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Ms. Tabeyin Gedlu, Programme Communication 

Officer, UNICEF Ethiopia

Ms. Tabeyin Gedlu noted that traditional practices, 

harmful or beneficial, are widespread among the crop 

producing peasantry of Ethiopia’s highland communities 

as well as lowland pastoralists. FGM/C and early mar-

riage are not considered harmful by communities that 

practise them. 

1. Reasons for the practice 
Most ethnic societies are patriarchal, and male domi-

nance regulates gender relations. To ensure respectabil-

ity in the male line, the societies place a high value on 

women’s premarital chastity and marital fidelity. Sexual 

freedom for females carries more serious consequences 

than it would for a male. These communities institute 

harsh measures for safeguarding virginity and fidelity 

through cutting the erogenous parts of female organs 

and marrying girls off at a pre-adolescent age. Having 

little or no education, women take FGM/C and early 

marriage for granted. 

Progress towards ending FGM/C through awareness 

creation has been slow. Therefore, in 2003, commu-

nity dialogue was launched as a new venture to cre-

ate space and give a voice to the voiceless so that 

all could be involved in a community dialogue led by 

trained facilitators. In most communities of Ethiopia, 

dialogue is used for conflict resolution. Therefore, 

Community Dialogue Facilitators (CDFs) use this tra-

ditional approach to conduct discussions. Prayer is 

always the first item on the agenda and is used to initi-

ate sessions. 

Community dialogue assists communities in discussing 

FGM/C and early marriage practices freely and openly 

at their own pace. When they are convinced that these 

practices are harmful, they reach a consensus to aban-

don them. It has also been found that facilitators recruit-

ed and trained from the community are more effective 

than those recruited from the administrative structure. 

Also, communities more readily implement decisions 

and pledges reached at village/community levels than 

those reached at district or higher levels. The will of the 

community is imposed on the individual. 

The knowledge that FGM/C and early marriage have no 

religious basis has relieved many community members 

from fear of violating religious obligations. 

2. Lessons learned
(a)	�Community dialogue should be neither too long nor 

too short but allow enough time to attain insight 

and to act. Prolonged community dialogue has been 

found to be less manageable, repetitive and leading 

to declining motivation;

(b)	�Traditional enforcement mechanisms employed at 

the community level are more effective in abandon-

ing harmful traditional practices than legal measures 

would be;

(c)	�Films on FGM/C and flip-chart presentations on 

basic simple anatomy and the functions of female 

reproductive organs are useful in helping commu-

IXA. �Culturally Sensitive Communication: 
Approaches to Support Shifts in FGM/C 
Related Social Norms
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nity understanding and in accelerating changes in 

attitude; 

(d)	�Consistent monitoring and backstopping of CDFs 

contribute to the success of dialogue, leading towards 

change; 

(e)	�Community-based follow-up mechanisms sustain 

results and prevent relapse. The replication of expe-

IXB. �Five Dimensional Approaches in Community 
Mobilization: Ethiopia’s Experience

rience in abandoning FGM/C from one village com-

munity to another would permit coverage of a larger 

area in a reasonably short time;

(f)	�Community-led interventions and community capac-

ity-building are absolutely essential for the gradual 

reduction and abandonment of FGM/C. 

Mr. Abebe Kebede, Executive Director, Ethiopia Com-

mittee on Traditional Practices (EGLDAM)

Mr. Abebe Kebede reported that, in Ethiopia, FGM/C prev-

alence is highest in the Afar, Harari, Oromia and Somali 

regions. Most communities, especially men, support 

FGM/C for religious reasons and promote the removal of 

the prepuce. However, women are the primary demand-

ers and practitioners of FGM/C, because of extreme gen-

der inequality, lack of information and education, and the 

lack of intra-familial and community dialogue.

A project entitled “Expanding the Role of Women and 

Community Leaders to Eliminate Female Genital Muti-

lation/Cutting in Harari, Somali and Oromia Regions” 

was developed to reduce demand for the practice by 

bridging the knowledge gap of women in the reproduc-

tive age group. The project, supported by community 

leaders, introduced and implemented a five-dimensional 

approach during 2005 and 2006 in selected sites (rural 

villages/Kebeles) in the three regions and among target 

groups. The five dimensions were: health, law and human 

rights, gender, religion and information.

A training-of-trainers manual based on the five dimen-

sions was developed, along with a booklet, audio, video 

and CD-ROM materials for community mobilization. 

Training sessions were carried out at various levels for 

regional and community leaders. Community mobiliza-

tion was followed by a public hearing to announce com-

munity leaders’ decisions and community rules against 

FGM/C. A national forum of religious leaders was held 

to advocate for a unanimous ban on FGM/C. 

Results of the project included the following:

 

(a)	�A total of 525 community members were mobilized 

through community conversation, with equal par-

ticipation of fathers, mothers, unmarried women and 

unmarried men;

(b)	�Anti-FGM/C rules and penalties were written and 

publicly declared at three sites (Jijiga, Manna district 

and Awumer Farmers Association), and FGM/C was 

publicly banned by religiouspolitical leaders at two 

sites (Harar and Burqa Farmers Association);

(c)	�Anti-FGM/C poems were written at each site, and 

anti-FGM/C dramas and musical shows, prepared by 

young men and women, were presented to more than 

300 spectators in Jijiga and 700 spectators at the 

Awumer Farmers Association. Jijiga was also the site 

of a public rally against FGM/C. 
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(d)	�A total of 21 non-excised girls publicly proclaimed 

that they were lucky and proud to be non-excised;

(e)	�A total of 83 prominent Muslim and Christian reli-

gious leaders from the highest national and regional 

institutions unanimously banned FGM/C;

(f)	�Religious leaders/Imams of all 13 mosques of Jijiga 

made anti-FGM/C religious proclamations in Friday 

prayers;

(g)	�FGM/C was included on the crime list by mobilized 

police officers of the Jimma zonal police force, who 

organized and led an anti-FGM/C public declaration 

that gathered 522 community members in Manna 

district;

(h)	�Seven famous excisers and traditional birth atten-

dants (TBAs) who had practised FGM/C for the past 

15-31 years publicly promised to stop FGM/C.

IXC. �Regional Experiences

Ms. Faiza Jama Mohamed, Regional Director Africa, 

Equality Now

Ms. Faiza Mohamed informed participants that when 

Equality Now opened its Africa Regional Office in Nairobi, 

Kenya, in 2000, it consulted with African women’s rights 

organizations to learn about their priorities. One of the 

main issues that came up was FGM/C and the concern 

that local organizations were not sufficiently resourced 

to work at influencing communities and transforming the 

attitudes and practices of community members. 

Equality Now mobilized resources and launched the Fund 

for Grass-roots Activism to End FGM/C (“the FGM/C 

Fund”). The new and long-term funding opportunity that 

the FGM/C Fund offered the organizations greatly con-

tributed to sustaining interventions for a longer period 

of time. This brief presentation attempts to capture the 

campaign experiences of the organizations that form 

part of an African movement to end FGM/C.

Obviously, before designing interventions towards end-

ing FGM/C, it is important to analyse what sustains con-

tinuation of the practice. Ms. Mohamed used the analogy 

of an inverted triangle that cannot stand on its tip unless 

there are pillars that sustain its existence. To address the 

centuries old practice of FGM/C, there was need to iden-

tify the pillars that support it and to come up with tailor-

made interventions for weakening and dismantling each 

pillar. African activists who were fighting the practice in 

their communities knew well who and what these pillars 

were—governments, cultures, excisers, men, women, 

girls, boys, religious leaders, etc.—and why they sup-

ported the practice (ignorance, economic gain, gender-

power relations, fear of rocking the boat, etc.). These 

activists over the years adopted various strategies to get 

rid of those supports. However, their efforts had been 

hampered by the lack of sufficient resources to sustain 

their campaigns and to expand their interventions to 

more areas. 

FGM/C Fund partners undertook various interventions in 

their efforts to dismantle the pillars that sustain FGM/C. 

They successfully engaged diverse community members 

in their activities to end FGM/C, and their campaign 

work led to increased awareness of the issues and public 

participation in the search for solutions. Some of their 

strategies are described below.

