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ABSTRACT

The purpose of the study was to determine theenfle of the practice of female genital
mutilation on the schooling of girl child in margiized communities with reference to
Masalani location. The study sought to achieve ftllewing specific objectives: To
establish the extent to which health condition assalt of FGM influences the schooling
of girl child; to establish the extent to which lgamarriages as a result of FGM
influences the schooling of girl child; and to édish the extent to which attitude towards
FGM influences the schooling of girl child in marglized communities. The study
adopted a descriptive survey research design amsdgwaled by the General Systems
Theory which states that each and every concept sgstem (Gochmans, 1968). The
study targeted health administrators, school adtnators, parents and girls in secondary
schools in the area of study. The study was caoigdvith a target population of 95. The
researcher used stratified random sampling teclentquselect the respondents. From
each stratum, 70 %(67) respondents were selectddused to gather the required
information. Questionnaires and group discussioreewused to obtain important
information about the population. The data colldcteas analyzed using descriptive
statistics including means, mode, standard dewvigfi@quencies and percentages. The
study established that health condition influeremadle genital mutilation on school girl
child in Masalani location to a great extent. Thanagement of health condition from
FGM in Masalani location was also wanting as it i@sd to be just average. Further,
early marriage influence FGM on school girl chitda high extent. It was also found that
attitudes influence FGM on school girl child in Ng&mi location. The study will provide
relevant information to Marginalized communitibsit will help address the outstanding
challenges of female genital mutilation on educatnong their school going children.
The study will provide relevant information thatlMhelp the government to formulate
and implement such policies that will support tleatmuity of implementation of war
against female genital mutilation on education tiien, the scholars and researchers will

use this study as a source of secondary data iewekeir literature.



TABLE OF CONTENTS

] O I N = 1 ] S il
] 9 1 [ @ AN I (0 ]\ iii
ACKNOWLEDGEMENTS ... ..ottt immmmree e ee e e e e et e e e e e e s snnnee e e eenees iv

F =S I X O RO %
TABLE OF CONTENT S e e e e e e na e e enans Vi
LIST OF TABLES ... ettt ettt e et e et e e e e e e s e e e e e enan s IX
LIST OF FIGURES ...t eee ettt e et e e e e e e nen e e e s snnaneeaeeaans X
LIST OF ABBREVIATIONS/ACRONYMS .....ooiiiiiiiiiieee it esiiieee e siieee e Xi
(08 A e I o ] N1 PR 1
1.1 Background Of STUAY .......ceevviiiiiiiiiiiiie e er e e e e e e e e e e e eaes 1
1.2 Statement of ProbIem...........oooo e 8
1.3 Objectives Of the StUAY ..........oooiiii i 9
1.3.1 General ODJECLIVE .......uuuiiiiiii it e ettt nane e as 9
1.3.2 SPECITIC ODJECLIVES ...ceveeeeeiiiiiiiieeeeee ittt e e e e e e e e e e e e e e e e e ennnnreesennn s 9
1.4 RESEArch QUESLIONS........ccuuuiiieeiescmmmmmmm et eeeeeeestta e e e e eeesta e eessssrannneeeeseesaaanns 10
1.5 Significance of the StUAY ........cooeiiiiiii e 10
1.6 Limitations Of the STUAY..........ouuiiiii e 11
1.7 Scope Of the STUAY ....ccooeeee e e e e 12
1.8 ASSUMPLIONS OF the STUAY .......coeveeees e e e e e e e e e e e s 12
1.9 Theoretical FrameWOrK............uuuuiieii s 12
1.10 Definition of SigNIfiCant teIMIS ........u. e 15
1.11 Organization of the StUdY...........coicceeeeecee 16
(O o I o S N P 17
LITERATURE REVIEW ..ttt 17
P2 I [ o (o To (3 Tox 1 o] o FO PSPPI 17
2.2 Health effeCtS Of FGM ........uiiiiiiiiies ittt e e e e e e e s ee e e e e e 17
2.3 EArlY MAITIAgES......cciiiiiiiiiiiiiiiiicemmmm e e ettt e s seee e e s s e e e e e e e e e e e eeeees 20

Vi



B N N 1 {1 (8 (o [T 21

2.5 Gender Disparity in EQUCALION............ceememiiieiiiiiiiiiiiiie e e eeeeeeeeeeeeeveeeeeeeeeeeeees 24
2.6 Female Genital MULIALION .............i i 26
2.7 ReasoNs fOr FGM PracCliCe ..........u oo ceeeeeeiiiiie et 27
2.8 SUMIMATY ...ttt e e et e et e e e et e e e et e e e et e e eeta s e e renans e eeeanneeeannneeees 33
CHAPTER THREE ..ottt et e et e e s 36
RESEARCH DESIGN AND METHODOLOGY ...coiiiiiiiiiiieccee e evev e e 36
0 I [ o (o To (3 Tox 1 o] o F ST 36
G (1 [ |V I L= [ | o SRS 36
3.3 Target POPUIALION .. ...t 37
3.4 Sample size and Sampling TECNNIQUES... ccuummmmmeeerrrrnnnniiiieeeeeeeaeeeeeeeeeeeeeeennnnees 31
3.5 Data ColleCtion INSITUMENTS ..........uuiimemeeeiiiiiiiiiiieieeeee e nnnnee e 38
3.6 Reliability and Validity of Research INStrum&nt..........cccoevieiieieiiiiiiiieeeiiees e 39
3.6.1 Validity of the Research INStrumMentsS. . oo .oooeeiiiiiiiiiiii e 40
3.6.2 Reliability of the Research INStrumentS................coooiiiiiiiiici e, 40
3.7 Data ColleCtion ProCeAUIES...........oiiiieeeee ettt 41
3.9 DAta ANAIYSIS ...ceieeeeeeieieiiiiiese s s mmmmm e e e e e e e ettt e e e e e e aaaaaaaaaaaaaaearara————_ 42
(O o I o 1 1 P 43
DATA PRESENTATION, ANALYSIS AND INTERPRETATION  ...ccooviiiiiiieeeeens 43
v 0t R [ (oo 18 ox 1 o] o FR PR PP 43
4.2 General information about the RespondentS.............ooovviiiiiiiiiiiieeeeeeeeee, 43
4.2.1 Designation of the ReSPONUENtS.......ccoo i 44
4.2.2 Gender of the ReSPONAENTS ..........oeeviiiueiiiiiiei e 44
4.2.3 A0E BIaCKEeL .....uuueiiiiie st e e e e e e e e e e e e e e 45
4.2.4 Highest EQUCAtioN LeVEl...........oooiiiiiiiii e 45
4.2.5 WOTKING EXPEIIENCE ..cceeeeiiiiiiiiiiireetie s e e e e e e e e e e e e eeeeabeses e e e e as 46
4.3 Health CONTITION .......ciiiiiiiiiiii i sttt e e e e e e e a7
Y\ = U 4 = Vo =PRSS 49
N 111 (8 o [ TR 51

Vii



CHAPTER FIVE ..o 54

SUMMARY, DISCUSSION AND RECOMENDATIONS ..., 54
0 R g 70T [UTox 1 To] o (RN PR 54
5.2 Summary of the FINAINGS.........ooeiiiiieemmeme e eree e 54
5.2.1 General Information on the Respondents...............oeeeeeiiieeiieeeiiiiiiicce s 54
5.2.2 The Extent to Which Health Condition Influead¢he Schooling of Girl Child..... 55
5.2.3 The Extent to Which Early Marriages Influentee Schooling of Girl Child....... 55
5.2.4 Extent to Which Attitude towards FGM InfluesscSchooling of Girl Child ......... 55
R B 1o 011 (o] o PP 56
5.4 Recommendations Of the STUAY ........... oo eeeermmmmiiinee e eeeeeeeeeeeieeeeeeeeeens 56
5.5 Suggestions for FUrther StUAY ... 57
BIBLIOGRAPHY .ottt ettt e e e e s et ee e e e e e e nnsbeeeeas 58
APPENDIX 1 —transmittal [etter ........coooiiiiiiee e 61
AMINA KASSIM YUSSUF ... .ottt ettt e e e e e e eneaans 61
APPENDIX 2: QUESTIONNAIRE .....cotiiiiiiiiiiitieee e eiiiiee e e snineee e e 62

viii



LIST OF TABLES

Table 3.1 SAMPIE SIZE.....ccooieeeeeee e 38
Table 4.1 Designation of the ReSpondents .......ccccoooviiiiiiiiiiiiiiice e 44
Table 4.2 Gender of the ReSPONAENtS ........cccceeariiiiiiiie e 44
Table 4.3 Age Of the RESPONUENTS ........... o eeeeeeeeerininnianaaeeeeeeeeeaseereeeeeeeeseeee 45
Table 4.4 Educational level of the Respondents...............cecceeiiiiieieeeeeeeeeeeeeeeeeen, 46
Table 4.5 Working EXPEIENCE .........uuuuiiiiiiiieae et s 47
Table 4.6 Responses on health conditions and FGM................coooiiiiiiiiiiiieeeenn. 48
Table 4.7 Extent to Which Health Condition Influerfe€GM on School Girl Child ....... 48
Table 4.8 Management of Health Condition from FGMu............coooveiviiiiiiiiiiiin, 49
Table 4.9 Whether Early Marriages Influence FGMsamhool Girl Child...................... 50
Table 4.10 Extent to Which Early Marriage Influe@M on School Girl Child......... 50
Table 4.11 Performance of Early Marriages Resulirgn FGM on Girl Child........... 51
Table 4.12 Whether Attitudes Influence FGM on Sdt@idl Child.................oooeeennns 51
Table 4.13 Rating the Attitudes Effect on FGM ohc girl child...................o 52
Table 4.14 RatiNg AITUAES ......vuuieiiie e ceeeee e 53



