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Introduction
Female genital mutilation (FGM), also referred to
as female genital cutting or female circumcision,
involves altering or injuring the female external
genitalia for non-medical reasons. The term
encompasses a broad range of practices that are
classified into four main types, based on specific
anatomical descriptions;a the type performed,
and its prevalence are context-dependent and
can vary within and between communities
and countries. It is estimated that the majority
of FGM procedures consists of Types I
(clitoridectomy) and II (excision), accounting
for approximately 80 percent of all cases. In
contrast, Type III (infibulation), the most severe
form, represents around 15 percent of all cases
globally. Type IV procedures (all those not
included in Types I-III) comprise the remaining 5
percent.1
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[a] Type I involves the partial or total removal of the clitoris
and/or the prepuce (clitoridectomy); Type II involves the
partial or total removal of the clitoris and the labia minora,
with or without excision of the labia majora (excision);
Type III involves infibulation; Type IV includes all other
harmful procedures to the female genitalia for non-medical
purposes, for example: ‘nicking’ or piercing. WHO (2008)
Eliminating Female genital mutilation: An interagency
statement. http://www.un.org/womenwatch/daw/csw/
csw52/statements_missions/Interagency_Statement_on_
Eliminating_FGM.pdf.
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FGM is widely recognized by the international
community to pose serious risks to the
health and wellbeing of girls and women,
and numerous governments and global and
national agencies have deemed it a human
rights violation. Nevertheless, it is estimated
that at least 200 million girls and women alive
today have undergone some form of FGM and
a further 68 million are at risk of being cut by
2030.2 Although rates of FGM are declining in
many of the 31 countries where it is practiced,
population growth rates in various settings
mean that the absolute numbers of girls who
will be cut will continue to grow if the practice
continues at current levels.3 The procedure
is mostly carried out on girls from infancy to
age 15,4 although some women undergo the
procedure after this time.5
The reasons why female genital cutting is
performed vary from one region to another
and also change over time and circumstance.
A combination of social, cultural, and economic
factors, as well as traditional and/or religious
beliefs motivate the practice in different families,
communities and regions. These include beliefs
about female cleanliness, purity and modesty
and the importance of premarital virginity
and marital fidelity.6 FGM is often considered
a compulsory means of preparing a girl for
adulthood and a prerequisite for marriage.7
Although the practice is not advised in any
religious texts, some people believe it is a
religious requirement.8 For families and girls
themselves, it may be understood as a strategy
to ensure a ‘good’ marriage and hence a way
to overcome poverty in contexts where there
are limited educational, economic and social
protection opportunities for women.9

The purpose of this brief is to examine available
data and secondary analyses from both of these
countries in order to understand three main
questions. First, what do studies tell us about
the context and prevalence of FGM in each
country? Second, which regions, communities,
families and individuals are most affected and
why? Third, what are the programmatic and
policy changes that are needed to increase rates
of decline, especially in those regions where
prevalence has remained high despite largescale intervention? The first two questions will
be explored in the individual contexts of Ethiopia
and Kenya; the third will be investigated in a joint
analysis relevant to both countries.
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The abandonment of FGM has long been a
priority for governments around the world
and for international organisations. After
approximately twenty years of country and
region-specific interventions to end the practice,
in 2015 the United Nations made the eradication
of FGM a specific targeted ambition within
the Sustainable Development Goals (Global
Goal 5.3). Through the Joint Programme to
Eliminate FGM, UNFPA and UNICEF have been
supporting governments, civil society, social
movements, religious and traditional leaders,
and communities in 17 countries to strengthen
legal frameworks, policy development and
implementation; to improve access to quality
health care, protection and legal and social
services; and to raise awareness of the harms
the procedure can cause. There is growing
evidence that overall, rates of FGM are declining
across the globe.10 However, progress towards
abandonment of the practice has been slow
and uneven across and within countries. This
is particularly the case in Ethiopia and Kenya,
where there have been marked decreases in
national prevalence rates, but these declines
have not taken place in all regions or amongst all
demographic or social groups.
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A note of caution
Much of the foregoing analysis relies on
successive panels population-level data
gathered through the Demographic and Health
Surveys (DHS). In addition to collecting data
on a number of different demographic and
social factors (i.e., age, ethnicity, highest level
of education, residence, religion, wealth),
these surveys use a specific question module
to generate data based on self-reports about
whether or not FGM has taken place and
is intended to happen in the future. Several
separate studies have suggested that these selfreports are reliable, but that there is a general
tendency to underreport the severity of the
procedure.11 In some settings, it has also been
argued that self-reports may be influenced by
the context in which questions related to FGM
status are being asked, including the extent to
which the practice is socially acceptable and
legal.12 Some women, for example, may say
that they or their daughters are uncut, and/or
intend to stay that way, because FGM is known
to be a punishable crime. Indeed, reporting
bias is evident in some data sets that show a
decline in prevalence over time in age cohorts
that reported higher rates of cutting at younger
ages. Additionally, when FGM is performed
at a young age, a woman may be unaware of
whether or the degree to which she has been
cut.13 Aside from clinical examination, there are
no objective means of assessing the veracity
of individuals’ self-reports. Despite these
cautions, there is broad agreement among
scholars that survey data on FGM status
can be used to determine prevalence
rates.14 It is nonetheless important to
regard reported declines in prevalence
as reductions in self-reports.
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A snapshot of FGM prevalence and
trends in Ethiopia
FGM is practiced in all regions in Ethiopia,
with marked differences in prevalence across
regions, religion, and ethnicity. Comparable
data on FGM prevalence, types, and trends
over time are available from the EDHS results
published in 2000, 2005 and 2016,b and other
smaller-scale surveys and qualitative studies
at the community and regional levels. These