1. Targeting communities 
In addition to engaging women and girls, it was found 

that ending the practice of FGM/C required reaching out 
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to all actors or stakeholders throughout society, includ-

ing excisers, religious leaders, policymakers, law enforce-

ment, fathers and youth. The importance of this inclu-

sive approach was evidenced in part by the increasing 

number of excisers who were abandoning the practice 

in Guinea, Kenya, Mali and the United Republic of Tan-

zania, among others. For example, in Mali, two groups 

in Dangassa and Kansamana were engaged in pottery-

making on a full-time basis, having received training 

from the Malian Association for Overseeing Directions 

in Traditional Practices (AMSOPT) on how to manage 

their business and donkey carts to transport their pots 

to the market. During the rainy season, when they could 

not produce the pots, the donkey carts were being used 

to earn income by transporting people across impass-

able village roads. Another group in Bamako undertook, 

in addition to soap-making and fabric dyeing, sensitiza-

tion activities among practising excisers and succeed-

ed in getting several women out of the practice. Those 

women then became part of the association engaged in 

soap making and fabric-dyeing. 

FGM/C Fund partners succeeded in engaging their com-

munity members through the establishment of “fathers 

clubs” in the Gambia; anti-FGM/C clubs in schools, 

such as NUEYS, in Eritrea; and community human rights 

defenders such as LHRC, in the United Republic of Tan-

zania, to name a few. 

The Coordination Cell on Traditional Practices Affecting 

the Health of Women and Infants (CPTAFE), the lead-

ing organization working to end FGM/C in Guinea and 

affiliate of the IAC, held advocacy forums aimed at vari-

ous levels of decision makers, public sensitization cam-

paigns and workshops for youth, lawyers, health person-

nel, religious experts and excisers. Many of these groups 

were using community radios, including “Women, Wake 

Up” (WOWAP), in the United Republic of Tanzania; the 

Centre for Egyptian Women Legal Assistance (CEWLA), 

in Egypt; the Oromo Grass-roots Development Organi-

zation (HUNDEE), in Ethiopia; CPTAFE, in Guinea; the 

National Union of Djibouti Women, in Djibouti; and the 

Sudan Development Authority, in Sudan. 

Other organizations were using community media to dis-

seminate information about FGM/C and advocacy tools 

to end the practice, including the Association for the Pro-

tection and Advancement of the Rights of Malian Women 

(APDF) in Mali; Galkayo Education Centre for Peace and 

Development (GECPD), a Somalia-based organization 

that operates primary and vocational education; the Net-

work against FGM/C (NAFGEM), in the United Republic 

of Tanzania; the Marakwet Girls and Women Project, in 

Kenya; and Voice of Women, in Burkina Faso. 

2. Targeting youth 
Beyond engaging community actors, abandoning FGM/C 

will also require sensitizing today’s youth so that the next 

and future generations discontinue the practice. A num-

ber of groups, including CEWLA, NAFGEM and NUEYS, 

engaged youth in the anti FGM/C movement. In Egypt, 

CEWLA targeted one of the marginalized communities 

where FGM/C was a taboo subject. In Eritrea, the elders 

of three villages publicly declared a ban against FGM/C 

as a result of youth’s outreach campaign; and this move 

further inspired the government to pass a law against the 

practice in February 2007.

3. Targeting law and law enforcement 
Many organizations have used legal channels to 

address the abandonment of FGM/C, such as CEWLA, 

the Gambia Committee against Traditional Practices 

 “Among the many ideas from the discussion was that 
communities should be encouraged to establish their own 
surveillance system on FGM/C abandonment as a measure 
of communities’ responsibility and accountability.”
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(GAMCOTRAP), Voice of Women and LHRC. Where 

no laws exist, they must be created, and where they 

do exist, they must be enforced. Although using the 

law cannot be the sole tool through which to aban-

don FGM/C, it is a critical tool. FGM/C is frequent-

ly seen by police and other actors as a private issue 

mandated by tradition, culture and/or religion. Police 

intervention would not occur in the absence of those 

laws. Ongoing sensitization must be undertaken with 

law enforcement agencies on the issue, and continued 

efforts are required to make progress. In Mali, where 

an anti FGM/C law does not exist, Equality Now part-

nered with AMSOPT, the coordinator of the Social 

Development and Health coalition in Mali and APDF. 

Both organizations were working towards getting a law 

enacted. AMSOPT worked in collaboration with the 

Malian Women Lawyers’ Association (AJM) and the 

National Committee for the Abolishment of FGM/C, 

which hosted a regional workshop bringing together 

organizations from several countries.

4. Lessons learned
Employ a holistic approach. Analysis of the pillars that sus-

tain FGM/C and the experiences of Fund partners show 

that a holistic approach is necessary to realize abandon-

ment of FGM/C. This means not only employing many 

approaches and strategies but also being as inclusive as 

possible in engaging all the stakeholders that have a role, 

including the excisers.

Hold regular debates. It is important to sustain discussion 

on the issue of FGM/C involving all stakeholders. In so 

doing, the communities internalize the issues around the 

practice of FGM/C and begin to question the practice 

in relation to their experiences. Information-sharing and 

sensitization activities should be sustained and not be an 

on and off event.

Utilize existing community support structures. Activists and 

other anti-FGM/C campaigners are often stretched in 

terms of human and other resources. This makes it dif-

ficult to maintain the momentum envisaged above. It is 

imperative to have in place a community support group, 

composed of people who are committed to end FGM/C, 

and pass on the information they have gained in order 

to extend the reach as widely as possible. Community 

supervisory structures have proved valuable resources 

in facilitating and disseminating information and in keep-

ing the debate alive within the community. They also 

become guardians to whom girls could turn when at risk 

of FGM/C.

Put in place a protection mechanism involving law enforcers 

and social workers. It has been seen that the existence of 

the laws without a corresponding implementation strat-

egy renders the laws of no consequence. It is impera-

tive that the laws are situated within a child-protection 

framework that recognizes the role of the law enforce-

ment officers, who as state agents are obliged to pro-

tect children. This would effectively shift the burden of 

reporting and providing evidence of mutilation to the 

community in general rather than the present situation 

in which this rests on the child. 

Invest in youth. Youth are the leaders and parents of the 

future. Investing in youth through age-friendly sensitiza-

tion activities using strategies such as writing competi-

tions, theatre, music and drama not only captures their 

interest in the issue but also enables them to question 

the stereotypes surrounding the practice of FGM/C. 

In future, they will be able to make informed decisions 

on their bodily integrity and that of their children with 

regard to FGM/C.

Ensure long-term funding. Long-term funding to support 

local organizations is critical if real change is to take place 

in a single generation. The presence of these organiza-

tions and their campaigns over several years in the same 

community/communities would help to bring about that 

change.
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Ms. Miriam Jato, Senior Gender Adviser, Africa Divi-

sion, UNFPA

Ms. Miriam Jato’s presentation dealt with elements of 

culturally sensitive approaches that UNFPA has identi-

fied, including the following: understanding the cultural 

context in which interventions are implemented, promot-

ing recognized human rights in ways that enable com-

munities to own them, creating a positive environment 

for policy dialogue with partners and stakeholders, being 

patient, respecting the cultures of others and honouring 

commitments. 

In 2002, UNFPA launched an initiative to systemati-

cally mainstream culturally sensitive approaches into 

programming efforts. On the ground, this demanded a 

greater emphasis on working with communities and local 

change agents, engaging in dialogue, listening, sharing 

knowledge and insights, and jointly planning the way to 

move ahead. 

UNFPA learned that it needs to identify, engage and 

partner with local power structures and religious insti-

tutions to strengthen alliances and partnerships. There 

are many reasons for working with religious and faith-

based organizations. They have access to people, they 

live in the community, have legitimacy and credibility 

among the people who listen to them and seek their 

advice and counsel, have strong structures and outreach 

programmes, and have institutional, human and financial 

resources.

