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ABSTRACT

The purpose of this study was to determine theofadhfluencing the growth of female
genital mutilation among Orma and Wardei commusitieTRC. The study limitation is
the financial constraint and high level of literaagnong the sampling population. The
objective of the study is to establish the contidou of family honour, marriagibilty,
control of sexual desire, religious requirement aandial identity contribution to female
genital mutilation. This research was conducteduph a descriptive research design.
The research investigated the target populatiob8545 through selection of sample to
analyze and discover occurrences. The study tafgetsles including girls and women,
the researcher also organized Focus group discugfiBD) and also talked to key
informants. Data was analyzed nominal scales intwually exclusive categories and
frequencies by employing descriptive statisticsggiSPSS V.20.0). The focus group
discussion and key informants contribution werduded in the report as a narrative
description of what was said by the participantse ajor findings of the research is that
the studied community largely undergo type threehoed of FGM also known as
infibulation and FGM continue unabated with alm@s% of the Orma and Wardei girls
still undergo FGM. The study concludes that cultanel social identity and control of
sexual desire are major factors behind the unalfa@d practice within the Orma and
the Wardei communities. The study will immenselyntcioute to the understanding of
FGM practice in the communities. The research renends that the communities
should be given enough information on the probleiEGM and disassociating FGM
from religious and this awareness should largetgetathe local woman who carry out
circumcision and target the whole community becd&(GS#1 is not an individual problem
but a societal problem. From this research, manyF®M campaigners, CBOs, policy
makers and key influencers will contribute immegs&he research findings would help
facilitate local networking to enable informatiomasing, education and increased
awareness of key issues, enabling local NGOs tpabeof a greater voice to end FGM
locally.



CHAPTER ONE
INTRODUCTION

1.1 Background of the study

Female genital mutilation is a practise that hasde outlook and perspective as well. This
research critically looks at FGM in a global pepe, regional and local outlook to
determine the diverse practise on the same. A ti@miaf authors is cross-referenced to
give a dimension well understood by the reader tmdjive the researcher a wide
opportunity of opinions. Rahman & Toubia, 2000 defl Female Genital Mutilation
(FGM), simply, as “the collective name given to es@l different traditional practices that
involve the cutting of female external genitaliffowever, way back in 1997, the WHO,
UNICEF and the UNFPA issued a joint policy statetm@nFGM which gave the following
definition: “Female genital mutilation comprised pfocedures involving partial or total
removal of the external female genitalia or otimgury to the female genital organs whether

for cultural or other non-therapeutic reasons” (WH@97).

According to the World Health Organisation (WHO)GM comprises all procedures
which involve partial or total removal of the extal female genitalia or injury to the
female genital organs whether for cultural or attyeo non-therapeutic reasons. The age at
which girls undergo FGM varies enormously accordinghe ethnic group practising it.
The procedure may be carried out when the girl iseavborn, during childhood,
adolescence, at the time of marriage or duringfitisé labour. In some FGM practising
cultures, women are re-infibulated (re-stitchedlofeing childbirth as a matter of routine.
(WHO, 2003)

Various authors refer FGM in difference terminokxyi Female Genital Mutilation/Cutting
(FGM/C), sometimes known as female circumcision )(F(8 a traditional practice
performed primarily on girl child, adolescents aumetimes on adult women. The World
Health Organization (WHO) estimates that about ti#lon women throughout the world
have undergone some form of FGM/C, and a furtherilRon girls are at risk annually.
There are 28 Countries in the Sub Saharan Afrieectiwing FGM/C, where national



prevalence rates range from 5 percent in Kenya8tp&cent in Somalia. The practice is
also found in small groups in Asia and the MiddésEand among migrant communities in
Europe, Australia, Canada and USA. (WHO, 1997).

FGM is also linked to tradition and culture to eefl the localization of the practice. Even
though cultural practices may appear senselessestruttive from the standpoint of
others, they have meaning and fulfill a function fllose who practice them. However,
culture is not static; it is in constant flux, atag and reforming. People will change
their behavior when they understand the hazardsrahignity of harmful practices and
when they realize that it is possible to give upnifal practices without giving up

meaningful aspects of their culture (WHO, 1997).

Female genital mutilation (sometimes called fenggaital cutting and female genital
mutilation/cutting) is defined by the WHO as refiegrto all procedures involving partial
or total removal of the external female genitalraother injury to the female genital
organs for non-medical reasons. FGM is a form ofdge-based violence and has been
recognized as a harmful practice and a violatiothefhuman rights of girls and women.
Between 100 and 140 million girls and women in therld are estimated to have
undergone such procedures, and 2 million girlseasteanated to be at risk of undergoing

the procedures every year. (WHO, 1997)

In Africa, FGM has been reported in 28 countried aocurs mainly in countries along a
belt stretching from Senegal in West Africa, to Bgy North Africa, to Somalia in East
Africa and the Democratic Republic of Congo (DR&)Jentral Africa. It also occurs in
countries in Asia and the Middle East and amontageDiaspora communities in North
America, Australasia and Europe. As it is with mamgient practices, FGM is carried
out by communities as a heritage of the past amdtésh associated with ethnic identity.
Communities may not even question the practice ay have long forgotten the reasons
for it. (WHO, 2003)



FGM is often motivated by beliefs about what issidered appropriate sexual behavior,
with some communities considering that it ensured greserves virginity, marital
faithfulness and prevents promiscuity/prostitutidhere is a strong link between FGM
and marriageability with FGM often being a prereifei to marriage. FGM is sometimes
a rite of passage into womanhood, and necessarg fyrl to go through in order to
become a responsible adult member of society. F&MIso considered to make girls
‘clean’ and aesthetically beautiful. Although ndig®mus scripts require the practice,
practitioners often believe the practice has retligisupport. Girls and women will often
be under strong social pressure, including predsone their peers and risk victimization
and stigma if they refuse to be fWHO, 1997)

FGM is always traumatic (UNICEF, 2005). Immediatenplications can include severe
pain, shock, haemorrhage (bleeding), tetanus osisefbacterial infection), urine
retention, open sores in the genital region angrynfo nearby genital tissue. Long-term
consequences can include recurrent bladder andryriract infections; cysts; infertility;
an increased risk of childbirth complications arelvborn deaths; the need for later
surgeries (WHO, 2003)

The local population refers to FGM by a varietylafalised dialects which, according to
feminists Rahman and Toubia, “are often synonymwaitis purification or cleansing, such
as the termgahara in Egypt, tahur in Sudan andolokoli in Mali” (Rahman & Toubia,
2000). The terminology itself also varies betwerd within countries; for example, in the
Sudan FGM may be referred to @sna or infibulation; otherwise known gsharaonic. A
common misconception is that FGM is analogous téermacumcision as both practices
remove healthy tissue and are carried out on @nlavithout their consent. However, there
are key differences between them. For example, egsermale circumcision is a
requirement of certain religions, FGM is not (WHTR98). Moreover, FGM is far more

severe than male circumcision since it removegatiparts of the sexual organ.



Another feminist Zenie-Ziegler confirms, “there iso similarity between male
circumcision, a prophylactic measure recommendeddys in almost every society and
female circumcision, the motive of which is to dmsh, if not suppress sexual desire in
women” The eradication of FGM is pertinent to thehievement of four millennium
development goals (MDGs): MDG 3; promote gendeaétyuand empower women; MDG
4; reduce child mortality, MDG 5; reduce maternabrtality and MDG 6; combat
HIV/AIDS, malaria and other diseases. (Zieglercite Abu-Sahlieh, 1994).

In Kenya, an estimated 27.1% of girls and womerdatfg 49 years have undergone
FGM (KDHS 2008-09), a figure that has decreasenhf83.6% % in 1998, and 32.2% in
2003. There are significant regional variationghwirevalence ranges from 0.8% in the
west to over 97% in the north-east (KDHS 2008-0%k practice is particularly among

the Somalis in the North Eastern province prac{@e.7%). The prevalence is also
highest among the Kisii (96.1%) and the Maasai2%3. FGM is a deeply rooted

cultural practice, although the reasons vary betwethnic groups. For some, it is an
important rite of passage, for others it is clodedyg to marriageability or the concepts of

family honor and the need to preserve sexual purity

Among some communities, there has been a trendrdswhe medicalization of FGM
with the procedure being carried out by medicafgssionals. At the end of 2011, the
government passed the Prohibition of Female Gehitallation Act 2011 to replace the
existing law. There are many local NGOs, CBOshfbased organizations, international
organizations and multilateral agencies workingKienya to eradicate FGM using a

broad range of approaches.

FGM is practiced for a variety of reasons — somesirat a certain age or alternatively as
a rite of passage, often at puberty which is a toheulnerability and change. Many
young women are affected by HIV/ AIDS and many cthmarry early which leads to
early childbirth, with resulting complications forany of obstetric fistula. (KDHS 2008-
09).



1.2 Statement of the problem

The exact genesis of female genital mutilation walknown. There were many theories
of the origin and reported documentation of thecfica as long as six thousand years
ago. The exact prevalence of FGM was difficult $tireate as limited research had been
undertaken. The WHO estimates that 130 million womnerld-wide had undergone
some form of FGM, with an annual incidence of 2 lioil. There are limited
epidemiological data to provide a reliable indioatiof the relative extent of different
forms of FGM or of the incidence of complicatioiifis was in part because women may
not associate the health problems they experientteRGM or may simply accept them
as part of life. Hence they may present with a @¢andpossibly related, either directly or
indirectly, to FGM, but not known of, or acceptetbonnection. In addition, in some
communities the practices have been subject tagti@boos such that they are matters of
great sensitivity and privacy to many women who rfiag them difficult to discuss.
Furthermore, some of the reported complications@M (for example dysmenorrhoea)
are common in the general population and the plespért that genital mutilation plays
in these has not been defin@dDHS 2008-09).

There was very little information about the expeces of older women who have had
FGM, but it might be expected that cutting and tes of the vulva, especially if
repeated with many pregnancies, would lead to wamgesymptoms such as dyspareunia

and incontinence accompanying vulval atrophy aftenopause.

FGM affects the physical and psychological heatftlyids and women; decreases their
attendance and performance at school; fails to theatgender equality rights; and risks
their lives at the time of FGM, at marriage andinlgirchildbirth. FGM affects up to 3
million girls a year, one every 10 seconds. FGM &las a relationship with other issues
such as girls not completing their education andrttapoor literacy; early or arranged
marriage; the spread of HIV AIDS and poor accesshigsical health and psychological
health care(KDHS 2008-09.



There are also problems in pregnancy and childlsttbh as obstructed miscarriage,
excessive pain associated with scar tissue, restrexaminations resulting in inaccurate
assessment and difficult bladder management, pgelbnand obstructed labor and
lacerations and haemorrhage at delivery. Duringiglegractices, difficulties experienced
by females include non-consummation due to obstmictvaginismus or painful scar
tissue, trauma on deinfibulation by partner oritradal birth attendant, vaginismus with
or without introital scarring and impaired sexuakponse and enjoyment alongside
sexual expression may be problematic and/ or acealfrrelationship conflict if vaginal
intercourse is precluded. The aforementioned profleave caused quiet some psycho-
social effects to the female and the general coniiymais a whole and thus the need to
establish the underpinning issues and possibleegtes for interventions. (WHO, 1997)
With the promulgation of the new constitution angbsequent creation of devolved
government called county government it is easieshare the findings of the research
with the local leaders who equally understand tlublem and its magnitude and solicit
support geared towards eradication of FGM. Thigassh therefore comes in handy to
support the stakeholders and the government a targnderstand the factors that lead to
the growth of female genital mutilation among them@ and Wardei communities in

Tana River County and recommend possible stratégiesitigation of the same.

1.3 Purpose of the study

The purpose of this study was to determine theofadhfluencing the growth of female
genital mutilation among the Orma and Wardei comitreshin Tana River County.
Despite the many efforts that had been put to mawagradicate the FGM practice the

practice has never decreased and continues unabated

1.4 Objectives of the study

This study was guided by the following specificextijves;

1) To establish how the marriageability rite of passag#uénces female genital
mutilation among Orma and Wardei women in Tana RG@unty.

2) To establish how family honor influences femaleigggmutilation among Orma and

Wardei women in Tana River county.



3)

4)

5)

To find out whether control of sexual desire cobéa factor that influences female
genital mutilation among Orma and Wardei womenand River County.

