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Bottom of Form

1. What should we aim to achieve?

Our response: 

The Orchid Project campaigns to end female genital cutting by 2025, which is entirely possible given the right level of commitment and resourcing. We believe that DFID could do more directly on female genital cutting, which would ensure that it could meet its aims of improving women’s control of their reproductive lives and to save mothers’ and newborn lives. 

Whilst we recognise that we are a “single issue” organisation, the root cause of female genital mutilation/cutting (FGM/C subsequently referred to as FGC) - a girl’s lack of power - means that this issue has an impact across many different levels of this consultation.  We have limited our responses to the effect that FGC has on the areas in which DFID is interested. However, we also recognise that dealing with FGC through means of community empowerment, has other direct benefits that could lead to other important improvement of indicators in this area. 

Female genital cutting has a direct impact on reproductive health, maternal mortality and infant mortality. It is not an accident therefore, that the highest rates of maternal and infant mortality worldwide are in FGC practising regions.
 Specifically:
1) reproductive health through its direct violation of a young girls’ genitals, leaving behind an almost entirely sealed genital area with a “hard plug of scar tissue” when a girl undergoes type 3 FGC.
 This sealed area is cut open for intercourse and is cut and resewn for each birth. 

2) maternal mortality - women who have undergone more extreme forms of FGC are 70% more likely to suffer post-partum haemorrhage
 and are twice 
as likely to die during childbirth and more likely to give birth to a stillborn child than other women, largely as a result of obstructed labour.

3) newborn mortality with recent WHO studies showing that FGC is harmful to babies, leading to an extra 1 – 2 perinatal deaths per 100 deliveries. Equally important for newborn health is that anecdotally, babies as young as 9 days old in Ethiopia, for example, undergo FGC. There are no figures for mortality as a result of FGC within the first month of life. 
Women who have been cut are more likely than women who have not been cut to have adverse obstetric complications
 and the death rates for newborns of cut women are also higher (the death rate for babies born to mothers with FGC: 55% higher in those with FGC type 3, 32% higher in those with FGC type 2,  
15% higher in those with FGC type 1).

The impact of FGC can be seen along the continuum of a girls’ life, from obstructed and painful menses
 to painful intercourse
 culminating with the effects of FGC on safe births (in hospitals, an additional 1 to 2 babies per 100 will die as a result of FGC).
 

An estimated 3 million girls are cut each year in 21 out of 28 practising countries in Africa.
 This figure grossly downplays the worldwide impact of FGC, which also 

happens in Indonesia, Yemen, Kurdistan and Malaysia, as well as in immigrant communities in Europe, North America and Australasia.  An estimated 100-140 million are living with the impacts of FGC
 and the continuum of care for these girls and women is largely absent from strategies or programmes, in spite of the long term health implications that this practice brings. 

We now have more knowledge about the practice itself and the reasons for its continuation, as well as experience with interventions that can more effectively lead to its abandonment.  Application of this knowledge through a common, co-ordinated approach that promotes positive social change at community, national and international levels could lead to FGC being abandoned within a generation, with some of the main achievements by 2015, in line with the Millennium Development Goals and with particular emphasis on delivering MDGs 3, 4 and 5.
Along with other international donors, DFID states that it views female genital mutilation/cutting as both a denial of girls’ and women’s human rights and an important maternal and neonatal health issue. DFID is represented on the FGM Donor Working Group and was engaged in supporting the first resolution on FGM passed at the UN Commission on the Status of Women, in 2007.
 
If DFID were to support the abandonment of FGC in all countries where it is practised (roughly 35) there is a real possibility that this harmful practice could end within the next fifteen years. The UN Inter-Agency stated aim is to achieve abandonment within one generation, with demonstrated success before 2015.

Unfortunately, as befits an entirely taboo subject, there is very little data to support the real impacts of FGC has on a community. There is no data, for example, for the number of girls who die as a direct result of being cut, from haemorrhage or other complications; the number of girls ‘missing’ from the global population have not been estimated, but we know anecdotally about this: (watch a video of Marietou Diarra from Senegal talking about her two daughters, aged 1 and 7 who died after cutting, with Molly Melching, of Tostan: http://www.youtube.com/watch?v=Wo-IelOLBZY). 
In addition to the health impacts of FGC on women it affects, FGC has long been on the agenda as a human rights issue, and the global community must continue to raise the profile of the activity and accelerate its abandonment, moving towards equity and equal rights for women and girls around the world.  DFID could take a very strong leadership role here and see real dividends. 
2. Which interventions should we prioritise? 
Where should we focus our efforts along the continuum of care (pre-pregnancy, during pregnancy and birth and after delivery) and why, in order to have an impact on MDG 5 by 2015? What do you think is most important to tackle in order of time priority? 
Our response: 