UNFPA developed and is promoting “the culture lens” 

programming tool to enhance strong community accep-

tance and ownership of programmes. The “culture lens” 

is an analytical and programming tool that helps policy-

makers and development practitioners analyse, under-

stand and utilize positive cultural values, assets and 

structures in their planning and programming, so as to 

reduce resistance, strengthen programme effectiveness 

and create conditions for ownership and sustainability. 

The “culture lens” enables development practitioners to:

(a)	��Understand the context and realities of societies in 

which interventions are implemented; 

(b)	�Identify influential local power structures and pres-

sure groups (religious, cultural, political, legal and 

professional, etc.) that can be potential allies or 

adversaries to development programming;

(c)	�Develop context-specific culturally acceptable lan-

guage and “negotiation and communication tools”;

(d)	�Understand social practices that are harmful to peo-

ple and hinder their enjoyment of human rights;

(e)	�Identify internal cultural tensions and aspirations of 

the various subcultures;

(f)	�Develop skills for dealing with individuals, communi-

ties and interest groups living in a specific cultural 

context;

(g)	�Achieve the goals of development programming 

more effectively and efficiently, with stronger com-

munity acceptance and ownership.

In the processes of using these culturally sensitive 

approaches in programming, UNFPA learned important 

lessons, namely: 

 

(a)	�Encouraging communities to incorporate universally 

recognized human rights into their own realities can 

be done through an exploration of how human rights 

and gender issues contribute to the well-being of 

men, women, children and families; 

IXD. �UNFPA Perspectives on Culturally 
Sensitive Approaches
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(b)	�Promoting behaviour change often begins by identi-

fying individuals who have the capacity and legitima-

cy to motivate and mobilize communities. Partnering 

with local “agents of change” became an invaluable 

strategy in gaining wider acceptance and ownership 

of programmes; 

(c)	�Gaining the support of local change agents and pow-

er structures is necessary before engaging effectively 

with communities. One way to do this is to present 

evidence-based data on issues of concern to the 

community, such as the health of mothers and chil-

dren, the impact of violence against women and the 

prevalence of HIV/AIDS. Such information helps to 

defuse potential tensions by focusing on the shared 

goal of people’s well-being. Once trust develops, dis-

cussions can be expanded to more sensitive issues; 

(d)	�Negotiating effectively requires an understanding of 

the interests of diverse stakeholders—from political 

leaders to civil society organizations, cultural lead-

ers and the private sector. Until their interests are 

clearly understood, it is often difficult to find common 

grounds for effective programming;

(e)	�Avoiding value-laden language can help create neu-

tral ground in which understanding and support for 

programme objectives become possible; 

(f)	�Developing advocacy campaigns and closely tailoring 

them to the cultural context in which they are launched 

can make it easier to deal with sensitive subjects. 

These campaigns should reflect a clear understand-

ing of the views of both allies and potential adversar-

ies, and draw from sources that are popular within a 

given culture. In Uganda, for example, the use of Afri-

can music, poetry and drama has proved effective in 

reaching a wide audience. In Muslim contexts, using 

Islamic references in advocacy campaigns helped to 

dispel suspicions and promoted local ownership.

IXE. �The Face of FGM/C in Southern and 
Central Africa

Ms. Safi atu Singhateh, Gender, Population and De-

velopment Adviser, UNFPA Country Technical 

Services Team, Harare 

Ms. Safiatu Singhateh observed that FGM/C in south-

ern Africa presents itself in different ways. These prac-

tices are described by WHO as Type IV. Stretching of 

the clitoris and/or the labia using various means is one 

of the practices. The elongation of the clitoris and the 

labia minora is common in central and southern African 

regions. The manner in which this is done varies from 

country to country, some of which are equally hazardous 

to health. 

Another practice is the introduction of corrosive sub-

stances or herbs into the vagina with the aim of tightening 

or narrowing. This may or may not be a rite of passage, 

but it is common throughout the African region. This is 

done by women themselves, not for their own pleasure 

but for that of their male partners. Another form is mak-

ing patterns of deep cuttings around the inner and outer 

parts of the thighs and the buttocks to create scarred 

contours. This is a form of rites of passage. It is per-

formed on the girl child before puberty. The scarred con-

tours are believed to create some sensation for the male 

partner as he caresses the buttocks and inner thighs of 

his partner before and during intercourse. 
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Another rite of passage is the Reed dance in Swazi cul-

ture; every girl goes through this cultural practice. A 

principal requirement for participating is that the girl 

must be a virgin. Thus, the maidens go through a danc-

ing ritual with exposed breasts and very short tasselled 

skirts, which also expose their nakedness. Virginity test-

ing of girls is common in Swaziland as well as in the Kwa-

zulu Natal province in South Africa. Such testing is car-

ried out by traditional female Sangomas. Girls who pass 

this test command respect and stand greater chances of 

marriage. On the other hand, they may easily fall prey 

to rape. 

The Moon Light Dance is a rite of passage, practised 

among a few tribes in certain parts of the United Repub-

lic of Tanzania and also by immigrants in some southern 

African countries. During this period, girls between 8 

and 12 years of age are introduced to young men 15 to 18 

years of age. The young men are required to pair up with 

the girls, dilate their vagina with special lubricating oil 

and then penetrate them, marking the climax of the rite 

of passage of girls to adulthood. This rite occurs before 

puberty to prevent pregnancy, but the health risks are 

obvious.

 

Approaches that have worked in eliminating harmful 

practices associated with the female genitalia are the 

following:

(a)	�Raising awareness of the existence and implications 

of the practices;

(b)	�Building partnerships and alliances with the commu-

nity and ensuring that awareness-raising and preven-

tion programmes are designed through participatory 

processes;

(c)	�Involving significant stakeholders, such as religious 

and traditional leaders, men, youths, influential wom-

en and media professionals, in all processes;

(d)	�Assessing and incorporating positive cultural values 

into programme interventions;

(e)	�Supporting and celebrating positive social and cul-

tural aspects and meanings while addressing basic 

sexual and reproductive health issues;

(f)	�Ensuring that all behaviour change communication 

messages and materials are explicit but also gen-

der- and culturally sensitive and that they are pre-

tested with the target audiences and other critical 

stakeholders;

(g)	�Establishing alliances among health practitioners, 

human rights activists and women and youth groups 

at district and national levels to advocate for and rally 

around issues of culture and religion that interfere 

with female sexuality. 

Ms. Singhateh emphasized the critical importance of 

building the capacity of NGOs and CBOs and women’s 

associations to scale up actions against gender discrimi-

natory practices. She recommended lobbying govern-

ments to establish community-level mechanisms for 

child protection, counselling those affected and estab-

lishing monitoring and reporting mechanisms for all 

interventions.

Plenary Discussions and Recommendations
In plenary discussions, participants identified commu-

nity dialogue as empowering and critical for accelerat-

ing abandonment. Therefore, building the capacity of 

implementers and managers in employing culturally 

sensitive approaches is critical. Community interven-

tions need external stimuli as catalysts for facilitating 

debates. Communities should be encouraged to dia-

 “In plenary discussions, participants identified community dialogue 
as empowering and critical for accelerating abandonment. 
Therefore, building the capacity of implementers and managers in 
employing culturally sensitive approaches is critical.”
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logue on human rights issues within their own culture. 

Participants noted that it is difficult to separate FGM/C 

from female subjugation and sexuality. They observed 

that reference to traditional practices that are no longer 

practised could be used as a springboard. Communities 

should be encouraged to put in place traditional sanc-

tions as an accountability mechanism. 

The main recommendations were that:

(a)	�Through dialogue, communities should be empow-

ered to weaken the pillars that sustain FGM/C as this 

is critical for accelerating its abandonment;

(b)	�Further research should be undertaken on Type IV 

FGM/C and other practices observed in southern 

Africa as a basis for interventions; 

(c)	�Advocacy should be continued to sustain sup-

port by development partners, stakeholders and 

communities.



