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Abstract

Female genital mutilation (FGM) is a harmful traditional practice which involves the partial or
total removal of the external female genitalia for cultural and traditional reasons. It isacriminal
offence as it causes pain, violates the human rights and the health of women; and puts girls at
risk. This study focuses on the prevalence of FGM, cultural beliefs and magnitude of the
practice, consequences involved after the mutilation, and challenges and critical institutional
gaps in fighting FGM in Shebedino and Gorichie districts in Ethiopia. A total of 140 informants
(120 reproductive women, 10 community leaders & 10 government officials of the two districts)
took part in the study. Survey questionnaire and semi structured interview are employed to
collect the data. Both quantitative and qualitative data analysis were used to analyze the data.
The results indicated that the practice and experience of FGM is highly prevalent in Shebedino
and Gorichie districts. All people including the district officials, religious leaders, community
elders, teachers and civil servants (educated or not educated) are practicing it upon their
children due to cultural beliefs and long standing societal attitude/culture characterized by
imbalanced gender relations, economic factors, lack of awareness on the adverse effects of the
practices and legal and policy frameworks. The results further indicated that femal es suffer from
a number of physical, psychological and social problems as a result of being a victim of genital
mutilation. Therefore empowering people in the community with knowledge on the issue of FGM

and providing the necessary resources will help eliminating the practice.

Key words: Female genital mutilation, causes of female genital mutilation, female genital

mutil ation consequences, combating femal e genital mutilation, Ethiopia.
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CHAPTER ONE

1. INTRODUCTION

1.1. Overview of the Study Areas

Shebedino district is one of the 21 districts mgkip Sidama Zone Administration in SNNPRS,
covering the size of 245.15Kilo meter square. Taygital, Leku town, which is located 302 km

far from Addis Ababa and/or 27km from Hawassahes administrative center of the district.

Shebedino district comprises of 35 Kebeles, of WiB2 are rural Kebeles while 3 Kebeles
belong to Leku town administration. The total p@tign of the woreda is estimated to be 269,
660, out of which, 133,587 are females and 136d80&3nales. About 95% of the population that
is 248,695 reside in the rural areas of the distwbereas, only 5% live in the town. The number
of children takes almost half of the total popwatpf the district. The area is known to be very

densely populated in which 1099 persons live perrkieter square.

In the rural setting most of the inhabitants spewlnly ‘Sidamigna” language whereas in the
town residents speak both “Sidamigna” and Amhaiguages. Nowadays the town comprises
of 22 government institutions which provide sociafrastructural and administrative services to
the district.

With regards to the distribution of educationaltitogions, the district comprises of 1 senior
secondary school (Grade 9-12), 2 secondary scl{@Gukde 9-10) and 38 primary schools. In
2013 academic year, a total of 63, 594 childrenehbgen enrolled in all the educational
institution of which 32,052 (50.4%) were males aBt,542 (49.6%) females. As to the
distribution of health institutions, there is onistdct hospital, 8 health centers and 35 health

posts.

On the other hand Goriche district is the youngdistrict in Sidama Zone which gained
decentralized administrative structures very rdgefsix years ago). The overall observations

indicate that the district is a burgeoning admmaisbn with very limited infrastructures and



services. It is one of the 21 districts of thea®mh Zone, which is composed of 22 Kebeles out
of which 20 of them are rural Kebeles and 2 urbabd{es, covering a total land area of 180.98
Kilometer square. The capital, Goriche town, whigsHocated 318 km far from Addis Ababa

and/or 43km from Hawassa, is the administrativeeresf the district.

The total population of the district is estimatede 121,662; out of which, 61,526 are males and
60,085 are females. From the total population%3a8e children under the age of eighteen. The
area is known to be densely populated in which g&&ons live per kilo meter square. About

96% of the population lives in the rural area.

In 2013, Goriche district had a total of 25 schddlsecondary school grade 9-10, 24 primary
schools). In the past academic years, a total p9@8 children had been enrolled in the schools
out of which 8,585 (41%) were girls. As to thetdimition of health institutions, there are 6

health centers and 21 health posts.

1.2. Background of the Study

With a population of 80 million, Ethiopia is thecemd most populous country in Sub-Saharan
Africa. Children below the age of 18 account foe5df the national population while those

below age 15 represent 44% of the total (Censu37)2@ar too many Ethiopian children also

experience various forms of harmful traditionalgti@es across the different parts of the country.
The number of children living under difficult cingistances is highly increasing due to social,
economic, political as well as cultural factors (M&A, 2005). It is also one of the least

urbanized countries with 84% of the populationngin rural areas. Among the different forms

of harmful traditional practices in Ethiopia, Fem&enital Mutilation (here on FGM) affects a

great number of populations. Of all, women anddrkih which are the vast majority of the

population carry the burden of HTPs (EGLDAM, 2007).

According to World Health Organization (2008), #here an estimated 130 million to 140
million girls and women in the world who have urgtane female genital mutilation. Every year,
approximately 3 million girls and women are at regkbeing subjected to such mutilation. The

practice is prevalent in 28 countries in Africa angome countries in Asia and the Middle East.



In addition, a growing number of women and girlsoagn immigrant communities have been
subjected to or are at risk of female genital ratibh in Australia and New Zealand, as well as

in countries in Europe and North America (WHO, 2011

In Ethiopia a great number of people are affecte@®M. 74 % of girls and women nationwide
have been subjected to female genital mutilatidre fesults from a follow-up survey in 2007
showed that the prevalence of FGM decreased fro¥h 601997 to 45% in 2007. Although the
national trend is encouraging for FGM in some ragjon Somali and Afar it is still affecting the

lives of many girls in these regions (EGLDAM, 2007)

FGM is a brutal and criminal harmful traditionalaptice. Victims of FGM suffer physically,
psychologically and the health consequences aryseVhe Ethiopian Demographic and Health
Survey of 2005 revealed that the national prevaeoic FGM for the age group 15-49 was
74.3%. About 73% of the women included in the synwere cut before the age of five while
19.4% were subjected to this practice between gles af 5-9. Subsequently, 27% of these girls
reported that they have faced health problems sgcextreme pain during sexual intercourse,

loss of sexual interest, vaginal infections, anabfgms during delivery (EGLDAM, 2007).

Rationales for practicing FGM are mainly relatedhwsocietal beliefs and norms. It is believed
that it is important to regulate a woman’s sexwedice. Many people feel that it is the only way
they can ensure fidelity in marriage. Families amel girl children will be marginalized if they

refuse to conform to the social norm. Many Peogliéelled that FGM has hygienic benefits and
uncut girls are prone to break household goods dBot998). FGM practitioners are often times
elderly women, they perform without pain relief amader unhygienic circumstances. Seldom,

health professional carry out the procedure (Yegal, 2012).

In Ethiopia, the age at which girls under go FGMies from region to region. In Amhara
region, it is done during infancy. In SNNPR, Somaknd Oromia, girls are subjected to FGM
between the ages of 8 to 12, or between the agEs tof 17 as an initiation rite to marriage.

Numerous efforts at the national, regional andriv@Bonal levels involving a wide range of

actors have contributed to the decline (EGLDAM, 2Z00nitiatives such as enactment of laws



prohibiting female genital mutilation, complementag comprehensive policies and prevention
measures, including community-based programminge ltaeated changes in social beliefs and
behavior that have led to the abandonment of fegeahial mutilation. For example, 15 African

states where female genital mutilation is prevalrd a number of states in other parts of the

world have enacted laws criminalizing the practice.

The political good will, commitment and interesttbé Ethiopian government towards HTPs has
been demonstrated through the several legal andypwmleasures it undertook since assuming
political power in May 1991. The then TransitioGvernment of Ethiopia ratified the UNCRC
through proclamation No. 10/1991. After the courtgcame a Federal Democratic Republic,
notable measures have been taken by the governmehe child sector which include, the
ratification of the African Charter on the RightsdaWelfare of the Child; and the legislative
reforms made in the Family Law and the Penal Cddée Federal government which, among
other things resulted in incorporating new provisigertaining to child rights and enhancing the

existing ones to meet international and regioreaidrds.

Ethiopia's National Plan of Action for Children fdhe period 2003-2010 and beyond,
issued in June 2004, is another important docurtinetitdemonstrates the government's level of
commitment and its approach to children's welfdraims at protecting children from all forms
of violence; providing some assistance to childnenespecially difficult circumstances and
protecting them from various harmful traditionahgtices. It also enumerates the strategies and
activities intended to achieve these aims (UNICEFL0). The Department of Economic and
Social Affairs indicated that female genital muidas continue to be widespread but appear to
be declining slightly. However, although the natibtrend is encouraging for FGM in some
regions, in Somali and Afar it is still affectindgpet lives of many girls in these regions
(EGLDAM, 2007).

Therefore, this study will allow the local peopte know the existing status of FGM and its
impacts on girls’ health. The study will also hedfakeholders to know their gaps and to
strengthen different structures at district and édeblevels to combat the practice of FGM in the

study areas.



1.3. Statement of the Problem

Female Genital Mutilation (FGM) is non therapeusiargical modification of the female
genitalia. It is an ancient tradition in large gaof Africa, including Ethiopia, especially in the
eastern and south part of the country. From Soath @ the country, in Sidama Zone, its
prevalence is high. As a result the study will explthe prevalence of FGM amapacity of
agencies working to protect children from all foraisvziolence including FGMNotwithstanding
several institutions (government, non-government] faith-based organizations) operating in
the target districts providing a range of child teation, only piecemeal information about this
practice and its work is available. The state ef phenomena of harmful traditional practices at
national level remains unexamined in recent year ldtle is understood at specific district
levels. Further, it could contribute to policy and progralacisions to promote wellbeing of
children in the specific study areas and addressess that undermine the best interests of

children.

Most existing researches on child protection/rigthigell on sexual abuse, child trafficking,
labor, and other forms of violence. The issue oMF&nd institutions committing to intervene
against such practices are emerging but FGM is gntloa least researched topics in the field
though the practice is high currently. Currentlgmprehensive research that encompasses wide
range of FGM in all districts of the county is nexistent. The recent National study on HTPs is

conducted in 2007 which came up with regional I@rekentation only.

Protection of children from HTPs has become mattegriority for the Ethiopian Government.

Hence, the Ministry of Women, Children and YouthofMCY) has endorsed in its five years
growth and transformation plan, protecting of clall from HTPs as the top agenda of
intervention. The Government recognizes that tleies of HTPs must be reinforced and
protection of every child must consider the surligad development and principle of best
interests of the child. To this end, Child proteotipolicy and National Plan of Action against
HTPs is underway. This would be exercised througtngthening of different structures at the

government, schools and community levels.



This study will allow knowing the prevalence, pgrtiens and reasons of the local people for
practicing FGM. The study will also assess factmsociated with the practice of FGM regard to
women’s health in their future life and forward eeamendations to reduce the practice of FGM
in the two selected districts.

Female genital mutilation is one of the most daogerpractices that cause torture and death
among those who undergo the procedure. Without rkuolwledge for those practicing female
genital mutilation meaning the practitioners andsth undergoing the practice of FGM. The
girls and women do not know much about factors @ased with the practice of FGM on girls’
health. Those who do practice female genital miditado not see as it has a negative effect on
women and girls’ health but rather as a rite ofspge from childhood to adulthood, and as a part
of their tradition that is followed. The researchéns to find answers to the following questions
by survey questioners for reproductive women, uiésving key informants and reviewing
previous literature on the topic.

v' What is the prevalence and magnitude of FGM irtdhget districts?

v" What perceptions do women have on female genitéilatian?

v" What reasons are there to practice female genittlation?

v" What is the effect of FGM on girls’ health in thistdcts?

v' What are the challenges and institutional gapgintihg female genital mutilation?