Figure 2.1

LIST OF FIGURES

Conceptual Framework



LIST OF ABBREVIATIONS/ACRONYMS

AIDs Acquired Immunal deficiencies

ASAL Arid and Semi-Arid Land

EFA Education for All

FGM Female Genital Mutilation

HIV Human Immuno Virus

MDG Millennium Development Goals

UN United Nations

UNDP United Nations Development Programmes
WHO World Health Organization

Xi



CHAPTER ONE

INTRODUCTION

1.1 Background of Study

Female Genital Mutilation (FGM) has been practided centuries in 28 African
countries and several others in the developed wWoflthe practice, concentrated most
heavily in Africa, has been defined by World Healfhrganization (2005) as any
procedure that involves partial or total removalkld external female genitalia or other
injury to the female genital organs whether fortaral, religious or other non-therapeutic
reasons. WHO estimates that approximately 140 omillgirls and women have
experienced the cut worldwide with an average ab twillion girls at risk of being

circumcised annually (Chege, & Sifuna, 2006).

According to Noddings (2002), female genital muitla is mostly performed as a rite of
passage from childhood to adulthood and is undenték most communities between the
ages of four and 14 years. However, the age véoes area to area. For example, in
southern Nigeria female genital mutilation is perfed on babies in the first few months
of life while in Uganda it is performed on youngu#dwomen. It is difficult to
summarize the cultural significance of the practicea few sentences because the
cultures in which it occurs are very diverse. Thasons and meaning mostly revolve

around social definitions of femininity and attiesdtowards women'’s sexuality.



Clift & Jensen (2005), asserts that, a common featuthe social conditioning of women
to accept female genital mutilation within sociafiditions of womanhood and identity.

This leads them to perpetuate and defend the peadithough many of these societies
acknowledge the dampening effect of genital muditaton women's sexual pleasure,
preservation of chastity is not always the goal.Bgypt, Somalia and Sudan, for
example, extramarital sex is completely unacceptanld female genital mutilation is
used to ensure that it does not occur. In Kenyandg and West African countries such
as Sierra Leone, a girl may have a child out of la&dto prove her fertility, then

undergo genital mutilation and be married afterward

Nahid Toubia and Rainbo (1999), asserts that foro#her in a society where there is
little economic viability for women outside marrggensuring that a daughter undergoes
genital mutilation as a child or teenager is a ngviact to make certain of her
marriageability. Because of the very private natafethe practice, the operation is
performed at the request of the family and conddmgdociety as part of its cultural
identity. The roots of the practice run deep irtte individual's psychology, sense of

loyalty to family and belief in a value system.

Female genital mutilation (FGM), also known as fangenital cutting and female
circumcision, is defined by the World Health Orgaation (WHO) as all procedures that
involve partial or total removal of the externahf@le genitalia, or other injury to the
female genital organs for non-medical reasons. R&tyipically carried out on girls from

a few days old to puberty. It may take place inospital, but is usually performed,



without anaesthesia, by a traditional circumcisemg a knife, razor, or scissors.
According to the WHO, it is practiced in 28 couesiin western, eastern, and north-
eastern Africa, in parts of the Middle East, anthimi some immigrant communities in
Europe, North America, and Australasia. The WH@neses that 100-140 million
women and girls around the world have experienbedotocedure, including 92 million
in Africa. The practice is carried out by some camities who believe it reduces a

woman's libido (Clift & Jensen, 2005).

According to Jacqueline and Smith (1995), it ismarily a cultural practice, not a
religious practice. But some religions do includ&NF as part of their practices.
Procedures vary throughout the world but the WH&slfies FGM2 into four types as
follows: Type 1: Excision of the prepuce with ortaut excision of the clitoris. Type 2:
Excision of the clitoris with partial or total eston of the labia minora. Type 3: Excision
of part or all of the external genitalia and stibchtogether of the exposed walls of the
labia majora, leaving only a small hole (typicdlgs than 5cm) to permit the passage of
urine and vaginal secretions. This hole may negdnebing at the time of the menarche
and often before first intercourse. Type 4: Undafas$ covers any other damage to the
female genitalia including pricking, piercing, bung, cutting or introduction of corrosive

substances.

Chege & Sifuna (2006), points that, female circigimei is today discussed at
international and national forums as a violatiormofman rights and as inimical to female

reproductive health. Yet, to a considerable nundbgreople in countries where FGM is



practiced, the argument for its continuation id thea practice is a traditional cultural rite
of passage. Precisely, it is by virtue of it bemngte of passage that circumcision results
in most harm. It passes off young girls into adwdtth and others into marriage when they
are psychologically and physically not ready foildircumcision of girls makes them feel
grown up, and they have no qualms having sexuatioals with adult men, and grown

men also view them as mature women, ready for $eglaionships.

In areas where girls are circumcised there areenigates of teenage pregnancy and
school drop outs. Teachers report that there ist@eable drop in school performance
soon after circumcision (Family Planning Associatal Kenya). A majority of Kenyans

will agree that female circumcision is no longenecessity, that it greatly affects the
status and development of girls and women, andttisa reproductive and human rights
issue. But, it is still a cultural practice and soaommunities are not ready to abandon it

yet (Leye, Roelens, and Temmerman, 2004).

Education is seen as an important factor in thedtament of FGM in Masalani locati,
with schools providing a valuable forum in whichaddress FGM. It is recommended
that partners work closely with schools and mosgbesding the capacity of teachers to
help them overcome social inhibitions and discus$/Fwith pupils. However, families

whose children are not attending school are l&ssylito be involved in activities to learn

about FGM and the rights of young girls and women.



It is recommended, therefore, that agencies algetadome of the more marginalized in
communities, in particular those families outsitie school networks, many of whom

have limited levels of literacy (Jacqueline and Bl 995).

The health consequences of female genital mutiai@ both immediate and long-term.
The extent and duration of the consequences demetite extent of the cutting, the skill
of the practitioner, the nature of the tools arel énvironment and the physical condition
of the girl or woman. The physical side-effects amach better understood than the
effects on mental or sexual health. FGM puts childiat risk of life threatening

complications at the time of the procedure as aslhealth problems that remain with
her for life. They may suffer bleeding at the timkethe procedure or develop severe
infection, both of which can lead to death if nogated promptly. Those who do not

develop life-threatening complications will stilifser from severe pain and trauma.

Geveva (1997), observe that, the procedure alsmifserthe transmission of viral
infections such as hepatitis which can lead to micrbver diseases and even HIV. The
women may suffer complications such as recurreféctions, pain and obstruction
associated with urination and they are at highek mf painful menstruation and
intercourse, pelvic infection and difficulties iedbming pregnant. Retention of urine and
recurrent infections often require repeated hobpdanissions and some women carry a
risk of developing nephritis. The development astsyand keloids at the site of the scar
are very common, often causing embarrassment amitamproblems, and usually

require surgery for removal.



According to lama (2005), during pregnancy ther many further complications that
may occur as a direct result of the FGM. Labour rhbagome obstructed and if early
medical intervention is not provided this may l¢adhe death of both baby and mother.
WHO estimates that many women giving birth diehie process, simply as a result of
FGM. If the mother and baby survive there is tis& of damage to the vagina leading to
the formation of fistulas into the bladder or boywehich cause constant incontinence as
a result of a vessico-vaginal fistula or recto-vagjifistula. Women in this condition are

often rejected by their family and become socidtasts.

During the seven years that the Masalani distitlspital has been functional, the
fistulae of over 100 women have been surgicalhamegl. Apart from the many physical
complications, the girls and women experience atarable psychological problems
including depression, anxiety and post-traumatresst disorder. These psychological
problems are exacerbated at the time of marriageoéien lead to increased distress and
fear of intercourse. If de-infibulation is perforchthe woman is again exposed to the life
threatening complications of sepsis and bleeding] the transmission of chronic
infections such as HIV and Hepatitis and also dantaghe urethra if, as is common, the

operator makes an error when performing the culc{@agh, 1994).

The Kenyan constitution defines marginalized comityuas; one that, due to its small
size, has been unable to participate fully in teenemic and social life in Kenya.
Secondly it could be a traditional community that of desire to protect its culture and

identity remains uninterested in the social ancheadc life in Kenya. Thirdly it could be



an indigenous community that has maintained attoandil lifestyle and livelihood based

on a hunter gatherer economy. Fourthly, the dédimitcovers pastoral persons and
communities, nomadic or settled communities that tdugeographic isolation marginally
participate in the integrated social and econorfécih Kenya. Despite having the facts
about the existence of marginalized/indigenous ggan Kenya, many Governments in

Africa have not accepted the word indigenous togesl in their constitution.