To assess how religious requirements influencesatiergenital mutilation among

Orma and Wardei women in Tana River County.

To establish whether social identity influences dgenital mutilation among Orma

and Wardei women in Tana River County.

1.5 Research Questions

The study sought to answer the following questions;

1.

How does marriageability rite of passage influerfeasale genital mutilation among
Orma and Wardei women in Tana River County?

What is the extent to which family honor influendemale genital mutilation among
Orma and Wardei women in Tana River County?

How does control of sexual desire influences fengaleital mutilation among Orma
and Wardei women in Tana River County?

To what extent does religious requirement influsnéemale genital mutilation
among Orma and Wardei women in Tana River County?

How does social identity influence female genitaltiation among Orma and

Wardei women in Tana River County?

1.6 Research Hypotheses

This study sought to test the following hypotheses;

1.

Marriageability rite of passage has no relationshith female genital mutilation

among Orma and Wardei women in Tana River County.

Family honor does not influence female genital fatibn among Orma and Wardei
women in Tana River County.

Control of sexual desire does not influence fengaaital mutilation among Orma
and Wardei women in Tana River County.

Religious requirement does not influence femalatgemutilation among Orma and

Wardei women in Tana River County.



5. Social identity does not influence female genitaitiation among Orma and Wardei

women in Tana River County.

1.7 Significance of the study

This research will add value to the existing bodiykmowledge especially on the plight of
young girls who have been affected for a long tlwe=GM. Despite the numerous efforts
made by the government in eradicating FGM, the tmmcis still rampant and the
government effort has not brought any meaningfahgfe. The finding and recommendations
of the research will be shared with county govemimier better understanding of the
problem because FGM is one of the social problem famms part of the immediate
challenge of the county government and hence thtgogovernment can easily provide

resources to combat the problem.

The prime tenacity of this study is to provide iloyed understanding of the issues
relating to FGM in the wider framework of genderuality and social change and

Collating the research data for the county, thiglgtacts as a benchmark to profile the
current situation in Tana River County. Whilst #hnere many challenges to overcome
before FGM is eradicated in Kenya, many programanesnaking positive active change

and government legislation offers a useful platféomdeterring FGM practice.

The findings of this study will help program maneg& formulate effective strategies
towards addressing the problem of female genitatilation and help to develop
programs aimed at meeting the demand of family esmlthrough the provisions of
appropriate method mix. This study explored factofluencing the growth of female
genital mutilation among Orma and Wardei commusitie Tana River County which
would form a basis for implementation by various/g® providers to help in reduction

of the practice.

The findings and recommendations of this study hip to design messages on fighting
female genital mutilation targeting the rural conmitys The findings form a basis for

further research in the area in relation to otlkgians in the country.



Extracts from this publication might be freely reguced, provide the due

acknowledgement was given to the source and tleareser.

1.8 Definition of Significant Terms

Mutilation: The loss of, or removal of parts of the femaleiigédia, is and has
been practiced by many societies with various caltiand

religious significances

Genital: A sex organ, or primary sexual characteristicpasowly defined,
is any of the anatomical parts of the body which iavolved in
sexual reproduction and constitute the reproducsiygtem in a

complex organism

Rite of passage is a ritual event that marks a person's tramisifiom one status to
another.
Family honor: Involves the perceived quality of worthiness aespectability that

affects the social standing and the self-evaluatibm group of

related people, both corporately and individually

Control of sexual desire:  Not having anyex urge or feelings to have an intercourse

or sex

Infibulations: Is the removal of all external genaallhe inner and outer labia

are cut away, with or without exarsof the clitoris.



1.9 Organization of the study

The research project report was organized in fivainmchapters excluding the
preliminary pages which contain the title, declamat dedication, abstract,
acknowledgements, and table of contents, listgirés, and list of tables, abbreviations
and acronyms. It also contains the referencerlefttransmittal and the questionnaires
at the end of it.

Chapter one contains the background of Female &eNiutilation highlighting the
fragility of the global perspective in the FGM sphand overview. Within the chapter,
various scenarios and case studies at a globabnagand local perspective are looked
at.

Chapter two contains the various schools of thaighta desktop review of both
theoretical and empirical literature on overall egtinants in FGM. A conceptual
framework outlining all the various independentiables and their indicators in a
relation with the dependent variable, the intensgdand moderating variables is also

included at the end of the chapter.

Chapter three contains the research design, tagmilation, sampling procedures and
sample size, methods of data collection, data wwliglata reliability, data analysis

techniques, ethical considerations and operatidetihition of variables.

Chapter four is a highlight and analysis of thead#tat was collected from the
community and other key players within the studypggaphical area. It also makes
presentation of the data through the use of frequeabulation and test analysis.
Discussion of the data is also made at the endeo€lhapter to give a clear understanding

between the variables and how they affect the ieddent variable.

Chapter five summarizes the entire analysis of ttata the different school of thought
comparing with the data analyzed and tested intehdpur. It made conclusions on the
data analyzed and recommended steps for intervent8iill in the chapter, a

recommendation for further study is made followihg literature gaps established.
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CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

This chapter discusses the literature related éof#ictors influencing female genital
mutilation among Orma and Wardei women. It focusesssessing the extent to which
marriageability, family honor, control of sexualsdte, religious requirement, cultural and
social identity factors influence female genitaltitation among the Orma and Wardei

women in Tana River County.

2.2 Theoretical Literature Review

The 2003 Kenya Demographic and Health survey (KDBt®wed that FGM/C is still
practiced by the majority of ethnic communities Kenya. Overall, 32% of Kenyan
women reported being cut in 2003, although thisesgnts a slight reduction compared
with 38% in the 1998 KDHS. Prevalence of the practvaries widely among ethnic
groups. The practice is nearly universal amongettetihnic groups namely the North
Eastern and North Coast Somali (where the Warddi @ma fall in), Abagusii, and
Maasai and is highly prevalent among the Taita Tagv€alenjin, Embu and Meru, and
was still practiced, although to a lesser extemorag the Kikuyu and Kamba. (KDHS,
2003).

Some ethnic groups in Kenya, notably the Luo ankyaudo not practice FGM/C. Type
of cutting also varied by ethnic group. For exampléoridectomy was practiced by the
Abagusii, excision by the Meru, Kikuyu and Maasand infibulation by the Somali,
Borana, Rendille, and Samburu. The country hos& 840,000 refugees, mainly from
Sudan and Somalia but also from Ethiopia and Eiteed these ethnic groups practice
type Il or infibulation. Age of cutting varied alsby ethnic group, and is usually
determined by the meaning associated with the ipeadtor those that practice FGM/C
as a rite of passage to adulthood (e.g. Meru/Emtutfjng was normally undertaken
around the age of puberty. For the Maasai and Samtno practice FGM/C as a means

of denoting that the girl was ready for marriagetting was usually undertaken post-
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puberty, and can often be when the girl was in lag teens immediately prior to
marriage. (Abdalla, 1998).

Indeed, FGM/C can sometimes form part of the mgeriaitual. Although a few
circumcise during infancy such as Taita, severhhiet groups practice FGM/C pre-
puberty, between ages 6 — 10 years such as Sdfislli, Borana because bleeding is
minimal, the tissue is soft to cut, the wound isuipht to heal faster and the young girls
are easier to handle during the process as thelkeareto be socially accepted and do not
always understand the implications. There werecatthns of changes in the way
FGM/C is practiced in several communities. The KDE2B03) data suggests marked
declines in prevalence had occurred nationally betwgenerations, suggesting a decline
in the practice in recent years. The proportionvomen cut decreases steeply with age,
from nearly one-half of women age 35 years and eptwvone quarter of those aged 15-
19 years. These declines are particularly pronaliareong the Kalenjin (62% to 49%),
Kikuyu (43% to 33%) and Kamba (33% to 27%). (KDR2803)

According to Slack (1988), FGM was found in tramfital group or community cultures
that have patriarchal structures. Although FGMrigcpiced in some communities in the
belief that it is a religious requirement, reseasblowed that FGM pre-dates Islam and
Christianity. Other anthropologists believed thatexisted among Equatorial African
herders as a protection against rape for youngléehsders; as a custom amongst stone-
age people in Equatorial Africa; or as ‘an outgfowt human sacrificial practices, or
some early attempt at population control’ (Lightf¢dein, 1983). FGM is practiced
across a wide range of cultures and it is likelgttthe practice arose independently
amongst different peoples (Lightfoot-Klein, 1983jded by Egyptian slave raids from
Sudan for concubines and maids, and traded thrtluglRed Sea to the Persian Gulf
(Mackie, 1996).

2.3 Marriageability and Female genital mutilation

Insiders referred to the practice as a traditiong avhich links FGM/C to the

marriageability of the girl and to her family’s sthng in the community. Thus, we were
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likely to find that FGM/C is general within the Rlcintra-marrying group, of ancient
origin, and quite persistent, even among individuaho have come to oppose it in
principle. FGM/C was not an individual practice tl@ucommunity practice, which can
only be resolved at the community level, by orgengzthe greater part of the intra-

marrying group to coordinate on abandonment (WH@®7).9

For several Kenyan communities like the Meru, Emblaasai, Kalenjin, FGM/C is
considered a rite of passage through which importudtural values and adult
expectations are transmitted to the youth. Girls Wwave not undergone FGM/C are often
ridiculed, made to feel ashamed, and addressetilasen. Female genital mutilation is
practiced in communities where, in general, woméhhave limited access to economic
or social resources and must be eligible for mgeri® secure a means of future support.
FGM was thought to increase marriageability by enguvirginity, which is almost
always considered a prerequisite for marriage. F8&¥ also be thought to ensure the
lineage of any children by limiting pre-marital sexd encouraging fidelity during
marriage (as FGM will lessen sexual desire). Othetgeve that FGM enhances fertility
and/or increases a man's sexual pleasure, bothiohwenhance a woman's attractiveness
as a wife (Black & Debelle, 1987).

Families of girls or women among the Samburu suppotting because it made their
daughters not only marriageable but able to attragtt bride price. James S. publication
of 2001 revealed that among the Maasai communigyriage was an important factor to
girls’ life as it assures the girl of a home, itsvanportant for the continuation of the
family tree. Maasai men feel honored if they maargircumcised girl, and this tradition
has made it difficult to abandon the practice. Adany to the elders, those who were
campaigning against FGM/C cannot be elected a®tsdgdhiefs and councilors) among
the Maasai and Samburu community. Women also leslighat a marriage was not
complete unless the mother cuts her daughter amoaps her for marriage. In other
communities, such as the Kuria and Kisii, unculsgare considered as children. Among
the Kuria, the girls are referred to dsuhene”, a derogatory term making it difficult for

them to be married. Family Law Council (1994) puatthat tradition is one of the more
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common reasons given for performing FGM. For maA@M was a normal part of a
woman's life, experienced by all women. It was apeeted and anticipated step in a
girl's development to adulthood. The practice may &ssociated with cultural
celebrations of the passage of the young girl tomarathood and this can involve present
giving and feasting. This tradition is upheld byisbpressure to the extent that girls may

be stigmatized and ostracized for non-compliarideddy & Womb, 1998).

The first justification of FGM was the sociologiadpect which presents the operation as
a transition in life stages. FGM was taken to bandtnation rite, coming of age rite of
passagelt was performed at puberty on girls 12 to 14 yedds or just before the onset

of menstruation and just before marriage (The Raafmr Council, 1996).

FGM as an initiation rite emphasized the transitionage status from girlhood to
womanhood and to marriageable age. As an unciraadairl had no chance of having
a suitor, the operation is a signal for her reaghni®r marriage and availability. Before
the initiation through mutilation, the girls arepten seclusion for a period of time (at
least 2 weeks) and given instructions on moratiipal law, social codes, being a good
wife, behaviors around elders and other age grd@psup initiation rites create a sort of
club to which uncircumcised ones are not acceptedome communities, like in Sierra
Leone, it is a secret society that one joins orilyough going the initiation rite

(Dorkenoo, 1995).