1.4. Objectives of the Study
1.4.1. General Objective

» To see the prevalence, perceptions and reasomaafging FGM and its impacts on

girls health.
1.4.2. Specific Objectives

» To identify the prevalence of FGM and perceptiohthe community about the practice
of FGM.

» To identify reasons of the local people for praogcFGM and impacts of this practice on
girls’ health in their future life.

> To assess challenges and critical institutionakgagighting FGM and recommend

mechanisms to reduce the practice of FGM in theiclis.



1.5. Significance of the Study
Among practicing cultures, FGM is most commonlyfpened between the ages of ten and
fourteen, but can take place at any age from igféam@dolescence. Prohibition has led to FGM
going underground, at times with people who hawvkermmedical training performing the
cutting without sterilization or the use of propeedical instruments. The procedure can lead to
death through shock from excessive bleeding. Tihgrésto use sterile medical instruments may
lead to infections.

Other serious long term health effects are alsoncom These include urinary and reproductive
tract infections, caused by obstructed flow of eriand menstrual blood, various forms of
scarring and infertility. Epidermal inclusion cysteay form and expand, particularly in

procedures affecting the clitoris. These cysts geow over time and can become infected,
requiring medical attention such as drainage. Maeed-GM would expose women to greater
risk of HIV. Clearly, stopping FGM will reduce tlaove health problems.

The issue of FGM and institutions committing toeimvene against such practices are emerging
but FGM is among the least researched topics infitlé even though the practice is high
currently. Currently, comprehensive research thatompasses wide range of FGM in all
districts of the county is non-existent. The recastional study on HTPs is conducted in 2007

which came up with regional level presentation only

Therefore; the study is believed to allow knowihg prevalence, perceptions and reasons of the

local people for practicing FGM at district level.

* The study will also assess factors associated thghpractice of FGM regard to women’s
health in their future life and contribute mechamssto reduce the practice of FGM in the
two districts.

* The result of the study will also be an input fostitutions committing to intervene against
such practices such as Women and Children Affaffc€3, Health Offices and Education
Offices from GOs; religious institutions and Iddirem CBOs and ANPPCAN-Ethiopia and



likeminded organizations from NGOs which interveat district level using different

strategies, developing programs and policy changes.

1.6. Delimitations
The focus of the study is to investigate the prewed, perceptions, reasons & effect of FGM on
girls’ health. Hence | delimited my target groupréproductive women, community leaders and

government officials in both districts. Among thgm®ple the sample is selected.

1.7. Limitationsof the Study

Length of the qualitative tools was the biggestllenge encountered in collecting data. This
was particularly observed on key informant’s intews. As the list of questions were long
enough, by the time of the discussion, most ofréspondents were not demonstrating similar
stamina in responding questions to the later aswhege responding to the first section, because
of exhaustion/tiredness. To some extent, this sitnamight have affected the breadth of
information captured from key informants regardihg institutional capacity assessment. The
other challenge or limitation worth mentioning wae absence of secondary data about HTPs

in general and FGM in particular in both districts.



CHAPTER TWO

2. REVIEW OF RELATED LITERATURE
2.1. Conceptsand Definitions of Female Genital Mutilation

Female genital mutilation (FGM), often euphemidhiceeferred to as female circumcision, is a
widespread practice. Estimates of its incidencg vadely, but they tend to agree that there are
over 100 million women in the world who have be@euwmcised, with 2 million more at risk
every year (Bosch, 2001). It is concentrated intheyn Africa, but it also occurs to a lesser
extent in the Middle East, Ethiopia especially iontli society, the practice of FGM is an
honored tradition, southern Asia, among indigergnasips in South America, and even in some
African immigrant populations in Europe, Australand North America. Numerous international
health and human rights organizations have condénthe procedure for the extensive
biological and psychological trauma it can imposegirls and women for their entire lives.
Female genital cutting (FGC) is a common practicemany societies located north of the
equator in sub-Saharan Africa. Nearly universa small number of countries, it is practiced by
various ethnic groups in at least 25 African costr In some societies, the procedure is
routinely carried out when a girl is a few weeksadiew months old, while in others, it occurs
later in childhood. In the case of the latter, F@&Ctypically part of a ritual initiation into
womanhood that includes a period of seclusion ahetaion about the rights and duties of a
wife. It is often assumed that FGC *“is an ‘anciest’d deeply entrenched practice, that it is

associated with initiation, with Islam, and withtgg@rchy” (Shell-Duncan and Hernlund, 2000).

Jackson et al (2003) report on a longitudinal statlyvomen aged 15 to 49 in rural northern
Ghana. The self-reported circumcision status of emmnterviewed in 1995 was compared with
the status they reported when they were intervieagadn in 2000 after the government began
enforcing a law banning the practice and publioinfation campaigns against it were launched.
In all, 13 percent of respondents who reported9f51that they had been circumcised denied
that they were circumcised in the 2000 re-interyialthough denial rates were as high as 50
percent in the youngest age group. Jackson ebal #iat women who denied being circumcised
are significantly younger, more likely to be edechtand less likely to practice traditional
religion than are women who reported that they vee@imcised. Factors that may explain these

correlates of denial are discussed, and implicatifan research are reviewed. Female genital

9



cutting, also known as female circumcision or feamgénital mutilation, has received growing
attention from governmental and international oig@ions during the past decade. It is
commonly considered a human rights violation, artdrhational pressure has been exerted on
governments, communities, and individuals to elaten the practice (Shell-Duncan and
Hernlund 2000). At the same time that a varietysivhtegies to discourage the practice have
been implemented, researchers have called foraseckrigor in documenting the specific health

effects of genital cutting and the impact of inemtion programs to end it (Obermeyer 1999).

2.2. Prevalence and Deter minants of Female Genital M utilation

The World Health Organization estimates that betbw®E@0 and 140 million women worldwide
have been affected by some form of FGM, with théepiwal of 3 million procedures being
performed every year. Female genital cutting éayomainly practiced in African countries. It is
common in a band that stretches from Senegal int Weeka to Somalia on the East coast, as
well as from Egypt in the north to Tanzania in Hoaith. It is also practiced by some groups in
the Arabian Peninsula. The country where FGM is tnpevalent is Somalia, followed by
Egypt, Sudan, Ethiopia, and Mali. Among ethnic Sbhmwamen, infibulations is traditional and
nearly universal (WHO, 2010).

Interest in research to document the prevalencermdeants, and health effects of female
genital cutting, as well as in development of appade intervention strategies with proved
effectiveness, is growing rapidly (Sedgh and Jack2603). Accurate measurement of the
circumcision status of individuals is crucial teetBuccess of the research agenda. Accurate
assessment of individual's status is necessarg\valuation of interventions, for studies of the
determinants of the practice, and for investigatiai prevalence trends given in national
surveys. By 2001, the Demographic and Health Ser\ed collected data in 12 countries in
Africa. Investigation of the possibility of respendias assumes growing importance as the
legislation and informational campaigns againstgteetice increase, possibly affecting survey-

response validity.

Jackson et al (2003) examined the determinantsiainisistent self-reporting of circumcision

status by comparing women’s self-reported statamfsurvey responses in 1995 with repeat

10



interview responses in 2000 for a sample populdiwng in a rural area of northern Ghana,
where the practice of female genital cutting hasnlde subject of legislation and informational

campaigns.

Okonofu et al (2002) examined the association betwiemale genital cutting and frequency of
sexual and gynecological symptoms among a cohartib¥ersus uncut women in Edo State of
Nigeria. The design used is cross sectional stlithe sample for the study included 1836
women. Information about type of female genitaltiogt was based on medical exams while a
structured questionnaire was used to elicit infdromaon the women's socio demographic
characteristics, their ages of first menstruatiomerfarche), first intercourse, marriage and
pregnancy, sexual history and experiences of symptof reproductive tract infections.
Associations between female genital cutting andeheorrelates of sexual and gynecologic
morbidity were analyzed using univariate and maltiate logistic regression and Cox models.
No significant differences between cut and uncutn@o were observed in the frequency of
reports of sexual intercourse in the preceding waekonth, the frequency of reports of early
arousal during intercourse and the proportions nemp experience of orgasm during
intercourse. There was also no difference betweearad uncut women in their reported ages of
menarche, first intercourse or first marriage i@ thultivariate models controlling for the effects
of socio-economic factors. In contrast, cut womesmenl.25 times more likely to get pregnant at
a given age than uncut women. Uncut women werdfgigntly more likely to report that the
clitoris is the most sexually sensitive part ofitHedy, while cut women were more likely to
report that their breasts are their most sexuadysgive body parts. Cut women were
significantly more likely than uncut women to repbaving lower abdominal pain, yellow bad-
smelling vaginal discharge, white vaginal dischaagd genital ulcers. Female genital cutting in
this group of women did not attenuate sexual fgelirHowever, female genital cutting may
predispose women to adverse sexuality outcomesdimg early pregnancy and reproductive
tract infections. Therefore, female genital cuttoannot be justified by arguments that suggest
that it reduces sexual activity in women and prévaverse outcomes of sexuality according to
the findings of Okonofu et al (2002).
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Rahlenbeck and Mekonnen (2009) reported that irb20% prevalence of FGM in women of
reproductive age in the Amhara region of Ethiopiaswb9%, while 64% of mothers with
daughters had a circumcised daughter. Nearly fatobfive (77%) women with ages between
45 and 49 years were afflicted and about the satee(79%) in this age group had daughters on
whom she had let the procedure be performed. Timeliing suggests that the practice was still
widely approved of thirty years ago, as women irs #ige group began to have their first
daughters. In fact, efforts to eliminate FGM in igtha started no longer than 25-30 Years ago.
Prevalence of FGM in daughters decreased since whtbndecreasing maternal age: while in
2000, three quarters of mother’s age 30-39 yeawrtexd having a circumcised daughter; only
64% did so in 2005. Similar observations are madgounger birth cohorts and do reflect a

declining prevalence over time.

According to Elgaali et al (2005), female circunnais(FC) has remained a common practice in
the countries where it has traditionally been penfed. Following increased global mobility, it
has also become a common medical issue in the miadaotly non-Islamic countries where an
increasing number of immigrants from regions whegeis still traditional, have settled. Many
African Islamic women, who have migrated to Scaadia, seem still to be in favor of the
continuation of circumcision for varying reason@sié-Thomas (1987) interviewed 400 women
in Sierra Leone, 369 of who had been circumcisad, asked why they thought women submit
to circumcision. Of these, 257 answered traditib®5 claimed societal acceptance, 51 said
religion, and with 12 or fewer respondents eachraasing chances to marry, preservation of
virginity, female hygiene, prevention of promisguienhancement of fertility, to please husband,
and to maintain health. It has already been meatidhat female circumcision clearly doesn’t
improve female hygiene, enhance fertility, or maimthealth, but it turns out that most of the

rest of the rationales listed here are the reduttisconceptions as well.

A study by Gage and Van Rossem (2005) investigapetbeconomic correlates of and gender
differences in attitudinal support for the discanttion of FGM in Guinea. Data from structured
interviews of men aged 15-59 and women aged 15e4%syin the 1999 Demographic and
Health Survey and multiple logistic regression rodthwere used to examine the relationship of

socioeconomic factors and gender to attitudinapseupfor the discontinuation of FGM. More
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than 9 out of 10 women had undergone FGM. Attitadsupport for FGM discontinuation was
more prevalent among men than women. The odds ggosting the discontinuation of FGM

were negatively related to beliefs in social apptoaf and religious support for FGM and its
enhancement of women's marriage ability, the nunabguerceived advantages of FGM, and
women's low socioeconomic status. Community edagcatiimprovements in women's

socioeconomic status and traditional and religieasler involvement would be critical for FGM

eradication.

