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No relationship found between female genital cutting and
intimate partner violence across six sub-Saharan African
countries
Janet A. Howard and Mhairi A. Gibson

Department of Anthropology and Archaeology, University of Bristol, Bristol, UK

ABSTRACT
Female genital cutting (FGC) and intimate partner violence (IPV) are highly
prevalent forms of violence against women, and the UN has encouraged
strengthening policy linkages between FGC and IPV programme work (UN
Women, Female genital mutilation/cutting and violence against women and
girls. Strengthening the policy linkages between different forms of violence.
UN Women, 2017a). However few studies have examined the
relationship between these behaviours. This study addresses two
research gaps identified by the UN; (a) whether women with FGC are
more likely to experience physical or sexual IPV, and (b) whether
women’s IPV experiences are associated with their support for FGC.
Multilevel multivariate logistic regression models were run using
Demographic and Health Survey data from 6 sub-Saharan African
countries (Burkina Faso, Ethiopia, The Gambia, Ivory Coast, Kenya and
Nigeria, n33,170). Our results show no association between FGC and
IPV. Women with FGC are not at greater risk of experiencing IPV, and
women who experienced IPV in the preceding year are not more likely
to support FGC. Further, the importance of individual and community
factors differ; IPV experience is influenced by individual factors, whereas
FGC support is more influenced by ethnic group characteristics.
Although the proposition that FGC and IPV could be tackled
collaboratively is attractive for policy makers, these results are
important because they indicate that eradication programmes will be
more effective when targeted at specific behaviours.
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Introduction

Joint eradication programmes which could reduce the prevalence of several forms of violence
against women and girls (VAWG) simultaneously are a compelling proposition for policy makers,
presenting the possibility of increasing programme efficiency and making greater progress towards
achieving the Sustainable Development Goals by 2030 (UN, 2016). Likewise, practitioners have long
urged policy makers to recognise the overlapping nature of different types of VAWG (physical, sex-
ual and psychological behaviours perpetrated against women both within and outside the home)
and to design interventions that target multiple forms of VAWG together rather than in isolation
(MIGS, 2015; Yount et al., 2017). Recently this approach has been extended to include FGC. In 2017
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the UN released a policy note saying that ‘both VAWG and FGM/C have some common underlying
causes that would greatly benefit from common strategies to eliminate them. This can be done in
part through increased coordination and collaboration between different actors working to end
VAWG and FGM/C’ (UN Women, 2017a).

However, although FGC and IPV are often grouped together as VAWG or harmful cultural prac-
tices, there are some fundamental differences in their profiles which challenge the suggestion that they
have common underlying causes. FGC is only practiced in specific communities or countries, and can
be characterised as a one-off practice, arranged by a girl’s family sometime between birth and mar-
riage, and is typically imbued with cultural significance (Shell-Duncan & Hernlund, 2000). By con-
trast, IPV is found globally, perpetrated in private and often recurrently by a woman’s partner or
husband, and a women’s IPV experiences may change over their lifetime (Heise, 2011). Although
it is commonly suggested that FGC and IPV experiences are associated, their co-occurrence is not
well-documented (Barbaro, 2017; UN Women, 2017a), and this assertion is examined in this paper.

Co-occurrence of different forms of VAWG

Empirical evidence demonstrating the co-occurrence of different forms of psychological, physical
and sexual violence towards women, either within the home or in the community, is relatively
well-established (e.g. Garcia-Moreno et al., 2006; Hayes & Van Baak, 2017; Heise, 2012). The
term ‘polyvictimisation’ describes women and girls’ experiences of multiple forms of violence,
either concurrently or sequentially, drawing attention to the augmented impact this has on victims’
trauma symptoms (Yount et al., 2017). The co-occurrence of IPV specifically with other forms of
VAWG has also been demonstrated, such as IPV and early marriage (Kidman, 2017), and IPV
and non-partner violence (Abramsky et al., 2011; Krebs et al., 2011). This gives rise to the as yet
unproven prediction that IPV and FGC might also co-occur.

Two main hypotheses have been put forward to suggest why different forms of VAWG may co-
occur. At the individual level, psychologists have focused on the phenomenon of revictimisation,
whereby individuals who experience adverse childhood experiences are at greater risk of experiencing
IPV or other forms of VAWG in adulthood (Barnes et al., 2009; Classen et al., 2005). The mechanisms
underlying revictimisation are not yet understood, but a common explanation relates to the psycho-
logical sequelae resulting from childhood abuse, such as alcohol and drug use, post-traumatic stress,
and poor risk recognition, which increase the odds of being revictimised as adults (Kennedy, 2008).

The alternative hypothesis suggests that VAWG behaviours share the same societal root causes,
namely patriarchal values and gender inequality (UN Women, 2017a). Women at the intersection
of societal systems (such as ethnicity, class, religion, socio-economic status) may face multiple
forms of oppression in the form of VAWG (Garcia-Moreno et al., 2006; Kelly, 1987).