Recent studies by Abdalla, (1982) indicated thatitiitiation part of FGM was declining
and that the age of operation was also declinimgnany parts of Africa this justification
does not hold grounds as the operation takes macenfants 7 or 8 days old as in
Ethiopia and parts of Nigeria, and girl-childrenshander 5 years of age. The victims
are too young even to understand the word marrtagi. To give a better picture of the
importance of FGM in tradition, the late PresidehKenya, Jomo Kenyatta, was quoted
as a strong supporter of the tradition of FGM, wised the practice as a rallying point in
his war of liberation. The operation is still reded as the very essence of an institution

which has enormous educational, social, moral atidious implications, quite apart
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from the operation itself. For the present it igpossible for a member of the tribe to
imagine an initiation without clitoridectomy (FGMJ)herefore, the abolition of the
surgical element in this custom means to the Kikulya abolition of the whole

institution. (Abdalla, 1982)

In an article by James, (1994), Jomo Kenyatta goe® show the close relation between
marriage and FGM. He shows us that uncircumciged members cannot marry and is
ostracized by the community and tribe. “In the mmadnial relation, the rite of passage is
the deciding factor. No proper Gikuyu would dreaimarrying a girl who has not been
circumcised, and vice versa. It is a taboo for &ui man or woman to have sexual
relations with someone who has not undergone thesation.If it happens, a man or a
woman must go through a ceremonial purificationamely, ritual vomiting of the evil
deeds. (Abdalla, 1982)

A few detribalized Gikuyu, while they are away frédtome for some years, have thought
fit to denounce the custom and to marry uncircuettigirls, especially from coastal
tribes, thinking that they could bring them backheir father's home without offending
the parents. But to their surprise they found tiair fathers, mothers, brothers and
sisters, following the tribal custom, are not prepato welcome as a relative-in-law
anyone who has not fulfilled the ritual qualificats for matrimony. Therefore, a problem
has faced these semi-detribalized Gikuyu when tayted to return to their homeland.
Their parents have demanded that if their sons eglisto settle down and have the
blessings of the family and the clan, they musbrdie the wife married outside the rigid
tribal custom and then marry a girl with the apga\ribal qualificationsFailing this,
they have been turned out and disinherited.” (Alagd982)

In most of African and Middle Eastern communitiegaqgiicing FGM, the main
justifications concentrate on morality, virginithonor and marriage, and control of
sexual desireFGM is expected to fulfill and maintain these va$u For most African

women as well as other Third World women marriag@&adt an option but a must for
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survival. Marriage and reproduction are the only guarantesevfomen to gain economic
security and social status. (Lightfoot-Klein H. 839

Infertility is one of the worst fates that a wontan face in her life in these communities.
Marriage ensures a woman with old age pension curgg as well as respect in the
society. A woman without children or an unmarrieohwan will have a very difficult life
and a devastated old age, especially ones withoytsapport from their relatives or
community. The whole practice of FGM is the baserfarriage. Without undergoing
FGM, a woman is denied the right of marriage, irstreases also the denial of receiving

bride price. An unmarried woman is an outcast engbciety (Lightfoot-Klein H. 1998)

According to publication composed by a combinatedriwalker, Pratibha, Warrior &
Jonathan, (1993), African marriage does not consédyeaithout its sacrifices. Virginity
must be maintained at the time of marriage andlalc& of it has damaging social
consequences to the individual as well as to thenps Virginity is the base for
marriageability and it also enforces the prohilmsoof sexual relationships outside
marriage. Virginity is also considered as a basaftamily’s honor. A girl is expected to
bring honor to her family through the preservatadrher virginity. This is where FGM
comes as a means of ensuring virginity. It is dsbeved that virginity of a woman
ensures the fatherhood of the husband. (Pratil988)1

Another misconception is that women are presumdebteveak in areas of emotion and,
therefore, must be controlled. In other words, wonae unable to control their

sexuality. That is why it is believed that unciratised girls are assumed to run wild, or
are considered of loose moral, bringing shame ¢o farents. FGM is expected to play
that role by reducing the girl's sexual desire gdvent sexual experience before
marriage. The reduced desire even during the ngarigexpected to ensure faithfulness
of the woman to her husband. It is believed thaMF&ntrols women’s sexual desire

effectively. FGM may reduce the feelings but itmainreduce the desire and, in addition,
it does not guarantee chastity. It does not guaeatite morality of women, as shown by

the fact that FGM practicing countries have rekdiivhigh numbers of prostitutes. In
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addition, FGM has nothing to do with moral behawidrich comes basically from proper
moral education and the individual’'s intended bébtraySlack, 1988)

2.4 Family honour and female genital mutilation

The tradition of FGM is also linked to the undenslimg of family honor, a vital
component of community position and of communityhesion. Honour is jealously
guarded by a family and can be lost through thmagtof its members, in particular the
female members. FGM is considered to be a nornegaoition to ensure the morality of
girls and the preservation of virginity. The praetiof FGM is perpetuated within the
social system, as deviation from the norm impli@snorality and therefore can cause
loss of honor (‘son of an uncircumcised mothereorted to be an extreme term of
abuse in some communities). This is particularlytrideental for females as
marriageability will often be the only opportunifpr status and economic support
beyond their family (Iris Berger and Frances, 1999)

Nahid Toubia, (1993) argues that Female genitalilation is also thought to foster
social cohesion between groups of girls who areaipd on in the same time period, as
girls will affiliate with those who have undergotiee same experience at the same time.
Among the Somali, it is believed that a family tfets to circumcise its daughters’ risks
losing respect and its members may be ostracizéddome outcasts. This is because of
the great importance and value that they attachrginity and marriage. (Nahid Toubia,
1993)

The virginity of a bride, usually ascertained by tharrowness of the vagina after
infibulation, attracts a high bride price. Thisaiso similar in other communities and no
father would fail to subject his daughter to thagtice in order to attract a high bride
price. FGM/C is said to confer on girls and womemnesav identity; Women who do not
circumcise their daughters run the risk of beingnsas irresponsible, immoral and
imitators of Western culture. These sentimentscaramon among other groups such as
the Meru, Kalenjin and Abagusii (Els Leye, MariaRkeiyn, Stan Meuwese, 1998).
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The upholders of FGM argue that the removal offémeale genitalia contributes to the
cleanliness and purity of women. In some commusipiepular terms for mutilation are
synonymous with purification, for examgkhara in Egypt andahur in Sudan (Al 1998)
and the oppositagasa (unclean). It is believed that the removal of th®gs and labia
contribute to the cleanliness and beauty of wonmensuch societies an un-mutilated

woman is considered dirty and polluted. (Al, 1998).

This is one reason why uncircumcised women areadgid within their own families
and communities. They are not part of the socfal $uch as communal feasts. The
absence or removal of the clitoris keeps the vagiean and makes vaginal intercourse
more desirable than clitoral stimulation. Thesecmigeptions are based on the fact that
secretions produced by the glands in the clitdabja minora and majora are bad
smelling and unhygienic and so makes the female bioatlean. It is believed that the
absence of the clitoris keeps the vagina cleanth®mther hand, its presence is believed
to damage the baby at delivery and affects thedndb genitalia during intercourse. It is
also believed to enhance fertility. Other mythdude that FGM enhances the husband’s
sexual desire; prevents maternal and infant moytalis one can easily deduct this deep-
rooted beliefs are incompatible with reality. Undesrmal conditions secretions are
odorless and if the secretions are bad smellingessive and colored, then this is an
indication of infection or other serious problenmpbably requiring medication. In
reality FGM can create uncleanliness by closing uhlva and preventing the natural
flow of urine and menstrual flow and consequengigding to the retention of urine and

menstrual blood causing offensive smell (Leye, 3998

2.5 Control of sexual desire and female genital mildtion

This component outlines and discusses how the §gxaad gender roles play a big role
in the growth of female genital mutilation amongnecommunities in Kenya. Cutting
and stitching a girl’'s genital organ is thought tmany ethnic groups to suppress her
sexual desires, as a way of keeping her from hasexgfor pleasure, before, during or
outside of marriage. In some groups FGM functiohig avay of marking the girl so that

she is able to fulfill her role as a woman, a wafed a mother. The practice may be
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understood as the determinant of gender identitichvimay be closely related to the
concepts of chastity, the safeguarding of the pwitwomen and the control of female
sexuality, all of which may be pre-conditions faetability to marry and have children
(Catherine Coquery, 1997).

In some cultures it was believed that the clitasia masculine feature which must be
excised to create true femaleness, some also bgi¢hvat the clitoris is an infant penis

whose growth must be forestalled by surgery. Womiea have not undergone FGM are
thought to maintain, or have the potential to depelcharacteristics thought to be
appropriate only for men, such as sexual desirgresgive behavior and promiscuity.

Feminist commentary cited FGM as evidence of theicsaed oppression of women. The
removal of the clitoris is seen as an attempt tatrod the sexual activities of women; a

denial of the freedom of sexual desire and exppas$tGM is seen as a misogynistic
message about the expectation of the behavior ppate for the female gender,

including the prohibition of sexual pleasure argbffom and the expectation that women
should exhibit behavioral characteristics such asmpliance and docility. (Minority

Rights Group International, 1996).

The Abagusii believe that a circumcised woman wdt want to have pre-marital or
extra-marital sex because she will not have a gtsexual drive. Uncut women are
thought to be easily aroused and possess stronmlséasires which are not culturally
acceptable. In some communities such as the Soafir, giving birth or after a divorce
and before remarrying, a woman may be re-infibdlaeeenhance the husband’s sexual
pleasure. The main reason behind FGM/C, accordirgdders from Isiolo, was to reduce
the libido of the girls, enforce the cultural valolesexual purity /virginity until marriage
(Tracey Skeleton and Tim Allen, 1999).

Feminist scholars and anti-FGM activists (such asKkeén; Koso-Thomas; Rahman and
Toubia; Walker, Weil-Curiel to name but a few) meet FGM as an assault on women'’s
sexuality as well as an oppressive and cruel aacthwias a grave and catastrophic impact

upon women and girls’ health. They further asseclaEM with a patriarchal desire and
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need to control women, their bodies, and their aktyuin order to maintain female chastity
and fidelity. Women, over time have been succelssfpersuaded to attach special
importance to female circumcision, motherhood, Andsekeeping, in order to maintain

male domination in patriarchal societies (Koso-Thsn1987).

Koso-Thomas’ revolutionary stance urges (Africandpmren to free themselves from
ignorance, fear and mental servitude and join endflucation of their sisters. Others, such
as Pickup, regard FGM as an act of material baimggithhat women make with patriarchy in
order to derive economic support. For example, dynbe a rational and even loving
decision for a mother to decide to genitally mugilher daughter in a culture where she will
stand little chance of finding a husband otherwi¥8M is thought to reflect and reinforce
the social and moral order — in which women arégebl — or, as Walker and Parmar argue,
forced and brainwashed - into being pure and falit# problem for feminist analysis has
been that women themselves are mostly the onetim FGM; however, the above
explanations, by inferring that women simply caosty the desires of men, implies that men

are in essence the real, hidden perpetuators.ypi&001).

‘Third World’ feminists, in turn, have criticised &8tern attitudes; firstly, for homogenizing
and reductively situating them. Secondly, for thteindency to dominate both theoretical
and practical aspects of the feminist movement,taimdly, for their condemnation of FGM
which, they argue, carries hidden assumptions gfesority and ethnocentrism. As
Ahmadu notes, women are seen as blindly and whattddly accepting mutilation because
they are victims of male political, economic, amdial domination. Moreover, they accuse
Western feminists of interpreting FGM out of itsceeeconomic, political and historical
context. Whilst most feminists would regard the adination of women as a matter of
international concern, many resent the categooisatbeing predominately centred around

European and American personalities and eventsngdln, 2000:284).
Western feminists appropriate and “colonise” thenstibutive complexities which

characterize the lives of women in these countrisis ending up with a crudely

reductive ‘notion of gender or sexual differenceohdnty’s attempt to subvert
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intellectual paradigms is criticised by Chowdhryomonsiders her work equally neo-
colonial. Citing Goetz, Chowdhry argues instead;thdestern feminist and Western-

trained feminist writing often portray Third Worldomen as victims. These feminists
base their analysis and their authority to inteeven their claims to know the shared and
gendered oppression of women. In so doing, theyemissent the varied interests of
“different women by homogenizing the experienced aanditions of Western women

across time and culture (Goetz cited in Chowdh®@5128).

2.6 Religious requirement and female genital mutilion

Throughout the world, female genital mutilation Haesen reported to be practiced by
Christians (Protestants, Catholics and Copts), Mhssl Jews, Animists, and atheists.
Religious requirement may be understood by theviddal as the reason that FGM is
performed. However, FGM is not included within fleemal teachings of any religion.
The association of FGM with religious belief andigédition is assumed to be the result of
historic concurrence and incorrect teaching andiolerstanding of religious texts (Maria
and Stan, 1998).

