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ABSTRACT

The study sought to examine the persistence of F@&MnNg the Kisii. The study was
guided by four specific objectiveso find out the justification for the persistende o

FGM among the Kisii community; to establish theoe§ towards eliminating the
practice of FGM among the Kisii; to investigate tissues and challenges facing the
practice of FGM among the Kisii and To find out pls knowledge of the law
concerning FGM. The study was also premised orstic&al exchange theory, structural-
functionalist approach and the feminist theory. $hely adopted the descriptive research
design. The study adopted the cluster and purpasiagpling techniques to identify the
respondents for the study. The researcher adopbéidl dualitative and quantitative
approaches to data collection which included qoestaires, key informant interviews
and the focus Group Discussions. The study revethat all the female respondents
involved in the data collection process through sbevey had undergone FGM. In the
sample 74.2 percent had circumcised their daughtbeseas 25.8 percent had not. The
study found that most of the respondents had indestl undertaken their daughters
through FGM. The persistence of FGM was attribtitettaditional / cultural beliefs. The
study found that 76.2 percent of respondents haeéngone FGM willingly compared to
23.8 percent who were forced. This was enhancedudfir socialization within the
community that reinforces the stereotypes againsircumcised girls or women and thus
a girl will choose to undergo the process so as/twd mocking from the community and
their peers. In regard to the effect of FGM thedgtéound that 51.5 percent indicated
excessive bleeding, 2.0 percent were obstructedutatand 7.9 percent were sexual
complications and 38.6 percent. Anti — FGM campsigvere the major source of
information on FGM as indicated by 48.5 percengltirecenters were 5.0 percent, radio
announcements were 1.0 percent and personal empenegas 45.5 percent. The study
found that government agencies were the most pogatalitators of FGM as cited
among 38.6 percent of the sample, non — governmerganizations were 6.9 percent,
religious organizations were 46.5 percent, womeaugs were 4.0 percent, radio
broadcasts were 2.0 percent and community baseaniaegions (CBOs) were 1.0
percent. Findings indicate there is a high levehwhreness on the law concerning the

practice of FGM as espoused by Figure 13 whichatgpiat 91.1 percent of respondents



answered yes, 5.0 percent said no, 2.0 indicatad klsow. Among the respondents 61.4
percent indicated they knew of the Anti — FGM |&8,7 percent were Children’s Act of
2001, 2.0 percent were the Kenya Constitution 20I0he study recommends for
emphasis on awareness on the dangers associate@8®AM which should be integrated
into the education of the girl child; a multi-se@oapproach to eradication of FGM
through coordinated efforts from the government nages, non-governmental

organisations, community based organisations orfigihe against FGM; empowerment
of community groups in the fight against FGM andplasis on sensitization among
medical practitioners who are involved in FGM pieet
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CHAPTER ONE

INTRODUCTION
1.1 Background to the Study

Female Genital Mutilation (FGM) or female circumois is one of traditional practices
whose origin can be traced to ancient times. Eveugh it was first discovered in
Egyptian mummies about 200 BC, it is practiced btha continents of the world (Aziz,
1980). According to the World Health Organizatid0@8) the term “Female Genital
Mutilation” (FGM) denotes any procedure involvingrpal or total removal of the
external female genitalia, as well as injury to temale genital organs for non-medical
reasons. FGM is a fundamental violation of humahts. It is not only a severe form of
discrimination against women, but also a violatajrthe rights of girls, on whom it is
most commonly performed. FGM violates the righh&alth and to freedom from torture
or cruel, inhuman or degrading treatment and, mesocases, even the right to life. WHO
(2008) estimates that more than 130 million girld aomen alive today have undergone
FGM/C, primarily in Africa and, to a lesser exteintsome countries in the Middle East.
Oloo et al., (2011) also give an estimation of 20040 million girls and women whom
currently live with the consequences of FGM, mdswbom live in 28 African countries
(Snow et al., 2002; Grisaru et al., 1997) with savethers in the developed world
including small communities in the Middle East ak&la (Asali et al., 1995), Indonesia,
Australia, Canada, New Zealand, United Kingdomahid and the United States

Developing countries over the last decades haverexed unprecedented growth in
social, economic and cultural aspects. The devedopand the use of technologies to the
increased access to education have changed thendiaduals and groups inter relate
with each other. On the other side traditionalgrat of culture, social and economic life
persists and contributes to maintaining culturallpmeetices, including FGM. These
cultural malpractices stand in the way in the aakieent of the Millennium
Development Goals Number 4 and 5 while disregargiroggress that has already been
achieved so far. Onuh et al., (2006) note varieasons have been given for the practice
of FGM in these different geographical and cultusattings ranging from culture,

religion to superstition. This is also supported@igo et al., (2011) whom identifies that



the main reasons for the continuation of FGM arstlfi, as a rite of passage from
girlhood to womanhood; a circumcised woman is atergid mature, obedient and aware
of her role in the family and society. Secondly, NFGs perpetuated as a means of
reducing the sexual desire of girls and women,ethyercurbing sexual activity before,

and ensuring fidelity within, marriage.

Evidence from the recently launched Kenya Demodcaphd Health Survey (KDHS)
2008-2009 indicates that the overall prevalendé@ has been decreasing over the last
decade. In 2008/9, 27% of women had undergone Rdécline from 32% in 2003 and
38% in 1998. Older women are more likely to havelargone FGM than younger
women, further indicating the prevalence is deéngasHowever, the prevalence has
remained highest among the Somali (97%), Kisii (Y6Baria (96%) and the Maasai
(93%), relatively low among the Kikuyu, Kamba andrKana, and rarely practiced
among the Luo and Luhya (less than 1%). The pmacaicFGM occurs mainly at the
teenage and adolescent years; however it is alsctiped at later ages. Kenya
Demographic and Health Survey (2009) results showr@ad range of age at
circumcision. One-third of circumcised women sagytiwere 14-18 years old at the time
of the operation, 19 percent were 12-13 yearsanid, 15 percent were 10-11 years old.
Twelve percent of women were circumcised at 8-3syehage, and an equal proportion
was circumcised at 3-7 years of age. Only 2 pereaEwomen were circumcised before 3

years of age.

Shell-Duncan and Hernlund (2000) note efforts tanalon the practice in Africa can be
traced back to the beginning of the twentieth agntuhen missionaries and colonial
authorities emphasized the alleged adverse heé#fitot® and framed the practice as
“uncivilized, barbaric, and unacceptable in thesegé Christianity. In response, FGM
became an instrument of war to the ethnic indepsrelenovement among the Kikuyu
reacting against what they perceived as culturpemalistic attacks by Europeans. Other
ethnic groups (Meru, Kisii, Kuria & Kalenjin etcjfacted by the British prohibition of
the procedure drummed help to strengthen Mau Mawement against British colonial
rule in the 1950s (FIDA Kenya, 2009)



Several international treaties and conventionstifeRGM as a human rights violation,
Among these are the Convention on the Rights ofChiéd (CRC), the Convention on
the Elimination of All Forms of Discrimination agat Women (CEDAW), the African
Charter on the Rights and Welfare of the Child, Afdcan Charter on Human and
People’s Rights and the Additional Protocol on WamdRights (Maputo protocol), and
the European Convention on Human Rights (UNICEB520Governments then have a
responsibility to respect and promote human rigirid can be held accountable for

failing to fulfill these obligations.

Over the years political and non-political leadeeve translated this concern into laws
prohibiting FGM or supporting intervention programmsned at persuading practicing
communities to abandon the practice; for exampleeck president Daniel Arap Moi
banned the practice of FGM when already 14 girt$ ¢had for the complications due to
this procedures. Nevertheless, approximately 509%int$ continued to be circumcised
indicting that legislation against FGM in Africa Ve not been successful (Kiarie &
Wabhlberg, 2007). WHO (2006) identifies FGM into faliassifications and their practice
vary according to ethnic groups in Kenya. TypedrtRl or total removal of the clitoris
and/or the prepuce (clitoridectomy) being more prorced among the Kisii; Type |l
involves partial or total removal of the clitoridathelabia minorg with or without
excision of the labia majora (excision) and is m@mrevalent among the Maasali,
Kalenjin, Meru, Kuria; Type Il which is narrowgnof the vaginal orifice with creation
of a covering seal by cutting and appositioningl#i®a minora and/or the labia majora,
with or without excision of the clitoris (infibuli@in) is more common among Somali
women. Type IV includes all other harmful procedute the female genitalia for non-

medical purposes, for example: pricking, piercingising, scraping and cauterization.

Inorder to fully comprehend the persistence of FG@khong the Kisii; the study
recognizes that collective intentionality in therfoof “shared attitudes” is crucial for the
proper understanding of social practices and sangtltutions. The practice of FGM
should therefore be understood on the basis odknorms and how these rationalize and

normalize behaviour. Norms are learnt and reinfdtbeough everyday social interaction



while shaping and influencing behaviour where carf female bodies and sexuality is

normalized (Berger & Luckman, 1967).

FGM is undoubtedly a cultural issue that holds styciogether Anton (1995) in the work
of Wright (1996) said that when criticizing the @étFGM you are affecting on peoples’
sense of values, identity, wellbeing and their rsedf’'s. When suggesting an eradication
of FGM it practically means the eradication of thehole culture in those peoples’ eyes
(Kiarie & Wahlberg, 2007).

The different forces who have been active in thévidies aimed at persuading
communities to abandon FGM have not taken timenttetstand the tenets that undergird
the practice; in response the study espouses ME&sv) who discusses the latent and
manifest functions of seemingly irrational ancdspeactices. Latent functions are the
unintended, unrecognized and subtle ramificatiansctions of a social phenomenon
(FGM) in a social system which was not foreseenpasg of the primary, intended

manifest functions of FGM.

1.2 Problem Statement

Female genital cutting or circumcision is widelagticed in many Kenyan communities.
It involves partial or total removal of the exterf@amale genitalia or other injury to the
female organs for cultural or other non-therapewti@sons. Prevalence of the practice
varies widely among ethnic groups. KDHS (2009)sihearly universal among Somali
(97%), Kisii (96%), Kuria (96%) and Maasai (93%) men. It is also common among
Taita/Taveta (62%), Kalenjin (48%), Embu (44%) avidru (42%). Levels are lower
among Kikuyu (34%), Kamba (27%), Turkana (12%) dipkenda/Swabhili (6%). Kisii
County largest share of the population in regardgémder are women at 601,818
compared to men at 550,644 according to the 2008mNd Housing and Population

Census. This shows that FGM is widely practicedenya.

Since 1979, WHO has identified FGM as a seriougatito the health of women,
especially in the Sub-Saharan African region. I82,9VHO issued a statement on FGM

stating its commitment to support national governtsieefforts aimed at eradicating the
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practice. The Kenyan government has ratified varimbernational conventions on child
and women rights; these include Convention on tight® of the Child (1990), the
African Charter on the Rights and Welfare of theldC{L990) and of the Protocol on the
Rights of Women in Africa, “Maputo Protocol” (2003)nternational and domestic
legislation attempts have been unsuccessful inicatg the practice of female
circumcision. The Constitution of Kenya 2010, incteen, 44 (1) ,44(3)53(1) and
55(d)has provided for the protection of rights bé tgirls and women and affirmative
action. The Sexual Offences Act 2006 elaborateitie of punishment to be meted on
such offences. The children’s act of 2001 iderditvhildren who are likely to be forced
into circumcision as those in need of care andegtain.

The Nyamira District Strategic Plan 2005-2010 littke spread of HIV/AIDs and STDs
as mainly due to poverty, outdated cultural prastitke FGM which is also a major
issue affecting children and youth in the districttervention measures to reduce the
practice of FGM involves sensitization and educataf the public and parents on
reducing incidences of the practice co-ordinatedheyMinistry of Education, Office of

The President and churches.

Countrywide, the Ministry of Health launched thetiNaal Plan of Action for the

Elimination of FGM in order to reduce the propontiof girls, women and families that
will be affected over the next twenty years in 19%98is included a government-led
commission to coordinate activities for the elintioa of the practice, bringing together
partners involved in the fight against FGM on nadiband regional levels to share
expertise, raising resources and collaborating rotafives. The commission has had
mixed success in establishing networks at regidesatl, for example, Kuria has a
thriving network which coordinates anti-FGM actiowhereas in Kisii attempts to

establish a strong network have been largely ursstal to date.

Local and international NGOs such as Maendeleo gaaiWake Organization (MYWO)
along with the Programme for Appropriate Technolagyealth (PATH), developed a
comprehensive programme to end FGM. For instantteyiative Rites Passage (ARP)

which has usually been part of a programme invglwiaising community awareness,



working with schools, health providers, religiousddacommunity leaders. Despite both
the government and non-governmental organizatiefisits and interventions to reduce
the practice, the community still seems to holdtont. The study therefore seeks to
undertake an in-depth investigation into the sacititral contexts within which the Kisii
undertake FGM, how it is rationalized, the pragtigrs, the patterns, trends, effects and

efforts to eradicate it and why it goes on undeig.ct

1.3 Research Questions

1 What is the relevance of FGM among the Kisii?
2 What are the health implications of FGM among th&ik
3 Why has the practice of FGM persisted despite gegument interventions?

1.4 Objectives of the Study

The overall objective of the study was to identiictors influencing the practice of

Female Genital Mutilation in Kenya.

1.4.1 Specific Objectives

To find out the justification for the practice o6M among the Kisii community.
To establish the efforts towards eliminating thagice of FGM among the Kisii.

To investigate the issues facing the practice dfiRnong the Kisii.

el

To find out community’s awareness of the law contey FGM

1.5 Justification of the Study

According to the Kenya Demographic Health Servi@303) with regard to ethnicity,
female genital cutting is far more prevalent amdmg Somali at 98% and the Kisii at
96%. Also emerging factors and features from previstudies on FGM reflect the high
level of ignorance of child rights as describedhe Children’s Act of 2001 among the
community and the negative impact that it has om girl child’s development and
advancement. There has been a marked trend towgndsundergoing FGM much

younger, with many girls under 10 years of agesHppears to be in order to circumcise



them before they might refuse and also in respémdke illegality of FGM under The
Children Act, since 2001.

The practice of FGM has also been associated wilk’ gnd health risks such as
physical and psychological trauma, sterility, damag the urethra and anus, tetanus,
child and maternal mortality and more recently HRhfection. For example in both
Samburu and Garissa districts, FGM has become wifisant cause of maternal

mortalities due to inability to access health fies in time (FIDA Kenya, 2009).

Although studies have been carried out indicatimg hiighlighted negative impact and
consequences of FGM; they have not addressed medsonthe persistence of the
practice. Therefore a proper understanding of #rsigtence of the practice is needed for
the achievement and participation of women in teetbpment goals and the realization
of women health. Inspite of the efforts directedidods FGM the numbers remain high,
the efforts are increasing and the ways of hidiggractice are becoming more discrete.

Therefore it is n issue that requires an in-deptestigation into persistence of FGM

1.6 Scope of the Study

The scope of the study individuals factors forpéssistence, its rationale, existing anti -
FGM efforts, their effect, the history of anti-FG&fforts, leader perception of FGM,
local people perceptions of FGM, challenges facethe war against the fight against

FGM eradication and people knowledge of the lanceomng FGM.



CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

This chapter comprises of past studies done onpllemomena of FGM in order to
conceptualize the study problem with other previmosk. The essence of undertaking a
literature review is for the researcher to acquuaiith what kind of data and material is
available and identifies methodologies that havenbgsed to undertake similar studies.
The researcher also introduces the conceptual fwankethat will guide in the study

along with the theoretical framework that contekgs FGM practice in society.

2.2 The History of FGM in the World

FGM is not a new phenomenon of modern times. HsSld as it is widespread. The
practice has evolved from early times in estahtigldontrol over the sexual behaviour of
women. From the many accounts given of FGM, itas clear of where it originated.
Genital scarification and reconstruction are timendured and worldwide practices.
Various traditional practices are known to havesed in many parts of the world to
control female sexuality. For example the Romaippst! rings through the labia majora
of their female slaves to prevent them from becgranegnant (EI Sadaawi, 1980).
Chastity belts were introduced in Europe in th& ¢éntury, intended by the crusaders to
acts as a barrier against unlawful or unsanctiosed. In the western countries,
clitoridectomy took place as a pretext to cure owdsttion, hysteria, depression, epilepsy
and insanity (Foucault, 1976; El Sadaawi, 1980;biaul993).