X.	� Panel Discussion: Building the Cap acity of Managers and Implementers 
for Planning, Implementing, Evalua ting and Scaling Up FGM/C Innovative 
Interventions
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X.	� Panel Discussion: Building the Cap acity of Managers and Implementers 
for Planning, Implementing, Evalua ting and Scaling Up FGM/C Innovative 
Interventions

Contributors:

Dr. Magdi Hemy, Director, Health Programmes, 

CARITAS, Egypt; Ms. Beatrice Chelangat, Coor-

dinator, REACH, Uganda; Ms. Safia Elmi Djinril, Director of 

Mother and Child Health, Djibouti; Ms. Fatma Abdel Fattal, 

Executive Director, Sudanese Network on FGM/C

Contributors to this panel discussion emphasized 

capacity-building and development as critical towards 

a sustained acceleration of FGM/C abandonment. Sev-

eral categories of capacity building were shared and 

discussed.

1. Institutional capacity-building at central and 
local levels 
Specific capacities mentioned included technical writ-

ing, strategic planning and networking to enhance the 

capacity for resource mobilization, planning and imple-

mentation of FGM/C interventions. Training on human 

rights, sexual and reproductive health and other related 

development issues was emphasized as a package to 

be integrated into the programme. Also included in this 

category was the training of media personnel to ensure 

accurate and pertinent FGM/C information to their 

audience.

2. Advocacy, lobbying and campaign activities 
Implementers need capacity to conduct campaign activ-

ities among the medical and legal communities, media 

personnel, relevant government ministries, universities 

and youths in schools. Comprehensive media campaigns 

with unified messages were depicted as crucial to avoid 

confusing audiences. The mechanism of networking 

was described as effective in ensuring involvement of all 

stakeholders and partners, in promoting the sharing of 

experience and information on emerging issues or trends 

in the abandonment of FGM/C and in fostering coordi-

nation of FGM/C initiatives.

3. Situation analysis, monitoring, reporting and 
evaluation 
The capacity to undertake situation analyses, monitoring, 

reporting and evaluation was viewed as another critical 

development area. Implementers should appreciate the 

essence of evaluation and be involved in internal evalu-

ations. Improved capacity in this area would help imple-

menting institutions to conduct village profiles, under-

take daily monitoring of local activities or regular field 

visits by the central team. Capacity in periodical, techni-

cal and financial reporting would ensure that implement-

ers keep all stakeholders informed of the results being 

achieved.



XI.	� Panel Discussion: Resource 
Mobilization for Scaling Up FGM/C 
Abandonment Efforts Globally
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Ms. Fama Hane Ba, Director, Africa Division, 

UNFPA

Ms. Fama Hane Ba introduced this session by listing 

important guiding principles in resource mobilization. 

They included clarity on the desired outcomes within a 

specific time frame; how FGM/C would be integrated 

into existing programme strategies; mechanisms for 

ensuring community ownership of a programme; and 

mechanisms for monitoring and evaluation to ensure 

accountability. Human resources, institutional resourc-

es, knowledge resources and financial resources are 

required to achieve the desired outcomes. Resources 

should be mobilized internally and externally, includ-

ing from within communities, central and local govern-

ments, non-profit and for-profit organizations and from 

external resources—bilateral and multilateral organi-

zations, the United Nations and regional development 

banks. Funding provided should be tied to results for 

mutual accountability.

XIA. �Guiding Principles for Resource Mobilization

XIB. �Belgium’s Contribution to the Abandonment 
of Harmful Practices, Including FGM/C

Ms. Cecile Charot, Deputy Adviser, Ministry of For-

eign Affairs and Development Cooperation, Bel-

gium

Ms. Cecile Charot observed that Belgium, through its 

policy of international cooperation, supported the aban-

donment of FGM/C in developing countries as an inte-

gral part of sexual and reproductive rights. Moreover, in 

April 2007, upon a parliamentary resolution, a strategic 

note to frame more accurately activities in sexual and 

reproductive health and rights was designed in full col-

laboration with Belgian civil society. This support was 

key to the achievement of all the MDGs, and more par-

ticularly towards reduction of poverty. Through political 

dialogue, Belgium would continue to encourage its part-

ner countries to integrate health and reproductive and 

sexual rights into their national strategies for poverty 

reduction and their sectoral plans. 

Ms. Charot noted that Belgium encouraged its partners 

to take into consideration the multiple and disastrous 

effects of FGM/C on women’s lives and their communi-

ties. Women and girls must be considered and treated as 

full-fledged citizens, in the same way that men and boys 

are, and enjoy the same rights, opportunities and respon-

sibilities in all areas of life. Governments must guarantee 

that these rights are protected and that women have 

access to information about these rights and the power to 

make use of them. In this regard, Belgium would support 

the initiatives of its partner countries aimed at guaran-

teeing girls universal access to education; strengthening 

the economic and political power of women within their 



 pa
ge 74

communities and societies; developing and promoting 

preventive measures for sexually transmitted infections 

by providing microbicides; and supporting contraceptive 

commodities such as the female condom. 

The Belgian Government would also support initiatives 

designed to increase participation, behaviour change 

and assumption of responsibility by men and boys in 

promoting gender equality, preventing and combating 

sexual violence and harmful practices, and ensuring care 

for and non-discrimination of victims. 

Belgium would also continue to support its partner coun-

tries’ policies of increasing the financial, geographical and 

cultural accessibility of public health care. To this end, 

and working with other donors, it would use available 

resources in an effective and coordinated manner—mak-

ing use, for example, of “vertical” funds. The goal would 

be to enhance the quality and accessibility of health care, 

of which sexual and reproductive health is a part. The 

Government would continue to support improvements in 

the quality of medical staff and to enhance their profes-

sional skills through training, retraining and incentives, 

with particular attention to teaching communication 

techniques that respect the right to privacy and confi-

dentiality of information. 

As part of the political dialogue with those partner coun-

tries where FGM/C is still practised on a large scale, 

Belgium would ensure that special attention is given to 

compliance with the terms of the Maputo Protocol, which 

these countries signed and which most of them also rati-

fied. Belgium would support civil society and local orga-

nizations that have acquired experience with regard to 

this issue as well as actions promoting a community 

approach that supports abandoning FGM/C through 

dialogue with the traditional authorities. It would sup-

port national and regional behaviour change campaigns 

in local communities.

Belgium would use its diplomatic resources to encour-

age those African States that have not yet ratified the 

Maputo Protocol to do so and support governments 

that have signed the Maputo action plan in carrying it 

out. In this regard, emphasis would be given to women’s 

right to dignity, integrity and security, the abandonment 

of discrimination and harmful practices like FGM/C, 

the protection of women and girls during armed con-

flicts, and the right to reproductive and sexual health 

and related care. Belgium would work closely with the 

European Commission and the international community 

to empower women and enhance the rights of women, 

to combat all forms of violence such as FGM/C, and 

to promote sexual and reproductive health and rights. 

As a non-permanent member of the Security Council 

of the United Nations, Belgium would ensure that sex-

ual and reproductive health and rights are taken into 

consideration. 

XIC. �The Case for Investing in the 
Abandonment of FGM/C

Ms. Layla Shaaban, Programme Analyst, Office of 

Population and Reproductive Health, USAID

In her presentation, Ms. Layla Shaaban observed that, 

unlike many other issues of concern, the case still needs 

to be made that abandoning FGM/C is an important and 
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worthwhile investment. Ms. Shaaban highlighted the fol-

lowing tips for effective resource mobilization.

1. Messages that maximize limited resources and 
keep FGM/C abandonment on the agenda
Strong arguments for abandonment need to be created 

so as to keep the issue on the agenda of donors. Mes-

sages that make sense to various audiences with varying 

priorities need to be developed, clearly articulating how 

FGM/C abandonment is important and what it means to 

development and the lives of women and the commu-

nity. NGOs and advocates need to: 

(a)	�Demonstrate its relationship to other issues, for 

example, education, health and human rights, and 

use these links to advocate for funding and sharing 

examples of successful linkages and programmes;

(b)	�Integrate FGM/C messages into existing national 

and organizational strategies to sustain support;

(c)	�Identify opportunities that make it easier for new 

donors to get involved;

(d)	�Draw and share lessons from the last 20 years to cre-

ate messages for partners in 2007. 