© UNICEF/UNI308797/Tadesse

[b] Standardized questions on FGM were not asked in the
EDHS 2011.

6

UNICEF

The decline of FGM in Ethiopia and Kenya

data provide national and regional snapshots at
different points in time as well as geographic,
social and demographic information to
understand which girls and women are most
affected and where. Ethnographic and mixed
methods research suggest the reasons why the
practice is taking place and why it persists or not
among particular families and communities.15

FGM prevalence in Ethiopia
National-level data show that overall, FGM is
decreasing in prevalence.16 The most recent data
come from the 2016 EDHS, which established
national prevalence to be 65.2%.c,17 This rate
follows a pattern of ongoing decline over time
that can be measured by comparing data from
the years 2000, 2005 and 2016. These data
show a reduction in rates of FGM from 79.9%
to 74.3% to 65.2% over the 16-year time
period. This decline is especially apparent when
examining prevalence rates among different age
cohorts over time. In 2016, FGM prevalence was
75.3% among 45-49 year old women compared
to 47.1% of girls and young women aged 15-19
years, a 23% drop since 2000. Despite the fact
that a small proportion of women will be cut
after the age of 15,d the lower prevalence among
young women is suggestive of generational
decline.
Concomitant with reported declines in national
prevalence and among older adolescent girls and
young women has been a substantial reduction
in the numbers of people who support the
continuation of the practice from more than half
to approximately one-sixth of the population:
59.7% (2000) to 28.3% (2005) to 16.3% (2016).

[c] All prevalence rates have been calculated with a 95%
confidence interval.
[d] The most recent data available indicate that the vast
majority of females in Ethiopia who have undergone FGM
did so before their 15th birthday (88.3%). Nearly half
(48.6%) were under the age of 5. Trends over time cannot
be measured because the 2000 and 2005 EDHS did not
collect comparable data.
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Prevalence among daughters of female
study respondents has mirrored the changes
elsewhere in the data: the numbers of girls
born to mothers who had undergone FGM has
declined by nearly forty percent from 56.2%
(2000) to 45.6% (2005) to 16.7% (2016). Among
daughters born to mothers who had not been
cut, rates have dropped from a much lower initial
prevalence of 10.1% (2000) to 8.3% (2005) to
1.7% (2016).
Although overall rates of FGM have declined
over time across all regions, there has been
an increase in the proportion of girls that have
undergone infibulation (Type III, ‘sewn closed’),
the most severe form of the procedure, from
3% (2000) to 6.1% (2005) to 6.5% (2016). This
increase reflects an upsurge in Type III in Somali
and Afar regions; this form of cutting is rare
elsewhere in Ethiopia.18
Despite these largely encouraging trends,
recent research has revealed that in parts of
the country there remains resistance to the
abandonment of FGM.19 In these instances,
criminalization of the practice is reported to
lead people to say that they have relinquished
it but in reality FGM is happening in hiding.20
Notwithstanding this challenge, assuming that
current reported rates of decline continue, the
size of Ethiopia’s population means that large
numbers of girls are still at risk of FGM: recent
estimates indicate that between 2015 and 2030,
approximately 6.3 million girls may be affected.21