According to Getnet Mitike and Wakgari Deressa @0Q&astern Ethiopia hosts a substantial
number of refugees who originated from Somalia whegmale Genital  Mutilation (FGM) is
a common practice in the area, despite the campdaeliminate it. They conducted a cross-
sectional study among 492 respondents sampled those refugee camps in Somali Regional
State, Eastern Ethiopia, to determine the prevalemd associated factors of FGM. Data were
collected using pre-tested structured questionsailidey also used logistic regression for
analyzing the practice of FGM and intention to eincise after controlling for age of daughters,
sex, educational status and other socio-econontiorfa The study revealed that FGM was
significantly associated with age of the parent #radr involvement in anti-FGM interventions;
FGM was more reported among younger parents <3Esyedile less practice was reported
among parents who participated at least in onehef &nti-FGM activities; No statistically
significant association was found between the praaif FGM and the duration of residence in
the refugee camp, educational status of the paremihowledge of the major complications
related to the practice; intention to circumcisgaaghter was significantly associated with sex of
the respondents and their participation in anti-F@Mrventions; being male and being involved
in anti-FGM interventions were associated with liokention to practice FGM. They concluded
that FGM is widely practiced among the Somali reigommunity in Eastern Ethiopia, and
there was a considerable support for the contionadf the practice particularly among women.
The findings indicate a reported shift of FGM frotm severe form to milder clitoral cutting.
More men than women positively viewed anti-FGM m&ntions, and fewer men than women
had the intention to let their daughters undergdif-@&dicating the need to involve men in anti-
FGM activities.
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2.3. Consequences of Female Genital Mutilation

Girls exposed to FGM are at risk of immediate pbgisiconsequences, such as severe pain,
bleeding, and shock, difficulty in passing urinedafaeces, and infections. Long term
consequences can include chronic pain and infect{gviHO, 2008). A review of the health
complications of FGM (WHO, 2000) identified a rangé obstetrical problems, the most
common being prolonged labour and/or obstructipisietomies and perineal tears, post partum
haemorrhage, and maternal and foetal death. A trestly investigating 28,393 women
attending obstetric centers in several African ¢oes (WHO study group, 2006) concluded that
women with FGM were significantly more likely théinose without to have adverse obstetric
outcomes such as a caesarean, postpartum blood308sml, extended maternal hospital stay,
birth weight <2500 g, infant resuscitation, and patient prenatal death. The authors also
concluded that the risks seemed to be greater mithe extensive FGM. More recently, a
systematic review on the sexual consequences of B&krmined that women with FGM were
twice as likely not to experience sexual desir& times more likely to have pain during

intercourse, and they experiences les sexual aetiish (Berg & Denison, 2011).

For many girls and women, undergoing FGM is a traticrexperience that may adversely affect
their mental health. In fact, several psychologiesd psychosomatic disorders such as
disordered eating and sleeping habits have beghutid to FGM (HRP, 2006). There are also
reports of post traumatic stress disorder, anxietyg depression associated with FGM (WHO,
2008). Data from a systematic review of the psyobichl consequences following FGM

showed that women with FGM may be more likely tpenence psychological disturbances,

including anxiety, low self-esteem, and to havesychiatric diagnosis (Berg et al., 2010a).

Lastly, given FGM is a deeply entrenched tradit@mong some ethnic groups it carries
consequences both when it is and when it is nattipesd. When girls and families conform to
the practice they acquire social status, respect,cammunity membership (UNICEF, 2005b).
In some societies, the link between FGM and vatuexplicit: girls who undergo FGM often
receive rewards in the form of celebrations antsgdnd the bride price for a girl who has been
cut is much higher than that for one who has ndi€éer, 2003). Conversely, failure to conform

can lead to difficulty in finding a husband for tgel, shame, stigmatization, as well as loss of
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social status, honor and protection, resultinghim family’s social exclusion in the community
(UNICEF, 2005b).

2.4. Interventionsto Reduce the Prevalence of FGM

Efforts to abandon the practice of FGM in Africavbaised several different approaches. These
approaches include those based on human rightevarks, legal mechanisms, health risks,

alternative rites, positive deviance, training bealvorkers as change agents, training and
converting circumcisers, and the use of comprekensocial development processes.

Interventions based on these approaches haveddrgttkeholders at individual, interpersonal,

community, and national levels (Muteshi & Sass,300

In 2007, the Population Reference Bureau (PRB)iglkdl their results of an extensive survey
of current intervention projects taking place inriédn countries (Feldman-Jacobs & Ryniak,
2007). In total, the survey identified 92 projecg, of which were evaluated, mostly by
observational designs. Only four of the 27 evaldigiejects (15%) used a controlled before-
and-after design. While contributing valuable umsstemding about the range of interventions
initiated to reduce the prevalence of FGM, this wasa systematic review and it did not reach

any conclusions about the effectiveness of intdreas.

More recently, the authors of the present systematview specifically examined the
effectiveness of interventions to reduce the pewe of FGM in a systematic review (Denison
et al., 2009). Through our literature search ofrkalby 2009 we identified a total of seven
controlled studies, six of which could be obtainedull text. All six studies were controlled
before-and-after studies carried out in African mioies. In contrast to the PRBoverview
(Feldman-Jacobs & Ryniak, 2007), we included onbntmlled studies, i.e. studies with
reference to a non-intervention comparison groung, we concluded that while the evidence
base was insufficient to draw definite conclusidhgeye are possible advantageous developments
as a result of these anti-FGM efforts. Notably, mwiew highlighted the uncertainties regarding
relevance of the interventions (e.g. regarding d@bjes, intervention targets, activities). That is,

since it was not a focus of the systematic review,were unable to provide any assessment of

1 .
Population Reference Bureau
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the degree to which the interventions were appatgriesponses to the populations’ needs with
respect to FGM, including the degree to which fextbat contribute to the perpetuation of the
practice were taken into account in the intervergtidt is apparent that the degree of relevance
of the intervention exerts a considerable influeanean intervention’s effectiveness in reaching
its designated goals, and may to a large extemt @eablain variation in behavioral and other

outcomes among members of groups.

In sum, two recent publications have examined dspafcinterventions designed to reduce the
prevalence of FGM. One is a systematic review erangithe effectiveness of interventions
designed to reduce the prevalence of FGM (Denisah,e2009). The present systematic review
follows the same standard steps as far as systaihatieviewing the evidence. However, the
literature search is updated and expanded. Morebediavior change techniques are identified
and the effectiveness of interventions within aspective of context is assessed and a realist
synthesis carried out, which allows an examinatibrfactors that facilitate and hamper the

success of interventions.

2.5. Contextual Factors Related to the Continuance or Discontinuance of FGM

FGM is a long-standing tradition that has beconseparable from ethnic and social identity
among many groups (UNICEF, 2005b). Disaggregatibrdata from the Demographic and

Health Surveys (DHS) shows that the practice of F@vies considerably by demographic
variables such as age, urban-rural residence, egidrr or province, and also by variables such
as education, ethnicity, and religion (Yoder et @bD04). Further analysis of DHS data by
UNICEF (2005a) suggests that educational attainngemtoman’s own circumcision status, and
ethnicity have the greatest influence in explainsugpport or opposition to the practice. Thus,
programs designed to reduce the prevalence of F&MId be country specific and adapted to
reflect regional, ethnic, and socio-economic vareémwhile also taking into account the diverse

reasons why FGM is practiced among a given ethnauibbural group.

According to Jo Boyden et al (2013), it is impottém highlight that in many (although not all)
communities the practice has strong cultural reois a clear cultural logic, which suggests that

they may not be necessarily very amenable to refdims logic embodies two key elements.
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First, the families and kin group have a stronge@snterest in the productive and reproductive
capacity of women, articulated through the regataty older generations of their sexuality and
sexual conduct. Second, female circumcision is seemsure girls’ social integration and their
moral and social development. Thus, it is seerasd@ threat to young females but as essential to
their well-being, this rationale being in stark tast to that employed by national and
international policy stakeholders. The social powfethis logic is such that there is resistance to
reform even in areas where government and non-gowant advocates have been very active

with campaigns and law enforcement.

As indicated, the practice is often linked, witkbrifale circumcision’ commonly understood as a
pre-condition for marriage. At the same time, thacpce is embedded within a system of values
which justifies control over the young and over veamlt is believed to prevent women from
experiencing sexual predation and promiscuity andurb girls’ sexual appetite, ensuring that
they marry appropriately and in a timely fashiord aare prevented from indulging in early

sexual activity or adultery.
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CHAPTER THREE
3. RESEARCH METHODOLOGY

3.1. Research Design

Concomitant to the basic survey questions or olesta set of structured and unstructured data
collection tools were developed. The extensiveewgvof related literatures that preceded the
design of the instruments served as a preludertouiate appropriate questions for each tool. In
general, two sets of instruments were developeatder to meet the desired purpose. The first
set included survey questioners to capture quamgtalata from households in the two rural
districts. Semi-structured interview guides wersoabeveloped to gather a wide range of
information through key informant interviews. Thadrview guides will cover issues dealing
with experience of participants about the prevateperceptions, causes and impacts of FGM on
girls’ lives, and challenges & critical institutiahgaps in fighting FGM in the two districts.

The tools were pre-tested, and refined in accomrlavith feedbacks obtained from the pre-test

results.

3.2. Study Universe
The study was conducted in 10 selected rural abdrukKebeles of the two districts using
proportion to size of the existing householdersanh Kebele. Study subjects were also recruited
based on their age category from the source papnlat the districts. Sample size was also
calculated and distributed among 10 Kebeles prapwt to the size of households in each
Kebele.

3.3. Sample
The source populations for quantitative assessnveng reproductive women in the rural and
urban Kebeles of the two target districts. The seupopulations for the qualitative study
included community leaders and key informants offegoment officials in both districts.
Totally, about 140 informants (120 reproductive vemn 10 community leaders & 10

government officials of the two districts) took ptor the study.

1 .
Communities
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3.4. Sampling Technique
For the purpose of this study, households weretsEldrom each Kebele by systematic random
sampling from the start point. The household irdeiw each Kebele was determined by dividing
the total number of households into the sample Simbsequent households were included in the
study and were identified systematically throughusesto-house visits, each time adding the
sampling interval to the previous number. One womfareproductive age with a husband was
included in the study per household. When more tbae eligible female found in the
household, a woman having a husband was a part.

Data collectors were oriented before they admirgstéhe questionnaire, and a pretest or sample
data collection was conducted ahead of officialadedllection. The questionnaire addressed
women’s knowledge about FGM, whether the women wemimcised themselves or not, and
who were the main perpetuators of FGM in the ditdriA questionnaire was developed first in
English and translated into Amharic, and the traesl Amharic version has been administered.
The data was collected by visiting house-to-hous@ach household selected for the study.
Member of the household who was eligible to beudyssubject and was not present at the time
of the visit, the next randomly selected houselnald been selected for the study. For interview
community leaders and government officials werentified purposively who have direct work

relation on HTPs in the districts.

The collected data had been checked on a dailg bascompleteness and appropriateness. For
the sake of confidentiality, any label identifyitige respondent was avoided in the questionnaire.

Thus, the data was made anonymous.