For instance access to healthcare is a major probiiegpastoralist communities and the
communities travel an average of 40 to 80km to @thdacility. Such areas like Pokot
have only two Secondary Schools and few teacherpared to the number of students.
Education in ASALs has been greatly affected byleatstling, tribal clashes, water
scarcity, lack of electricity and poverty. Artick3(1) (b) states that every child has the
right to free and compulsory basic education and the pastoralist children have equal

chance to access education like any other chikKemya.

With all these opportunities for marginalized/mitypgroups in the new constitution, the
qguestions of judicial reform come to the fore. Tordy way for the marginalized to
access justice in the narrow prism of courts wdaddf the judges are ready and willing
to entertain and redress their claims. The streagthindependence of the Judiciary is a
key plank in the rule of law. The marginalized coumties must engage in judicial
reform efforts. This can be done by advancing titerisection of formal and informal

justice systems.



1.2 Statement of Problem

Immediate consequences of FGM include severe painbéeeding, shock, difficulty in
passing urine, infections, injury to nearby genitigsue and sometimes death. The
procedure can result in death through severe biigddading to hemorrhagic shock and
neurogenic shock as a result of pain and traumd, aurerwhelming infection and

septicemia.

Women who have had Female Genital Mutilation (FG® significantly more likely to
experience difficulties during childbirth and trtaeir babies are more likely to die as a
result of the practice. Complications include teed to have a caesarean section,
dangerously heavy bleeding after the birth of tladyband prolonged hospitalization
following the birth. The degree of complicatiomgrieased according to the extent and
severity of the FGM. There also arises formatiorad€eloid scar because of slow and
incomplete healing of the wound and infection aftex operation leading to production

of excess connective tissue in the scar.

Vulvar dermoid cysts and abscesses are a verydrequomplication and result from the
edges of incision being turned inwards and inclusib the epithelium. Damage to the
Bartholin's duct can also lead to cysts and absses§ound infection and urinary tract
infection due to urine retention, the use of nailsteequipment and the application of
local dressings of animal feces and ashes. Thetingeorganisms may ascend through

the short urethra into the bladder and the kidneys.



Circumcision also had serious social ramificatidos marginalized communities and
women, which may include: Being removed from schweimaturely; once circumcised,
girls as young as ten years were expected to takadalt roles and responsibilities;
Suffering psychosocial distress and isolation githclassmates and friends were not
circumcised; Early marriage, often too much oldempmand childbirth; and risky sexual

behavior, since circumcision marks one's entry adolthood.

This exacerbates the spread of HIV/AIDS and otkgually transmitted diseases and has
resulted in early pregnancy and childbirth. It washis height that the study assessed the
influence of female genital mutilation on educatiof girl child in marginalized

communities in Kenya, with reference to Masalaoatwon.

1.3 Objectives of the Study

1.3.1 General Objective

The general objective of this study was to deteentime influence of the practice of
female genital mutilation on the schooling of gihiild in marginalized communities with

reference to Masalani location.

1.3.2 Specific Objectives
The study was guided by the following objectives:
i. To establish the extent to which health conditisnaaresult of FGM influences

the schooling of girl child in marginalized commities



ii.  To establish the extent to which early marriagea sessult of FGM influences the
schooling of girl child in marginalized communities
ili.  To establish the extent to which attitude towar@dvFnfluences the schooling of

girl child in marginalized communities

1.4 Research Questions
The following research questions guided the study:
I.  How does health condition as a result of FGM inflcess the schooling of girl
child in marginalized communities?
ii.  To what extent does early marriages as a restGd influences the schooling
of girl child in marginalized communities?
iii.  How does the attitude towards FGM influence theostihg of girl child in

marginalized communities?

1.5 Significance of the Study

The study is premised on the effects of female tgemnutilation on education of girl
child in marginalized communities. The study wiltopide relevant information to
Marginalized communitieshat will help address the outstanding challengetemale

genital mutilation on education among their schghg children.

10



This study will benefit different scholars and reste to further understand female
genital mutilation on education and the relatedasreFurther, the scholars and

researchers will use this study as a source oinslscy data to review their literature.

The government has the holistic equipment of enguvictory of war against female
genital mutilation on education. The study will pide relevant information that will
help the government to formulate and implement spalicies that will support the
continuity of implementation of war against femaenital mutilation on education.
Government and different organizations are activaelypolved in shaping the social
welfare, which in turn drives the economic growtid alevelopment, and therefore they
require information on war against female genitatifation on education, and this study

will do so.

1.6 Limitations of the Study

The study was limited by scope and methodology.ifstance not all the responses to
the items in the questionnaire were sincere. ftither observed that it is common that
most institutions are known to be suspicious drgjers and investigation and therefore
only release limited information. However, a lettérintroduction that were attached to
the questionnaire provide assurance of confidetytiah handling of the information
which was collected, hence reducing the effectthisf limitation in the study findings.
Another possible limiting factor is the fact thaetresearcher was carry out the study
within a limited financial outlay and time constits. It was therefore necessary to

sample out a small number of respondents which medyguarantee the generalisability

11



of the findings. Stratified and simple random sangpkechniques was used in order to

ensure unbiased selection.

1.7 Scope of the Study

The study was confined at Marginalized communiiiesmasalani locatiorwhere it
determine the influence of female genital mutilation education of girl child in
marginalized communities. The study adopt desespesearch design, where the target
population of 200 respondents was divided intotssrand stratified random sampling

technique used to formulate the sample sibe study was done by March 2013.

1.8 Assumptions of the Study

1. That all the respondents would be cooperative inviding the required
information.

2. That the respondents would read and understangLigsionnaire.

3. That the relevant and updated records would beir@ztafrom schools, District
Education Officer and District Quality Assurancel &tandards officers.

4. That findings and recommendations of this study ldidoe found useful by
Ministry of Education, teachers and the entire ahakder's fraternity in

enhancing the girl child self esteem and partiogpain education.

1.9 Theoretical Framework

The study was guided by the General Systems Thebrgh states that each and every

concept is a system (Gochmans, 1968). Systems Y lwems proposed in the 1940's by

12



the biologist Ludwig von Bertalanffy (General Syate Theory, 1968) and furthered by
Ross Ashby (Introduction to Cybernetics, 1956). h#ts also been used by many
researchers including Dunlop (1957) and KretnelO(20Von Bertalanffy emphasized
that real systems are open to, and interact whikiy tenvironments, and that they can
acquire gualitatively new properties through emecge resulting in continual evolution.
Rather than reducing an entity (e.g. the human petalythe properties of its parts or
elements (e.g. organs or cells), systems theorystx on the arrangement of and

relations between the parts, which connect themanwhole (holism).

This particular organization determines a systefmclvis independent of the concrete
substance of the elements. A system may be defsed set of elements standing in
interrelation among them and with environment. Ategn can be closed or open. We
term a system 'closed’ if no material enters ordeaf it is called 'open' if there is import
and export of material. Living systems are nofsebb systems in true equilibrium but
open systems in a steady state. An open systerefiised as a system in exchange of
matter with its environment, presenting import aagort, building-up and breaking-
down of its material components. Therefore, theceph primary/secondary school
education is an open system since it can be affebte both internal and external

environment.

As a system primary schools consist of teachemd eachers, pupils and non-teaching

staff who interrelate with each other with the coomgoal of improving the cognitive,

social, intellectual and physical abilities of #tald. As an open system the operations of

13



primary school can also be affected by externalrenment like culture, socio-economic
factors and government legislation. Basing on systheory, this study shall be
developed on the premise that culture (practicE@M) will interfere with girls’ access
to primary school education in this area. If gidtsnot access the basic primary schooling
in marginalized areas, then the entire educatistegy shall be inefficient. This was also

be a bottleneck to the overall attainment of UP& BRA goals by 2015.
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1.10 Definition of significant terms

Alternative rite of passage A ritual or ceremony signifying an event in a perso

Attitude

Culture

Female Genital Mutilation

Participation

Self esteem

Stakeholders

life indicative of a transition from adolescence to
adulthood.

In this study it refers to the feelings and opisiast the
educational stakeholders towards the effects of F&M
education of girl-child in secondary schools.

is the custom, beliefs, way of life and social arigation

of particular peoples

comprises all procedures involving partial or total
removal

of the external female genitalia or other injury ttee

female genital organs for non-medical reasons

Meaningful involvement in educational matters regag
decision making and action.

It means a feeling of pride in oneself. In thigdst, it is
used to

refer to a reflection of a person's overall evaarator

appraisal of her own worth.

Refers to key players in the education systemhib t
study, they

include; the Government, the community, head teache
teachers,

pupils and NGOs who contribute towards the
enhancement of

girl-child education.
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1.11 Organization of the study

Chapter one dealt with the influence of female ggnmnutilation on schooling of girl
child in marginalized communities with referencemasalani location, Garissa County.
The research objectives and research questiongals@asnentioned. The significance of
the study, statement of problem, limitation of #tedy, scope of the study, assumption of
the study were all discussed. Chapter two predeetature review related to the study.
The chapter three of this report is the researsigdeand methodology that was used to
conduct the research. It included target populatsample size, sampling technique,
research instrument and data analysis techniquapt€hfour entails data presentation,
analysis and interpretation and lastly chapter fo@ntains summary, discussion,

recommendation and issues for further research.
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CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

This chapter deals with the review of literaturkated to this study. The literature review
is important since it enables the researcher totiiyethe gaps to be filled; identify what
has already been done and therefore avoiding ussage repetition and above all,
broaden knowledge in the study area. In reviewirgyrelated literature, the researcher
will draw heavily from research journals, dissedas and theses, books, newspapers,

magazines, Ministry of Education circulars, pamghées well as seminar papers.