It is also believed the practice of FGM was knownhieve existed in ancient Egypt,
among ancient Arabs in the middle belt of Africddoe written records were kept. It is
therefore difficult to document the first operation determine the country in which it
took place. However, documentalists suggest thaM Fdates back to 25 B.C. (El
Sadaawi, 1980; Lightfoot — Klein, 1989). The maoatlical form, infibulation that the
Somali community practices, is called pharaonietydlthough this might imply that the

practice started in ancient Egypt, there is noaoety that it started in Egypt or some



other African country then spread to Egypt. Therpbaic cut is more popular among the

Muslim population in Africa.

Both Muslims and non-Muslims alike practice FGM/This practice is not known in
many Muslim countries such as Iran, Saudi Arabi laaq to name but a few. In Kenya
there are many non-Muslim communities practicingwitile many other Muslim
communities who do not practice FGM/C. Hence theans this practice has no known
Islamic origin (Abdi, 2007)

According to Tanui (2006) female circumcision hassted for over 4,000-5,000 years
originating in a period predating God’s covenarthwAbraham to circumcise his people.
It began in Egypt and was frequently performed hg tancient cultures of the
Phoenicians, Hittites, and the ancient Egyptiafikose people had the idea that was
based on the belief that, the foreskin wadeéh@nine part of the male and the clitoris

the masculine part of a woman.

Incidences of FGM have been documented in somer a@iwentries, including India,

Indonesia, Iraq, Israel, Malaysia, Thailand andUiméed Arab Emirates, but no national
estimates have been made (WHO, 2008). In additioa, practice of FGM and its
harmful consequences also concerns a growing nuofo@omen and girls in Europe,
North America, Australia and New Zealand as a tesbiinternational migration. The

exact number of women and girls living with FGM kurope is unknown, but is
estimated to be around 500 000, and 180 000 gielestimated to be at risk of being

subjected to the practice.

According to Yoder, Abderrahim & Zhuzhuni (2004) MG continues to be practiced
for a variety of reasons. Most often, women citetom and tradition as a main cause for
their support of the practice. Other reasons ditgdvomen include religious demands,

cleanliness/hygiene, virginity/morality, and bettesirriage prospects.

In 2010, WHO together with seven other UN agenaies six professional organizations
and others issued a global strategy to stop healthproviders from performing FGM.

This was a response to a concern about the inogeaate at which FGM is becoming
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medicalized. An estimated 18% of all women who hawdergone FGM have done so at
the hands of health-care providers. There are laag@ations in this between countries,
from less than 1% in several countries, to betw&#nand 74% in six countries (WHO,

2010)

2.3 FGM in African Context

Female circumcision, or female genital mutilatioan no longer be seen as a traditional
custom. It has come to be recognized as a probhete modern African societies,
countries, and the whole world at large. The sedtigcusses the observed trends in the
practice of FGM in Africa through the lens of tresidence and region of the practicing
community, the age at which FGM is undergone amditfiuence of education levels
among mothers and the likelihood of daughters wgaleg the practice.

While FGM prevalence is higher in rural than inambareas for most countries (Benin,
Central African Republic, Céte d’lvoire, Kenya, M#ania, Niger, and Tanzania), urban
and rural rates are either the same or differ shghtly in Eritrea, Guinea, and Mali. In
three countries (Burkina Faso, Nigeria, and SudB®M prevalence was substantially
higher in urban than in rural areas. Ethnicityikelly to explain higher FGM rates in
urban areas in these countries, as well as regaffatences in others. Most of the data
on African countries is compiled from country spiecDemographic Health Surveys
(DHS). In other countries, the extent of the pratvaries widely among regions. For
example, in Mali, nearly 90% or more of women wefregions (the capital of Bamako,
Kayes and Koulikoro, Mopti, Ségou, and Sikasso)havdergone FGM, compared with
10% or fewer of women in Gao and Timbuktu. In Tamaaa high prevalence of FGM
can be found in Arusha (81%), Dodoma (67%) and Mé&8&6), while prevalence levels

under 2% can be found in ten other regions.

Due to awareness and educational campaigns oretfaive consequences of FGM and
its harmful effects, there has been a tendencyé¢ontedicalisation of the practice. In
these cases, younger girls and women are morey likelhave been cut by medical
professionals than older women. Similar trends towaedicalization have been found in
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western Kenya (Njue & Askew, 2004), and Tanzanighdugh medicalisation improves
the condition under which FGM is practiced it cdmites to the malpractice of the health

sector among its practitioners.

In most African countries, women with more eduaatiwe less likely to have undergone
FGM. However, in Egypt, Guinea, and Mali, where F@Mvalence is high (97%, 99%,
and 92%, respectively) education does not seenave A noticeable influence (Yoder,
Abderrahim & Zuzhuni, 2004). It is more likely thdaughters of mothers whom are
highly educated are less likely to undergo FGM tHanghters of mothers with little or

no education.

The difference between the percentage of women d§ed9 who have undergone
FGM/C and the percentage of women aged 15-49 withaast one daughter who has
undergone FGM/C indicates a change in prevalengenarational trend towards ending
the practice. This is of particular importance outries where the prevalence among
women is more than 75 per cent. In Egypt and Guif@aexample, where almost all

women aged 15-49 have undergone FGM/C, only almitibhthe women indicated that

their daughters have undergone FGM/C (UNICEF, 2005)

In Egypt, Eritrea, and Guinea, FGM prevalence i%7& more in every region of the
country. In other countries, the extent of the pcacvaries widely among regions. For
example, in Mali, nearly 90% or more of women wefregions (the capital of Bamako,
Kayes and Koulikoro, Mopti, Ségou, and Sikasso)havdergone FGM, compared with
10% or fewer of women in Gao and Timbuktu. In Tamaaa high prevalence of FGM
can be found in Arusha (81%), Dodoma (67%) and Mé&8&6), while prevalence levels

under 2% can be found in ten other regions.

Althus (1997) suggests FGM as a cultural and sqedtice, rather than a religious one.
It occurs among all religious groups (Christian, dlilms, a small sect of Jews, and
indigenous groups) in Africa, although no religiorandates it. In Burkina Faso, CAR,
Cote d’lvoire, Mali, Niger, and (northern) Sudanusfim women are more likely to have

undergone FGM than Christian women. However, in eand Tanzania, a higher
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percentage of Christian than Muslim women underGdIH38% vs. 28%, and 19% vs.
14%, respectively).

In Mali and Tanzania, women who practice traditlonaligions have the highest
prevalence of FGM in the country (95% and 22%, eeipely). Notably, ethnicity also
confounds efforts to examine the role that religmays in FGM prevalence (Yoder,
Abderrahim & Zhuzhuni, 2004).

Another observed trends in FGM practice has beemnillespread trend of a lowering of
the average age at which girls are subjected tgptbeedure, in all centres except one
(WHO, 2010) The FGM/FGC qualification age variesnfr one African country to
another. It ranges from infancy in Eritrea, Eth@ogind Mali to seven-month pregnant
women in Nigeria. A recent baseline study condudigdHealth Unlimited in Awdal,
Somalia and Mandera District in Kenya, confirmsfio eight years as the circumcision
age range. Hawa Aden of Galckayo Education CerderPeace and Development
(GECPD) noted that 100 percent of six to eight ry@ds who enrolled in the school

system had been infibulated.

2.4 FGM in Colonial Era

Kenyatta (1938) notes that although FGM was seenleamful practice by the colonial
administration that were intent in eradicating firactice; some nationalist politicians
glorified FGM/C in the struggle for independenceridg the 1950s. In the end, the
colonial authorities abandoned the idea of usimgioal law to prevent FGM/C, turning
instead to education and propaganda and whatevainetiative action could be

undertaken with the assistance of the indigenotisoaties.

Missionaries present in the 1920s and 1930s forbhed ‘subjects’ to practice
clitoridectomy. In response, FGM became an instnimef war to the ethnic
independence movement among the Kikuyu reactingnsigavhat they perceived as

cultural imperialistic attacks by Europeans.
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Other ethnic groups (Meru, Kisii, Kuria &Kalenjiaffected by the British prohibition of
the procedure drummed help to strengthen Mau Mawement against British colonial
rule in the 1950s. Shell-Duncan and Hernlund (20@@¢ efforts to abandon the practice
in Africa can be traced back to the beginning @f tlventieth century when missionaries
and colonial authorities emphasized the allegeceisdvhealth effects and framed the
practice as uncivilized, barbaric and unacceptabtae eyes of Christianity. Attempts to
persuade communities to abandon FGM were firstrdscbby missionary and colonial
authorities early in the twentieth century, and eviargely seen as colonial imperialism
Muteshi and Sass (2005).

In the end, the colonial authorities abandonedidlea of using criminal law to prevent
FGM/C, turning instead to education and propagardhwhatever administrative action
could be undertaken with the assistance of thegerdius authorities. Meanwhile some
nationalist politicians glorified FGM/C in the sggle for independence in the 1950s
(Kenyatta, 1938). The efforts of western feministshe 1960s and 1970s were similarly
regarded as being critical of indigenous culturd emposed by outsiders with their own

agenda.

The first efforts to eliminate the practice otatidectomy and infibulation in Sudan was
during the British colonial period (1899-1956) wherBritish midwife (in 1920) was
brought in to organize a training on midwifery aoddissuade the traditional midwives
enrolled in the training program to stop the p@gtbut with very little impact (MYWO,
2009).

Thomas (2001) and Banda (2003) contend these etidsts to ban FGM were seen by
many African communities as another attempt at rdaloimperialism and led to

widespread resistance resulting, in some placesnimncrease in the practice and in
driving the practice underground. For example, afogial Kenya, communities in the
Meru District believed that FGM “remade girls ink@men”. Attempts in the 1960s and
1970s by European and American feminists to peesédidcans to abandon the practice
also failed to provoke much change, as they wereepsed as imposed by foreign

countries and alien to the culture and reasonirthepeople concerned (GTZ, 2001).
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2.5 FGM in Kenyan Communities

Female genital cutting or circumcision is widelyagtiiced in many Kenyan communities.
It involves partial or total removal of the exterfemale genitalia or other injury to the
female organs for cultural or other non-therapew@asons. The practice is widely
condemned as harmful, because it poses a potgngiahat risk to the health and well-
being of the women and girls who are subjected. tih is also generally recognized as a
violation of children’s’ rights.

According to the Kenya Demographic Health SurveES) 2008/2009 the proportion
of women circumcised increases with age, from 1ltqe of women age 15-19 to 49
percent of that age 45-49. A higher proportion whl women (31 percent) than urban
women (17 percent) have been circumcised. The ipeactaries tremendously by
province. The proportion of women circumcised randgem 1 percent in Western
province to 98 percent in North Eastern provinceughly one-third of women in
Eastern, Nyanza, and Rift Valley provinces havenb@ecumcised compared with over
one-quarter of those in Central province, 14 pdroéthose in Nairobi, and 10 percent of
those in Coast province. The most severe form m@unicision predominates in North
Eastern province. 22.8% of 15 to 34 year olds aceimcised. Of these, 80.7% had their
flesh removed, 3% were nicked and no flesh was vechovhile 14.8% were sawn
closed; the older the woman the higher the preealeaf circumcision. 92% of 15-34
year olds are circumcised between the ages of B8t083% of 15-34 year olds say

circumcision needs to be stopped while 9% thirghduld continue.

Njonjo (2010) reports that North Eastern provines the highest number of circumcised
women (98%) with 83% of these being sewn closechis Ts followed by Eastern
province (36%), Nyanza (34%), Rift Valley (32%),®@l (27%), Nairobi (14%), Coast
(10%) and Western (0.8%). Coast province has tbghdst prevalence (29%) of those
circumcised at the age of less than 3 years whilth ®f women in North Eastern

province are circumcised at the age of 3 to 7 y@&ltsle an average of 74% of people in
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all the provinces say that circumcision should toped, only 7.3% in North Eastern say
it should be stopped and 87% of them say that tredigion requires them to be
circumcised (Njonjo, 2010)

In non-Somali Kenya, as in other countries with FHGMbrevalence below 40 per cent,
the younger age groups consistently show lowergbeece rates. Pockets of practicing
groups live in close contact with non-practicingupws. The trend is associated with
specific FGM/C interventions, along with the ovérabdernization of the country.

The KDHS 2008/2009 reports female circumcision mghést in rural (31%) than in

urban areas (17%). The higher the level of educaitd the higher the level of wealth,
the less likely one will be circumcised. Among th#% of women without education

who are circumcised, 40% were sewn closed. Circsiomtiis also prevalent among the
Somali (98%) and the Kisii (96%) ethnic groups &l \@s among Muslims (51%).

2.6 Causes of Female Genital Mutilation

One of the biggest challenges in curbing FGM i ths rooted in cultural practices of
very many ethnic groups. The cultural practice afting female genitalia for non-
medical reason is a harmful phenomenon, espeaidin the society believes that FGM
is the entry point for the girls to become a womdiYWO (2009) notes amongst most
cultural groups in Northern Sudan, female virgindy marriage is considered very
important and only preserved by clitoridectomy amiibulation. This type of cutting,

believed to have originated in Egypt, is controidrgdue to its long and short term

effects on survivors.

Although religion, aesthetics and social cultureendeen identified as features which
contribute to the practice, FGM remains primarilycatural rather than a religious

practice, occurring across different religious greuOloo et al., (2011) acknowledge that
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FGM is not sanctioned by any religious texts. Altgb in some communities, religious

interpretations have been used to justify the pract

In the 2008/2009 Kenya Demographic and Health Syr2d% of women who were
circumcised cited ‘social acceptance’ as the mogiortant reason for circumcision;
other reasons cited include ‘to preserve virginitytii marriage’ (16%); and ‘to have
better marriage prospects’ (9%). FGM is a rituak thrings about cultural identity and its
(FGM) function is to define a group (ethnicity). &refore, it is believed that removal of
such practice eventually would demise the assatiatdture (Banks et al., 2006).
However where a girl accepts to undergo the pradtids less likely to be from her

informed consent rather it is strongly subjectréalition and culture.

Njue and Askew (2004) among the Kisii in Nyanza viroe found that FGM is
considered an important rite of passage from gira trespected woman; a circumcised
woman is considered mature, obedient and awaresofdie in the family and in the

society, characteristics that are highly valuetheacommunity.

2.7 Consequences of Female Genital Mutilation

The consequences and complications of FGM vary rdoap to the extent of the
operation, the instruments used, the skills of theumciser, as well as other
circumstances during and after the operation. Atingrto the WHO (2011) the most
common short-term consequences of FGM include sepain, shock caused by pain
and/or excessive bleeding (hemorrhage), difficiitpassing urine and faeces because of
swelling, oedema and pain; as well as infectiormath can be caused by hemorrhage or
infections, including tetanus and shock. A studyrfrone country that practices Type |
and Il FGM, and in which 600 women were questiorszbut their daughters’

complications after FGM Type | and Il, reportedeath rate of 2.3% (7).

A recent WHO-led study showed that FGM is assodiamgth increased risk for
complications for both mother and child during dhitth. Rates of caesarean section
(29% increase for Type Il and 31% increase for TypeFGM) and postpartum
hemorrhage (21% for Type 1l and 69% for Type Il MGwere both more frequent
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among women with FGM compared with those withoutvGn addition, there was an
increased probability of tearing and recourse tosiefmmies. The risk of birth

complication increases with the severity of FGM (@H011)

Long-term consequences of FGM/FGC include infibalatysts, keloid scar formation,

damage to the urethra resulting in urinary incaarioe, pain during sexual intercourse,
sexual dysfunction and difficult childbirth, diffit menstrual periods (UNICEF et al.

2001). If the operation is conducted in unhygiesicroundings and/or using shared
instruments, the victims are exposed to deadlyctidas like tetanus and HIV/AIDS.

WHO (2006) FGM of the mother is also a risk factor the infant. The study found
significantly higher death rates (including stitths) among infants born from mothers
who have undergone FGM than women with no FGM. ihlceease was 15% increase
for Type | FGM, 32% increase for Type Il FGM andbtcrease for Type Il FGM.

