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Executive Summary

Female Genital Mutilation/Cutting (FGM/C) affectstiveen 100 and 140 million
women and girls worldwide. About 3 million girls dergo the procedure every year.
FGMI/C poses considerable health risks and is astsucwith severe immediate and
long-term complications. A landmark study by Barksl (2006a) demonstrated that
women with FGM/C are significantly more likely tave adverse obstetric outcomes.
The recognition of FGM/C as a violation of humaghts has led to increased efforts to
end the practice. Exploration of the motives fa phactice and participation of the
stakeholders from the beginning have been congldessential for successful

programmes (Mohamud et al, 1999a).

Amongst the Beja in Sudan, the practice of FGM/@igespread. In Sudan, it is
estimated that 89% of women have undergone FGM{@hd@3e with FGM/C about
80% show the most severe Type Il involving exaisad part or all of the external

genitalia and stitching/narrowing of the vaginaéomg (UNICEF, 2006a).

This study is the first that investigated the pgtreasons, and underlying beliefs of
FGM/C amongst the Beja living in the shantytown®oft Sudan. Furthermore, the
attitude towards FGM/C was explored, and the opimi@and ideas with regard to a future
programme. The overall aim was to develop a prograrthat would empower the

community to abandon the practice of FGM/C.

The method was a rapid participatory assessmemgj asmixed qualitative and
quantitative approach. Qualitative data were olethimrough focus group discussions
and from the open-ended questions of a questianrirantitative data included

questionnaire responses and secondary data cdllactelocal hospital.

The descriptions of the practice confirmed the fatitig nature of the procedure and the
health consequences for girls and women. A highgteace of FGM/C Type Ill was
confirmed. Data of incidence may indicate a cursdnift to less invasive forms.
Amongst the Beja, FGM/C is not an initiation ritieis predominantly performed within

the first year of life, often as early as in thstfiweek after delivery. Mother and



grandmothers are the main decision makers thoughharee to give their approval.
TBAs and midwives were identified as the main peniers. A seasonal variation in the

incidence of FGM/C was observed.

Conformity with social convention was the main @afor the continuation of FGM/C.
Non-compliance was associated with stigmatisatr@hareduced prospect of marriage.
FGMI/C is also strongly associated with benefitshfealth: FGM/C is believed to
prevent and cure a number of diseases. The Beaja gerue in their health beliefs
insofar as the beneficial effects of FGM/C are @etreived in areas unrelated to
female reproductive health and sexuality. FGM/@dsumed to offer protection from
evil spirits that cause illness, and this couldlaxpwhy children undergo FGM/C at
such a young age. Reasons related to sexualityeshtive greatest difference between
women and men's responses. Both made assumptaingdfe not confirmed by the
opposite sex. FGM/C with regard to sexuality ighadiscussed between women and
men. Other less commonly reported reasons for FGM#(@ related to religion,

hygiene, and aesthetics.

Assessment of the attitude showed that a subdtantiaber of participants, though still

a minority, were against the continuation of FGMFgequently cited reasons were the
adverse harmful effects on both the physical aydhpdogical health of the women.
Most participants in this study, including the Iblemders, stated their interest in a future
programme, and their motivation and enthusiasmrefected in the variety and
creativity of their propositions. Many expresseéithvish for health education and
information on FGM/C. Even some of those who haVjmusly voted for the

continuation of FGM/C contributed ideas.

Based on the findings from this study, future sig&s should build on those community
members who have affirmed their commitment to tiseahtinuation of FGM/C. These
so-called innovators could become leaders in tatiig a dialogue amongst the
community that would involve both women and merd alh generations. Discussions
should address the misconceptions and misundemgawith regard to health,
sexuality, tradition, and religion with the aimenable community members to make

informed decisions. Specific groups such as oldanen, parents, or adolescents should

Vi



be specifically targeted. Conventional IEC (infotima, education, communication)

activities using various audio-visual media shaxddhplement this approach.

Collection of quantitative data should be improtedjet a better estimate of prevalence,
incidence, and the complications of FGM/C. Additibstrategies could include medical
and psychological services for women, who haveeseff from the consequences of
FGMI/C. Further qualitative studies could explore particular beliefs associated with

reinfibulation.

Vii



1 Introduction/Background with reference to the relevant literature

1.1 Female Genital Mutilation/Cutting (FGM/C)

1.1.1. Definition and terminology

According to World Health Organisation (WHO) Fem@lenital Mutilation/Cutting has
been defined and classified as follows:

“Female Genital Mutilation comprises all procedurdst involve partial or total
removal of the female external genitalia and/ouimgjto the female genital organs for
cultural or any other non-therapeutic reason®/HO 2000a).