Female genital mutilation pre-dates most modermicegls, including Christianity and
Islam. One commonly held misconception about FGNh& it is prescribed within the
Islamic religion. However, there are many Islameople around the world who do not
practice FGM, notably those of predominantly Islkamiiddle Eastern countries, such as
Saudi Arabia. For some women the procedure is siomit to be Sunna, a religious
requirement prescribed within teachings of the RevgMlohammed. However, there is
considerable debate on this issue within the @tigivomen’s International Network
News, 1993).

Some communities practice FGM/C because they keelieis a religious requirement.
The Somali, Borana and Boni believe that FGM/C titutes an Islamic Sunngiractice,
that is, the prepuce covering the clitoris showtdrémoved. This is because prayers of

uncircumcised persons (males or females) are cereddunacceptable. The clitoris is
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considered haraafdlirty or not pure in the sense of religious pudtyd cleanliness) thus

it must be removed (Dorkenoo, 1995)

To educate the community on the harms of FGM/Ch beligiously and medically, so
that they question the rationale for its continoratithere have been heated debates to
generate discussion with respect to the corredtipp®f Islam on FGM/C and hopefully
build consensus among the religious scholars eantiaitter. According to Dorkenoo, the
religious scholars command much respect, influerpieions in the Somali community,
and are therefore instrumental in educating thencomty. In a narration made during
the WHO Research (1996), in Wajir to unearth andrect the misconceptions
surrounding FGM/C and Islam, especially in simdammunities, it was imperative that
the religious leaders are involved. A start up @eation was made through answering
the question: Does the practice, in all its types/e any authentic basis in Islam?

The belief that there is a Sunnigfpe of FGM/C in Islam is held firmly and this canly

be questioned using Islamic teachings. (Dorken885}

At present, the religious scholars and the widemrmooinity unanimously reject
infibulation on the basis that it is haraafunlawful) in Islam. However they are
supportive of some form of cutting, however mild they believe it is a religious
requirement and refer to it as Sunnah.

“It is part of the religion...Sunnah is a must” ahdt “one who is not circumcised is not a
Muslim, and even her parents are seen as not beithg religion, that is how we see as
Somalis (The History of Married men, WHO Wajir Rasdh, 2005)

The belief that FGM is a religious requirement @ strong that women are ready to
continue with the practice if there is any soliddewice that it is Islamic, notwithstanding
its harmful effects. In her narration of her peoexperience of FGM/C during one of
the discussion sessions with religious scholanms fiidajir, one woman said: “The harms
are there. | was in shock for two days. When Itstamy periods | was in problems. |
was done the Sunnah of that time even though theeplas infibulated. Is there a

Quranic verse on this cut? If it is there, therre¢his no two ways about it, we have to
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continue doing it, but if it is not there, then skdrs needed to guide us.” (WHO Wajir
Research, August, 2006)

There are two problems with this: the Suni&M/C is not defined and nobody can tell
for sure how it is to be carried out. Secondly doenmunity has always claimed to
practice theSunnah cut when the actual practice has been excisiortirfgull the
external organs in the female genitalia) and inéban: “In the old days, once the
clitoris and the other flesh around it were cug filace was stitched using thread and
needle and or thorns. During our time we were adtapplied with malma but there was
no stitching or thorns. Our legs were bound togefinveweeks and this healed the wound
together thereby causing infibulation. This wassidered Sunnah then but it was still
Pharaonic. Nowadays, this practice is still on argjority of the people do it. (UNICEF
Wajir Report, August 2006).

The first step in the approach is to de-link FGMy@n Islam by critically examining the
evidence given for the practice. It is important tbe community to understand the
Shariah implications of this practice and be madara of the fact that Islamic Shariah
upholds human rights and dignity and that FGM/Qat&s these rights. As long as this
practice is wrongly justified as Islamic, nothinigeewill make sense to the community,
not even the many international instruments, p@eand legislations that prohibit and
outlaw the practice, these are man-made lawsrdiogpto them and hence they cannot
bind them. When asked whether the legislation pinahibits the practice in Kenya was
able to make the community abandon the practieporeents in one of the study were
quick to point out that, “There is a barrier betwers and the government and that is our
religion....we are governed by our religion and wa&’'teare about other laws. We will
follow our religion...we will not stop Sunnah but @hing more than what is mentioned
in the Quran we can stop. We are ready to discuss sheikhs but we will not stop
because the radio or the government has said”aiuthere any divine laws that actually
support this practice? (WHO, 2005).
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We can answer this question by weighing the practigainst Islamic teachings and
proving that there is no Sunnah FGM/C in Islam. Wlenlge that the practice is
traditional and is in conflict with Islamic prindgs is a sure convincing way that can help

in questioning the practice.

Considering the deep belief that FGM/C is a critmamponent of Somali culture and a
perceived religious requirement, efforts to encgardehavior change cannot focus
solely on education about health and rights alargHhese arguments can only come in to

complement the Islamic stand on FGM/C. (Thomasy199

Health problems that arise from FGM/C alone areawstvincing for the community to
abandon the practice as these are considered k& oésbod’s will. It is believed that
anybody is likely to get such problems regardldssieether or not they have undergone
FGM/C. When asked whether they thought there wase@mplications arising from
FGM/C, some respondents in the baseline study tags#rat indeed women got tears
during childbirth. But others were quick to stabatf there is nobody who does not get
torn, but it is not because of circumcision, iGed’s will and it can happen to anyone,
other respondents further claimed that the so-@&ennah circumcision was actually a
right, and hence girls have to undergo it. As alterguments around its violation of the
girls and women'’s rights will not be convincing egb unless tied to the human rights
provisions in Islam. Islamically, it is a right torcumcise girls WHO Wajir Research,
(2005), But the religion says it (circumcision)asmust so it is human rights (Women'’s
Group Leader, WHO Wajir Research, (2005) “We adtleat FGM/C is a human rights
issue) because we want circumcision to continue”siimmary, this religious oriented
approach has been developed because: In the Sconatnunity the practice is not a rite
of passage, as it is carried out on girls as yoasdour years. Strategies such as the
Alternative Rites of Passage will not be applicainiethis community (Circumcisers,
WHO Wajir Research, 2005).

The medical complications, though known to the camity, are considered a result of

the will of God and not associated with the praztitis believed that such complications
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and problems can happen to anybody, regardlestenf EGM/C status. Arguments

around the medical complications alone arising fie@M/C would not be convincing

enough to help the community question and stop FKGMAowever these medical

complications can be blended with Shariah guidsliore the sanctity of the human body
and prohibition against cutting healthy organs eadsing harm (Aldeeb Abu-Sahlieh S,
2004).

The international, regional and national laws, $kgions and protocols enacted to
counter the practice are considered to be man-maute,are therefore superseded by
beliefs in divine laws. The community was categarand said that they were ready to
listen to religious scholars to tell them what tw@rect position of Islam was on the
practice and that they would be willing to aban@mything un-Islamic. The practice is
considered a “right”, and hence arguments arourzkithg a violation of the rights of
women and girls cannot help in questioning the tpracon their own. But if these
arguments are tied to Islamic provisions, thenaould be easier to question something

that violates others rights and amounts to sirslemh (Family Law Council 2004).

2.7 Cultural and ethnic identity and female genitaimutilation:

In the African set up, FGM is often considered anptex issue, with a variety of
explanations and motives given by individuals aanhifies who support the practice.
FGM is often seen as a natural and beneficial mably a loving family who believe that
it is in the girl's or women best interests. Thiscalimits a girl's incentive to come
forward to raise concerns or talk openly about FGwinforcing the need for all

professionals to be aware of the issues and risk&M (Walker, Pratibha, 1993).

It is because of these beliefs that girls and womka have not undergone FGM can be
considered by practicing communities to be unsietédr marriage. People know of it as
a tradition. They take it for granted as an operathat must be done to all girls. Despite
the harm it causes, many women from FGM-practiacdeghmunities consider FGM

normal to protect their ‘cultural identity’. As asult of the belief systems of the cultural

groups who practice FGM, many women who have uraterd~GM believe they appear
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more attractive than women who have not underg@e.FNVomen who have attempted
to resist exposing their daughters to FGM repodt tthey and their families were
ostracized by their community and told that nobwahuld want to marry their daughters
(Van Der Kwaak, 1992).

Infibulation (type 3) is strongly linked to virgityi and chastity, and used to safeguard
girls from sex outside marriage and from havinguséxXeelings. In some cultures, it is
considered necessary at marriage for the husbashdiiarfamily to see her ‘closed’ and,
in some instances, both mothers will take the tgirbe cut open enough to be able to
have sex, although FGM is practiced by secular conities, it is most often claimed to
be carried out in accordance with religious beliefewever, FGM predates Christianity,
Islam and Judaism, and the Bible, Koran, Torahahdr religious texts do not advocate
or justify FGM. (Abdalla, 2001).

Abdalla adds that despite this, religion is somesrgiven as a justification for FGM. For
example, some people from Muslim communities arthat the Sunna (traditions or
practices undertaken or approved by the prophetaviwhed) recommend that women
undergo FGM, and some women have been told thahdpd®GM will make them ‘a
better Muslim. Most ethnic groups that practice HGMin Kenya such as the
Swahili/Mijikenda, Kamba, Kikuyu, Meru, Embu, Kajen Taita Taveta, Maasali,
Abagusii and the Somali) consider it a deeply rdoteultural practice. Many
communities in Middle East, North Eastern and N@&@tast of Kenya indicated that the
reason for mothers to circumcise their daughters ecause their grandmother did so,

and so their daughters have to undergo the saraek(S1003).

Current arguments among anthropologists reveallénension between the tolerance of
Cultural Relativism and an activist intolerance w#pressive or violent conditions.
Relativism (as espoused by Franz Boas and hisrguéith Benedict; Margaret Mead and
Melville Herskovits) is complex since it raises gtiens of how much it is possible to
understand or comprehend *“others™ culturally basesghlities. As Ingold notes:

“Anthropologists stress that there are as manydstals of humanity as there are different
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ways of being human, and that there are no groundpart from sheer prejudice — for

investing any one set of standards with universtiaity” (Ingold, 1994:29).

Relativists, therefore, are of the opinion thatcailltural beliefs and values have underlying
meanings which need to be interpreted within tlegiginal cultural contexts. In other
words, this “hands off” and detached observer aggrcasserts that no outsiders have the
ability nor right to impose change upon “others’dathat it should be left to those
concerned “to argue it out for themselves, Schépheaghes, (1991). Contrasting this is the
Universalist approach, which defines FGM as ano&atternational violence. Intervention
is considered a necessary prerequisite on the dsotlmat “its morality transcends national

boundaries and cultural beliefs (Annas, 1996:326).

Geertz dismissed this view arguing that “anti-iglam was really just a symptom of the
pre-ethnographic nostalgia, an attempt to put thrdeaof diversity back into the tree of
Enlightenment” (Geertz cited in Barnard, 2002:481¢spite the fact that the majority of
anthropologists may consider FGM unethical, theyehaot adopted a position of moral
advocacy against it. This middle ground and valee-fapproach has thus provoked

rejection and accusations of failure (Gordon, 1991)

The fear of being labelled either a racist or aaltumperialist has deterred many people
from actively challenging this almost-taboo subjéatvould argue, however, that FGM is
ritualized violence, i violation of women’s and children’s human rigtded isan attack

on natural sexuality and bodily integrity. Like alther forms of gender based abuse and
discrimination they are, therefore, unacceptablee Teluctance to “interfere with other
cultures’, voice concern or to take a stand is simply collgdimith its perpetuation and
putting thousands more innocent women and childreand the world at risk (Dorkenoo,
1995).