Both theories have been drawn on to predict an association between FGC status and IPV experi-
ence. Individual revictimisation has been suggested (Peltzer & Pengpid, 2014;Salihu et al., 2012), but
more commonly it is argued that IPV and FGC are both maintained by societal patriarchal norms
intended to control women (Barbaro, 2017; Shell-Duncan et al., 2011; UN Women, 2017a). How-
ever patriarchal norms are difficult to prove empirically due to the challenges of capturing suitable
data, and the idea of a common root cause for FGC and IPV is challenged by studies which have
demonstrated different drivers for these behaviours. FGC is typically motivated by parental con-
cerns about social acceptance and marriageability, with men often stating lower or similar levels
of support for FGC than women (Varol et al., 2015; Yoder & Wang, 2013). By contrast commonly
recognised drivers of IPV perpetration relate to men’s individual circumstances, such as witnessing
parental violence, alcohol use and involvement in community violence (Fleming et al., 2015).

The relationship between FGC and IPV has been examined in four empirical studies to date, all
of which used demographic health survey data (DHS), to test whether FGC status is a risk factor for
experiencing IPV. A study using Egypt data found women with FGC had higher odds of experien-
cing IPV, however only 2.9% of the sample did not have FGC (Refaat et al., 2001); a study using
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Ivory Coast data found a positive association between FGC status and sexual IPV, but not other
forms of IPV (Peltzer & Pengpid, 2014); and a study which used Mali 2006 DHS data found a posi-
tive association between FGC and all subtypes of IPV (Salihu et al., 2012). However, a subsequent
study using Mali 2013 DHS data did not find a positive association (Hayes & Van Baak, 2017).
Therefore although three of the four studies found a positive association, the results are not defini-
tive. The authors variously attribute these associations to revictimisation (Peltzer & Pengpid, 2014;
Salihu et al., 2012), gender imbalance or intersectionality (Refaat et al., 2001).

Few studies have examined the association between women’s endorsement of both practices (i.e.
support for the FGC continuation, and agreement with IPV justifications). A positive association
has been found in data from Benin, Ethiopia, Eritrea, and Mali, whereas this was not the case in
Nigeria, and the evidence from Egypt appears mixed (Afifi, 2009; Refaat et al., 2001; UNICEF,
2005; Yount & Li, 2009).

Eradication policy and research gaps identified by UN women

It is unclear whether coordinated elimination strategies targeted at reducing FGC and IPV together
would be beneficial, as no joint programmes have been documented and evaluated in the literature
to date. However, it has been suggested that programmes which used a social norms change
approach to address either FGC or IPV, may have indirectly reduced the other behaviour. In par-
ticular, an FGC eradication programme in Senegal reported a decrease in IPV, as well as FGC
(Diop, 2004). Much weight has been given to this result which has been widely cited and used to
promote the use of multiple programme interventions as a means of accelerating FGC and IPV
change (Gennari et al., 2014; Heise, 2011; UNWomen, 2017a; UNICEF, 2008). However, the report
in which these results are described is not peer-reviewed and the sample sizes are small (n200
women, n198 men). Therefore, it remains to be established whether FGC and IPV are more effec-
tively tackled together.

The UN Women paper, which advocates strengthening policy linkages between IPV and FGC
interventions, recognises two major knowledge gaps in understanding (UN Women, 2017b)
which are addressed here by testing the following hypotheses; (1) Women with FGC have a higher
risk of experiencing IPV, and (2) Experiencing IPV increases women’s support for the continuation
of FGC.

Methods

Data and sample

DHS datasets were used for this study. These nationally representative surveys collect data on a
range of subjects including socioeconomic profile, reproductive and maternal health, marriage
and sexual activity. Additional optional modules on IPV and FGC are also available (www.
dhsprogram.com).

In this study global coverage was restricted to sub-Saharan Africa, where FGC is most prevalent.
Thirteen recent country surveys which used both the IPV and FGC modules were assessed for suit-
ability. Countries in which FGC prevalence was greater than 90% in all ethnic groups (Sierra Leone,
Mali) or less than 10% in all ethnic groups (Uganda, Cameroon, Togo) were excluded. Chad was
excluded because there was no overlap between women sampled for both IPV and FGC modules,
and Tanzania was excluded because ethnic group information was not collected. The remaining six
countries were suitable for analysis; Kenya 2014, Nigeria 2013, Gambia 2013, Ivory Coast 2012, Bur-
kina Faso 2010 and Ethiopia 2008 (n33,689 women). Overall 12.3% of women had experienced
physical or sexual IPV in the 12 months preceding the survey, and 59.1% of women had some
form of FGC.
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The FGC profile is similar in the six countries. The average age at FGC is between 2.5 and 4.7
years in all countries except Kenya where it is 11.2 years. The most common form of FGC is
flesh being removed from the genitals, experienced by 81–96% of women with FGC, although
slightly less in Nigeria (67%). The DHS uses descriptors of FGC type rather than the WHO classifi-
cation system. In this sample, 8% of women with FGC were cut with no flesh removed (WHO Type
IV), 79% had flesh removed from their genitals (WHO Type I or Type II), and 8% were infibulated
(WHO Type III). The remaining 6% did not know or did not answer concerning FGC type.

Data analysis

The same datasets were used to test both hypotheses. Women who were unmarried, and whose FGC
status, IPV experience or ethnic group were unknown, were excluded. Respondents from ethnic
groups with fewer than 50 women were also excluded. Otherwise all women with available data
for the selected variables were used in the analyses (n31,170 for hypothesis 1, n31,067 for hypothesis
2).

