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Introduction

Purpose of this Report

Over the past few decades, there has been enormous momentum within the international
development community towards ending female genital mutilation (FGM). This has translated
into a large number of laws, policies, campaigns and programmes at international, national and
local levels, yet results remain mixed: while there is evidence that the most extreme types of
FGM are slowly declining in prevalence,' the overall rate of decline of the practice does not
always reflect the huge amounts of money, time and energy invested to date.

It is often felt by many FGM-practising communities that local priorities are ignored by visiting
development ‘experts’ and that their cultures and traditions are framed as ‘problems’ to be
‘solved’. At the same time, for women and girls who are at risk or have experienced FGM and
wish to end the practice, often the only solution perceived is to fight against their loved ones and
risk losing their places in their communities. In contrast, the authors believe that there are
alternative approaches that can encourage long-term shifts in social norms around FGM, which
are both more sensitive and more effective.

28 Too Many, in commissioning this guide, felt that there was a growing consensus that the most
effective approach to reducing FGM lies in culturally sensitive, community-based programmes
that encourage social norms change. It was felt that anthropologists have a level of insightful
evidence about the cultural contexts in which FGM is practised that is rarely available to policy
makers, practitioners and campaigners, yet this information is important and necessary for
designing effective norms-change programmes and should be shared more widely. For their part,
the anthropologist who co-authored this guide agreed that much of the useful anthropological
work on FGM to date has been published in academic journals and books that are not easily
accessible to non-academics.

While this report is co-written by an anthropologist and cites anthropological literature, it should
not be taken as representative of the views of all scholars working within this discipline.
Discussions among anthropologists about the most appropriate role for them to take in FGM
debates have been ongoing for decades, with large diversity in opinions and frequent
disagreement. Some have preferred to remain silent on the issue, while others have chosen to
document the reasons for people’s support of the practice and why campaigns often fail, but do
not then prescribe specific actions. Some tend towards supporting abandonment efforts, while
others advocate an end to procedures being performed on minors, but stop short of condemning
the practice in the case of consenting adults.

Ellen Gruenbaum has written about possible roles for anthropologists in debates about FGM:

[T]he most useful role [for anthropologists] is to provide cultural
perspectives on [FGM], offer a sophisticated analysis of why these
practices continue, and describe the forces for change in various
cultural contexts.?




28 TOO MANY: FGM AND SOCIAL NORMS

This guide takes two positions in the midst of these debates. Firstly, it is addressed to an
international audience and presents evidence on common assumptions about FGM, including
often inaccurate and harmful discourses about the practice. Secondly, it draws on the (limited)
available evidence to address the gap in the literature on how to design culturally-sensitive
programmes to shift social norms around FGM in ways that address communities’ needs and
priorities and are accepted and supported by key actors who influence and support the practice.

The authors found that there was very little detailed analysis and evaluation, whether written by
academics or development practitioners, on ‘what works” when designing culturally sensitive,
community-based programmes to shift social norms around FGM. Selected case studies and
examples are given where available and appropriate, but, overall, this study calls for more
research into what works, where and why.

Methodology

Given this gap in the literature, for the purposes of this guide, the authors have turned to
Senegalese and American NGO Grandmother Project (GMP) and its Change Through Culture (CtC)
methodology. GMP’s community-based social-norms-change programme in southern Senegal is
grounded in a large amount of academic theory and three decades of practical experience, and
has consistently received positive evaluations.

Beginning in 2005, founder Judi Aubel, who has a background in public health and anthropology,
developed an original methodology for working with communities to promote change in social
norms and practices relating to the wellbeing of women and children. That methodology has
been refined through GMP’s Girls Holistic Development (GHD) programme, implemented in
southern Senegal since 2008, which aims to catalyse a shift in norms surrounding FGM as well as
early and forced marriage and premature school-leaving. GMP also refers to its methodology as
the ‘grandmother-inclusive approach’.

The CtC methodology is an innovative approach to promoting positive change in communities.
GMP has found that, when programmes build on cultural realities, communities are more
receptive, more engaged and more open to adopting new socio-cultural norms and practices that
can improve the wellbeing of their women and children. The active involvement of culturally
designated family and community authorities in health and development programmes
contributes to more positive results. Much of the practical content of this guide therefore draws
on the CtC methodology and previously published guides based on GMP’s approach. For further
information see https://www.28toomany.org/thematic/social-norms-and-fgm/.

Who is this Guide For?

This guide is primarily for use by those responsible for planning and managing community-based,
social-norms-change anti-FGM programmes in African contexts and for people who coordinate
the assessments or evaluations of those programmes. The guide will also be of interest to
researchers, government departments, policy makers and donors working to end FGM. The
guide could also be used by members of practising communities to argue for more culturally
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sensitive approaches to FGM that use their lived experiences, priorities and cultural resources as
the starting point for processes of change.

Terms Used in the Guide

28 Too Many uses the term female genital mutilation (FGM) to align with terminology used by
the World Health Organisation (the WHO), some UN agencies and the Inter-African Committee
on Traditional Practices Affecting the Health of Women and Children (/AC). This is, therefore, the
term used throughout this report. We acknowledge, however, that this term is contested, and
many of the authors that we cite prefer alternatives including female genital cutting (FGC),
female excision, or the hybrid label FGM/C. Section 5 of this report suggests some principles to
be considered when deciding on which terms to use in programmes.

Limitations of the Guide

This document is intended to be a practical guide to designing community-based, social-norms-
change anti-FGM programmes in the African context specifically. It focusses on the range of practices
identified as FGM within the WHQ’s classification. It is, however, recognised that there are many
other types of alterations to human genitalia, the risks of which should receive more international
attention. They are not addressed in this report simply because of limitations of space.

Use of this Guide

Extracts from this publication may be freely reproduced, provided that due acknowledgement is
given to the authors, Dr Anneke Newman and 28 Too Many. We invite comments on the content
and suggestions on how the report could be improved as an information tool and seek updates
on work being undertaken in communities to shift social norms around FGM.
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1. FGM as a Social Norm

There is an increasing consensus that FGM is often a social norm or ‘socially upheld behavioural
rule’® This means that everyone does it, or people believe that everyone does it. Individuals
practise it because they have never questioned behaving otherwise, they receive social benefits
from conforming to the norm, or they fear social sanctions from others for deviating from the
norm.* Even when the adoption of FGM is recent, people can still be pushed to conform to another
group’s social norms; for instance, in the case of vulnerable, internally displaced people in Sudan.

[In contexts where FGM/C is a social norm], families and individuals
uphold the practice because they believe that their group or society
expects them to do so. Abandonment of the practice requires a process
of social change that results in new expectations on families.®

There are many different understandings of what social norms are, but they tend to converge on
the following elements:’

= Social expectations: a social norm is constructed by one’s beliefs about what others do and
by one’s beliefs about what others think one should do.

= The relevant others are known as a reference group (and different norms may be relative to
different reference groups); group members tend to hold the expectations of one another.

= A social norm is maintained by social influence: among enough members of the reference
group, approval, including positive sanctions; disapproval, including negative sanctions; or by
one’s belief in the legitimacy of others’ expectations.

FGM can be considered a social norm in a specific context if it meets the following conditions:®

= individuals are aware of the rule of behaviour regarding the cutting of girls and know that it
applies to them; and

= individuals prefer to conform to this rule because (a) they expect that a sufficiently large
segment of their social group will cut their daughters; and (b) they believe that a sufficiently
large segment of their social group thinks that they ought to cut their daughters and may
sanction them if they do not (which could include social exclusion, criticism, ridicule, stigma
or the inability to find their daughters suitable marriage partners).

The social group or reference group are the people who matter to an individual with respect to
FGM. It may include other members of one’s extended family or community; one’s ethnic group
or people of the same faith if the practice is associated with ethnicity or religion; or other
communities that one intermarries with.

Determining whether FGM is a social norm in a particular situation is important for designing
programmes because, when it is, it is difficult for individuals or specific families to stop the
practice on their own because of the social sanctions associated with deviating from the norm.
Families will be encouraged to stop cutting their daughters if they are convinced that a

[ 10 L
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sufficiently large number of other families do not practise FGM, or are ready to abandon the
practice.’

In addition to social norms, FGM-abandonment strategies need to take account of both moral
norms and legal norms:*°

= moral norms are motivated by an inner conviction of right and wrong (moral norms are much
less conditional on what others do or think one should do than are social norms); and

= |egal norms are institutional norms and commanded by the state; they are formal, often
explicit and legitimately enforceable by coercion.

Insights from the Field of Community Development

From the 1960s, researchers and practitioners working in the field of community development
have proven that many of the problems that affect the health and wellbeing of people in
communities cannot be solved by one person or organisation using top-down measures or
policies. Instead, broad community participation — if facilitated properly — is more effective in
addressing community health problems.!

Researchers in this field have developed and refined a number of sophisticated models and culturally
sensitive tools, including participatory dialogue and education approaches, to empower communities
to engage in collaborative problem-solving to improve collective health and wellbeing.!?

To date there has been limited research on what types of FGM-abandonment programmes
successfully work to shift social norms. Based on evaluations of FGM programmes that covered
Burkina Faso, Egypt, Ethiopia, Kenya, Mali, Nigeria and Senegal,'® researchers found that,
although there is a lack of quality evidence regarding the effectiveness of programmes to prevent
FGM, ‘multifaceted community activities’ and ‘community empowerment through education’
approaches contributed to changing people’s beliefs about FGM. These shifts could in turn
influence intentions and thus affect behaviour.'* Programmes should also work ‘with the
naturally occurring units of solution in the communities, and carefully assess community
structures and processes in advance of the program’. The authors write that ‘in order to be
successful, the program chosen must be context specific.’*> In support of this point, the authors
discovered that, although some programmes were tailored well to their initial context, they were
much less successful once they were scaled up and applied to a different setting, because of
differences in religion, gender relations and beliefs about FGM.®

Changing a practice that is deeply entrenched in the culture and social
life of individuals will only be possible when an enabling environment
for individual behaviour change has been created, which is likely best
achieved through community-based programmes.'”

These findings have been echoed elsewhere. A review of several accounts by anthropologists,
development practitioners, public-health professionals and community groups, shows that
successful programmes need to:!8

B TR
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= be context and culturally specific;
= be sensitive to people’s views and beliefs and avoid being judgemental;
= use value-neutral language when referring to FGM;

= work with community structures and processes, and be culturally affirmative (using culture as
a solution rather than framing it as the problem);

= start from solutions that naturally occur or are proposed by the community;

= work with a range of community members rather than a few specific individuals;

= collaborate with role models, authorities or ‘community champions’ to shift social norms;
= work towards people’s own priorities and preoccupations;

= encourage open discussion of sensitive topics to bring taboos and painful experiences out into
the open;

= build on diversity and ambivalence within the community, as many people may already
oppose FGM even if they still practise it;

= create spaces for dialogue within peer groups and across different groups in society; and
= use education to challenge myths about FGM.

While helpful, we find that this list of bullet points regarding social-norms-change anti-FGM
programmes is too vague to be operationalised easily. It is hoped that this publication will add
operational depth to these findings.

VI
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2. The Relevance of Culture

What is Culture?

A lot of ambiguity surrounds terms like ‘culturally sensitive’'® and ‘culturally

120

appropriate’s® when used to describe FGM programmes. Such terms are frequently used,

but what do they actually mean in practice? What do we mean by ‘culture’, anyway?

As many FGM interventions are funded, designed and implemented by ‘outsiders’ —i.e.
individuals or organisations who are not members of practising communities — what does
it take to develop sensitivity towards another culture? And how is this understanding
supposed to be achieved and translated into practice in the limited timeframe of a
development project?

Another challenge is how to replicate interventions as they go to scale, which entails
adapting a model to a different cultural, social, economic or political context.

For anthropologists, culture is the full range of learned human-behaviour patterns. British
anthropologist Edward Tylor* defined culture as ‘that complex whole which includes knowledge,
belief, art, law, morals, custom, and any other capabilities and habits acquired by man [and
woman] as a member of society.” There seem to be a number of universal cultural traits
regardless of where humans live in the world:

= communicating with a grammatically complex language;

= using age, gender, marriage and descent relationships to classify people;

= organising activities for the raising and teaching of children;

= having a sexual division of labour (e.g. men’s work versus women’s work);

= enforcing rules to regulate sexual behaviour;

= having a sense of morality, and distinguishing between good and bad behaviour;

= practising some sort of body ornamentation;

= making jokes and playing games;

= creating art, music and dance; and

= having some sort of leadership roles for the implementation of community decisions.

However, beyond these universals, learned behaviour differs enormously between humans and
is constantly changing. Within a specific group, there is also a diversity of perspectives and
practices and an ongoing debate about the best way of doing things.

*  The term was first used in this way by British anthropologist Edward B. Tylor in his book, Primitive Culture: Researches
into the Development of Mythology, Philosophy, Religion, Art, and Custom (London: J. Murray, 1871).

VI
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The ‘Iceberg’ Model of Culture: the Apparent and the Hidden

American anthropologist Edward T. Hall coined the ‘iceberg’ analogy of culture.?! He suggested
that, if the culture of a society was an iceberg, then some aspects are visible or apparent above
the water, but the majority lies hidden beneath the surface. The external, and conscious, part of
a culture is what we can observe and includes behaviours and some beliefs. This reflects the tip
of the iceberg. The internal or deep part of culture lies below the surface, represented by the
underside of the iceberg, and is often unconscious. It includes beliefs, values, assumptions and
thought patterns that underpin behaviour.

Hall argues that the only way to learn the internal culture of another society is to actively participate
in that culture over a long period of time. When one first encounters a new culture, only the most
overt behaviours are immediately apparent. As one spends more time in that new culture, the
underlying beliefs, values and thought patterns that dictate that behaviour are slowly revealed.

It is often difficult for an ‘outsider’ to fully understand the deeper, hidden aspects of a culture. It
is therefore important that they collaborate closely with ‘insiders’ who are familiar with the local
culture to ensure that this ‘internal’ knowledge of the deep culture in question is integrated into
programme design.

Case Study: Infibulation in Rural Northern Sudan??

Anthropologist Janice Boddy has undertaken research into FGM (particularly Type I, or
infibulation) in rural northern Sudan since the 1970s. She has found that the explanation
that infibulation increases women'’s chastity and reduces their sexual pleasure was a result
of the practice, rather than its purpose. Instead, its intent was to enable women to marry,
bear children and achieve the social status of a valued adult by founding a new lineage.

Women also continued to support the practice because the removal of the external
genitalia and sealing of the vagina were perceived as positive changes to their bodies, as
they were related to a variety of wider customs and beliefs (deep culture) that stressed the
symbolic value of ‘enclosedness’, cleanliness, roundness and purity. For instance, bodily
orifices generally (including mouths, nostrils, etc.) were considered places where evil spirits
could enter and were considered beautiful if they were small. Many illnesses were
assumed to be the result of things ‘coming apart’ or ‘opening’ inappropriately. The
organisation of the house and women’s place within it (a compound closed off by a wall or
fence, kept clean at all times, referred to as a ‘belly’ and therefore explicitly associated with
the womb) and preference for certain types of foods (including eggs, which are smooth,
round and closed) also reflected these valued and deeply rooted cultural characteristics.

Women who had undergone infibulation, and advocated that it be continued, did so because
it made their bodies conform to these strong cultural values of enclosedness, cleanliness and
purity. It was also an assertive and meaningful symbolic act because, although it minimised
their sexuality, it emphasised their most powerful social resource, their fertility.

I T
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Common Cultural Characteristics of FGM-Practising Communities

Three specific social and cultural characteristics can be identified in most contexts in Africa where
FGM is practised:

A: Collectivist Values

An important characteristic of most FGM-practising contexts is strong collectivist values, which
encourage conformity to social norms, including those that support FGM.

Geert Hofstede, a Dutch social psychologist and anthropologist, coined the idea of ‘individualist’
and ‘collectivist’ cultures as two ends of a continuum along which different societies fall.?3

In relation to FGM, the distinction between ‘individualist’ and ‘collectivist’ values is found to be
a useful framework for explaining why many programmes working on women’s and children’s
health fail to have the desired results. They often work directly with young mothers, but do not
appreciate how much young mothers are both influenced by elders in their extended families
and communities and wish to conform to social norms.

Collectivist Values

Individualist Values

Interdependency and solidarity with others
are highly valued

Independence, autonomy and individual
achievement are highly valued

Individuals seek to conform to the group
rather than being different

Individuals like to express their individuality

Sanctions for not conforming to social norms
can be very costly

Sanctions for not conforming to social norms
are less costly

Collective decision-making and following the
decision of the groups are encouraged

Individual decision-making and action are
encouraged

Multigenerational families and strong ties
with extended family members predominate

Nuclear families predominate and ties with
extended family members are weaker

Table 1: Differences between collectivist and individualist values**

These crucial cultural characteristics need to be taken into account in FGM-programme design.

The following table describes some ways in which collectivist values manifest in society, and how

FGM-abandonment programmes can best work with these dynamics to catalyse change.

[ 16 L
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Examples of Collectivist Values

Approaches to Promote Change

Cultural identity, roles and values are of
critical importance to community members.

Programmes should view culture as a
resource rather than as an obstacle and
should explicitly identify and respect positive
cultural roles and values. Communities are
more receptive to programmes that promote
integration of ‘traditional’ and ‘new’ values
and ideas rather than only new ideas.

Individuals do not like to adopt practices that
are not supported by the group. They are
more open to changing with the group.

Priority should be given to peer-group and
community-wide activities, as they are more
effective in promoting change in individuals
than activities that focus on individuals.
Group activities allow group members to
change together.

Individuals of all ages look up to and often
adopt the attitudes and values of leaders in
peer groups and in the community at large.

Programmes should identify both formal and
informal leaders and actively involve them in
community activities so that they lead and
energise the change process.

Table 2: Approaches that can promote change in contexts with collectivist values®”

B: Respect for Elders

In many African societies, elders have traditionally played a critical role in transmitting knowledge
to the younger generation, enjoying cultural authority, playing a leadership role and ensuring the
social cohesion and survival of their family and community. The presence and role of elders is
particularly felt when people live in extended family settings with several generations living close
together or in the same household.

The following table describes some ways in which respect for elders and gerontocracy (where
elders wield most authority) can manifest in society and how programmes can best work with
these dynamics to catalyse change:

Examples of Respect for Elders Approaches to Promote Change

Programme staff and strategies should
recognise and respect the role and
experience of elders and explicitly involve
them. When they are respected, they are
more encouraged to participate and consider
the proposed changes.

Elders are respected, given their age and
experience.