2. Resources to address funding challenges 
Ms. Shaaban noted that the process of abandonment 

has been slow and complex. Therefore, donors need 

to adjust their expectations and funding accordingly. 

FGM/C abandonment should be framed as a long-term 

but not an indefinite investment that requires continued 

support until abandonment is sustained. Donors should 

invest in longer term projects that allow flexibility. Many 

donors, however, are constrained by short-term funding 

cycles and results-oriented programming. Therefore, it is 

important for NGOs to make the most of these resources 

by evaluating programmes to demonstrate successes 

and needs. They can make the case for further funding 

and for supporting activities that would build on or sup-

port existing efforts to maximize impact.

3. Networks and partnerships 
Ms. Shaaban pointed out the need to build and main-

tain networks of stakeholders to share information at 

national, regional and international levels. She said it is 

essential that information be shared at the country level 

to avoid overlap and to complement the messages of 

related interventions. It is also important that informa-

tion flow upward to the regional level and to the global 

level to drive resource mobilization efforts. There is a 

need to look for opportunities with existing networks and 

associations to draw attention to the issue. Also needed 

are the identification and support of “champions” of the 

issue—within governments, NGOs, donor agencies—and 

the regular sharing of ideas and strategies for resource 

mobilization.

4. Strategies for resource mobilization 
National, regional and global strategies and partnerships 

allow for better information-sharing and coordination, 

which are essential for increasing resources. Identifying 

where partners are working and the comparative advan-

tages of each organization would help to identify prog-

ress and gaps to make the case for additional resources. 

In this regard, it is important to: 

(a)	�Identify what resources are needed for donor outreach 

and the comparative advantages of each partner; 

(b)	�Define roles for each organization and develop a clear 

plan of action with a timeline on how to move the 

agenda forward;

(c)	�Share evaluations on effective programming to 

strengthen arguments for funding;

(d)	�Develop a plan for communication and advocacy 

using existing opportunities at national, regional and 

global levels to raise awareness and to bring more 

champions to the issue;

(e)	�Link these strategies to maximize impact.
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Dr.  Berit Audstveg, Senior Adviser, NORAD

Dr. Berit Audstveg informed participants that Norway 

initiated its support to FGM/C interventions led by the 

United Nations and NGOs in the 1980s, when Norway 

began to receive immigrants from countries where 

FGM/C was, and still is, common. The issue of legality 

of the cutting was taken up in Norway. The then Direc-

tor General of Health concluded that performing FGM/C 

would be punishable under the general Criminal Code, 

which forbid harming another person’s body, and under 

the Child Protection Act. 

Early in the 1990s, lawyers argued that there might be a 

need for a separate act against FGM/C because of two 

situations not covered under the general law—a case 

in which the cutting took place outside the borders of 

the country and another in which the woman asked for 

the cutting herself (including re-stitching after delivery). 

After some public debate, parliament adopted a separate 

law, which came into force in 1995. 

Some medical practitioners felt that there was need for 

guidelines for health personnel. However, the ministry 

that dealt with health (then called the Ministry of Social 

Affairs) went against this, arguing that it would be redun-

dant, as there was a law that “took care of the problem” 

and, besides, the matter was too sensitive for politicians 

to be involved. Nevertheless, the Director General of 

Health supported the development of guidelines. 

In 1999, a tabloid TV channel broadcast, in prime time, 

a programme showing an authentic cutting. People 

were shocked and outraged, and the media and politi-

cians became deeply involved. A week after the first 

programme, another programme was shown in which a 

young Somali girl met with some religious and spiritual 

leaders (men), recording the meetings with a camera hid-

den in her clothes. The men advised her to be excised. It 

was clear that the tapes had been cut and edited. Somali 

men were portrayed as cruel, and women were either 

helpless victims or strong and brave opponents of a bru-

tal tradition. Nevertheless, the general anger and despair 

among the population found direction. Politicians, includ-

ing members of parliament, accepted that when the law 

was passed, they had no idea that FGM/C was an issue 

in Norway. Within weeks, the country had an action plan 

against the “tradition”. An international Action Plan fol-

lowed in 2003. The domestic action plan gave space for 

much good work, including the building up of a network 

of change agents who used culturally sensitive dialogue 

as a method. 

The call for punishment was steady, and even some lib-

eral politicians questioned the dialogue method, calling 

it “softness” and lack of proper will. Even the provision of 

health care and rehabilitation for women who had under-

gone cutting was being seen as softness, downplaying 

the seriousness of FGM/C. Despite this, it was possible 

to build up health services for the rehabilitation of excised 

women, and such services were established throughout 

the country. Obstetricians and gynaecologists, together 

with midwives and public health nurses, took a special 

interest in FGM/C and initiated health services to man-

age and treat FGM/C-related conditions. 

A new strategy on gender issues, under Norway’s 

development assistance, was launched in March 2007. 

It has four areas, with sexual and reproductive health 

and rights as one of the four. Fresh funds were brought 

in, and the work against FGM/C was expected to bene-

fit from this. The mainstream broadcasting cooperation 

aired a report from a trip to Somalia with interviews of 

excisers, who confirmed that they had, altogether, cut 

184 girls with permanent residence in Norway who had 

XID. �Norway’s Interventions Concerning FGM/C
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gone to Somalia during their vacation. The correctness 

of the number was questioned, but it became clear that 

Somali women and girls residing in Norway were still 

undergoing mutilation. The call for punishment was 

renewed, and even moderate politicians claimed again 

that there had been “enough dialogue”. Compulsory, 

regular checking of girls’ genitals was being seriously 

discussed. The Norwegian Medical Association and 

the Norwegian Nursing Association warned strongly 

against compulsory examination on ethical grounds, 

implying that the fundamental principle of voluntarism 

in health care would be violated and access to health 

care could be hindered, and also because it would be 

impossible to implement. The two cases in which health 

care was compulsory were tuberculosis screening and 

the use of force in certain cases in psychiatry, both of 

which were regulated by law. There was already an obli-

gation for health personnel, who otherwise were bound 

by professional secrecy, to inform the relevant author-

ity—police or child-protection authorities—to protect 

a girl from being excised and for securing necessary 

treatment. 

In her concluding remarks, Dr. Audstveg said that it 

seemed like a paradox that a country with such a good 

track record in sexual and reproductive health and rights, 

including gender, had not managed to handle FGM/C 

among immigrants in a better way. On the other hand, 

the outrage led to securing funds, so that it is possible to 

do a lot of good technical work. It is also a paradox that 

Norwegians may have to use human rights in their own 

country to prevent new assaults on immigrant women 

and girls. 

Plenary Discussion and Recommendations
During the plenary discussion, the topic of resource 

mobilization was reiterated from various perspectives. 

A call for the integration of FGM/C programming with-

in the context of sexual and reproductive health and 

gender equality, to provide a direct linkage with the 

achievement of MDGs, was emphasized. Recommen-

dations were made to develop programmes to increase 

the participation of men and boys and their assump-

tion of responsibilities in promoting gender equality, 

preventing sexual violence and harmful practices, and 

ensuring care for victims without discrimination. For 

effective resource mobilization, consensus was reached 

that an accurate assessment of needs, including costs 

and budgets for results, is necessary. Also deemed nec-

essary were the identification of potential partners and 

sources and the harnessing of resources available at 

grass-roots levels in communities as well as those at 

national, regional and international levels and the pri-

vate sector. 

The following specific recommendations were made:

(a)	�Collectively design messages that maximize limited 

resources and keep FGM/C abandonment on the 

government and public agenda to sustain support;

(b)	Mobilize resources to effectively address funding;

(c)	�Create networks and partnerships at national, region-

al and international levels to share information with 

all stakeholders;

(d)	�Develop regional strategies for resource mobiliza-

tion. 



XII.	� Global Partnership-building for 
the Abandonment for FGM/C
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Ms. Aminata Toure, Chief, Gender, Human Rights 

and Culture Branch, UNFPA

Ms. Aminata Toure briefly described the UNFPA UNI-

CEF Joint Programme and Trust Fund: “Female Genital 

Mutilation/Cutting: Accelerating Change”. The goal is to 

decrease by 40 per cent FGM/C prevalence in 17 coun-

tries within five years. The initiatives have nine planned 

outcomes, as described below.