Prevalence of FGM in Ethiopia by region
Data Source DHS 2016 © 28 Too Many

Socio-demographic factors associated with FGM in Ethiopia
A comparison of data across the three DHS
surveys over the 16 year period from 2000-2016
reveals a number of social and demographic
factors that are associated with FGM in Ethiopia.
Table 1 provides a detailed breakdown that
highlights the ways in which a girl’s vulnerability
to FGM is shaped by a multiplicity of factors at
the individual, familial, community, regional and
national level.e Of note:
[e] This table is adapted slightly from Azeze GA, Williams
A, Tweya H, Obsa MS, Mokonnon TM, Kanche ZZ, et al.
(2020) Changing prevalence and factors associated with
female genital mutilation in Ethiopia: Data from the 2000,
2005 and 2016 national Demographic Health Surveys.
PLoS ONE 15(9): e0238495.https://doi.org/10.1371/journal.
pone.0238495
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Age: Across the country, age at cutting varies
considerably but in general, girls are vulnerable
to FGM up to age 15, and especially so between
the ages 0-5 years. 44% of women who have
been cut underwent the procedure before they
reached the age of 5; 22% between 5-9 years;
and 18% between 10-14 years. 11% were cut
after age 18.22 f

[f] For the remaining 5%, the age when FGM took place is
unknown.

Region and ethnicity: The highest
prevalence of FGM and some of the regions
with the slowest rates of decline are in the east
of the country, particularly among pastoralists
in the Somali, Harari, and Afar regions (see
Figure 1, above). Over time, FGM has remained
widespread among these groups and nearly
universal among Somali populations in Kenya
and Somalia as well. Several scholars have
tried to explain the persistence of FGM in
these groups by arguing that FGM is a longstanding cultural practice that is embedded in
beliefs and norms about what it means to be
a woman, a wife and a respected member of
the community. FGM is also understood as a
means of protecting a girl from sexual harm and
from becoming impure. Patriarchal, traditional
systems of social control are enforced by
elders who rely on customary laws to protect
community members and maintain social
cohesion. Moreover, these regions lag behind
others in achieving universal primary education
and literacy levels remain low. These insights are
important but a deeper understanding of why
FGM-related norms are particularly tenacious
among these groups and more amenable to
change among others is a matter of great
urgency if the reduction, let alone elimination, of
FGM is to ever be realised.

Residence: Girls in rural Ethiopia are more
likely to be cut than those in urban areas.
Although rates of FGM have decreased in both
rural and urban settings, declines in rural areas
have been slower.
Education: The prevalence of FGM decreases
with the level of a woman’s education. The
most significant declines in rates of FGM have
occurred among women who have achieved at
least primary level.
Religion: FGM has declined among all religious
groups in Ethiopia. Although the practice takes
place among all faiths, it is most common
among Muslim populations.
Wealth: Unlike in many countries, wealth
is not a good predictor of a girl’s or woman’s
vulnerability to FGM in Ethiopia. Although those
in the richest quintile are less likely to be cut
than those in any other quintile (57%), rates of
FGM are higher in the middle (71%) and fourth
quintile (70%) than they are in the first (65%)
and second (66%).23

Importantly, in some regions where FGM
prevalence is lower, namely Gambela and
SNNPR, decline has been slow and rates
have not changed significantly in recent years.
Prevalence remains at 61.9% among girls and
women in SNNPR, a decline of less than 12%
in sixteen years. Likewise, the relatively lower
prevalence in Gambela of 33.3% in 2016 is
only slightly more than a 10% decrease from
2000. Tigray, on the other hand, has seen
steeper declines, as have Amhara, Addis Ababa,
Oromiya and Dire Dawa.
© UNICEF/UN0281308/Tadesse
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Table 1: Socio-demographic characteristics associated with FGM in Ethiopia
Characteristics