In terms of the impact on the continuum of care, Dr Nafissatou Diop
 explains more about the chain of events that start with FGC, when she says: 
‘the girl who undergoes FGM/C is the same girl who is taken out of school early to marry. And this is the same girl who dies before she reaches age 20, giving birth to her third child.’ 
Proven successful models of intervention operate at the community level and offer rights-based education to all members of the community – girls, young women, older women, grandmothers, as well as all men and traditional “power brokers.”  In this way, empowerment happens at all levels and, in a time-bound way, along the entire continuum. Women are allowed more agency over their own bodies and choose themselves to make a decision not to cut their daughters. This is because they no longer believe that cutting their daughters will make them marriageable.  The “social change” model has many other benefits that are wider than FGC abandonment. 

The UNFPA/UNICEF programme for the ‘accelerated abandonment’ of FGC is working on the basis of this social change model. The social change model has been replicated in Burkina Faso, Somalia, Guinea, Gambia, Djibouti, Guinea Bissau, Mali and Mauritania. This model is the most effective intervention for DFID to prioritise towards the abandonment of FGC, and thus we would recommend that DFID fund the UNFPA/UNICEF programme for accelerating abandonment of FGC. 

Tostan is a Senegal-based group, working since 1988 on a non-formal education programme, the “community empowerment” programme, which led to the first formal public declaration in favour of abandoning FGC. Tostan’s strategy for abandonment is in three parts: basic education, public discussion and public declaration.  The programme lasts a total of 30 months and is designed to improve women’s health and provide a catalyst for social change by enabling participants to discuss and analyse community problems and develop their own solutions.  This project is non-directive, and research suggests that this is why it has proved so successful.  In encouraging communities to identify issues (i.e. FGC), and develop solutions, they have the ownership of the solution and are hence more likely to take responsibility for ensuring the solution (in this case abandonment of FGC) is perpetuated. Over 85% of 5,000 communities where the model has been used have now abandoned the practice of FGC.
 

A UNICEF report investigated the impact of the social model as used between 1996-2000, and found a 77% abandonment rate in Tostan-trained communities. It states:

“Once the new convention of valuing a girl’s physical integrity is established, it becomes, like the old convention, self-enforcing.  For those who have abandoned FGM/C, there is no incentive to revert to the practice, while the few individuals who continue to support FGM/C will face the disapproval of society” 

UNICEF, 2005:13 
However, to enable the successful use of the social change model in FGC-practising countries around the world, advocacy around this issue needs to be supported. The Orchid Project aims to create a network of grassroots NGOs and projects around the world and to work with governments, agencies, policy-makers and the general public around the world to promote global advocacy of this issue for the women and girls who are subjected to FGC.  The founder of Orchid, Julia Lalla-Maharajh is a British citizen who, whilst volunteering with VSO in Ethiopia came across the impact and scale of FGC and returned to the UK to do something about it. Since then, the overwhelming support of people from the UK (in particular, in ensuring that she won a YouTube competition sending her to the World Economic Forum) has created a momentum that grows daily. 

DFID should support advocacy in the area and build capacity for advocacy in FGC practising countries in addition to prioritising community-level intervention programmes by funding the UNFPA/UNICEF programme.

3. Where should we work? 
Where should we focus our efforts to advance progress on reproductive, maternal and newborn health? 

Our response: 

FGC is practised in over 28 countries in Africa; it also happens in South Asia, in areas such as Kurdistan, Yemen, Indonesia and Malaysia, as well as in immigrant communities around the world.  The highest rates of maternal and infant mortality occur in FGC practising regions
 and globally, two-thirds of all maternal deaths occur in just 13 countries.
 

It follows that any response to promoting the abandonment of FGC with reference to improving maternal health and mortality outcomes towards achieving MDG 5, should focus on the regions where there is significant overlap. The following countries fall into both of the categories mentioned: Burkina Faso, Cameroon, Central African Republic, Chad, Guinea-Bissau, Mail, Niger, Sierra Leone and Somalia.
  
Moreover, the UNFPA/UNICEF programme is active in the following countries: Burkina Faso, Egypt, Ethiopia, Gambia, Guinea Bissau, Guinea Conakry, Kenya, Senegal, Somalia, Sudan and Uganda. There would be even more synergy to work in countries with a DFID country office. 