Programme activities should allow elders to
share their knowledge and experience with
younger community members. This
recognition encourages them to be more
open to change.

Elders provide guidance to younger
generations on appropriate norms and
practices.
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Examples of Respect for Elders

Approaches to Promote Change

It can be very difficult for youth to reject
rules about ‘acceptable’ behaviour without
elders opposing them, feeling disrespected
or causing intergenerational tensions.

Programmes should make sure they involve
elders as well as youth in processes of social
change.

Communication between the generations is
traditionally valued. However, in many
societies intergenerational relationships are
strained nowadays.

Strategies should promote communication
between generations so that consensus can
be reached on how to combine both
‘traditional’ and ‘modern’ ideas.

Childrearing is not only the responsibility of
the biological parents; it is multigenerational.

Programmes need to understand the
influence of the extended family on women’s
and children’s health.

Table 3: Approaches that can promote change in contexts where elders are respected®®

Ghanaian scholars Joseph Adjaye and Osei-Mensah Aborampah

maintain that if development programmes ignore the experience and

contributions of older generations to families and communities, this can

contribute to further damaging relationships between young and old.?”

C: Gender-Specific Spheres of Activity and Authority

Another characteristic of FGM-practising societies in Africa is gender specificity in the activities

of different family members. Here, the roles of men and women are generally quite distinct.

Cultural norms dictate which activities males carry out and which ones are reserved for females.

A key starting point for working with communities on FGM, and women’s and children’s health

generally, is to understand how they are organised with respect to gendered roles.?®

Gender specificity in activities also intersects with age and respect for elders to determine who

is considered an authority or expert in which domain.

The following table describes how gender specificity in activities and spheres of influence

manifests in families and communities, and how programmes can best work with these dynamics

to catalyse change.
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Examples of Gender Specificity Approaches to Promote Change
Men are not necessarily as involved in the Programmes need to recognise the relative
care of infants and young children as women | influence of men and women of different
because these are not their areas of ages in the extended family and community.
expertise, although they can be responsible They should not over-attribute decision-
for providing necessary financial resources. making influence to men in female spheres.
Senior women, or grandmothers, are Programmes should recognise the central
culturally designated to pass on knowledge role of grandmothers in teaching younger
and practices related to all aspects of family members how to promote the health
children’s and women’s health from one and wellbeing of women and children. They
generation to the next. should actively involve grandmothers in

discussions of how ‘traditional’ and ‘modern’
practices can be combined.

Young women rarely make independent Programmes on women and children’s health
decisions regarding their children, and they should consider how young women and

are expected to follow the advice of older, mothers are embedded in wider decision-
more experienced women, such as their making networks. They should not work only
mothers and mothers-in-law. with them to change behaviour.

Table 4: Approaches that can promote change in contexts with gender-specific activities?’

The Argument for Culturally Sensitive Development

When development recognises culture it produces change rooted in a
community’s own values, knowledge and lifestyle and thus tends to be
more successful. When development imposes external cultural values it
damages the operating system by devaluing indigenous knowledge and
local capacity on which that community is built.°

Anthropologists working on FGM sometimes get accused of ‘cultural relativism’ because they
devote time to explaining, without making value judgements, the deep culture around why
people value the practice.

On the other hand, activists are sometimes accused of ‘universalism’ because they are seen as
being aggressively critical of the culture of FGM-practising communities.

Donnelly3! sets out two extreme positions — ‘radical cultural relativism’ (where culture is deemed
to be the sole source of the validity of a moral right or rule) and ‘radical universalism’ (where
culture is irrelevant to the validity of moral rights and rules, which are universally valid).
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* RADICAL CULTURAL RELATIVISM RADICAL UNIVERSALISM >
CULTURAL NORMS DOMINATE UNIVERSAL HUMAN RIGHTS DOMINATE
UNIVERSAL HUMAN RIGHTS ARE SECONDARY CULTURAL NORMS ARE SECONDARY
FGM CAN BE VALID CULTURAL PRACTICE FGM ALWAYS VIOLATES HUMAN RIGHTS

Figure 1: Radical cultural relativism versus radical universalism?

Programming and policy formation therefore take place within this tension between cultural
relativism and universalism. For many decades, the international development community
framed non-Western cultures as barriers to progress. This tendency to see culture in negative
terms was accompanied by the assumption that cultures could not change, or certainly could not
change from within, so the solution to these issues must come from external ‘experts’.33

However, programmes rarely prove successful if their activities and messages conflict with core
cultural values. Even worse, such approaches often harm the communities involved by
undermining local culture and contributing to a loss of identity and self-esteem. This sense of
cultural loss and threat to cultural identity can actually reinforce FGM, as communities ‘hold on’
to the practice, as well as resist anti-FGM laws and campaigns. This has been noted in the context
of the Maasai communities in East Africa:

[Flor some [FGM] became a symbol of the persevering nature of the
Maasai people and the last hope to preserve Maasai culture in a rapidly
changing world. The salience of FGC, by singling it out as a practice that
must be ended, paradoxically makes it more important for those that
are worried about the future of Maasai culture.?*

Overall, programmes often fail to see the potential of culture as a positive force that can promote
beneficial change, yet there is much evidence to support an alternative approach to development
that embraces and builds upon cultural values® — in particular, programming that is inspired by
an ‘assets-based approach’ to culture.®® This approach recognises that communities and their
cultures contribute significant resources to the development process, rather than seeing them
largely in terms of a source of problems.

Of course, not all cultural values and norms are positive; many, such as FGM and forced or child
marriage, are harmful. Hence, we advocate an approach based on ‘cultural renewal’, defined as:

a dynamic process of goal-oriented cultural and structural change facilitated by pro-
active indigenous communication transactions amongst local people .. . within the
framework of preserving cultural integrity and intercultural harmony.3”

The concept of cultural renewal recognises the fact that all cultures are dynamic and changing
and aims to revitalise local cultures in ways that foster positive social change.
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3. Lessons from Common FGM-
Abandonment Approaches

Popular FGM-abandonment strategies often have limited effectiveness unless they are
accompanied by community-wide processes of dialogue and consensus-building to promote
shifts in behaviour. Below we review a number of common approaches to FGM abandonment.

Common Approaches to FGM Abandonment

A. Legislation

Most countries in Africa have some form of national legislation in place criminalising FGM. While
laws on their own will not end FGM, they are important because they are a statement of intent
and demonstrate a commitment to eradicating FGM.38

Nevertheless, legislation remains a controversial instrument of cultural change, as legal norms
are often in conflict with social norms and can feel imposed. While there are occasional arrests
or prosecutions, enforcement can be poor if the laws are not an expression of popular will.3
People are often reluctant to accuse their own family and community members for fear of shame
or social repercussions.*® Legislation can force the practice underground or across borders and
lead to FGM being conducted on girls at younger ages.*' Attempts to legislate have even resulted
in mass cutting by communities*? or even by girls themselves®.

For further information on the law and FGM, see https://www.28toomany.org/thematic/law-and-fgm/.

B. Human Rights

A human-rights approach focusses on how FGM violates women’s and girls’ reproductive and
sexual rights according to international treaties and conventions.** This approach can be useful
for lobbying states and donors to fund and support FGM programmes and for providing a
framework for coordinating actions across organisations.

However, the evidence is mixed as to whether informing practising communities of their rights
translates into shifts in intention or behaviour relating to FGM.*> Such approaches can have
limited effectiveness at the local level because communities see ‘human rights’ as abstract and
externally imposed. This approach often assumes that people will act autonomously and
independently to realise their rights. That fails to take into account social norms that place more
importance on social relationships and conformity.4®

C. Health-Risk Education

The health-risk education approach trains individuals (for example, doctors, nurses, midwives,
teachers and facilitators) to deliver messages about the short- and long-term medical
complications of FGM to members of practising communities. It is one of the oldest techniques
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and is guided by the belief that knowledge of the health hazards of FGM will be enough to
influence people to abandon the practice.*’

If undertaken in a non-directive way that builds on peoples’ own experiences, raising awareness
about health risks can contribute to changes in views and behaviour.

Unfortunately, some health education approaches do not follow these principles and are more
directive. Particularly seen in relation to FGM, health messaging that does not reflect women’s
lived experiences can undermine the credibility of such campaigns.*®

Alo and Babtunde report that some female health professionals in south-west Nigeria are
sceptical of criticisms of FGM when they do not fit with their personal experiences:

[M]ost of the discussants regard the associated health hazards as a
calculated propaganda. In the words of a mid-wife: ‘There is no health
risk involved|.] I was circumcised as an infant, | have four children today
and | have been living a normal sex life; so what are you talking
about[?]’%

Furthermore, women are often aware of the health risks and side-effects but continue the
practice for other reasons. For example, in some communities, withstanding the initial pain of
the procedure is often highly valued,”® while in the longer-term women can gain social
advantages from undergoing the procedure®! (see also Section 5 of this report).

D. Training and Converting Cutters

A popular strategy over the last few decades has been to educate traditional practitioners about
the health risks associated with FGM, provide them with alternative means of income as an
incentive to abandon their work, and train them as change agents in their communities.

However, without an accompanying approach that works to shift social norms in the wider
community, such programmes often have little effect. Demand for FGM remains.

While alternative income-earning activities can address the economic benefits of performing
FGM, they do not solve the potential loss of status and community recognition that often
accompanies the traditional practitioner’s role. Furthermore, cutters are not necessarily the
community members with the most authority to convince others to abandon the practice.

E. Alternative Rites of Passage

Alternative rites of passage (ARPs) have been developed by NGOs since the mid-1990s as part of
programmes to end FGM in communities where cutting forms part of the initiation of girls into
womanhood, typically at puberty (for example, among the Maasai and Samburu in East Africa).
ARPs can take various forms, but essentially ‘aim to replicate traditional initiation rituals for
pubescent girls who are transitioning to womanhood, but without FGM/C.”>?
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While some programmes proposing ARPs have been successful in certain contexts, particularly
when accompanied by extensive, community-based dialogue that involves the community as a
whole and promotes consensus to abandon the practice,> success is by no means widespread:

[T]he small body of existing literature on ARP, particularly produced by
or for NGOs, donors and development agencies, tends to depict ARP as
a (relatively) successful component of FGM/C eradication campaigns in

Africa. The more scholarly research evidence challenges this
4

assumption . . .}
That ARPs are usually imposed from ‘outside’, rather than being community-led, and that they
often overlook kinship and deeper social norms at work within FGM-practising communities, is
increasingly being recognised. This raises questions as to whether ARPs actually lead to long-
term abandonment of FGM or simply represent a postponement of the practice.

A survey to assess a 2017 ARP intervention among the Maasai community of Kajiado in Kenya
found that, while successfully committing the community to girls’ education and thus delaying
early marriage,

none of the girls interviewed post-ARP considered themselves to be a woman in any
traditional sense, neither were they considered as such by community members. It
can be posed that the ARP is not an alternative rite of passage (into womanhood),
but a rite that signifies an extension of childhood. Preventing school dropout and
buying time through education is however no guarantee girls will not be circumcised
at some later stage if what it means to be a woman is not redefined and embedded
in daily life.>>

The evidence increasingly suggests, therefore, that ARPs are only an appropriate strategy when
tailored to the specific cultural and local context in which they are used and are combined with
community-wide dialogue to effect social-norms change.

F. Positive Deviance

This approach identifies individuals who have challenged or ‘deviated’ from societal expectations
by abandoning FGM. They are encouraged to act as advocates and urge others to abandon the
practice. Programmes of this type have had variable success and those which showed positive
results did so because they built on locally relevant reasons for abandonment and recognised
that the solution to the problem already existed within the community.>®

The positive-deviance approach is more likely to be effective in reducing FGM if the deviants carry
authority within the community. This approach is also more likely to be successful if there are no
social sanctions on either deviants or those who follow them; hence, the need for a collective
process of community-level norms change whereby everyone agrees to a shift in behaviour.
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G. Confrontational Approaches

In this approach to social change, struggle for power, conflict and competition are seen as
essential parts of the change process.”” However, confrontational approaches are often harmful
when it comes to dealing with issues within communities themselves. This is because the
approach divides the community into different groups with divergent interests, and, therefore,
undermines the cohesion, consensus and collective problem-solving ability that are key to
improving community health.%®

Splitting communities into factions with different points of view reduces
the overall social cohesion of a community and hence its capacity to
solve mutual problems through collective action. If severe, it can bring
cooperative action among groups within a community to a halt.>®

Indeed, confrontational encounters over FGM may protect girls from immediate risk but make
them vulnerable in new ways. Girls can become estranged from their families and dependent on
others’ support for their basic needs.®° This approach also leaves few options open to girls and
women who oppose harmful practices but are not ready to sacrifice the wellbeing, security and
sense of belonging that comes with their conforming to dominant cultural norms.%?
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4. A Systems Approach to Community-
Based Social-Norms Change

Many FGM-eradication strategies try to bring about changes in individual behaviour, yet the focus on
individual behaviour does not take into account the influence of social structures and cultural values
on people’s beliefs and actions, especially in contexts with collectivist values. Evidence shows that,
rather than focusing on individual behaviour change, it is more effective for programmes to focus on
promoting changes in social norms, which in turn influence individual behaviour.®?

While there remains a lack of evidence of what actually works to promote shifts in social norms
relating to FGM specifically, there is a long history of research into the best methods for shifting
social norms relating to health more generally. A particularly useful approach is systems theory.

Defining a ‘System’ and ‘Systems Change’

According to the systems theory approach, systems are collections of parts that, through their
interactions, function as a whole (for example, a family, a village, an organisation, a coalition of
organisations, etc.)

Systems change is rarely achieved through changing one part of a system:

Attention to only one or a few system characteristics when attempting
to foster social change can create null results and even have dire
consequences. . .. asole emphasis on a unitary system part (e.g., policy
change) is usually insufficient for sustained system transformation.%?

Conventional programmes assume that intervention activities or policies will have linear and
predictable effects. However, systems theorists see programmes as more unpredictable because
they interact with system elements to create new relationships and processes.®

Addressing the Deep Structures of a System to Catalyse Change

To be effective, a programme must create change at two levels of a system: the external or
apparent level (the obvious and visible structures like policies, procedures, roles and
responsibilities) and the internal or deep structures (attitudes, values, beliefs and assumptions)
that underpin the apparent level.
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Development programmes fail, or have unintended negative consequences, if the programme
staff do not understand the dynamics of the system that they are trying to change, the
interactions between its parts or the complexity of the change process.®> In particular, they often
have limited knowledge of the deep structures of the system.®®

Systems Change
‘Systems change’ is defined as:

change efforts that strive to shift the underlying infrastructure within a
community or targeted context to support a desired outcome, including
shifting existing policies and practices, resource allocations, relational
structures, community norms and values, and skills and attitudes.®’

The Four Dimensions of a System to Consider When Designing
a Programme

There are four main dimensions of a system that should be taken into account when designing a
systems change programme:

= norms — attitudes, values and belief;

= resources — economic capital, human capital, social capital, and cultural resources;

= regulations — enforcement mechanisms; e.g. laws, policies, social sanctions or rewards; and
= decision-making — decision-making processes and power dynamics.%8

While the four dimensions contribute to the causes of FGM, they also hold the key to levers that
can be used to catalyse change across the whole system.

Table 5 below explains each dimension and gives examples of its relevance to FGM.
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Dimension of

Characteristics

Relevance to FGM

the System

Norms Norms are the attitudes, values Legislation and health-risk education
and beliefs that shape people’s campaigns often fail to reduce FGM
behaviours. If norms align with a | as they do not align with the
programme’s goals, they can worldviews of practising
facilitate change. If they do not, | communities. Shifting attitudes
they can be a source of surrounding FGM in a way that is
resistance and can delay or derail | compatible with, and sensitive to,
change efforts. local culture and values is therefore

fundamental to achieving a change in
relation to FGM.

Resources Resources include economic There may be weak relationships and
resources (money or material communication between groupsin a
wealth), human resources community (a lack of social resources),
(knowledge or skills), social meaning that experiences of FGM are
resources (relationships between | not widely shared. People might be
people) and cultural resources opposed to FGM and refuse to practise
(positive traditions). The it, but lack the skills (human resources)
absence of resources within a to convince others to do the same.
system can be a barrier to Increasing resources (through training
change, even if the norms are in | or catalysing dialogue) can be the key
favour of change. to promoting change.

Regulations Regulations are enforcement Most FGM-practising communities

mechanisms that ensure that
people’s behaviours align with the
system’s norms. Regulations can
be formal (such as laws) or
informal (such as social sanctions
and rewards). Regulations must
be, or become, compatible with
desired change for a programme
to succeed.

are found in settings where
collectivist values predominate and
the state has limited influence.
Informal regulations, such as rewards
for conformity to dominant norms
and social sanctions for
nonconformity, tend to influence
people’s behaviour much more than
national laws or human-rights
frameworks.

Decision-Making

Decision-making processes and
power dynamics are important
as they underpin patterns of
behaviour. Recognising who
exercises authority, and whether
or not this authority supports the
desired change, is essential.
Programmes are more successful
when power structures are, or
become, aligned with the desired
change.

In most cases, the people who exert
the most influence over FGM (in
particular, older women and
grandmothers) are not often invited to
participate in programmes because
their influence and authority is not
recognised. Alternatively, they are
framed as a barrier to change and no
effort is made to harness their
potential to catalyse a shift in the
social norms surrounding the practice.

Table 5: The four dimensions of a system and their relevance to FGM®°
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5. Identifying the Characteristics of FGM
in a Community

To enable effective social-norms change, interventions need to be tailored to the specifics of
each context. However, identifying exactly how and the extent to which FGM is practised in a
given context is difficult and poses challenges for programme design. There have been some
improvements to this situation in recent years as statistics on FGM prevalence are collected
through large-scale household surveys in some countries, predominantly the Demographic and
Health Survey (DHS) and the Multiple Indicator Cluster Survey (MICS).

FGM data in these surveys is self-reported, however, meaning that it is not gathered via physical
examinations. In general, UNICEF emphasises that self-reported data on FGM ‘needs to be
treated with caution’’? since women may be unwilling to disclose having undergone the
procedure because of the sensitivity of the topic or the illegal status of the practice. They may
also be unaware that they have been cut, or the extent to which they have been cut, especially
if FGM was carried out at a young age.

Measuring the FGM status of girls, who have most recently undergone FGM or are at most
imminent risk of undergoing it, may give an indication of the impact of current efforts to end
FGM. However, these questionnaires tend to survey only women over the age of 15 and rely on
mothers to answer questions about the FGM status of their daughters; therefore, they may not
answer accurately for fear of implicating themselves, their families or other people who were
involved. Survey questions also vary over time and between countries, making identification of
trends difficult, and they do not clearly differentiate between all types of FGM. It is also
important to note that survey results may be based on relatively small numbers of women,
particularly when they are further broken down by location/religion/ethnicity/etc. Therefore, in
some cases, statistically significant conclusions cannot be drawn from the existing data.