DHS 2000

DHS 2005

DHS 2016

% with FGM

% with FGM

% with FGM

79.9

76.3

65.2

15-19 years

70.7

64.2

47.1

20-24 years

78.3

75.3

58.6

25-29 years

81.4

79.6

67.6

30-34 years

86.1

79.6

76.9

35-39 years

83.6

82.9

74.6

40-44 years

85.8

84.3

72.6

45-49 years

86.8

83.7

78.7

35.7
42.5
73.5
73.8
79.7
79.8
89.8
94.9
95.0
98.3
100

32.8
27.3
71.3
68.9
72.6
71.0
87.6
92.8
86.8
93.1
97.3

24.2
33.3
61.9
62.7
61.7
53.9
75.6
74.5
83.3
91.0
98.7

80.4
78.4
77.7
85.1

79.2
72.6
68.4
58.1

72.8
62.0
49.9
50.7

66.8
88.9
71.9
76.8
91.8
73.0

49.2
77.8
71.6
70.7
90.3
74.0

54.8
58.2
65.8
54.2
82.2
10.8

79.8
79.9

72.5
77.1

53.9
68.4

TOTAL
AGE AT INTERVIEW

REGION
Tigray
Gambela
SNNPR
Benishangul-Gumuz
Amhara
Addis Ababa
Oromiya
Dire Dawa
Harari
Afar
Somali
EDUCATION
None
Primary level
Secondary level
Tertiary level
RELIGION
Traditional
Catholic
Protestant
Orthodox Christian
Muslim
Other
RESIDENCE
Urban
Rural

In general, despite impressive progress over the sixteen year period on reducing the
prevalence of FGM in Ethiopia (2000-2016), girls and women from rural areas, with
less education or who identify as Muslim, continue to be vulnerable to the practice.
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A snapshot of FGM prevalence and
trends in Kenya
FGM is less common today than in previous
generations. In the most recent Kenya
Demographic and Health Survey (2014), the
national prevalence of FGM among women
15-49 years of age was reported to be
21%.24 More recent analysis (2020) equated
this percentage to roughly 4 million girls and
women.25 This rate conceals marked differences
in prevalence across regions, where, for
example, 97.5% of women in Northeastern
Province have been cut, as compared with 1%
in Western Province (see Figure 2 below).

FGM prevalence in Kenya
Nationally representative data on FGM
prevalence, trends and other characteristics
are available from four DHS surveys conducted
in 1998, 2003, 2008-9, and 2014. These data
show a steady decrease in prevalence over
time among women 15-49 years of age, from
37.6% in 1998, to 32.2% in 2003, to 27.1% in
2008-9, to 21% in 2014. In reality, the actual
decline across the four surveys may be greater
than these figures suggest, because the 1998
KDHS did not include women in Northeastern
Province, the region with the highest rates of
FGM prevalence in Kenya.26

Data from the 2014 KDHS show that the vast
majority of women (93%) and men (89%) are
opposed to the continuation of FGM. Women
who have undergone FGM express greater
support for the continuation of the practice
(23%) than do those who have not been cut
(2%). Further, there has been a decline in the
proportion of women who believe that the
practice is required by their community or
religion, from 19.8% in 1998, to 9.8% in 2008-9
and 6.2% in 2014.g Levels of support for FGM
are consistently lower than actual rates of FGM,
suggesting that the practice persists to some
extent despite a desire to end it.
Alongside an overall decline in FGM has been
a decrease in the proportion of girls who have
undergone infibulation (Type III, ‘sewn closed’),
the most severe form of the procedure,
from 13.4% (2008-9) to 9.3% (2014), and a
concomitant increase in the proportion who
experience Types I, II, and IV.

©UNICEF KENYA/Lucas Odhiambo
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[g] The 2003 KDHS did not report data for this indicator.
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Figure 2: Prevalence of FGM across Kenya’s Provinces in successive DHS (2003, 2008-9, 2014)

Prevalence of FGM/C Among Women 15‐49
by Region/Province*

Source: Shell-Duncan et al (Feb 2017), p. 28. NB: Data from KDHS (1998) are not included in this figure
because the sampling frame was different from that used in later surveys.