1. Planned outcomes
(a)	�The process of enacting, revising and enforc-

ing legislation in countries of prevalence would be 

accelerated;

(b)	�New knowledge and understanding concerning the 

social dynamics of the abandonment of FGM/C 

would be generated, communicated and applied at 

the community level;

(c)	�In collaboration with key global development part-

ners, a common framework for the abandonment of 

FGM/C would be fully developed, explicitly agreed to 

and applied worldwide;

(d)	�Existing theories on the functioning of harmful social 

norms would be further developed in collaboration 

with the academic community and practitioners, with 

a view to making them applicable to specific realities 

of FGM/C;

(e)	�National and subnational data on FGM/C would be 

analysed based on available DHS and MICS data to 

increase understanding of this social norm and inform 

policy and programming;

(f)	�Existing partnerships with organizations and insti-

tutions committed to the human rights of girls and 

women would be consolidated and new partnerships 

identified and fostered;

(g)	�Networks of religious leaders supporting and advo-

cating for the abandonment of FGM/C would be 

expanded;

(h)	�Partnering with the media would be expanded, includ-

ing local media to keep FGM/C on the public agenda 

and foster behaviour change;

(i)	� The capacity of the health system would be devel-

oped, particularly reproductive health services to 

address FGM/C.

2. Segmentation criteria
UNFPA and UNICEF jointly developed segmentation cri-

teria which go beyond national boundaries, namely:

(a)	�Status of the practice: Type/severity of practice; 

prevalence of FGM/C; number of population practis-

ing; location in the DHS regions;

(b)	�Attitude: Discrepancy between attitude towards 

the practice (opposition) and practising behaviours, 

according to DHS/MICS;

(c)	�History of abandonment: Previous demonstrations of 

abandonment in country/ vicinity;

(d)	�Regional/ethnic connections: Shared practising eth-

nic groups with neighbouring countries; shared ethnic 

groups with neighbouring countries that abandoned 

the practice; influence on other countries via ethnic 

group; shared languages;

XIIA. �Fostering Joint Programming to Accelerate 
Change: Example of the UNFPA UNICEF 
Joint Programme and Trust Fund 
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(e)	Enabling environment;

(f)	�Attitudes of communities, governments and policy-

makers at national and local levels, and of interna-

tional organizations, NGOs and CBOs (commitment 

towards abandonment); attitudes of the traditional 

and religious leadership and the intellectual/edu-

cational community; the media environment and 

the presence of potentially supportive actors and 

resources.

3. Blocks of countries
Six subregions/blocks of countries were identified 

against the above-mentioned criteria, as follows:

Region/Block 1. The Gambia, Guinea-Bissau, Guinea 

Conakry, Mali, Mauritania and Senegal were identified 

as countries where abandonment is accelerating at a 

large scale. The Senegal experience of public declaration 

towards abandonment is being replicated in the Gambia, 

Guinea and Mauritania using the local context.

Region/Block 2. Burkina Faso and northern Ghana, where 

there is increasingly widespread opposition to the prac-

tice, as well as effective law enforcement. 

Region/Block 3. Eritrea has increasingly widespread 

opposition to the practice. A law prohibiting FGM/C was 

enacted on 20 March 2007. A large discrepancy exists 

between the rate of prevalence, 89 per cent, and opposi-

tion to the practice, at 49 per cent (DHS 2002). This is a 

high-priority country because there is a likelihood of an 

accelerated process of abandonment. 

Region/Block 4. Djibouti, Ethiopia (Afar and Somali 

regions), Kenya (Somali), Somalia and Sudan, identified 

along ethnic lines and sharing additional perpetrating 

factors. A religious movement is unfolding in Sudan to 

“de-link” FGM/C from religious teachings, which may 

have an overall impact in the eastern African region and 

on this block of countries in particular. 

Region/Block 5. Egypt, due to its history of abandon-

ment and high prevalence. The 2005 EDHS reports a 

decrease in the number of adolescent girls subjected to 

FGM/C, indicated by a 77 per cent prevalence for girls 

aged 15–17 versus 96 per cent for ever-married women 

aged 15–49. This is an indication of change unfolding in 

Egypt. Support for the practice decreased by 14 points 

according to 2005 DHS data as compared with 1995 

DHS data.

Region/Block 6. Kenya (non-Somali), Uganda and the 

United Republic of Tanzania have a history of abandon-

ment and medium/low prevalence. In non-Somali Kenya, 

as in other countries with FGM/C prevalence below 40 

per cent, the younger age groups consistently showed 

lower prevalence rates. It would be possible to address 

certain weaknesses of the rite-of-passage approach 

and transform it in a powerful abandonment movement 

across these three countries. 

The stakeholders that have been identified as critical in 

the abandonment process include: communities; tradi-

tional, religious and government leaders, such as par-

liamentarians, governments, NGOs and donors; and the 

media and research institutions.

4. Monitoring and evaluation 
Baseline surveys to be conducted in selected localities 

would help in the final assessment and evaluation of pro-

gramme results (end line surveys). Indicators selected 

include:

Ms. Aminata Toure briefly described the UNFPA UNICEF Joint 
Programme and Trust Fund: “Female Genital Mutilation/Cutting: 
Accelerating Change”. The goal is to decrease by 40 per cent 
FGM/C prevalence in 17 countries within five years.
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XIIB. �Inter-agency Group on FGM/C

Ms. Bintou Sanogoh, Director, UNFPA Country Tech-

nical Services Team, Dakar, and Dr. Morissanda 

Kouyate, Director of Operations, Inter-Africa Committee on 

Traditional Practices, Addis Ababa

Ms. Bintou Sanogoh summarized the role of the Inter-

agency Group on FGM/C, which was established to 

contribute to the abandonment of FGM/C. The four 

main agencies in the Inter-agency Group are: CI-AF 

Geneva, the Inter-Africa Committee on Traditional 

Practices affecting women’s and children’s health; 

UNFPA, UNICEF and WHO. The members developed 

a Memorandum of Understanding within which to 

operate. The specific objectives of the group are to: 

reinforce capacities and interventions in countries; 

support NGO efforts; exchange information, tools and 

strategies and contribute to creating databases on 

FGM/C; reinforce advocacy; and support the develop-

ment of implementation, monitoring and evaluation 

mechanisms.

Each organization has specific responsibilities: UNFPA to 

lead in research and information dissemination; WHO to 

build and reinforce capacities of institutions and NGOs; 

CI-AF to undertake advocacy and community mobiliza-

tion; and UNICEF to take responsibility for monitoring 

and evaluation.

A Plan of Action for 2007-2011 was developed to guide 

the group in the following ways:

(a)	�Promote research to ensure the use of existing 

research findings and lessons learned, develop a 

research culture and stimulate new research to fill the 

gaps; 

(b)	�Promote partnerships. The plan of action is expected 

to promote partnership-building and lobbying for the 

incorporation of FGM/C modules in primary, second-

ary and university education; 

(c)	�Reinforce capacities of thematic groups of UNCTs 

and orient bilateral and development agencies on 

FGM/C;

(d)	�Monitor and evaluate interventions. Establish a sys-

tem of monitoring and evaluating FGM/C interven-

tions. Develop a culture of evaluation and continual 

monitoring at the country level and promote the use 

of the 10 indicators adopted by UNICEF and the indi-

cators of CI-AF. It is critical to take stock of the status 

of FGM/C during annual meetings of every agency 

and to institutionalize bi-annual consultations on 

FGM/C at the inter-country level; 

(e)	�Advocate and lobby with policy actors especially 

through opportunities provided at international and 

African Union forums; similarly, the Inter-agency 

Group and its partners would advocate and lobby with 

First Ladies, national parliamentarians and religious 

(a)	�Attitudes of men and women, community leaders 

(formal and informal) vis-a-vis FGM/C (opposition to 

or support for the practice);

(b)	Status of daughters (cut or not cut);

(c)	�Women’s empowerment (women speaking in public, 

women seeking reproductive health services);

(d)	Public pledges by communities to abandon FGM/C;

(e)	�Existence and enforcement of legislation, national 

plan of action and resources allocated for FGM/C 

prevention activities;

(f)	Prevalence rate.
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and traditional leaders using all channels, including 

modern and traditional media;

(f)	�Disseminate the Memorandum of Understanding to 

governments, to UNCTs, NGOs and other partners in 

development;

(g)	�Collaborate among agencies to ensure the incorpo-

ration of FGM/C issues in ongoing programmes on 

sexual and reproductive health, HIV and AIDS and 

maternal and newborn care as well as in all human 

rights activities.