However, to achieve MDGs 3, 4 and 5 and the abandonment of FGC by 2025 DFID could be working towards this goal in every country in which FGC is practised. Whilst 

FGC is seen as a typically African issue, not only is it present in other countries, it may also be growing in these areas, so it is important that these are not forgotten.

Female Genital Mutilation/Cutting: Data and Trends 

	Country 
	Data source
	Prevalence by age (%): 15-49

	Benin
	DHS 2006
	12.9

	Burkina Faso
	MICS 2006
	72.5

	Cameroon
	DHS 2004
	1.4

	Central African Republic
	MICS 2008
	25.7

	Chad
	DHS 2004
	44.9

	Cote D’Ivoire
	MICS 2006
	36.4

	Djibouti
	MICS 2006
	93.1

	Egypt 
	DHS 2008
	91.1

	Eritrea
	DHS 2002
	88.7

	Ethiopia
	DHS 2005
	74.3

	Gambia
	MICS 2005/6
	78.3

	Ghana
	MICS 2006
	3.8

	Guinea
	DHS 2005
	95.6

	Guinea-Bissau
	MICS 2006
	44.5

	Kenya
	DHS 2008/9
	27.1

	Liberia
	DHS 2007
	58.2

	Mali
	DHS 2006
	85.2

	Mauritania
	MICS 2007
	72.2

	Niger
	DHS 2006
	2.2

	Nigeria
	DHS 2008
	29.6

	Senegal
	DHS 2005
	28.2

	Sierra Leone
	MICS 2006
	94

	Somalia
	MICS 2006
	97.9

	Tanzania
	MICS 2006
	14.6

	Togo
	MICS 2006
	5.8

	Uganda
	DHS 2006
	6

	Yemen
	PAPFAM 2003
	38.2


4. How should we address inequality? 
What are the most important approaches that DFID/UK should consider to tackle inequalities in reproductive, maternal and newborn health outcomes? 
Our response: 

The practice of female genital gutting is an inequality stemming from the notion of girls as commodities and as a community pre-condition of marriage. A UNICEF report states:

“this deeply entrenched social convention is so powerful that parents are willing to have their daughters cut because they want the best for their children and because of social pressure within their community.”

 Innocenti Digest, UNICEF: 2005
To achieve MDG3, FGC must be abandoned, which will end the social convention that a girl is more marriageable when she is cut.  Parents who choose to cut their daughters are doing so to conform to expectations placed upon them which are centuries old, and which transcend boundaries of religion.  The social harm which comes from having an uncut daughter is of more concern than the adverse physical, psychological and human rights effects.  Women make the decision to cut their own daughters, denying their girls both the opportunity to take ownership of their own body and the chance to reach their full potential.  
To address this inequality, education and empowerment are vital, particularly so that women and entire communities come to their own conclusions to abandon the practice. This forms a virtuous cycle, which itself empowers women to empower their daughters.  
Claims that FGC is a cultural convention that should not be interfered with are unviable.  The United Nations comprising 192 member states have agreed the Human Rights, Women’s Rights and Children’s Rights resolutions which are global and applicable to all: children are to be protected, women are to be respected and treated equally with men. In May 2010 Members of Parliament from 19 African countries agreed to push the United Nations General Assembly to adopt a resolution to ban Female Genital Mutilation. This African initiative demonstrates that FGC is not a cultural convention but a violation of human rights. 

However, in spite of the importance of these resolutions, very little has been translated into real action on the ground.  As long as FGC is allowed to continue, women are not being treated equally with men, as they are being denied the fundamental right of their bodily integrity and their right to lead a fulfilled adult life.  
5. How can we improve the realisation of women’s rights and women and girls’ empowerment? 

Which aspects of promoting women’s rights, empowerment, and choice should we prioritise to help increase access to reproductive, maternal and newborn health? 
Our response: 

By contributing to the abandonment of FGC as a practice, DFID will improve the realisation of women’s and girl’s rights and their social and economic empowerment. 

FGC is considered an important cause of girls dropping out of school prematurely. Many girls suffer from health problems, pain and trauma after the intervention and this leads to frequent absence, poor performance; in addition, FGC is often a pre-cursor to early marriage, so many girls drop out of school for this reason.
 These girls are more likely to continue to support the practice when they become mothers, than women with a secondary or higher level of education.
 By supporting the abandonment of FGC, DFID will reduce the obstacles of achieving universal primary education which is key to improving gender equality and the girl-child empowerment.  
Also, in order to encourage the abandonment of FGC, men and boys should be part of the discussion and understand the consequences of FGC and support the reasons for abandoning it.  Once men accept uncut girls as marriageable, this removes an important cultural barrier that currently keeps it in place. Education of both genders is vital to ensuring FGC is eliminated as a practice.  