Socio-demographic factors associated with FGM in Kenya
An analysis of the four waves of DHS data
clearly and compellingly demonstrates the many
social and demographic factors that influence an
individual girl’s or woman’s risk of FGM.
Age: Age at cutting varies considerably across
the country. In general, girls between the ages
of 5 and 14 years are most vulnerable to FGM
(70% of cutting happens in this age period),
although there is a trend towards FGM being
performed at younger and younger ages.h
However, unlike most countries where it is rare

[h] The KDHS (2014) reports that 46% of circumcised
women aged 15-19 were circumcised between age 5-9,
as compared with 17 percent of circumcised women age
45-49.
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for girls and women to undergo FGM after this
age, in Kenya 27% of women report having
been cut after age 15.27 That FGM takes place
at later ages raises questions about agency and
consent that require further research.
Region and Ethnicity: Most regions in
Kenya, including Coast, Eastern, Central, Nairobi,
and Western have seen a dramatic reduction in
prevalence rates across the four waves of DHS.
However, crude rates in Northeastern (42%) and
Nyanza provinces (11%) remain high.28 Because
of variability in population density across the
country, it is estimated that nearly three-quarters
of women 15-49 years (72%) with FGM live in
Northeastern, Rift Valley and Nyanza provinces.29

Prevalence varies substantially across different
ethnic groups. For example, less than 1% of
Luhya and Luo women 15-49 years old report
having been cut, compared to 94% among
ethnic Somali women, for whom FGM rates
have persisted at high levels over the sixteenyear time span (1998-2014). Rates are also
high among the Samburu (86%), Kisii (84%)
and Masaai (78%). In contrast, women in other
ethnic groups have experienced marked declines
in prevalence, to below 5% among the youngest
cohort of women (15-19 years) in Kalenjin,
Kamba, Kikuyu and Taita/Taveta populations.
The reasons why some ethnic groups in Kenya
have abandoned the practice while others
have held tightly to it as a marker of ethnic
identity are not well understood. When viewed
as an indicator of shared norms and values,
FGM may play an important role in conferring
personhood on females as they transition from
child to adult.30 However, this association is
not customary in some communities and is no
longer in place in others. The introduction of
alternative rites of passage (‘ARPs’) have been
successful in some settings in dismantling the
link between female genital cutting and initiation.
Importantly, Shell-Duncan, Gathara and Moore
(2017:16) point out that ethnic classifications
are not static, and may change across time
and place, in response to migration, social and
economic change, and other features. Thus, the
meanings attributed to FGM may also change.
Residence: Girls in rural Kenya are more
likely to undergo FGM than girls in urban
communities. The 2014 KDHS found 25.9%
of rural women aged 15-49 had been cut,
as compared to 13.8% in urban areas. One
explanation for this difference is that anti-FGM
laws are enforced more in urban than rural
settings due to lack of government geographic
reach. Another is that urban communities tend
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to have greater cultural diversity, intermarriage
and broader social networks that may not
only expose girls and their families to different
perspectives on the practice31 but may also
reduce the pressure to conform to social norms
and conventions that maintain FGM in more
homogeneous, kin-based communities in rural
settings.32 The relationship between urbanization
and FGM is one that demonstrates the fluidity
of social norms and their dynamism in the
context of shifting goals and social and political
circumstances.
Education: Because FGM takes place at
different ages among girls of different ethnic
groups, it is tricky to determine a direct
correlation between FGM and women’s
education. However, it is clear that girls whose
mothers have no education are more likely to
undergo FGM than those whose mothers have
attended at least some schooling (13% versus
1.5%).33
Religion: FGM takes place among all religious
groups in Kenya. However, prevalence is highest
among Muslim populations (51.1%),34 and
among those who believe FGM is a religious
obligation.35 The steepest declines have been
among women who identify as Catholic,
Protestant and other Christian communities.
Wealth: Rates of cutting are higher among girls
in poorer households. However, this association
is not a causal one: the wealth levels reported in
the KDHS refer to the marital home, yet it is the
natal home where most girls are cut, usually as
young children.36

Table 2: Socio-demographic characteristics associated with FGM in Kenya
Characteristics
TOTAL