3.5. Tools (Instruments)
Related to the basic research questions or obgsgtiar set of structured and unstructured data
collection tools were developed. The extensiveewevof related literatures that preceded the
design of the instruments was served as an inttaoiuto formulate appropriate questions for
each tool. In general, two sets of instruments wieeloped in order to meet the desired

purpose. The first set included survey questioteisapture quantitative data from reproductive
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women in the two rural districts. The second setayhi-structured interview was also developed
to gather a wide range of information through k&gimant interviews.

3.6. Analysisof Data and Inter pretation
The collected quantitative data was analyzed uSRHS package. Basic statistical tools
including frequency and percentage distributiorigsband graphs were used for data analysis
and presentation. Qualitative data were analyzedyjusematic data analysis method.
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CHAPTER FOUR

4. FINDINGS AND DISCUSSION

This section deals with the descriptive analysigudntitative and qualitative data in Shebedino
and Goriche districts. Survey findings were analybmsed on a total of 120 reproductive
women which were randomly selected in the two idistr Moreover, in view of optimizing
validity and reliability of results, numeric dataere triangulated and substantiated with a wide
range of qualitative information captured from rpl& approaches.

4.1. Background Information of the Respondents
The data on the sex composition of sample respasdenealed that 11% were males and 89%
females. The age of respondents ranges from 15d9@re than 75% of the respondents were
between the ages of 26-35. Regarding marital statusrwhelming majority (95%) of the
respondents, were married, 4% were widowed whitg fewv (2%) were divorced. With regard
to religion, the majority (76%) of the respondeats followers of protestant religion. Catholic,

Orthodox Christianity and others share the remgi2i%.

Table 1-Distribution of Respondents by Educational Status and Occupation

Background Response Frequency %

variables

Sex Male 16 11
Female 124 89
Total 140 100
llliterate 25 18

Educational Informal (Church & Quran schools) 14 10

Leve Primary 54 39
Secondary 15 11
High School 14 10
Total 140 100
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Occupation Farming 76 54
Both farming and cattle breeding 3 2
Others (wife ,employed workers) 45 32
Trader 16 12
Cattle breeding 1 1
Total 140 100

Pertaining to educational level of the respondeB®p are at the primary level (Gradesl1-6).
Informal (church and Quran) and Secondary (Grad8y Iévels covered 10% and 11% of the
responses respectively; while, 10% of the respaisderre at High school level (Grades 9-12).
Only 13% of the respondents attained higher edmecatOn the other hand, 18% of the
respondents were lliterates. The data showed ttmatlarger mass did not access formal

education and those who had access were at theelementary level.

As far as occupation is concerned, the majorittek¥4) of the respondents are cereal and cash
crop farmers, 12% are traders while 32 % are howsswand employed workers. Insignificant

proportions (2%) of the respondents engaged miaedihg.

4.2. Prevalence of FGM
In order to explore occurrence of FGM in the comityynmespondents were asked whether the
community practice FGM or not. Chart 1 illustratlsit majority of the respondents (67%)

affrmed FGM as currently being practiced in thenoaunity.

Chart 1- Occurrence of FGM

HYes
No
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On contrary, 33% reported that the community does practice FGM. Most of the key
informants were to the opinion that FGM is the ma®tvalent of all HTPs in their vicinity. In

connection to this, one of the key informants frdistrict Church said, “...FGM is continued to
be practiced, it is not yet stopped and cuttingdiiteris is the widely practiced form of FGM in

the district. Shebedino district health office egentative added, “...FGM is highly prevalent.
Among the different types of FGM, ‘Suna’ (cuttiniget clitoris) is the common type in this
community context. We are working on it and yeisitstill a challenge, we failed to avoid it
totally.”

In the same manner, an lddir leader said, “FGM @itewn the community; it is a long standing
practice against the awareness raising programshaa through media and other means.”
Moreover, a community leader confirmed, “...FGM isang the various forms of HTPs highly

affecting children in our community”.

Likewise, key informant from Shebedino district edtion office stated, “...it is very clear FGM
is widely practiced in our district. Though the mbg has adequate understanding about the
negative consequences of FGM, there are cases \pbeme are doing it covertly during the

night times.”

Besides, the Survey on HTPs in Ethiopia, SNNPR negepicted Sidama zone is among the
strongholds of FGM practice with the prevalences rat 73.3% in 1997 and 54.7% in 2007
which shows that it is decreasing since the regitilie current finding in Shebedino and Goriche
districts is 44%.

Table 2- Distribution of Households Practicing FGM

Responses Frequency Valid Per cent
Yes 53 44

Gave up (abandoned) 30 25

No 37 31

Total 120 100

Respondents were asked if they are currently miagtiFGM or not. As shown in Table 2, 31%

are against FGM, while 25% have abandoned theipeaahd yet about 44% are still doing it.
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Many of the key informants also confirmed that ttenmunity is still circumcising the girl
child. As part of the background information, itngentioned that prevalence of FGM showed
decrease from 60% in 1997 to 45% in 2007. Hence ptievalence in Shebedino and Goriche

districts is almost equivalent to the national |é¥@M prevalence rate.

FGM is extraordinarily deep rooted in the minds tbé two districts community. It is a
manifestation of the dignity of girls and their féies and a precondition to get a husband and
establishing a family. It is perceived as a symiifoinat fullness of a girl and others; which is
indeed more than enough to overwhelm the immatunelsrof the girl children. Hence, girls in
these districts wish and strive to undergo circwimoa regardless of the different initiatives to

ban FGM including the legal repercussions.

4.3. Perception of FGM
Regarding identifying the perception of responderd8s of them believed that FGM is a
harmful traditional practice and the rest 26% samdThose respondents who said no believe that
FGM helps a woman to get husband; helps her tes@ercted by the community; and she will be
blessed and avoid insult from her colleagues. dmnection to this one of the key informants
said; “when you ask people about FGM they will t&u that FGM is a bad tradition and do not
practice it. But in reality they do it.”

When the respondents were asked whether they ptot€$M, 40% of them reported that the
role of fathers is paramount in defending theitdrlen from FGM. It is paradoxical, in a society
where it is hard to access a husband if not circsedc father’'s being prominent opponents of
the practice flags up the question ‘where the mnob&and the solution resides in’. In fact, 25% of
the respondents replied mothers also stand aga{akt. Mother’s contribution is encouraging

even if they are identified as the prominent acttasilitators as well as practitioners by many.
This study shows that similar result with the fimgs in Getnet Mitike and Wakgari Deressa
(2009) which indicate more men than women posiiweewed anti-FGM interventions, and

fewer men than women had the intention to let tdairghters undergo FGM indicating the need

to involve men in anti-FGM activities.
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Children are found incapable to defend themselva® FGM. In a nut shell, less participation

of children on matters affecting their life is esrd in this community. It is unfortunate to realize
that about 20% of the respondents asserted no tamelss against FGM. As lawyers quote

‘silence is acceptance’; if these people are nahdihg against the practice they may have
accepted it as a good practice. Thus, reachingootite hesitant population regarding FGM will

benefit to save a number of children at risk of FEGM

4.4. Causesof FGM

Various causes were mentioned by participants beRBM. More than half (60%) of the
respondents replied that societies determinatiomamtain the culture is the major cause for
FGM. One of the key informants said, “FGM is préwg as inherited from our ancestors.” In
addition, lack of knowledge on the adverse effe¢tsGM and to avoid breaking of household
items followed as contributing factor by 5% of tlespondents. Other factors include: the need
to get husband, peer pressure, religious and sbdatoos shared the rest 35% of responses.
Other key informants further elaborated the deeye and complex nature of FGM in their
community. An Orthodox religious leader said, “...tt@mmunity believes that if a girl is not
circumcised she will break household utensils, lagrdsexual feeling will be uncontrollable. She
will be difficult to handle and cannot be faithftd her wedlock. The community does not
consider uncircumcised girls as equal to the résh® community members; they are rather

disrespected and considered as disabled or hakedaomething.”

Key informant from the Evangelical church addedGNF is done because mothers usually
influence their daughters claiming that unless taeycircumcised, it will cause bigger damages
to their family reputation. In our cultural thinlgnunless circumcised a girl cannot get someone
who will be willing to marry her. Non-circumcisedrlg are considered as dirty who carry a

shameful thing.”

The above result on the causes of FGM is almosivalgmt with a study made by UNICEF
(2005b) which states, failure to conform can leadlifficulty in finding a husband for the girl,
shame, stigmatization, as well as loss of socatust honor and protection, resulting in the

family’s social exclusion in the community.
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Girls own initiative to undergo circumcision is sad by key informants. Education office
representative said, “... Nowadays girls are circsedtiby their own interests. In rural areas
specially when the families are educated and opgasie practice what the children usually do
is, they go to their relatives in other far digsiaand get there circumcised by their own
interests.” Key informant from Goriche district tbaoffice added, “...culture is the main cause
behind FGM. If the girl is uncircumcised she wid devalued by herself and among colleagues.”
Similarly, religious leader said, “girls fear thatless they are circumcised, the others/colleagues
will insult them.”

One of the key informants said, “...circumcised gate considered blessed and respected by all
around her while uncircumcised girls suffer frontadmtory names given by the community.
The fact that girls themselves prefer to be ciraged so as to be respected in their community
and ultimately get husband is the result of negatommunity attitude towards uncircumcised
girls. Peer pressure as a fundamental cause béi@I’. A community leader said, “...we
have this concern, you are requiring us to stop F@Nat if men refuse to marry uncircumcised

girls?”

Such cultural and societal based factors are maalited with gender based power imbalance
prevailing in the community. This situation caltw the need to address gender relations and

male involvement in fighting against FGM.

The findings are also similar with a study condddig Koso-Thomas (1987) except some of the
causes like enhancement of fertility and to mamtaalth are included in his study. However,
in this study causes like to be considered as d&tkss avoid suffer from derogatory names and
insult by colleagues and community, to be consiieag equal to the rest of the community

members are findings which deviate from other gsidi

4.5. Magnitude of FGM
Regarding the magnitude of FGM sadly enough, 44%hef respondents said that FGM is
frequently practiced and 30% replied that it is stmes practiced. In fact, it is encouraging that

the rest (26%) have abandoned the practice. Howel&Y of respondents up laud how
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widespread the practice is. The pervasivenesseoptactice was supported by key informants.
Religious leader said, “...everyone is engaged is ¢hitural practice (FGM). There are many in
our churches who circumcised their children. Evagjoeducated or non-educated, religious or

non-religious, including people who hold publicio#fs are indeed circumcising their children.”

To further explore the current practice of FGM,pasdents were asked when did the last time
they let their girl circumcised. Accordingly, 10 &6 the respondents affirmed that their girl
daughter is circumcised before a year. Before 3sy28% of them had exposed their child for
FGM and 37% had circumcised their girl child beffike years. Overall the quantitative data
conveyed how severe the magnitude of FGM in thensonity is. Correspondingly, a religious
leader from Goriche said, “One day while | was h#ag the issue in my church, there were 60
people. When | asked ‘how many of you have notuaircised your female children?’, | got only
one person- who claimed that he has not done hismirls who are currently attending their
university education outside Goriche. | do not atjuknow how his children shall withstand the

‘insult’ if his daughter decides to come and woekéhafter graduation.

Chart2. Distribution of Age at FGM

Total 100%
18 and above
15-18 years

8-14 years

1-7 yvears 26%

0%  20% 40% 60% 80% 100% 120%

Data presented in chart 2 depicted the age at wtildumcision is conducted. 58% of the
respondents reported that circumcision is betwéenages of 8-14. FUS report of the SNNP
report confirmed that in Sidama (Shebedino and ¢Beriare in Sidama); age at circumcision is
during puberty. Most likely, children at this age &nrolled in schools. Hence, targeting schools
will help rescue girls vulnerable to FGM. SecondM is practiced up on children in between

1-7 years as 26% of the replies confirmed. In &oldit4% of the respondents have affirmed that
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FGM is practiced on girls between ages 15 and ab@fith this regard, key informant from
Shebedino district education office said, “...in olistrict female children are circumcised above
the age of 8 years. In old times it was done whengirl reaches the adolescent age. Even there
were times where girls were circumcised after raggiin their husband’s houses. Now they are
circumcised at their family’'s homes before marriadgeligious leader said, “Nowadays female

children are circumcised at an average age of b&years.”