Research has shown that sexual problems are als® coommon among women who
have undergone FGM. Women with FGM were found tolle times more likely to
experience pain during sexual intercourse, expeeiesignificantly less sexual
satisfaction and they were twice as likely to régbat they did not experience sexual
desire (Berg et al. 2010). Psychological consegesiof FGM are anxiety, horror, Post

Traumatic Stress Disorders (PTSD) and depression.
2.8 Human Rights context of Female Genital Mutilatbn

A human rights—based approach recognizes the egestef rights and reinforces the
capacities of duty bearers (usually the governmintgspect, protect and fulfill human
rights. The practice of FGM/C has been condemneinationally, and within Kenya, as
a violation of many girls and women’s basic righfthese include; The Universal
Declaration of Human Rights of the Child (1948), MdoConferences on Women,
Copenhagen (1980), Nairobi, 1985, Beijing, 1995;rM/€onference on Human Rights,
Vienna, 1993, International Conference on Poputadiod Development, Cairo, 1994, the
World Summit for Social Development, 1995, Unitedtidns Declaration on Violence

against Women, Convention on the Elimination of Rdkms of Discrimination against
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Women (CEDAW), Convention on the Rights of the @H{ICRC) and the International
Day of Zero Tolerance of FGM/C/C, 2005.

In 1979, WHO identified FGM/C as a serious threattie health of women, especially in
the sub-Saharan Africa region. By 1982, WHO hadddsa statement on FGM/C stating
its commitment to support national governmentsreffaimed at eradicating the practice.
The 1994 International Conference on Population Bedelopment (ICPD) and the
Fourth World Conference on Women in 1995 gave @&rrttmpetus to international
campaigns against FGM/C. In April 1997, WHO, UNICBRd UNFPA issued a joint
statement (WHO, 1997) of their commitment to suppgr national organizations,

governments and communities to promote abandonaidrGM/C.

The other key argument against female genital ryittelates to the issue of informed
consent. According to Abusharaf (2000), “Any viadat of the physical nature of the
human person, for any reasons whatsoever, with@uinformed consent of the person
involved, is a violation of human rights.” Macki2003) similarly states that “in general
there is an absence of meaningful consent to ttewdrsible act of FGC,” echoing
Nussbaum’s (1999) position that, “female genitaltifation is usually performed on
children far too young to consent even were conselitited.” In a slightly different
vein, Rahman and Toubia (2000) take the positi@t fthe act of cutting itself—the
cutting of healthy genital organs for non-medicahsons—is at its essence a basic

violation of girls’ and women’s right to physicaitegrity.

Article 5 of the Maputo Protocol also known as ®Br@tocol to the African Charter on
Human and Peoples' Rights on the Rights of Womerthenelimination of harmful
practices standardizes the ban on “harmful pragtiteough-out the signatory states and
formulates measures for ending these practicese Mpecifically, these are: (a) public
awareness-raising through information campaignsndb and informal education and
outreach, (b) the prohibition of every form of fdmaenital mutilation, including the

medicalized procedure, by means of sanctions amsl (& support for victims of FGM in
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the form of health care, legal counsel, psycholaigitare and support, and education and
training, and (d) protection of women who are po&rvictims of harmful traditional
practices or other forms of violence, abuse orl@mémce. It is currently working in
Ethiopia, Benin, Burkina Faso, Guinea, Kenya, Maliauritania and Senegal. The
protocol defines “harmful practices” as all behayiattitudes and/or practices which
negatively affect the fundamental rights of womew a@irls, such as their right to life,

health, dignity, education and physical integrity.
2.9 Policy Framework

FGM is a reproductive health concern for girls amamen. At the national level, the
Constitution of Kenya 2010 guarantees the rightsaof individual to the highest
attainable standard of health, including reprodchiealth. It underscores the importance
of prioritizing the needs of vulnerable and margael groups in provision of health
care. There are also a number of policies andegfie on sexual and reproductive health
addressing the practice of FGM including the NatldReproductive Health Policy, 2007
and the National Reproductive Health Strategy 22095.

2.9.1 National Reproductive Health Policy (2007)

According to The National Reproductive Health Pplj2007) harmful cultural practices

including nutritional taboos violate the reproduetirights and impeded attainment of
healthy and fulfilling reproductive lives, espetfahmong women. In Kenya, harmful

practices of major concern to reproductive heaftéthearly or child marriages, FGC and
nutritional taboos. FGC contravenes several baghts of women and girls, including

the right to liberty and security of person, and tights to be free from inhumane and
degrading treatment. In addition, some of thesetjpes contravene the provision of the
Children’s Act of 2001 and the Sexual Offences #2006 (MoH, 2007).

2.9.2 National Reproductive Health Strategy 2009-2(%

National Reproductive Health Strategy coveringgbaod 2009 to 2015 and is a revision

of the National Reproductive Health Strategy 19972 The need for revision was to
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address several issues and challenges most of wiaih not factored in during the time
of its development. The policy seeks to addressthihee key issues in the spheres of
gender equality, sexual and reproductive right&enya can be summarized as a lack of
empowerment for women to exercise decision on tbein reproductive health and
rights, including decisions regarding seeking Hreatire for themselves and children;
gender-specific harmful cultural practices includesgly or child marriages and female
genital mutilation (FGM); and sexual and genderedagolence (SGBV) including rape.
In Kenya, harmful traditional practices of majomcern are early or child marriages and

female genital mutilation (FGM).

Female genital mutilation contravenes several hagitts of women and girls, including
right to liberty and security of person, and thghtito be free from inhuman and
degrading treatment. The 2003 KDHS estimated FG&Vglence at about 32 percent,
with one third of all circumcised women reportingving had the operation carried out
by health workers. In its quest to eradicate theciice of FGM, one of its strategies
includes advocacy and policy dialogue where it seeksolicit the support of health

professionals in the elimination of harmful traglital practices such as FGM.

2.10 Legal Framework on FGM

In Kenya, there are various legal instruments fieatk to eradicate the practice of FGM
and promote the human rights of girls and womems€hnclude the Children’s Act (No.

8 of 2001), the Constitution of Kenya 2010, the @#Offences Act (No. 3 of 2006) and

The Prohibition of FGM Act 2011.

2.10.1 Constitution of Kenya 2010

The constitution of Kenya 2010 has provisions authg the practice of FGM. Section
44 (1) states “Every person has the right to ugeldhguage and to participate in the
cultural life, of the person’s choice”. It howeveoes not give individuals the right to
compel others to undergo these practices. Secto(@B¥ “A person shall not compel
another person to perform, observe or undergo alyral practice or rite. Section 53 (1)

states “that every child has a right to be protkétem abuse, neglect, harmful cultural
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practices, all forms of violence, inhuman treatmantl punishment, and hazardous or
exploitative labour.” The constitution identifiedet right of individuals to practice

cultural practices. Section 55, subsection (d) akseks to engage in affirmative action to
protect the youth from harmful cultural practicesl @xploitation such as FGM and early

marriage.

2.10.2 The Sexual Offences Act

The Sexual Offences Act 2006 is an Act of Parlialmdat makes provisions about
sexual offences, their definition, prevention ahd protection of all persons from harm
from unlawful sexual acts, and for connected pugposThe Act domesticates the
provisions of a number of conventions, includihg United Nations Convention on the
Elimination of All Forms of Discrimination Againd&/omen (CEDAW) and the United
Nations Convention on the Rights of the Child (CRI® Kenya Sexual Offences Act
No. 3 of 2006 also outlaws the practice of FGM ammen and girls as stated in Section
29 on cultural and religious sexual offences, stédny person who for cultural or
religious reasons forces another person to engagesexual act or any act that amounts
to an offence under this Act is guilty of an offenand is liable upon conviction to
imprisonment for a term of not less than ten y&afdhe highlight of the Sexual Offences
Act (No. 3 of 2006) is it does not leave it to thiecretion of the Magistrates, in which it
provides for minimum sentences for persons whooamd to commit cultural and

religious sexual offences.

2.10.3 The Children’s Act

According to the Government of Kenya (1998 age at which FGM occurs varies
widely. In some communities girls are circumcisadearly as infancy, while in others,
the ceremony may not occur until the girl is of negeable age — approximately 14 — 16
years old. Most commonly, girls experience FGM lestvfour and 12 year of age, at an
age when they can understand the social role esgp@ttthem as women. Girls who have
not undergone FGM/C are often ridiculed, made tel fsshamed, and addressed as
children (Moogi, 1995).
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In 2001, the Kenyan Parliament enacted the Chilé&a&n(No. 8 of 2001) which seeks to
criminalize FGM/C on children below 18 years. Sawxtil4 of the Act provides that “no
person shall subject a child to female circumcisearly marriage or other cultural rites,
customs or traditional practices that are likelynegatively affect the child’s life, health,
social welfare, dignity or physical or psychologidavelopment.” Section 18 of the Act
stipulates that any conviction for FGM/C-relatefeates carries a penalty of 12 months
imprisonment and/or a fine not exceeding Kshs 30,0 these, may be added the
provisions of Section 234, 250 and 251 of the P&wde which criminalize grievous

bodily harm.

This law has limitations in that it protects giosly up to the age of 17years and does not
protect women from being forcefully circumcised. Bjyacing FGM/C within the
Children’s Act, it is seen as children’s issue eatthan being of wider significance, and
therefore carries little weight. FIDA — Kenya (20Gf1ggest a review of the Children’s
Act, which should take into account greater invabeat of people at the community
level to create sustainable ownership of the pcesile paying specific attention to
sections14 and119 (I)(h). The reviewed Act shouwltlaav FGM not only to those less

than eighteen years of age, but also to women abigieen as well.
2.10.4 The Prohibition of FGM Act 2011

The prohibition of FGM act of 2011 has several Bmns which are intended to
eradicate the practice of FGM. It is an act of idarent to prohibit the practice of female
genital mutilation, to safeguard against violatioh a person’s mental or physical
integrity through the practice of female genitaltiation and for connected purposes.
The Act establishes a board known as the Anti-FerGanital Mutilation Board.

Persistence of FGM is highly attributed by soce®t@cceptance and perpetuation. The
Kenya National on Human Commission Rights (2012hicmnities uphold, practice and
normalize various forms of abuse on women thatuchel female genital mutilation
(FGM), early and/or forced marriage and virginiggting. Government of Kenya (1999)

also notes FGM is a deeply rooted traditional pcacin most communities where it is
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practiced; for these communities, FGM is a ritepagsage for girls from childhood to
womanhood, instilling values, training and groomitey uphold family stability and
preparation for the future within the community. MGhus continues because society

portrays FGM as a good “tradition.” The prohibitiohFGM act of 2011 seeks to outlaw

societal perceptions and attitudes towards FGM kvianiere not provided before in other

legal instruments against FGM; these provisiondataer elaborated upon.

It has provided legal provisions related to pramisof training of midwifes or medical
professionals in performing FGM. Section 19 (1)teda‘'a person, including a person
undergoing a course of training while under sugow by a medical practitioner or
midwife with view to becoming a medical practitiore midwife, who performs female

genital mutilation on another person commits aerme.

The act also addresses the issue of parents antheremf society who influence girls
and women to undergo FGM by outlawing Aiding andtabg female genital mutilation.
Section 20 states, “A person who aids, abets, @sios procures - a person to commit
an offence under section 19; or another persgetform female genital mutilation on
that other person, commits an offence. Section f2th@ prohibition of FGM act also
outlaws the Use of premises to perform FGM statfagperson who knowingly allows
any premises, for which that person is in contiplan responsible for, to be used for
purposes of performing female genital mutilatiormooits an offence.” Section 23
outlaws the Possession of tools or equipment whiely be used for FGM practice; it
states, “A person who is found in possession ob@ br equipment for a purpose

connected with the performance of female genitailation, commits an offence.

Section 24 states, “a person commits an offenttesiperson, being aware that an offence
of female genital mutilation has been, is in thecpss of being, or intends to be,
committed, fails to report accordingly to a law@ekment officer. Section 25 of the act
provides for member in society who may ridiculelmrk down upon girls and women
who have not undergone FGM, it thereby states, ‘j@enson who uses derogatory or

abusive language that is intended to ridicule, emalsa or otherwise harm a woman for
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having not undergone female genital mutilation,aoman for marrying or otherwise
supporting a woman who has not undergone femaléagjemutilation, commits an
offence and shall be liable, upon conviction, teirmonment for a term not less than six
months, or to a fine of not less than fifty thousashillings, or both.” The act in section
29 states, “a person who commits an offence urdsrAct is liable, on conviction, to
imprisonment for a term of not less than three gear to a fine of not less than two

hundred thousand shillings, or both.
2.11 Gender and Feminist Focus of the Practice ofGM

Social scientists argue that since it is women whoy out the practice and are its
strongest defenders, their inclination to the pcactmust be analyzed in terms of their
weaker social position. In most African countrié$;M is performed by traditional
practitioners, usually elderly women in the comntyimtho use crude knives and without
numbing the survivor. Cruenbaum (1993) FGM forms# & a complex socio-cultural

arrangement of female subjugation in a stronglyilpsal, patriarchal society.
2.12 Summary and Gaps in the Literature Review

Literature reviewed includes research on the pdggfical aspects of FGM/C, including
its effect on girl child education and early maggas needed to increase understanding
of the ways in which FGM/C affects girls, and wompsychologically. Such knowledge
is important not only to assist in developing api@te counseling services to address
psychological problems, but also to provide infotiova that could be used within anti-
FGM/C messages. The knowledge that FGM has bedawad has culminated in its
being undertaken underground and also led to iticakzation. It has therefore become
increasingly difficult to monitor FGM trends. Farstance, the practice is now not done
to any particular age set, but by an individual ifgrat will and without specificity to
time. Public celebrations that ordinarily followsdch rituals are things of the past. It is
imperative therefore for the present study to deite the present practice of FGM
among the Kisi by creating rapport and involvinfedient stakeholders and members of

society to shed light on FGM trends among the Kisii
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2.13 Theoretical Framework

The purpose of theory in any academic researchafitee review is to underpin the
context in which the area under study occurs opéag. Through a concise theoretical
literature a researcher is able to make a sigmificantribution to existing literature and

allows one to challenge or further the existingrhture related to the study.

In this section the researcher will discuss threesgectives related to FGM which
include; structural-functionalism, social-exchangad feminist theories from other
researchers. Each sociological perspective - fonatist, conflict, feminist, and

interactionists - highlights how social problemseege out of our social structure or
social interaction. These sociological imaginatiom$l also help us make a second
connection: the one between social problems anglssalutions. The most important
value of sociology is in its potential to enrichda@ncourage the lives of all individuals
(Lemert, 1997).

2.13.1 Social Exchange Theory
The exchange theory was developed and discussednmmng others Blau (1960);

Emerson (1962) and Homans (1961) through their wiesociety as composed of social
activity based on social exchange (reciprocity) amegration in small groups. Blau
(1977) social structure consisted of the netwofksogial relations that organize patterns
of interaction across different social positionsu3, the “parts” of social structure are

classes of people like men and women, rich and.poor

In Blau’'s view, to speak of social structure issfgeak of differentiation among people.
By a socially relevant distinction, Blau means aciab distinction along some
distinguishable social characteristic (age, raeg, geligion, ethnicity, etc.) which comes

to determine who interacts with whom; this is thacno perspective of the theory. For
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instance; if there are distinguishable differenisesveen two communities then there is
ales extent level of interaction between the twmiewinities. There are also individual-

level (Micro) attributes related to the theory whimplies that people calculate the likely
costs and benefits of any action before decidingtwi do.

This theory focuses on the costs and benefits wpetple obtain in social interaction,

including money, goods, and status. It is basetherprinciple that people always act to
maximize benefit. However, to receive benefits,rehenust always be an exchange
process with others (Marcus & Ducklin, 1998). Tleeial exchange theory emphasizes
the idea that, in relatively free societies, so@ation is the result of personal choice
between optimal benefits and costs. The theorangely associated with the Rational
Choice Theory largely applied to economics. Thisotly assumes that individuals will

operate in rational way and will seek to benefértiselves in the life choices they make
(ibid).

Social Exchange theorists argue that that all huraktionships are formed by the use of
a subjective cost-benefit analysis and the compards alternatives. For example, when
a person perceives the costs of a relationshipuagetghing the perceived benefits, then
the theory predicts that the person will chooséeave the relationship. The theory has

roots in economics, psychology and sociology (Eomrd962)

Relating the social exchange perspective to FGMbmanbserved when individuals opt
to undergo the practice. This choice is influencedthe perceived benefits that the
practice may have for the individual. Accordingad WO (2009) some women opt to be
cut despite their education. Some girls who conmnfrcommunities which do not

circumcise embrace the cut in order to avoid logiogential husbands from circumcising
communities. For instance, although there is lagmh against the practice of FGM, it
has been critiqued as having no implication towasdsnen willingly undergoing the

practice. The social exchange theory promotesdée that interaction is guided by what

each person stands to gain and lose from others.