It is also worth noting that the assumption that FGM is an ‘entrenched’ practice ‘deeply rooted
in tradition’ and ‘practised for thousands of years in parts of Africa’ masks how it can actually be

adopted, or abandoned, very quickly, in the space of a few years or decades.”?

Migration and
intermarriage between ethnic groups can introduce the practice into areas where FGM
prevalence had previously been low (for example, activists recently report an increase in

prevalence in the south-eastern regions of Liberia due to migration).

A further assumption has been made in the past that patrilineal ethnic groups are more likely to
practise FGM than those that are matrilineal. In patrilineal societies, husbands are economically
responsible for their wives and raising her children, so there are more incentives for men to ensure
biological paternity and to control women's sexuality.”? However, other factors play a role in
influencing FGM, such as the presence or absence of widespread norms in favour of the practice in
a given setting.”> Many patrilineal societies do not practise FGM because it is not part of the local
or regional culture, while some matrilineal societies practise FGM because other ethnic groups
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around them do too. Some programmes have failed to target groups on the assumption that those
groups did not practise FGM because they were matrilineal, when in fact they did.”*

Therefore, when planning a social-norms-change intervention, the following points need to be
considered:

A. which community to focus on;

B. the FGM terminology in use within the community;
C. the type(s) of FGM practised;

D. the age of cutting; and

E. why FGM is practised.

A brief analysis of each is outlined below.

A. Which Community to Focus On

Whether anti-FGM activism is carried out in FGM-practising countries (in Africa and beyond) or
within diaspora communities, it is vital for programme staff to remember that FGM prevalence
is linked primarily to ethnic group, rather than country (of origin).

No available data

. 91% - 100% . 76%-90% [ 51% - 75%

26% - 50% 1% - 25% Less than 10%

Figure 2: Prevalence of FGM in Africa (© 28 Too Many)’®
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To some extent, ethnicity also speaks to geography; however, migration out of a high-FGM
context does not necessarily mean a reduction of risk — many migrants continue the practice and,
in many cases, reduction in FGM practice back home is resisted by diaspora communities.
Prevalence also varies dramatically from country to country, and from region to region within
many countries (see Figure 2 above).

For further detailed information on FGM prevalence by country and ethnicity, please refer to the
maps and country profiles on the 28 Too Many website: https://www.28toomany.org/.

B. FGM Terminology in Use Within the Community

Debates continue internationally about the most appropriate terminology to use to refer to
procedures for altering the external female genitalia for non-medical reasons.

Essentially, FGM is known by different names in different communities. It is important in
interventions to both use the local terms and link these to the global literature and laws of a
country. The terms used can also point towards the communicator’s attitude towards the practice.

Terms most commonly used internationally include:

= Female circumcision — by drawing a parallel with male circumcision, this term creates
confusion between two very distinct practices. It has been criticised for de-emphasising the
severity of the procedure performed on female genitalia.

= Female genital mutilation (FGM) — the most widespread term in international use as adopted
by UN agencies in 2008: ‘The term is non-judgmental as it is a medical term describing what
is done to female genitalia. Mutilation is the removal of healthy tissue.”’® ‘FGM’ has a
negative connotation and emphasises the gravity of the harm caused by the practice.

= Female genital cutting (FGC) — a more value-neutral term that is often used alone or alongside
‘female genital mutilation’ with the acronym FGM/C. FGC is used by some medical
professionals and international organisations to avoid the stigmatisation of practising
communities. Its use, however, seems to vary considerably between different practising
communities and is seen by some local activists to not accurately reflect the gravity of the
harm caused by the practice.

= Excision — the connotation can be positive or negative according to the speaker. In some
practising communities, ‘non-excised’ girls are the ones who are socially mistreated.

There are numerous other national and local terms (and associated definitions) for the practice
across Africa and beyond, including the word sunna (referring to all types except infibulation) in
countries such as Somalia and Sudan and local variations such as angurya (the scraping of tissue
surrounding the opening of the vagina) and gishiri (cutting of the vagina) in Nigeria.

For further information on FGM terminology see https://www.28toomany.org/thematic/
terminology-and-fgm/.
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Language to Use When Working with Communities: the More Neutral, the Better

Researchers, campaigners, activists, government officials and organisations will all have
contrasting opinions on which term is best to use. However, the specific objective of this guide
is to recommend practice that is most likely to effectively catalyse social-norms-change
programmes in African FGM-practising communities. In such circumstances, the evidence on
best practice in relation to terminology appears to be the more neutral, the better.

Sensitivity to language is an essential element of building trust with people in order to
understand their perspectives and initiate change.”” These findings suggest that programme staff
should ascertain exactly how FGM is practised in the community touched by the intervention
and, when speaking with community members, use the community’s own terminology for
describing the type of FGM it practises.”®

Tailoring Language to Different Stakeholders

Although neutral language is best used when working directly with communities, it is possible
that an organisation may need to use different language with different stakeholders. For
instance, when working with communities it may be appropriate to use local terminology, but
when writing funding bids or reports for donors it may be more appropriate to use terms found
in international discourse.

C. Type(s) of FGM Practised

The WHO identifies four main types of FGM (see Table 6 below). Other activists speak of many
more sub-types. It is important to understand the type(s) of FGM practised in a community in
order to address the specific health (and other) impacts of each type.

Typel Partial or total removal of the clitoris (clitoridectomy) and/or the prepuce

Type ll Partial or total removal of the clitoris and the labia minora, with or without
excision of the labia majora (excision). [Note also that the term ‘excision’ is
sometimes used as a general term covering all types of FGM.]

Type lll Narrowing of the vaginal orifice with the creation of a covering seal by cutting
and appositioning the labia minora and/or the labia majora, with or without
excision of the clitoris (infibulation).

Type IV All other harmful procedures to the female genitalia for non-medical
purposes, for example: pricking, pulling, piercing, incising, scraping and
cauterization.

Re-infibulation The procedure to narrow the vaginal opening in a woman after she has been
deinfibulated (i.e. after childbirth); also known as re-suturing.

Table 6: Types of FGM as classified by the WHO”®

It is possible for a local community to deny that they practise FGM or FGC because they simply
use different terminology or do not conform to a specific type. There is a lack of understanding
and agreement, for example, about types and definitions of FGM in Somalia and Somaliland; FGM
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is commonly referred to as either ‘Pharoanic’ (Type Ill/infibulation) or ‘sunna’ (all other, ‘less
severe’, types). Research suggests that in many cases even more severe types of FGM that
include stitching are being labelled ‘sunna’. Sunnais believed by many Somalis to cause no health
problems and to be condoned, even required, by Sharia law. Further misunderstandings
surround the use of specific terminology such as ‘abandonment’ and ‘FGM’, both of which are
commonly believed by Somalis to refer only to Type Il FGM.

For further information on which types of FGM are practised in a given community, please see
https://www.28toomany.org/research-resources/.

D. Age of Cutting

Cutting tends to happen during one of three age ranges: in the first few years of life, between
ages 5 and 9, or between the ages of 10 and 15. Almost all FGM takes place before 15 years of
age; however, FGM also takes place in some communities around marriage/child birth (often
under extreme pressure from family members).

Different communities cut at different age ranges. For example:

= Ethiopia: most girls are cut before the age of four.

= Nigeria: most girls are cut before the age of five.

= Senegal: most girls are cut before the age of ten (and three-quarters of them by age five).
= Egypt: most girls are cut after the age of nine and up to puberty.

= Kenya: most girls are cut between the ages of 10 and 14.

It is therefore essential to identify when girls are most at risk and target interventions
accordingly; for example:

= [fa community cuts at birth (or in the first few years), interventions need to focus on and support
older girls in schools (pre-marriage) and antenatal clinics (while pregnant). Other ways that the
community can ‘mark’ infant girls as ‘belonging’ after birth need to be considered.

= Where a community cuts before or around puberty, interventions need to focus on primary-
school girls, teachers and parents (before they cut) and take into account appropriate
strategies (see also ARPs on page 23).

= |f cutting is associated with marriage or childbirth, interventions need to focus on and support
older girls (pre-marriage) and antenatal clinics (while pregnant).

E. Why FGM is Practised

While many activists refer to FGM as a harmful practice, practising communities do not aim to
harm their daughters. It is therefore helpful to understand the perceptions that enable FGM in
a target community and seek to address them directly through interventions. Research has
shown that a number of common myths surround the practice. A target community will hold on
to one or more of these reasons in order to justify the practice:
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= FGM may be an early marker of belonging to a particular group, perhaps carried out when
the child is only a few days or weeks old. In Enugu State in southern Nigeria, for example,
FGM is usually carried out on the eighth day after birth, to coincide with the child’s naming
ceremony, which is a festive event during which mother and baby receive gifts and family and
community celebrate together with refreshments. Local NGO Society for the Improvement of
Rural People (SIRP) has found that young mothers, and usually those who are in the lower
wealth quintiles, are unable to openly resist their baby girls undergoing FGM because it would
also mean there would be no naming celebration. SIRP has therefore developed, through its
community-dialogue programmes, an alternative naming ceremony, supporting the naming
celebrations without the cut.8°

= |nsome communities FGM is seen as a rite of passage —an initiation into adulthood, occurring
as the girl approaches puberty and ‘becomes a woman’. In the Kenyan Maasai community,
for example, the cutting of a girl between the ages of 12 and 15 to mark her transition into
womanhood has traditionally brought families together in community celebration. The
criminalisation of the practice through national legislation and the widespread campaigning
against FGM has, in many cases, resulted in communities now cutting girls in secret, often at
night or by taking them across borders to avoid prosecution (for example, into Tanzania).8!

= |n many communities FGM is carried out as a way to control women’s sexuality, which is
sometimes said to be insatiable if parts of the genitalia, especially the clitoris, are not
removed. Practising communities believe it will ensure virginity and ‘purity’ before marriage
and fidelity afterward; as such, FGM can also be required to preserve the family ‘honour’.8?

= FGM is also commonly considered a prerequisite for marriage. Political scientist Gerry Mackie
has made a strong argument that FGM is motivated by a concern to make women
marriageable because the procedure (particularly infibulation) ensures premarital female
chastity and hence assures biological paternity in patriarchal societies.®3 This theory has had
a lot of influence over FGM intervention approaches.?

= FGM may be required to ‘cleanse’ a girl: it is thought more hygienic if genital tissue is
removed, stopping unpleasant secretions and odours. In Ethiopia, Kenya, Sudan, Senegal and
Guinea Bissau, for instance, some consider FGM to be part of a cleansing and purification
process, by which the haraam (sinful, forbidden or unclean) parts of the body are removed.?>

= FGM may also be performed for aesthetic reasons, to remove ‘masculine’ aspects of the
female body. This is linked to myths and fear of the clitoris; for example, that contact with it
during childbirth will damage the baby, or that unless it is removed it will grow into a ‘third
leg’ like a ‘penis’, only perhaps longer, and may cause a girl discomfort when she becomes a
woman .86

= Some communities also believe FGM will enhance men’s sexual pleasure, particularly in
communities practising Type Il (infibulation). However, a UNICEF report on 11 African
countries found that only 1-7% of men felt that FGM increased their sexual pleasure.?’

= Although FGM is not required by any religious script, supposed religious doctrine is commonly
used to justify the practice. FGM is often associated in people’s minds with Islam, but in reality
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it occurs among some people of all religious groups in Africa (Christian, Muslims, historically a
small sect of Jews, as well as groups practising animist or traditional religions).®8 Evidence
from many contexts support the idea that religious beliefs encourage FGM; for example,
approximately 46% of Egyptian women and 50% of Egyptian men (aged 15-49) believe that
FGM is required by their religion,?
religions in both Burkina Faso and Nigeria also believe their religion requires FGM®°,

and around one-third of those practising traditional

Understanding the ‘Social Benefits’ of FGM: Women’s Wellbeing, Status and Authority

As outlined above, fully understanding and addressing the reasons why FGM is still practised and
supported by a community is vital to the success of an intervention. But it is not enough to just
speak of the negative health and psycho-social impacts of the practice. In almost all contexts the
reasons driving FGM are much deeper and more complex and it is necessary, though challenging,
to unravel the perceived ‘social benefits’ of the practice for women and girls and what they feel
they will lose if they reject it. FGM confers status and belonging to women in many practising
communities. Without addressing these aspects and their underlying beliefs, unhelpful tensions
are created between acceptance (i.e. belonging to/status in the community) and safety (including
health impacts on an individual).

For example, while FGM for reasons of ‘culture’ or ‘tradition’ can clearly be forced upon girls,
they may also embrace the practice because it makes them feel a member of a social group and
gives them a stronger sense of belonging. Group membership confers pride, connection, honour,
respect and acceptance. Girls and women who undergo FGM can be the focus of celebrations,
receiving gifts, status and respect, or a higher bride price.*!

FGM may also be practised by a community with the intention of ‘protecting’ a girls’ wellbeing
(for example, from rape or extramarital sex and pregnancy, which are perceived within many
cultures to be grave sins and/or to confer great shame). Therefore, it is essential to understand
whether these underlying forces are at work, driving the practice in any focus community.

FGM may also integrate a woman into networks of support®® and confer on her a position of
authority in the community. In Sierra Leone, for instance, initiation into the secret society known
as Bondo is central to many women’s lives. Membership equates to respect within the
community for women, freedom of movement and association when the ‘bondo bush’ is in
session, and power within their communities to mediate social relations and living conditions.
The cost of this social acceptance is FGM; failure to conform in communities such as these can
lead to difficulty in finding a husband for the girl, shame, stigmatisation, as well as loss of social
status, honour and protection, and a family’s social exclusion in the community.®® In places
lacking state social-security mechanisms, which is often the case for most FGM-practising
communities, being part of such networks can make the difference between an individual’s
protection and survival, or their destitution.
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Case Study: Changes in FGM Practice Over Time in Velingara, Southern Senegal®*

In 2006, the Grandmother Project tried to obtain statistics on the prevalence and types
of FGM in Velingara in southern Senegal, but these did not exist. Health workers had
difficulty estimating prevalence, or the incidence of different types of FGM. It was also
difficult to obtain information from community members. Men did not have detailed
knowledge of FGM and most women were reluctant to discuss the practice, often stating
that it had not been conducted since the ban in 1999. Teenage girls were extremely
embarrassed to talk about it.

However, health workers suspected that FGM was widespread, although more extreme
forms (Type Ill) were declining in favour of less severe forms (Types | and Il). Interviews
with health workers, teachers, development community workers and female leaders willing
to talk about the practice indicated that girls used to be cut at ages of 8-13 during a
collective ceremony in a dedicated hut in the bush, but that the procedure was now
performed on infants at home, often individually, although still by a respected cutter. Since
this shift, men knew even less about the practice and were often unaware that it was going
to happen.

The shift from collective to individual cutting had begun some years earlier but
accelerated after the ban in 1999. Other reasons included the belief that younger girls
healed more quickly and that it avoided the costs of a large ceremony. Women expressed
regret that the procedure was performed earlier, as the educational component of the
initiation rituals surrounding the practice had disappeared. Some families stopped
practising FGM entirely after the ban, while others continued, some taking girls to
neighbouring countries where legal risks were reduced.
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6. Working with Decision-Makers,
Influencers and Cultural Authorities to
Catalyse Shifts in Social Norms and FGM

To catalyse behaviour change in a community system, programme staff need to understand the
decision-making processes and power dynamics that underpin those patterns of behaviour.
Recognising who exercises authority and power within a system, and whether or not that
authority supports the desired change, is essential. Programmes are more successful when
power structures are, or become, aligned with the desired change.

The need to engage key authorities has been recognised by programme staff working on FGM.
As Denison et al. note:

Because individual behaviour is strongly reinforced by social norms and
belief systems in their communities, recruiting the larger community
and individual norm authorities, who uphold social norms, to question
unhealthy norms is critical.®”

Nevertheless, many programmes have failed because they have ignored key decision-makers and
focussed on ‘positive deviants’ (i.e. people who oppose the practice — see page 24) to convert
the rest of their community, without realising that the positive deviants chosen do not
necessarily have the customary authority to lead behaviour change.

There are different levels at which people can be involved in the practice of FGM (see also Figure
4 below):

= the girl or woman who is cut;
= the performer or person(s) who carries out the procedure (and accompanying rituals, if any);

= decision-makers, namely the individuals who take the ultimate decision to cut or not cut a
girl; and

= influencers — often a wider group of social actors who shape decision-makers’ views.

The distinction between decision-makers and influencers is needed because influencers may not

even be in the same country as the decision-makers, yet still exert considerable authority.®® It is

therefore essential for programme staff to understand and work with the full range of actors in

a given community who shape the practice and have authority over it, not just the performers
(including cutters) and direct decision-makers.
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Influencers (person(s) or
other sources of
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Figure 4: Key actors in the practice of FGM

The table below also sets out the importance of authority, or relative power, in shaping FGM

practice in communities.

Decision-making

Making a decision refers to the time-bound process involved in embarking on
a particular course of action. It is usually a conscious process. It can be
individual or collective.

In the context of FGM, decision-making involves the specific discussions and
actions that result in a girl being cut or not cut. In FGM-practising
communities, decision-making is likely to be a collective rather than an
individual affair, involving multiple members of the extended family.

Influence

Influence is a more diffuse process that shapes decision-making and can
involve a wider set of actors and sources of information. It takes place over a
longer period of time than making a decision, even from when a person is very
young. Individuals can be subject to influence — or can influence others
through their speech and behaviour — without being consciously aware of it.
Influence can range from the subtle to the obvious.

In relation to FGM, influence includes the process whereby individuals learn
through everyday interactions about the deep or hidden aspects of their
culture that support the practice, including general attitudes about women’s
position in society, wider value structures and worldviews.
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Authority Authority refers to the power someone has to have their viewpoint respected
and heard, their behaviour accepted and their desired outcome in a decision
followed. They can encourage conformity to their examples and thus play a
leadership role in their relevant social sphere.

In the context of FGM, it is important to note that not everyone who is
involved in the collective decision-making process to cut a specific girl, or who
influences the community’s views on FGM, will have the same power to
dictate the final outcome; this privilege goes to those with the most authority.