The abandonment of FGC will also reduce the personal medical costs for girls and women living with the consequences of FGC and improve their life expectancy, all of which will have a positive economic impact for the countries in question. A recent WHO study
 estimates that for 53 million women in 6 African countries, $3.7 million is annually spent on the management of obstetric complications alone, linked with FGC, which is the equivalent of between 0.1% and 1% of total government health spending on women of reproductive age. 
The same study points out that due to FGC-related obstetric haemorrhage, a girl aged 15 who undergoes FGC will lose, on average, nearly 3 months of her life. In terms of productivity, this means that these 6 African countries will lose approximately 130 000 years of life as a result of FGM procedures if the current population of 2.8 million 15-year-olds that are at risk each year, are cut. 
It can be clearly seen how contributing to the abandonment of FGC will have positive effects both for individual women and girls as well as the national countries in terms of social and economic development. 

6. Which neglected and sensitive issues should we focus on?

We believe DFID has comparative advantage in tackling neglected and sensitive issues. Which neglected and sensitive issues should we prioritise in our work? 
Our response:

For all of the reasons already mentioned, we firmly endorse your statement that DFID has comparative advantage in tackling neglected and sensitive issues and would urge immediate action to accelerate abandonment of FGC by 2025.

This issue is one of the most taboo, under-resourced, under-represented issues that affects girls and women today across the developing world.  If DFID were to work with the communities where it currently takes place, we firmly believe that abandonment is possible within the next fifteen years. This is an extremely cost-effective intervention – low cost and high impact. It also completely fits into the delivery of MDGs and into the prioritisation that DFID has given to this area. 

Moreover, because it is a human-rights based approach, there are other benefits to be gleaned from the community empowerment interventions that are now the proven models that will accelerate abandonment. 

Even though female genital cutting is a neglected and sensitive issue, it is also recognised by the UK general public as one of the most urgent human rights issues, as evidenced by the fact that it was voted on by the YouTube community as one of the most urgent human rights issues, to be represented at the Davos World Economic Forum. 
 It is a matter that is taken seriously by many UK citizens and wider, particularly in the media. 

It is also vitally important to realise that it is entirely possible to end FGC within the next generation (in much the same way that footbinding in China was abandoned). The UNFPA/UNICEF Programme to accelerate abandonment has an aim of a 40%.  The reason for this target is the acknowledgement that:

“This target establishes a critical mass or “tipping point” after which abandonment of FGM/C becomes an almost unstoppable trend.” 

For DFID to invest in ending a practice that will allow a new generation of girls to reach their ultimate potential would be an incredible, achievable, tangible legacy to offer. 
7. How can we deliver better results through multilateral aid?

How can we deliver better results through multilateral aid?

Taking into account the list in the background information provided, who do you think DFID/UK should work with to improve reproductive, maternal and newborn health? Please give reasons for the organisations you have chosen. 

Our response:

DFID should fund the joint UNFPA/UNICEF programme for accelerating abandonment of FGC. This programme asks governments to fund abandonment through the model of social change described earlier, and is arguably the best means of delivering the end to FGC within the UN’s timescale.  
A $44million programme launched in 2007 aims to reduce the overall prevalence of FGC by 40% in 17 countries, with one country moving towards total abandonment by 2012. 

So far, the programme has unfortunately only found $15m from the governments of Norway, Ireland, Austria, Italy and Switzerland. It has therefore had to be scaled back. DFID should fund this programme as it is already working in the best possible way to accelerate abandonment of FGC.  Compared with other programmes, this joint UNFPA/UNICEF programme is low cost and high-impact.  If DFID funds this programme, it should also push for improved record-keeping, data and statistics, as well as a high-level campaign to support the drive to abandon the practice worldwide. 

An interagency statament “Eliminating Female Genital Mutilation” was made in 2008, by OHCHR, UNAIDS, UNDP, UNECA, UNESCO, UNFPA, UNHCR, UNICEF, UNIFEM, WHO.  There needs to be a complementary operational statement to support this and set out how the agencies intend to tackle the abandonment of FGC on a global scale, which DFID should push for as a bi-lateral donor.  

8. How should we work with private and other non-state actors?

How should we work with private and other non-state actors more to deliver successful reproductive, maternal and newborn health outcomes? 
Our response:

The Orchid Project is working to create a network of grassroots NGOs and projects which are working to effect social change towards the abandonment of FGC, and to link them with larger aid agencies and funders.  There is great potential here for DFID to engage in funding social enterprises, community-based projects and health providers.  