Hypothesis 1: Women with FGC have a higher risk of experiencing IPV

The outcome variable was women’s experience of physical and/or sexual IPV during the 12
months preceding the survey. Restricting IPV experience to a specific recent timeframe reduces
recall bias and allowed the control variables to be matched temporally as far as possible to the
IPV experience. The DHS survey asks respondents about several specific experiences relating to
physical IPV (being pushed, shaken, slapped, punched, kicked, dragged, beaten up, choked or
attacked with a weapon) and sexual IPV (being forced, physically or in any other way, to have sexual
intercourse, or perform sexual acts). Women who reported that they had experienced one or more
of these behaviours, either sometimes or often, were coded as having experienced IPV.

FGC status is the key predictor variable of interest. The DHS asks women whether they are cir-
cumcised (translated into their local equivalent), and women who had experienced any form of
FGC were coded as cut.

The statistical models control for variables which have been shown in previous studies to be
associated with the risk of women experiencing IPV (Abramsky et al., 2011; Garcia-Moreno
et al., 2006; Jewkes et al., 2017). These variables are household wealth (using the DHS quintiles
poorest, poorer, middle, richer, richest), household location (rural or urban), woman’s age,
woman’s education (none, primary, and secondary or higher), and marriage type (polygamous
or monogamous). The model also controls for whether the husband drinks alcohol as reported
by his wife (yes or no), whether the woman was exposed to IPV in childhood (whether her father
beat her mother) as both these variables have been shown to be highly predictive of IPV experience
(WHO/LSHTM, 2010). Age at FGC cannot be controlled for as it is only relevant for women who
have been cut.

Two indicators of female empowerment are included in the model as studies have shown that
women with more autonomy have a lower risk of experiencing IPV (Benebo et al., 2018;Rahman
et al., 2013). The first indicator is the number (out of five) of controlling behaviours exerted by
their husbands (whether their husband; is jealous or angry if she talks to other men, frequently
accuses her of being unfaithful, does not permit her to meet female friends, insists on knowing
where she is at all times, or tries to limit her contact with family). The second indicator is the num-
ber (out of four) of household decisions in which women participate (their own healthcare, large
household purchases, what is done with the husband’s earnings, and visits to friends or relatives).
Participation was assumed where women responded that they solely or jointly made these decisions.

A community level variable was also included in the multilevel model to control for social accep-
tance of IPV among men which varies by community, and which is argued may influence IPV per-
petration (Benebo et al., 2018; Jewkes et al., 2017). Male attitudinal data was extracted from the male
DHS datafiles for the same countries and ethnic groups. Men are asked whether ‘wife beating’ is
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justified in five different circumstances; if his wife burns the food, refuses to have sex, goes out with-
out telling him, neglects the children, or argues with him. Responses were used to calculate the aver-
age number of statements agreed with by men in each ethnic group.

Hypothesis 2: Experiencing IPV increases women’s support for FGC

The outcome variable of interest is whether women think that FGC should be stopped or con-
tinued. Women who were undecided or said they didn’t know were excluded from the analysis
(n1,600).

The predictor variable of interest was women’s experience of physical and/or sexual IPV during
the preceding 12 months. Variables known to affect women’s FGC support were controlled for in
the models. Women’s own FGC status is the strongest predictor of FGC support (Bellemare et al.,
2015) and additionally, the models controlled for women’s education (categorised as none, primary,
and secondary or higher), household wealth (using the DHS quintiles), religion (Muslim, Christian,
or None/Other), and age. Possible exposure to anti-FGC media campaigns is controlled for using a
composite mass media variable, calculated from women’s responses to their use of television, radio
and newspapers. Responses are categorised into no exposure, infrequent exposure (less than
weekly) or frequent exposure (daily) (Benebo et al., 2018). Additionally, the two indicators of female
empowerment described above (experience of controlling behaviours and involvement in house-
hold decisions) were included as these have been shown to affect women’s support of FGC
(Afifi, 2009; Rahlenbeck et al., 2010), as well as the number of IPV justifications women agreed
with (out of five). A community level variable of FGC prevalence (percentage of women over 15
years in each ethnic group who have experienced FGC) was also included in the multilevel
model as this has been shown to influence FGC behaviour (Howard & Gibson, 2017).

Statistical analysis

Multivariate logistic regression analyses were used to test both hypotheses. Single level models were
run on the six individual datasets, then the data was pooled for multilevel analyses. The DHS data is
suited to multilevel modelling due to the hierarchical structure. Here individual women are nested
in 73 ethnic groups which are nested in 6 countries. Ethnic group affiliation was used as the second-
ary level as this has been shown to be an important determinant of individual FGC behaviour and
provides an adequate sample size for analysis (Bellemare et al., 2015; Shell-Duncan et al., 2011;
Yoder & Wang, 2013).

Multilevel models recognise the clustering of data at different levels. This addresses some of the
perils of analysing aggregate data, and allows assessment of the effect of individual and community
effects on the outcome variable as well as estimating the extent of variation across communities. It is
generally recommended that there should be more than 15 units in each level to avoid standard
errors being underestimated (Rasbash et al., 2012). With just six countries at level 3, there is a possi-
bility that the country-level random variances and standard errors may be underestimated.

Second and third level variance was calculated to understand the variation between ethnic
groups and countries regarding the IPV experience and FGC support (the intercepts in the multi-
level logistic regression), and to interpret the importance of the different levels on the outcome. The
intra-class correlation (ICC), expressed as a percentage, gives a measure of the variance in the logis-
tic outcome attributable to different levels in the model (Goldstein, 2010). The median odds ratio
(MOR) expresses the level variance as an odds ratio. High MOR indicate that the contextual effects
are more important for understanding the individual probability of experiencing the outcome.