Table 6: The impact of decision-making, influence and authority on FGM

Compared to the huge volume of literature on FGM prevalence and its causes, there is much less
written about who plays key roles in decision-making and influencing the practice. There is even
less investigation into who has the most authority to perpetuate and prevent the practice and
what implications this has for programmes. The following section therefore provides an
overview of the available evidence on different categories of family and community members
and the relative influence and authority they may have over FGM in specific contexts.

A. Female Elders (Grandmothers)

The term ‘grandmother’ is used to refer to all more experienced, older
women in the family and community who provide advice, supervision
and support to parents and their children as they grow up.

Grandmothers can be between 30 and 80+ years of age but the older
they are, the more their experience is recognised and the higher their
status in the community.*”

There is an enormous amount of evidence that, in the majority of contexts where FGM is
practised, female elders (or grandmothers) have significant input into the practice, as well as the
cultural authority or power to change it.® They play all of the roles listed in Figure 4 above,
including as performers of the procedure and accompanying rituals, ultimate decision-makers in
a household and influencers of other decision-makers such as mothers and fathers. They also
frequently wield authority in matters relating to the female sphere, meaning that others in the
community will often defer to their opinion in this area.

Much of the time, grandmothers will take the initiative to have a girl cut. They can override the
views of other family members, including fathers, and may take the girl to be cut without the
parents’ knowledge.’® Grandmothers can also exert influence from a considerable distance;
those in Africa can even shape the views of parents in the diaspora.t®
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In Somalia:

[S]ome of the other older women told me their fathers had told them that
they should not be circumcised, and it was the mother, grandmother,
aunts, or other female relatives who overruled the father.?:

Female elders are often the staunchest supporters of the practice and those most likely to resist
campaigns to eradicate it.1%2 Nevertheless, they also have the most authority to shift the
practice. Shell-Duncan et al. recently found that, in Senegal, it was grandmothers who were the
most open to change relating to FGM and had the most authority in relation to it.1%

However, compared to other actors who shape the practice, grandmothers are much less likely
to be explicitly invited to participate in anti-FGM programmes.%* This discrimination against
elders, and older women in particular, has been widely documented across the gender and
development field.1%>

However, when given the opportunity to participate in a way that respects and builds upon their
cultural roles and knowledge, grandmothers have proven to be effective and dedicated actors in
shifting social norms in their families and communities in favour of women and girls.1%

B. Mothers (Women of Reproductive Age)

In contrast to grandmothers, the extent of mothers’ (i.e. women of reproductive age) influence
and authority over FGM is more mixed. In some places, like Egypt,%” and among Somalis in
Ethiopia,'® the mother appears to be the main person who decides whether or not her daughter
is cut. In other contexts, the mother plays an important decision-making role, which can include
initiating the discussion about whether her daughter should be cut, while other members of her
extended family, such as grandmothers and fathers, also contribute to the decision.%°

Even more significantly, in some cases, mothers (and fathers) may have much less authority than
older women in the decision-making process.'’® There is less evidence that mothers are
performers, be that cutting or organising ceremonies, as these too are responsibilities usually
reserved for older women.!!

C. Female Adolescents and Young Women

In most contexts, girls’ views align most closely with those of their wider family and community,
and they are not generally considered influencers, decision-makers or performers. They can,
however, pressure their peers to undergo FGM or demand that they undergo it to fit into
society.’? In Ethiopia, for instance, it has been observed that:

B TR




28 TOO MANY: FGM AND SOCIAL NORMS

[l]t was girls — not adults — who most favoured genital modification,
largely because of peer pressure; this in itself is a reflection of the
importance girls attach to social acceptance and preserving their
reputation in readiness for marriage. While younger girls in Oromia
often refuse to be circumcised, teenagers are more likely to succumb to
peer pressure.'’3

Some programmes use a girls’-empowerment approach to educate them on the risks of FGM and to
coach them in critical-thinking skills and self-confidence to challenge their family members and resist
the practice. However, this confrontational approach can have unintended negative consequences.

The effectiveness of a girls’-empowerment approach has also been challenged in other fields of
gender and development, such as child marriage. According to a recent review of the most
effective strategies to address child marriage, girls’-empowerment approaches, when used as the
sole activity, had a limited effect in reducing the prevalence of child marriage. While girls targeted
by these programmes were more confident and informed, which is clearly a positive development,
they still lacked the cultural authority to challenge the practice. Girls’-empowerment approaches
are only able to shift child marriage practices if accompanied by community-wide norms-change
programming.!'* It is likely that the conclusions drawn from the implementation of a girls’-
empowerment approach in the context of child marriage would also hold true for FGM, given that
both practices are usually upheld by social norms and are deeply engrained in the cultural fabric of
communities with similar gender- and age-based power structures.

D. Male Members of the Community

Male members of the community (whether youth, brothers, husbands, fathers or male elders)
are increasingly being included in anti-FGM programmes, but there is still limited research to
date into the success of this approach.'®

In some contexts, fathers appear to play an important role as decision-makers and do wield
authority. In Burkina Faso, 88—89% of men and women stated that fathers play a critical role in
determining whether to have a daughter cut, compared to the 38—46% of men and women who
said that mothers have a role.!*® Among Eritrean and Ethiopian families in Italy, mothers start
the discussion regarding whether girls should undergo FGM, while the father is the ultimate
decision-maker (who can oppose the mother’s view) as well as the main financier of the
procedure.'’ In parts of Nigeria, fathers or paternal grandfathers make the decision to request
FGM.8 |n the Sudan, fathers can oppose the practice and older brothers can also be involved in
the decision on whether or not a younger sister should be cut.*'®

In other contexts, the decision-making role and authority of husbands, fathers and brothers is
much more minimal. In Senegal, men are typically not involved in decision-making and often do
not know that the procedure is going to take place.’?® Among Somali families, in general, women
make the decisions regarding FGM and in only about 8% of households surveyed in Somaliland
were men and boys also involved.'?!
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Regarding Somali women in Ethiopia, Abathun et al. write:

[SJome mothers encourage their daughters to go to circumcisers
without informing their fathers. . .. It is the mothers who have power
when it comes to taking the decision. Even if the father does not want
the daughter to be circumcised the mothers find ways to do it.???

Regardless of whether or not they have an important decision-making role or authority, men may
also influence the norms supporting FGM by refusing to marry uncut women,*?3 refusing to eat
meals prepared by uncut women??* or subjecting young men to stigma and pressure to marry cut
women.'?> Again, research on Somali men and their role in FGM concludes that ‘they are influential
in creating the social climate within which decision-making about cutting takes place’, as only 4%
of the unmarried men surveyed preferred to marry a girl who has not undergone FGM.12¢

In contexts where FGM is medicalised, male doctors can also play a role as performers of the
practice. It is therefore essential that they be included in anti-FGM programmes.’?” However,
when traditional community practitioners do the cutting, it is extremely rare for men to be
involved: research has found only one context (among the Hausa in northern Nigeria) where the
customary cutter is a man, in this case known as a ‘barber’.128

Given this diversity in men’s relative influence, decision-making and authority in relation to FGM,
it is essential to understand the various power dynamics in a specific context when designing a
programme.

E. Religious Leaders

When reports talk about ‘religious leaders’ participating in anti-FGM programmes, they are
usually referring explicitly or implicitly to male religious leaders from different religions, including
Islam and Christianity.

While there is little evidence that male religious leaders play a role as performers of FGM or as
key decision-makers,*?° they can, however, have a very strong influence and authority over the
practice. In some contexts, discovering that FGM is not mandated by Islam or Christianity plays

130 Hence, it is essential for

a strong part in persuading people to abandon the practice.
programme staff to engage with religious leaders when working within communities where there

is a strong belief that FGM is performed to fulfil religious requirements.

Religious leaders, like most people, become resistant if they think/feel
an external agenda is merely being imposed on them.3

In a recent evaluation of programmes that work to end child marriage, Le Roux and Palm?'32

developed the following five recommendations for engaging religious leaders (Table 7). Given
that FGM and child marriage are informed by similar cultural factors and social norms, these
recommendations can be considered equally relevant to anti-FGM programmes.
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Optimal Strategies for
Working with
Religious Leaders

Tips for Programme Staff Working with Religious Leaders

Recognise and respect
religious leader
agency

Have a genuine respect for religious leaders, their religion and their
positions in the community.

Have at least a basic understanding of the faith and how it
influences all aspects of their lives.

Be non-judgemental.

See religious leaders as partners, not targets, and involve them in
defining and solving problems.

Allow time for trust to develop by working with them in long-term
processes of discussion and support.

Frame the programme
objectives
appropriately

Frame the objectives in holistic terms instead of focusing on one
harmful practice as a standalone issue.

Use an assets-based approach instead of framing religion or
religious leaders as the source of problems.

If your organisation is of a different faith, partner with another
organisation of the local faith for greater legitimacy.

Engage religious leaders initially with a staff member of the same
gender who has good facilitation and communication skills and a
good knowledge of the religion.

Use culturally and religiously appropriate and sensitive language.

Build a critical mass of
opposition to the
practice

Do not focus on convincing all religious leaders of the value of
ending the practice, but work with enough to ensure momentum in
favour of the shift.

Engage resistant leaders in dialogue if they are vocal in their
support for the practice.

Engage other authorities (for example, grandmothers and male
elders) in the community alongside religious leaders.

Engage with religious
texts

Engage in dialogue on religious texts and their interpretations or, in
the absence of sacred texts, with religious myths, stories, songs,
traditions and prayers.

Introduce medical information on the practice alongside discussion
of religious texts.

Do not force a new interpretation of the texts, but facilitate
discussion between religious leaders and other members of the
community to reach new understandings.

Ground discussions in concrete examples and experience of the
practice, not abstract notions of values.

Involve knowledgeable, respected and authoritative religious
leaders in the dialogue process.
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Optimal Strategies for Tips for Programme Staff Working with Religious Leaders
Working with
Religious Leaders
Talk about sex and = Facilitate sensitive dialogue over time to open up space to discuss
sexuality taboo topics of sex and sexuality.

= Facilitate discussions about the links between sex, religion and the
harmful practice (and alternatives to the practice) that take into
account religious leaders’ concerns about virginity, purity, the
sanctity of marriage, etc.

Table 7: Optimal strategies for working with religious leaders and their implications for programming33

There is increasing evidence that the involvement of religious leaders in community dialogues
around harmful practices can shift social norms, but interventions vary in approaches to their
roles in the process. Some approaches aim to support them in convincing their followers in the
community to abandon harmful practices such as FGM.*3* Others takes a more systems-theory
approach, seeing religious leaders as embedded within their societies, responsive to their
followers and sensitive to prevailing social norms. No matter the personal opinion of individual
religious leaders on FGM, the community as a whole needs to shift together.

F. Health Professionals

A common approach used in FGM programmes is to train health workers such as doctors, nurses
and midwives on the harms and illegality of the practice and in techniques to support girls or
women who have been cut.!®> These initiatives are clearly important in improving health
outcomes and support for women who have already been cut. They also have a role to play in
potentially reducing FGM prevalence in areas where medicalisation is common and doctors are
the main ‘performers’ of FGM.'3® However, the overall effectiveness of these training initiatives
in reducing prevalence has been challenged.

Evidence!®’ shows that programmes that work with health professionals are more effective in
reducing FGM prevalence if:

= training programmes are not directive, but participatory and interactive, using case studies,
simulations and discussions;

= health workers are trusted by communities and have a good understanding of the cultural
context in which they work; and

= health workers are included as part of a wider strategy of community-based dialogue which
involves other key decision-makers, influencers and cultural authorities.

G. Education Sector Staff

Education plays an important role in overcoming and changing attitudes that are still in favour of
FGM. While at school, girls may have greater exposure to intervention programmes and
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discourse about the practice. In many countries, the longer a girl is in school, the less likely she
is to undergo FGM or early marriage. Girls and women who are more highly educated are also
more likely to understand their rights, support the abandonment of FGM and feel equipped to
challenge social norms.

There are many NGOs and community activists working to improve girls’ education and taking
FGM-sensitisation activities into schools within practising communities. In Somaliland, for
instance, local NGOs undertake child-protection training with headteachers and their staff to
provide them with the knowledge and skills necessary to effectively and sensitively tackle the
issue of FGM. Inter-school games and football tournaments are successfully used to disseminate
anti-FGM messages among schoolchildren, as well as ‘child rights clubs’ that provide information
for parents and students.

One of the biggest challenges with this approach, however, is that teachers work predominantly
with children and adolescents, who rarely have the cultural authority to convince their wider
families and communities to abandon FGM. It is important, therefore, that education sector staff
are included and work alongside other, more influential and authoritative stakeholders as part
of a community-wide strategy.

Identifying Key Decision-Makers, Influencers and Cultural
Authorities in a Community-Wide Approach

The conclusion to be drawn is that, when designing a programme to shift social norms around
FGM, it is essential to both:

= work with the full range of stakeholders who have experienced FGM as well as those who play
roles as decision-makers, influencers and performers in shaping FGM practice in a given
community (which is likely to include most community groups as well as relevant categories
of professionals who have contact with the community); and

= give particular attention and support to those stakeholders who have the most cultural
authority to shape the practice (which is likely to include elders, and female elders in
particular).
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Case Study: A Collective Approach to Ending FGM in Eritrea

While Eritrea has historically had one of the highest rates of FGM in the world, most
available statistics suggest that prevalence in Eritrea is now declining. The Eritrean
Population and Health Survey 2010 (EPHS 2010)*3® calculated FGM prevalence at 83%
(down from 88.7% in the Eritrea Demographic and Health Survey 2002%3°), and one of the
reasons suggested for this decline is the holistic approach taken in the national anti-FGM
campaign, called in the Tigrinya language Habarawi (or ‘collective’).

The Habarawi methodology simultaneously includes all levels of society:

from the Government to religious leaders, youth and women’s organizations,
community leaders, former circumcisers and victims. Each sector actively
played a role in building this consensus.4°

It is aimed at improving the health and wellbeing of Eritrean women by changing social
norms, behaviour and attitudes towards them. Habarawi has subsequently been
translated into a set of policies, programmes and strategies that support a community
approach to ending FGM known as Hamadea.**

Through anti-FGM committees set up in each region (zoba), the Habarawi approach
mobilises whole communities, including men and boys as well as women and girls, and
brings in religious leaders, traditional cutters, anti-FGM activists, local teachers and health
workers, parents and children. Government ministries have run training courses for
health workers and law-enforcement officials at all levels to ensure that all government
employees understand the policies, laws and health consequences surrounding FGM.
Religious leaders have been reached through workshops and conferences, during which
discussions are held about the dangers of FGM and how abandonment does not need to
offend religious sensibilities. At the village level, messages are disseminated about
women’s and girls’ rights and the impact of harmful practices (including FGM, forced and
child marriage, workers’ rights and girls” access to education). Young people are also
involved through youth clubs, by encouraging them to take part in the development of
policies that will benefit them.

For further information on the Habarawi approach, see 28 Too Many Country Profile:
FGM in Eritrea (2017) at http://www.28toomany.org/countries/Eritrea/.
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7. Catalysing Community Dialogue
and Collaborative Problem-Solving

Actively involving . . . community members in problem solving can lead
to more effective, feasible and responsive solutions, prevent the
repetition of ill-advised decisions, and enhance the acceptance and
legitimacy of decisions.'#

Many health and development challenges, including FGM, are highly complex and cannot be
solved by a single person or organisation. Without a systems approach and sufficiently broad-
based collaboration, it is difficult to understand the underlying nature of these kinds of challenges
or to develop effective and locally feasible solutions to address them. The diversity of local
contexts also means that top-down, ‘one-size-fits-all’ solutions have limited effectiveness.

Instead, it is necessary to enhance the ability of community members to collaborate effectively
in identifying problems, reaching consensus on goals, agreeing on strategies to implement these
goals and implementing those strategies effectively.?*3

However, many communities lack the ability to engage in collaborative problem-solving. One
reason is the dominance of confrontational approaches to social change. These approaches
hinder rather than strengthen cohesion and consensus, which are necessary foundations of

collaborative problem-solving.#4

Another hindrance is the limited role sometimes given to community members by governments

and development organisations.'*

Many people want to be actively involved in addressing
problems that affect their lives, but they are not always treated as equals in problem-solving.
Instead, a funder usually identifies the problem to be addressed and a lead agency develops an
intervention to address the problem. Community members can, at times, be treated as the
source of problems or as ‘targets’ or beneficiaries of problem-solving efforts. If they are asked
to provide feedback and input into the lead agency’s plans, it is usually to help the agency secure
community ‘buy-in’ to carry out the pre-determined programme. This approach can devalue

community members’ contributions and lead to feelings of helplessness and dependency.!4®

Even though the international assistance community has developed
procedures to encourage the participation of recipients in planning and
implementing projects, the vast majority of people in recipient societies
report that they do not feel included in the critical decisions about
assistance they receive. In their experience, many of these decisions
have been made before an aid agency arrives in their area and there

are few, if any, opportunities to add their ideas as the effort unfolds.'’
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In contrast, this section presents concepts and methods based on broad-based participation and
empowerment of communities to diagnose and solve their own problems. In particular, we draw
on the Community Health Governance model**® and the Communication For Social Change
approach!®. These models were intentionally designed to be flexible and applicable to a wide
variety of social contexts. They can therefore be realised in many different ways, depending on
the unique circumstances of the local environment.*>°

According to this philosophy, the role of an outside organisation or lead agency is to catalyse,
rather than impose or direct, the process of social change. A catalyst is a trigger that initiates
community dialogue and leads to collective action. Individuals or agencies wishing to design a
community-based social-norms programme should build on existing catalysts that have sparked
dialogue on FGM in practising communities, or should sensitively introduce a catalyst as part of
their programme activities.

The catalyst. .. represents the particular trigger that initiates the
community dialogue about a specific issue of concern or interest to the
community. . . . This catalyst leads to dialogue within the community
that, when effective, leads to collective action and the resolution of a
common problem.**!

We present five key processes below that need to be facilitated to ensure an effective
community-based social-norms programme: individual empowerment through participation,
bridging social ties, dialogue, convergence and consensus, and collective action.

Figure 5: Processes required to enable collaborative problem-solving
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A. Individual Empowerment Through Participation

Individual empowerment through participation involves getting people directly and actively involved
in addressing the challenges that affect their lives. People are empowered when they believe that
they have the ability to exert control over forces that affect their lives; they have the knowledge, skills
and resources to do so; and they are actively involved in making decisions and taking actions.>?

Effective collaborative processes need to engage and empower all members of the community
affected by the challenge. In particular, programmes need to empower people who have not
been involved previously in community-level problem-solving. Collaborative processes also need
to make participation feasible by making it logistically possible.