26



The practice of FGM of these women whom regardsitia important element of their
being has a negative impact to efforts to eradittegractice among the Kisii. Also, this
scenario gives room to circumcised women to exenegsy strong peer pressure on girls

who have not been cut.

2.13.2 Structural - Functionalist Perspective

The structural-functional approach is a framewanklduilding theory that sees society as
a complex system whose parts work together to prersolidarity and stability. As its

name suggests; the approach points to the imp@rtahsocial structure - any relatively
stable pattern of social behavior. Social structyikes our lives shape in families the
workplace, or the college classroom. Secondly ther@ach looks for any structure’s
social functions, the consequences of any sociéénmafor the operation of society as a

whole.

The structural-functional approach owes much to ustigg Comte, who pointed out the
need for social integration during a time of rapithnge. Emile Durkheim, who helped
establish sociology in French universities, alsgeolahis work on this view. A third

structural-functional pioneer was the English slogst Herbert Spencer (1820-1903).

Spencer (1896) compared society to the human Qady;as the structural parts of the
human body - the skeleton, muscles, and variowsnat organs - function together to
help the entire organism survive, social structuvesk together to preserve society. The
structural-functional approach, then, leads sogislts to identify various structures of
society and investigate their functions. Merton 520 expands our understanding of
social function by pointing out that any socialusture probably has many functions,
some more obvious than others. He distinguishesvdagt manifest functions, the
recognized and intended consequences of any goaitdrn, and latent functions, the

unrecognized and unintended consequences of arat pattern.
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Functionalists view social institutions as workinga systematic and coherent manner to
sustain and reproduce them. Cultures presents aofMaglding society together through
sharing of socially accepted customs, values, nobeigefs and views of the world which
in turn influence human behavior. Social structusash as customs and practices have
significant contribution to community solidarity tomay also contribute negatively to

society.

The practice of FGM should therefore be understivooh the context of social norms
including how these norms shape and normalize hehaWorms are learnt and
reinforced through everyday social interaction tree same time shape and influence
behavior (Berger & Luckmann, 1967) in this way tloatrol of the sexuality of women
and their bodies is normalized. FGM among the Kssitconsidered an important rite of
passage from girl to a respected woman; a circiedcisoman is considered mature,
obedient and aware of her role in the family andhia society, characteristics that are
highly valued in the community. However, FGM causeslily harm and consequent
health complication during child birth which ares ihegative consequences; which
Merton (1957) refers to as dysfunctions.

FGM is generally practiced as a matter of sociavention, and is interlinked with social
acceptance, peer pressure; the fear of not hagicgsa to resources and opportunities as
a young woman and to secure prospects of marrid¢GQEF 2007; 2010). This social
convention is connected to different concrete soaitural perceptions, most of which

are linked to local perceptions of gender, sexyalitd religion.

Functionalist’s view of social problems also cdmites positively to the identified social
problems. For instance FGM practice calls for maffemative action towards efforts
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towards the abandonment of the practice. FGM cosckeave led to a critical focus on
the reproductive health of women and girls aroums world and in Kenya with FGM
taking a lead role as an indicator of health dgu@lent and improvements in line with

the Millennium Development Goals.

As such efforts towards the abandonment of FGMtuex require that socio-cultural
context of the practicing community be incorporaitad these approaches. Dilley (1999)
provides a strong basis for the interpretatiorhefpiersuasive and the persistence patterns
visible in the practicing societies and that so@ald cultural phenomena must be
interpreted within a given context inorder to agkiesignificant results. Governments,
development partners and non-governmental orgamimashould therefore be sensitive
to the significance of FGM to practicing commursti@nd involve community
stakeholders in educating and raising awarenesghe@rnmplications of FGM on the
overall development of women in society. This sbmigraction would lead to a more

effective acceptance of abandonment approachesgapmanticing communities.

2.13.3 Feminist theory

Tong (1989) explains that feminist theory is noeohut many, theories or perspectives
and that each feminist theory or perspective attengpdescribe women’s oppression, to
explain its causes and consequences, and to frestrategies for women’s liberation.
Feminist theory treats the experiences of womethastarting point in all sociological
investigations, seeing the world from the vantagetpof women in the social world and

seeking to promote a better world for women anchfonankind.

Madoo-Lengermann and Niebrugge-Brantley (2004) arpthat feminist theory was
established as a new sociological perspective & 1870s, due in large part to the
growing presence of women in the discipline andstinength of the women’s movement.

Although sociologists in this perspective may ada@ptconflict, functionalist, or
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interactionist’s perspective, their focus remainshow men and women are situated in
society, not just differently but also unequallys such the feminist approach is centered
on making an impact in today’s societal problemghsas FGM practice. WHO
Reproductive Health Research (RHR) indicates thsigience of FGM as associated
with the desire to control the sexuality of womentlae motivating factor of practicing
communities. There was a perception that it waessary to cut the clitoris of young
girls, as this was seen as the site of sexual eleaimd removal of the clitoris was
therefore expected to reduce women’s sexual desickthereby improve their ability to
comply with local sexual norms that generally engiea premarital virginity, marital

fidelity and sexual modesty.

In the WHO RHR study, an overall focus on the int@oce of sexual pleasure for the
man, rather than the woman, was identified. Fomgta, for those men in Egypt who
expressed concern that FGM might reduce women'sadeleasure, their key concern
was on the negative effect that could have on it sexual pleasure. On the contrary
Women with FGM were found to be 1.5 times more ljiki® experience pain during
sexual intercourse, experience significantly leseual satisfaction and they were twice
as likely to report that they did not experienceuseg desire. This highlights the concern
of feminist theories where patriarchal societyhis basis of social problems. Patriarchy
refers to a society in which men dominate women jastify their domination through

devaluation (Kaplan, 1994)

Feminist perspectives can be linked to FGM aban@wmmapproaches that have been
adopted over the years. For instance the involvewfemen in intervention strategies has
been established as a working mechanism towardsreédaction of the practice.
Abandonment approaches have also included infoomaducation and communication
targeted at empowering decision making among woime&mder to control their destiny
and enjoying their rights as espoused by Weine®4L8minism involves a commitment
to improve life chances for girls and women; andsitconcerned with developing

equitable professional and personal practices.
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The feminist theory also contributes to the prestudy in reference to the interviewer
and interviewee interaction. FGM is a highly gensiemsitive practice and although there
is no specific research method to feminist resedBiurns & Walker, 2005). Oakley
(1981) suggests the meeting of the uninvolved viegrer did not stand in the scrutiny of
women’s lives. Women’s voices are heard in reseawhen ‘the relationship of
interviewer and interviewee is non-hierarchical aviten the interviewer is prepared to
invest his or her own personal identity in the tielaship’. In relation to the present study
the researcher is from the Kisii community and fesvend this would play a significant

role in the data gathering process among resposi{@atkley, 1981).
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Figure 1: Conceptual Framework

FGM CONCEQUENCES LIKE HEALTH
hsoc'“'cu"m““ FACTORS“ ISSUES, PSYCHOLOGICAL SOCIAL

PRACTICE ISSUES

FRAMEWORKS LIKE LEGAL,POLICY
AND HUMAN RIGTHS PERSPECTIVES

The continued practice of FGM in kisii is seen &rbajorly due to social-cultural factors
where the initiates undergo the cut to conformh®riorms and values regardless whether
it is by individual choice or through force. Theaptice however has social,
psychological, health and legal consequences.

Efforts towards abandonment of the practice by Lagatruments, Human Rights
frameworks and Policy frameworks have been unfrugértly due to the weak structures
in enforcing the abandonment strategies.
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CHAPTER THREE
RESEARCH METHODOLOGY

3.1Introduction

The chapter addresses the various methodolog®massin order to achieve the research
objectives and consequently answer the researclstigone These sections are

highlighted from the research design to the metluddimta analysis and interpretation.

3.2 Site Description

According to the Kenya County Fact Sheets (20113miya County has a population of
598,252 covering a Surface area of 899 Km?2 witlopupation density of 655 people per
Km2. The poverty rate of the county based on thayielntegrated Household Budget
Survey (KIHBS) stands at 48.1 %. The total labaucé (15-64 years) for the district is
estimated to be 277,027 with 70% involved in adtice, 6% self-employed in rural
areas, and 10% employed in urban centers. Nyanstaid has 2 hospitals and 21 health
centers. The average distance to a health faglityKm and 78% of the households have

access to the health facilities and doctor to patatio of 1:65,000.

The major causes of poverty in the district incligipassable roads, small land parcels,
inadequate health services, inaccessibility to igrétadequate energy supply, laziness
and idleness, insecurity and agriculture declineragothers. Poverty in Nyamira is both
a cause and effect of population growth and enwnemtal degradation. HIV/AIDS
prevalence is high among the productive age gragp4p). It is estimated to be 17%
which is well above the national figure of 13.5%€eTspread of HIV/AIDs is mainly due
to poverty, outdated cultural practices like Fem@knital mutilation (FGM) and early
marriages. Behavioral change has also been a pmadkdspite government’s prevention
effort in the district (Nyamira District Strategitan 2005 — 2010).

3.3Site Selection

The researcher seeks to undertake the study inuBadbivision, Nyamira County. It is

an area where the tradition is deep rooted ananisng areas with highest prevalence
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among the Gusii community; 96% of the women in@mad from this community
during the 2008/2009 demographic and health suhaglybeen circumcised. Efforts by
NGOs, churches and the government to persuadeothenanity to abandon the practice
seem to have limited impact. Having a first-hangdexience and knowledge as a resident
in the area, | could want to identify the factonsttinfluence the persistence of FGM

practices despite abandonment efforts and illegtidia of the same.
3.4 Research Design

The study adopted the Descriptive Survey approachesearch. Descriptive studies
include surveys and fact-finding enquiries of difiet kinds. The major purpose of
descriptive research is description of the stataffafirs as it exists at present. THe-post
facto approach of descriptive research a useexggost factstudies attempt to discover
the causes even when the researcher cannot cdhé&olariables. Shukla (2008) the
descriptive research design is typically concermnetti determining the frequency with
which an event occurs or the relationship betweem tariables. Descriptive research
design requires a clear specification of who, whdien, where, and why and how of the

research and requires clear planning with regadta collection.

The study used both qualitative and quantitativéhoas of data collection also known as
triangulation. Triangulation is a method used bwliative researchers to check and
establish validity in their studies. According tali@n (2002) there are two types of
triangulation that the study seeks to employ; Diatangulation which will involve the
use of different sources of data/information bygéting the different categories of
respondents for the study as elaborated in thettqngpulation section. Methodological
triangulation on the other hand involves the usmoltiple qualitative and/or quantitative
methods or approaches to data collection and asaRatton (2001) believes the use of
triangulation by triangulation strengthens a stbghycombining methods. This can mean
using several kinds of methods or data, includisigg both quantitative and qualitative

approaches.
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According to Creswell (2003) triangulation impliefforts by the researcher to use
different data sources of information by examinewidence from the sources and using
it to build a coherent justification for themes. Bggaging multiple methods, such as,
observation and interviews can lead to more vakdable and diverse construction of
realities of a research. The study incorporatefedint methodologies which include
FGDs, in-depth interviews, and survey questionsaiférough triangulation, the varying
strengths and weaknesses of quantitative and gtinaditapproaches are well addresses in
order to improve the quality of the data as suggkby Salim (2007).

3.5 Sampling Procedures

The study used different sampling techniques. Tésearcher used cluster sampling
technique which is a probability sampling technigu&ch involves subdivision of the
population to be sampled into mutually exclusiveups. Cluster sampling is appropriate
when the population of interest is scattered, amdist of the population exists (Best &
Khan, 1986). The researcher used 4 clusters tdifgdmouseholds to be included in the
study. This will involve identifying households @ring a particular geographical area of
administrative boundaries within Gachuba Divisidime researcher adopted a sample
size of 120 households which were a representafivather one adult male or female.
Therefore each cluster corresponded to 30 househ®idce there was no exhaustive list
of the population the researcher constructed @andisirame of the households in the

identified four clusters from which a random sampées selected.

The researcher used the purposive sampling whicla ison-probability sampling
technigue where the researcher uses their own jedgto identify respondents for their
study. Purposive sampling was used by the reseatchdentify the key informants for
the study whom are girls, administrative officehgalth professionals and religious
people. The Salim (2007) suggests that there anallese in determining sample size in
gualitative studies. Size depends on what the relsea wants to know, purpose of

inquiry, time and resources available.
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3.6 Methods of Data Collection

The study used both secondary and primary datehtie\e its objectives. Secondary data
refers to data that is already in use for otheppses other than that of the researcher.
For instance, data in health centers related to E@s4s. Primary data on the other hand,
refers to information gathered at first hand by tesearcher from respondents in the
field.

3.6.1 Quantitative and Qualitative

The researcher used both quantitative and quabtadpproaches to data collection.
Quantitative research is based on the measurerhgoatity or amount. It is applicable
to phenomena that can be expressed in terms oftiuaQualitative research, on the
other hand, is concerned with qualitative phenomerfccording to Neuman (2003)
gualitative research is especially important inlleéavioral sciences where the aim is to
discover the underlying motives of human behav@ualitative methods allow the
researcher to collect rich, in-depth data from oesients which allows for their own
construction or view point. This was through keformant interviews and focus group
discussions. Quantitative methods on the other Hend themselves to statistical

manipulations of numerical values and this wasuhoquestionnaires.

3.6.2 Focus Group Discussions

The researcher used Focus Group Discussions arhengirt respondents of the study.
The study targeted girl participants under the aufe$8 years and these comprise of
students in secondary and primary schools. Namol¢2€09) uses FGD among female
informants who had been involved/not involved ire thractice of female genital

mutilation. Focus group discussions brought outirige, attitudes, perceptions and

experiences that were not revealed in individu@rinews.
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3.6.3 Key Informant Interviews

These were used as a data collection tool by tndysinterviews were conducted with
the key informants of the study, whom included gjirthe administrative officials,
religious people, circumcisers and health profesds Interviews allowed the researcher
to collect general information on the trends andtext in which FGM is practiced in the
community and this enabled the researcher to ifyeapiproaches reach respondents at
the community level. The researcher developed aerview guide with questions
regarding the relevance and the continued pradfcEGM in the community. The

researcher scheduled a meeting with the respedftiees given their busy itinerary.

3.6.4 Secondary Sources

Secondary data was sought from various categofigheorespondents which are the
administrative offices in Nyamira District and afsom local health Facilities. Secondary
data enabled the researcher to observe trends bhifr@e area of study. Desk research
was undertaken to source information from newspapmiblished articles and journals
and magazines. Secondary data will be obtained thenDistrict Demographic Plan and
the Kenya Household Demographic Survey and data ftee 2009 population census.
Stewart (1984) argues secondary data provides gpa@tive tool for the research. This
assisted to compare existing data with raw datgp@mposes of examining differences or

trends.

3.7 Techniques of Data Collection

There are various techniques that the researclogrtedl in collecting the data which are

elaborated upon below.