2.8 Literature gaps
Most of the studies have not in-depthly tacklediseies of female genital mutilation as

a research issue most of the studies have studeedd a subsidiary to the large aspect of
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FGM/C. This study went deeper in matters of extenwvhich FGM is mostly preferred
among the Orma and Wardei communities in Tana RiV&e Orma and Wardeli
community is very slow in adopting the ban of thagice by the government. The
previous research focused mostly on the generahmonty, this research will have a
focus on all women and girls because of the changiends in responding to FGM
effects and impacts within the society and bec#use of their eligibility. The study will

go deeper to ascertain the FGM/C relationship tmakedge, attitude and practice, which

has been a missing factor on the relationships.
Muslims have been indepthly studied unlike the ottemominations, this study will look

at the religious groups as we know the doctrinesdéferent and some have been critical

on FGM prevalence.
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2.9 Conceptual Framework

Independent Variables moderating variables
Marriageability rite of R Knowledge

passage . ~ *  Source of FM information
*  Inter-marriage groups « Discussion of FGM

*  Adult expectations + Information accessibility

* Respect to tradition . Method present

Practice
Cultural and  social * What is being used?
identity « Privacy and convenience
¢ Individual community « Health concerns

Y

motive
« Safeguarding girl
from outside marriage

Family honor factors Dependent Variable

e Integrity and respect
* Cleanliness and
purity of women

Growth of Female
Genital Mutilation

v

X
Controlling sex desire i
» Sexual :
satisfaction !
«  Upholding of ;
values !
* Reduction of i
immorality :

i Intervening Variable

Religious reguirement .« Tradition

factors

* Religious
education on
FGM

¢ Confirmation of
religious values

* Personal
perspective on
FGM

* Exposure
*  Education

Figure 1.1: Conceptual Framework
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2.10 Summary of literature

Literature was reviewed on the factors that infkeegrowth of female genital mutilation

among diverse society in the world. This study wdéal with demographics, rite of

passage, marriageability, culture and ethics, imdligfamily honor and sexual factors that
are thought to have a great influence on the sdime proximate factors are knowledge,
attitudes and practice which will lead to methoaich and preferences by the FGM
practitioners.

Literatures shows that all the other factors sawrerdligion have a greater influence on
the extent of female genital mutilation among nemshmunities in the world, Africa and

the Country as a whole.
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CHAPTER THREE
RESEARCH METHODOLODY

3.1 Introduction

This chapter discusses the methodology that wad tseconduct the research. The
research design, target population, sample sizaplgag procedure, data collection

methods and procedure, the validity and reliabitifythe research instruments, ethical
considerations and data analysis and present&iimiques have been discussed in
detail. The operational definition of variables waevided in the final section of this

chapter.

3.2 Research Design

This study was conducted through the descriptiveesuresearch design. A survey is a
research design where the researcher attempts liectcdata from members of a

population so as to determine the current statubefpopulation with regard to one or
more variables (Adeyemi and Adu, 2010). The desigs suitable for studies where data
was intended to describe the existing conditionghis study, the independent variables
were pre-existing social phenomena and cannot mgpulated. The researcher therefore
investigated the target population through the ctigle of a sample to analyze and
discover occurrences. The design enabled the wsrato establish how each of the
independent variables either increased or decrehgedrobability of occurrence of the

dependent variable. (Simiyu, 2009).

3. 3 Target Population

The target population consisted 18,545females between the ages of 15 - 60 in Tana
River county (source: Kenya Demographic Healthv8ys, 2009). The researchers’
choice of 18,545 clients was guided by the datalaMa for females who were eligible
or rather at risk of FGM. This study targeted tkenéles including girls and women
visited within their homes at the time of the iniew so that primary data and the exact
methods chosen or preferred were physically seba.résearcher also surveyed a small
population of males to establish their opinion omriying women who have not

undergone FGM
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3.4 Sample size.
This study employed only one approach in determginthe sample size for the
respondents in the quantitative category. The amprased to determine the sample size
from the women and girls population was adoptednfi@othari 2004) as illustrated
below;
n= Zp.gN
AN-1+7.p.q

Where;

n - Size of the sample

Z - Value of standard variate at a given confideewel
P - Sample population

q - (1-p) and

e - Acceptable error

In this study, the researcher desires a 95% ldvebafidence which gives the value of z
as £1.96 and an acceptable error of 0.05.The DMfssstal consulting group —Faraday
(2006) stated that the acceptable error was gdéyaetliat 0.05 or a 5% probability that a
significance difference occurred by chance. Koth@®04) recommended a value
estimate of p at 0.5 as this would give a maximame value and yield the desired

results. Using these values, the sample size weslated as follows;

n= 1.96x0.5x 0.5 x 18,545
0.05 (18,545-1) + 1.96x 0.5 x0.5

n=21,249.363

59.8204
n = 255.219
n =255
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Out of the 255 the researcher used 55 individualpifot testing so as to improve on the

reliability of the research.

3.5 Sampling procedure

Therefore, a sample size of 200 girls and women drasvn using cluster sampling
technique. Cluster sampling was a sampling tectenigged when "natural” but relatively
homogeneous groupings are evident in a statigiopllation. The principle of cluster
sampling selection procedure assigned each indiViduthe sample the same chance of
selection. In this technique, the total populatwas divided into clusters and a simple
random sample of the groups was selected (Williak®98). The researcher also
conducted one focus group discussion comprisingigit males and two women. A
sheikh/imam and two health practitioners were algerviewed as key informants.

3.6 Data collection instruments

The study used questionnaire for data collectibe; questionnaire was used among the
women, girls and men. The selection of the tools gaided by the nature of data to be
collected, the size and distribution of the popalatand the objectives of the study.
Questionnaires increased the chances of gettinggshoresponses since they ensure
anonymity of the respondent. The questionnaire etk open ended and closed ended
guestions. The use of open ended questions offieedility for the respondent to
provide more details. Closed ended questions atofee quantitative analysis to be
done. This balance was useful for a comprehensigfysis. The research also conducted
focus group discussion and also talked to somarkeymants who have key information

on particular component of the research, theseded Imams and medical practitioners.

3.7 Validity of Research Instruments

Validity is the accuracy and meaningfulness of refees, which are based on the
research results (O. Mugenda & A.Mugenda, 2003kofding to Cooper & Schindler
(2007), pretesting questionnaires helps the rebBeaftnd ways to increase participants’
interest; helps in discovering question contenttdiv and sequencing problems before

the actual study and also helps in exploring wdymproving overall quality of study.
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Mugenda and Mugenda (1999) contend that the usoakgure in assessing the content
validity of a measure is to use a professionalxqred in a particular field. To establish
the validity of the research instrument the redsarsought opinions of experts in the
field of study especially the lecturers in the dépant. This facilitated the necessary
revision and modification of the research instrutrtéereby enhancing validity. Expert
opinions were requested to comment on the repr@semess and suitability of
guestions and gave suggestions of corrections toduke to the structure of the research
tools. This helped to improve the content validity the data that will be collected.
Content validity was obtained by asking for thenogn of the supervisor, lecturers and

other professional on whether the questionnaireagasgjuate.

Reliability of Research Instruments

According to Cooper and Schinder (2007), reliapiliefers to the consistency of
measurement and is frequently assessed using #terdist reliability method.
Reliability is increased by including many similaems on a measure, by testing a
diverse sample of individuals and by using unifaesting procedures. A number of
measures were taken to ensure reliability. Thenmeshe interview questions will be
based on the objectives stated in the study. Teeeeheliability of the questionnaire, the
instrument was designed with great care matchimgtipns with objectives for the study.
The tools were reviewed by my supervisor for sutiges on improvement. The
guestionnaire was tested in 25 women and 30 gitlimthe community in a pilot study.
The responses generated were examined to chettkefeommon understanding of items

in the questionnaire.

3.8 Data Collection Procedure

This study used community resource persons who weesl as research assistants;
trained on the tools and issued with the questivesdo administer to the women and
girls. The researcher then collected the questioemdrom the research assistants who
ensured that all questionnaires were returned. réeearcher also organized one focus
group discussion of eight men and two women and #dtked to key informants a

sheikh/imam and two health practitioners.
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3.9 Data Analysis

This study sought to establish the extent to wiieéhindependent variables influence the
dependent variables. It was therefore suitablenadyae data using descriptive analysis.
Descriptive analysis is the study of the distribntiof one variable and it provides the
researcher with profiles of the study populatiorchsuas their size, composition,

efficiency, preferences and so on (Kothari, 2004).

In this case, data quality control and cleaning w@mced in the field by the researcher
ensuring that all the information on the questioresahad been properly collected and
recorded and checked for completeness of datardachal consistency. Data analysis
started once all the data has been captured. Glosell questions was analyzed using
nominal scales into mutually exclusive categoriesl drequencies by employing

descriptive statistics using the Statistical Paekfag Social Sciences Version 20.0 (SPSS
V 20.0) and MS Excel. Open-ended questions weréyzath using conceptual content

analysis. Analysis involved the production andriptetation of frequencies counts, tables

and graphs that describe and summarize the data.

3.10 Ethical Considerations

Approval was sought from the District Ethical Cortte® before undertaking the
research. Respondents were informed that the irsfloomthey give would be purely for
research purposes. To achieve anonymity of thegtdteered from the respondents, data

such as names was left out in the design of theuiment.

3.11 Operational Definition of variables

Variables refer to anything that might impact thgcome of a study. The operational
definition of variables described what the varigblsere and how they would be
measured within the context of this study.

The table below shows the operational definitiorvafiables for this study, indicators,

measurement, and the data collection methods ttdiensed.
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Table 3.1: Operational Definition of variables

Objective

Independent

variable

Indicators

Tools for data

collection

Measure
ment

scale

Type of

analysis

To determine how marriageability
rite of passage factors influence
FGM among Wardei and Orma in

Tana River county

To determine how culture and
ethical identity factors influence
FGM among Wardei and Orma in

Tana River county.

To determine how family honor
factors influence FGM among

Wardei and Orma in Tana River

county.

To determine how controlling
sexuality factor influences FGM

among Wardei and Orma in Tana

River county

To determine how religious

requirements factor influences

Marriage ability

rite of passage

Culture and

ethical identity

Family honor

factors

Controlling

sexuality desire

Religious

requirement

FGM among Wardei and Orma in factors

Tana River county.

Inter-marriage groups Questionnaire

Adult expectations

Respect to tradition

Individual community Questionnaire

motive

Safeguarding girls

from outside marriage

Integrity and respect

Cleanliness and purity

of women

Husbands sexual

desire

Sexual satisfaction

Upholding of values

Reduction of

immorality

Questionnaire

Interview

Religious education on Interview

FGM

Confirmation of
religious values

Personal perspective

on FGM

Nominal

Nominal

Nominal

Nominal

Nominal

Descriptive
Means
Frequencies
Percentages
correlation
Descriptive
Means
Percentages

correlation

Descriptive

Descriptive
Percentages

correlation

Descriptive
Percentages

correlation
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CHAPTER FOUR
DATA ANALYSIS, PRESENTATION AND INTERPRETATION

4.1 Introduction

The study investigated the factors influencing ¢hewth of female genital mutilation
among Orma and Wardei communities in Tana RivemBow his was in the light of the
fact that the overall County indicators are abadve hational indicators. The data is
presented using frequency distribution tables agrdtgntages. In all instances, the Chi-
square statistic was calculated to test the smamfie in the relationship between

variables. This chapter therefore presents thdtsesiithe analyses.

4.2 Response Rate

The variation in the response rate in all targeledters realized an overall response rate
of 100%. The researcher determined that this respoate would produce reliable
results. Although there is no single recommendgdré for response rate, most writers
indicate that the percentage of responses wouldapity differ according to the type of
study. Generally, 60% is rated as marginal, 70%aeable, 80% is good while 90%
would be excellent (Mundy, 2002).

4.3 Demographic Information

The demographic characteristics are analyzed basdide questionnaire set. A summary
of the demographic characteristics for all targsfpondents is discussed as shown in the
Table 4.1 below.
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Table 4.1: Age status

Current Age Frequency Percent

21-30 years 34 17.0
31-40 years 72 36.0
Above 40 years 94 47.0
Total 200 100

The Table 4.1 shows analysis of the findings whiekiealed that majority of the

respondents (83%) are above 31 years, 17% betwied0 Years.

Table 4.2: Marital status

Marital status Freguency Percent
Widowed 63 31.5
Separated/ Divorced 33 16.5
Married 104 52.0
Total 200 100

Further analysis of the study findings in Table 42 the marital status, indicate a

significant proportion of 52% of the respondentsevmarried. 31.5% represented those

who were widowed while 16.5% reported to have bdigorced or separated from their

Spouses.

Table 4.3: Education status

Education status NO %
Never been to school 109 54.5
Primary 77 38.5
Secondary 14 7.0
Total 200 100
Spouse education status

Never been to school 181 90.5
Primary 16 8
Secondary 3 15
Total 200 100
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The study in Table 4.3, revealed a proportion 06%¢of the respondents who had never
gone to school at all. This proportion increase®@&b% when the study sought to find

out the levels of education for the respondentgusps. This was indicative of the

illiteracy levels within the confinement of the pesdents’ categories. However, a
significant proportion of 38.5% reported that thegd gone as far as primary level of
education with only 7% who had gone beyond printevel.