Individual empowerment is the ability of people to make decisions and
have control over forces that affect their lives.*>3

Programmes also need to ensure that participants have real influence and control over all phases
of problem-solving, including identifying and framing problems, understanding the causes of
problems, and developing and implementing solutions. This can be achieved by preventing
certain parties from dominating and ensuring that priorities are not defined by outside experts
or powerful stakeholders. Everyone in the process needs to participate on an equal basis,
regardless of their position in the social hierarchy.?>*

Individual empowerment through participation — the sense of feeling in control and owning the
process — has a direct, positive impact on the individual by reducing stress and improving mental
and, hence, physical health.

B. Bridging Social Ties

In addition to empowering individuals through enabling them to participate, collaborative
problem-solving processes also need to create relationships between different groups in the
community and between communities and outsiders. To strengthen social cohesion for mutual
benefit, connections often need to be built between people. To obtain the full range of
knowledge, skills and resources needed to understand and solve complex problems, ties need to
be created between people directly affected by the problems as well as those with different kinds
of professional expertise.*>®

Bridging social ties strengthens community problem-solving by:

= promoting the development of trust between people and groups;

= strengthening the sense of social identity and membership within a community; and
= creating networks that enable people to provide each other with support.

The development of bridging ties can be supported by deliberately creating activity settings —
programme activities that regularly bring together groups of people who would not normally spend

much time together or communicate their opinions and experiences to one another.1%®
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C. Dialogue

Diversity in knowledge and attitudes about FGM occurs within communities, and it is possible
that many men and women are likely to already have misgivings about the practice before a
community dialogue begins.

While people in a community might disagree with FGM, however, barriers in communication and
fears of going against social norms mean that most continue to practise it.'>” In many practising
communities, it is extremely difficult to talk about FGM across gender or generational lines,
because of codes of social decency and shame.'>® In many cases, women overestimate the extent
to which men support the practice, which is a major factor resulting in its perpetuation. The
‘silent culture’ around FGM is a major obstacle to change.'*®

This situation demonstrates the need for dialogue across the community, including between men
and women and across generations,'®® so that these differing opinions come to light.
Community-based norms-change programmes are likely to be more effective if:

= they create spaces for dialogue between peer groups and across different groups in society;

= they encourage open discussion of sensitive topics to bring taboos and painful experiences
out into the open; and

= they build on diversity and ambivalence within the community, as many people may already
oppose FGM even if they still practise it.

A collaborative process needs to promote ongoing, meaningful
discourse [dialogue] among a diverse group (or groups) of people. This
kind of discourse [dialogue] — in which participants from different
backgrounds get together on a regular basis to listen to each other, talk
with each other, and influence each other — is at the heart of
collaborative problem solving.*5*

It is important to note that ‘dialogue’ is not simply a synonym for ‘talking’.'®> Dialogue is very
different to talking at each other; in those situations, powerful voices dominate and the
objectives are advocacy, persuasion or transmission of information rather than understanding.®3
Instead, in a true dialogue all parties listen to each other and genuinely make efforts to
appreciate the others’ points of view, so that all arrive at a point of understanding different to
where they started from.'4

Figueroa et al. define dialogue as a ‘cyclical process of information sharing which leads to mutual

understanding, mutual agreement and collective action’ .16

Dialogue across different groups therefore contributes to the collaborative problem-solving
process because, through it, participants can:'%¢

= develop healthy scepticism and respect for other viewpoints by having their ‘accepted
wisdom’ challenged;
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= increase their critical thinking skills by weighing up different kinds of information;
= acquire sensitivity to new ideas and perspectives;

= obtain more accurate information about the concerns and priorities of different categories of
people;

= see the ‘big picture’ (i.e. understand different issues in relation to each other and in the wider
community context); and

= understand the local context, including values, politics, resources and history, and use this
information to identify solutions that will work in that context.

However, it is very important to bear in mind that catalysing dialogue around sensitive topics like
FGM carries risks and requires great expertise among facilitators. Firstly, interventions must be
extremely sensitive to power relations in the community. More privileged participants who are
used to having their voices heard must be trained (coached and mentored) to recognise the
valuable contributions of more disadvantaged participants and to incorporate their insights into
decision-making. Likewise, disadvantaged participants need to be supported to realise the value
of their contributions, to have the confidence to speak up and to communicate effectively.'®’
Secondly, dialogue can reveal significant differences in opinion; facilitators need the skills to

negotiate or even arbitrate in the case of conflict or large differences in values and priorities.

For these reasons, facilitators need to ensure that crucial characteristics are present from the
beginning of the dialogue process to achieve a productive outcome (see Figure 6).

Participants show
empathy &
acknowledge that
others' points of

Participants honour view are valid Participants with
& respect different differing points of
kinds of knowledge, view respectfully
experience & listen to one
expertise another
.. SN Participants
Participants use a DIALOGUE

acknowledge the

Iolg?]l %;a;g;)hr;-gie 4 participants overlap or similarity
anguag Iscuss common of different points of
widely understood issues

constructively view

Figure 6: Factors required for effective dialogue®®®
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D. Convergence and Consensus

Convergence is the process whereby people with divergent views gradually come together
towards a greater degree of mutual understanding, shared beliefs and agreement. The
understandings and beliefs of each individual gradually shift to become more similar to those of
others.'®® Convergence can strengthen community problem-solving by promoting consensus and
a sense of collective purpose.l’?

Practitioners working in community development have shown that consensus and democratic
decision-making are more effective in promoting community-based norm change than
confrontational approaches, which often lead to conflict. Rather than agreeing to a solution that a
person or organisation advocated at the start, a group of people who achieve convergence in
perspectives develop a consensus around ideas and strategies going forward that everyone is happy
with.1”? Consensus is based on values of respect, equality and sharing of power. It involves working
cooperatively to make sure that everyone’s needs are met and that individuals’ and the group’s
needs are taken into account.'’? Consensus does not require anyone to ‘give in’ or ‘give up’.

When a broad group of people develops and ‘owns’ a solution that makes sense to all its
members, strategies are more likely to be implemented smoothly and are more likely to be
sustainable over a long period.'”® Building a social-norms-change programme based on
consensus in Africa is also culturally appropriate because many FGM-practising communities
have strong collectivist values, and consensus is therefore a very important ideal.

CONSENSUS

participants arrive at a
mutual understanding of
a positive vision of the
future and strategies for
collective action

CONVERGENCE

participants converge
towards greater shared
understanding and
agreement

EFFECTIVE DIALOGUE

participants discuss
common issues
constructively

Figure 7: The relationship between dialogue, convergence and consensus'’*

Participants in a collaborative problem-solving process need to come to a consensus on the

following:17>

= recognition of a problem, or problems, to be addressed;

= 3 common ideal vision for the future;
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= anassessment of the current situation (how far it diverges from the ideal vision for the future);
= objectives for action going forward that are realistic in terms of resources and timeframe;
= options for possible strategies to achieve the objectives (which are, again, realistic); and

= anaction plan which includes strategies (selected based on which ones are the most important
and feasible), the order the strategies will be done in, who is responsible for specific tasks,
when they have to be implemented by and when feedback should take place.

Of course, arriving at a consensus on an action plan is not necessarily straightforward and simple,
as people may continue to disagree. Power relations between participants can mean that a
person or group with authority tries to impose a viewpoint through threat, influence or use of
positive or negative sanctions. Prevailing social norms may mean that people feel unable to
agree to something that lies well outside of usual practice. Skilled facilitators are needed to
promote consensus in such situations. Negotiation may be necessary among the opposing
individuals or groups until they reach a compromise and a mutual agreement that allows
collective action to proceed.'’®

E. Collective Action

Collective action refers to the process of effectively implementing the action plan and evaluating
its outcomes. It involves the following five steps:'’’

= Assignment of responsibilities within an agreed timeframe to individuals, existing community
groups or organisations, or to a specifically formed task force. People can either volunteer or
be assigned tasks, but there must be at least one individual who monitors the process to make
sure tasks are accomplished.

= Mobilisation of organisations for tasks that cannot be undertaken by the community alone, or
to provide resources to support community endeavours.

= |mplementation of the action plan. All individuals or groups charged with taking action should
also monitor whether activities are done on time and everyone is fulfilling their
responsibilities.

= Measurement of outcomes of the activities undertaken.

= Participatory evaluation, comparing the outcomes with the shared vision for the future and
the original objectives, by all those involved in the change process. The outcomes may or may
not be what the community originally intended or planned in order to realise their objectives.
To ensure group motivation and reward, it is important that as many people as possible
participate in the evaluation process, so that lessons learned about what worked and why can
be shared.

The collective action process is cyclical (as shown in the diagram below). Once a first round of
action and assessment is completed, the community can renew the process, either taking further
action on the same problem or addressing a new problem. The process of engaging in
collaborative problem-solving that results in social change increases the community’s collective
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capacity to solve new problems. In this way, the community becomes empowered and
strengthened to maintain and improve the change, which in turn promotes the sustainability of
the change.

v

Figure 8: The cyclical process of dialogue, collaborative problem-solving and collective action’’®

If implemented successfully, the dialogue and collaborative problem-solving process should
improve the specific issue addressed by the programme, but also:'"®

= the community’s sense of self-efficacy: the confidence that together they can succeed in
future projects;

= the community’s sense of ownership: the degree to which they feel themselves to be
responsible for the programme’s success and thus deserving of credit and benefits;

= social cohesion: the extent to which members trust and get along with others in the group
and want to cooperate with them on other projects;

= demaocratic social norms: changes in the accepted rules for participation that broaden who
has the right to participate, speak and be heard; and

= collective capacity: the overall ability of a community to engage in effective dialogue, identify
problems and design solutions, and engage in collective action in the future.
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The Grandmother Project, Senegal

The Role of Grandmother Leaders in Promoting the
Abandonment of FGM in Senegalese Communities

The prevalence of FGM in the Kolda region of southern Senegal is estimated to be 63.6% among
women aged 15-49.18° FGM is a deeply rooted tradition in the predominant ethnic groups in
that area, namely the Halpulars and Mandinka. In addition to FGM, other issues that threaten
girls’ rights and development at the family level are limited support for girls’ education, child
marriage and teenage pregnancy.

Since 2008, Grandmother Project — Change through Culture, an American and Senegalese NGO,
has implemented the Girls’ Holistic Development (GHD) programme in two communities in the
Kolda Region of Senegal (Velingara Department). This ongoing programme promotes positive
family and community roles and values to support multiple facets of girls’ development. GMP
believes that communities are more supportive of programmes, and that those programmes are
more effective, when more than one of the issues concerning communities and development
organisations are addressed simultaneously. In the GHD programme, while FGM is a priority
issue, various aspects of girls’ development are simultaneously addressed.

In addition to the abovementioned challenges that girls face, critical features of the Velingara
context prior to the development of GHD were:

= the limited social cohesion and communication between generations;

= grandmothers’ culturally designated role to socialise and support adolescent girls;

= grandmothers’ cultural responsibility for perpetuating FGM; and

= that grandmothers did not question the practice, even though they understood the risks.

The innovative GHD programme to address FGM, girls’ education, child marriage and teen
pregnancy is intended to promote community-wide change to the FGM social norm and is based
on several key concepts:

= recognition and inclusion of elders, given their role as norm-setters and advisers to younger
generations;

= active involvement of grandmothers, specifically, building on their role regarding all aspects of GHD;
= strengthening communication between generations and between the sexes;

= close collaboration with community leaders, both formal and informal, and strengthening
their confidence and capacity to promote change;

= communication methods based on dialogue and consensus-building; and

= asystems approach to community-wide change that involves three generations of community
actors (elders, adults and adolescents), including traditional and religious leaders and
teachers.
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The overall goal of GHD is to empower communities to critically reflect on FGM and other cultural
norms, and to catalyse collective action to abandon harmful practices. GMP’s efforts to promote
community-driven abandonment involves a wide range of actors, but, importantly, targets
leaders, both formal and informal, given their influence with communities.

b&‘

R

Grandmother leadership training: to increase grandmothers’ knowledge and
collective confidence to actively support and protect adolescent girls

The programme has expanded over time into more than 70 rural communities. Key activities in
the GHD programme are:

= Intergenerational forums: to strengthen communication between community and religious
leaders, parents, grandparents, teachers and adolescents on issues of concern.

= Days of Praise of Grandmothers: to recognise and encourage grandmothers to play an active role
in families and communities, and to increase respect for them among other community members.

= Under-the-tree participatory, non-formal education sessions: to involve grandmothers,
mothers and adolescents in dialogue on priority GHD topics.

= Grandmother leadership training: to increase natural grandmother leaders’ knowledge and
encourage collective action to support and protect adolescent girls regarding FGM, child
marriage and teen pregnancy.

All GHD activities use adult education methods based on dialogue and critical thinking.
Communities are never told to abandon the practice. Adult education methods such as ‘Stories-
Without-An-Ending’ challenge participants to critically reflect on both their past ideas and
experiences and new information shared with them, in most cases, by respected community
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actors like imams and midwives, and to come to their own conclusions about whether to
maintain or abandon the social norm.

In early 2019 a study was conducted to investigate the process of FGM abandonment in
communities where the GHD programme had been implemented during the past several years and
where it was apparent to GMP development staff, from the available evidence, that FGM had been
abandoned. The study sample consisted of 15 communities in which GMP development staff had
worked for several years and were very familiar with the grandmothers, women and elders. The
study aimed to understand which community actors played key roles in the abandonment process.

By triangulating the information collected, the study concluded that the abandonment of FGM had
come about primarily due to the efforts of the grandmother leaders (see Figure 9 below). These
were the natural community leaders who had participated in the GMP leadership training in 2015.

The study identified three main factors that contributed to the grandmother leaders’ strong
commitment to promote the abandonment of FGM in their own communities:

= The information they received concerning the harmful effects of FGM on girls and women
that they had ignored in the past and the realisation that Islam does not require the practice.

= Grandmother leaders’ increased confidence due to the grandmother leadership training in
which they participated, which empowered them to participate in public events and be able
to express their ideas in public.

= The creation of safe spaces for open and intergenerational discussion on previously taboo
issues dealing with girls” development, including FGM.

Once convinced of the need to abandon the practice, the grandmother leaders proceeded to
convince other grandmothers, women of reproductive age and male community leaders, including
religious leaders, to support their idea. Using their own initiative, the grandmother leaders organised
individual and group discussions to share their ideas about why FGM should be abandoned.

All interviewees said that it was the intergenerational activities organised by GMP that elicited
open-ended discussion of a previously taboo topic and contributed to developing a consensus
among community actors that the practice should be abandoned. However, it was the
assertiveness of the grandmother leaders that catalysed the ongoing debate on the issue and led

to one community after another arriving at a consensus on the necessity of abandonment.

Many of the community elders interviewed expressed that they felt obliged to follow the advice
of the grandmothers, saying, for example, ‘We could not refuse the advice of the grandmother
leaders to stop the practice, given their authority and our respect for them’, and, ‘They are the
ones responsible for FGM, just as it is the men who are responsible for circumcision of boys. It is
their affair, and if they decide to stop the practice, we will not stop them.’

The study results suggest that the process of community-wide consensus-building towards FGM
abandonment, led by the grandmother leaders, was similar in all the sample communities.

GMP therefore believes that many elements of the GHD approach can be used in other African
communities where FGM is prevalent.
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The Girls” Holistic Development programme is an important example of a CtC approach,
recognising the culturally designated role of elders, and specifically grandmothers, in the process
of dialogue and critical reflection on FGM, and the benefit of allowing community members to
draw their own conclusions about the continuation or abandonment of the practice. GMP’s use
of an unconventional intergenerational and grandmother-inclusive approach demonstrates the
importance of fostering communication between a range of community actors to promote
support for social-norms change. It also shows grandmothers’ openness to reconsidering an age-
old tradition and their ability to assume active leadership roles in their communities to promote
the wellbeing of girls and women.

One elder, who is also a city councillor, said:

I am very satisfied with the work of the [grandmother] leaders. What
they have done to promote FGM abandonment, no one else could have
done. Before, they were the ones who defended the practice. They
have an authoritative voice when they talk about FGM because they are
at the heart of the practice. They know what they are talking about.

GMP has published a number of evaluations of its GHD programme and intergenerational-dialogue
methods, as well as producing the community dialogue tool ‘Stories-Without-An-Ending: an adult
education tool for dialogue and social change’ (see https://www.28toomany.org/thematic/social-
norms-and-fgm/).
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Role of grandmother leaders in promoting abandonment of FGM/C in southern Senegal

Summary of results of interviews with grandmother leaders, women of childbearing age, and elders in Kandia Commune, Dept of Velingara, Senegal

GRANDMYPTHER

PROJECT CHANGE THROUGH CULTURE

Prior to GMP’s Girls’ Holistic
Development Program

Limited communication between
generations and social cohesion
Grandmothers were responsible for the
socialization et support to adolescent
girls and women.

FGM/c was practiced « in all villages by
all families ».

Grandmothers were culturally
responsible for perpetuating the
practice & organization of the ritual.

Grandmothers believed that FGM/C is
recommended by Islam.
Grandmothers did not question the
practice even though they understood

the risks. |J_|
~

GMP’s Strategy
Change through Culture

Systemic approach that involves
all categories of community actors
Reinforcement of social cohesion
between women and men.

Focus on understanding of the role and
influence of grandmothers and others
on FGM/C.

An approach of dialogue rather than of
messaging.

v

Recognition, inclusion and

empowerment of grandmothers to
increase their role in the community

thru their participation in:

Days of Praise: to recognize and
encourage grandmothers to play an
active role in families & communities;
to increase respect for GMs by other
community members

Intergenerational Forums: to
strengthen communication between
community & religious leaders, women
of reproductive age, parents, teachers
& adolescents

Under the Tree Sessions: to involve
grandmothers, mothers & adolescents
in dialogue for action regarding Girls’
Holistic Development issues

Grandmother Leadership Training: to
increase grandmothers’ knowledge &

collective confidence to take action to
support & protect adolescent girls

Dialogical and
consensual approach

v

Key facets of Girls’ Holistic Develop-
ment strategy that contributed to
abandonment of FGM/C by
grandmother leaders

Creation of spaces for open discussion
of FGM/C and other taboo issues :

Inclusive Approach (3 generations and
two sexes)
Free exchange of ideas on FGM/C

Grandmothers’ increased confidence
to discuss this taboo issue due to the
grandmother leadership training

Individual and collective commitment
to take action to address this issue
Consultation with other grandmothers
and grandmother leaders and women
of childbearing age

Greater confidence to discuss this issue

with elders and other leaders

Grandmothers’ increased knowledge:

FGM/C is not a recommendation of
Islam as believed in the past.

