [25]. Empowerment of women and girls was 
seen as an essential intervention to eradicate this practice [26]. 

Limitations 

This study has some limitations. In particular, the analyses 
used cross-sectional data, so only associations and not causal 
relationships were established. This study could be 
complemented by a qualitative study to understand the 
contextual and socio-cultural factors that cause FGM practices 
to persist despite all the interventions implemented. 

6. Conclusion 

This study has shown that FGM practices are still persistent 
in Senegal. They are mostly practiced in certain regions of 
Senegal and by certain ethnic groups. Religious justification is 
still prevalent in the persistence of FGM. This study has 
highlighted that the empowerment of women would allow the 
fight against FGM. Health interventions should be 
multisectoral by involving the education sectors with a strong 
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investment in girls' education and their retention in school. 
Households headed by women suffer less from this practice. 
This result shows the importance of women's decision-making 
autonomy, which could be an important lever on which 
policies could rely in the fight against FGM. In the future, this 
study could be complemented by qualitative studies that could 
explore the socio-cultural norms and social processes at work 
in these specific ethnic groups and regions of Senegal where 
high prevalence of FGM persists. 
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