Table 4.4: Employment status

Current employment status Frequency Percentage
Self employed 15 7.5
House Wife 72 36.0
Not employed 113 56.5
Total 200 100

In Table 4.4, the study revealed 56.5% proportidnr@&spondents who had no
employment at all. 36% of the respondents repdeloe house wives while only 7.5%
were self employed.

4.4 Knowledge on Female Genital Mutilation
The study sought to find out the knowledge and iops of the respondents about FGM
and findings tabulated as below.
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Table 4.5: Knowledge on Female Genital Mutilation

I ndicator Response categories Frequency Percent Standard
deviation
Did you 1. Yes 200 100 .000
undergo 2. No 0 0
FGM
If yes, which 1. Type | Excision of the prepuce, with 0 0 .000
method or without excision of part or all of
the clitoris
2. Type Il Excision of the clitoris with 0 0
partial or total excision of the labia
minora.
3. Type lll Excision of part or all of the 200 100
external genitalia and

stitching/narrowing of the vaginal
opening (infibulation).
4. Type IV Unclassified: includes; 0 0
pricking, piercing or incising of the
clitoris and/or labia; stretching of the
clitoris and/or labia;

Do you 1. Yes 200 100 .000
think FGM 2. No 0 0
is of any
significance
to the
society?
If yes, what 1. Marriageability 120 60 2.456
is its 2. Rite of passage 0 0
significance? 3. Culture and ethical identity 40 20

4. Family honor 0 0

5. Controlling sex desire 40 20

6. Religious requirement 0 0

7. Noidea 0 0

It was evident from the analysis that in Table 4l5(100%) respondents had undergone
female genital mutilation.

Further analysis revealed that all the respond@8%) had undergone Type Il of the
FGM which involved excision of part or all of thexternal genitalia and
stitching/narrowing of the vaginal opening (infiatibn).

Additional comments on this type of FGM implied tthaost of the respondents regarded
or described Type Il procedures including infidida, Pharaonic circumcision and
Somalian circumcision most common with the Sonfatima and Wardei community in

Northern part of Kenyan. Type Il procedure whiakalve stitching and narrowing is the
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worst form of FGM because its implication is evided during the first sexual
intercourse as penetration is extremely diffic@tder women are sometimes called to
assist young men who are unable to break the wygih their newlywed wife’s. An old
women in the Focus group discussion said old woimelp young men by carefully
increasing the vaginal canal using a small knifsigleed for the purpose, other shy
young men who are afraid of asking for help takenemonths to penetrate their wife’'s

A close analysis was conducted to establish facta/ioy the respondents preferred the
above method of FGM and 60% of the respondentsrtegpbcdhat it was the most
preferred method within the region and the husbaondsparents preferred it most.
However, a significant proportion of 40% responddmd no idea why the method was

mostly used within the region.

The study discovered that FGM was of significandthiw the region with 100% of the
respondents reporting the same. Upon asking thefismnce within the society, 60%
were of the opinion that the ladies become readyrfarriage since they were prepared
for their men. It was important to note that cudtand ethical identity and controlling of
sexual desire were also some of the importanceG¥ FRas reported by 20% in each
category.

The test results are summarized in the table below.

Table 4.6: Chi-square Results on the Knowledge onGM among the respondents

Chi- Df Asymp. Monte Cramer’s
square Sig. Carlo \%
value (2 Sig. Value
sided) (2 sided)
Method of FGM 55.468 30 0.003 0.024 0.250
Reasons for choosing that method18.177 20 0.383 0.378 0.209
FGM is of any significance to the 58.100 24 0.000 0.001 0.315
society?
If yes, what is its significance? 25.434 24 0.000 0.005 0.262
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In three out of four cases, the results yielded @.065 therefore the null hypothesis is
rejected. In all cases the data sets containesl wéh an expected count of less than five,
therefore it was unclear as to whether the standaymptotic calculations of the
significance level had been met. The researcheefitre computed the Monte Carlo
statistic at the 95% confidence interval in plateéhe exact statistic since the data sets

were too large for the exact value to be calculated

Mehta and Patel (1989) recommend the use of thetdviGarlo method in cases where
the exact value cannot be calculated as it provatdesnbiased estimate of the exact value
without the requirements of the asymptotic methdde Monte Carlo statistic lends
support to the Chi-square results. The researdierefore concluded that of all sub
variables computed above, methods of FGM and sigmite of FGM are the indicators
that had a significant influence on knowledge amte® of FGM among Orma and

Wardei communities in Tana River County.

Table 4.7: Correlation between knowledge on FGM angractice of FGM

Kntedge on FGM Practice of FGM
Knowledge of FGM 1 0.689
Practice of FGM 0.689 1
No. of respondents 200 200

The researcher sought to find out if the respordddr@ad enough information and
knowledge about FGM. The study utilized the Pearsomrelation co-efficient in
establishing the relationship between the two Wwem There was a positive correlation
of 0.689 between knowledge on FGM among the resgasdand the subsequent practice
of FGM within the region under study. Similarly,itas evident that respondents had
enough knowledge on the same methods they werg hsimce the 100% of respondents

reporting to have used Type Il of the methods GV
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4.5 Marriageability and female genital mutilation

One of the objectives of this study was to exantieeinfluence of marriageability or rite

of passage as a significant factor in FGM amongQhma and Wardei communities in

Tana River County. The researcher therefore sotghgjet a general view of the

marriageability factor in determining the extentF§sM practice in Tana River County.

The table below gives a summary of the responses.

Marriageability was yet another variable that tesearcher sought to find out if it had a
correlation with the extent of FGM within the Orraad Wardei communities in Tana

River County.

Table 4.8: Responses on marriageability

I ndicator Response Frequency Percent
categories %
Do men in the society willingly marry women 1. Yes 10 S)
who are not circumcised? 2. No 190 95
Do girls discuss FGM freely with their peers? 1. Yes 150 75
2. No 50 25
Do these groups discuss about FGM? 1. Yes 175 87.5
1. No 25 125
Does FGM have any health effect to 1. Yes 80 40
individuals? 2. No 120 60
Is FGM painful 1. Yes 200 100
2. No 0 0
Have you received any education on FGM? 1. Yes 25 125
2. No 175 87.5
Are you aware that FGM is illegal in Kenya? 1. Yes 0 0
2. No 200 100
Is FGM a traditional practice? 1. Yes 200 100
2. No 0 0
Do you know of a girl who was married and has 1. Yes 0 0
not undergone FGM? 2. No 200 100

The analysis made in Table 4.8 indicates the vari@sponses on the indicators of
marriageability factor relationship with FGM in TaRiver County. The analysis of the
findings is as made below; The study sought to 6ndif men in the society willingly

married women who were not circumcised and findireyealed an overwhelming 95%

of respondents who expressed denial with only 5%onty in agreement. The women
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interviewed said Men always expect girls to havelasgone FGM before getting
engaged. If a woman is not circumcised, then hancé of getting married is extremely

slim.

It was evident that marriage within Orma and Watdes great meaning if the married
woman was circumcised. Another indicator was tealth implication of FGM on
individuals. The study findings revealed that FGMdhno health implication to
individuals as reported by 60% of the respondddtsvever, 40% confirmed that FGM
had health implications to individuals. The praetaf FGM within Tana River County,
according to the proportion who reported that FGal la health implication, majority
mentioned of excessive bleeding during the proaeduad lack of proper medication and
poor hygiene leading to infections and other heladtrards.

The information obtained from health worker witliiola District Hospital to establish if
there had been any health hazards in FGM among woffiee health practitioner
confirmed that most females from the two commusitiermally give birth at home but a
number of cases have been attended in the hospitalcomplication resulting from

female genital mutilation. Health workers confirméldat women experience birth
complications due to the small size of the vagiceahal, incision has to be done to
increase the size of the canal to enable the balwprne out, if delivery is not done by

health practitioners fatality is very common.

The study still revealed that FGM was very pairdisl reported by an overwhelming
100% of the respondents. Majority of the womenrineved narrated their ordeal, a lady
confirmed that FGM has a serious psychological ceff® all women who have

undergone the cut, she confirmed that she wasaumta for a long time and always

remembered the exercise.
Education to the individuals within Tana River Couon FGM seemed to be lacking.

This was reported by 87.5% proportion of resporslemho confirmed that they had

never received any education on FGM. While this s@sa minority of 12.5% seemed to
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have been educated on matters of FGM in schoolsamihars. Further comments from
the respondents confirmed that some organizatiatisrwlana River worked tirelessly
educating the community on matters of FGM amongiogsues of development.

When asked if FGM is illegal, 100% of the individkigeported that FGM was not illegal
in Kenya. These comments were symbolic of the ttaat FGM had been fully accepted
as a traditional practice within Tana River CounBespite the existence of the
government Laws banning FGM in the society 100%hefrespondent are not aware of
this fact; this could be attributed to lack of erfEment of the law.

Upon asking if the respondents knew of any girlhwitthe community who had been
married without being circumcised, (100%) of thep@ndents denied, meaning as for as
they know all married women have undergone FGM.

The above analysis indicates that marriageabildg greatly connected to the practice of
FGM within Orma and Wardei communities In ordejjustify the relationship between
the marriageability factor and FGM practice witfiana River, the researcher conducted
the following research hypothesis;

Ho: Marriageability factor does not influence FGM gtiee in Tana River County.

H:: Marriageability factor influences FGM practiceTiana River County.

In the test analysis, the study utilized chi-squarestablishing the relationship between
independent variable (marriageability) and the depeat (practice of FGM) within Tana
River County.

Table 4.9: Testing of research hypothesis

Maageability Practice of FGM
Chi-Square 117.521 33.662
Df 5 2
Asymp. Sig. .010 .008
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Based on the results in the Table 4.9, the chirgqualues on the levels of
marriageability were 117.521, at 5 degrees of fmeedl'he computed value is larger than
the table value of the chi-square which is 33.66Be chi-square value on FGM
preference and practice is 33.662 at 2 degreeseetiom. The null hypothesis which
implies that marriageability is significantly redak to the FGM preference and practice is

accepted.

4.6 Culture and Social Identity factors influencingFemale genital mutilation

To explore the extent to which culture and soai@ntity factors influence practice of

FGM among Orma and Wardei community in Tana Riveur@y, the researcher used a
one - fold approach by use of special questionsdividuals who could provide insights

on the same.

The table below shows the analysis of results enrtticators that show the relationship
between culture and social identity factors anatra of FGM within Orma and Wardei

community.

Table 4.10: Culture and social factors

I ndicator Response categories Frequency Percent
Who approves the FGM 1. On-self 0 0%
exercise in the society? 2. Parents 40 20%
3. Society 0 0%
4. Mother 160 80%
5. grandmother 0 0%
Are you happy with FGM 1. Yes 180 90%
practice in the society? 2. No 20 10%
Does the culture and 1. Yes 200 100%
tradition recommend 2. No 0 0%
FGM?
Would you recommend 1. Yes 145 72.5%
your friend or relative to 2. No 65 27.5%

be circumcised?

The analysis of the study findings on the cultunel gocial identity realized were as

discussed;
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Respondents were asked to give their knowledgeoaimdons on who approved FGM
within the community and responses revealed anwhaming proportion (80%)

reporting that mothers approved the exercise. Hewe20% were of the opinion that
both parents were mostly involved in giving consenthe exercise. It should be noted
that even those who reported that parents werelviegtp mostly referred parents to

mothers since they were so involved with girlsuiss within the society.

Mothers and grandmothers are major perpetratoF<dfl; they convince the young girls
telling them that they will only be accepted cudtily if they undergo the cut. They
insisted to them the need to conserve the cultsit@nadentity of the community and the
place of a circumcised girl in the community. dtequally important to take note that the

influence of women in FGM exercise has a great ohpa the extent of the practice.

Majority of the respondents (90%) felt very happytmthe FGM exercise within Orma
and Wardei communities while only 10% expressedt ttiecontent with the exercise.
However, culture and tradition seemed to have playareat deal in popularizing the
FGM exercise in the two communities as reported ®9% who expressed the fact that

culture recommended the act.