FGM/C is a cultural tradition rather
than a religious practice

The harmful impacts of the practice on
many girls and women

www.grandmotherproject.org

v

Grandmother leaders’ strategy to
promote abandonment of FGM/C
in their own communities

Organization of numerous meetings
with individuals and groups of
community leaders, men, women and
other grandmothers to share their
arguments and ideas on the
importance of stopping the practice.

Encouraging the elders, religious
leaders and men to approve the
abandonment of the practice.

@

Impact at the Community Level

Community leaders & elders support
grandmothers’ position based on their
convincing arguments for
abandonment & out of respect for
them as the guardians of tradition

All categories of community actors are
in favor of FGM/C abandonment.

The community leaders and elders
oblige their communities to no longer
practice FGM/C.

Figure 9: The Role of Grandmothers in Promoting the Abandonment of FGM in Southern Senegal (© Grandmother Project)
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8. Identifying and Training Facilitators

Many development organisations hire staff based on their educational qualifications and
technical expertise. They may have a relevant university degree, prior experience working with
NGOs or international organisations, or training in project management, campaigning or
advocacy. While such knowledge is clearly important and useful, there are other types of skills,
characteristics and knowledge that are essential for staff to possess if FGM programmes are to
be culturally-sensitive, context-specific and, hence, effective.

These staffing practices can result in ‘outsiders’, and not members of FGM-practising
communities, designing and implementing interventions. This distance between those who
design and implement programmes and those who are affected by them is common in
development more generally.'® In their initial qualitative scoping study in southern Senegal, the
GMP found that cultural loss due to ‘outsider influence’ was a significant preoccupation among
community members, and this shaped their perceptions of anti-FGM campaigns.

The Importance of Insider Knowledge

Best practice requires that team members have extensive and recent personal knowledge of the
cultural context in which the intervention will be carried out. They should be involved at all
stages of the intervention cycle, from design to implementation to evaluation. This involvement
needs to go beyond ‘consultation’ on decisions already taken, to an equal contribution to agenda-
setting. This increases the likelihood that the perspectives of community members on FGM and
their wider needs and priorities are taken into account.

Local people understand the needs, opportunities, priorities, history and
dynamics of the community in ways that professional non-residents do
not. ... People directly affected by problems have important insights
into the root causes of problems and ways to address problems.5?

To be able to work effectively with communities, it is important for organisations to have a good
understanding of the characteristics of both family and community systems and to show great
respect for them. Sometimes community-health-development workers are much more aware of
community problems, or deficits, than they are of their strengths or assets. In a community-
dialogue approach, programme staff must identify community strengths and respect community
experience, values and strategies. In other words, they need to shift from focusing on community
deficits to giving primary attention to community assets.

Respect for Local People and Their Culture

Rarely mentioned in development guides is the importance of values and ‘soft” interpersonal
skills among programme personnel. In all societies, the quality of the relationships that exist
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between development staff and community actors is a critical factor in determining community
interest and involvement in programme design and, in turn, programme outcomes. The personal
values and attitudes of field workers have a direct impact on the quality of the relationships they
develop with community members. It is essential that, even if they disagree with the practice of
FGM, intervention staff respect the local culture and the integrity of the people.

It is also essential that development staff, and particularly facilitators, are fluent in local languages
required for effective communication. A ‘crash course’ in language skills accompanied by a short
stay in a community prior to the start of a programme will not produce effective results.

Case Study: Social-Norms Change in Ethiopia?®3

A UNICEF study of FGM-practising communities in Ethiopia demonstrates that community
dialogue will only succeed when interventions are fully integrated into community life,
take place within the community itself, are facilitated by both local organisations and
community members, and engage key decision-makers and influencers throughout the
process.

In the Gewane District of the Afar region, where the population is primarily migratory,
pastoralist and clan-based, rapid abandonment of FGM has been attributed to:

= community dialogue facilitated by local organisations as well as traditional clan and
religious leaders, women, youth and elders who have actively engaged community
members in discussions during the course of daily life (for example, during coffee-
drinking or khat-chewing sessions, or walking with pastoralists as they graze their cattle);

» inviting all village members to attend discussions that address a wide range of
community concerns and not FGM in isolation;

= active engagement of traditional and religious leaders throughout in clan-based societies;

= amonitoring and support mechanism put in place through local committees to monitor
implementation of community agreements, as well as pregnancies and births, and
provide ongoing counselling to families against practising FGM; and

= the establishment by clan leaders of traditional enforcement mechanisms for those
who continued to perform FGM (such as the requirement to slaughter a cow, a
pastoralist’s most prized possession).

In other FGM-abandonment interventions included in the Ethiopian study, although
community dialogue formed the basis of activities, the discussions often took place at a
sub-district rather than a village level and were standalone rather than forming part of
wider community-development discussions. Thus, they proved insufficient to bring about
behavioural change and reach a sufficient degree of consensus to shift social norms.
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Facilitation Skills to Promote Learning and Change

To design and implement anti-FGM social-norms programmes, workers need:

skills in community development;

group facilitation skills; and

knowledge of adult education principles and practices;

knowledge of participatory communication methods.

Programmes should therefore develop training activities to ensure that field staff progressively

develop these key categories of knowledge and skills, as outlined in Table 8 below.

Community
Development

Adult Education

Group Facilitation

Participatory
Communication

Focuses on
community assets
rather than deficits

Identifies formal and
informal community
leaders

Develops rapport
and collaboration
with community
leaders

Develops community
autonomy in
decision-making
Strengthens skills of
community leaders
in participatory
problem-solving
Builds up the ability
of community actors
to communicate and
collaborate
effectively

Helps community
groups to link with
outside organisations
and institutions to
access resources

Understands
characteristics of
adult learners

Uses a problem-
solving approach,
not a banking
approach, to
education

Uses facilitation,
not instruction

Creates a learning
environment that
facilitates learning

Develops critical-
thinking skills

Stimulates group
learning

= Takes on the role
of facilitator in
group activities

= Has strong
listening and
questioning skills

=  Gives and
receives feedback

= Has strong verbal
and non-verbal
communication
skills

= Restrains group
members who
dominate the
discussion

= Encourages shy
group members
to contribute
their ideas to
group discussions

= Has conflict-
resolution skills

Develops and

uses a variety of

these methods:

o stories

o songs

o role plays or
skits

o community
theatre

o community

meetings

games

discussions

pictures

o O O O

case studies

Table 8: Knowledge and skills needed by community-health-development

workers to promote change in communities
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9. Conclusions and Recommendations

This report presents the growing evidence that community-based social-norms programmes
appear to be the most effective strategy for catalysing shifts in FGM-related attitudes and
behaviours. From this research come a number of methods and tools to assist practitioners and
policy makers in designing and implementing community programmes, which the authors of this
report will publish in due course as a follow-up to this discussion.

In the meantime, however, while there is no simple blueprint, the evidence suggests that
organisations should heed the following recommendations:

= FGM s often a social norm. This means that, even if they are aware of its risks, people practise
it because they believe that everyone else does it; they have never questioned behaving
otherwise; they receive social, religious or economic benefits from conforming to the norm;
and they fear sanctions from others for deviating from the norm. The perceptions that
different community members have of the benefits and sanctions of practising FGM must be
taken seriously and addressed if programmes are to be effective.

= Unlike Western societies, in which individualist values prevail, FGM-practising communities
tend to have collectivist values, where an individual’s sense of self is linked to their
membership of a social group. Group members are dependent on, and strongly influenced
by, other members of their group, and are often reluctant to ‘stand out from the crowd’ by
deviating from dominant norms. Decisions, like whether or not to cut a girl, are also taken
collectively rather than individually. Programmes that catalyse shifts in social norms at the
level of the whole community simultaneously are therefore more likely to be effective than
programmes that focus on individual behaviour change.

= Programmes are more effective if they involve the decision-makers, influencers and cultural
authorities who have the most influence over FGM and, therefore, the most power to change
it. Itis thus essential for organisations to identify exactly who these categories of people are
in the specific contexts in which they work. Evidence shows that respect for elders and
gender-specific spheres of activity are cultural characteristics that tend to prevail within FGM-
practising communities. Hence the influential actors tend to be elders, particularly female
elders or grandmothers. Respectfully involving these individuals should be a priority for
organisations, even if they are initially strongly supportive of FGM.

= Cultural values and beliefs profoundly influence the practice of, and social norms
underpinning, FGM. It is therefore essential for organisations to acquire a deep
understanding of the specific context in which a programme is to be implemented, in terms
of what kind of FGM is practised and why, and how the practice is underpinned by the deep
cultural characteristics of the society. This is best achieved by collaborating in programme
design with individuals intimately familiar with the context and by using qualitative and
participatory research methods rather than quantitative surveys.
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= Development programmes that catalyse shifts in social norms are more likely to appeal to
community members if they first celebrate and build upon the positive cultural values,
behaviours, roles and resources within that community than if they frame the culture and
community as the source of problems. Programmes should therefore identify and reinforce
positive aspects of the local cultures through their activities and build trust and rapport with
the community before opening up discussions around harmful practices like FGM.

= Programmes are more effective in shifting attitudes and behaviours if they consult with a
broad range of community members to define the problems they face and empower them
to engage in dialogue and collaborative problem-solving. The remit of the programme
should therefore be framed positively and in broader terms than just FGM, to address wider
community concerns and priorities.

= To promote dialogue and collective mobilisation, programmes need to overcome cultural
taboos on talking about sensitive topics like FGM. This will often involve building people’s
confidence to speak more openly to their peers and wider community members, especially if they
tend to be sidelined from formal decision-making for reasons associated with their age, gender,
etc. Programmes also need to improve trust, relationships and communication between different
genders and generations, and between communities and relevant external stakeholders.

= Programmes that aim to catalyse processes of collaborative problem-solving are more
effective if they work directly with both formal and informal leaders, who can represent and
mobilise all categories of people in their communities to promote change towards a common
goal.

= Non-directive methods that allow community members to discuss the pros and cons of FGM,
draw on their prior experiences, develop critical thinking skills and come to their own
conclusions are more effective in catalysing shifts in attitudes than directive messaging that
tells people what to think or do. Organisations should therefore develop materials that allow
people to discuss scenarios likely to occur in their social settings, that are culturally-sensitive
and affirmative and that build on indigenous forms of communication and education.

= Key to successful norms-change programmes are relationships of trust and respect between
communities and organisation staff. Organisations should use culturally sensitive imagery
and neutral, non-judgemental language to refer to FGM. They should work with staff who
have in-depth knowledge of the cultural and religious context and proven skills in facilitation
and community development.

In conclusion, as we publish this report, we are witnessing increasing discussion among anti-FGM
organisations and activists around the relevance and importance of social norms in the work to
end the practice. 28 Too Many welcomes this debate, encourages further investigation and calls
for detailed, adequately funded community-level research and the integration of social-norms-
change strategies into programme design moving forward.

67 1




28 TOO MANY: FGM AND SOCIAL NORMS

References

10
11

12

13

14
15
16
17
18

- Alissa Koski and Jody Heymann (2017) ‘Thirty-Year Trends in the Prevalence and Severity of Female Genital
Mutilation: A Comparison of 22 Countries’, BMJ Global Health 2.

- UNICEF (2013a) Female Genital Mutilation/Cutting: A Statistical Overview and Exploration of the Dynamics
of Change. New York, NY.

Ellen Gruenbaum (1996) The cultural debate over Female Circumcision: the Sudanese are arguing this one out

for themselves’, Medical Anthropology Quarterly 10(1), pp.455—475.

UNICEF (2013a) op. cit., p.15.

- Nasra Abubakar (2013) ‘Global Discourse, Local Practice: Female Circumcision and Inter-Generational Conflict
in a Somali Diaspora Community’, Perspectives on Global Development and Technology 12, pp.476—488.

- Judi Aubel and Bridget Lombardo (2006) Les Valeurs Culturelles, I’éducation Des Jeunes Filles et I’excision:
Une Etude Qualitative Communautaire. Vélingara, Sénégal.

- Rigmor C. Berg, Eva Denison and Atle Fretheim (2010) Factors Promoting and Hindering the Practice of
Female Genital Mutilation/Cutting (FGM/C). Report from Kunnskapssenteret (Norwegian Knowledge Centre
for the Health Services) No 23—2010 Systematic Review.

- Ylva Hernlund (2000) ‘Cutting without Ritual and Ritual without Cutting: Female “Circumcision” and the Re-
Ritualization of Initiation in the Gambia’ in Bettina Shell-Duncan and Ylva Hernlund (eds.) (2000) Female
‘circumcision’ in Africa: culture, controversy and change, pp.235—-252. Boulder, CO and London: Lynne
Rienner publishers.

- Sara Johnsdotter, Moussa Kontie, Aje Carlbom, Rishan Aregai and Birgitta Essen (2009) ‘“Never My
Daughters”: A Qualitative Study Regarding Attitude Change toward Female Genital Cutting among Ethiopian
and Eritrean Families in Sweden’, Health Care for Women International 30, pp.114-133.

Ellen Gruenbaum (2005) ‘Feminist Activism for the Abolition of FGC in Sudan’, pp.99-100, Journal of Middle

East Women’s Studies 1(2), pp.89-111.

United Nations General Assembly (2009) The Girl Child: Report of the Secretary-General, UN document

A/64/315, p.17. New York, NY: United Nations.

Gerry Mackie, Francesca Moneti, Holly Shakya and Elaine Denny (2015) What are Social Norms? How are They

Measured?, p.12. UNICEF/University of California, San Diego, Center on Global Justice. Available at

https://www.unicef.org/protection/files/4_09_30_Whole_What_are_Social_Norms.pdf.

UNICEF (2013a) op. cit., pp.14-15.

Ibid., p.16.

Gerry Mackie et al. (2015), op. cit., p.28.

- Pennie G. Foster-Fishman and Teresa R. Behrens (2007) ‘Systems Change Reborn: Rethinking Our Theories,
Methods, and Efforts in Human Services Reform and Community-Based Change’, American Journal of
Community Psychology 39, pp.191-196.

- Pennie G. Foster-Fishman, Branda Nowell and Huilan Yang (2007) ‘Putting the System Back into Systems
Change: A Framework for Understanding and Changing Organizational and Community Systems’, American
Journal of Community Psychology 39, pp.197-215.

For example:

- Maria Elena Figueroa, D. Lawrence Kincaid, Manju Rani and Gary Lewis (2002) Communication for Social
Change: An Integrated Model for Measuring the Process and Its Outcomes. New York, NY: The Rockefeller
Foundation and Johns Hopkins University Center for Communication Programs.

- Roz D. Lasker and Elisa S. Weiss (2003) ‘Broadening Participation in Community Problem Solving: A
Multidisciplinary Model to Support Collaborative Practice and Research’, Journal of Urban Health: Bulletin
of the New York Academy of Medicine 80(1), pp.14—60.

Eva Denison, Rigmor C. Berg, Simon Lewin and Atle Fretheim (2009) Effectiveness of Interventions Designed to

Reduce the Prevalence of Female Genital Mutilation/Cutting. Report from Kunnskapssenteret Nr 25-2009. Oslo.

Ibid., pp.48-50.

Ibid., p.51.

Ibid., pp.51-52.

Ibid.

- Amy Abdelshahid and Catherine Campbell (2015) ‘““Should | Circumcise My Daughter?” Exploring Diversity
and Ambivalence in Egyptian Parents’ Social Representations of Female Circumcision’, Journal of
Community & Applied Social Psychology 25, pp.49—65.

[ e L



https://www.unicef.org/protection/files/4_09_30_Whole_What_are_Social_Norms.pdf

28 TOO MANY: FGM AND SOCIAL NORMS

19
20
21
22

23
24

25
26
27
28

29
30

31

32
33
34
35
36
37
38

39

40
41

42

6o 1

- Beth Maina Ahlberg, Ingela Krantz, Gunilla Lindmark and Marian Warsame (2004) ‘It’s Only a Tradition:
Making Sense of Eradication Interventions and the Persistence of Female Circumcision within a Swedish
Context’, Critical Social Policy 24(1), pp.50-78.

Eleanor Brown, Faith Mwangi-Powell, Miriam Jerotich and Victoria Le May (2016) ‘Female Genital

Mutilation in Kenya: Are Young Men Allies in Social Change Programmes?’, Reproductive Health Matters

24(47), pp.118-125.

Ismail Sougueh Guedi (2018) ‘“Les Obstacles Socioculturels a I’élimination de Toutes Les Formes de MGF a

Djibouti’, pp.79-90 in M. Fusaschi and G Cavatorta (eds.) (2018) FGM/C: from medicine to critical

anthropology. Torino: Meti Edizioni.

Elisabeth Isman, Cecilia Ekéus and Vanja Berggren (2014) ‘Perceptions and Experiences of Female Genital

Mutilation after Immigration to Sweden: An Explorative Study’, Sexual & Reproductive Healthcare 4, pp.93-98.

- J. Muteshi and J. Sass (2005) Female Genital Mutilation in Africa: An Analysis of Current Abandonment
Approaches. Nairobi.

As used in Charlotte Feldman-Jacobs and Sarah Ryniak (2006) Abandoning Female Genital Mutilation/Cutting:

An In-Depth Look at Promising Practices. Washington, DC.

As used in Denison et al. (2009) op. cit.

Edward T. Hall (1976) Beyond Culture. Garden City, NY: Anchor Books.

Adapted from Janice Boddy (1982) ‘Womb as oasis: the symbolic context of pharaonic circumcision in rural

Northern Sudan’, American Ethnologist 9(4), pp.682—698.

Geert Hofstede (1984) Culture’s Consequences: International Differences in Work-Related Values. London: Sage.

Adapted from Judi Aubel and Alyssa Rychtarik (2015) Focus on families and culture: a guide for conducting a

participatory assessment on maternal and child nutrition, p.13. Washington, DC: USAID.

Adapted from Judi Aubel (2014) Involving Grandmothers to Promote Child Nutrition, Health and

Development: A Guide for Programme Managers and Planners, p.27. Toronto: Grandmother Project and

World Vision International.

Ibid.

Joseph K. Adjaye and Osei-Mensah Aborampah (2004) ‘Intergenerational cultural transmissions among the

Akan of Ghana’, Journal of Intergenerational Relationships 2(3/4), pp.23-38.

Aubel and Rychtarik (2015) op. cit., p.15.

Ibid., p.14.

H. Gould (2001) ‘Culture and social capital’, pp.69-75 in F. Matarasso (ed.) (2001) Recognising Culture: A

Series of Briefing Papers on Culture and Development. London: Comedia, The Department of Canadian

Heritage, and UNESCO.