2.2 Health effects of FGM

The immediate physical health consequences indhagenorrhage, pain, shock, trauma,
which can lead to unconsciousness or death, iofextiand abscesses; Unhygienic
conditions, use of contaminated instruments, barels and applications of substances
such as herbs or ashes to the wound frequentlyecsersous infections, acute urinary
retention, injury to the adjacent tissue; e.g Withnd the Vaginal opening, perineum

and rectum/anus, fractures and dislocation, ardréio heal.

Long-term consequences that are also most likebcoorr are; cysts and abscesses on the
vulva: recurrent urinary tract infections and intoence; difficulties in menstruation;
chronic pelvic infection: obstetric complication, el&id scar formation. The
psycholosexual consequences include: sexual dysdmnevhich may occur in both

partners as a result of painful intercourse anduged sexual sensitivity following
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clitoridectomy and narrowing of the vagina openingitoral neuroma, perineal

lacerations and possible brain damage to infaniaglbirth.

Among many communities, FGM has deep cultural §icamce. It gives women and
girls a sense of belonging to the community. Fasilvho promote FGM claim that the
practice has been there since time immemorial aetldbliged that their traditions are
followed. Among other reasons is that FGM enharaeagrls marriage prospects and
allows them to become mothers and socially accéptaBirls who are not circumcised
stand to be ridiculed, stigmatized and are notwadhtb participating in community
activities. Male dominance in society has conteutto the prevailing notions of

significance of the practice Swanson (2000).

There are certain factors that contribute to thikucal importance of FGM. In some
communities, the ritual is often associated witbsgintation of gifts to the girl and a great
honour to the family. A girl who is circumcised figs great honour to the family and is
likely to fetch high bride price. For the women wherform circumcision, it is a lucrative
business and a source of income. Sometimes ittisemouneration but the prestige and

power of the position that compels practitionersdatinue (UNICEF, 2005).

Gachiri and Ephigemia (2000) say that Female Gleliiitailation (FGM) may be viewed

through the human rights lens by recognizing tle practice violates the set of

universally accepted minimum standards. This isomdy because it is discriminatory
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against women but also because of its side effedig;h effectively affect women’s
enjoyment of their human rights by either endingrisignificantly lowering its quality.

It is a human rights abuse that functions as atrumgent for socializing girls into
prescribed groupings hence denying them the rigisetf-determination (Masterson and
Swanson, 2000) identifies the justifications for FGs being based on aspects of
tradition, religion and notions of women’s sexualiThe latter is most prominent as the

reasons put forward for the practice of FGM is thabntrols sexuality.

The latter is most prominent as the reasons putaiat for the practice of FGM is that it
controls sexuality. It has been claimed that the pmeserves the girl’'s virginity and
protects marital fidelity because it diminishes sexual pleasure in a woman during sex.
Without this part women are condemned to a liferf giving pleasure to men and not
receiving any. This effectively makes FGM discriatiory as compared to male
circumcision where the practice is beneficial atl med at denying men any rights.
The practice of FGM is also a violation of othentan rights which include; Right to be
free from gender discrimination, right to life atadphysical integrity, right to health and

rights of the child (UNICEF, 2005).

It is worth noting that as much as the FGM is stidlued by a number of communities
practicing it,it has several negative effects which include tamfpl surgical procedure,

done without any anesthetic causing psychologicalimha, severe blood loss and
bleeding of lesser degree which results in aneirha. FGM wound is prone to bacterial

infections, if this remains localized it causesnpand inflammation and possibly an
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abscess, if it becomes generalized, it causesceepa which may be fatal. Tetanus is
another fatal complication likely to arise. The a$@on-sterile instruments can cause the
spread of viral infections like HIV/AIDS, hepatitiand genital infections. Wrong
techniques used during the procedure may causergcaf the urethra and nerves.

Obstruction to the urine flow, if total can causeney failure and death.

Long term psycho-sexual dysfunction causes madiaharmony because of deep
psychological wounds resulting in anxiety, deprassifrigidity and irritability. Social
consequences include the loss of trust in those shloold be seen as supports and care

givers such as mothers and other older women (@actd Ephigemia, 2000).

2.3 Early Marriages

Early marriage is defined as marriage by peoplewdl8 years of age. Many families in

Masalani face challenges in providing for theiddten, and the most common solution is
to marry daughters off at a young age. It is highdyceived that a daughter’'s marriage
increases the wealth of the girl's family throughmbined cattle and cash dowries, and
since a girl joins her husband’'s family upon maeiaher father is relieved of the

financial burden of taking care of her.

The fathers tend, therefore, to believe that tfamily will not benefit from investing in a
daughter’s education. For those few families thmatable to pay education costs, there is
a preference for educating sons first. Early mggian place of education is also

motivated by a number of other factors: girls aseally ridiculed by their peers if they
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are still in school after circumcision, and in Maiasulture, women are traditionally
valued on the basis of how many children they camlyce for their husbands, not by

how educated they might become.

Many families in Masalani area cannot afford toegikieir children formal schooling, so
to protect their daughters from lives of povertgytithoose to marry them off at a young
age. Because girls are traditionally considereddmdm until they are circumcised, it is
seen as imperative for a girl to undergo the cirgsiman rite before she is married, yet

she is a school girl.

This strongly ingrained cultural belief propels fles to go to great lengths to complete
the circumcision. Most young school going girlsretato death due to poor health from
circumcision. Most painfully, after the rite thehsol girls from my community as young

as 10 years old undergoing circumcision and beiagied as they presumed mature.

Early marriage and female genital mutilation (FGM)ye widely practiced in
impoverished Mali where together they constituie ¢ingle biggest threat to the human

rights of young girls, according to aid organizatio

2.4 Attitude
Female genital mutilation (FGM) has gained incrdaagention in policy and research
over the last decades due to its impact on womesgedth, including severe violation of

human rights. With an incidence of 2.2 million wamper year, global prevalence is
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increasing rapidly. More than 135 million women nbave experience of FGM. The
problem is mainly confined to Africa and some meddhstern countries.Also, with

increasing migration, the problem is expected toaase in the high-income countries.

Because of the negativity surrounding discussiothefpractice, many families are not
willing to talk about the practice in public. Maoy us who have been formally educated
and exposed to the Western world understand timadlée circumcision, particularly the
surgical part of the ceremony, must end. But efffecefforts to do so must come from
within the families in Masalani location. Women am@&n must be educated about the
dangers in order for them to find workable alteirest to a practice that has been a

significant part of culture for generations.

Eradication of FGM practice necessitates a sulataffort to improve knowledge and
awareness among the community. Grassroots progrararganized by the international
bodies that focus on improving the human’s righttemess and knowledge have had
great success in reducing the incidence of thetipeacSudan is one of African countries
with very high prevalence rate of female genitdtiog, though the findings of this study
indicate that without addressing the midwives amnategy to reduce the practice
ultimately could fail. In Masalani area, there &K of support by religion and law to
fight the FGM practice and we believe that the oeirfg role of the religion and
ambiguous law are essential reasons for the cattonu of the FGM practice. Thus
involvement of religion persons and educationalistgether with a clear cut law to

punish the circumcisers will decrease its prevaanchis country.
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Women who are aware of the negative health consegseof FGM are found to favor
discontinuation of FGM. Educational interventionkatt emphasize the negative
consequences of FGM can help to lower favorabléudd among Egyptian women.
Brief counseling on the unsafe consequences of B@Nhe healthcare provide can also
help to inform women about the health-related cqueaces of this practice. This will go
down to cater for the school girl Childs as theyl giow up with the same awareness n

attitudes if well informed.

It is not surprising to note this contradiction argoour respondents; this is because
strong social reasons maintain the high level oMF@nong Sudanese girls. In most
areas in Sudan uncircumcised girl is viewed as aadd unmarriageable, this strongly
influences the midwives to continue in practicinGW. The vast majority of the

respondents have an opinion that FGM decreasesethal pleasure, however Okonofua
et al. reported that FGM did not attenuate sexealiig and that it may predispose

women to adverse sexuality outcomes such as eatynpncy and genital tract infection

The current study is the first to examine the it of the women regarding
discontinuation of FGM in Masalani location. Exngiempirical findings on this topic,
for the most part, have focused on the attitudeb@health service providers. Findings
of the current study not only support provision algsemination of adequate education
about FGM but add to the existing knowledge by pogto the role of decision-makers
and leaders in the community and religious leadsrgshe channels of intervention to

modify cultural beliefs about FGM.
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2.5 Gender Disparity in Education

The gender disparity in academic performance betwesys and girls is experienced

both at primary and secondary school levels in leenyhere girls are generally

outperformed in key subjects like Mathematics awei&e. This also explains under-

representation of girls at the university educatewel, where girls’ enrolment is only 30-

35 per cent of the total enrolment. Besides, @rks seriously underrepresented in more
prestigious courses like Engineering, Medicine, dnfbrmation technology (Bunyi,

2004; Court, 2004).