One of the key informants also confirmed that FG8&dito be done when the girl is adult
enough, but now FGM is happening at early agesthuyr FGM practice is coming to be
seasonal. Previously, community prefers the conweally better days (‘birra ker)
nonetheless in recent years summer (July and Augusich actually related to end of the
academic calendar. Idditeader also confirmed that the school break petiady-August) is

high time for FGM for girls will be available honfier a relatively longer period.

Surprisingly, 92% of the respondents confirmed @M practitioners in the two districts are

elderly women and the rest 8% are elderly men.

Chart3. Practitioners of FGM

mOld Mothers
Old Fathers

Women in the two districts are keen enough to pgegte FGM which might already have
affected their own live. In fact, they may not hease of the negative consequences that FGM

cost them. Raising their awareness on the advéiseteof FGM and criminality of the practice

1 .
A day when the rain stops
2 e . . . .
Local association formed to give social services at community level
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shall then be areas where all may need to focdeyAinformant from Shebedino district Health
office said, “Mothers facilitate the process evedirtg from the father.” In addition, religious

leader added, “...practitioners are usually women whime from the remote rural villages. In
many cases they inherit the practice from theie fmothers. They believe that it is an obligation

to keep the practice. The practitioners are paidedodering the service”.

From the term itself, FGM is typically female foeasharmful practice; paradoxically almost all
the practitioners are female and mothers’ contidiouts immense in perpetuating the practice.
With this respect, women focused interventions highly recommended acknowledging

crippled gender relations are the root cause beRw.

As confirmed by most participants of this study glrevalence and magnitude of FGM is high in
the two districts. The unanimity of information op the occurrence, prevalence and magnitude
inform the need for urgent action against FGM. T@wel of pervasiveness give no time to think
twice, action against FGM is in a very higher lesetlemand to save a great number of children

who are on the verge of undergoing FGM.

4.6. Effectsof FGM
Respondents were asked about the adverse effecEEGbf. Accordingly, the majority of
respondents (74%) said that FGM causes harm t@ithehild, whereas the remaining 26%

acknowledges no harm related to FGM.

Unlike the education and awareness raising progmsnunicated through various media, still
a substantial amount of respondents assume no isaawtually associated to FGM. Hence, an
innovative intervention on awareness raising andcation targeting these segments of the
community is vital. Key informant interviewee froludirs' said, “...the community is not that
much aware of the negative consequences, they ratheoncerned on what will the girl face if

not circumcised.”

1 — . . . .
Local association formed to give social services at community level
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Pertaining to the negative consequences assod@mte@M, 57% of the respondents said FGM
resulted complicated delivery, while 26% of thenvegao response with regard to the potential
risk associated with FGM. Others (17%) highlightepgroductive health/organ related defects.

Similarly, qualitative data revealed negative inpaaf FGM. Key informant from Iddifssaid,
“FGM resulted birth complications and maternal aild mortality. Likewise, a community
leader added, “...if the girl is circumcised, shelwilffer for her body cannot smoothly let the
child born.” Also, a religious leader added, “...wavk observed very visible negative impacts
of the practice both during sexual intercourse emiti delivery. For instance, one day | have
heard that six women were taken to the Yergalemphasfor fistula treatment from our
district”.

With this regard, the religious leader added, “. csiopen discussion on sexuality is a taboo in
rural communities, due to FGM wives usually stagger to go to bed during the evenings in
order to skip/reduce the sexual intercourses masnetith their husbands. For they lack the
sexual desire. This resulted disagreements betwagples which often leads towards divorces
and multiple marriages. An informant from Shebedistrict education office said, “...due to
the negative consequences of FGM on their sexwusd liwives start to separate their beds from
their husbands at the ages of 30 to 40.”

Generally as a result of this study shows thatpiglic does not have a clearer understanding
that it is really harmful practice which does nawh any meaningful advantages or not. The fact
that they are practicing it despite knowing itlisgal; affirm that the communities are not fully
convinced that FGM should be abandoned. As a raggitessive campaign on this issue should
be launched by involving all stakeholders in theaar Awareness on boys and young men
should be increased so as to not to marry circwedcgirl/woman and to be aware of the
negative consequences of FM.

1 — . . . .
Local association formed to give social services at community level
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4.7. Reporting and Respondingto FGM
a) Sourcesof Information and Reporting to FGM

Regarding to sources of information about FGM, 3% 2f the respondents confirmed, health
professionals are serving the community in accgssiformation about the adverse effects of
FGM. Secondly, 20% reported that personal commtinicaplayed an important role for
disseminating information on the same issue. Tmgsiworkshops and schools served 11% of
the respondents each. Another 11% said radibig¥erving as information. Combinations of all
the replies covered the remaining 24%. The datavstidhat the role of religious institutions to
disseminate information on the negative consequeoCEGM is found very week. Further, it is
noted that 70% of respondents in this study convey&M often happen on school aged
children (8-18).

Nevertheless, schools are not efficiently delivgrinformation on FGM related issues. This
indicates the necessity to engage with schooldhferhigh prevalent aged children resides in

there.

With regard to reporting, majority of the responde(v7%), report to government structures
(mainly Kebele, women and children affairs or te thHEW/posts). As a means of reporting for
FGM, community leaders are also recognized by 18%herespondents. It is unfortunate that
only 2% are assuming to report to the police whach supposed to be the primary organ to
receive reports against any forms of violence. Whik connection, key informant from Goriche
district Health Office said, “...sometimes, even felice refrain to take action even if they

exhibit FGM. It may be due to lack of awarenesthair level.”

In the study, awareness of the informants on FGM asminal act was explored. As shown in
Table 3 below, 92 % of the respondents realizetlttieaEthiopian law criminalizes FGM. In the
same manner an Idditeader said, “...parents send their children tolraraas for circumcision.
This happened for the community is aware of thallegnsequences. Even in the rural areas,

they are doing it hiding from the mass. These dagse are no ceremonies to practice FGM for

1 ..
Television
2 — . . . .
Local association formed to give social services at community level

31



they are aware of the legal repercussions.” Moreaveeligious leader added, “Nowadays FGM
is usually done secretly and covertly during mights. This is because the families and the

practitioners have come to understand that it idlegal practice to carry out FGM.”

Table 3- Awareness of Respondents about FGM asa Criminal Act

IsFGM aCriminal Act in Ethiopian Law Frequency %

yes 111 92
No 5 4
| don't Know 4 4
Total 120 | 100

On the other hand, 4% said FGM is not a criminéirathe Ethiopian law and the remaining 4%

have no information whether the Ethiopian law crniatizes FGM or not.

Regarding penalties associated with FGM, 41% of rdgpondents believed that it results
imprisonment accompanied with financial fees. Idiadn, 30% of the respondents think that a
person convicted of practicing FGM will be imprigaly while 8% believes it is only about

financial penalties. On the other hand, 12% replat they do not realize what repercussions to

follow for practicing FGM. Combinations of all respses covered the remaining 9%.

b) Respondingto FGM

Concerning response to FGM, respondents’ perceidound inconsistent. About half of the
respondents (49%) reflected that perpetratorsheiladvised at first and legal repercussions will
follow if found guilty again. The other 34% belietreat practitioners will be penalized as stated
in the criminal law while others (13%) do not harey idea regarding the responses attached to

FGM practice.

With regard to loosen response mechanisms, keynmafiot from Shebedino district education

office said, “...there are gaps in implementing tae.l Our main problem is not the gap in the
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law and our social institutions such as ‘lddirdut our inability to implement them so as to
create minimum impacts. If we try to stop the pcaEciapplying the existing laws we will get
good results. For that matter, we argue that tweelaforcers themselves do not have the required
commitments for stopping the practice. The law snfig body should be exemplary so that

others will follow their models.”

A religious leader supplements the idea that redipgnto FGM is not being done in a
coordinated and aggressive manner, “...We do notrses efforts from religious organizations
and others with regards to stopping FGM. But tis¢ridit Women, Children and Youth office has
done better. However they are fruitless. No orgupporting their efforts. Except making fun of

it while they are teaching, nobody has dared &ngfthen what they have been trying”.

A community leader from Shebedino reflected, “...#oid FGM, Elders, church, GO & NGOs

have to work collaboratively and increase sociatereness on FGM in general. We are willing
to discuss on FGM related issues on a regular laasiar as support is provided from potential
actors working on the issue. We can mobilize owietg advice the community. We can also
devise community bylaws to condemn perpetratord, Wes encouraging since community
respect the words of elders seldom. Nowadays, govent officials are more recognized than

the community leaders.

4.8. Waysto Reduce FGM

Initiatives

Regardless of the variance in the degree of preealand magnitude, the study outcomes
revealed that there are various forms of HTPs affgche life of children in the districts. From
these various HTPs practices FGM is the main onghik end, the key informants were asked if
there are any initiatives introduced to combat F@&wdnsequently, about 80% of the informants
witnessed that there are initiatives against trevagiing FGM in their district while the vice
versa is true for rest (20%) of informants; thegua no initiatives are going on to address FGM.

Specific to the actors behind these initiativesjegoment took the lead with 94% of the replies.

Chart 4- I nitiativesto Address FGM

1 — . . . .
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Total

Trainings

Legal Enforcement
Working with schools

Others (Combinaticns)

Awareness raising sensitizations

0% 20% 40% 60% 80% 100%  120%

When asked about the initiatives going on in addngsFGM, in their community, data in chart
4 revealed that 35% of the respondents mentionedremgss raising sensitizations, legal
enforcement (33%), and trainings (18%) as the thrapr priority interventions. Combinations

of the other responses cover the remaining 12%.

Yet; the responses showed that these initiativgteneengaging schools in their interventions.
Engaging the community in IGAs also seldom attempted to defy the prevailing¥F@hich

are associated with economic problems.

The various initiatives, which are mainly governininitiated, are acknowledged by qualitative
data sources. One key informant said, “...we areisgito fight FGM, we have got support

from district administration office, elders arealsorking on this in various social gatherings,
yet the practice is not declining tangibly.” Anothieey informant from district health office said,

“...HTPs are among the 16 health packages governasgited to address. Hence, the office is
mandated to respond. To this end, we are condu€iEfgto raise community awareness on the
adverse effects of HTPs. CC contributed a lot ieer&aommunity awareness against FGM.”
Education Office informant added, “...so much hasnbéene in stopping the practice by many
including the schools, Kebeles and other groupsddfily, people are not doing the practice
openly, they rather deed covertly during mid-nightde also witnessed that school clubs

sporadically address issues regarding HTPs.

As part of the non-governmental initiatives, a gelus leader from Shebedino addressed,

“...FGM have no religious ground in Orthodox Chrisitg. We educate our followers that

1 . P
Income generating activities

2 . .
Community conversation
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circumcision refers to boys only not for female eTgovernment is launching various awareness

raising programs against HTPs, and yet there [mHange to actually address CM.”