DHS 1998

DHS 2003

DHS 2008-9

DHS 2014

% with FGM

% with FGM

% with FGM

% with FGM

37.6%

32.2%

27.1%

21%

26.0
32.2
40.4
40.9
49.3
47.4
47.5

20.3
24.8
22.0
38.1
39.7
47.5
47.7

14.6
21.1
25.3
30.0
35.1
39.8
48.8

11.4
14.7
18.0
22.9
27.8
32.1
40.9

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

18.6
36.3
20.2
36.4
35.1
42.8
4.1
98.8

13.8
26.5
10.0
35.8
33.8
32.`
0.8
97.5

8.050.8
16.5
10.2
26.4
32.4
26.9
0.8
97.5

50.8
41.8
38.0
26.9

58.2
32.8
31.0
21.1

53.7
28.8
26.4
19.1

58.1
23.3
13.4
8.6

54.8
60.5
N/A
N/A

33.2
29.5
49.6
39.6

29.1
23.5
51.4
38.3

21.5
17.9
51.1
32.9

23.1
42.0

21.3
35.8

16.5
30.6

13.8
25.9

AGE AT INTERVIEW
15-19 years
20-24 years
25-29 years
30-34 years
35-39 years
40-44 years
45-49 years
PROVINCE
Nairobi
Central
Coast
Eastern
Nyanza
Rift Valley
Western
North Eastern
EDUCATION
None
Primary level
Secondary level
Tertiary level
RELIGION
Roman Catholic
Protestant/Other Christian
Muslim
No religion
RESIDENCE
Urban
Rural

In general, despite impressive progress over the sixteen year period on reducing the
prevalence of FGM in Kenya (1998-2014), girls and women from rural areas, living
in poor households, whose mothers have less education or who identify as Muslim,
continue to be vulnerable to the practice.
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What has worked to reduce the
prevalence of FGM in Ethiopia and Kenya?
It is not possible to attribute the decline in FGM
prevalence in Ethiopia and Kenya to individual
legal, policy or programmatic interventions or
to disaggregate their impact at the national,
regional or community level. Evaluations of
small-scale programmes point to the catalytic
effect of multi-sectoral interventions rather than
isolated services or campaigns. These studies
are not generalizable, not least because of the
distinct social and demographic patterns of
FGM in different regions and communities.
Furthermore, there are no national level data that
show the efficacy of single interventions in the
reduction of FGM prevalence. It is also important
to recognize that rate declines have taken place
in a broader context of social change, including
increasing urbanization, migration, decreasing
poverty, and improved access to schooling,
technology, and communications, among other
processes. Education, for example, is central to
challenging harmful norms related to women’s
health, sexuality and rights, and to providing
girls with improved skills and economic and
livelihood opportunities to support themselves
and their families.37 There is little in the way
of documentation or research that makes
connections between FGM and these larger
social processes.

Ultimately, the decline of FGM in both Ethiopia
and Kenya appears to be due in large part
to a nebulous combination of factors that
are particular to different communities at
different times. Among them are a series of
mutually-reinforcing legal and policy reforms
that together have been shown to contribute
to the diminution of FGM and other harmful
practices. These include the establishment
of laws that prohibit and criminalize FGM, the
development and implementation of national
strategies and plans of action to eliminate the
practice, the establishment of coordinating
bodies at the national, regional and community
level, and the allocation of funds to specific
national budget lines to support anti-FGM
programming.i Importantly, both countries
also collect national administrative data on
FGM and have established mechanisms for
ongoing monitoring of interventions. Local-level
interventions such as community conversations
and the engagement of religious leaders are also
thought to have contributed to the decline of
the practice, although there is minimal evidence
upon which to attribute direct causation.

[i] There are some groups and individuals that continue to
practice FGM despite legal prohibitions; the effectiveness
of these measures is understood to be enhanced when
there are multiple corresponding initiatives such as policy
changes aimed at improving girls’ access to schooling, skills
enhancement and employment, income generation for
families, and other measures.
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In Kenya, the UNFPA-UNICEF Joint Programme
to Eliminate FGM has supported capacity
development of the judicial system at a number
of different levels. Community surveillance
mechanisms, such as child protection
committees, have improved their reporting of
cases of FGM; members of the judiciary, police,
and district-level social workers have received
training on how to sensitively manage cases;
mobile courts have been established and free
legal services have been made available to girls
and women at risk and survivors of FGM. These
steps have been identified as crucial to ensuring
that eradication can occur across individual
countries, including in communities where the
practice is more widespread.40

One area of work that is understood to have
contributed to the decline of FGM in both
Ethiopia and Kenya is the engagement of
adolescents, young women and men, and
women’s groups in efforts to eliminate the
practice. Across both countries, advocates of
all ages have become ‘champions for change’
within their own communities, building
girls’ agency and contributing to community
conversations on these issues as well as broad
discussions related to violence and gender
equality.