It may therefore seem reasonable to note that cadpto boys, girls are under-
represented in primary education in terms of emvetit, progression and completion.
Although there seems to be gender parity in terfmsnoollment at national level, there
are wide disparities in some provinces such ash\Bdstern, Rift Valley and Coast
provinces and generally girls are out-performedbbys in national in almost all the
subjects (Abagi, 2003). Given this scenario in gerdisparities in education in Kenya,
the major question is ‘What are the factors belimese gender disparities?’ In other
words ‘Why are girls lagging behind despite the gyovnent commitment to expand and
offer equal opportunities for all school-age chelaf?’ The following section provides

some answers to this question.

The patrticipation of girls in primary educationKenya, like in other countries in Sub-

Saharan Africa, is influenced by a complex inteydatween out-of school and in-school

factors. These factors influence and determinerpsirand communities’ commitment to
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investing in and supporting their girls’ educatidimey also impact on how well the girls
learn and perform in school (Abagi, 2003). Ultinkatethey militate against the
achievement of basic education for all. It is ingiee to note two issues. First, these
factors are common in every community in Kenyaaltfh their intensity varies from
region to region. Second, in-school based obstdoleggrls’ education have not been an

area of much focus in research and debates in Kenya

Girl Child Network (2004) says that if the commuynibstacles to education are not
tackled, girls will not participate in educatiorfetively because of the inhibiting school
environments and processes. Some of the majorréaatclude: parental negligence,
traditional cultural practices, poverty, lack ofateing space parental death, family
instability/death in families. Other factors iddietl as negatively impacting on the
education of girls include domestic chores, giriggative attitudes towards education

and parental discrimination Republic of Kenya (1999

Three common traditional socio-cultural practices attributed hindering the girl child
participation in education. These include early nages, female genital mutilation
(FGM) and family perception of the girl child edtica (Abagi, 1999). In a study by
Girl Child Network (2004) on The Status of GendeyuEy and Equality in Primary
Education in Kenya, respondents from Keiyo, Mandégeri and Transmara districts
reported that girls fail to enroll in school dueRGM. The teachers from Keiyo district
felt that FGM is a major issue that inhibits girfgrticipation in school. Once the girls

undergo the ritual they feel that they have becotdeand mature. In school they become
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shy and uninterested, thus their participationcimo®l reduces. Most of them get married
and others simply dropout of school and stay at éhoifrhis is the case in the other
districts where this ritual is undertaken sinces tisi a cultural practice and all girls are
expected to undergo the ritual. The study alsodoaurt that early marriages are common
in nearly all the districts including Bomet, MerKjsii, Kajiado and islands in Lake

Victoria such as Mageta. According to the respotgjeparents deny their daughters

education and marry them off for selfish reasons.

2.6 Female Genital Mutilation

FGM comprises all procedures involving partial otat removal of the external female
genitalia or other injury to the female genital ang whether for non-medical reasons or
not. According to WHO (1997) classification, theaee four types of FGM. These
include: Clitoridectomy — partial or total removaf the clitoris and/or the prepuce
(Clitoridectomy). Excision: Partial or total remdw the clitoris and the labia minora,
with or without excision of the labia majora (exois). Infibulation: Narrowing of the
vaginal orifice with creation of a covering seal tytting and appositioning the labia
minora and /or labia majora, with or without exaisiof the clitoris (infibulations). It is
the most extreme form of FGM and accounts for atmi&86 of all FGM procedures.
Infibulation is also known as “pharaonic circumersi. Unclassified: All other harmful
procedure to the female genitalia for non- mediatposes, for example; pricking,

piercing, incising, scraping and cauterization.
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2.7 Reasons for FGM practice

There are a plethora of reasons advanced in supp&@M continuation. The reasons
vary from one practicing community to the otheroasr the world. Generally, most
reasons revolves around, passing on traditionscatlidre with great significance placed
on the pursuit of mythical, religious, magical aaebthetic lives of the group of people

practicing such a custom.

A number of reasons given by a majority of themeago be ambiguous and may sound
a 'culture shock' to an outsider as such reasomsnar backed by any substantive
evidence but only perpetuated through complex debalief systems and taboos
(UNICEF, 2005). Several research conducted throud@rviews from communities
supporting the practice gave major reasons as # isorm to be pass on through
generations, feminine hygienie, fertility enhancamea rite of passage, virginity
preservation, socio-political integration and manance of societal cohesiveness as well
as economic reasons. However, marriageability amtral of sexual morals accounts for

the universality and persistence of FGM (UNICER)Z20

In her bookthe female circumcision controversy: An AnthropatayperspectiveEllen
Gruenbaum (2001) argued that FGM is carried oyatss the traditions of the society to
the next generation to appease ancestors, andfilb religious obligations especially
among Muslims, where FGM is practiced with a midgdi belief that it is a requirement

of their religion.
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This misconception has since been refuted by shésksmic religious leaders) as not
being found in Koran verse. The sub-regional carfee on FGM/C hosted by the
government of Djibouti in February 2005 affirms tt&GM practice is contrary to the
religious beliefs of Islam and 'there is no texttle Koransharia or propheticsunna

addressing FGM' (UNICEF 2005, Innocenti Digest).

Poldermans (2006) also noted that the claim tl&@¥Hs a requirement of Islam is a
fallacy, because even the radical Islamic countdesh as Iran do not practice it.
Wangila and Nyangweso (2007) argued that FGM idggaly valued ritual in many
cultures, whose purpose is to mark the transitimmf childhood to womanhood,

therefore it is an important rite of passage frame stage of life to the other.

It is intended to impart the skills and knowledgeroman needs to fulfill her duties as a
wife and a mother. FGM is traditionally practicegirdgual signifying the acceptance of a
woman into society and establishes her eligibfiitymarriage as it is extremely difficult,
if not possible for a woman to get married if skas Imot have her clitoris cut off in such
societies. A girl who does not have her clitorismoxed is considered a great danger and
a fatal to a man if her clitoris touches his pe8arkis, 2003). Immediately after the
genital cut, an elaborate series of ceremoniesnagany the event, and special songs are
song with dancing and chanting intended to teaehaiheady circumcised girls their

duties and community desirable behavior as wivelsmaothers.
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Then they are confined in seclusion in the bushafarumber of days or months from
which they are trained on proper wifely duties deled by a colorful graduation

celebration to mark the pass out.

During graduation day the initiates are offeredtsgiind praises through songs and
ululations. As such, the pride and prestige areolsesd upon the girls who have
successful endured the pain without crying and csaheir parents who acquire new
higher status in the society as a result of it. tha other side, the girls who did not
undergo it are mocked instead along with their p@reln some circumstances women
who have not undergone FGM face derision from oth@men who have undergone the

ritual.

In marriage, circumcised girls do provide theirguds a lot of wealth through dowry,
also referred to bridewealth or pride price paymfom whoever they will marry
typically in form of livestock and in some casesn@ap exchanged. On the other hand,
uncircumcised girls are not married within the coumity and if any marriage it is with
the outcasts of the society or outsiders who wshk to do so. For those who are lucky to
get husbands, it is a taboo for their parents ¢eive a dowry as they believe the bride is
not pure. More often than not, the girls who do heed the call for the practice are
cursed, blamed and ostracized or even banished tinensociety. They belief that an
uncircumcised girl is unhygienic, smelling, thegngtal organs are unsightly and when
one marries will exhibit unbridled and voraciougejite for promiscuous sex. Because

of this, FGM becomes a valued mandatory social htefact most girls are willing to
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succumb to the tormenting pain amidst subsequergeta of long term health problems
to secure this pride, respect, and acceptance @novdércome prejudices shown to

uncircumcised girls.

However, whether they wished to be excised or tiw, choice is not within their
decision because of the patriarchal structure efsdhsocieties, where women are
dependent on men for social and economic survial instance, the Kalenjins
community of Kenya, an ethnic group from which mgther hails from, believes that a
person attending uncircumcised girl during chiltbiwill die whenever she sees or
touches her clitoris due to a bad omen associatdditvand for this reason, no one is
willing to risk her life to assist uncircumcisedlgiin periods of child labor, but to be
abandoned to deliver babies by themselves in tsbadsufar from the homestead and Kkill

the babies.

Therefore, to discourage pregnancies from unciregsmdcgirls, FGM is the panacea that
is done earlier before girls reach puberty. Sinylathe Somali ethnic group found in
north eastern part of Kenya highly value virginity the honor of her family and future
husband. A girl is not allowed to engage in sexoflefmarriage for any reason
whatsoever. To ensure this, the Somali girl isgedi by her culture to face the worst
kind of FGM (Type Il or Infibulation) where genitparts are cut and “stitched up” and
only “opened” (de-infibulation) for her husband uhgr their first conjugal right

(Amnesty International USA, 2008).
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Though this type of process extremely narrows awerfieres with the natural shape of
the vagina for sexual intercourse, the husbandppased to be man enough to penetrate
his wife. If he does not do so, it becomes impeeafor the groom to use yet another

knife to enable him to sexually access his wife.