3.7.1 Questionnaire

Questionnaires are a quantitative technique fdnegatg information and were the major
tool for the primary data collection process. Thesiionnaire was semi-structured and
contained questions on the relevance of FGM ambadisii, the health implications of

FGM and peoples knowledge of the law regarding practice of FGM. The
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guestionnaires were self-administered and thisvaltbfor face-to-face interactions with
the respondents for further probing. The essentewhg semi structured questions is to
allow for a process of interaction between the asdeer and the respondent where the
latter is given an opportunity to give opinions dddas on the research questions. The
researcher seeks to design two questionnaires whieh the women and men

guestionnaire and practitioners’ questionnaire.
3.7.2 Key Informant Guide

The researcher developed a key informant guide iwhias used in the data collection
processes. The guide comprised of questions teatetbearcher posed to the interview
respondents and allowed them to give their views @ginions. A guide is useful in the

exercise so as not to lose focus on the studyndsegaestions.
3.7.3 Focus Group Discussion Guide

The Focus Group Discussion guide was used by theareher to conduct discussions
with the study respondents. The schedule was deeeélm relation to the topics relevant
to the study. These discussions gave detailednr&ton which was easily placed under
each of the sections of the FGD schedule in linth wine themes of the research

guestions.
3.8 Validity and Reliability of the Study

According to McMillan and Schumacher (2006) religypi and validity are

conceptualized as trustworthiness, rigor and qualithe qualitative paradigm. This can
be achieved by eliminating bias and increasing thgearcher’s truthfulness of a
proposition about some social phenomenon usingigulation. In order to ensure
validity for the research instruments the researchmlved the university supervisor and
other experts in the design of the data collectimtiruments. To ensure reliability the
researcher conducted a pilot study in order tobéstathe instruments reliability in

acquiring similar responses from the respondente flesearcher then modified the

instruments to enhance clarity of the items toréspondents.
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3.9 Ethical Considerations of the Study

Shukla (2008) ethics relate to the moral choicdsectihg decisions, standards and
behavior and in research it has become difficulayodown clear ground rules which can
cover all possible moral choices. According to HoY4993) ethical principles are
abstract and it is not always obvious how they khdoe¢ applied in given situations.
However, there are basic grounds of ethics relatfingocial research which the study
applied during the study as discussed in the sulese¢gsection. The researcher also
assured respondents on the privacy of the infoomatihey provide by not divulging
information to other community members and condgctinterviews in a private
environment. Confidentiality of the information prded is also an ethical concern which
the researcher enhanced by assuring respondenthehiaformation provided is only for

academic purposes.
3.8.1 Informed Consent

Given the private and sensitive nature of the iISSUEGM the researcher acquired the
consent of the study participants. Piper & Sima®06) informed consent implies that
those interviewed or observed should give theimigsion in full knowledge of the
purpose of the research and the consequencesdor df taking part. Therefore all
categories of the respondents will be provided whhinformation concerning the study
in the most understandable language to enable tbemake an informed decision to

participate in the study.
3.8.2 Confidentiality and Anonymity

Confidentiality is a principle that allows people waly to talk in confidence, but also to
refuse to allow publication of any material thagytthink might harm them in any way.
Anonymization is a procedure which offers some gumton of privacy and

confidentiality. During the research process pardists comprising of the FGDs or
community members were assured of confidentialitthe information provided by not

attaching their names to their responses and ogsroa the study subject matter.
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3.10 Data Analysis

Completion of the data collection process callstfer data analysis process. There are
several steps which were required to prepare tha deady for analysis; these steps
involved data editing and coding, data entry anth déeaning to allow for appropriate

entry into the statistical software. The researeu#ted the raw data collected through the
guestionnaire with an effort to detect errors andssions such that the minimum data
guality standards have been achieved. Coding iegohssigning numbers so as to be
able to group responses into a limited number a$sgds or categories (Shukla, 2008).
The researcher assigned numerical values to th&tigoeaire item responses and which
will be done by developing a codebook for the symgeestionnaire. Data entry involved

the process of keying the data into the Statiskealkage for Social Scientists (SPSS) for

statistical analysis.

The study was limited to descriptive statisticséhese of the nature of the subject matter
(Salim, 2007). Descriptive statistics allow sodalence to organize and summarize data
in a meaningful way (Frankfort-Nachmias & Nachmi2800). Description is essential to
positivist science and a necessary step beforduather statistical analyses. Descriptive
statistics have an important role to play, enabtiata to be explored before any further
analysis is undertaken but also as a primary meawugscribing how things are rather
than seeking to explain why phenomena occur. Freguelistributions were used to
describe data indicating the frequency of all cates or ranks, either in a tabular form
or as a pie chart (Somekh & Lewin, 2005).
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CHAPTER FOUR
DATA ANALYSIS, PRESENTATION AND INTERPRETATION

4.1 Introduction

This chapter of the study comprise of the data gmadion and interpretation. The
chapter is presented in sub — topics which incltide background information of the
respondents, the persistence of FGM among the, kKisiapproaches to abandonment of

FGM and knowledge of legislation about FGM.
4.2 Description of Respondents

4.2.1 Gender

In the sample there were 56.4 percent male andpB8dent female. This is attributed to
the fact that male members in the community areemmolling to speak about FGM than
their female counterparts.

4.2.2 Education

In regard to level of education the study found #18 percent had no formal education,
30.7 percent were primary level of education, 4pescent were secondary level of
education and 13.9 percent were college / univeisiel of education as shown in
Figure 2. This illustrates that most of the comnymhembers have a minimum of a
primary education and also have secondary educatitich are the basic levels of
education as highlighted in the Millennium Devel@gnnhGoals. This finding is different

from that of the Nyamira County Data Fact Shee®d {2 where primary education levels
are higher (64.0 percent) than secondary educdfidry percent). Over the past two
decades the Kisii community has focused on schgdheir children and are relatively

well educated, making the sustained presence of B@Mual.
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Figure 2: Education Level of Respondents

8.9%

H None
B Primary
m Secondary

M College / University

4.2.3 Religion

In terms of religious affiliation 62.4 percent wetatholics, 32.7 percent Protestants, 2.0
percent were other and 3.0 percent were missingonses as indicated in Figure 3

below. Christianity is the most popular religion.

Figure 3: Religious Affiliation among Respondents

2.0% 3.0%

M Catholic
M Protestant
m Other

W Missing

4.2.4 Marital Status

In regard to marital status 81.2 percent were mds9.9 percent single, 6.9 percent were
widowed, 1.0 percent were separated and divorcguentively as reflected in Figure 4
below. This finding is attributed to the culturaiportance attached to the institution of
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marriage as a union for the reproduction of sotiethues and cultures. According to the
Kenya Demographic and Health Survey 2008 — 200&taee more married members in
the community. Divorce and separation were idexdifby 1.0 percent and this is
attributed to the negative perception associated ggparation and divorce by the Kisii
culture.

Figure 4: Marital Status of Respondents

m Single

B Married

W Divorce

B Separated

® Widowed

4.2.5 Household Composition

A total of 94.1 percent had children and 5.9 perd¢e not. In regard to the number of
girls the study found that 55.4 percent had 1 £239 percent had none, 22.8 percent had
4 -6, 4.0 percent had 7 — 10 and 5.0 percent had1b as shown in Table 4.1 below. In
regard to the number of boys, study findings shbet t16.8 percent had none, 55.4
percent had 1 — 3, 25.7 percent were 4 — 6 ange&€ent had 7 — 10. Nyanza Province
has some of the highest total fertility rates imia, at 5.4, compared to 2.8 in Nairobi,
and 3.4 in Central Province. According to the KDE#®8/2009 the Kenyan households
consist of an average of 4.2 people. The ideallfasize is higher among women in rural
areas than urban areas (4.0 versus 3.1). The &iuddg the average household size to be
4 compared to that of the Nyamira District Devel@minPlan 2005-2010 which is 5.

43



Table 4.1: Number of Children (Boys and Girls)

Boys Girls

Responses Frequency Percent Frequency Percent
None 17 16.8 13 12.9
1-3 56 55.4 56 55.4
4-6 26 25.7 23 22.8
7-10 2 2.0 4 4.0
11-15 _ _ 5 5.0
Total 101 100.0 101 100.0

4.3 Persistence of FGM in the Community

4.3.1 Girls Undergoing FGM

All the female respondents interviewed had undezge@M. In the sample 74.2 percent
had circumcised their daughters whereas 25.8 pettath not. The researcher asked
respondents to indicate the number of daughtetshéich undergone FGM. As shown in
Figure 5 below, 45.5 percent were one, 27.7 persent none, 18.8 percent were two,
5.9 percent three and 2.0 percent were four. AntbadKisii, the practice of FGM has
been associated with importance of upholding calturaditions; preserving sexual
morality and social pressure. According to key tnfants, persistence of FGM was
attributed to traditional / cultural beliefs. Theselude; that circumcised women were
less promiscuous compared to uncircumcised womée. icome realized through
circumcision was also identified as contributingthe persistence of the practice where
it's a source of employment for the elderly womenthe community. Persistence of
FGM was also attributed to the fear of repercussibone failed to undergo the practice

as explained by a nurse at the local health ceS8ter.said,

“FGM has persisted because people in the commibailigve that leaving the traditional

culture will lead to a curse from their ancestbrs

In one of the FGDs, a youthful female discussaidt, sa
“Yes, | am aware of girls who have been circumdmred cannot list them here because
they are many”
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Figure 5: Number of Girls who have Undergone FGM
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The continued practice of FGM among the kisii hige deen attributed to the sanctions
towards the uncircumcised women. For instance, ééardicule and social stigma, as
well as stereotyping has stopped many families faimandoning the practice. Among the
Kisii, ebisagane(uncircumcised women) are also discriminated frpanticipating in
cultural ceremonies such as tbgwasimoria omwané#celebration of a new born child)
or duringchinyangi chie ekegugitraditional wedding ceremonies). The study fothmat
uncircumcised women and girls were not allowed #otipipate inokwarokia abana
(FGM ceremonies).

The circumcisers, also known abasarior excisors, also play a big role in promoting
and prolonging the practice of FGM patrticularlytive rural areas. Their trade provides
them with a regular income and a social statusiéncommunity; hence they discourage
girls and their parents from abandoning the practic the name of upholding the
tradition in order for them to continue with thede. Traditional circumcisers charge
comparatively less and sometimes are paid with monetary items e.g. chicken.
Research has shown that trying to provide inconmeigaing activities for circumcisers
was unsuccessful as it encouraged more women tomgecircumcisers in order to
achieve financial assistance.

4.3.2 Reasons for Performing FGM

FGM is a socio-cultural tradition, often enforceddmmmunity pressure and the threat of

stigma. Although every community in which FGM isufa in Kenya has different
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specifics around the practice, there are severdlying rationales/beliefs. These
communities include the Somali, Maasai, Meru, Kgteand the Kuria. Among all these
communities the reason of FGM is a cultural anchietidentity, to control sexuality and
marriageablity. Among the Somali FGM is practiceg do religious reasons, cleanliness
and beautification and confers social status andlyahonour. Among the Maasai the
reason is to make birth easier (Abdi, 2009). AmimgKisii, FGM is prevalent due to
reasons such as it confers social status famoihour, as a rite of passage / transition to
adulthood, marriageablity, control sexuality, ctdlu and ethnic identity and the

commercialization of the practice.

The study found that upholding cultural traditioas the most prominent reason for
practicing FGM as indicated by 73.3 percent, acagimore dowry payment with 25.7
percent and 1.0 percent did not apply as showiguaré 6 below. Female circumcision is
considered an integral part of the Kisii peoplesiywof life and culture, it is widely
believed that circumcision reduces sexual urgeamen. In continuing with the practice,
the Kisii seek to ensure that their women do natob® promiscuous. FGM continues
because of tradition and a sense of communityjgodatly as it distinguishes minority

Kisii from their historically hostile neighbourseh.uo, who do not practice it.

These findings support those of Abdi (2009) to toenmercialization of the practice
where more bride price is paid to the girl's famifyshe has undergone FGM. The
preference for girls who have undergone FGM haddetthe persistence of the practice
due to the higher bride price offered. The Kisilidee that FGM will control a girl’'s

sexual desires and ensure marital fidelity, esplgondthin polygamous marriages. The
number of cows for uncircumcised women is less ameg to that of circumcised

women. For example, the number of cows paid toraircumcised woman can be less
by 1 the number paid to a circumcised one. Theebndalth payment for uncircumcised

women may also be delayed despite the woman bé&eapdy staying in marriage
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Figure 6: Reasons for Practicing FGM

® Uphold Cultural Tradition

1.0%
M To get more dowry

= Not Applicable

There are several justifications for the persisteat FGM in the community. As study
findings show most communities evoke culture aadition for persisting with the FGM
practice (Bashir, 1997). It is evident that FGMideeply rooted cultural tradition among
those who practice it as observed by One key irdotm

“The continued practice would enhance the existehtiee community culture in a
society that is rapidly becoming westernized amulehs a fear that people might lose
their identity. It is also viewed as a way of magvirom one stage to another i.e.

childhood to adulthodd

These findings also indicate that there is stilcpption that a circumcised woman is held
in high esteem than uncircumcised women as morde lwiealth is paid for those who
have undergone the practice. Among the Kisiis ipérceived that girls are circumcised
so that they can get married, have children andeaehrespectability. There was a
widespread belief that uncircumcised girls are psooous as it is believed that they are
unable to control their sexual desires.
A key informant commented,

“FGM is generally practiced as a matter of socianvention, and is interlinked with

social acceptance, peer pressure, the fear of agingy access to resources and

opportunities as a young woman to secure prospgatsarriage”
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Among the Kisii, there is a preference for womerovilave been circumcised than those
that have not been circumcised. The study found thare was preference for
circumcised women by men and parents of the maimdisated by 79.2 percent, 8.9
percent indicated uncircumcised, 10.9 percent vbeth and 1.0 percent was missing
responses as shown in Figure 7 below. As depitiscevident that the community holds
circumcised women in high esteem as a woman omgid has undergone FGM is seen
as upholding tradition. It is culturally perceivéltat a circumcised woman is sexually
moral than an uncircumcised woman. It is also peeckthat the clitoris is the source of
sexual desire and that its removal improves thespgwect of premarital virginity, and
marital fidelity, and to ensure “decent behavioloy’the women. This indicates that FGM
is a cultural tradition that is also perpetuatedttiyy men in the community. Among the
Kisii, older men also reflect the traditional pnefiece for wives who have undergone the
procedure. However, Men’s attitudes seem to begihgrwith there being an increasing
trend among young men to publicly announce theafgsence to marry uncut girls
(UNFPA/UNICEF, 2011).

Figure 7: Preference for circumcised women in theammunity

M circumcised

® uncircumcised

m Both

M missing
responses

A nurse at a local dispensary said,
“Men view women who have not undergone FGM as hakipged a very important

stage in life thus they are not willing to marretif
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4.3.3 Stereotypes against Uncircumcised Women

The study established that there was discriminafigainst uncircumcised women in
participating in cultural ceremonies. The studypasught to determine whether there
were stereotypes and nicknames targeted towardscumcised women. Study findings
show that 67.3 percent acknowledged this, 20.8eménvere no responses, 10.9 percent
didn’t know. Further, the study examined what sigrpes were directed towards
uncircumcised women. Some of the stereotypes ieduthesaganguncircumcised
gir/woman) omogere(Luo), omogima(a whole woman not circumcised) a@inoisia
(likened to uncircumcised mald)ncircumcised women were also referred to as ailtur
breaker as they were regarded as going againstuttere of the community which
required girls to be circumcised. Among the Kisimanunity, circumcision is observed
as a cultural tradition which differentiates theranf other neighbouring communities.
Uncircumcised women are regarded as unmarriabteeaswere not preferred as fit for
marriage. Circumcised women are more preferredni@amriage more than uncircumcised

women; dowry paid for uncircumcised women is lowamn that of circumcised women.

4.3.4 Age of Undergoing FGM

The literature identified that there are differages at which FGM is practiced in
different ethnic communities. There has been a athtkend towards girls undergoing
FGM much younger, with many girls under 10 yearag#. This is practiced so as not to
have the girls at an age in which they can refasandergo the practice. Also this is
reinforced as there is no specific law in KenyairagiaFGM for women over 18 years of
age (Olocet al.,2011). The 2008/2009 KDHS found that the majooityirls in Nyanza
Province were undergoing FGM aged 10 — 13 yeatheabnset of puberty.

Table 4.2: Age at Which FGM is performed

Age Frequency Percent
7 -9 Years 26 25.7
10-12 Years 42 41.6
13- 15 Years 5 5.0
Not Applicable 28 27.7
Total 101 100.0
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In regard to the age at which FGM is performeddtuely found that 25.7 percent were 7
— 9 years, 41.6 percent were 10 — 12 years, 5.€epewere 13 — 15 years and 27.7
percent were not applicable as depicted in Tal®eahove. The median age for girls
undergoing FGM was 10 — 12 years. As study findstgsw, girls above 10 years of age
were at higher risk of FGM than younger girls, gating that the prevalence increases
with age. Abdi (2009) showed that the age at agtisngetting younger and the reason is
changing —from rite of passage to cultural ideetifiTraditionally FGM was performed

from 15 years in preparation for marriage but wvrtgpically performed on girls aged 8-

10 years. The most common form of FGM is Type apiiation Council, 2007).