In Ethiopia, ‘community conversations’ are part
of a suite of interventions being implemented
across six regions to raise awareness of the
consequences of FGM and child marriage
and to address the underlying drivers of both
practices, with support from UNFPA-UNICEF’s
Joint Programme to Eliminate FGM and the
Global Programme to End Child Marriage. This
model brings men and women together in
structured dialogue at the kebele (ward) level
to discuss these sensitive issues in what are
often very traditional communities. This in itself
is a significant achievement, and anecdotal
reports suggest that increasing numbers of
families are opting out of FGM and delaying
the age of marriage because of an increased
awareness about the potential health-related
risks associated with both these practices.41

© UNICEF/UNI108168/Nesbitt
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How to maintain and accelerate
decline in Ethiopia and Kenya: Implications
and next steps
Experience from within Ethiopia and Kenya and
across the continent has revealed a number of
areas and approaches that, when part of a multipronged and multi-sectoral strategy to ending
FGM, have the power to maintain gains made to
date, while accelerating rates of decline. These
include:
Build on the momentum already established.
Engage leaders at all levels to continue to
promote the abandonment of the practice.
Local, traditional and religious leaders who
have successfully supported the decline
of FGM in their communities can share
information and experience with peers
in the region or elsewhere. Support the
establishment of information and resourcesharing networks where possible.
Learn from the work being supported by the
Joint Programme in other countries. Seek out
colleagues who have experience to share on
how to reduce rates of FGM and apply the
lessons and learning to eradication efforts in
other settings. Set up exchange opportunities
on a regular basis.
Collect reliable and accurate data on an
ongoing basis. An important part of doing so
should involve understanding where reported
rates of prevalence are inconsistent with
community perspectives, for example, where
rates of decline don’t match high levels of
support for FGM.
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Implement laws, including across borders
and in the context of internal migration.
Implementation of laws and sanctioning
offenders are one important aspect of an
abandonment strategy. Criminalization and
fear of fines or imprisonment may deter
some families from cutting their daughters,
and some girls from seeking circumcision on
their own behalf. Positive awareness creation
of the girl child as whole and pure without
being cut,j and community-led messaging
about the short and long term harms of
the practice may also succeed in reducing
the prevalence of FGM. However, unless
people really believe that things should and
can change, they may try to circumvent the
law and the practices can go underground,
which may result in increased risks to girls. It
is important to acknowledge and understand
communities’ resistance to change and
engage with them.
Monitor and evaluate the success of social
norms interventions to ensure efforts are
supporting positive changes in the lives of
girls and their families.

[j] Programmes such as the Saleema Initiative, led by the
Government and supported by UNICEF in Sudan, have
been shown to change the social norms that underpin
FGM. See Evans, W.D. et al (2019) The Saleema initiative in
Sudan to abandon female genital mutilation: Outcomes and
dose response effects. PLOS One 14(3):e0213380. https://
doi.org/10.1371/journal.pone.0213380

Provide long-term funding to efforts to
abandon FGM so that effective approaches
can be piloted, evaluated and scaled up, as
appropriate. Change needs to be observed
over the long-term, across generations, not in
a single programme cycle.
Strengthen the focus on gender equality
within the JP to incorporate a more
transformative approach, including supporting
change agents to reflect critically on their
own attitudes and hidden biases and beliefs.
This recommendation was also made in the
recent global evaluation of the JP.
Keep up efforts to inform the global public
about FGM and its consequences so that
people are motivated to donate to charities
to provide support and resources where
needed.
Focus on what ending FGM means for
humanity as a whole. Stopping FGM means
promoting poverty eradication, ending
hunger, establishing Universal Primary
Education, gender equality, improving rates
of maternal and child mortality, and generally
improving people’s quality of life.
Use media to communicate information
about FGM and to promote the
empowerment of girls and women at the
local level.
Involve religious leaders and faithbased organisations. Build on the strong
relationships these groups have with
individuals and communities and support
them to lead sensitization and to be a major
voice of change.
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Communicate success stories of local
initiatives and champions of change.
Strengthen national and regional networks
working to eradicate FGM.
Explore what works, why and how.
Undertake in-depth qualitative research
with communities where FGM rates have
declined significantly to understand why
and how the practice has been abandoned.
Longitudinal research would offer important
insights in this regard.
Support conversations about FGM, its
importance and its impacts. Involve girls,
their parents, siblings, peers, community and
religious leaders, as well as schools, youth
and women’s groups.
Advocate for continued budget allocation
for the implementation of national plans to
eliminate FGM and other harmful practices,
including child marriage. Ensure a strong
accountability mechanism is put in place.
Invest in and scale up opportunities for
girls and boys. In spite of progress, there is
still some resistance within communities
to abandoning FGM and in many settings
there are limited alternatives for education,
training, employment, and social protection of
girls and young women, as well as boys and
young men.
Promote multi-stakeholder involvement
and broader poverty reduction and social
protection agendas as well as girls’ economic
and social empowerment.