Like other men in many societies, pastoralist metheir jealousy and deliberate intent
to subjugate women by controlling their sexualliglieve that FGM inhibits women's
urge for sex, inspires submissiveness, reduceseiitif, promiscuity and instills chastity
and therefore the deadening of woman's sexual yniedsy mutilation is the only way of
guaranteeing her virginity and fidelity. In somdtates, a potential mother in law uses
FGM to discover virginity status of the bride. Hesis found not to be virgin, her husband
to-be has the right to reject her and demand arretiuthe pride price. When a woman is
rejected in this manner, her family as well asviele clan is disgraced and stigmatized,
leaving the woman with little choice but to vanfstim the area forever before facing the

wrath of the angry family members.

It is clear that there are still several myths sunding the FGM practice such as FGM
inhibiting women's urge for sex, inspiring submissiess, reducing infidelity,

promiscuity and instills chastity. Since fidelitynch chastity are moral values in the
society the communities still practicing FGM remaionvinced that deadening of
woman's sexual pleasure by mutilation is the ordy wf guaranteeing her virginity and

fidelity.
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This belief itself poses a great challenge to lterrmative rites of passage. The proposed
study seeks to assess the potency of the alteenates practice in mitigating the
negative effects associated with FGM and in spetsicapacity to enhance the girl-child

self esteem and participation in education.

Serbin (1993) notes that the FGM practice has sépsychological effects on the lives
of girls and women. Girls have reported disturbanceating, sleep, mood and cognition
shortly after experiencing the procedure. Many sgidnd women experience fear,
submission or inhibition and suppressed feelingarngfer, bitterness or betrayal. Studies
from Somalia and Sudan indicate resulting negadiffects on self- esteem and self-

identity (Gachiri and Ephigemia, 2000).

Rahman & Toubia (2000) argue that Governments shoevote resources to supplying
information to FGM practicing communities aboutstipractice and human right in
general. The information should emphasize the piadepsychological and physical
impact of FGM on women, Girls and Community at &argxamine the history and
purpose of FGM. Promote human rights and demosestreg manner in which human
rights are affected by FGM and focus on needs oheam and girls while involving the
entire community. Self-esteem beliefs are espgcsahsitive to contextual variation in a
particular task or activity (Pajares, 2001). Ischool learning programme, a student’'s
writing self esteem may vary depending on whetledsle is asked to write an essay, a

poem, or a creative story.
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2.8 Summary

The immediate risks after FGM are hemorrhage (esteesleeding), severe pain, and
infection (including abscesses, tetanus, and gaeyr&he most severe consequence is
death due to excessive blood loss. Circumcised woare also at risk for pelvic
infection of the uterus and fallopian tubes. Worbeimng forcefully held down for FGM
risk fracture or dislocation of hip and leg bon&hool-age girls who have been
subjected to FGM are often considered grown upedigtble for marriage. In some areas

of Kenya they are then married off following th@gedure and drop out of school.

Many families in Masalani area cannot afford toegikieir children formal schooling, so
to protect their daughters from lives of povertgytithoose to marry them off at a young
age. Because girls are traditionally considereddadm until they are circumcised, it is
seen as imperative for a girl to undergo the cirgsin rite before she is married, yet
she is a school girl. This strongly ingrained crdtibelief propels families to go to great

lengths to complete the circumcision.

Because of the negativity surrounding discussiothefpractice, many families are not
willing to talk about the practice in public. Maoy us who have been formally educated
and exposed to the Western world understand timadlée circumcision, particularly the

surgical part of the ceremony, must end. But effecefforts to do so must come from

within the families in masalaani location.
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2.9 Conceptual Framework

This study was guided by the following conceptuwahfework:

Independent Variables

Health Condition

Dependent variable

FGM influence on Education
of Girl Child

Early marriages

A 4

Attitude

Source: Author (2013)

Intervening/Extraneous variables
= Security
Parents’ level of education
Poverty levels
Government policy on re-admission
FPE/TFSI

Figure 1 Conceptual Framework

As shown in Fig.1 education of a girl-child canibuenced by health conditions, early

marriages and attitudes towards FGM. Other facties security, parents’ level of

education, poverty levels, government policy onadeaission to school of teenage
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mothers and Free Primary Education and Tuition F3eeondary Education are the
intervening variables that tend to interfere witte tinfluence of FGM on girl-child

education.
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CHAPTER THREE

RESEARCH DESIGN AND METHODOLOGY

3.1 Introduction
This chapter presents the research methods thatdbarcher adapted in undertaking this
study. The chapter highlights the research desagget population, sampling techniques,

sample size and the data collection and procethatentere used in this study.

3.2 Study Design

A research design according to Zikmund (2003) ifamework for conducting the
business research project. It details the procedurecessary for obtaining the
information needed to structure or solve businessarch problems. Descriptive research
design was used in this study. Mugenda and Mug€h@R0), observes that, descriptive
research is appropriate because of its specifigraand fact that it facilitates a general
understanding and interpretation of the problenha@i and Granhaug (2002) agree that
in descriptive research, the problem is structamed well understood. The major purpose

of descriptive is to provide information on chagadtics of a population or phenomenon.

Descriptive Survey research design is intendeslieat information about the aspects of
education that is of interest, to policy makersyriculum experts and Educators (Borg
and Gall, 1989; Orodho, 2005; Kothari, 2009). Iplexes and describes the opinions,
feelings, views, preferences and attitudes of thected sample of the population of the
study. According to Mitzel (1982), Survey reseaddsign is the most widely used for

obtaining insights into variables of study and hdeas relate to the research problem. It
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is therefore suitable for this study because theofa to be investigated and data
collection procedures were descriptive in natureulik 1984). The design was adopted
because the population to be studied is too laogée observed directly and thus
economically viable both in time and money of takia sample of population to
generalize results for the whole population, résglto in-depth, rich and meaningful

research findings.

3.3 Target Population

Mugenda & Mugenda (1999) describes target populad®m a complete set of individual
cases object with some common characteristics ichmesearchers want to generalize
the results of the study. The population that isi@ty surveyed is the study population.
The study was focused on health administratorspachdministrators, parents and
students The team provided useful information asy thvere involved in policy
formulation and implementation of war against feengénital mutilation on education.

The study was carried out with a target populatibf5.

3.4 Sample size and Sampling Techniques

The researcher used stratified random samplingniqab to select the respondents.
According to Mugenda and Mugenda (2003), in stetitandom sampling, subjects are
selected in such a way that the existing sub-gronpbe population are more or less
reproduced in the sample. Kerlinger (1973) obseed sample drawn randomly is
unbiased in a way that no number of populationsamgschance of being selected more
than the other. From each stratum, 70% respondests selected and used to gather the

required information. The sample size was tabulatefbllows:
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Table 3.1 Sample Size

Categories Target Sample Percentage
Population size

Health administration 10 7 10

Schools Administration 15 11 16

Parents 40 28 42

Girl students 30 21 31

Total 95 67 100

Source: Author (2012)

3.5 Data Collection Instruments

The researcher used questionnaires to collect detaording to Foddy (1994), a
guestionnaire is a research instrument consisfiggseries of question and other prompts
for the purpose of gathering information from rasgpents. Questionnaires are commonly

used to obtain important information about the paton.

Each item in the questionnaire were developed themd a specific objective, research
guestion or hypothesis of the nature of the infaromarequired, and so that it may not
leave out important information required in thedstuThe respondents are given an
opportunity to think more about the requirementsha questionnaire. The questions

used were both structured (close-ended) and opaedegfunstructured).
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Structured or close-ended questions are questidthsawlist of all possible alternatives
from which respondents select the answer that testribes their situation. They are
easier to analyze since they are in an immediate,fand are economical to use in terms
of time and finance. Unstructured or open-endegstions are questions which give the
respondent complete freedom of response. Thesadsponses permit an individual to
respond in his/ her own words. They permit a gredépth of response. They are simpler
to formulate mainly because the researcher do awet ho labour to come up with
appropriate response categoriekhe questionnaire was self administered by the
researcher by hand delivering it to the organiratiader study and collecting it after a
few days. The advantage is that the researcheonalg introduced the study to the

respondents and clarifies any doubts or questimatsarose.

Focus group discussion (FGD) was also used fongite investigation (Kothari, 2008).
This enabled the researcher to obtain more infoomah greater depth. Further, personal
information as well as supplementary informatiorowbthe respondent’s personal
characteristics is easy to get through FGD. Thigl t@was complementary to the

guestionnaire that was administered.

3.6 Reliability and Validity of Research Instrumens

This sub-section presents details on how validity eeliability of research instruments to

be used for this study was tested.
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3.6.1 Validity of the Research Instruments

Validity is concerned with whether the instrumeneasures what it is supposed to
measure or it is the degree to which results obthfrom the analysis of the data actually
represent the phenomenon under study. Mugenda aigémda (2003) notes that validity
has to do with how accurate the data obtainedersthdy represents the variables of the
study and is a true reflection of the variabless kbnly then that inferences based in such
data would be accurate and meaningful. To ascevalidity of the questionnaire the
researcher consulted experts and experienced peison the research methodology
from University of Nairobi to make criticism and raments on the format of the
instruments. Their comments were incorporated & dhbestionnaires before the final
administration of the instruments on the partictgansf the study. Also, during the pilot
study to be designed and conducted, the resedreledy interacted with the respondents.
The friendly atmosphere enabled the researcherstmwkr some short-comings in the
research instruments and, therefore, make neceadargtments before using them for

the actual study.