Classification according to WHO (2000b):
» Type | - Excision of the prepuce with or withoutcesion of part or all of the
clitoris;
* Type Il - Excision of the prepuce and clitoris ttg with partial or total
excision of the labia minora;
* Type lll - Excision of part or all of the exterrggnitalia and stitching/narrowing

of the vaginal opening (infibulation)

Type IV includes any other procedures that fallenttie definition of FGM/C.
However, it is not always possible to distinguitdady between the different types, and

other classifications do exist.

The following terms are used in Sudan: Type | agoiss calledSunnacircumcision, or
in Arabic "tahur as-sunna” (sunna means the "i@duf the Prophet"). Type IlI
excision is the so-calleg@haraonic Circumcisionor in Arabic "tahur faronya" (tahur
means purification, cleanlines§)efibulationis the cutting open of the infibulated labia
before or during delivery to allow passage of talfheadReinfibulationis the
resuturing of the defibulated labia after delivagd it often involves additional

tightening of the introitus to the size before nage (“El Adel” in Arabic).

The terminology of FGM/C is still under debate, amdinternational consensus has not

been reached. WHO, United Nations and Non-goverteh@rganisations mostly use



the term Female Genital Mutilation (FGM), to paattthe mutilating nature of the
procedure and violation of human rights. This tevas also adopted at the third
conference of the Inter African Committee on Tradial Practices Affecting the Health
of Women and Children (IAC) in Addis Ababa in 198hell-Duncan 2000). It is also
most widely used in a scientific context. Howewbg term "FGM" could be offensive
for those who practice FGM/C and do not intenddorhor mutilate. Many women who
are circumcised do not consider themselves mutilaher terms commonly used
include Female Genital Cutting (FGC) and Female@ircision. Some argue that,
strictly speaking, the term “circumcision” refecsthe removal of the prepuce of the
clitoris, and this is difficult to achieve in youmgmales. It also equals FGM/C with male
circumcision (Toubia and Izett 1998, pp.2-3). Sdsméted Nations organisations have
started using “Female Genital Mutilation/Cutting”arder “to capture the significance
of the term mutilation at the policy level andita same time, in recognition of
employing non-judgemental terminology with practgscommunities” (UNICEF
20054, p.2). In this study, the term FGM/C willbestly applied but other terminology

may appear in the quotations.

1.1.2 Global aspect of FGM/C

Worldwide between 100 and 140 million women antsgiuffer from the consequences
of Female Genital Mutilation/Cutting (WHO 2000d)id estimated that about 3 millions
girls are cut each year (UNICEF 2005b). Estimatgegevalence are mostly based on
data provided by Demographic and Health Surveys3pdhd Multiple Indicator
Cluster Surveys (MICS), however are not availableafl countries.

FGMI/C is practiced in 28 countries in Africa (seap)) and predominantly in those
countries that extend from Senegal in the wesbto&@ia in the east. However,
considerable variations may exist within these toes. Outside the African continent,
FGMI/C has been reported in communities in Yemerdalg Oman, the Occupied
Palaestine Territories, in some Kurdish communitidsaq, in India, Indonesia,
Malaysia (UNICEF 2005c, p3), and in Central andtBdumerica. It is also practiced in
migrant communities throughout the world (WHO 2000d



Figure 1: FGM/C prevalence among women aged 15-49
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(UNICEF 2005d, p.4)

1.1.3 Origin and historical aspect of FGM/C

Practices of FGM/C have been found throughout histomany cultures, but there is
no definitive evidence documenting when or why titigal began. The origin is thought
to predate the rise of Christianity and Islam. BE@ypmummies have been described
displaying characteristics of FGM/FGC, and it isught that FGM/C may have been a
sign of distinction amongst the ruling class (Weys1938a, pp. 686-691). Herodotus,
the Greek historian who travelled around the Mediteean in the®century B. C.,
reported that the Phoenicians, the Hittites, aedBthiopians practised circumcision
(Taba 1979, p.43). A Greek papyrus from 163 B.&hjlated in the British Museum in
London, refers to the circumcision of a girl in Mginis in Egypt. It seems that
circumcision was practiced both by early RomanstanArabs (Lightfoot-Klein 1989).
Strabo, a Greek geographer, described circumcisaden along the East Coast of the