Four multilevel models were run to test hypothesis 1. A null model 1 which showed the variance
in IPV experience attributable to the three different levels. Model 2 only included the woman’s FGC
status. Model 3 included all control variables but excluded woman’s FGC status. Model 4 included
all control variables and the woman’s FGC status. Running separate models allows the effect of FGC
status on the variance to be analysed.
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Five models were run to test hypothesis 2. Model 1 was a null model. Model 2 only included the
woman’s IPV experience. Model 3 included all control variables but excluded IPV experience.
Model 4 included all control variables and the woman’s IPV experience. Model 5 additionally
included the number of years since anti-FGC legislation was passed as a level 3 contextual variable.
FGC was legal in The Gambia and some states of Nigeria at the time these DHS surveys were con-
ducted, whereas it was criminalised over 20 years ago in Burkina Faso and Ivory Coast (World
Bank, 2018). It is anticipated that stated support for FGC will be lower in countries which have
longer-standing anti-FGC legislation (Kovacs, 2017).

Results

A bivariate Pearson correlation analysis examining the relationship between FGC prevalence and
physical and sexual IPV prevalence in the 73 ethnic groups in the six study countries showed no
significant correlations at the ethnic group level, either overall (r =−0.031, p = .794 n73), or in
any of the study countries (illustrated in Figure 1, full results in SI Table 1).

Hypothesis 1: Women with FGC have a higher risk of experiencing IPV

On average a slightly smaller proportion of women with FGC experienced IPV in the preceding
year, compared to women without FGC (12.1% compared to 12.7%), illustrated by country in
Figure 2. Descriptive analytics are available in SI Table 2. There is a higher IPV prevalence in Ethio-
pia, Kenya and Ivory Coast, but there is no common pattern found in these six countries in relation
to FGC status. A higher proportion of women with FGC experienced IPV in the Gambia, Nigeria
and notably Ivory Coast, whereas in Ethiopia and Burkina Faso a higher proportion of women with-
out FGC experienced IPV, and in Kenya there is no difference by FGC status.

Single level multivariate logistic regression analyses by country tested the effect of FGC status
while controlling for confounding factors (SI Table 4). The association between FGC status and
IPV experience was only found to be significant and positive in Ivory Coast (OR 1.27, 95%CI
1.01–1.59, p = 0.043). In Ethiopia, Gambia, Kenya and Nigeria the association was positive but
not at significant levels, and in Burkina Faso the association was negative, but not at a statistically
significant level.

The results of the multilevel multivariate models using pooled data from all six countries
(Table 1) show that FGC status is not associated with IPV experience. The null Model 1 shows
that there is little variance between ethnic groups (9.5%) or between countries (5.6%), and that

Figure 1. Prevalence of IPV and FGC by ethnic group and country.
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most of the variation in IPV experience is at the individual level (84.9%). Model 2 shows that with-
out any control variables FGC status has a positive and significant association with IPV experience
(OR 1.15, 95%CI 1.05–1.27, p = .003), although the inclusion of FGC status has little effect on the
overall model or the Level 2 and Level 3 variance.

Model 3 controls for variables which have been shown in previous studies to affect women’s risk
of experiencing IPV; wealth reduces the risk of IPV but only significantly so in the richest house-
holds (OR 0.74, 95%CI 0.63–0.87, p < .000); women whose husbands drink alcohol, and who in
polygamous marriages have a significantly higher risk of experiencing IPV (OR 2.10, 95%CI
1.09-1.32, p = .004 and OR 1.20, 95%CI 1.09–1.32, p < .000). Childhood exposure to IPV also
increases the odds of experiencing IPV (OR 2.10, 95%CI 1.92–2.30, p < .000), and experience of
more spousal controlling behaviours also significantly increases the odds of experiencing IPV
(OR 1.70, 95%CI 1.66–1.75, p < .000). The other individual level control variables (household
location, woman’s age, woman’s education, and the number of household decisions the woman
is involved in) are not significantly associated with IPV experience. Likewise, men’s attitude
towards IPV in the ethnic group, included as a level 2 contextual variable, is not significantly associ-
ated with IPV experience (OR 1.15, 95%CI 0.93–1.43, p = .200). Together the control variables
reduce the level 2 variance from 0.354 to 0.217 (38.5%) and the level 3 variance from 0.215 to
0.082 (63.7%).

Model 4 adds FGC status to the control model, and the results show that the effect of being cut
has a positive but small association with IPV experience and is not a statistically significant (OR
1.10, 95%CI 0.99–1.21, p = .067). Adding FGC status has a negligible effect on the level 2 or level
3 variance and does not alter the effect of the control variables in the model. Further analysis
shows that no individual control variable included in Model 4 accounts for the relationship between
FGC status and IPV experience found in the bivariate Model 2 becoming non-significant in Model
4. Each control variable explains a small portion of the effect.

Hypothesis 2: Experiencing IPV increases women’s support for FGC

Three quarters of women in the study sample (76.6%) do not support the continuation of
FGC. FGC support does not vary greatly by IPV experience; overall FGC support is slightly
lower among women who had experienced IPV (21.5% compared to 23.6%), illustrated by
country in Figure 3. Full descriptive statistics are provided in SI Table 3. In The Gambia,
where FGC was legal at the time of survey, support for FGC is markedly higher compared to
the other five countries. There is no common pattern between IPV experience and FGC; in

Figure 2. Women’s IPV experience by FGC status (n31,170). Figure 3. Women’s support for FGC by IPV experience
(n31,067).
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Table 1. IPV experience: Three level logistic regression models analysing factors associated with women’s IPV experience in past year.