Indeed, most of the stakeholders are claimingtthey are contributing to the campaign against
FGM with all their potential. However, those inttiees are stand alone and no attempt of
integrating effort and sharing resources towarddirenFGM is observed. Except the Women
and Children Affairs Office, no institution has atentervention mechanisms budget to combat
FGM thus far. This communicates that no real commaitt is exerted to alleviate the problem
children in the community are facing in relationR&M. Many are sympathizing on the issue

which is not contributing to lighten the gravitytbie problem in actual facts.

Outcomes

As a result of the initiatives aforementioned, 3a#the respondents revealed that community
awareness is improved and yet the community keepgdhe undesired practices thus far. 26%
respondents replied that community awareness hpsowad. To the contrary, 17 % of the
respondents reported, there is no change exhibgsdciated to the initiatives at all. Only, 16%
witnessed that the community at large abandonegrhetice of FGM. On top of this, 10% of

the respondents said residents’ attitude towardd Ehanged.

Chart 5- Results of FGM Focused I nitiatives

B Attitude towards FGM
changed

B Community awareness
on FGM improved

Community abandoned
the practice

B Improved awareness
but still practice FGM

B Nochange

With this regard, a religious leader said, “...awas is already created among different
sections of the communities- Almost everyone kndlast FGM is a bad practice. There are
some families which have already decided not teuaircise their female children, which can be

role models for further campaign against FGM.”
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Moreover, a community leader said, “...there are mupments regarding FGM prevalence
following educating the wider community but not qaetely abandoned. FGM was done overtly
but now it is hidden by some parts of the communitye biggest challenge we see is not lack of
understanding on the teachings, but getting somedme actually decide to live on these

teachings. No models have yet created for the peiogfbllow.”

Up on the existing initiatives, respondents’ weskeml what shall be done to improve efficiency
and effectiveness of the interventions. Subsequen®o of the respondents focus on expanding
education and awareness raising through promotialgglie among family members and the
larger community. Significant others (20%) haverasponse for this question. The remaining
(10%), stressed on strengthening legal enforcerasnén ultimate measure to combat FGM
prevailing in their community. Similarly, key inforant from Iddir said, “... Legal enforcement

should follow in depth awareness raising campaggmns$ education on HTPs, there should be a

lead office/organ to follow up cases and repothwlegal bodies.

Further upholding the relevant government sectacsountability and ownership is highlighted
by the informants. According to the key informardrh Goriche District Health Office; lack of
ownership to address FGM is observed. HEWs coreidiris engagement as an additional job
not their primary focus. They also lack to colladtorely work along with the volunteer
community health workers. FGM is no one’s priority/e also lack to engage influential leaders
in the community to lead CC and engage the commatitarge. CC is also less monitored to

evaluate the success of the intervention.

Unlike the above mentioned intervention, some beBethat there are no meaningful initiatives
which particularly targets HTPs. Those who claimedinitiatives are launched asked why they
assume so. Accordingly, the majority (90%) of thieave no idea why there are no initiatives
against FGM. Absence of education is mentioned %yod the respondents. Other factors like
deep rooted culture and tradition, economic reasmislack of self initiated acts cover the rest
4% of replies. In line with this, key informant frodistrict health office said, “...the community
is not transparent enough to communicate FGM mtlesgues. They also give less attention to
participate in CC and it is quite difficult to hetghen discussion where men and women are in

the same CC. Also, there is lack of CC facilitate@mmitment and participants’ negligence if
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no incentives are provided. Further, Educationceffkey informant from the two districts said,

“...no adequate budget is allocated for HTP prevengioboth the district and school levels.”

4.9. Capacity Assessment

One of the scopes of this study was to conductirikBtutional capacity gap assessment of
stakeholders in Shebedino and Goriche districts igevernment offices, networks, and
community structures. This section, therefore, mles description of qualitative data on
institutional capacity of major stakeholders opeain the two districts, whose mandate and
functions are directly aligned to address harmfadlitional practices in general and FGM in
particular.

The overall purpose of the assessment was to fgemisting institutional and structural set ups
in child protection and to explore the extent imthich such structures plaid their roles in
addressing FGM. Moreover, the study also emphas@ss#ssing major capacity gaps and
challenges often encountered by the institutiongkvhffect proper execution of their mandates.
The findings from the assessment were to providemenendations for establishing partnership
and working relationship among the institutionsfighting against FGM. Specifically; this

assessment is intended to respond to the follonjectives:

* Understand the present organizational capacitiiefristitutions ;

 Identify areas of organizational strengths and wweakes;

» Identify appropriate interventions and suggest \abhk recommendations based on the
findings of the assessment to address weaknessesl@n to achieve organizational
sustainability to combat FGM.

All major stakeholders in the two districts weregtts for this assessment. However, due to
circumstances related to absence of informationfacal sources during the assessment period,
some organization were not included. Moreover céilts parliament structure was put in place

in both districts but not that much functional. Hower, the researcher realized that the idea of
strengthening children’s parliament was endorsethbydistrict councils and there is an urgent
need to support this structure in the near futlreconsultation with the Women and Children

Affairs Offices, ten institutions were identifiecb each district which have direct stake on the

subject of concern.
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49.1. The Assessment Process

For this assessment, qualitative data was cappuetrily from key informants interviews held
with representatives of the institutions. In aduti the researcher also used observations in the
field to consolidate the findings. The capacity esssnent tool was designed to provide
gualitative data on the range of variables whicluld¢oportray the proper image of the
reorganizations pertaining to their current insitinal capacity. The tool allows interviewer to
work with the organizations and assess and deterrtiie appropriate level to which the
organization is more likely to be placed on thdescio generate broader perspectives, the tools

mainly covered issues on the following specificagref capacity:

* Roles (mandates) of the institution in child préiat (particularly in relation to FGM)
» Strengths and weaknesses in human and finansialrees/skills
* Involvement of the constituencies and target groups

* Networking and partnership

In order to be able to get individual perspectiasl draw objective conclusions, every
institution was allowed to let one or two staff nisrs to participate and share their opinion in
the capacity assessment interview. Accordingly,egation of strengths and weaknesses was
done per capacity area. The researcher led thasgi®ns on what the capacity area was seeking
to measure and the ideal characteristic of thaadgparea. This was then followed by sharing
what (in the participants’ views) is the currenagtice in their organization with regard to that
capacity area. Having this information, particigawere then asked to generate a list of strengths
and weaknesses for the capacity area. The gendiatedas then displayed and reviewed
together (both by the participants and the reseaydo ensure that they have portrayed the
correct image of the organization in the four-ledelscale. Before assigning levels to each
capacity component, the four levels were clearinge and communicated to the participants in
order to have common understanding on the scake digtinctive meaning of the four levels has

been described as follows:

Level One: (Clear need for increased capacity).Characterizeddmponents of a particularly
capacity which is at the nascent stage of developnhe other words, the major salient features
of this stage are that the component is at thamediary stages of development or non-existent

at all.
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Level Two: (Basic level of capacity in place)-This is an egieg stage. A component or
category will be under this stage if it has somesrgimg capacities developed and is vivid in

some areas.

Level Three: (Moderate level of capacity in place) - This stageharacterized by the expansion
of a particular component often with some degreeadifievement. At this stage there are
recognizable track records of achievements. Evén suich achievements, the organization will

still need to improve in some areas.

Level Four: (High level of capacity in place). This is the orad and highest stage of an
institutional growth. The institution in this stagefully functioning with most of its components
at a sustainable stage. It has a diversified resobiase, varied partnerships and existing

networks at local, national and international lsvel
4.9.2. Findingsand Observationsin the Districts

Findings on capacity assessment presented in tregaaes. In the first section, using inductive
analysis of the qualitatively exercises, some comimiaservation were identified in the aspects
of strengths and weaknesses which were cross gugtiuniformly characterizing most of the
institutions visited. In the next section, specifiadings were presented using a capacity
assessment grid showing each component of theuimsti vis a vis the description of the

capacity at the level where each component falls.

4.9.3. Common Areas of Strengths
4.9.3.1. Availability of Local Structures Mandated to Child Protection
In most of the stakeholders visited, particulalygovernment offices, child protection issues
seem to be central, in which most of them are [egus by integrating with their mandates and
day-to-day activities, although it was not endoraad shared with all the staff members in the
organizations as internal policy of the organizatim most of the offices, particularly in women
and children affairs, health, education, police gustice offices, their missions and goal
statements vividly included issues of protectingidrten as their primary responsibilities in
various ways. For instance, the following respoitisés were extracted from the list of

mandates documented in various offices.
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* Protecting and supporting children in extremel§ialilt circumstances (Women and
Children Affairs Offices)

» Fight against harmful traditional practices affegtchildren and women by strengthening
community sensitization (Women and Children Affalices).

* Prevent, protect and rescue, children and womem fali forms of violence (District
Police Offices)

» Identify barriers for school enrolment of boys agids and work in collaboration with
the local community and schools to address thel@moh (Education Offices)

» Protect the rights and needs of vulnerable child(@tild protection and care unit at
District Women and Children Affairs Offices)

» Ensure legal protection of minors (Justice Offices)

In addition to these mandates and government shesitthe formation of local associations and
community level group structures in most of theae were pronounced as one of the strengths
in structural set ups which are considered to baifstant channels to promote accountability
and participation of the community. Explaining tipigint, some key informants mentioned the

following:

“...local associations and group structures play @arehing role in addressing our

mandates at the grassroots level. They are seramg bridge between the government
and the community. It is unthinkable to move a itacthe direction of our development
goal without involving the local community. Therefothese structures are best
mechanisms to involve the community in our endesaaed through which we are able to

demonstrate accountability to our constituencies...”

4.9.3.2. Human Resource
In almost all offices, the organizational structwwas put in place offering clear lines of
command and responsibilities for respective groopsctors. Staff members have clear job
descriptions signed, indicating their duties andpaomsibiliies and chain of working
relationships. In terms of number of staff, excegigious institutions and women associations,
most of the institutions have reported having adégumnumber of qualified/professional staff

members assigned to the business process posikoliswing the structural reform (Business
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Process Reengineering /BPR) which was undergonevery government office, critical
measures were taken on staff assignments to silietoewly revised structures. As remarked by
many of the key informants, BPR has emerged agtpkementation and administrative tool in
expediting the implementation capacity than evdoige In the new structure, HTP has focal
persons assigned to run specific activities. Contimgnon this point a key informant from
Women and Children Affairs Office said;
“When it is fully materialized, BPR is more likely bring fundamental change in
speeding up the pace of program implementation emfdrcements procedures at all
levels. It was only after the BPR that a stand-al@osition on HTP came into being.
Previously, HTP activities were overlooked and ugede performed as one components
of the social welfare section. Now, a focal perdms been assigned to lead and

coordinate specific activities pertaining to hariniaditional practices in the region.”

Witnessing adequacy of staff in the office, anotkey informant form education office also

mentioned the following:

“We have enough number of staff assigned to eadtigposhere is no vacant position
in the structure. Despite recruiting appropriateaftis commendable, familiarizing the
staffs with the HTPs issues in general and FGM antipular has a long way to go.
Knowledge and awareness of the staff on the legplencussions of HTPs and

intervention strategies seem to be not maturedtherkfore, it needs to be bolstered...”

In spite of the fact that the management and stracteform is in place, some key informants
were skeptical about the outcomes. In the discaossigome staffs argued that BPR is not yet to
bear fruit. To the opinion of these individualse tthange in the structure alone couldn’t bring
any significant transformation in the capacity be tinstitutions, unless it is supported with
strategic directions to revamp the human and fiiwapacity of the organization. As one key

informant simply put

“People mistakenly equate the principle of BPR witle strategic planning exercise,

which are so distinct.”
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4.9.3.3. Emerging Signs of Collaborations and Networking
Female genital cutting is a multifaceted problemalvhrequires multi-dimensional interventions.
In this regard, it goes without saying that mutdkeholders collaborations are paramount to
effectively address the problems. In recognitiorthis, it was observed that small scale local
networking initiatives are emerging in the dissictalthough they are premature. A good
example is the joint effort of collaboration in peating violence against children. Intervention
was scaled up when the following major offices lelsdhed a network at district level which is
coordinated by WCAO. Members of network are Edacatffice, women and children affairs,
police and justice, Health Office, ANPPCAN-Ethiopénd local CBOs.