It has often been felt that issues such as FGC have been marginalised or only tackled in isolation.  From the experience of the founder of Orchid, at the World Economic Forum, many “traditional” private sector organisations and others were extremely keen to see how they could become involved with a global movement to end female genital cutting.
 

There is a potential brokering role that DFID could adopt to help break down some of the existing boundaries between traditional actors in neglected and sensitive areas. It could lead the way by being willing to have discussions across all levels to take this forward. 

The role of the private sector in terms of delivery and issues such as cause-related marketing should be encouraged. These can deliver very important benefits, as long as the partnerships are appropriate. A multi-sector approach to this sort of issue would be very useful. 

The social enterprise sector provides some much needed refreshing thinking in what might be perceived as a rather “stagnant” third sector. Small-scale innovation can reap important benefits, particularly where the innovations are either scalable or replicable. 
9. What are optimal models of service delivery for delivering reproductive, maternal and newborn health outcomes? 
 

What can we learn from experience in delivering reproductive, maternal and 
newborn health outcomes around the world? 
Our response: 

As detailed earlier in our response, the best way of improving women’s rights and decreasing the numbers of women, babies and children dying due to FGC-related complications, is enabling communities to abandon FGC is by supporting community programmes at a grassroots level.  DFID should work with programmes like this and consider funding them. 

However, for women and girls who have undergone FGC there is work to be done around improving their healthcare access and options, and supporting women who have been cut throughout their lives. 

The WHO recently published a ‘Global strategy to stop health-care providers from performing female genital mutilation’ (2010), which includes suggestions for what health-care providers and national authorities can do and suggestions to strengthen the knowledge of health care providers.  The strategy’s call to action is a reminder that: 

“all health-care providers take an oath of practice in line with the Hippocratic Oath and other relevant statements of ensuring no harm against any patient.  Health-care providers should know and respect the health and human rights aspects of FGM and refrain from supporting or performing any form of the practice” (ibid, p.16).  
Currently, up to 18% of all FGC interventions are believed to be carried out by health workers.
 This is completely contrary to global medical practice and has been condemned by the WHO and other agencies. Healthcare workers should be directed to the guidelines produced by the WHO.  Any training that DFID might support in FGC practising countries should ensure that it adheres to these guidelines. This is particularly important where the traditional birth attendants are actually the ones who carry out the cutting. 

Priority should be given to ensuring that midwives and traditional birth attendants in rural, FGC-practising areas (particularly where the most extreme forms of FGC are practised) are able to properly identify and deal with consequences of FGC.
 
This includes improving training of doctors, nurses and particularly midwives to deal with obstructed labours and deinfibulation in hospitals.  Specifically, health-care attendants should be educated to prevent “re-infibulation.” The WHO clearly explains why:

“Reinfibulation recreates, usually several times during a woman’s life, the (removed) tight vaginal introitus of the original infibulation.  This recreates the same problems of gynaecological, sexual and reproductive health, including difficulties associated with childbirth and the need for further surgeries that the original infibulation created.  This consequently repeats and increases the suffering for girls and women.”
10. How should we work in fragile and conflict affected states and humanitarian situations?
How should we work in fragile and conflict affected states? Are there particular interventions and issues we should be focusing on? 
Should reproductive, maternal and newborn health be better included as part of the response to rapid onset emergencies?

Our response:

DFID should prioritise maternal and reproductive health in its response to humanitarian emergencies around the world, and be aware of the impact that conflict situations can have on FGC, i.e. influx of FGC-practising communities into non-FGC practicing regions. Also, more research should be conducted on FGC practices during conflict and in refugee camps. 

11. What should we support in terms of knowledge, research and innovation? 

What are the key gaps in the global knowledge about how to improve reproductive, maternal and newborn health, and which should we seek to fill? How can we ensure that high quality research, already conducted, is then effectively translated into policies and practices?

Our response:

At present the data around FGC is lacking.  DFID could work with the UNFPA/UNICEF programme for accelerated abandonment to call for better data, research and “packaging” of this into ways that would help all stakeholders understand the extent and scale of FGM. 

Recent work showed clearly the costs associated with obstetric costs of women who have been cut. Given DFIDs welcome prioritisation of the Girl Hub and the Girl Effect, it could be relatively straightforward to ensure that the indicators of FGC are included in any programme that is in a country that practises FGC. 

12. If we could do only one thing to improve reproductive, maternal and newborn health outcomes, what should it be and why?

Our response:

Champion the ending to female genital cutting within one generation. 
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