Model 1 Model 2 Model 3 Model 4

OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value

Individual variables cons 0.16 0.11 −0.24 0.000 0.15 0.10 −0.23 0.000 0.10 0.07 −0.13 0.000 0.09 0.07 −0.13 0.000
FGC status (No FGC) FGC 1.15 1.05 −1.27 0.003 1.10 0.99 −1.21 0.067
Household wealth (Poorest) Poorer 1.11 0.99 −1.25 0.080 1.12 0.99 −1.26 0.070

Middle 1.01 0.89 −1.15 0.846 1.02 0.89 −1.15 0.805
Richer 0.95 0.83 −1.09 0.446 0.95 0.83 −1.09 0.494
Richest 0.74 0.63 −0.87 0.000 0.75 0.63 −0.88 0.000

Household location (Urban) Rural 0.93 0.84 −1.03 0.177 0.93 0.84 −1.03 0.179
Woman’s age 1.00 0.99 −1.00 0.168 1.00 0.99 −1.00 0.117
Woman’s education (None) Primary 1.10 0.99 −1.23 0.084 1.10 0.99 −1.23 0.076

Secondary + 0.88 0.77 −1.01 0.067 0.89 0.78 −1.02 0.087
Marriage type (Monog) Polygamous 1.20 1.09 −1.32 0.000 1.20 1.09 −1.32 0.000
Husband drinks alcohol (No) Yes 2.10 1.92 −2.29 0.004 2.10 1.93 −2.30 0.004
Father beat mother (No) Yes 2.10 1.92 −2.30 0.000 2.10 1.92 −2.29 0.000
No. of controlling behaviours wife experiences
(0–5)

1.70 1.66 −1.75 0.000 1.70 1.66 −1.75 0.000

No. of HH decisions wife involved in (0–4) 0.98 0.95 −1.01 0.146 0.98 0.95 −1.01 0.147

Contextual variable
Average number of IPV justifications agreed
with by men in ethnic group

1.15 0.93 −1.43 0.200 1.13 0.91 −1.41 0.257

β S.E. β S.E. β S.E. β S.E.

Level 2 variance (Ethnic group) 0.354 0.070 0.353 0.070 0.217 0.047 0.213 0.046
ICC (%) 9.5 9.7 6.2 6.1
MOR 0.558 0.564 0.443 0.438
PCV (%) ref −2.3 38.5 1.8
Level 3 variance (Country) 0.215 0.146 0.226 0.153 0.082 0.058 0.082 0.061
ICC (%) 5.6 5.8 2.3 2.1
MOR 0.440 0.452 0.272 0.262
PCV (%) ref −5.1 63.7 7.3

Level 1: Individual women n31,170, Level 2: Ethnic groups n73, Level 3: Countries n6.
ICC: Intra-class correlation (proportion of the variation found at that level); MOR: median odds ratio (expresses community variance on an odds scale); PCV: proportional change in variance.
Model 1: null model.
Model 2: mull model plus FGC status.
Model 3: control variables, level 1 and level 2, excluding FGC status.
Model 4: control variables, level 1 and level 2, including FGC status.
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half the countries more women who experienced IPV support FGC, whereas the opposite is
found in the other half.

The single level logistic regression models by country (SI Table 5) show that IPV experience is
significantly associated with supporting FGC in Burkina Faso (OR 1.47, 95%CI 1.14–1.89, p
= .003) and Ivory Coast (OR 1.43, 95%CI 1.11-1.86, p = .007). However, the opposite is found
in Ethiopia (OR 0.73, 95%CI 0.56-0.94, p = .017) and the Gambia (OR 0.67, 95%CI 0.46–0.99,
p = .044) where women who experienced IPV have higher odds of stating that FGC should not
be continued. In Nigeria and Kenya, IPV experience is not significantly associated with FGC
support.

The multilevel models with pooled data from all six countries (Table 2) demonstrate that when
variables known to affect women’s support of FGC are controlled for, IPV experience is not signifi-
cantly associated with women’s support for FGC. The null Model 1 shows that a large element of
variance in FGC support is at the ethnic group level (42.8%) with 7.8% at the country level, and
49.4% at the individual level. Model 2 shows that IPV experience alone does increase the odds of
a woman supporting the continuation of FGC (OR 1.18, 95%CI 1.07–1.31, p = .001). Although
this association is statistically significant, the addition of IPV experience in Model 2 makes very lit-
tle difference to the level 2 or level 3 variance compared to Model 1 (the proportional change in
variation is only 0.7% and 14.4%, respectively).