However, there are challenges and limitations. rir@d and logistic resource limitations,
inadequate skilled human power at Kebele structuresconceptions and negative outlooks,
corruptions, etc. are the serious impediments teddsy the respondent which are affecting the

progress of the collaborative efforts.

The other significant networking initiative, curtBnin progress, is the Regional HTP Network
formed by relevant sector stakeholders drawn frogtigious institutions, community
organizations, NGOs and relevant governmental settices. It was reported by the HTP focal
person at the Women and Children Affairs Officet #féort is underway to replicate the same at
zonal and district level soon. In order to giverenweight to the initiative, the zonal and district
networks will be coordinated and led by the heafishe Zonal and District Administration

Councils.

However, these initiatives are largely at the nasstage and need to be bolstered if sustainable
networking should develop. The ensuing major litiotas were observed in the networking and

collaborative efforts in the districts;

* Networking and collaborations are often ad hocvéets which do not sustain longer. As
one of the key informants mentionéd, we usually seek the collaboration only in case

of emergencies and campaigns...”

! Local NGO working on child protection issues
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» Coordinators of the networking initiative are engagvith other painstaking duties and
therefore, they seldom spare much of their timé.on
» A referral system within the networking is not wedélveloped; it is based on the interest

of the leaders of the offices.

4.9.3.4. Regular Monitoring and Evaluation Practice
There are some encouraging practices observedeirsphere of monitoring and evaluation
practices of the organizations. In many of theceSi visited, activity and financial progress
reports (annual & quarterly) were compiled and stawith respective users (mainly to the
higher level structures). Monitoring and evaluatismas done using different formats as
demanded by respective authorities. It was alserobd that with variations in regularity among
the organizations, the monitoring forums to shamgmm progress were in place including for
example staff meetings, management meetings, retgeteral , the promising foundations for
monitoring and evaluation practice of the distgettor offices was applauded by a high ranking

key informant as follows;

“The new business processing procedures demandy effece to include Monitoring

and Evaluation section as one core process (sectidnch is responsible to conduct
regular monitoring and periodic evaluations of tbiice and suggest actions for future
planning. Moreover, there is a quarterly evaluasgrocedure conducted by the district
council during which every core process heads atalli up on their performance and

achievements according to the set objectives aedadipnal plans.”

Interestingly, most of the informants recognizedttmonitoring and evaluation tool has been
used as means to ensure upward and downward aabditytof their organizations to their
respective constituencies in the district. Apawnir regular reporting to the higher level
structures, some offices (WCAO, Women Associati@ms] Justice and Police Offices) have a
regular practice of providing and receiving feetsaabout the progress of their activities from
the target community using the existing lower duiies. As reported by the informant form
WCAO,
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“At the beginning of every fiscal year, the officemmunicates its annual plan to the
community structures and conducts quarterly evareatmneetings with the focal persons
and group leaders of the structures”.

Similar practices were reported from police offinexecuting community policing programs. It
is also worth mentioning that some organizationsdusvaluative assessments to explore the
extent to which they have achieved their plan dedperformance status of each core process in
the office. Justice and health offices could bengars in this regard. This process enabled
them to clearly see the image of their office, leitom failures and improve service delivery.
Results of the evaluation informed the offices dentify the most efficient and effective core
processes with objective evidences. In this regaksy informant said:

“...at the end of the last fiscal year, we prepareddadistributed assessment
guestionnaire to be filled out by different stakelos including the community to get
feedback about our strengths and failures. Theltesvere compiled and produced as a
comprehensive report. Our limitations and strengthevere clearly identified. We

believe that we are honest and transparent inrtbigrd. Even | was also evaluated as a
leader of the institution by the assessment anddbelt about my status was included in
the report. | can say that this is one means ofeireog feedbacks from our

constituencies”

4.9.4. Major Capacity Limitations
The study identified several capacity limitatiomsang stakeholders in the districts, which cause
critical bottlenecks that seriously hamper the fioms of the institutions. Some of the
constraints are said to be institution-specific leslathers are cross cutting. In this section, the
most common gaps which were widely and frequergplied by most of the stakeholders are
presented.

49.4.1. Financial and Physical Resource Constraints

Findings vividly depicted that almost all institutis were financially under resourced. There was
unanimous response among the stakeholders exmatinat most of the offices secure budget

only from a single source (particularly from thevgmmment) or have limited resource base.
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Many key informants in the government sector wer¢he opinion that limited annual budget
earmarked by the government to the social secfaresfis an indication of the fact that little

importance has been given to the sector comparedther development areas. The key
informant in WCAO said,

“Our office is one of the offices in the social memften allotted with the least amount of
annual budget. Under such condition, it is lesseljkto design comprehensive

intervention plan”.

49.4.2. Limitationsin Documentation/Record Keeping Practices

It is evident that information is a cornerstone famy intervention. The capacity of the
institutions with regards to securing, storing ahslseminating information (relevant to their
mandates) was explored and the overall findingscatd serious shortfalls prevailing in the
documentation practice of stakeholders. Intermittenording, inconsistency of figures, manual
and unsafe filing systems and lack of documentasikiiis were critical limitation facing the
implementation process. It was observed that inynwdirthe offices, secondary data about FGM
were hard to come by and if they do prevail; they r@ot as properly recorded as they should.
Existing archival records in some organizationshsas Police, WCAO, and Justice Offices
reveal very little about the actual magnitude @&f pinoblems since they are mostly underreported

or less properly documented.

In brief, the practice of the documentation ancdadainagement system of the offices visited had

been entangled with the following major limitations

» Except few, many of the stakeholders had no compatdities and no access to internet
service.

» There is no effort in the districts for recordinigaV statistics, for example, formal birth
registration which is critically impeding the ddois making capacity of the
managements in child protection issues.

* Most of the structures at district level do notlinte qualified information technology

personnel to handle management information systems.
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4.9.4.3. Lack of Strategic Plan
A few points were identified in this assessmentokiieeds to be noted regarding the capacity of
stakeholders in relation to planning. It was foumd that none of the stakeholders had the
strategic plan to objectively guide attainment ofjamizational goals and objectives. Overall
activities of the organizations are steered witrapjonal plans trickled down to the district from
higher structures. Here, the critical gap was olekrin the knowledge of the concept of
strategic plan. Despite some offices claimed hawimg strategic plan, it is found that the
documents only containing the operational plansné&atakeholders also likened the strategic

plan with the five year’s growth and transformatman (GTP) of the government.

Although individual staff's competence on the &gt planning process was not assessed,
management reports and anecdotal evidences shdwedffort in this regard is lagging far
behind. The researcher identified that in most €atanning happens on ad hoc bases only and
not supported by systematically collected data. Wésked about how the planning process was
carried out, the key informants form Education,i€éand WCA Offices reported that their need
to conduct a comprehensive strategic plan planpirmgess has been challenged with acute
budget constraints. As one of the key informanid, sa

“Conducting strategic planning requires trained ftan the strategic planning skill.
Therefore, we have to make our staff to be famiéh the process, which requires
financial resource. In our case, there is a neadafcomprehensive strategic plan, which
would identify priorities and estimate the resoweequired for each office’s functions,
provide an aid to advocacy for additional fundingdato serve as a blueprint for future
capacity development.
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CHAPTER FIVE

5. SUMMARY, CONCLUSION AND RECOMMENDATION
5.1. Summary

This paper explores the prevalence, perceptions@agbns of practicing FGM and its impacts
on girls health in Shebedino and Goriche DistrmftsSidama Zone, SNNPRS. FGM has been
designated as Harmful Traditional Practices (HTBg)the Ethiopian government and is
proscribed by law, with designated punishmentssTéiin line with Article 24 of the United
Nations Convention on the Rights of the Child, vishixalls for the prohibition of traditional
practices that are prejudicial to the health andl-lagang of children. Apart from the fact the
practice is labeled as ‘harmful’ and relates omlygirls which tend to be seen as a necessary

precursor.

The study points to identify the prevalence of F@Ml perceptions of the community about the
practice of FGM; reasons of the local people facpcing FGM and impacts of the practice on
girls’ health in their future life; and to asse$mltenges and critical institutional gaps in figlgfi

FGM and recommend mechanisms to reduce the prasftiE&M in the two districts.

The study allows knowing the prevalence, perceptiand reasons of the local people for
practicing FGM at district level. It will also assefactors associated with the practice of FGM
regard to women’s health in their future life amohzibute mechanisms to reduce the practice of
FGM in the districts. The result of the study velso be an input for institutions committing to
intervene against such practices at district agibral level by developing different programs

and policy changes.

The practice is widespread still, despite inteoral and national efforts to eradicate it, and
reflects deep-rooted beyond imaginations. The uUimigy causes are long standing societal
attitude/culture which is manifested in imbalancgdnder relations, inherited from their

ancestors, economic factors, lack of awarenesh@adverse effects of the practices on some of
the community and legal and policy frameworks. |Silsubstantial amount of respondents

assume no harm is actually associated to FGM. Hewyédle majority of the respondents have
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awareness that FGM resulted complicated delivedyraproductive health/organ related defects.
The study shows that though the community has aweaeeon the adverse effects of FGM, their

attitude towards stopping the practice of FGM isal@mnged.

It finds that the efforts of government and eliéaders to eradicate it are contributing to the
reduction or transformation of FGM, although witlfetent understandings and considerable
contestation and resistance in the communities.pliidic does not have a clearer understanding
that it is really harmful practice which does natvl any meaningful advantages. The fact that
they are practicing it despite knowing it is ill&gaffirm that the communities are not fully
convinced that FGM should be abandoned.

Except District Women and Children Affairs Officesp institution has a drafted strategy or
action plan and/or budget to combat FGM thus fais Tommunicates that no real commitment
is exerted on other government institutions tovéde the problem children in the community
are facing in relation to FGM though other stakdbot like FBOs, CBOs, and NGOs have
shown their commitment to prevent FGM and ultimaggladicate from the districts. In doing so,
it emphasizes the challenges confronted by chitdgation measures designed to bring about

change to long-established customs.

The source populations for quantitative assessnveng reproductive women in the rural and
urban Kebel€esof the two target districts; and also for the dative study included community
leaders and key informants of government officials both districts. Totally, about 140
informants (120 reproductive women, 10 communigdirs & 10 government officials of the

two districts) took part for the study.

The paper used basic statistical tools includiegdiency and percentage distribution tables, and
graphs were used for data analysis and presentaaalitative data were analyzed using
thematic data analysis method to assess the preeal@erceptions and reasons of practicing

FGM and its impacts on girls health and ways taicedthe custom. It gives an overview of the

1 .
Communities
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prevalence, perceptions, causes and effects of B@Mways to reduce the custom in the target
districts of Sidama Zone, SNNPRS.

Finally, the discussion reflects on wider issuesndfatives introduced to combat FGM in the
target districts. Earlier engagements showed w@mahtand events based actions which resulted
resource and effort duplication and hence no reamdekoutcome against FGM recorded. This
shows that the networks and the community strustare not strong and active to eliminate
FGM from the districts.