Jaldesa (2002) also found that the Kisii commupgyceived that by practicing FGM at
the pre — puberty stage; bleeding is minimal, ib&ue is soft to cut, the wound is thought
to heal faster and the young girls are easier malleaduring the process as they are keen

to be socially accepted and do not always undedstanimplications.

4.4 Issues and Trends of FGM among the Kisii

As the practice of FGM persists in the communigréhare various issues and challenges
that emanate from the continued practice. Theseded the practice of FGM as were
being done forcibly or willingly, effects of FGM dnthe preference for circumcised

women among the Kisii.

4.4.1 Practice of FGM in Community

The study sought to establish the status at whi@MHFs undertaken in the Kisii
community whether it was done willingly or forciblys indicated in Figure 8 below
those who underwent FGM willingly were 76.2 perceaompared to those who were
forced at 23.8 percent. Although girls may choaseridergo the practice of FGM, it is
not necessarily so but due to the socializatiorhiwithe community that reinforce the
stereotypes against uncircumcised girls or womehthus a girl will choose to undergo
the process so as to avoid mocking from the comtywamd their peers. Oloet al.,
(2011) argues that there is a lot of pressure divigtual girls to submit to circumcision
among the Kisii. A girl who is not circumcised igedted with contempt and many

participants said that she can never be respectéteicommunity, she will not have any
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friends and she will not have a husband becauseamowill be willing to marry her. One

nurse at the local health center commented asifs]lo

“Girls are at times circumcised willingly becauseyttassociate this occasion as

earning them respect in the community as they ph®lding the culture”

It is evident that there are instances where g@irks forced by parents to undergo the
practice of FGM as 23.8 percent indicated thissdme cases, the uncircumcised girls
envied the gifts like new dresses, delicious fooew shoes and good treatment the
circumcised girls received during seclusion, ands tbften led them to demand

circumcision too. Information from the key inforntameveals that there are cases where

girls are forced to undergo FGM but these cases@reeported as quoted below,

“There are cases where girls are forced into FGMthay never report these cases and

therefore no legal action can be taken on the circiser or the family
Similar information was also got from a female yodiscussant in the FGD as she said,

“Girls are forced to undergo FGM by the parents asttier village elders in the

community with the expectation that parents witlgaigher / more rated bride wealth”
A religious leader who was a key informant said,

“Most of the girls are forced to undergo FGM by tharents and other village elders in
the community. For example parents expect hightedraride wealth for their

circumcised daughters”

Focus Group Discussions with the girls also rewkdleat ceremonies associated with
FGM were identified as being done in selected @dgecommunity elders. This includes
the house of the initiate and near the river. Tirawally before circumcision for both

boys and girls were undertaken in the rivers amty @athe morning so that the initiates
could dip into the river and this was perceivech&we a numbing effect of the nerves

which would act as an anaesthetic to reduce the pai
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Figure 8: Practice of FGM in the Community

m Willingly
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4 4.2 Health social effects of FGM

There are several dangers associated with theiggaaft FGM. Dangers associated with
FGM among the community were 51.5 percent indicatezkssive bleeding, 2.0 percent
were obstructed labour, 7.9 percent were sexuapboations and 38.6 percent were not
applicable. As depicted in Table 4.3 below mostip@ants in this study were aware of
the medical effects of FGM and easily cited proldesnch as excessive bleeding and
obstructed labour. The local dispensary nurse said,

The vaginal canal is affected since they experieniog of bleeding when giving birth

compared to those who are not circumcised”

Table 4.3: Effects of FGM

Effects Frequency Percent
Excessive Bleeding 52 51.5
Obstructed Labour 2 2.0
Sexual Problems 8 7.9
Not Applicable 39 38.6
Total 101 100.0

Sexual problems were also identified as common gnmwomen who have undergone
FGM. This finding supports (Berg, Denison & Frethei2010) that women with FGM
were found to be 1.5 times more likely to expereepain during sexual intercourse,

experience significantly less sexual satisfactiod they were twice as likely to report
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that they did not experience sexual desire. Ond@L.0) also concurs that the long term
effects are more severe. They include scarring,ptications at childbirth and even
infertility. There is also the psychological traunpainful intercourse and inability to
experience sexual pleasures. As a result of thots complications, the girls’

participation in school activities may be affectejatively

According to the Hosken (1993), the highest mateana infant mortality rates are in
FGM practicing regions. The practice results imteviersible life-long risks for girls and
women, at the operation, during menstruation, ragej consummation and child birth
(Ondieki, 2010). Obstructed labour is also an ¢ftéd~GM practice and studies (WHO,
2006) have found that women with FGM are signifttamore likely than those without
FGM to have adverse obstetric outcomes. Accordmghe WHO (2011) the most
common short-term consequences of FGM include sepain, shock caused by pain
and/or excessive bleeding (hemorrhage), difficiitpassing urine and faeces because of
swelling, oedema and pain; as well as infectioreath can be caused by hemorrhage or

infections, including tetanus and shock

Apart from the health effects of FGM on the indivadl there are also social implications
of FGM; for instance, school attendance for thewmcised girl. Ongong’a (1990);
Oduyoye (1992) indicate that girls who have undeegoircumcision, or whose bride-
price have been paid, often undergo attitudinalngea and reject formal education,
perceiving themselves as adults and schools asutnmts for “children . Psychological
consequences of FGM are anxiety, horror, Post Tasianstress Disorders (PTSD) and

depression.
4.4.3 FGM facilitators

The study examined the practice of FGM and theareber investigated who are the
facilitators / influencers of FGM in the communityable 4.4 below shows that 22.8
percent indicated parents, 11.9 percent were cicided women and 41.6 were elderly

women.
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Table 4.4: FGM Facilitators

Practitioner Frequency Percent
Circumcised Women 12 11.9
Elderly Women 42 41.6
Nurse 12 11.9
Parents 23 22.8
Clan Elders 2 2.0
Grandparents 1 1.0
Community members 6 5.9
Missing Responses 3 3.0
Total 101 100.0

Elderly women were more respected in the commuaityy had previously undergone
FGM themselves. Culturally it is elderly women wberform the ritual which is passed
from one practitioner to another over generatiomough informal training. Study
findings showed that 11.9 percent of FGM practgienwere nurses. This indicates that
there is evidence of the medicalization of FGMha Kisii community.

Medicalisation of FGM in the Kisii community is @mtinuing trend where most of the
families engage the services of nurses to perfo@MRo their daughters. This is

attributed to the perception that it is safer coragato traditional circumcisers. This

finding supports those of the Kenya Demographic ltieSurvey 2008/2009 that the

medicalization of FGM in Kenya has been a trend tlaa been documented, particularly
among the Kisii. In 2003, 46% of Kenyan daughtead FGM performed by a health

professional (up from 34.4% in 1998). However, ltitest DHS puts the figure at 19.7%
overall or 27.8% in urban areas.

4.4 .4 Role of Parents in FGM

As a cultural ceremony with the community, the gtagamined the role of the parents in
FGM ceremonies. This was distinguished betweenroie of father and the mother.
FGM is practiced among the Kisii as a means of ptomg family honor in the

community. Ondiek (2010) reveals that most girks aot involved in decision making

concerning circumcision. Mothers, aunts, grandnrstaed other relatives were the ones
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who decided whether the girls should or should bet circumcised. Mothers and
grandmothers are the most influential persons teraene if girls undergo one of these

procedures.

Table 4.5 below depicts that the role of the faiketio provides finances and resources
for the ceremony as indicated by 80.2 percent, 8r6ent were organize and prepare for
the ceremony, 6.9 percent were give permissiomthragity for the girl to be circumcised
and 1.0 percent were to identify the circumciseat amssing responses respectively. It is
customary for the family to incur costs of circusion. Again, studies indicate that for a
tradition that is more female than male; men indbenmunity play the major role as it
comes down to the father of the girl to authorizeether their daughters will undergo
FGM. This indicates that FGM is more persistent doethe patriarchal nature of
communities that still practice it. The father iscaresponsible for approving the
circumciser which is also influenced by the cosethler in monetary and non — monetary

based on the FGM practitioner whether traditiomad medical officer.

Table 4.5: Role of Parents in FGM

Role of fathers Role of mothers

Provides finances and resources for tk&iiding and giving rules to the
ceremony circumcised
Organize and prepare for ceremony Invite / welcome community members
Give permission / allow girls to beTaking care of the circumcised girls
circumcised
Approving for the traditional circumciser Search / identify the circumciser

Prepare food for visitors

Encourage girls to be circumcised

Taking care of the circumcised girls was the prynanle given to the mothers of the
initiates as indicated by 26.7 percent, guiding giwing rules to the circumcised was
indicated by 13.9 percent as a role of the motblatike in the past where girls were

traditionally secluded after they had been cutgitee them time to heal as well as to
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receive instruction from grandmothers, aunts arfteroelderly women, today, girls
remain at home and are cared for by their mothev&ting and welcoming guests to the
FGM ceremony was also identified by 29.7 percenthasrole of the mother. Mothers’
who have undergone FGM are more likely to encouthge daughters to undergo FGM
as indicated by 5.9 percent. However, there iscéirdeg trend given the least number of

occurrences (5.9 percent) of women insisting oir theughters to get circumcised.

4.45 Cost of FGM

It is customary for the family of the initiate t@yfor the cost of circumcision. The study
established that buying food was the most experasitieity of FGM rites as indicated by
81.2 percent of the sample and the average exp@rsie food is Kshs.10, 000. Paying
the circumciser was also a cost incurred by thgates’ family as showed by 10.9
percent which could either be in cash or in kindtc@ncisers are paid Kshs 3,000-5,000
and could be paid by such a goat or chicken. Calltoccasions predominantly provide
that there be drinking of the local beer and wasiified as by 5.9 percent which could
cost a family Kshs. 4,000-6,000.

Although the public celebration of FGM is still pteced, research participants said that
the ceremonies have less pomp than they usedthe ipast — there is less feasting, fewer
gifts for the initiates and less people attendimg public ceremonies. This was attributed
to current economic challenges and the fear ofl leggercussions given that the practice

has been declared illegal.

Table 4.6 Cost of FGM

ltem Average cost Percent
Food 10000 53
Drinks 5000 26
Circumciser 4000 21
Total 19000 100.0
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4 5 Efforts towards elimination of FGM

4.5.1 Source of information on FGM

As shown in Figure 9 below, anti — FGM campaignsrevéhe major source of
information on FGM as indicated by 48.5 percengltiecenters were 5.0 percent, radio
announcements were 1.0 percent and personal empeneas 45.5 percent. Despite the
radio being on one of the most accessible formmags communication in the rural areas
it was not a major source of information on FGMdRahas a wide following in the rural
areas and especially with the advance of FM statdnich broadcast in the local mother

tongue and would have a greater impact in the camwation of information on FGM.

Figure 9: Respondents Source of Information on FGMAwareness

B Anti- FGM Campaign
M Health Centre
Radio Announcements

M Personal experience

1.0% 5.0%

4.5.2 Anti — FGM Activities in the Community

Education and awareness on the effects of FGM wergified as the most popular anti
— FGM activities in the community by 93.1 percehthe respondents. Table 4.7 below
depicts alternative rites of passage was identifiewbng 5.0 percent as an anti — FGM
activity in the community and 1.0 percent were migsesponses and not applicable
responses. Alternative rites approach has beenlyvigeognized as the predominant
approach to advance the abandonment of FGM in comti@st Alternative rituals to

mark initiation have been developed to substitotetlie traditional cutting ceremonies,

comprising traditional education on the role theladgcent girl will be expected to play,

57



including aspects of sexuality and motherhood. Tassists because communities
attribute great importance to these coming-of-ageeroonies, thereby abandoning
FGM/C may be associated with abandonment of tles of passage themselves, which

may create considerable social conflict and/orck & interest in abandoning FGM/C.

Education and awareness of FGM in the communityarigeted towards the traditional
circumcisers themselves, parents and girls. Fomaanity circumcisers the health risks
associated with FGM are the predominant theme waisb entails providing them with
alternatives sources of income. Education is aésmfs a tool to empower young girls
who are the targets of FGM practices in the comiguior them to be bold enough to

guestion the practice and not willingly accept mal@rgo the practice.

Table 4.7: Anti — FGM Activities in the Community

Anti — FGM Activities Frequency Percent
Education / Awareness on effects of FGM 94 93.1
Alternative Rites Passage 5 5.0
Not Applicable 1 1.0
Missing Responses 1 1.0
Total 101 100.0

4.5.3 Anti — FGM Activities champions/facilitators

On examining the champions, the study found thaegoment agencies were engaging
in anti — FGM activities as depicted in Table 4.8law by 38.6 percent, non —
governmental organizations were 6.9 percent, mlggiorganizations were 46.5 percent,
women groups were 4.0 percent, radio broadcasts 2v@rpercent and community based
organizations (CBOs) were 1.0 percent. Religiogmoizations have long been involved
in FGM abandonment approaches by demonstrating ARG is not supported by a
community’s religion. It has been an effective ajgwh for changing attitudes and
practices. For example, the Kikuyu traditionallagiiced FGM/C virtually universally,

but when Christian missionaries began to conveemthn large numbers, messages
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encouraging them to abandon the practice throughaes and other interventions by the
missionaries contributed to a reduction in the icadMoGSC&SS, 2007).

Government agencies have also been actively engadgled abandonment of FGM in the
community through the line ministries such as thaeisfry of Health and its departments
on reproduction. This education and awareness lisdr@ut through the government
clinics and health center within communities thafl practice FGM. Women groups
were also identified as facilitators where locdlymed groups of like — minded women
against the practice of FGM reach out to other womet to undertake their children
through FGM and also for girls to not willingly uexdjo the practice. They are usually
trained on the health implication of the practigeother partners such as the Government

agencies, NGOs and international organisations.

Table 4.8: Anti — FGM Facilitators in the Community

Facilitators Frequency Percent
Government agencies 39 38.6
NGOs 7 6.9
CBOs 1 1.0
Religious Organisation a7 46.5
Women Groups 4 4.0
Radio Broadcasts 2 2.0
Missing Responses 1 1.0
Total 101 100.0

4.5.4 Community Participation in Anti — FGM Activit ies

Figure 10 below shows the community’s participatiomnti — FGM activities where 5.0
percent did not participate compared to 91.1 penatio participated. This indicates that
there are high numbers of community members whona@ved in the abandonment of
FGM compared to those who are most likely to supporhis is attributed to the various
ranges of activities that are in the community a&hd efforts of organisation in

community sensitization on the negative impact@Mvr
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Figure 10: Participation in Anti - FGM Activities
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4.5.5 Organizations and Activities

There are several organisations involved in the-aRGM activities in the community
and 40.6 percent indicated religious organisatioh8, percent were youth / women
groups, 12.9 percent were government agencies whaucted seminars / education and
awareness, 5.9 percent were health centers anpereént were NGOs as shown in Table
4.9 below. NGOs working on FGM activities were lessnpared to those working in
areas of HIV and economic empowerment. Religiogsuoisations were the most actives
and this is attributed to the disengagement of F@®ith religion which is has been
observed to have a significant impact of the aban@mt of FGM in other communities
(MoGSC&SS, 2007). These activities were conductethe church and also in rallies.
Community volunteers have formed youth and womewigs to sensitize the community
on the negative impact of the continued practicE@M as said by a youthful girl in the
FGD,

“There are campaigns against FGM which are condubtesome women volunteers”

Focus group discussions with the girls also revkdleat there were information,
educational and communication (IEC) materials whigbere provided for by the
government agencies within the community showireghlthrmful nature of the practice.
The use of pictures and illustrations are an dffecpproach especially if the targets of

the campaigns have low literacy levels as suggéstedyouthful female in the FGD,
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“There are posters which are being put everywhsteps, restaurants) within the center

showing the pictures of the negative impacts of FGM

Table 4.9: Organisations and Anti — FGM Activitiesin Community

Organizations’ Activities Frequency Percent
Religious organisations educate / create awarares&M effects 41 40.6
Youth / women groups assist in community abandonmeRGM 8 7.9
Government agencies conduct seminars / educatibawareness 13 12.9
None of the organisations are in the community 21 0.82
health centers provide sensitization on negatifecef of FGM 6 5.9
NGO's educate on the impact of FGM on HIV/AIDS 4 0 4.
Not Applicable 2 2.0
Missing Reponses 6 5.9
Total 101 100.0

4.6 Community awareness of Anti-FGM legal instrumets

4.6.1 Awareness of Anti — FGM legal instruments

Study findings indicate there is a high level ofaa@ness on the law concerning the
practice of FGM as espoused by Figure 11 below hvidepicts that 91.1 percent of

respondents answered yes, 5.0 percent said nmdidated don’'t know and 2.0 percent
were missing responses. This finding is attributethe increased efforts by stakeholders
to educate the community on FGM matters. The dgounsof the new constitution has

also significantly contributed to the knowledgelefial matters among the community
which has been attributed to improved communityigi@ation in issues.