Model 3 shows the effect of controlling for variables known to be important predictors of FGC
support, most of which have the anticipated effect on women’s support for FGC. A woman’s own
FGC status is the strongest predictor of supporting FGC (OR 8.75, 95%CI 7.47–10.25, p < .000), and
women who agree with IPV justifications are also more likely to state support for FGC (OR 1.14,
95%CI 1.12–1.16, p < .000). Variables which are shown to reduce the probability of women support-
ing FGC are greater household wealth (OR 0.60, 95%CI 0.51–0.70, p < .000), older age (OR 0.99,
95%CI 0.98–0.99, p < .000) having either primary or secondary education, being Christian rather
than Muslim (OR 0.50, 95%CI 0.44–0.56, p < .000) and having any exposure to mass media (OR
0.79 95%CI 0.71–0.87 p = .000). In this sample, household location, whether the woman has any
daughters, and whether the woman is involved in any household decisions, are not significantly
associated with a woman’s FGC support. FGC prevalence in the woman’s ethnic group, a level 2
contextual variable, also has a significant effect; the odds of supporting FGC increases significantly
as FGC prevalence increases (OR 1.02, 95%CI 1.01–1.02, p < .000). The addition of the control vari-
ables reduces the level 2 variance substantially, with a 78.8% PCV, whereas they result in a 154%
increase in level 3 variance.

The results of Model 4 show that IPV experience is not significantly associated with FGC support
in the full model (OR 1.08, 95%CI 0.97–1.21 p = 0.166), and the addition of IPV experience makes a
negligible impact on the level 2 or 3 variance, or on the effect of the control variables. Model 5
includes the number of years since FGC was made illegal as a level 3 contextual variable which
has a large impact on the level 3 variance, reducing it by 79.6%. However, its inclusion does not
alter the effect size or significance of any of the individual level variables, including IPV experience.

Discussion

In this study, two research gaps concerning the relationship between FGC status or support, and
physical and sexual IPV experience, were addressed using multilevel models and data from 6
countries in sub-Saharan Africa (UN Women, 2017b). The results do not show an association
between the two behaviours.

The first analysis tested whether women with FGC are more likely to experience physical or sex-
ual IPV. The multilevel logistic regression analysis results (Table 2, Model 4) do not support this
hypothesis. Women with FGC have a slightly higher, but not statistically significant, odds of experi-
encing IPV and the effect of FGC status on the model variance is negligible. Other factors are of
much greater importance in understanding variation in women’s IPV experience, including living
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Table 2. Three level logistic regression models analysing factors associated with women’s agreement that FGC should be continued.

Model 1 Model 2 Model 3 Model 4 Model 5

OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value

Individual variables cons 0.18 0.09 −0.35 0.000 0.17 0.09 −0.34 0.000 0.08 0.03 −0.19 0.000 0.08 0.03 −0.19 0.000 0.09 0.05 −0.14 0.000
IPV during last 12 months (No) Yes 1.18 1.07 −1.31 0.001 1.08 0.97 −1.21 0.166 1.08 0.97 −1.21 0.157
Household wealth (poorest) Poorer 0.86 0.78 −0.95 0.004 0.86 0.78 −0.95 0.004 0.86 0.78 −0.95 0.004

Middle 0.75 0.67 −0.84 0.000 0.75 0.67 −0.84 0.000 0.75 0.67 −0.84 0.000
Richer 0.72 0.63 −0.82 0.000 0.72 0.63 −0.82 0.000 0.72 0.64 −0.82 0.000
Richest 0.60 0.51 −0.70 0.000 0.60 0.51 −0.70 0.000 0.60 0.51 −0.70 0.000

Household location (Urban) Rural 1.08 0.98 −1.19 0.144 1.08 0.98 −1.19 0.138 1.08 0.98 −1.19 0.113
Woman’s age 0.99 0.98 −0.99 0.000 0.99 0.98 −0.99 0.000 0.99 0.98 −0.99 0.000
Woman’s education (None) Primary 0.74 0.66 −0.82 0.000 0.74 0.66 −0.82 0.000 0.74 0.67 −0.82 0.000

Secondary + 0.64 0.56 −0.72 0.000 0.64 0.56 −0.72 0.000 0.64 0.56 −0.72 0.000
Number of daughters (None) One or more 0.97 0.89 −1.05 0.430 0.97 0.89 −1.05 0.414 0.97 0.89 −1.05 0.415
Woman’s religion (Muslim) Christian 0.50 0.44 −0.56 0.000 0.50 0.44 −0.56 0.000 0.51 0.45 −0.58 0.000

Other/none 1.00 0.81 −1.22 0.959 1.00 0.81 −1.22 0.961 1.02 0.83 −1.25 0.885
FGC status (No FGC) FGC 8.75 7.47 −10.25 0.000 8.74 7.46 −10.24 0.000 8.43 7.38 −9.63 0.000
Exposure to mass media (None) Infrequent 0.79 0.71 −0.87 0.000 0.79 0.72 −0.87 0.000 0.79 0.72 −0.87 0.000

Frequent 0.76 0.69 −0.84 0.000 0.76 0.69 −0.84 0.000 0.77 0.70 −0.84 0.000
No. of controlling behaviours wife experiences
(0–5)

1.00 0.97 −1.03 0.975 0.99 0.97 −1.02 0.706 0.99 0.97 −1.02 0.716

No. of HH decisions wife involved in (0–4) 0.98 0.95 −1.00 0.075 0.98 0.95 −1.00 0.077 0.98 0.95 −1.00 0.092
No. of IPV justifications wife agrees with (0–5) 1.14 1.12 −1.16 0.000 1.14 1.12 −1.16 0.000 1.14 1.11 −1.16 0.000
Contextual variables
FGC prevalence in ethnic group (%) 1.02 1.01 −1.02 0.000 1.02 1.01 −1.02 0.000 1.02 1.01 −1.02 0.000
Years since FGC became illegal 0.89 0.84 −0.94 0.000

β S.E. β S.E. β S.E. β S.E. β S.E.