5.2. Conclusion

As inspired from the study, the two districts expece FGM in a highly prevalent manner. It is
continued to be practiced everywhere and by everyorthe districts. All people including the
district officials, religious leaders, Idditeaders, community elders, teachers and civilases/
(educated or not educated) are practicing it upeir thildren. The practice FGM is highly deep
rooted beyond imaginations. The underlining cawseslong standing societal attitude/culture
which is manifested in imbalanced gender relati@esnomic factors, lack of awareness on the
adverse effects of the practices and legal andyéiameworks. The good news is that there is a
growing public awareness regarding criminality G&N. Nevertheless, the public does not have
a clearer understanding that it is really harmfidcgice which does not have any meaningful
advantages. The fact that they are practicing #pile knowing it is illegal; affirm that the

communities are not fully convinced that FGM shdoddabandoned.

As part of initiatives against FGM, except the Wonaed Children Affairs Office, no institution
has a drafted strategy and/or budget to combat F@M far. This communicates that no real
commitment is exerted to alleviate the problemdreih in the community are facing in relation
to FGM. Many are sympathizing, simply giving a ‘Igervice’ which is not contributing to
lighten the gravity of the problem in actual facts.

Similar to many rural communities elsewhere in &pi, the Sidama people highly respect

elders. Their view and decisions are solid enougth are accepted by many unanimously.

1 — . . . .
Local association formed to give social services at community level
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Nonetheless, with regard to responding to FGM, relde many cases are playing a destructive
role which goes up to jeopardizing the legal praced regarding victims of FGM. Their role
should be redefined and hence they shall servegesta of change against FGM, yet it is
undeniable convincing elders and bringing themaduhe long standing attitude and practice to
be agents of change will be the hardest chore.

The government has set various structures whiclk hawotential to reach the wider community
at grassroots level. The CREommittees, HEWs development groups, community volunteers
and so on are the strong holds that one can attees®mmunity and pave the way to influence
as well as promote beneficial practices. Commusitgsponse towards these structures and
government officials is also highly encouragingsi8les, other stakeholders like FBOs, CBOs,
and NGOs have shown their commitment to prevent F&M ultimately eradicate from
Shebedino and Goriche districts. However; actiomeimained to come to the real practice.
Earlier engagements showed unilateral and everdgsdbactions which resulted resource and
effort duplication and hence no remarkable outcoagainst FGM recorded. Hence, an

integrated, inclusive and participatory approachlbthe stakeholders is highly recommended.

5.3. Recommendation
This part of the study had received a relativelgnimous response in all the thematic areas of
the recommendation: prevention, protection, repgrtiresponding and addressing capacity
limitations with the study in Shebedino and Goridmricts.

5.3.1. Prevention
» Create a wider understanding among all the keyestalklers on the issue of FGM. Clear
understanding on harms of the practice (FGM), endi® community recognize FGM is
illegal and is an offence to the law and harm tdhil child
* Reach a wider consensus among all stakeholdersdewstopping the practice. Everyone
has a non-substitutable role to play; and has miribwute. Yet, the district WCAO should

! child right committees
? Health extension workers
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take the lead in the organizing the campaign ag&@dM so that resource is fairly and
efficiently utilized to reach to the aspired goal.

» Aggressive campaign should be launched by invohahgtakeholders. Awareness on
boys and young men should be increased so as tm moarry circumcised girl/woman.
While doing so utmost care need to be taken fasdlpeople who are already the victims
of the practice. Minimize damages on those whaheady victimized.

« Working with Iddit* and community elders is crucial for one institotislone cannot
combat FGM.

5.3.2. Protection
» District political and administration leaders, jast officials, police, religious leaders,
community leaders, teachers, nurses, civil seryatislents, fathers, mothers, brothers,
sisters, etc. should work collaboratively and betlemsame page towards protecting the
girl child from FGM.

5.3.3. Reporting

» Community awareness on the modalities of repomimg-GM cases and the wider abuse
on children should be improved through education. this end, using religious

institutions to access the wider mass is essential.

» Collaborate with children structures (children cails) school clubs and any other forms
of children associations...) for identification ofses before/when happening of cases in
the district.

5.3.4. Responding
» Existing laws and community institutions bylawsn¢s bylaws are strong in Sidama’s
culture) should be properly enforced. Giving roofos unlawful mediation by elders
should be stopped. Law enforcing authorities shbeldlear and take serious actions.
» Collaboration of the different stakeholders is Mitaproactively respond to the prevailing
FGM in the districts.

1 — . . . .
Local association formed to give social services at community level
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5.3.5. Addressing Capacity Limitations

. The study made it clear that absence of strong or&tag and inconsistencies in
collaboration among responsible sector institutamal stakeholders seem to have caused a
considerable degree of impediment to the processnpfementation of child protection
programs in each district. It is therefore worthihb establish and strengthen networking
among governmental and nongovernmental organizatoall levels.

. Among others, it is vital to raise the consciousnstakeholders in the range of child
protection concepts, mechanisms and procedures.

Information is basic element for any program inéemion. The study identified that the
paucity of data on HTPs in general FGM in partical@re one of the serious challenges all
stakeholders currently facing. It is therefore raotended that a comprehensive regional and
district level data base should be establishedostef implementation of child protection
programs.

. The role of both electronics and print media in@xhting for the implementation of existing
policy and legislations is unquestionable. Effitiase of these channels requires the effort of
enhancing the technical and human resource cagmaditi terms of updating the media
officials and pertinent journalists on issues conitey FGM.

. Shortage of financial resource is found to be tlagomunderlying cause for the limitations in
many other aspects of institutional developmentisittherefore important to consider
enhancing the skill of the organization in fundshag and mobilizing local resources and

diversification of budget sources.

It is also worth mentioning that there is an impattneed to enhance participation of the
community in the child protection process at aliels. Experience shows that interventions
are doomed to fail without the genuine and actigdigipation of the community and the

concerned stakeholders. Therefore, efforts neetietanade to improve the capacity of

stakeholders in community participation strategies.
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Appendix 1

Questionnaire

The questionnaire is prepared under Indra Ghandi National Open University in Social
Work Department to prepare a thesisfor the fulfillment of MA Degree. The questionnaire
contains questions related to the prevalence, perceptions and reasons of FGM and its
consequences. Since your responseis confidential you can give genuine information without
any hesitation.

Do not mention your namein the questionnaire.

Thank you very much for your cooperation.

1. Questions Related to Background Information

1.1.Sex A. Male B. Female
1.2.Age A. 15-25 B.26-35 C. 36-45 D. 46-49
1.3. Educational StatusA. llliterate C. Rrary Education

B. Able to writecaread D. Secondary Education
E. Higher Education
1.4.Occupational Status A. Unemployed C. Government Worker
B. Daily worker D. Private Organization worker

E. If other mention

1.5. Marital status- A. Not married D. Divorced
B. Married E. Widowed
C. Separated F. If other mention
1.6.Religiore-  A. Orthodox D. Catholic
B. Muslim E. If others mention

C. Protestant
1.7.How many children do you have? A. No cletdr C. 2-4 children
B. One child D. More thachildren
2. Questions Related to the Prevalence of FGM
2.1.Does the community practice FGM or not in yourrdis? A. Yes B. No
2.2. Are you currently practicing FGM in your family? A. Yes B. No
2.3.Was FGM practiced on you? AsYe B. No



3. Questions Related to Perception of FGM
3.1.Do you believe that FGM is a harmful traditionahgtice? A.Yes  B. No

3.2.1f your answer is no why the practice %ot perceived as harmful” in your locality?

L) e
) e
3.3.Do you agree on the practice of FGM? A. bdize B. | agree
3.4.1f you disagree what is your reason?
) e
) e
) P
3.5.Who opposes/resists the practice of FGM in yourilfgm
A. Father C. Girls
B. Mother D. All the fdgnmembers

. 0 one opposes
4. Questions Related to Causes of FGM
4.1.What is the reason that FGM is practiced in th&idi®
A. Itis the community’s cultural values
B. The community has lack knowledge about the negatvisequences of FGM
C. It has religious reason
D. Other reasons (to get husband, to be fertile, tadgpromiscuity, etc.)
5. Questions Related to the Magnitude of FGM
5.1.In what magnitude the practice of FGM occurs innjogality?
A. Frequently practiced
B. Sometimes practiced
C. Rarely practiced
D. Not practiced
5.2. If FGM is practiced when is the last date that FGddurred?
A. Before byears C. Beforgear
B. Before 3years D. It isqireed still now

5.3.What is the age at which FGM is mostly practiced?
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A. 1to 7 years C. 15-18 years

B. 8-14 years D. 18 and above
5.4.Who are the practitioners of FGM?
A. Old mothers C. Medical experts
B. Old fathers D. If others

6. Questions Related to the Effects of FGM
6.1. Do you have the knowledge of the negative consemgseof FGM on girls/women?
A. Yes B. No
6.2.If your answer is yes, what are the possible negatbnsequences of FGM on girls/women?
L) e

7. Questions Related to Reporting and Responding
7.1.What is your source of information about the adeef§ects of FGM?

A. Health professionals E. Radio/Television

B. Personal communication ElidgRous institutions
C. Trainings/Workshops @hers

D. Schools

7.2.What is your preference to report when FGM occumedjirls and women in your locality?
A. Do not report

To police office

To court

To women'’s children and youth affairs offices

To Keble security force

To schools (teachers/clubs)

@M Mmoo w

To family members
H. If others, mention...........cocoo i
7.3.1s FGM a criminal act in the Ethiopian law?
A. Yes B. No C. | ddmow

7.4. What is your perception about penalties associaté&dM?



1) Imprisonment accompanied with financial fees

2) Imprisonment only

3) Financial penalty

4) Not realize what repercussions follow

5) Other
7.5.What response is given to the perpetrator fromckiat

1) Perpetrators will be advised first
2) Perpetrators will be penalized as stated in the law
3) Do not have any idea
4) Other
8. Questions Related to Waysto Reduce FGM
8.1. Are there any initiatives introduced to combat FGM?

A. Yes B. No
8.2.If you say no, why you assume that no initiativesslaunched?
1)
2)
3)

8.3.If yes, what are the initiatives which are goingtortombat FGM?
1) Awareness raising sensitizations 3) Aimgs/workshops
2) Legal enforcement 4Pthers

8.4.What is the result of FGM focused initiatives?

1) Community awareness on FGM improved and the pecéiduced

2) Community awareness on FGM improved but still pcecEGM

3) Community abandoned the practice

4) Attitude towards FGM changed

5) No change

6) Others
8.5. What shall be done to improve the efficiency arffdaiveness of the interventions?

1)

2)

3)




Appendix 2

Semi-Structured Interview Questionsto Gather a Wide Range of Information

from Key Informants

How do you perceive Female Genital Mutilation?

What are the contextua factors related to the continuance and discontinuance of FGM?
What is the prevalence of the practice of FGM in the district?

How did FGM originate from according to your culture?

What is your perception about FGM?

What are the reasons of the local people for practicing FGM in the district?

In what magnitude the practice of FGM is occurred?

What is the average age that FGM is mainly practiced on girls?

© © N o gk~ 0w NP

When is FGM mainly practiced in your community (season/months)?

10. Who performs FGM in the district?

11. How isreligion involved in the practice of FGM?

12. What isthe level of knowledge of the community on the effects of FGM in your locality?

13. What are the different effects on girls’'women caused by FGM in the district?

14. Arethere any initiatives introduced to combat FGM in the district?

15. If there are initiatives what intervention mechanisms are being used to reduce the
prevalence of FGM?

16. What is the outcome/result of the initiatives (If there are)?

17. What istherole, strengths and challenges/ gaps of the institution in fighting female

genital mutilation in the district?