The Orma and Wardei culture highly encourage FGRhoagh both men and women
rarely discuss about FGM the practice has a saswpgort from the community, the
community cannot question the effect of FGM as ialways associated to other normal
ailment. The study sought to find out if indivadluespondents would recommend their
friends and relatives to be circumcised. The reduitlings revealed that 72.5% majority
would recommend FGM to other community memberss Beiemed that majority of the
individuals in the two communities still promote@M contrary to a few (27.5%) who

retorted that they would never recommend anyonmtiergone the Cut.
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The study sought to test the following researcholiypsis:

Ho: Culture and social identity had a significantiuehce on the FGM practice in Tana
River County.

Hi: Culture and social identity did not have any #igant influence on the FGM

practice in Tana River County.

Table 4.11: Chi-Square testing on Culture and sociadentity factors on FGM practice

Chi-Square Df Asymp. Monte

Sig. Carlo
value (2sided)  Sig.

(2 sided)
Who approves the FGM exercise in the 12.114 4 0.228 0.675
society?
Are you happy with FGM practice inthe 9. 922 4 0.524 0.312
society?
Does the culture and tradition 12.972 4 0.944 0.762

recommend FGM?

In Table 4.11 the analysis indicates Chi-Squaréssitaresults; it shows there was a
significant relationship between culture and sodaientity factors on FGM practice in

Tana River County.

In Tana River County, it was evident that womenrapal of the FGM exercise as well
as the recommendation from culture and traditiorthef society highly aggravated the
practice of FGM to a higher level. This was evidshdrom the test where the Chi-
Square value exceeded the cutoff point of 10 ferttto indicators. This was supported
by the Monte Carlo value which after a two sidealgsis tested above 0.5 which
happened to be the average cutoff point on a parafalysis. However, it would be
induced from the chi-square test that majority bé tindividuals within the two

communities may not be very happy about the exerdibis was evidenced during the
test where the value of chi-square went below titeftpoint of ten and thus made the

indicator very passive.
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In a nut shell, the researcher would simply coneltttht the chi-square test ruled out the

null hypothesis by simply rejecting it.

4.7 Influence of Family honor on Female genital mifation

The study sought to find out the relationship bemvéamily honor and the practice of
FGM within Orma and Wardei communities. In the gtual number of indicators were
established in a likert scale to understand thecedf of the various indicators in an

agreement scale. The analysis was done and reprdserthe table below;

Table 4.12: Family Honor

Family honor Strongly  Slightly Agree Disagree Strongly
Agree% Agree% % % Disagree
%
Family promotes FGM 65 20 15 0 0
FGM brings family respect 10 17 43 25 5
FGM promotes integrity of the family 6 19 25 50 0
FGM promotes Cleanliness and purity 87 8 5 0 0
of women
FGM isa family practice 95 2.5 2.5 0 0

In Table 4.12, the analysis shows the results ffigglion family honor’s impact on FGM
practice at family level. The results analysis otikart scale also represented a test
analysis to justify the impact of the tested inthega on the intended variable. This clearly
indicates that FGM is not an individual affair dagth community and family affair. It
was revealed that majority of the individuals sglgrsupported the indicator that family
promoted FGM within Tana River County. This wasdevit on the agreement scale as

the representation was almost above the cutofftpoin

However, it was not very certain if FGM contributeal family respect and integrity.
Some of the individuals were not of the opinionttiGM brought about family
respect/integrity and thus rejected it on the agee scale. The low levels of support on
this indicator denoted that some families havetetiarejecting the practice of FGM and

thus disregard it as a major contributor to famégpect as well as family integrity.
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It was also tested if FGM was a family practice ahe findings strongly support the
indicator on the agreement scale. Again, it wavguiathat some families, based on the
education received have started embracing modéioizand rejecting FGM. This
however was a step to fight the culture and traditas reported by the respondents
during this study. On the agreement scale therefommncludes that FGM has backing
from the family and hence is more of a family affthan individual choice and its
eradication should target the entire community thi@a individual. In the agreement
scale, it was evidenced that majority of the resleots confirmed that FGM promoted
cleanliness and purity to women. It was perceived when a woman was circumcised,
she became clean and thus could be allowed to pakein social events without
guestion. This was reported by 95% of the respaisdevho strongly agreed that FGM
promotes cleanliness and purity thus making theatdr impact on the variable.

4.8 Control of sexual desire and Female genital mildtion
The study sought to find out the relationship bemvEGM practice and control of sexual

desires and findings were shown in the table below.

Table 4.13: Control of sexual desire

I ndicator Strongly  Slightly  Agree% Disagree Strongly

Agree%  Agree% % Disagree
%

FGM Upholds social values 77 6 0 0 17

FGM decreases Sexual desire for 65 25 0 10 0

women

Satisfaction of Husbands sexual 0 0 7 33 60

desireincreased

Both husband and wife become 0 0 0 27 73

sexually satisfied

Women who have undergone 35 23 25 15 3

FGM arenot immoral

The first test on the likert scale sought to essabif FGM upheld social values and the
findings revealed a strong support on the agreersesie as reported by 83% of the
individuals. This seemed to confirm earlier infeves which also explained on the social

impact of FGM within the families. At the familyvel, it was also important to

50



understand if FGM decreased the sexual desirewdaren. Majority of the respondents
(90%) strongly expressed support of their opinionsthe agreement scale that women
sexual urge and satisfaction was at check thisaid $ translate to reduction in

immorality in the community.

The above also supported the ideology that husbaselsial satisfaction was also
lowered since the women sexual urge was low. Tlas meported by 93% majority who
strongly disagreed (33% disagreed and 60% stronliggpgreed) on the scale and

concluded that husbands were not satisfied eithengl sexual intercourse.

Majority of the men interviewed said Women do neglfsexually stimulated and hence
do not equally motivate their men, and this isilasted to the removal of the clitoris
which makes them feel stimulated during intercoutseother communities this has
attributed to men looking for women from other conmities who do not practice FGM.
An in-depth analysis revealed that the type ofwircision method used frustrated the
clitoris and thus lowered the women libido. Thieréfore reduced the women sexual

satisfaction as her strength to stimulate the nhsomwaent low.

In a swift connection, individuals inferred thatnms® women who had undergone
circumcision had immoral values while on the ott@nd, it was denied on the agreement
scale. Orma and Wardei belief that uncircumcisesnen are morally loose and can
easily be immoral, the presence of clitoris is agged with hyper feeling of sex urge and
women cannot control their sexual desire if natwmncised. But to some, it was evident
that the extent of the husband and wife not getsatisfied during sexual intercourse
simply became the genesis to immorality as eachobtieem, sought sexual satisfaction

elsewhere.

4.9 Religious requirement and Female genital mutikeon
All the respondents interviewed in this study wkhaslims. This was attributed by the
fact that Tana River County was a Muslim dominatedion, and more so, the

communities targeted (Orma and Wardei) were Mu$ihows.
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The analysis of the findings also utilized the itke establish the relationship of the
independent variable over the dependent and tdenfis on the indicators were as shown

below.

Table 4.14: Religious requirement

I ndicator Strongly Slightly Agree% Disagree Strongly
Agree% Agreeo % Disagree%

| have knowledge of religious 97 3 0 0 0

women who wer e circumcised

Some  Religious  scriptures 0 0 10 25 65

promote FGM

| am satisfied with my religious 37 63 0 0 0

stand on FGM

Sheikhs and I mams encourage 0 0 0 23 77

FGM in the society

Thereligious scholars always 35 23 25 15 3

talk about FGM

| know verses in our religious 0 0 10 25 65

books where FGM originated

Majority of the respondents (100%) strongly agréechave known religious women
within the society that had been circumcised. TWiss indicative of the fact that
circumcision did not choose the calibre of indivatlwithin the society. It was certain
that religious leaders had also embraced the eseermt as a religious practise but as a

cultural practise.

Majority of the respondents (90%) disagreed onsttede that some religious scriptures
promoted FGM and confirmed that they were satisfigtth their religion stand about
FGM. Similarly, 100% of the respondents stronglgagdireed that Sheikhs and Imams
encouraged FGM in the society. This inference wdgative of the fact that religion did

not play a role in promoting FGM within the region.
During FGD it was clearly said by the members & ghhoup that FGM is not a religious

practice but it's enshrined in the culture of tle®ple and the community has lived with it

since the time immemorial and cannot be eliminateztnight.
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A good proportion of the respondents (58%) of thdividuals strongly agreed that
religious scholars always talked about FGM withive tsociety. The discussion had
always been distinguishing between social and @llfeGM act and what religion talked
about. It was strongly supported by the disagre¢rngrihe respondents that there were
verses in religious books where FGM originated.ght varying opinions on whether
religious scholars were supporters of FGM couldib@ result of participation of Imams
and Sheiks in condemning the act.

Most women interviewed had little idea about whetR&M is a Sunna practise as
believed in some communities namely Somali womeWajir and Sudan. A number of
women are aware that FGM is not advocated by oelitput a deep rooted culture that
both men and women in the two communities suppormumber of Islamic scholars
have issued various Islamic Fatwa on the issuecd Fnost of which have disassociated
FGM from Islam quoting both Quras well as Hadith. God created human beings in the
best forms and wanted them to keep the nature ichwhey were created. It is forbidden
to make changes in God’s creation unless therecengelling reason for example for
medical reason@VHO, 2001).
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CHAPTER FIVE

SUMMARY OF FINDINGS, DISCUSSIONS, CONCLUSIONS AND
RECOMMENDATIONS

5.1 Introduction

In this chapter, the researcher summarizes thenfysdof the study based on the five
objectives of the study. In each case, the reseniahefly states the findings and the
general implications they have towards FGM practameong Orma and Wardei
communities in Tana River County. At the end of ttepter, the researcher states
recommendations and highlights areas that neeleiurésearch.

5.2 Summary of the Findings

The study was designed to assess the factors muilug FGM practice among Orma and
Wardei communities in Tana River County. Five fastwere identified as possible
driving forces to FGM, namely marriageability ante rof passage, cultural and social

identity, family honor, controlling of sexual dess; and religious factors.

The indicators of demographic factors focused oa, aglucation and marital status
among others. The chi-square statistic revealegnafisant relationship between age and
FGM practice with a majority (80.2%) of the respent being in the age bracket 25-49
years. The data analysis on education focused anbeu of individuals and their
spouses’ literacy levels, the chi-square statrgtuealed a strong association between the

variables.

The analysis on the effect of marriageability fadtcused on the willingness to marry
women who were not circumcised, extent of girlscdssing FGM freely, health
implication of FGM to individuals, illegality of FE and tradition relating to FGM
practice. The results revealed that FGM as a toaditad the highest positive correlation
compared to other indicators. The data also rededhiat the individual respondents had

the health implication of FGM on individual; theason for checked FGM practice. The
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chi-square statistic results also revealed a sagmif relationship between marriageability

and FGM practice based on the correlation coefftarehich had a value of 0.689.

To explore the effect of social and cultural idgntthe researcher analyzed the culture
and social identity to recommend FGM in the soci€tyi-square statistic shows a strong
correlation between culture and social identity #mel practice of FGM in Tana River
County. Culture and social identity had a directreation with the attitude the
individuals had on FGM practice. Data on the apilib allow parents (especially
mothers) to give consent to FGM exercise to be daken also reveals a strong
correlation between culture and social identity &M practice. It was evident that
women approval of the FGM exercise as well as got@mmendation from culture and
tradition of the society highly aggravated the ficacof FGM to a higher level. The Chi-
Square test value exceeding the cutoff point offdrOthe two indicators justified this
inference. This was supported by the Monte Carloevavhich after a two sided analysis
tested above 0.5 which happened to be the averagé point on a parallel analysis.
However, it would be induced from the chi-squarg that majority of the individuals
within the County may not be very happy about tkereise. This was evidenced during
the test where the value of chi-square went belwvcutoff point of ten and thus made
the indicator very passive. In summary, the researgvould simply conclude that the

chi-square test ruled out the null hypothesis hypdy rejecting it.

Analysis on the effect of family honor factors fsed on several years of experience.
Data shows there was a significant relationshipvben family honor and FGM practice
in Orma and Wardei communities in Tana River Couiityis clearly suggests that for
decreased in practice of FGM, there is need toirwoally train the families to keep them
updated on FGM issues in general. It was alsodasteGM was a family practice and
the findings strongly support the indicator on #ggeement scale. Earlier, it was proved
that some families, based on the education receihiegte started embracing
modernization and rejecting FGM. This however wastep to fight the culture and
tradition as reported by the respondents during gtudy. On the agreement scale

therefore, it concludes that family honor and pcast had a direct correlation with FGM.
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It was perceived that when a woman was circumciskd,became clean and thus could
be allowed to take part on social events withowgstjon and performed religious rituals

more.