Level 2 variance 2.46 0.449 2.444 0.447 0.566 0.116 0.568 0.116 0.570 0.116
ICC (%) 42.8 42.6 14.7 14.7 14.8
MOR 1.490 1.485 0.715 0.716 0.717
PCV (%) ref 0.7 76.8 −0.4 −0.4
Level 3 variance 0.485 0.418 0.499 0.424 1.057 0.647 1.056 0.647 0.215 0.159
ICC (%) 7.8 6.8 21.5 21.5 5.3
MOR 0.662 0.613 0.977 0.976 0.440
PCV (%) ref 14.2 −154.1 0.1 79.6

Level 1: n 31,067, Level 2: n73, Level 3: n6.
ICC: Intra-class correlation (proportion of the variation found at that level), MOR: median odds ratio (expresses community variance on an odds scale) PCV (proportional change in variance).
Model 1: null model, Model 2: + IPV experience, Model 3: controlling variables excluding IPV experience, Model 4: + IPV experience, Model 5 + Level 3 contextual variable.
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in poorer households, their husband’s alcohol use, their exposure to IPV in childhood, being in a
polygamous marriage, and experience of controlling behaviours by their husband.

The multilevel model only controls for a small number of potentially confounding variables, and
only explains a small proportion of the individual level variance. Numerous other factors which
have been demonstrated to affect the incidence of IPV are not included here, for example, their hus-
band/partner’s exposure to childhood violence, involvement in community violence, and gender
attitudes (Fleming et al., 2015) and their couple dynamics (e.g. extra-marital sexual activity or mar-
ital conflict (Jewkes et al., 2017)). It is likely that the effect of FGC status on IPV experience would
be further reduced if data for these other relevant factors were available.

This result conflicts with previous single country studies which found that women with FGC had
significantly higher odds of experiencing some form of IPV, in the Ivory Coast, Mali, and Egypt
(Peltzer & Pengpid, 2014; Refaat et al., 2001; Salihu et al., 2012). The same Ivory Coast DHS dataset
is represented in this study and the positive association is replicated in the single level logistic
regression results (Salihu et al., 2012) (SI Table 4). However these results demonstrate the value
of multilevel models which avoid incorrect inferences based on ecological fallacies by recognising
the clustering of data at different levels (Lawson et al., 2015; Pollet et al., 2015), and do not support a
generalised statement that women with FGC have an increased risk of experiencing IPV.

This null result challenges both the individual (revictimisation) and societal (patriarchal) theor-
etical bases for anticipating that FGC and IPV may be associated. It is unknown whether FGC in
childhood would result in the same psychological sequelae in adulthood (e.g. alcohol use, drug
abuse, sexual risk-taking) that are associated with other forms of adverse childhood experiences,
and accordingly FGC may not lead to revictimisation or polyvictimisation in the same way.
Although a recent study has shown depression and PTSD resulting from FGC (Bendiksen et al.,
2021), the bulk of studies to date have studied trauma from FGC associated with women’s first sex-
ual or obstetric experiences e.g. (Mulongo et al., 2014). And conversely, FGC can be a source of
pride for some girls and women, and women with FGC may have higher status in the societies
in which FGC is practiced (Shell-Duncan & Hernlund, 2000).

The role of the patriarchy inmaintaining FGC is also uncertain, and there is counter evidence that
questions whether FGC is driven by a desire to control women (Howard&Gibson, 2019). Patriarchal
explanations for an association between FGC and IPV are also problematic as they do not explain the
individual rationale; why wouldmenmarried to women with FGCmight be more likely to be violent
towards them, or alternatively, why would men who perpetrate IPV might be more likely to marry a
womanwith FGC. In fact the opposite prediction could equally bemade; thatmenmarried to women
with FGC (already under patriarchal control andwith controlled sexual desire) would have less cause
to resort to violence. In contrast to the broad literature on women’s multiple experiences of VAWG,
the drivers for ‘poly-perpetration’ by men has been little studied.

The second analysis tested whether women’s IPV experience is associated with their support for
FGC continuation. The single level analyses showed that the relationship between IPV experience
and women’s stated FGC support varies by country, but the multilevel model with pooled data from
all six countries (Table 3, Model 4) showed that the effect of IPV experience is small and not stat-
istically significant. The other variables controlled for in the model, such as the mother’s FGC status
and FGC prevalence in the ethnic group, are most strongly significantly associated with FGC
support.

Thisfinding challenges the expectation thatwomenwho experience IPVwill bemore likely to sup-
port FGC (UN Women, 2017b), and likewise that reducing IPV levels would necessarily result in a
reduction in FGC. The theoretical basis for this expectation is not explained, but it seems to assume
that IPV experience affects women’s autonomy, and that women’s autonomy is related to their FGC
support. These assumptions appear to be based on a patriarchal interpretation of FGC, posingmen as
the proponents of FGC and women as the opposers, anticipating that women who experience IPV
will have lowered resistance to oppose FGC. The reverse could be equally possible, whereby
women with higher autonomy may support FGC (Shell-Duncan & Hernlund, 2000). The intricacies
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of FGC support and decision-making regarding daughters’ FGC procedures are poorly understood
(Kaplan et al., 2013). However, the assumption that greater female autonomy would necessarily lead
to lower support for FGC needs further evidence and theoretical grounding.