An elderly woman in the FGD said,

“If you circumcise a baby girl you will be arrested
“It states that girls should not be circumcised a@hényone goes against it he / she
should undergo serious legal punishment”

At the same time, an Assistant Chief who was aik®ymant acknowledged,
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“We were trained on the anti-FGM law but warnedHhsy administration about creating

awareness to the community members or saying tharevaware of the law*

Figure 11: Awareness on FGM Legislation
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4.6.2 FGM Legal Instruments

There are several legal instruments which seeldtyess the practice of FGM where
61.4 percent indicated they knew of the Anti — Henfaenital Mutilation Law, 29.7
percent were Children’s Act of 2001, 2.0 percentemfie Kenya Constitution 2010 as
illustrated in Table 4.10 below. The Anti-FGM A@Q(1) criminalizes all forms of FGM
performed on anyone, regardless of age or stats$,banned the stigmatizing of a
woman who had not undergone FGM in an attemptdkidasocial pressure. It also made
it illegal to aid someone in performing FGM, takititem abroad to have the procedure
done, failing to report to the authorities if timelividual was aware it had taken place or
carrying out FGM on a Kenyan abroad. The Childrefts of 2001, Section 14 of the
Act states that:

“No persons shall subject a child to female circismoa, early marriage or other cultural
rights, customs or traditional practices that &ely to negatively affect the child’s life,

health, social welfare, dignity or physical or psgtogical development.”
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Table 4.10: Awareness of Ant-FGM Legal Instruments

Legal instruments Frequency Percent
Anti - FGM Law 62 61.4
Children’s Act 2001 30 29.7
Constitution 2010 2 2.0
Not Applicable 2 2.0
Missing Responses 5 5.0
Total 101 100.0

4.6.3 Understanding of Anti - FGM Law

The study examined the comprehension and undermstanof the various FGM

instruments where 22.8 percent identified that d@swillegal and punishable by law to
force FGM on girls, 18.8 percent identified thatcaimcision was a practice that was
prohibited, 20.8 percent that FGM legislation pd®ad for the protection of rights of girls
against cultural practices as shown in table 4.&low. This illustrates that the

community have a good understanding of childrerghts (girls) as espoused in the
Children’s Act 2001 which seeks to protect child(ender 18 years) for being subjected
to cultural practices against their will as expegsdy a youthful female in the FGD

below,

“It discourages the practice of FGM as it leadshte spread of HIV due to the sharing of

one razor blade and you will be arrested if yougtige FGM in the community”

Table 4.11: Understanding of Anti — FGM Law

Content of FGM legislation Frequency  Percent
Circumcision of girls is prohibited 19 18.8
Provides protection of rights of girls against atdi practices 21 20.8

It is illegal and punishable by law to force FGMonpgirls 23 22.8

It advices communities against practicing culttiradlitions 9 8.9
Hinders the circumcision of girls 8 7.9
Elaborates penalties and effects of FGM 8 7.9
Not Applicable 2 2.0
Missing Responses 11 10.9

Total 101 100.0
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4.6.4 Consequences of Anti — FGM Law

In contravention of the law there is bound to laleconsequences which as indicated in
the legal instruments amount to a fine or a janeti As indicated in Figure 12 below it
was evident that only a handful of community mersbeere aware of anyone in the
community punished because of practicing FGM astified by 12.9 percent. However,
the majority of the respondents indicated that thweye not aware of any person being
punished and this were represented at 82.2 peraett5.0 percent were missing

responses.

Figure 12: Punishment for FGM practice
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The Children’s Act of 2001, Section 20 notes thay @onnection of FGM related
offences carries penalties of 12 months’ imprisominge fine of Kshs. 50,000 or both.
The connection here includes a person who takésroes the girl to be circumcised, the
circumciser and those involved in the ceremonidg punishment with this act (Anti —
FGM Act 2011) is much more severe than the 2001 &utl can apply to a wider range
of perpetrators. The penalties include three toeseyears’ imprisonment, or life
imprisonment for causing death by performing FGM dines of nearly US$6,000.Key
informant interviews revealed that the anti-FGMidégion had significant impact on the

practice of FGM as mentioned by a religious leade

“It has created fear among individuals who are molling to stop the practice along

with reducing the rate at which the practice was\pously undertaken before”
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4.6.5 Form of Punishment

As depicted in Table 4.12 responses for who hadvliedge of punishments where 4.0
percent indicated having knowledge of members afiroanity punished and sentenced
and imprisoned for four months, 3.0 percent wereems ostracized from the

community, 4.0 percent were verdict has never lpassed. This finding is attributed to
the slow nature of the legal process which is &ufesof the weakness of the judiciary in
addressing court cases.

Table 4.12: Punishment to FGM Practitioners

Punishment Frequency Percent
Never heard of any punishment in the community 3 0 3.
Imprisonment for Four months 4 4.0
Parents were ostracized from community 3 3.0
The verdict has never been passed 4 4.0
Not Applicable 87 86.1
Total 101 100.0

Although there are legal provisions against thectwa of FGM, its persistence in the
Kisii community is evident from the findings. Theugdy examined the approaches that
those who still practice it are able to do so bgidwng penalization as espoused in these
provisions. Table 4.13 indicates that FGM is pratdi at night as identified by 32.0
percent of respondents, 64.0 percent indicated fémaiies’ invited the circumciser to
their homes, 23.5 percent were they perform FGMauit the rituals such as singing and

2.0 percent were missing responses.

Table 4.13: FGM practice Trends in Community to Avad Penalization

Avoiding penalization Frequency Percent
Perform the FGM rites at night 32 32.0
Invite the circumciser in their home 49 64.0
They perform FGM without the rituals 18 235
Missing responses 2 2.0
Total 101 100.0

Study findings indicate that FGM in the Kisii comnity has taken a new dimension of

being performed in the night. Invitation of circusers in the homestead is also an
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approach adopted by community members where tlghibeurs and authorities may not

have knowledge of what is going on as said by dhfalfemale in the FGD,

“FGM nowadays is done secretly and mainly at nightl there is no way the

government can know what is happening

Key informant interview further revealed that FGNMswbeing undertaken in the hospital
where the well —off families would admit their débers to health centers and clinics as
they associate the process as being safer fronasgiseand other health risks. Study
participants acknowledged that a major changeenathly the ceremonies are performed
over the years has been the increasing preferemaesing health staff to do the cutting,

instead of traditional circumcisers.

This findings support GIZ (2011) findings that tmedicalisation of FGM in Kenya has
been a trend that has been documented, particidartyng the Kisii. In 2003, 46% of
Kenyan daughters had FGM performed by a healthepsidnal (up from 34.4% in
1998). However, the KDHS 2008/2009 puts the figatel9.7% overall or 27.8% in

urban areas.

CHAPTER SUMMARY

The chapter comprised of the data analysis, praSent and interpretation. The
researcher used pie charts and tables to presemtati in frequencies and percentages
and where possible highlighted both. The interpi@tawas also complemented by
further information which was obtained from the kefprmant interviews and the Focus
Group discussions with the girls where their staets were quoted as per the data

collection exercise.
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CHAPTER FIVE
SUMMARY OF FINDINGS, CONCLUSIONS AND RECOMMENDATION S

5.1 Introduction
This chapter highlights the major findings of teisidy and draws conclusions based on
the results. It also presents the key areas ftinduresearch as informed by the findings

of this study.

5.2 Summary

5.2.1 Practice of FGM among the Kisii

The study revealed that all the female respondantdved in the data collection process
through the survey had undergone FGM. In the samipl2 percent had circumcised
their daughters whereas 25.8 percent had not. Theéy sfound that most of the

respondents had indeed had undertaken their dasghteugh FGM. The persistence of
FGM was attributed to traditional / cultural betiefThese include; that circumcised
women were less promiscuous compared to uncircethci®men. The income attained
from circumcision was also identified as contribgtito the persistence of the practice
where it's a source of employment among the eldedynen in the community. The age
at which FGM was performed was found to be betwden ages of 10-12 years
indicating that prevalence of FGM increased witle.aghe study found that upholding
cultural traditions as the most prominent reasarpfacticing FGM as indicated by 76.2

percent and acquiring more dowry payments with pgi@ent.

5.2.2 Issues Facing the Practice of FGM among theidi

The study found that 76.2 percent of respondentd tmadergone FGM willingly
compared to 23.8 percent who were forced. This &d@sanced through socialization
within the community that reinforces the stereosy@mainst uncircumcised girls or
women and thus a girl will choose to undergo thecess so as to avoid mocking from
the community and their peers. In regard to thectfdbf FGM the study found that 51.5
percent indicated excessive bleeding, 2.0 percen¢ wbstructed labour, and 7.9 percent
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were sexual complications and 38.6 percent. Thdystought to establish the facilitators
of FGM where findings revealed that 22.8 percedicated parents, 11.9 percent were

circumcised women and 41.6 were elderly women.

The role of the father is to provides finances egburces for the ceremony as indicated
by 80.2 percent, 10.9 percent were organize anpapeefor the ceremony, 6.9 percent
were give permission or authority for the girl te dircumcised and 1.0 percent were to
identify the circumciser. The primary role of theotmer was to take care of the

circumcised girl as indicated by 26.7 percent afpmndents and giving rules to the

circumcised as indicated among 13.9 percent o$dmeple. The study found buying food

as the most expensive activity of FGM rites asdatid by 81.2 percent of the sample
and the average expenses for the food is KshsD,Raying the circumciser was also a
cost incurred by the initiates’ family as showedy9 percent which could either be in

cash or in kind. Circumcisers are paid Kshs 3,000& and could be paid by such a goat
or chicken. Cultural occasions predominantly previlat there be drinking of the local

beer and was identified as by 5.9 percent whichdcoast a family Kshs. 4,000-6,000.

5.2.3 Efforts towards eeliminating the practice oFGM among the Kisii

Anti — FGM campaigns were the major source of imfation on FGM as indicated by
48.5 percent, health centers were 5.0 percen @tiouncements were 1.0 percent and
personal experience was 45.5 percent. Despite abl® being on one of the most
accessible forms of mass communication in the ramahs it was not a major source of
information on FGM. Education and awareness oreffexts of FGM were identified as
the most popular anti —=FGM activities in the comityrby 93.1 percent of the
respondents.

The study found that government agencies were th&t popular facilitators of FGM as
cited among 38.6 percent of the sample, non — govental organizations were 6.9
percent, religious organizations were 46.5 percgoimen groups were 4.0 percent, radio
broadcasts were 2.0 percent and community basedniaegions (CBOs) were 1.0

percent. Majority of the respondents indicated camity participation in anti-FGM
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activities as cited by 91.1 percent of respondeatspared to 5.0 percent who indicated
no. in regard to the bodies/organization involvedmti-FGM activities, the study found

that 40.6 percent respondents indicated religiougarosations, 7.9 percent were
youth/women groups, 12.9 percent were governmesgnags who conducted seminars /

education and awareness, 5.9 percent were healtbrseand 4.0 percent were NGOs.
5.2.4 Awareness of Law Concerning FGM among Kisii @mmunity

Study findings indicate there is a high level ofasg@ness on the law concerning the
practice of FGM as espoused by Figure 13 whichatgpiat 91.1 percent of respondents
answered yes, 5.0 percent said no, 2.0 indicatad kimow and 2.0 percent were missing
responses. There are several legal instrumentwgleiek to address the practice of FGM
where 61.4 percent indicated they knew of the AntFGM law, 29.7 percent were
Children’s Act of 2001, 2.0 percent were the Ker@anstitution 2010. Despite the
existence and knowledge of anti-FGM legal instrursemajority of the respondents
indicated that they were not aware of any persomgb@unished and this were
represented at 82.2 percent and 5.0 percent wesgingiresponses. Among those who
aware of sanctions against perpetrators of FGMcatdd imprisonment. The study
sought to identify how community members avoidedgtieation of practicing FGM
where study findings revealed that FGM is practiaedight as identified by 32.0 percent
of respondents, 64.0 percent indicated that famiilievited the circumciser to their

homes, 23.5 percent were they perform FGM withbetrituals such as singing
5.3 Conclusion

The study concludes that the persistence of FGititouted to the socialization of the
community. Its persistence among the Kisii is emlednby the willingness of women and
girls to undergo the practice in order to maintii@ cultural integrity of the community.
Culture therefore played a crucial role in the [esnce of FGM practice among the
community. Apart from culture, the community’s @attle also played a big role in the
perpetuation of FGM. FGM is perceived to be a caltidentification which is highly

accepted in the community and entrenched to thiewolg generations. The active
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participation of parents in FGM activities contimsty enhances the practice. The
practice of FGM has persisted due to the sociatimaif the community which has led to
girls willingly accepting to undergo the practi¢éowever, there was evidence to suggest
that girls are also undertaken through the pradiicéorce. The dangers and effects of
FGM included excessive bleeding, obstructed lalamg sexual problems. The effects
were associated with the health of the victim whitdluded physical and psychological.
Due to this community socialization of FGM womenanhave not undergone through
FGM face continuous discrimination from the comntyinncircumcised women are not
invited to participate in FGM activities which amaostly performed by women.
Circumcise women are also more preferred in the nconity as potential wives
compared to uncircumcised women. This include igadr bride price (dowry) paid for
circumcised women. Anti-FGM activities were thenpary source of information for the
community in regard to efforts towards eradicatimn FGM among the Kisii. This
included education and awareness activities whierevtargeted towards the traditional
circumcisers. These efforts were coordinated byeguwent agencies and religious

organisations where majority of the community meralparticipated.

5.4 Recommendations

1. I recommends for emphasis on awareness on the daaggociated with FGM which

should be integrated into the education of thedrld.

2. | also recommend for a multi-sectoral approach radieation of FGM through
coordinated efforts from the government agencies-governmental organisations,

community based organisations on the fight ag&@s.

3. In regard to efforts to eradicate the practice @M; i recommend for the

empowerment of community groups in the fight agafGM.

4. There is need to emphasize on sensitization amoegjcal practitioners who are

involved in FGM practice.
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5. In regard to the knowledge of community on the leancerning FGM, the study
recommends for intensive education and awarenesghef legal instruments

protecting girls from FGM as they are the most eudible in the community.
5.5 Areas of Further Study

There is need for further research to establishetktent to which efforts against the
practice of FGM among the Kisii community have cimited to the abandonment of the
practice. This would provide a synopsis of whatrapphes are more likely to tackle the

persistence of FGM in the community.

71



REFERENCES

Abdi, S. M. (2007). A Religious Oriented ApproachAddressing FGM/C among the
Somali Community of Wajir, Population Council/Friams. Kenya.

Abusharaf, R. M. (2000). Revisiting Feminist Discges on Infibulation: Responses
from Sudanese Feministdn Female “Circumcision” in Africa: Culture,
Controversy and Change

African Union (2003). The Maputo Protocol of theriddn Union: An instrument for
the rights of women in Africa.

Aziz, F. A. (1980). Gynecological and Obstetric Gucations of Female
Circumcision. International Journal of Gynecologyld@bstetrics 17.

Banda, F. (2003). National legislation against feemgenital mutilation. Eshborn,
Germany, GTZ.

Banks, E., Meirik, O., Farley, T., Akande, O., BgthH. and Ali, M. (2006). Female
genital mutilation and obstetric outcome: WHO dotieative prospective study
in six African countries. WHO study group on femaenital mutilation and
obstetric outcome.

Berg, R. C., Denison, E. and Fretheim, A. (2010ycRslogical, social and sexual
consequences of female genital mutilation/cuttifl@NI/C): a systematic review
of quantitative studies. Report from Kunnskapsgenta 13-2010.

Best, J. and Kahn, J. (1986). Research in Echrcaf” ed. London: Prentice Hall
International.

Blau, P. M. (1964). Exchange and Power in Socitd.INew York: John Wiley.

Blau, P. M. (1977). Inequality and Heterogeneityed=Press, New York.