5.3 Discussions of the Findings

The first objective was to determine how demograghctors influence FGM practice
among Orma and Wardei communities in Tana RivernBoulhree indicators namely
age; marital status and education for both spousse used to test the influence of
demographic factors on FGM practice. Data was nbthifrom questionnaire responses
by individual respondents to test the hypotheséd #Hge had a great influence on the
FGM practice. The data revealed a significant iateship between age, education and
the practice of FGM in the society with a majoiiiging between the ages of 10-49 years.
This finding is in agreement with those of Roumi(dD10) and A. Leyland,(1996) which
cited the adoption of FGM being highly acknowledgedhe age-group 10 - 35 years as

compared to the younger women below 20 years.

Another objective was to establish how marriagégbénd rite of passage factors
influence FGM practice among Orma and Wardei comtimsnin Tana River County-
Kenya. The indicators used to test the influencemairriageability factors on FGM
practice were counter-tested via Chi-square teftere seemed to be a greater
correlation between the marriageability and theeeixof FGM practice in the region
since women who were not circumcised have littlendes of getting a husband. This
relationship was analyzed using questionnaire resg®from individual respondents and
the findings are in agreement with Raiford et 20Q77) and Wolff et al (2000) which
state that the parents (mothers) approval of FGHBitipely influences adoption of the

practice to a greater length.

The study first tested on the likert scale confidnmgerences which also explained on the
social impact of FGM within the families. It wasalimportant to understand that FGM
decreased the sexual desires for women. The idgdhag husbands’ sexual satisfaction

was also lowered since the women sexual urge wasvies investigated. Majority of the
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individuals strongly disagreed and concluded thagblands were not satisfied during
sexual intercourse. In a swift connection, indiatiuinferred that some women who had
undergone circumcision had immoral values whilghenother hand, it was denied on the
agreement scale. To some, it was evident that xteneof the husband and wife not
getting satisfied during sexual intercourse sinfppgame the driving force to immorality

as each one of them, sought sexual satisfactienbkse.

The third objective was to examine the influenceaaigious factors on FGM practice
among Orma and Wardei in Tana River County. The tteexamine the relationship
between religion and the FGM practice revealed gmifstant relationship between
religious beliefs and FGM exercise. This resulsimilar to that of Hagen et al (1999)
and Utomo et al (1983) which indicated that religis not a key factor influencing
practice of FGM in Tana River County. In generaréfore, the study findings indicated

that current actors in FGM were not more religigiesiucated.

The focus group discussion involved eight persondifferent social status; majority of
the participants shared the view that FGM is noiratividual issue but a community
problem. Culture is playing a significant role inhancing the FGM in the society, it is
with this regard that the participants felt thay aapproach geared towards eradicating

FGM should target the community and not individual.

Unlike other communities where FGM is a rite of e in Orma and Wardei FGM is
largely practised as a custom for purification admen and controlling their sexual
desire. The community belief that uncircumcised wanwill be sexually loose and
uncontrollable a fact which was not supported byesonembers of the group. Members
who did not support the idea said they have knogédedf circumcised women who are
unfaithfully and therefore felt that the issue exgal desire is not dependent on FGM but
moral upbringing of an individual.
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When asked if they could willingly marry uncircureed girl, an old man said during his
teenage age men will not dare to marry uncircundcgig but if he was to do it now he
would not mind marrying uncut girl. Majority of thgung men are still reserved in
marrying uncircumcised girls, those who have gamesdhool openly expressed their

preference for uncimrcusised girl.

The sheikh in attendance said female circumcisiothe two communities is largely a
secretive affair which elders do not want to discastalk about it, most elders and local
leaders have not fully accepted the cut as a pmoliteat require immediate attention,
because all the medical problem related to FGMriwasheen fully associated to FGM,
the community is well aware of old females who parf the operation but they are not
reported, doing this is considered as exposingcitemunity secret to the outside and
also for refraining from blame from their familieBhe sheikh further said the fact that
women associate FGM with religion has no basisutmoman is clean and can perform
religious rituals like any other Muslim, the belibdfit uncut woman cannot perform daily
prayers has no religious backing.

5.4 Conclusions of the Study

This study investigated the factors that impacted=GM practice within the Orma and

Wardei communities in Tana River County. This wagelation to the fact that Tana

River County has continued to record a high rater diie years. Various factors were
considered, among them demographic factors, maalality and rite of passage factors,
culture and social identity, family honor, contaflsexual desire, and religious factors on

FGM practice among Orma and Wardei communitiesanalRiver County.

The study established that demographic factors riaggability, culture and social

identity, and control of sexual desire are factoftiencing FGM practices among Orma
and Wardei communities in Tana River County. Thelgtfurther established that culture
and social identity and marriageability factors édéve greatest impact on FGM practice.
Notable views were also provided on the family hombere parents (mothers) approval,

knowledge and education on FGM, influence on FGitpce. All explanatory variables
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positively influenced the practice of FGM among @rand Wardei communities in Tana
River County.

5.5 Recommendations of the study

In light of the research findings, FGM practicekianya in general and among the Orma
and Wardei communities in Tana River County in ipalar is affected by various
factors.

* Education to the individuals within Tana River Cbuan FGM seemed to be lacking
as a big proportion of individuals confirmed thakey had never received any
education on FGM. It was therefore a noble ideaintease education to the
individuals within Tana River County to ensure ttia rate of FGM is lowered. This
would also impact on the culture and tradition ttiuin within the region and
embrace positive culture that would not infringe tights of the individuals.

* It was evident that parents approved FGM within doenmunity and responses
revealed an overwhelming proportion reporting thathers approved the exercise. It
was noted that the family had a significant supporthe exercise and thus lots of
awareness was required at family level to ensua¢ plarents especially mother’s
understood issues about FGM.

* Husbands’ sexual satisfaction was at stake as ithdils perceived the sexual
satisfaction between husband and wife low. Thigoating to many has lead to
immorality. It was therefore imperative to recommesome drastic measures to be
taken to reduce the rate of FGM and increase krayy@eof the individuals on

dangers of FGM on sexual satisfaction.

5.6 Recommendation for further studies
* An in-depth study on the contribution of Islamidig®n on female genital
mutilation should be carried out.
* Despite FGM outlawed in Kenya, the practice is tdmpant and remains
unabatedly practiced. There is therefore a needcawy out research on
effectiveness of the Kenyan Law on FGM.
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APPENDICES
Appendix I: Letter of transmittal

Adhan Nuri Berhe
P.O. Box 146
Hola

July 13 2013

To Whom It May Concern

RE: ACADEMIC RESEARCH

My name is Adhan Nuri Berhe and currently pursuMgster degree programme at

University of Nairobi. | am conducting a study hig area on the factors that aggravated
the female genital mutilation within the communw§th specific emphasis on Wardei

and Orma communities in Tana River County.

This research will use a questionnaire to collebrimation in order to understand the
situation as it is in the subject under reviews Ifor this reason that | kindly request for
your assistance in offering your consent for theeriiew as well as giving honestly

responses to the interview questions.

Your participation in the study is voluntary, yoancchoose to participate or not to. The
information that you will provide will be treatedtiv confidentiality and will not be used
for any other purpose other than the objectivasisfstudy.

Looking forward to your corporation

Thank you.
Adhan Nuri Berhe

REG: NO L50/74363/2012
0722 875917
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Appendix II: Research Tool for Women and Girls

Demographic profile

Indicator

Response categories

What is Your Current Age?

1below 20 Years
21-30 Years
31-40
Above 40

What is your Current Marital
status?

Single / never married
Married

Separated/ Divorced
Widowed

Education status

Never been to school.........................
Primary.......cooeie i

Secondary......ccoveiii i
Tertiary....oooooeeie i

Spouse education status

Never beentoschool................ccoe.. )
Primary.......coovie i
Secondary......ccoovii i,

Tertiary....ooooooei

What is your Current employment
status?

Employed for a wage

Self employed

Employed and part time entrepreneur
House wife

Not employed

gRrNPE R WO DN PR ODNPRODERODN
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Section A:  Knowledge on FGM

Indicator Response categories
Did you undergo FGM 3.Yes
No
If yes, which method 5. Type | Excision of the prepuce, with or

without excision of part or all of the
clitoris; Other terms used to describe Type
| procedures include circumcision
ritualistic circumcision, Sunng
clitoridectomy

6. Type Il Excision of the clitoris with
partial or total excision of the labia
minora; Other terms used to describe Type
Il procedures include clitoridectom
Sunna, excision and circumcision.

7. Type lll Excision of part or all of the
external genitalia and
stitching/narrowing  of the vaginal
opening (infibulation); other terms used t
describe Type Il procedures include
infibulation, Pharaonic circumcision and
Somalian circumcision.

8. Type IV Unclassified: includes; pricking,
piercing or incising of the clitoris and/c
labia; stretching of the clitoris and/or labig;

O

=

Why did you choose that method? Less painful

No health implications
Husband’s /parent’s choice
Most preferred

No idea

Do you think FGM is of any significance Yes
to the society? No

PO bkown

If yes, what is its significance? 8Marriageability

9. Rite of passage

10. Culture and ethical identity
11.Family honor
12.Controlling sex desire
13.Religious requirement
14.No idea

Section B: Marriageability / rite of passage
Do men in the society willingly marry women who a@ circumcised?
3. Yes
4. No
Do girls discuss FGM freely with their peers?
1. Yes
2. No
Do these groups discuss about FGM?
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2. Yes
3. No
Does FGM have any health effect to individuals?
1. Yes
2. No
Is FGM pain full?
1. Yes
2. No
Have you received any education on FGM?
1. Yes
2. No
Are you aware that FGM is illegal in Kenya?
1. Yes
2. No

Is FGM a tradition practice?
1. Yes
2. No
Do you know of a girl who was married and has matergone FGM?

1. Yes

2. No
No. Iltem Agreement scale
Strongly | Slightly | Agree | Disagree| Strongly | N/A
Agree Agree Disagree
1 | have knowledge on
women who were
circumcised Aftern
marriage
2 FGM has security to
marriage
3 | am satisfied with my
FGM status

4 FGM in our area i
conducted to girls only|

U7

5 FGM in our area is
conducted to older
women only

6 FGM in our area is
conducted to both
women and girls

Section C: Culture and social Identity

Who approves the FGM exercise in the society?
6. On-self
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7. Parents
8. Society
9. Mother
10.grandmother

Are you happy with FGM practice in the society?

3. Yes
4. No

Does the culture and tradition recommend FGM?

3. Yes
4. No

Would you recommend your friend or relative to reuuncised?

1. Yes
2. No

Section D: Family honour

No.

Item

Agreement scale

Family honor

Strongly
Agree

Slightly
Agree

Agree

Disagree

Strongly
Disagree

N/A

2.1

Family promotes FGM

2.2

FGM brings
respect

family

2.3

FGM
integrity of the family

promotes

2.4

FGM

of women

promotes
Cleanliness and purity

2.5

FGM is a family
practice

Section E: Control of sex desire

No.

Item

Agreement scale

Control of sex desire

Strongly|
Agree

Slightly
Agree

Agree

Disagree

Strongly
Disagree

N/A

2.1

Satisfaction of
Husbands sexual
desire

2.2

FGM decreases SexU
desire for women

al

2.3

FGM Upholds social
values

2.4

Women who have
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not immoral

undergone FGM are

2.5 | Both husband and wife

become sexually
satisfied

Section F: Religious requirement

What is your religion?
1. Muslim
2. Christian
3. Hindu
4. Traditionalist

Do you think FGM is a religious requirement?

1. Yes
2. No
No. ltem Agreement scale
Religious Strongly | Slightly | Agree | Disagree| Strongly | N/A
requirement Agree Agree Disagree

were circumcised

| have knowledge on
religious women whg

FGM

Some Religious
scriptures promots

D

religious stand
FGM

| am satisfied with my

on

Sheikhs and Imams
encourage FGM in the
society

The religious scholars
always talk about
FGM

| know verses in our
religious books wher
FGM originated

(1%

THANK YOU
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