3.6.2 Reliability of the Research Instruments

A measure is considered reliable if a researcimdirig on the same test given twice is
similar. Reliability ensures that there is precision withietthdata is collected. If the same
results are gained time after time, no matter hoanyntimes you conduct a piece of
research, this suggests that the data collecteeligble (Mugenda & Mugenda, 2003).
Reliability of the questionnaire was tested throughpilot study in which the

guestionnaires were pre-tested to a sample graupasito the actual sample. This is
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important in finding out any deficiencies in theegtionnaire and rectifying them before
the actual questionnaire were issued out. A cdroslacoefficient of more than 0.5
implies that the research instruments were reliabl@ therefore the researcher adopted

the research instrument.

3.7 Data Collection Procedures

Before collecting data, the researcher sought forirdroductory letter from Nairobi
University addressed to National Council for Sceerand Technology. Thereafter, a
permit and an authorization letter to carry oueeesh were issued by National Council
for Science and Technology. The researcher thegepded to inform the DC and
Education Officer about the intended research. rTéwathorization letters were collected
by the researcher. The researcher then proceedbd feeld where she administered the

research instruments to the actual respondents.

3.8 Ethical Considerations

Kombo and Tromp (2006), note that researchers wkabgects are people or animals
must consider the conduct of their research, ane gitention to the ethical issues
associated with carrying out their research. Ttusl\sdeals with people as respondents.
Ethical measures are principles which the researsth@uld bind himself or herself with
in conducting his/her research (Schulze, 2002}his study, the researcher follows the

following research ethics: Permission to conduetrésearch:
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In this study, the researcher sought permissiom fthe University to apply for research
permit from NCST. An introductory letter was als@gented to the relevant office so as
to carry out the research. Informed consent: Rpamnts was given enough information
pertaining to the study before the administratibthe research instrument. The possible

benefits and value of the study was also explaiogde participants.

Confidentiality and Anonymity: A researcher hasbi responsible at all times and be
vigilant, mindful and sensitive to human dignityn Ithis study, participants’
confidentialities was not be compromised, as thames would not be used or appear in
the collection of data. No private or secret infatimn was divulged since the right of
confidentiality of the participants was respectex ectablish good working relationship

with the participants, the researcher endeavouéevelop a rapport with them.

3.9 Data Analysis

The data collected was both qualitative and quatnté in nature. This data was checked
for errors established were corrected. The infoionatvas coded and analyzed using
descriptive statistics including means, mode, siehddeviation, frequencies and

percentages. The data was presented in tablesgamdd.
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CHAPTER FOUR

DATA PRESENTATION, ANALYSIS AND INTERPRETATION

4.1 Introduction
This chapter deals with data analysis, presentatidarpretation and discussion of the
research findings. In the first section, descriptigtatistics are used to provide
background information of the respondents who padied in this study. The second
section presents the analysis of the responsdsetspecific objectives of the study as
provided by the respondents in the questionnaifég. purpose of this study was to
assess the influence of female genital mutilatiom education of girl child in
marginalized communities in Kenya, with referenoeMasalani locationThe study
sought to achieve the following objectives:-
1. To establish the extent to which health conditignaaresult of FGM influences
the schooling of girl child in marginalized commiies
2. To establish the extent to which early marriagea essult of FGM influences the
schooling of girl child in marginalized communities
3. To establish the extent to which attitude towar@dvFHnfluences the schooling of

girl child in marginalized communities

4.2 General information about the Respondents
The study sought general information of the respahdvho participated in this study.
The information sought was gender, age bracketel l®f education and working

experience.
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4.2.1 Designation of the Respondents

Table 4.1 shows the categories of respondents attipated in this study.

Table 4.1 Designation of the Respondents

Designation F %

Health administrator 7 115
School administrator 10 16.4
Parent 24 39.3
Student 20 32.8
Total 61 100

As shown in Table 4.1, 39.3% (24) of the resporglevere parents, 32.8% (20) were

students whereas 16.4% (10) were school admiresstathe remaining 11.5% (7) were

health administrators.

4.2.2 Gender of the Respondents
The results are shown in Table 4.2.

Table 4.2 Gender of the Respondents

Gender f %

Male 27 44.3
Female 34 55.7
Total 61 100
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Results indicated in Table 4.2 reveals that sligablove half (55.7%) of the respondents

were female while 44.3% (27) were male.

4.2.3 Age Bracket
The respondents were required to state their dgerdspondents are stated in Table 4.3.

Table 4.3 Age of the Respondents

Age bracket F %
Below 18 yrs 20 32.8
18-23 yrs 6 9.8
24-29 yrs 11 18.0
30-35 yrs 16 26.2
36-41 yrs 3 4.9
42 yrs and above 5 8.2
Total 61 100

It is evident from Table 4.3 that 32.8% (20) of thepondents were below 18 years while
26.2% (16) were 30-35 years. Further, 18% (6) vi&&3 years. There were 4.9% who

were 36-41 years with 8.2% (5) above 42 years old.

4.2.4 Highest Education Level

The study sought to identify the highest level diieation of the respondents and the

responses are presented in Table 4.4.
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Table 4.4 Educational level of the Respondents

Educational level F %
KCPE 19 31.1
KCSE 8 13.1
Certificate 2 3.3
Diploma 13 21.3
Degree 12 19.7
Masters degree 5 8.2
None 2 3.3
Total 61 100.0

As revealed in Table 4.4, 31.1% (19) had attainechgry level of education and thus
they had a KCPE certificate as their highest leokleducation. Diploma holders
represented 21.3% (13) of the respondents whocpeated in this study while 19.7%
(12) were degree holders. Only 8.2% (5) were mastegree holders as 3.3% (2) did not

have any level of education.

4.2.5 Working experience

Table 4.5 shows respondents on the working expegias a teacher
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Table 4.5 Working Experience

Working experience F %
Less than 1 year 3 4.9
5-7 yrs 4 6.6
11 and above 1 1.6
2-4 yrs 1 1.6
8-10 yrs 1 1.6
Never been a teacher 51 83.6
Total 61 100.0

It should be noted that 6.6% (4) of the respondeatsworked for 5-7 years as 4.9% (3)
had worked for less than 1 year. An equal proportb 1-6% (1) had worked for 2-4
years, 8-10 years and above 11 years respectiMeyever, majority (83.6%) of the

respondents were not teachers, thus no experiarieaghing.

4.3 Health condition

The respondents were asked to state whether heatitiition influence female genital

mutilation on school girl child. Their responses atated in Table 4.6.

47



Table 4.6 Responses on health conditions and FGM

Statement F %
Yes 38 62.3
No 23 37.7
Total 61 100.0

Table 4.6 shows that 62.3% (38) of the respondstated that health condition influence

female genital mutilation on school girl child inagalani location. However, 37.7% (23)

stated that health condition does not influence F@iischool girl child in the area of

study. They were further asked to state the extenthich health condition influence

FGM on school girl child. Their responses is présern Table 4.7

Table 4.7 Extent to Which Health Condition Influen@ FGM on School Girl Child

Response F %
Very great 7 115
High 14 23.0
No effect 7 11.5
Relative 22 36.1
Low 11 18.0
Total 61 100.0

As shown in Table 4.7, 11.5% (70) stated that fiéec$ school girl child very to very

great extent while 23.4% (14) asserted that itctdfeschool girl child to a high extent.

Further, 36.1% (22) stated that it influence a stigarl child in relative and (18.0% (11)
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asserted that it effect is low. Another 11.5% (ayexd that it does not have any effect on
school girl child in the area where the study waised

Concerning the management of health condition ffle@&M in Masalani location, Table
4.8 shows that 24.6% (15) of the respondents stidtadthe management was above
average as 23% (14( stated that it was below ageragother 21.3% (13) stated that it
was average as 14.8% (9) considered it exceptidhally 16.4% (10) stated that the

management of health condition for FGM in Masalaoation was poor.

Table 4.8 Management of Health Condition from FGM

Response F %
Exceptional 9 14.8
Average 13 21.3
Below average 14 23.0
Above average 15 24.6
Poor 10 16.4
Total 61 100.0

4.4 Early Marriages
The respondents were asked to state whether earnlyages influence FGM on school

girl child in the Masalani location. The responass shown in Table 4.9.
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Table 4.9 Whether Early Marriages Influence FGM onSchool Girl Child

Statement F %

Yes 46 75.4
No 15 24.6
Total 61 100

Table 4.9 shows that 75.4% (46) stated that eadsriage influence FGM on school girl
child and the remaining 24.6% (15) stated thabésdnot. The respondents were required
to state the extent to which early marriage infaee®GM on school girl child, their

responses are as shown in Table 4.10.