Burns, D. and Walker, M. (2005). Feminist Methodyés, in Research methods in the
Social Sciences. Sage Publications. London

Chege, J., I. Askew and J. Liku. (2001). An assesdgmaf the alternative rites approach
for encouraging abandonment of female genital m@bih in Kenya,
FRONTIERS Final Report.

CREAW (2008). Status of Women & Girls in Kenya: ©ng need to uphold human
rights. Ministry of Health. Government Printers.

72



Crane, B. and Mohamud, A. (2001). Communication @range. A Curriculum for
Health Workers and Program Planner Program for émpate Technology in
Health (PATH). Washington DC.

Creswell, J. W. (2003). Research Design: QuakatQuantitative and Mixed Methods
Approaches. (¥ Ed.). London, Sage Publications.

Cruenbaum, E. (1993). The Movement against Cliemtidmy and Infibulation in
Sudan: Public Health Policy & the Women’s Movement

Denison E, Berg RC, Lewin S, Fretheim A. (2009).p&¢ from the Norwegian
Knowledge Centre for the Health Services. No. 2B92(®ystematic Review.
Oslo, Norway.

Descombe, M. (1998). The good research guide failssnale social research projects.
Open University press, Buckingham.

El Sadaawi, N. (1980). The Hidden Face of Eve: Wonnethe Arab World. London:
Zed.

Emerson, R. (1962). Power-Dependence Relations.ridameSociological Review 27,
31-41

FIDA Kenya (2009). Protection Against Female Gdnifaitilation: A Review of the
Implementation of the Children’'s Act. Lessons frddamburu and Garissa
Districts. Federation of Women Lawyers Kenya (FIR&nya). Nairobi

Foucault, M. (1976). The History of Sexuality, Vola I, New York: Pantheon

Books.

Frankfort-Nachmias, Chava and David Nachmias. (ROB@search Methods in the
Social Sciences. "6Edition. New York: Worth

Government of Kenya (1999). National plan of actfon the elimination of female
genital mutilation in Kenya 1999 - 2019. Ministry blealth. Government
Printer

Government of Kenya (2006). Nyamira District Stgate Plan 2005 - 2010 for
Implementation of the National Population Policy ustainable Development.
National Co-ordinating Agency for Population andvBlepment. Government
Printers.

73



Government of Kenya (2007). Contributing towardem$ to abandon Female Genital
Mutilation/Cutting in Kenya: A situation analysislinistry of Gender, Sports,
Culture and Social Services. UNFPA. Population @duNairobi.

Government of Kenya (2009). National reproductivealth strategy 2009-2015.
Ministry of Public Health and Sanitation and Mimjstof Medical Services.
Government Printer. Nairobi

Guion, L. A. (2002). Triangulation: Establishingetlvalidity of Qualitative Studies.
Institute of Food and Agricultural Sciences (IFABhiversity of Florida.

GTZ. (2001). Addressing Female Genital Mutilati@@hallenges and Perspectives for
Health Programmes. Part 1: Select approaches. &sthb

GTZ. (2007). Female Genital Mutilation in Kenya. wwgtz.de/en/dokumente/en-fgm-
countries-kenya.pdf. Retrieved 16.3.2012 2:31 P.M

Homans, G. (1961). Social Behavior: Its Elementaoyms. London: Routledge and
Kegan Paul.

House, E. R. (1993). Professional Evaluation: Sodiapact and Political
Consequences. Newbury Park, California: Sage.

Kenyatta, Jomo. (1938). Facing Mt. Kenya. Lond&cker and Warburg

Kenya National Bureau of Statistics (2010). Kenyealth and Demographic Survey
2008-2009. Nairobi.

Kenya National Commission on Human Rights (2012galRing Sexual and
Reproductive Health Rights in Kenya: A Myth or aaRy? A Report of the
Public Inquiry into Violations of Sexual and Repuotive Health Rights in
Kenya

Kiarie, M and Wabhlberg, J. (2007) Female genitaltilation. Bachelor Thesis.
Jyvaaskyla University of Applied Sciences.

Merton, R. (1957). Social Theory and Social StreetiRevised and enlarged. London:
The Free Press of Glencoe.

Moogi, G. E. L. (1995). Continuity and Change i tRractice of Clitoridectomy in
Kenya: A Case-Study of the Abagusii. Volume 33 Not2 Journal of Modern
African Studies 333-7

74



Jaldesa, G. W., |. Askew, C. Njue, and M. Wanjif2005). Female genital cutting
among the Somali of Kenya and management of itptoations, FRONTIERS
Final Report. Population Council. Nairobi.

Lemert, C. (1997). Social Things: An Introductianthe Sociological Life. Lanham,
MD: Rowan and Littlefield.

Lightfoot-Klein, H. (1989). Prisoners of Ritual: A@dyssey into Female Genital
Circumcision in Africa. New York: Harrington.

Luwaga, L. C. N. (2004). Parent-adolescent comnaiimn on sexuality in the context
of HIV/AIDS in Uganda: An exploratory study. Mastef Philosophy in Health
Promotion. Faculty of Psychology, University of Ben. Norway

Mackie, G. (2003). Female Genital Cutting: A Harssle Practice? Medical
Anthropology Quarterly 17(2):135-158

Madoo-Lengermann, P. and Niebrugge-Brantley, J0420Contemporary Feminist
Theory in Sociological Theory, edited by G. Ritzerd D. Goodman. Boston:
McGraw-Hill.

Marcus, M. and Ducklin, A. (1998). Success in Slgyg. London: John Murray
Publishers Ltd.

Ministry of Health (2007). National Reproductive &ida Policy: Enhancing
reproductive health status for all Kenyans. GoveaninPrinter

Namulondo, J. (2009). Female genital mutilationCAse of the Sabiny in Kapchowra
District, Uganda. Master in Human Rights PractReehampton University.

Njue, C. and Askew, I. (2004). Medicalization ofnfride Genital Cutting Among the
Abagusii in Nyanza Province, Kenya. Nairobi, Pogiala Council/Frontiers in
Reproductive Health Program, 2004.

Neuman, W. L. (2003). Social Research Methods. banéearson

Oloo, H, Wanijiru, M. and NeWell-jones (2011). Fem@enital Mutilation Practices in
Kenya: The Role of Alternative Rites of Passagecase study of Kisii and
Kuria Districts. Nairobi.

Oakley, A. (1981). Interviewing women: a contramintin terms, in H. Roberts (ed.),

Doing Feminist Research. London: Routledge & KeBaul.

75



Obiora, A. (1997). Bridges and Barricades: RethigkiPolemics and Intransigence in
the Campaign against Female Circumcision, CASE ¥&Yest Reserve Law
Review. 47. 275-378

PATH/MYWO. (2000). Final evaluation report on elmating the practice of FGM:
Awareness raising and community change in fouridistof Kenya. Nairobi:
PATH/Kenya.

Patton, M. Q. (2001). Qualitative evaluation aesearch methods'{ZEd.). Thousand
Oaks, CA: Sage Publications, Inc.

Piper, H. and Simons, H. (2005). Ethical Respotigibn Social Research in Somekh,
B. and Lewin, C. (2005). Research Methods in theigboSciences. Sage
Publications. London. Thousand Oaks. New Delhi.

Rahman, A. and Toubia, N. (2000). Female Genitatilgtion: A Guide to Laws and
Policies Worldwide. New York: Zed Books; 2000.

Shell-Duncan, B. and Hernlund, Y. (2000). Femalec@ncision in Africa: Culture,
Controversy, and Change. Boulder, CO: Lynne Riefudlishers, Inc.

Shukla, P. (2008). Marketing Research. Paurav @h&ikVentus Publishing ApS. ISBN
979-87-7681-411-3.

Somekh, B. and Lewin, C. (2005). Research Methodshé Social Sciences. Sage
Publications. London. Thousand Oaks. New Delhi.

Spencer, H. (1896). The Principles of Sociology,0s. New York: Appleton

Stewart, W. D. (1984). Secondary Research: InfaonaSources and Methods.
Newbury Park, California: Sage Publications.

Tanui, K. (2006). Dying Voice. Kitale. Kenya. 16-46

Thomas L. N. (2000).(1 will circumcise myself): lsss1s from colonial campaigns to
ban excision in Meru Kenya. In: Shell-Duncan B, hMend Y, eds. Female
Circumcision in Africa. Colorado: Lynne Rienner Rshers; 2000.

Tong, R. (1989). Feminist Thought: A Comprehensinoduction. Boulder, CO:
Westview Press.

Toubia, N. (1993). Female Genital Mutilatioln Women’s Rights, HumanRights:
International Feminist Perspectives. J. S. Peteds AWolper, eds. Pp. 224—
237. New York: Routledge

76



UNICEF-Somalia/SACB-Health Sector/UNIFEM (2001). n§yosium on the total
eradication of Female Genital Mutilation. Nairobi

UNICEF (2005). Female Genital Mutilation/Cutting: 3tatistical Exploration 2005.
New York.

UNICEF (2007). Changing a harmful social conventiofremale genital
mutilation/Cutting. Innocenti Digest. Florence

UNICEF (2010). The dynamics of social change. Talsahe abandonment of female
genital mutilation/cutting in five African countselnnocenti Digest. Florence

WHO (1997). Female Genital Mutilation: A Joint WHIMICEF/UNFPA statement

WHO (2001). Management of Pregnancy, Childbirthd #re Postpartum Period in the
Presence of Female Genital Mutilation: Report of VdHO Technical
Consultation. Geneva.

WHO (2006). Study group on female genital mutilatemnd obstetric outcome. Female
genital mutilation and obstetric outcome: WHO dotieative prospective study
in six African countries. Lancet, 2006, 367:183%13

WHO (2008). Eliminating female genital mutilaticem interagency. UNAIDS, UNDP,
UNECA, UNESCO, UNFPA, UNHCHR, UNHCR, UNICEF, UNIFEMVHO.
Geneva,

WHO (2010). Global strategy to stop health-careviglers from performing female
genital mutilation. Geneva.

WHO (2011). An update on WHO'’s work on female galmmutilation (FGM) Progress
report. Geneva.

Wright, J. (1996). Female genital mutilation: Aneowview. Journal of Advanced
Nursing 24, 251-259. Ireland. Blackwell Science Itd

77



APPENDIX 1: QUESTIONNAIRE FOR PARENTS

My names are Evelyn Mariga pursuing a Master o AartCommunity Development at The
University of Nairobi. | am undertaking a study Bactors influencing the practice of
Female Genital Mutilation in Kenya. Your community has been chosen to participaté in

this research study. All information provided vk kept anonymous and confidential and

will only be used for academic purposes or

Section A: Background Information

1. Gender?
1 = Male [1]
2=Female [ ]
2. Highest level of education?
1 = None []
2 = Primary Education []
3 = Secondary Education []
4 = College / University [1]
3. Religious Definition?
1 = Protestant [ ]
2 = Catholic [ ]
3=Muslim [ ]
4 = Other Specify ..o
4. Marital status?

1 = Single []
2 = Married []
3 = Divorced []
4 = Separated [1]
5 = Widowed []
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Section B: The practice of FGM in the Community
5. (a) Do you have children?

1=Yes []

2=No [1]

(b) If yes, How many

(c) How many of the girls have undergone FGM? ... e i e
(d) At what age did they undergo FGM? ..o e e cmime e e
(c) If yes, what are the reasons would you subjeat girl child to FGM?

1 = Upholding cultural tradition

2 = Preserving sexual morality

3 = Social pressure (stigma)

4 = Other Specify ......ccovviiiiii .

6. Do women and girls get circumcised willinglyare forced? If forced, by who or what
forces them? If willingly, what are the expected

01 AT {1 £SO

7. Are there any dangers associated with FGM dayir
1=Yes []
2=No []

3 = Don’t Know [1]
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(b) If yes, what are some of these complications?
1 = Excessive bleeding
2 = Obstructed labour
3 = Menstrual disturbance
4 = Sexual problems
5=0ther §pecify ......cccovviiiiiiiii,

8. In the community, between a circumcised and ranoicised woman which is

preferred?

9. Men who do they prefer?
1 = Circumcised []
2 = Uncircumcised [1]

10. In terms of bride wealth, who between a circgett and circumcised woman / girl is
paid more? Why?

11. Who performs the cultural practices and cereesin

12. Do uncircumcised women / girls allowed to pite
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1=Yes []

2=No [1]

3 = Don't Know

13. (a) Are there stereotypes / nicknames agdwestincircumcised?

1=Yes []

2=No []

15. What is the cost of FGM on a familyayltiple responses allowgd
1 = Preparations [1]

2 = Food []
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3 = Beer []
4 = Circumciser [ ]

5=0ther Specify .......ccooviiiiiiiiiiiiii

16. What are the sources of information on the dmafpon of undergoing FGM?

1 = Personal experience []
2 = Health Center []
3 = Anti — FGM Campaigns []

4 = Other Specify ....cocovviiii e

Section C: FGM Abandonment Approaches in the Commuity

17. Is there any anti — FGM activity (ies) in yaammunity presently?

1=Yes [1]
2=No [1]
3 = Don’'t Know [1]

(b) If yes, what are some of the activities ofstn@bandonment approaches?
1 = Education and awareness [1]
2 = Alternative rites of passage []
3 = Other Specify .......ccoeviiiiiiiinn.

18. Who are the facilitators of FGM abandonmenivéies in your community?
1 = Government Agencies [1]

2 = Non — Governmental organizations [1]
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3 = Community Based Organisations []

4 = Religious organisations []
4 = Women Group [1]

5 = Youth Group []

6 = Other Specify ....ccovvvviiiiiii e,

19. Do you patrticipate in any of these activities?
1=Yes [1]
2=No []

20. What bodies / organisations and in what aéwitlo each of these bodies /
organisations promote in the community?

Section D: Legislation against FGM in the Community

21. (a) Are you aware of any legislation againstghactice of FGM?
1=Yes []
2=No []
3 = Don’'t Know []

(b) If yes, which are these legal instruments?

1 = Anti — FGM law [1]
2 = Childrens Act [1]
3 = Constitution 2010 [1]
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22. If yes, what is your opinion on these laws?

23. (a) Are you aware of any family that has beenighed for circumcising their girls in

the area?
1=Yes []
2=No []

3 = Don’'t Know []

(b) What was the verdict upon

(o0 ] 01/ To3 (0] 0 WP
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APPENDIX 2: FOCUS GROUP DISCUSSION GUIDE (GIRLS)
1. Has anyone here undergone FGM?

2. Do you know of anyone who has undergone FGM in yaunmunity? If yes who?

3. At what age did you undergo FGM practiced on girlgour community?

4. Do you support the continued practice of FGM?

5. What do you think are the reasons behind the p&adtfi FGM in your community?

6. Do women and girls get circumcised willingly or doeced? If forced, by who or
what forces them? If willingly, what are the exmetbenefits?

7. Where does the FGM practice take place in your conityr?

8. Are you aware of law against FGM? (If yes, pleagdagn)

9. Are you aware that FGM is being discouraged? If ydsat are some of these efforts
in your community? Who decides?

10.Why do you think it has persisted
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APPENDIX 3: KEY INFORMANT GUIDE FOR ADMINISTRATIVE

OFFICIALS, RELIGIOUS LEADERS, CIRCUMCISORS AND HEAL TH

© © N o g A

PROFESSIONALS

. What do you think are the reasons behind the pergis of FGM in the

community?

. Do you think women / girls are circumcised williggbr forcibly? If willingly

what are the excepted benefits? If forced who olatwlorces them to be
circumcised?

Do you know of any girls who have been forced tdemgo FGM? Do they report
their cases to law enforcement agencies?

What are some of the forms of FGM practiced in #nsa?

What are some of the tools used in undertaking FGM?

Is FGM harmful to the well being of the victim a@$ ipractice? If Yes, what ways?
What is the view of men about women who have ndewone FGM?

What are some of the health consequences assouidketthe practice of FGM?
What are some of the reproductive health problexper®enced by women who

have undergone FGM

10. Are there FGM abandonment efforts going on in #rea? If yes, what are some

of these efforts?

11.How are people reacting to these abandonment gPoNegatively, Why?

Positively? What steps have been taken thus far?

12.What is the effect of the anti — FGM law on FGMKiisii?
13.What do those practicing FGM do to avoid these liesa
14.Why has FGM persisted in this area? Why is it diffi to abandon it?

15.Can you suggest any alternative strategies tolihedonment of FGM?

16.What assistance do you think would benefit thesendbnment approaches of

FGM?
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