Efforts to eradicate FGM in the context
of COVID-19
Recent experience in the context of the
COVID-19 pandemic in both countries has
highlighted the importance of ensuring that
FGM prevention and response services
are mainstreamed within humanitarian
and emergency preparedness plans and
interventions. Lockdowns and other restrictions
have increased the economic vulnerability
of families while simultaneously disrupting
anti-FGM programmes such as girls’
empowerment groups and alternative rites of
passage. In nine counties in Kenya,k communitylevel monitoring mechanisms have reported
increased numbers of girls undergoing FGM.
In the period between January and November
2020, there were 2380 such cases, in contrast
to 1074 cases during the same period in 2019.38
This precipitous increase in the reported
numbers of girls being cut is in part attributed
to the weakening of law enforcement agencies
and non-formal community protection structures
that is a side effect of measures to control
COVID-19. This surge has been marked since
the pandemic began in March 2020.39

Throughout the COVID-19 pandemic, the Joint
Programme and the UNICEF Regional Offices
have supported country offices to adapt their
programmes in order to ensure contextualization
and continuity. Myriad technical and guidance
notes have also been developed to help this
process. Increasing emphasis has been placed
on supporting trained community-based
resource persons and local level surveillance
and reporting; providing webinar-based training
and remote technical support on child protection
continuity plans; using radio, digital and mobile
van-based means of disseminating information;
technically and (in Kenya), financially supporting
the Anti-FGM Board, County governments and
Department of Children’s Services to reach
communities with information, community
engagement, and services.
In addition to ensuring strong coordination
mechanisms across sectors, it is recommended
that registries of trained community resource
persons be established and activated during
emergencies. It is important the lessons learned
from this most recent crisis are captured and
documented to inform guidance related to
the development and implementation of an
emergency response to FGM in the future.

©UNICEF KENYA/Lucas Odhiambo

[k] Wajir, Garissa, Tana River, West Pokot, Samburu,
Marsabit, Kajiado, Kisii and Migori.
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Conclusions
Despite the overall success in reducing the
prevalence of FGM in Ethiopia and Kenya, it
is important to note that these gains have not
occurred evenly across all girls and women
in all regions and geographic locations. In
particular, rates of FGM among Somali women
in both countries remain relatively untouched
by abandonment efforts exerted over the last
twenty years or more. Likewise, Ethiopian
and Kenyan girls who live in the lowest wealth
quintile, who reside in rural areas, with mothers
who have not attended school or who have
themselves been cut, have not experienced the
steep declines in prevalence that their wealthier,
more urban peers have enjoyed. There remain
large numbers of girls and women in both
countries who could benefit from targeted,
multi-sectoral prevention and response efforts.

Policy and programmatic interventions must
be relevant to the needs and perspectives
of the girls most at risk of FGM, and to their
families and communities. In addition to
FGM-specific policies, sensitization, and
community mobilization, broader efforts are
needed in relation to girls’ education, and its
myriad cognitive, social and emotional benefits;
employment and training opportunities; access
to technology and information; and poverty
eradication efforts. The opportunities these
supports provide can enable girls and their
families to re-think their expectations and
aspirations about what girls can do and be. They
may even help to create a climate in which more
open discussions can happen so that underreporting of the practice can become a thing of
the past.
Research is urgently needed to better
understand the reasons why FGM has declined
more precipitously in some communities than
in others. An improved understanding of these
questions is critical to the development of
contextually relevant, meaningful, effective and
sustainable supports to girls and their families
across a range of settings.

©UNICEF KENYA/Lucas Odhiambo
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