Jack Donnelly (1984) ‘Cultural Relativism and Universal Human Rights’, Human Rights Quarterly 6(4), pp.400—

419. The Johns Hopkins University Press. Available at

http://fs2.american.edu/dfagel/www/class%20readings/donnelly/cultual%20relativism.pdf.

Ibid.

Sarah White and Séverine Deneulin (2009) ‘Culture and Religion’, pp.246—71 in Séverine Deneulin and Lila

Shahani (eds.) (2009) An introduction to the human development and capability approach: freedom and agency.

London: Earthscan.

AMREF Health Africa (2017) Changing Embodied Practices: A Cultural Psychological Analysis of Female Genital

Cutting and Alternative Rites of Passage. Research report for AMREF Health Africa (abridged), p.7.

Judi Aubel (2014) op. cit.

John P. Kretzmann and John L. MacKnight (1993) Building Communities from the inside out: A Path toward

Finding and Mobilizing a Community’s Assets. Evanston, IL: Evanston: Asset-Based Community Development

Institute/Institute for Policy Research, Northwestern University.

Shirley White and K. Sadanandan Nair (1994) ‘Participatory Development Communication as Cultural

Renewal’, Participatory Communication: Working for Change and Development, pp.138-193.

28 Too Many (2018) The Law and FGM: An Overview of 28 African Countries (September 2018). Available at

https://www.28toomany.org/thematic/law-and-fgm/.

- Liv Tgnnessen, Samia EI-Nagar and Sharifa Ghafar Bamkar (2017) ‘Paper Tiger Law Forbidding FGM in
Sudan’, OpenDemocracy. Available at https://www.opendemocracy.net/liv-t-nnessen-samia-el-nagar-
sharifa-gafar-bamkar/paper-tiger-law-forbidding-fgm-in-sudan [accessed 20 September 2018].

- Nadia Toubia (1995) Female Genital Mutilation: A Call for Global Action, p45. New York, NY.

Ellen Gruenbaum (2005) op. cit.

- 28 Too Many (2018) op. cit.

- Jo Boyden, Alula Pankhurst and Yisak Tafere (2012) ‘Child Protection and Harmful Traditional Practices:
Female Early Marriage and Genital Modification in Ethiopia’, Development in Practice 22(4), pp.510-522.

- Ylva Hernlund (2000) op. cit.



http://fs2.american.edu/dfagel/www/class%20readings/donnelly/cultual%20relativism.pdf
https://www.opendemocracy.net/liv-t-nnessen-samia-el-nagar-sharifa-gafar-bamkar/paper-tiger-law-forbidding-fgm-in-sudan
https://www.opendemocracy.net/liv-t-nnessen-samia-el-nagar-sharifa-gafar-bamkar/paper-tiger-law-forbidding-fgm-in-sudan

28 TOO MANY: FGM AND SOCIAL NORMS

43

44
45
46

47
48

49

50

51
52
53
54
55
56
57
58
59
60

61

62

63
64

65

- Michelle C. Johnson (2000) ‘Becoming a Muslim, Becoming a Person: Female “Circumcision”, Religious
Identity, and Personhood in Guinea-Bissau’, pp.215-233 in Bettina Shell-Duncan and Ylva Hernlund (eds.)
(2000) Female ‘Circumcision’ in Africa: Culture, Controversy and Change. Boulder, CO and London: Lynne
Rienner publishers.

- Bettina Shell-Duncan and Ylva Hernlund (2000) ‘Female “Circumcision” in Africa: Dimensions of the Practice
and Debates’, pp.1-40 in Bettina Shell-Duncan and Ylva Hernlund (eds.) (2000) Female ‘Circumcision’ in
Africa: Culture, Controversy and Change. Boulder, CO and London: Lynne Rienner publishers.

- Jo Boyden, Alula Pankhurst and Yisak Tafere (2012) op. cit.

- Lynn Thomas (2000) “Ngaitana (I Will Circumcise Myself)”: Lessons from Colonial Campaigns to Ban
Excision in Meru, Kenya’, pp. 129-150 in Bettina Shell-Duncan and Ylva Hernlund (2000) op. cit.

J. Muteshi and J. Sass (2005) op. cit., p.19.

Denison et al., op. cit., p.49.

- Ricardo Falcdo (2018) ‘Resistance to Change: FGM/C and Gendered Inequality in Senegal’, pp.181-191 in
Michela Fusaschi and Giovanna Cavatorta (2018) FGM/C: from medicine to critical anthropology. Torino:
Meti Edizioni.

- Maire Mhérdha (2015) Knowing Best? An Ethnographic Exploration of the Politics and Practices of an
International NGO in Senegal. University of St. Andrews.

J. Muteshi and J. Sass (2005) op. cit., p.22.

- Ylva Hernlund (2000) op. cit.

- Michelle C. Johnson (2000) op. cit.

- Bettina Shell-Duncan and Ylva Hernlund (2000) op. cit.

Alo Olubunmi Akinsanya and Gbadebo Babatunde (2011) ‘Intergenerational attitude change regarding

Female Genital Cutting in Yoruba speaking ethnic group of Southwest Nigeria: a qualitative and quantitative

enquiry’, Electronic Journal of Human Sexuality 14(8).

- Claudie Gosselin (2000) ‘Handing over the Knife: Numu Women and the Campaign against Excision in Mali’,
pp.193-214 in Bettina Shell-Duncan and Ylva Hernlund (2000) op. cit.

- Ylva Hernlund (2000) op. cit.

- Michelle C. Johnson (2000) op. cit.

- Bettina Shell-Duncan, Walter Obungu Obiero and Leunita Auko Muruli (2000) “Women without Choices:
The Debate over Medicalisation of Female Genital Cutting and Its Impact on a Northern Kenyan
Community’, pp.109-128 in Bettina Shell-Duncan and Ylva Hernlund (2000) op. cit.

Ellen Gruenbaum (1982) ‘The Movement against Clitoridectomy and Infibulation in Sudan: Public Health

Policy and the Women’s Movement’, Medical Anthropology Newsletter 13(2), pp.4—12.

Laurence Droy, Lotte Hughes, Mark Lamont, Peter Nguura, Damaris Parsitau and Grace Wamue Ngare (2019)

LIAS Working Paper 1: Alternative Rites of Passage in FGM/C Abandonment Campaigns in Africa: A Research

Opportunity, p.1.

J. Muteshi and J. Sass (2005) op. cit., pp.27-29.

Laurence Droy, et al. (2019) op. cit.

AMREF Health Africa (2017) op. cit., p.6.

J. Muteshi and J. Sass (2005) op. cit., pp.29-31.

Susan Saegert (2006) ‘Building Civic Capacity in Urban Neighborhoods: An Empirically Grounded Anatomy’,

Journal of Urban Affairs 28(3), pp.275-294.

Roz D. Lasker and Elisa S. Weiss (2003) op. cit., pp.19-20.

Maria Elena Figueroa et al. (2002) op. cit., p.5.

For an example, see UNFPA-UNICEF (2017) UNFPA-UNICEF Global Programme to Accelerate Action to End

Child Marriage: Progress Report 2016, pp.42—-43. Washington, DC.

- Sundari Anitha and Aisha Gill (2009) ‘Coercion, Consent and the Forced Marriage Debate in the UK’,
Feminist Legal Studies 17, pp.165—-184.

- Sumi Madhok (2013) ‘Action, Agency, Coercion: Reformatting Agency for Oppressive Contexts’, pp.102-121
in A. Wilson, S. Madhok and K. Philips (eds.) (2013) Gender, Agency, and Coercion. London: Palgrave
Macmillan.

Judi Aubel and Douangchan Sihalathavong (2001) ‘Participatory Communication to Strengthen the Role of

Grandmothers in Child Health: An Alternative Paradigm for Health Education and Health Communication’,

Journal of International Communication 7(2), pp.76-97.

Pennie G. Foster-Fishman and Teresa R. Behrens, op. cit.

Penelope Hawe, Alan Shiell, Therese Riley (2009) ‘Theorising Interventions as Events in Systems’, American

Journal of Psychology 43, p.267.

Courtney Keene (2007) Development Projects That Didn’t Work: The Perils of Narrow Approaches to Complex

Situations. New York, NY.
[ 70 L




28 TOO MANY: FGM AND SOCIAL NORMS

66
67
68

69
70
71

72
73
74

75

76
77

78
79

80

81

82
83

84
85

86
87

Il

Pennie G. Foster-Fishman, Branda Nowell and Huilan Yang (2007) op. cit., pp.204-205.
Pennie G. Foster-Fishman and Teresa R. Behrens (2007) op. cit.
Adapted from Pennie G. Foster-Fishman, Branda Nowell and Huilan Yang (2007) op. cit., pp.197-215.

Ibid.

UNICEF (2013a) op. cit.

- Ellen Gruenbaum (2005) op. cit., p.99.

- Lori Leonard (2000) ‘Adopting Female “Circumcision” in Southern Chad: The Experience of Myabé’, pp.167—
91 in Bettina Shell-Duncan and Ylva Hernlund (eds.) (2000) op. cit.

- Bettina Shell-Duncan and Ylva Hernlund (eds.) (2000) op. cit., p.7.

John Hartung (1985) ‘Matrilineal Inheritance: New Theory and Analysis’, The Behavioural and Brain Sciences

8, pp.661-88.

C. Horne (2001) ‘Sex and Sanctioning: Examining Two Theories of Norm Convergence’, pp.3—34 in M. Hechter

and K. D. Opp (eds.) (2001) Social Norms. New York, NY: Russell Sage Foundation.

Diana Kuring (2014) Diversity, Culture and International Law: Self Determination in the Case of Harmful

Traditional Practices, pp.20-21. Berlin: Verlag.

Click for source document: Burkina Faso: DHS 2010; Benin: DHS 2011-12; Cameroon: DHS 2004; CAR: MICS

2010; Chad: EDS-MICS 2014-15; Céte d’lvoire: DHS 2011-12; Djibouti: MICS 2007; Egypt: EHIS 2015; Eritrea:

EPHS 2010; Ethiopia: DHS 2016; Ghana: MICS 2011; Guinea: DHS 2012; Guinea-Bissau: MICS 2014; Kenya: DHS

2014; Liberia: DHS 2013; Mali: DHS 2012-13; Mauritania: MICS 2015; Niger: DHS 2012; Nigeria: DHS 2013;

Senegal DHS-Cont 2015; Sierra Leone: DHS 2013; Somalia: MICS 2006; Sudan: MICS 2014; Tanzania: DHS 2015-

16; The Gambia: DHS 2013; Togo: DHS 2013-14; Uganda: DHS 2011.

Declaration: on the Terminology FGM (2005) 6th IAC General Assembly. Mali.

- Yussif Nagumse Alhassan, Hazel Barrett, Katherine E. Brown and Kayleigh Kwah (2016) ‘Belief Systems
Enforcing Female Genital Mutilation in Europe’, International Journal of Human Rights in Healthcare 9(1),
pp.29-40.

- Michaela Fusaschi and Giovanna Cavatorta (2018) ‘Introduction FGM/C: Which Spaces for a Critical
Anthropology? Diaglogues, Resistances and New Opportunities’, pp.5—-30 in Michela Fusaschi and Giovanna
Cavatorta (eds.) (2018) op. cit.

- Abdi A. Gele, Bernadette Kumar, Karin Harslgf Sundby and Joanne Hjelde (2012) ‘Attitudes toward Female
Circumcision among Somali Immigrants in Oslo: A Qualitative Study’, International Journal of Women’s
Health 4, pp.7-17.

- Elisabeth Isman, Cecilia Ekéus and Vanja Berggren (2013) ‘Perceptions and Experiences of Female Genital
Mutilation after Immigration to Sweden: An Explorative Study’, Sexual & Reproductive Healthcare 4, pp.93—98.

Yussif Nagumse Alhassan et al. (2016) op. cit.

World Health Organization (2016) WHO guidelines on the management of health complications from female

genital mutilation, pp.2-4. Available at http://www.who.int/reproductivehealth/topics/fgm/management-

health-complications-fgm/en/.

- 28 Too Many (2016) Country Profile: FGM in Nigeria. Available at https://www.28toomany.org/country/nigeria/.

- Hilary Burrage (2013) ‘What Is Female Genital Mutilation? Why Does It Occur? What Are Its Health And
Wellbeing Impacts?’, Hilary Burrage [blog], 15 January. Available at
https://hilaryburrage.com/2013/01/15/why-does-female-genital-mutilation-occur-and-what-are-its-impacts/.

- UNFPA (2018) Female Genital Mutilation (FGM) Frequently Asked Questions. Available at
http://www.unfpa.org/resources/female-genital-mutilation-fgm-frequently-asked-
questions#sthash.zzspKEgK.dpuf.

- Hilary Burrage (2013) op. cit.

- UNFPA (2013) op. cit.

Ibid.

Gerry Mackie (2000) ‘Female Genital Cutting: The Beginning of the End’, pp.253—81 in Bettina Shell-Duncan

and Ylva Hernlund (eds.) (2000) op. cit.

UNICEF (2013a) op. cit.

- Ellen Gruenbaum (2005) op. cit.

- Michelle C. Johnson (2000) op. cit.

- J. Muteshi and J. Sass (2005) op. cit., pp.13-14.

- Sarah O’Neill (2018) ‘Purity, Cleanliness, and Smell: Female Circumcision, Embodiment, and Discourses among
Midwives and Excisers in Fouta Toro, Senegal’, Journal Of The Royal Anthropological Institute 24(4), pp.730-48.

Hilary Burrage (2013) op. cit.

UNICEF (2013a) op. cit., p.68.



http://dhsprogram.com/pubs/pdf/FR256/FR256.pdf
http://dhsprogram.com/pubs/pdf/FR270/FR270.pdf
http://dhsprogram.com/pubs/pdf/FR163/FR163-CM04.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS4/West%20and%20Central%20Africa/Central%20African%20Republic/2010/Final/Central%20African%20Republic%202010%20MICS_French.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS4/West%20and%20Central%20Africa/Central%20African%20Republic/2010/Final/Central%20African%20Republic%202010%20MICS_French.pdf
http://dhsprogram.com/pubs/pdf/FR317/FR317.pdf
http://dhsprogram.com/pubs/pdf/FR272/FR272.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS3/Middle%20East%20and%20North%20Africa/Djibouti/2006/Final/Djibouti%202006%20MICS_French.pdf
https://dhsprogram.com/pubs/pdf/FR313/FR313.pdf
https://www.unicef.org/eritrea/resources_17043.html
https://www.unicef.org/eritrea/resources_17043.html
http://dhsprogram.com/pubs/pdf/PR81/PR81.pdf
https://www.unicef.org/ghana/Ghana_MICS_Final.pdf
http://dhsprogram.com/pubs/pdf/FR280/FR280.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS5/West%20and%20Central%20Africa/Guinea-Bissau/2014/Final/Guinea-Bissau%202014%20MICS%20Final%20Report_Portuguese.pdf
http://dhsprogram.com/pubs/pdf/FR308/FR308.pdf
http://dhsprogram.com/pubs/pdf/FR308/FR308.pdf
https://dhsprogram.com/pubs/pdf/FR291/FR291.pdf
http://www.dhsprogram.com/pubs/pdf/FR286/FR286.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS5/West%20and%20Central%20Africa/Mauritania/2015/Key%20findings/Mauritania%202015%20MICS%20KFR_French.PDF
http://dhsprogram.com/pubs/pdf/FR277/FR277.pdf
http://dhsprogram.com/pubs/pdf/FR293/FR293.pdf
http://dhsprogram.com/pubs/pdf/FR320/FR320.pdf
http://dhsprogram.com/pubs/pdf/FR297/FR297.pdf
http://microdata.worldbank.org/index.php/catalog/51
https://mics-surveys-prod.s3.amazonaws.com/MICS5/Middle%20East%20and%20North%20Africa/Sudan/2014/Final/Sudan%202014%20MICS_English.pdf
http://dhsprogram.com/pubs/pdf/FR321/FR321.pdf
http://dhsprogram.com/pubs/pdf/FR321/FR321.pdf
http://dhsprogram.com/pubs/pdf/FR289/FR289.pdf
http://dhsprogram.com/pubs/pdf/FR301/FR301.pdf
http://www.dhsprogram.com/pubs/pdf/FR264/FR264.pdf
https://www.28toomany.org/country/nigeria/
https://hilaryburrage.com/2013/01/15/why-does-female-genital-mutilation-occur-and-what-are-its-impacts/
http://www.unfpa.org/resources/female-genital-mutilation-fgm-frequently-asked-questions#sthash.zzspKEgK.dpuf
http://www.unfpa.org/resources/female-genital-mutilation-fgm-frequently-asked-questions#sthash.zzspKEgK.dpuf

28 TOO MANY: FGM AND SOCIAL NORMS

88 Carla Makhlouf Obermeyer (1999) ‘Female Genital Surgeries: The Known, the Unknown, and the
Unknowable’, Medical Anthropology Quarterly 13(1), pp.79-106.

89 28 Too Many (2017) Country Profile: FGM in Egypt, p.64. Available at https://www.28toomany.org/country/egypt/.

90 - 28 Too Many (2015) Country Profile: FGM in Burkina Faso, p.53. Available at

https://www.28toomany.org/country/burkina-faso.
- 28 Too Many (2016) Country Profile: FGM in Nigeria, p.43.
91 - Rigmor C. Berg, Eva Denison and Atle Fretheim (2010) op.cit.
- Elisabeth Isman, Cecilia Ekéus and Vanja Berggren (2013) op. cit.
- Bettina Shell-Duncan, Katherine Wandera, Ylva Hernlund and Amadou Moreau (2011) ‘Dynamics of Change
in the Practice of Female Genital Cutting in Senegambia: Testing Predictions of Social Convention Theory’,
Social Science & Medicine 78(8), pp.1275-1283.
- P. Wheeler (2003) ‘The Role of the Law’, The International Journal of Children’s Rights 11, pp.257-271.
92 Bettina Shell-Duncan, Katherine Wandera, Ylva Hernlund and Amadou Moreau (2011) op. cit.
93 - Rigmor C. Berg, Eva Denison and Atle Fretheim (2010) op. cit.
- Jo Boyden, Alula Pankhurst and Yisak Tafere (2012) op. cit.

94 Adapted from Judi Aubel and Bridget Lombardo (2006) Les Valeurs Culturelles, I'éducation Des Jeunes Filles et
’excision: Une Etude Qualitative Communautaire. Vélingara, Sénégal.