IPV experience and FGC support are associated with different individual and community
level factors

Several differences between the drivers of IPV and FGC are revealed here, adding further doubt that
these behaviours are explained by common factors. Firstly, community level factors are more
important in maintaining FGC support than in determining IPV experience. This is unsurprising
given the highly enculturated nature of FGC, and is evident from two aspects of the results. There is
much greater variation seen in FGC support (ranging from 0% to 99%), compared to IPV experi-
ence which is relatively uniform across ethnic groups (ranging from 0% to 35%) (illustrated in
Figure 1). Further, the multilevel model results show that the variance between ethnic groups
(and to a lesser extent between countries) is much greater in the model examining FGC support
((B 2.460 SE 0.449), 42.8% ICC in the null model) than in the model testing IPV experience ((B
0.354 SE 0.070), 9.5% ICC in the null model).

Community level factors, such as the behaviours and beliefs among members of a woman’s
ethnic group are more important determinants of women’s FGC support than their personal
IPV experience. The FGC support model (Table 3) included ethnic group FGC prevalence as
a level 2 contextual variable which was shown to be positively and significantly associated
with women’s support of FGC. The IPV experience model (Table 2) included men’s IPV justifi-
cations in the ethnic group, but the results show that living in an ethnic group in which men
agreed with a greater number of IPV justifications did not increase the odds of a woman experi-
encing IPV. In this model IPV behaviour is better predicted by individual level variables. This
finding contrasts with the prevailing view of IPV adopted by the WHO which suggests that social
norms concerning IPV acceptability within the community are important determinants of IPV
risk (WHO/LSHTM, 2010).

Secondly, the results also show that different predictor variables are significantly associated with
IPV experience and FGC support. Women’s age and education are not significantly associated with
IPV experience, nor is household wealth or household location. Whereas all four of these variables
are associated with FGC support. The variables most strongly related to IPV experience are male
characteristics; whether the husband has more than one wife, whether he drinks alcohol, whether
he exerts controlling behaviours over his wife, and whether the wife’s father beat her mother. By
contrast, male factors are largely absent from the FGC support model and the key explanatory vari-
able is the mother’s own FGC status.

Finally, explaining women’s risk of experiencing IPV appears to be more elusive than explaining
their FGC support. The small number of control variables included in the FGC support model
explain a large amount of the variance (reducing the ethnic group variance by 77% in Model 5 com-
pared to Model 1). By contrast, the variables used in the IPV experience model only reduce the eth-
nic group variance by 40% from Model 1 to Model 4. This suggests that many further variables are
required to fully understand women’s risk of IPV.

Study limitations and further research

The use of cross-sectional data means that a temporal relationship between the variables cannot be
established. This temporal relationship is likely to be particularly key for understanding causes and
consequences of women’s IPV experience. For example, longitudinal data that captures women’s
FGC support or decision regarding their daughters’ FGC procedure before and after any IPV
experience would improve understanding of whether IPV experience influences FGC behaviour.
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Another limitation relates to the use of secondary datasets as the survey questions are not tai-
lored to these specific research questions. Here all available relevant DHS variables were used,
but more nuanced data would be revealing. For example, it would be interesting to know whether
men who marry women with FGC have different attitudes about gender equality or IPV acceptabil-
ity. In relation to women’s support for FGC it would be informative to have a better understanding
of how the decision to have FGC performed on any daughters is made, for example, whether there is
any evidence that women’s autonomy influences this decision, and if so, in which direction (Kaplan
et al., 2013). Further the way in which women’s support for FGC is captured by the DHS question-
naires (should FGC be continued or stopped) does not allow for a range of responses reflecting
different circumstances, life stages and relationships to the women or girls involved.

Finally, here data from only six out of the possible thirteen countries were suitable for analysis.
The results might differ if data from all thirteen countries (or even all 29 countries in which FGC is
commonly practiced) met the inclusion criteria for this study.

Conclusion

This paper examines the association between FGC and physical and sexual IPV to address the
research gaps identified by the UN Women paper ‘Finding convergence in policy frameworks’
using data from six countries in sub-Saharan Africa (UN Women, 2017a). Two models were
run, testing firstly whether women who have been cut are more susceptible to physical and sexual
IPV, and secondly whether women’s experience of IPV affects their support of FGC. The results do
not support either hypothesis, and there is no evidence of an association between FGC and IPV.
Additionally, the results reveal differing importance of individual and community level variables
which further challenges the suggestion that FGC and IPV share common underlying causes.
The distinct enculturated nature of FGC practices may not result in co-occurrence in the same
way that has been documented for other forms of VAWG.

The lack of a demonstrable association between FGC and IPV has important implications for
policy and programme work, suggesting that there is unlikely to be a knock-on effect from pro-
grammes aimed at either behaviour; reducing levels of FGC will not affect IPV prevalence, and
vice versa. These results highlight the potential problems that can result from grouping disparate
behaviours together, as important differences may be overlooked. Even FGC and IPV include
numerous sub-types of behaviours which may be more effectively tackled separately and in a con-
text-specific manner (Berg & Denison, 2012; Fulu et al., 2013).

The clear difference in profile and risk factors between IPV and FGC challenges the value of
implementing common strategies to eliminate them. The results suggest that it will be more effec-
tive to create targeted programmes tailored to the specific risk factors involved in either IPV or
FGC, taking the local context into account.
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