Planned Contribution by Each Agency

Intervention
SUM 

(USD) %
Leading 
Agency

Research and infor-
mation dissemination

343 000 11.61 UNFPA

Training and 
strengthening ca-
pacities

1 100 000 37.24 WHO

Advocacy and com-
munication

455 500 15.42 CI-AF

Documentation 330 000 11.17 CI-AF

Monitoring and 
evaluation

585 000 19.80 UNICEF

Collaboration and 
partnership

140 000 4.74 Inter-
Agency 

Task Force

Total 2 953 500 100%

XIIC. �Donors’ Working Group on the 
Elaboration of a Common Framework 	
for the Abandonment of FGM/C

Ms. Francesca Moneti, Senior Child Rights Officer, 

UNICEF Innocenti Research Centre

Ms. Francesca Moneti observed that the Donors Work-

ing Group (DWG) included the United Nations Fund for 

International Partnerships (UNFIP), UNFPA, UNICEF, 

WHO, the European Commission, the World Bank, GTZ, 

Finland, Italy, the Swedish International Development 

Cooperation Agency, the United Kingdom’s Department 

for International Development and USAID, the Ford 

Foundation, the Public Welfare Foundation and the Wal-

lace Global Fund. 

During its 2006 meeting, the DWG agreed to promote 

a coordinated global strategy under the umbrella of the 

United Nations to intensify efforts of the international 

community to promote the abandonment of FGM/C by 

2015. This included expanding partnerships, broadening 

political will and mobilizing resources. It also included 

elaborating a common framework for the abandonment 

of FGM/C.

The emerging common framework is consistent with the 

United Nations Inter-agency Statement on FGM/C. It 

has endorsed the approach that has been found to suc-

cessfully promote abandonment of FGM/C—a systemic 

approach that stimulates and supports large-scale social 

transformation benefiting children and women. The 

development of a common framework aimed at promot-

ing explicit partnerships with the large number of actors 
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that are not United Nations organizations and that play a 

central role in efforts to end FGM/C.

The approach aims at encouraging communities to raise 

problems and define solutions themselves on a variety of 

concerns, including sensitive ones such as FGM/C, with-

out feeling coerced or judged, thus stimulating a process 

of positive social change. It is based on:

(a)	�Empowering education—literacy, education in health 

and reproductive health, and management that pro-

vides new knowledge and skills; 

(b)	�Participatory communication—no-directive dialogue 

that may be organized among women, with men or 

across generations; 

(c)	�The promotion of human rights principles, including 

gender equality.

Beyond communities, the approach is based on:

(a)	�Engaging traditional, religious and government lead-

ers, including parliamentarians;

(b)	�Stimulating and supporting dialogue at the national 

level in partnership with strategic allies in govern-

ment and civil society and working with national and 

local media;

(c)	�Undertaking the review and reform of policies and 

legislation;

(d)	�Developing child-protection frameworks that bring 

together legislative, welfare and social services, 

police and justice systems and basic service provid-

ers with local leaders and civil society to provide a 

holistic mechanism of protection. 

The approach reflected in the common framework calls 

for different types and levels of resources at different 

stages of the abandonment process. Based on knowl-

edge from programme experience and social science, 

UNICEF estimates that $US 24 million a year over 10 

years could lead to a major reduction in the prevalence 

of FGM/C in 16 countries in sub-Saharan Africa with a 

high and medium prevalence.

XIID. �Global Collaboration in Monitoring and 
Evaluation of FGM/C

Ms. Ann P. McCauley, Ph.D., Senior Reproductive 

Health Technical Adviser/Programme Officer, 

USAID/East Africa Mission

Ms. Ann P. McCauley reiterated that DHSs and MICSs 

have been used extensively to measure national data on 

FGM/C. Common population indicators used are: preva-

lence by age, FGM/C status of daughters, percentage of 

“closed” and “open” procedures, performer of FGM/C, 

and support of, or opposition to, FGM by age and sex. 

Through such measurements, it has been observed 

that in several countries women are more supportive of 

FGM/C than men are.

Common programme indicators include public state-

ments of intent, community monitoring mechanisms 

and decline in prevalence. FGM/C may also be linked to 

other measures of gender equity. For example, excised 
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women are more likely than un-excised women to lack 

education, agree that wife beating is justified in some 

cases and believe that men should make decisions.

Trend data are measures that are repeated over time, 

for example, trends towards medicalization, decreasing 

age at which FGM/C is performed or changes in types 

of FGM/C. It is important for implementers to decide 

which measures of gender equity or human rights are 

important to FGM/C. Each element of the road map 

should also have clear indicators.

XIIE. �Research on Emerging Issues: 	
Towards a Global Research Strategy 	
for the Abandonment of FGM/C

Support for FGM/C (in percentages)
Country Survey Women Men

Benin 2001   5   5

Burkina Faso 1998-99 21 17

Côte d’Ivoire 1998-99 30 23

Eritrea 1995 57 46

Guinea 1999 68 52

Mali 2001 80 73

Mauritania 2000-01 64 37

Niger 1998 32 14

Source: Country Demographic and Health Surveys 
(DHSs).

Dr. Mary Anne Burke, Health Analyst/Statistician, 

Global Forum for Health Research

The Global Forum for Health Research is an indepen-

dent international foundation in Switzerland working 

since 1998 to focus global research efforts on the health 

of poor and marginalized populations (www.globalfo-

rumhealth.org). Dr. Mary Anne Burke explained that its 

work is informed by principles of equity, human rights 

and gender equality and that it is committed to improv-

ing global health and achieving health equity. As such, 

the Global Forum is committed to the abandonment of 

FGM/C and encourages research towards that end. 

As part of its work, the Global Forum has hosted a num-

ber of research networks and initiatives. One of these 

networks is the Sexual Violence Research Initiative 

(SVRI), which was launched in 2003 to create a net-

work of committed researchers, policymakers, donors 

and activists to ensure that the many aspects of sexu-

al violence are addressed. As of 2007, it had close to 

1,000 members from more than 80 countries, guided 

by a coordinating group of research experts from around 

the world and hosted by the Medical Research Council 

of South Africa. 

The SVRI research agenda includes a specific focus on 

the following:

(a)	�Investigation of the nature, extent and social context 

of FGM/C in various cultural settings, using stan-

dardized instruments and methodologies; 

(b)	�Description of the medical, social, psychological and 

economic impact of FGM/C;
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(c)	�Development and evaluation of empirically based 

programmes aimed at the abandonment of FGM/C 

in various cultural settings. 

A number of strategic opportunities and mechanisms 

could be built upon in developing a research agenda on 

FGM/C, including the following: 

(a)	�The proposed Global Research Strategy, which 

would explore opportunities to engage with minis-

ters of health, education and science and technology; 

donors; researchers in government, industry and 

academia; NGOs; and activists. The strategy could 

also guide FGM/C research towards the Global Min-

isterial Forum on Research for Health, to be held in 

Bamako, Mali, 17-19 November 2008;12 

The network for SVRI could promote SVRI list-serve 

activities, websites, research discussion groups and 

workshops; and the sharing of technical expertise, skills 

and knowledge with other SVRI researchers. 

Plenary Discussion and Recommendations 
Many key ideas were discussed in the plenary, including 

emphasis on using parliamentary channels to mobilize 

resources from international partners, strengthening 

relationships with civil society and initiating results-

based interventions that should be evaluated externally. 