95 Eva Denison et al. (2009) op. cit., pp.57-58.

96 VYussif Nagumse Alhassan et al. (2016) op. cit.

97 Judi Aubel (2014) op. cit., p.6.

98 - Fuambai Sia Ahmadu (2005) Cutting the Anthill: The Symbolic Foundations of Female and Male Circumcision

Rituals among the Mandinka of Brikama, the Gambia. London School of Economics.

- K. Missailidis and Prof. M. Gebre-Medhin (2000) ‘Female Genital Mutilation in Eastern Ethiopia’, The Lancet
356(9224), pp.137-138.

- Sarah O’Neill (2012) Defying the Law, Negotiating Change: The Futanke’s Opposition to the National Ban on
FGM in Senegal [PhD thesis]. Department of Social Anthropology, Goldsmiths University of London.

- Lynn Thomas (2000) ‘““Ngaitana (I Will Circumcise Myself)”: Lessons from Colonial Campaigns to Ban
Excision in Meru, Kenya’, p.131 in Bettina Shell-Duncan and Ylva Hernlund (2000) op. cit.

99 - Nasra Abubakar (2013) op. cit., p.484.

- Yussif Nagumse Alhassan et al. (2016) op. cit.

- Janice Boddy (1982) op. cit.

- A. Gamal Eldin, S. Babiker, M. Sabahelzain and M. Eltayeb (2018) FGM/C Decision-Making Process and the
Role of Gender Power Relations in Sudan. Evidence to End FGM/C: Research to Help Women Thrive. New
York, NY.

- Abdi A. Gele, Bernadette Kumar, Karin Harslgf Sundby and Joanne Hjelde (2012) op. cit.

- Pamela Kea and K. Maier (2017) ‘Challenging Global Geographies of Power: Sending Children Back to Nigeria
from the United Kingdom for Education’, Comparative Studies in Society and History 59(4), pp.818—845.

100 - Yussif Nagumse Alhassan et al. (2016) op. cit., pp.35—36.

- Abdi A. Gele, Bernadette Kumar, Karin Harslgf Sundby and Joanne Hjelde (2012) op. cit.

- Sophia Koukoui, Ghayda Hassan and Jaswant Guzder (2017) ‘The Mothering Experience of Women with
FGM/C Raising ‘Uncut’ Daughters, in lvory Coast and in Canada’, Reproductive Health 14(51), pp.1-11.

101 Nasra Abubakar (2013) op. cit.

102 - Nasra Abubakar (2013) op. cit.

- Lynn Thomas (2000) ‘““Ngaitana (I Will Circumcise Myself)”: Lessons from Colonial Campaigns to Ban
Excision in Meru, Kenya’, p.131 in Bettina Shell-Duncan and Ylva Hernlund (2000) op. cit.

103 Bettina Shell-Duncan, Amadou Moreau, Katherine Wander and Sarah Smith (2018) ‘The Role of Older Women
in Contesting Norms Associated with Female Genital Mutilation/ Cutting in Senegambia: A Factorial Focus
Group Analysis’, PLOS One 13(7).

104 Judi Aubel and Bridget Lombardo (2006) Les Valeurs Culturelles, I’éducation Des Jeunes Filles et I’excision: Une
Etude Qualitative Communautaire, p.15. Vélingara, Sénégal.

105 - Sally-Marie Bamford and Jessica Watsonm (eds.) (2013) A Compendium of Essays: Has the Sisterhood

Forgotten Older Women? London: International Longevity Centre UK.

- Valerie Lipman (2011) The (in)Visibility of Older People in the International Development Discourse.
University of Southampton.

- Valerie Lipman (2013) ‘The Invisibility of Older Women in International Development’, pp.111-113 in Sally-
Marie Bamford and Jessica Watson (eds.) (2013) op. cit.

- Bridget Sleap, Eppu Mikkonen-Jeanneret and Mark Gorman (2013) ‘Older Women in Low-and Middle-
Income Countries — Forgotten by Feminism?’, pp.107—110 in Sally-Marie Bamford and Jessica Watson (eds.)

(2013) op. cit.
EZ .



https://www.28toomany.org/country/egypt/
https://www.28toomany.org/coun

28 TOO MANY: FGM AND SOCIAL NORMS

106

107
108

109

110

111
112

113
114

115

116
117
118

119
120

121

122
123

124
125

126
127

128

129
130

I

- Judi Aubel (2006) ‘Grandmothers Promote Maternal and Child Health: The Role of Indigenous Knowledge
Systems’ Managers’, Indigenous Knowledge Notes 89, pp.1-4.

- Judi Aubel (2014) op. cit.

- Anneke Newman (2017) Evidence Synthesis Review of Grandmother Project’s ‘Girls’ Holistic Development’
Programme. Washington, DC: Institute of Reproductive Health, University of Georgetown.

Sepideh Modrek and Maia Sieverding (2016) ‘Mother, Daughter, Doctor: Medical Professionals and Mothers’

Decision Making about Female Genital Cutting in Egypt’, International Perspectives on Sexual and

Reproductive Health 42(2)., pp.81-92.

Asresash Demissie Abathun, Johanne A. Sundby and Abdi A. Gele (2016) ‘Attitude toward Female Genital

Mutilation among Somali and Harari People, Eastern Ethiopia’, International Journal of Women’s Health 8,

pp.557-569.

- Yussif Nagumse Alhassan et al. (2016) op. cit.

- A. Gamal Eldin, S. Babiker, M. Sabahelzain and M. Eltayeb (2018) op. cit.

- Nasra Abubakar (2013) op. cit., p.484.

- Yussif Nagumse Alhassan et al. (2016) op. cit.

- Janice Boddy (1982) op. cit.

- Abdi A. Gele, Bernadette Kumar, Karin Harslgf Sundby and Joanne Hjelde (2012) op. cit.

- Pamela Kea and K. Maier (2017) op. cit.

- Sophia Koukoui, Ghayda Hassan and Jaswant Guzder (2017) op. cit.

Fuambai Sia Ahmadu (2005) op. cit.

- Beth Maina Ahlberg, Ingela Krantz, Gunilla Lindmark and Marian Warsame (2004) op. cit., pp.65—-66.

- Jo Boyden, Alula Pankhurst and Yisak Tafere (2012) op. cit.

Jo Boyden, Alula Pankhurst and Yisak Tafere (2012) op. cit., p.518.

- Susan Lee-Rife, Anju Malhotra, Ann Warner and Allison McGonagle Glinski (2012) ‘What Works to Prevent
Child Marriage: A Review of the Evidence’, Studies in Family Planning 43(4), pp.287-303.

- Ann Warner, Kirsten Stoebenau and Allison M. Glinski (2014) More Power to Her: How Empowering Girls
Can Help End Child Marriage. Washington, DC.

- Eleanor Brown, Faith Mwangi-Powell, Miriam Jerotich and Victoria Le May (2016) op. cit., p.119.

- Nesrin Varol, Sabera Turkmani, Kirsten Black, John Hall and Angela Dawson (2015) ‘The Role of Men in
Abandonment of Female Genital Mutilation: A Systematic Review’, BMC Public Health 15(1034). pp.2.

J. Muteshi and J. Sass (2005) op. cit., pp.35-36.

Yussif Nagumse Alhassan et al. (2016) op. cit.

- Alo Olubunmi Akinsanya and Gbadebo Babatunde (2011) op. cit.

- 0. A. Amusan and E. O. Asekun-Olarinmoye (2006) ‘Knowledge, Beliefs, and Attitudes to Female Genital
Mutilation (FGM) in Shao Community of Kwara State, Nigeria’, International Quarterly of Community Health
Education 27(4), pp.337-349.

A. Gamal Eldin, S. Babiker, M. Sabahelzain and M. Eltayeb (2018) op. cit.

- Judi Aubel and Bridget Lombardo (2006) op. cit.

- Sarah O’Neill, D. Dubourg, Stéphanie Florquin, M. Bos Solomon Amare Zewolde and F. Richard (2017) ‘Men
Have a Role to Play but They Don’t Play It’: A Mixed Methods Study Exploring Men’s Involvement in Female
Genital Mutilation in Belgium, the Netherlands and the United Kingdom. Brussels.

Katy Newell-Jones (2018) Empowering Communities to Collectively Abandon FGM/C in Somaliland, p.4.

ActionAid.

Asresash Demissie Abathun, Johanne A. Sundby and Abdi A. Gele (2016) op. cit.

G. Davis, J. Ellis, M. Hibbert, R. P. Perez and E. Zimbelman (1999) ‘Female Circumcision: The Prevalence and

Nature of the Ritual in Eritrea’, Military Medicine 164(1), pp.11-16.

Beth Maina Ahlberg, Ingela Krantz, Gunilla Lindmark and Marian Warsame (2004) op. cit.

- Judi Aubel and Bridget Lombardo (2006) op. cit., p.36.

- Eleanor Brown, Faith Mwangi-Powell, Miriam Jerotich and Victoria Le May (2016) op. cit.

Ibid.

Marie-Hélene Doucet, Christina Pallitto and Danielle Groleau (2017) ‘Understanding the Motivations of

Health-Care Providers in Performing Female Genital Mutilation: An Integrative Review of the Literature’,

Reproductive Health 14(46).

Adewale O. Ashimi, Taiwo G. Amole and Zubairu Iliyasu (2015) ‘Prevalence and Predictors of Female Genital

Mutilation among Infants in a Semi Urban Community in Northern Nigeria’, Sexual & Reproductive

Healthcare 6, pp.243-248.

A. Gamal Eldin, S. Babiker, M. Sabahelzain and M. Eltayeb (2018) op. cit., p.24.

Rigmor C. Berg, Eva Denison and Atle Fretheim (2010) op. cit.




28 TOO MANY: FGM AND SOCIAL NORMS

131 Elisabeth Le Roux and Selina Palm (2018) What lies beneath? Tackling the roots of religious resistance to
ending child marriage, London: Girls Not Brides, p.19.

132 Elisabeth Le Roux and Selina Palm (2018) What lies beneath? Tackling the roots of religious resistance to
ending child marriage, London: Girls Not Brides, pp.18-32.

133 Adapted from Elisabeth Le Roux and Selina Palm (2018), ibid.

134 Ibid.

135 J. Muteshi and J. Sass (2005) op. cit., pp.37-38.

136 Marie-Héléne Doucet, Christina Pallitto and Danielle Groleau (2017) op. cit.

137 J. Muteshi and J. Sass (2005) op. cit., p.25.

138 National Statistics Office (NSO) [Eritrea] and Fafo AIS (2013) Eritrea Population and Health Survey 2010.
Asmara, Eritrea: National Statistics Office and Fafo Institute for Applied International Studies. Available at
https://www.unicef.org/eritrea/resources_17043.html.

139 National Statistics and Evaluation Office (NSEO) [Eritrea] and ORC Macro (2003) Eritrea Demographic and
Health Survey 2002. Calverton, Maryland, USA: National Statistics and Evaluation Office and ORC Macro.
Available at http://dhsprogram.com/pubs/ pdf/FR137/FR137.pdf.

140 - UNICEF (2013b) Eritrea: Country Programme Document 2013-2016, p.7. Available at

https://www.unicef.org/eritrea/ECO_resources_CountryProgramme2013_2016.pdf.
- UNICEF (undated) Eritrea: Female Genital Mutilation/Cutting. Available at
https://www.unicef.org/eritrea/protection_16761.html.

141 G. Akinboyo and R. Negash (2012) The Habarawi Approach: Communities Taking Action to Eliminate Female
Genital Mutilation/Cutting, p.17. Prepared for the Ministry of Health, the National Union of Eritrean Women,
and UNICEF/Eritrea, Asmara. Available at https://www.unicef.org/eritrea/ECO_resources_socialchange.pdf.

142 Roz D. Lasker and Elisa S. Weiss (2003) op. cit., pp.14—60.

143 Ibid., pp.18-19.

144 - Ibid., pp.19-20.

- Susan Saegert (2006) op. cit., pp.12-13.

145 Mary B. Anderson, Dayna Brown and Isabella Jean (2012) Time to Listen: Hearing People on the Receiving End
of International Aid. Cambridge, MA.

146 Roz D. Lasker and Elisa S. Weiss (2003) op. cit., pp. 20 & 39.

147 Mary B. Anderson, Dayna Brown and Isabella Jean (2012) op. cit., p.68.

148 Roz D. Lasker and Elisa S. Weiss (2003) op. cit., pp.14—60.

149 Maria Elena Figueroa et al. (2002) op. cit.

150 Roz D. Lasker and Elisa S. Weiss (2003) op. cit., p.34.

151 Maria Elena Figueroa et al. (2002) op. cit., p6.

152 Roz D. Lasker and Elisa S. Weiss (2003) op. cit., pp.21-22.

153 Ibid., pp.14-60.

154 Roz D. Lasker and Elisa S. Weiss (2003) op. cit., pp.27-28 & 39.

155 Ibid., p.24.

156 Clifford R. O’Donnell and Roland G. Tharp (2002) ‘Integrating Cultural Community Psychology: Activity
Settings and the Shared Meanings of Intersubjectivity’, American Journal of Community Psychology 49(1-2),
pp.22-30.

157 - Amy Abdelshahid and Catherine Campbell (2015) op. cit.

- Nasra Abubakar (2013) op. cit., pp.476—488.

- Abdi A. Gele, Bernadette Kumar, Karin Harslgf Sundby and Joanne Hjelde (2012) op. cit.

- C. E. Johnson-Agbakwu, T. Helm, A. Killawi and I. Padela A. I. (2014) ‘Perceptions of Obstetrical Interventions
and Female Genital Cutting: Insights of Men in a Somali Refugee Community’, Ethnicity and Health 19(4),
pp.440-457.

- UNICEF (2013a) op. cit., p.76.

158 - Sarah O’Neill et al. (2017) op. cit., p.70.

- UNICEF (2013a) op. cit.

159 - Vanja Berggren, S. Musa Ahmed, YIna Hernlund, Eva Johansson, B. Habbani and Anna-Karin Edberg (2006)
‘Being Victims or Beneficiaries? Perspectives on Female Genital Cutting and Reinfibulation in Sudan’, African
Journal of Reproductive Health / La Revue Africaine de La Santé Reproductive 10(2), pp.24-36.

- Nesrin Varol et al. (2015) op. cit.
160 - Sarah O’Neill et al. (2017) op. cit.
- Nesrin Varol et al. (2015) op. cit., p.12.
161 Roz D. Lasker and Elisa S. Weiss (2003) op. cit., pp.14—-60.
162 Philip Kirk and Anna Marie Shutte (2004) ‘Community Leadership Development’, Community Development

Journal 39(3), p.240.
7 .



https://www.unicef.org/eritrea/resources_17043.html
https://www.unicef.org/eritrea/protection_16761.html

28 TOO MANY: FGM AND SOCIAL NORMS

163
164
165
166
167
168

169
170
171
172

173
174
175
176
177
178
179
180

181

182
183

184

Maria Elena Figueroa et al. (2002) op. cit., p.ii.

Hans-George Gadamer (1975) Truth and Method. London: Sheed and Ward.

Maria Elena Figueroa et al. (2002) op. cit., p.2.

Roz D. Lasker and Elisa S. Weiss (2003) op. cit., pp.25-29.

Ibid., pp.14—60.

Adapted from:

- Maria Elena Figueroa et al. (2002) op. cit., pp.4-5.

- Roz D. Lasker and Elisa S. Weiss (2003) op. cit., pp.14—60.

Maria Elena Figueroa et al. (2002) op. cit., p.5.

Roz D. Lasker and Elisa S. Weiss (2003) op. cit., p.26.

Ibid.

Seeds for Change (2013) A Consensus Handbook: Cooperative Decision-Making for Activists, Coops and
Communities. Lancaster.

Roz D. Lasker and Elisa S. Weiss (2003) op. cit., p.26.

Adapted from Maria Elena Figueroa et al. (2002) op. cit., pp.4-5.

Maria Elena Figueroa et al. (2002) op. cit., p.6.

Ibid., p.5.

Ibid., pp.9-10.

Adapted from Maria Elena Figueroa et al. (2002) op. cit., pp.5 & 10.

Maria Elena Figueroa et al. (2002) op. cit., p.12.

Agence Nationale de la Statistique et de la Démographie (ANSD) [Sénégal] et ICF (2018) Sénégal : Enquéte
Démographique et de Santé Continue (EDS-Continue 2017), p.330. Rockville, Maryland, USA : ANSD et ICF.
Mary B. Anderson, Dayna Brown and Isabella Jean (2012) op. cit.

Roz D. Lasker and Elisa S. Weiss (2003) op. cit., pp.14-60.

UNICEF (2010) The Dynamics of Social Change Towards the Abandonment of Female Genital
Mutilation/Cutting in Five African Countries, pp.24—32. Available at https://www.unicef-
irc.org/publications/pdf/fgm_insight_eng.pdf.

Judi Aubel (2014), op. cit.

Front Cover: Leocadio Sebastian (2016) Beautiful Smiles, Hairdos & Headdresses in Senegal. Available

at https://flic.kr/p/UMP1ZR, CCL: https://creativecommons.org/licenses/by/2.0/.

Image page 9: Anton Ivanov (2017) Unidentified Togolese little girl in colored shirt stands in the village.

Togo children suffer of poverty due to the bad economy. Shutterstock Photo ID
612786533.

Image page 13: Kimrawicz (2015) Photo taken at Nogorongoro, Tanzania on October 8, 2015. Portrait of

two unidentified Masai babies on the back of their mothers on traditional beaded
decorations and colorful garments. Shutterstock Photo ID 393624724.

Image page 21:  Anton_lvanov (2013) Unidentified Gambian women and her little baby stay at the porch

in Gambia, Mar 14, 2013. Major ethnic group in Gambia is the Mandinka - 42%.
Shutterstock Photo ID 429558526.

Image page 29:  akturer (2015) Girls with their Sunday clothes at the church in Douala. Shutterstock Photo

ID 388703149.

Image page 61: Free Wind 2014 (2010) Unidentified Somalis in the streets of the city of Hargeysa. City in

Somalia, capital of unrecognized state of Somaliland. Much of the population lives in
poverty, January 8. Shutterstock Photo ID 182866802.

Image page 65:  Anton lvanov (2012) Unidentified Ghanaian pregnant lady in the street in Ghana. People

of Ghana suffer of poverty due to the unstable economic situation, 6 March. Shutterstock
ID 433785736.

Please note that the use of a photograph of any girl or woman in this report does not imply that she has, nor has
not, undergone FGM.

s

\

#NOFGM



https://www.unicef-irc.org/publications/pdf/fgm_insight_eng.pdf
https://www.unicef-irc.org/publications/pdf/fgm_insight_eng.pdf
https://flic.kr/p/UMP1ZR
https://creativecommons.org/licenses/by/2.0/