Table 4.10 Extent to Which Early Marriage InfluenceFGM on School Girl Child

Response F %
Very great 18 29.5
High 23 37.7
Relative 20 32.8
Total 61 100.0

It is indicated in Table 4.10 that 37.7% (23) dateat early marriage influence FGM on
school girl child to a high extent while 32.8% (28tpted that it is relative. Another

29.5% (18) stated that it affects FGM on schodldhild to a very great extent.
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The respondents also rated the performance of e@alyiages resulting from FGM on
school girl child in Masalani location as being eba@verage and another 229.5% (18)
rated it as being average. There were 18% (11) wated it as exceptional whereas

13.1% (8) considered it being below average. OrB9@3(2) rated it as poor.

Table 4.11 Performance of Early Marriages Resultingzrom FGM on Girl Child

Response F %
Exceptional 11 18.0
Average 18 29.5
Below average 8 13.1
Above average 22 36.1
Poor 2 3.3
Total 61 100.0

4.5 Attitudes
The study sought to establish the effect of atétudn FGM of school girl child in

Masalani location. The responses are shown in Tat@

Table 4.12 Whether Attitudes Influence FGM on SchodGirl Child

Statement F %
Yes 52 85.2
No 9 14.8
Total 61 100.0
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As indicated in Table 4.12, 85.2% (52) of the resjents stated that attitudes influence
FGM on school girl child in Masalani location. Themaining 14.8% (9) were of
different opinions. They asserted that attitudesxdbinfluence FGM on girl child. The
respondents were further asked to rate the ats8teffect on FGM on school girl child in

Masalani location. The responses are shown in Tahl&

Table 4.13 Rating the Attitudes Effect on FGM on deool girl child

Response F %
Very high 19 31.1
High 17 27.9
Not effect 2 3.3
Very low 20 32.8
Low 3 4.9
Total 61 100.0

Table 4.13 shows that 31.1% (19) and 27.9% (1&drattitudes effect as very high and
high respectively. Another 32.8% (20) rated it efffas very low whereas 4.9% (3) stated
that it was low. Only 3.3% (2) stated that theresw® effect of attitude on FGM on

school girl child in Masalani location. The respents were asked to rate attitudes in

Masalani location. The results are indicated inl@dh14.
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Table 4.14 Rating Attitudes

Response F %
Very effective 5 8.2
Fair 22 36.1
Less effective 16 26.2
Effective 15 24.6
Poor 3 4.9
Total 61 100.0

As shown in Table 4.14, 36.1% (22) stated thataitiéudes was fair while 26.2% (16)
stated that it was less effective and another 24(6%) considered it as effective.

However, 8.2% (5) and 4.9% (3) considered it véfgative and poor respectively.
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CHAPTER FIVE

SUMMARY, DISCUSSION AND RECOMENDATIONS

5.1 Introduction

This chapter presents summary of the findings amtlasions. Recommendations from
the study and suggestions for further researchale included in this chapter. The
chapter is based on the findings of the precedimapter, objectives of the study and the
research questions that were to be answered byttlty. The study combined two
approaches to data analysis: quantitative andtgtia@. This chapter is divided into four
sections. The first section presents a summarphefrésearch findings, the second part
presents conclusion, and the third contains recamdatens and lastly suggestions for

further research.

5.2 Summary of the Findings

5.2.1 General Information on the Respondents

The findings of the study indicate that respondevti® participated in this study were

parents (39.3%), students (32.8%), school admat@ts (16.4%) and health

administrators (11.5%). Slightly above half (55.7%)the respondents were female
while the remaining were male. Majority of the resgents were below 42 years since
only 8.2% were above 42 years old. It was furthetialdished that majority of the

respondents were either KCPE certificate holdedigdoma holders and only a few were

degree holders and masters’ degree holders.
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5.2.2 The Extent to Which Health Condition Influenes the Schooling of Girl Child
The study sought to establish whether health cmmdiinfluence female genital
mutilation on school girl child. The findings reveahat majority of the respondents
agreed that health condition influence female gémtutilation on school girl child in
Masalani location. They stated that health conditidluence FGM on school girl child
to a great extent. However others were of the eoyptopinion. They (11.5%) stated that

it does not have any effect on school girl childha area where the study was done.

Concerning the management of health condition fre@M in Masalani location,
majority of the respondents considered it as bairegage whereas only 16.4% stated that

the management of health condition for FGM in Masgelocation was poor.

5.2.3 The Extent to Which Early Marriages Influence the Schooling of Girl Child
Majority (75.4%) of the respondents stated thalyeaarriage influence FGM on school
girl child. According to the respondents, early reage influence FGM on school girl
child to a high extent. The respondents also r#tedperformance of early marriages
resulting from FGM on school girl child in Masaldorcation being above average and

only 3.3% rated it as poor.

5.2.4 Extent to Which Attitude towards FGM Influences Schooling of Girl Child
The study sought to establish the effect of atétudn FGM of school girl child in
Masalani location. It was found that attitudes uefice FGM on school girl child in

Masalani location. Over half of the respondentsddhe effect of attitude on school girl
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child in Masalani location as high whereas only?8.8tated that there was no effect of

attitude on FGM on school girl child in Masalancébion.

5.3 Discussion

Based on the findings of the study, it can be dised that health condition influence
female genital mutilation on school girl child inagllani location to a great extent. The
management of health condition from FGM in Masalanation was also wanting as it

was found to be just average. Further, it can kbeudised that early marriage influence

FGM on school girl child to a high extent.

Concerning the effect of attitudes on FGM of schgidl child in Masalani location, it
was found that attitudes influence FGM on schodl @iild in Masalani location. Over
half of the respondents rated the effect of atatwh school girl child in Masalani

location as high.

5.4 Recommendations of the Study

Based on the findings of this study, the followmregommendations are made: To avoid
disruption of the school programmes and schoolaligghe government and institutions
should put in place measures to curb forced pmacaiicFGM and instead promote or
embrace the practice of the alternative rites gsbpge; Since attitude influences FGM on
school girl child more campaigns and seminars eduk conducted in the area of study
in order to make the community aware of the negagiffects of FGM; There is need to

widen the scope of the alternative rites curriculinorder to cover all aspects of life
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necessary to enable children to grow both physicapiritually and mentally; Guidance

and counseling should be strengthened in all sshaadl even other levels of education.
It should be geared to building self esteem, actigainst violence, exploring personal
abilities, developing health lifestyles, and cnegtirole models and taking leadership

roles in the community.

5.5 Suggestions for Further Study

The knowledge yet unknown is enormous. This redinacould not have come at a
better time than in the course of this study. Ineffort to fill up hitherto existing gaps

emerged. The following are areas suggested fandurtudy: first, a similar study can be
done in other regions in the country; and secorstudy on the effect of FGM on self-

esteem and academic performance of learners sheuwdnducted in the area of study.
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APPENDIX 1 -TRANSMITTAL LETTER

AMINA KASSIM YUSSUF

P.O BOX 448-70100
GARISSA-KENYA.

o™ April, 2013

Dear Sir

RE-INFORMATION FOR MASTER PROJECT

| would like to kindly request you to provide imfoation on influence of female
genital mutilation among school girl child in maaaillocation. You are required to fill in
the questionnaire according to the instruction®igivl appreciate your assistance despite
your busy schedule and kindly request you to cadpeand contribute positively. Any
information given will be treated with confidenttsl and used for the purpose of the

research only.

With kind regards

Yours faithfully

Amina Kassim Yussuf.
L50/77376/2012
Phone no 0721925431.
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APPENDIX 2: QUESTIONNAIRE
Dear respondent this questionnaire aims to colidotmation related to the factors that

influence female genital mutilation among schoal ghild in Masalani location. The
information given is for academic purpose only avilll be treated as very confidential.

Please fill the question according to the instargtigiven.

SECTION A: PERSONAL DETAILS

1. What is your gender?

Male Female

2. What is your age bracket (years)?

18-23 36-41
24-29
42 years and above
30-35
3. What is your highest education Level?
Certificate
Diploma
Degree
Masters Degree
4, for how long have you worked as a teacher?
Less than 1 year
2—4 years
5—7years
8—10 years

11 years and above
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SECTION B: HEALTH CONDITION
5. a) Does health condition influence female gémtutilation on school girl child in

masalani location?

Yes No

b) Please explain

c) To what extent does health condition influere@dle genital mutilation on school girl

child in masalani location?

Very great

Relative
High

Low
No effect

d) How would you rate management of health condiftom FGM in masalani location?

Exceptional

Above average

Average

Poor

Below average

SECTION C: EARLY MARRIAGES

6. a) Does Early marriages influence female gemtatilation on school girl child in
Masalani location?

Yes No

b) Please explain
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c) To what extent do early marriages influence fengenital mutilation on school

girl child in Masalani location?

Very great

Relative
High

Low
No at all

d) How would you rate the performance of early nages resulting from female

genital mutilation on school girl child in Masaldacation?

Exceptional

Above average

Average

Poor

Below average

SECTION D: ATTITUDES

7. a) Does attitudes influence female genital ratith on school girl child in Masalani
location?

Yes Nd

b) Please explain

c) How would you rate the attitudes effect on feengénital mutilation on school girl

child in Masalani location?

Very great

Very high
High

Low
No effect
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d) How would you rate attitudes in Masalani locatio

Very effective

Effective

Fair

Poor

Less effective

Thank You in Advance for Your Cooperation and Information

65