Linking FGM/C to the achievement of MDGs, such as 

girls’ education, was seen as key to lobbying for greater 

commitment by governments. Donors were also urged 

to maintain long-term commitments. Key recommenda-

tions made in the plenary were to:

(a)	�Develop indicators that measure gender equality and 

human rights;

(b)	�Use indicators developed in the road map or frame-

work for the implementation of programmes aimed 

at accelerating the abandonment of FGM/C;

12	 http://bamako2008.org/en/index.shtml

(c)	�Emphasize the measurement of trends, including 

trends towards medicalization and emerging types of 

FGM/C.



XIII.	 �Final Conclusions  
and Recommendations
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Participants reflected on the proceedings during the one-

week consultation, analysed key ideas and built a con-

sensus on critical steps for moving the FGM/C abandonment 

agenda forward, namely:

(a)	�Develop an operational and practical road map that 

lays out challenges, opportunities and working strat-

egies for accelerating the abandonment of FGM/C 

within a generation (25 years). The purpose of the 

document would be to guide global, regional and 

national advocacy and provide practical guidance for 

programming;

(b)	�Create an electronic network based on this consulta-

tion to continue sharing good practices, new research 

findings and working models. UNFPA could host a 

website, which could be linked to the FGM/C Knowl-

edge Asset;

(c)	�Publish experiences from the consultation, including 

summaries of the presentations; 

(d)	�Include in the content of the road map: where we are, 

where we should be in the next 25 years and how to 

get there; 

(e)	�Keep members of the network informed of the 

progress, share the draft for input, finalize the 

document and prepare a plan of action to lobby for 

adaptation.

XIIIA. �The Way Forward

XIIIB. �Final Declaration of Participants

P 

articipants made the following Declaration: 

We, participants of the Global Consultation on Female 

Genital Mutilation/Cutting (FGM/C), organized by 

UNFPA from 30 July to 3 August 2007 in Addis Ababa, 

Ethiopia: 

Welcome this important forum as a space that facilitat-

ed experience-sharing, review of strategies and analysis 

of new challenges and opportunities to accelerate the 

abandonment of FGM/C;

Support the development of a global road map to accel-

erate the abandonment of FGM/C in consultation with 

national partners, civil society organizations and devel-

opment partners; 

Reaffirm our zero tolerance of FGM/C as it is an intol-

erable practice that is harmful to the health and well-

being of women and girls and a clear violation of wom-

en’s and girls’ rights and cannot be justified under any 

circumstance;

Note with concern the slow pace of progress despite 

decades of interventions to end the practice and the 

continued unnecessary suffering of millions of women 

and girls and;
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Call upon medical professionals to uphold medical eth-

ics and bring to an end any form of medicalization of 

FGM/C practice. 

Therefore, we, the participants, call on:

➤	 Governments to increase their commitment to: 

(a)	�Accelerate the abandonment of FGM/C in line with 

existing international instruments that protect the 

health and rights of women and children, including 

the Convention on the Elimination of All Forms of Dis-

crimination against Women, the Convention on the 

Rights of the Child, the African Charter on Human 

and People’s Rights, and others, by enacting and 

enforcing laws banning any form of FGM/C, includ-

ing when performed by health providers; 

(b)	�Build a broad partnership and networks at national, 

regional and international levels and implement cul-

turally sensitive approaches for sustainable behav-

iour change; 

(c)	�Give highest priority to the health and human rights 

of women and girls and call upon men to support the 

abandonment of FGM/C;

(d)	�Uphold the rights of female children who are also vic-

tims of this practice;

(e)	�Mainstream FGM/C in human rights and reproduc-

tive health issues;

(f)	�Provide adequate resources to scale up FGM/C 

abandonment programmes in the context of effective 

gender equity, equality and women’s empowerment 

policies and programmes;

(g)	�Build national capacity, including law enforcement 

institutions and health providers, in counselling and 

the management of complications associated with 

FGM/C; 

(h)	�Empower communities and their leaders through 

sensitization programmes to educate them on the 

gravity of FGM/C and on legal literacy; 

(i)	� Implement a well-funded, coordinated and integrated 

response to accelerate the abandonment of FGM/C; 

(j)	� Set appropriate mechanisms that involve all stake-

holders to monitor progress towards the abandon-

ment of FGM/C;

(k)	�Demonstrate accountability by making abandonment 

of FGM/C a national development agenda item and 

using the report on the Convention for the Elimina-

tion of All Forms of Discrimination against Women as 

a platform for monitoring FGM/C abandonment. 

We also call on: 

➤	 Religious and traditional leaders to

(a)	�Dispel the continuing myths and misconceptions 

within cultures and religious communities that are 

used to justify the continuation of this practice; 

(b)	�Educate their constituencies on the rights of women 

and girls to bodily integrity and their right to enjoy 

a healthy sexual and reproductive life and widely 

spread the position of all religions banning any form 

of FGM/C and;

Finally, we recommend to:

➤	 Development partners to 

(a)	�Increase their technical and funding support to 

countries (governments, civil society organizations, 

faith-based organizations and community-based 

organizations); 

(b)	�Support continuing research, promote solidarity 

in the abandonment of FGM/C and mobilize ade-

quate resources towards national ownership and 

sustainability. 

(c)	�Promote gender equality. 

Addis Ababa, 3 August 2007



XIIIC. Closing Remarks

Ms. Fama Hane Ba, Director, Africa Division, UNFPA, 

closed the global consultation, remarking that 

the consultation had been enriched by the global diversity 

and community of purpose. She said:

 

“We have learned and indeed we are ready now to 

scale up what has been working very well. We need to 

mobilize resources and move forward with a sense of 

urgency. UNFPA is committed to moving forward, and 

the Executive Director is committed and will be briefed. 

UNFPA, UNICEF and WHO commit themselves to 

moving forward.”
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Summary
Background Reliable evidence about the effect of female 

genital mutilation (FGM) on obstetric outcome is scarce. 

This study examines the effect of different types of FGM 

on obstetric outcome.

Methods 28 393 women attending for singleton deliv-

ery between November, 2001, and March, 2003, at 28 

obstetric centres in Burkina Faso, Ghana, Kenya, Nige-

ria, Senegal, and Sudan were examined before delivery 

to ascertain whether or not they had undergone FGM, 

and were classified according to the WHO system: FGM 

I, removal of the prepuce or clitoris, or both; FGM II, 

removal of clitoris and labia minora; and FGM III, removal 

of part or all of the external genitalia with stitching or 

narrowing of the vaginal opening. Prospective informa-

tion on demographic, health, and reproductive factors 

was gathered. Participants and their infants were fol-

lowed up until maternal discharge from hospital.

Findings Compared with women without FGM, the 

adjusted relative risks of certain obstetric complications 

were, in women with FGM I, II, and III, respectively: cae-

sarean section 1.03 (95% CI 0.88–1.21), 1.29 (1.09–1.52), 

1.31 (1.01–1.70); postpartum haemorrhage 1.03 (0.87–

1.21), 1.21 (1.01–1.43), 1.69 (1.34–2.12); extended mater-

nal hospital stay 1.15 (0.97–1.35), 1.51 (1.29–1.76), 1.98 

(1.54–2.54); infant resuscitation 1.11 (0.95–1.28), 1.28 

(1.10–1.49), 1.66 (1.31–2.10), stillbirth or early neonatal 

death 1.15 (0.94–1.41), 1.32 (1.08–1.62), 1.55 (1.12–2.16), 

and low birthweight 0.94 (0.82–1.07), 1.03 (0.89–1.18), 

0.91 (0.74–1.11). Parity did not significantly affect these 

relative risks. FGM is estimated to lead to an extra one to 

two perinatal deaths per 100 deliveries.

Interpretation Women with FGM are significantly more 

likely than those without FGM to have adverse obstetric 

outcomes. Risks seem to be greater with more extensive 

FGM.

* �Full Report: http://www.who.int/reproductive-health/publica-
tions/articles/lancetfgm.pdf

Annex 2

Female Genital Mutilation and Obstetric 
Outcome: WHO Collaborative Prospective 
Study in Six African Countries*

WHO Study Group on Female Genital 
Mutilation and Obstetric Outcome
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