3



Red Sea at about 25 B.C. (Hosken 1993a, p.73hdlafiion has been practiced along
the Nile on slave girls, as observed by traveliensng the 18 century (Widstrand
1965). It seems that FGM/C was “spread by domitrédrmgs and civilisations, often as a
result of tribal, ethnic, and cultural allegianc€é§bubia 1995a, p.21). FGM/C in the
form of clitorectomy was also practiced in Europel &merica in the 19century as a

cure for mental/nervous disease (Sheehan 1981-13).9

1.1.4 Reasons for FGM/C

The reasons for the practice and the underlyingtsedre multi-faceted and vary from
community to community and throughout history. Reesfor FGM/C will be described
under the headings as suggested by WHO (2000d):

Psychosexual reasons

In many societies, it is believed that uncircumdis®men will not be able to control
their sexuality, and “that a girl who is not excdseill run wild and disgrace her family”
(Hosken 1993b, p.40). Therefore, reduction or elation of the sensitive tissue will
reduce sexual desire in the female. A woman witisextial desire will not seek sexual
relations outside marriage, and FGM/C will therefensure faithfulness. Circumcision,
and especially infibulation, is also seen as podathastity and virginity before marriage
and will increase a daughter’'s marriage prospe¢i@\2000e). FGM/C is also thought

to increase men's sexual pleasure (Toubia 1995b).

Sociological reasons

Custom and tradition are commonly given as reatmmSGM/C. It provides
identification with the cultural heritage, and éfthes who belongs to the group.

Toubia suggests that "the fear of losing the pshadical, moral, and material benefits
of ‘belonging’ is one of the greatest motivatorsohformity" (1995c, p. 37).

Therefore, it may serve social integration and emtfuie maintenance of social cohesion
(WHO 2000f).

For some groups, FGM/C is considered as a ritas$g@ge into womanhood. For

example, in some societies in West Africa, theodhtis considered a male part, while



the prepuce of the penis is viewed as female, Aoth*have to be removed to before a

person can be accepted as an adult in his/her(B@sken 1993c, p. 40).

Hygiene and aesthetic reasons

Hygiene and cleanliness are common reasons for BGM/Arabic, the terms used for
the procedure are synonymous with those for cleass or purification (Hosken 1993d,
p 41). Uncircumcised women are regarded as uneledrsometimes not allowed to
handle food and water. There is a commonly held tieat female external genitalia are
ugly (El Dareer 1982, p. 73).

Myths

Many myths are associated with FGM/C. A commondbgeé.g. in Ethiopia and Nigeria,
is that the clitoris may grow to such a size amgyik that it may dangle between a
woman's legs (Hosken 1993e, p 41; and LightfootrKi®91a). FGM/C is believed to
improve fertility (Toubia 1995c), and to facilitat&ildbirth (Lightfoot-Klein 1991b). In
some communities, it is thought that the clitorsyndamage the penis, or that a baby

may die when touches it comes in contact with theris (Hosken 1993f, p. 40).

Religious Reasons

FGMI/C is practiced across religions including Ciiss, Jews, Animists, and Muslims.
Within Muslim communities, religion is a commonlyed reason for FGM/C. Female
circumcision is not mentioned in the Koran. Howewemuch-disputed reference to it
may exist in the Sunna, which is a collection & ¥ords and actions of the Prophet
Mohammed. His quote “Do not cut deep; this is ealg to the woman and preferable
to the man” has stirred up opinions and servechaggument both for and against
FGM/C (Abu Sahlieh 1994).

1.1.5 Medical aspects of FGM/C

FGMI/C is associated with a vast number of healthglzations. In their systematic
review of the complications of FGM/C, Lovel et 2D00) included 422 published and
unpublished papers and reports. As early as 1988sM¥ documented sequelae of
FGMI/C Ill observed during seven years as Gynae@stiagSudan (Worley 1938b). In
1967, Shandall did a cross-sectional clinical stofllyGM/C complications of 4024



females in Khartoum (Shandall 1967a). Aziz (1986aked at FGM/C complications of
7505 Sudanese women. El Dareer (1983) interview@d¥bmen in Khartoum

including outcome measures such as “health probtemsequent upon FGM/C”.

Short-term complications reported include seveis, fdeeding, damage to adjacent
tissues, and urinary retention due to the chanfjree@natomical structure. Lack of
hygiene during the procedure may result in wourfeciions, including tetanus (Hosken
1993g, p253), and it has been postulated that FGWHE increase the transmission of
HIV (Monjok et al 2007). Long-term adverse effeictslude abscesses, inclusion cysts,
keloid scars, difficulties with micturition and m&ruation, vaginal and pelvic
infections, complications in pregnancy and chiltthiand a wide range of psychological
and psychosomatic disorders. FGM/C may have andtrgraa woman’s sexuality
resulting in painful and difficult intercourse ([2e&r 1981), and loss of enjoyment and
satisfaction (Hosken 1993h, p 253).

Recently, a huge landmark study by WHO, includiBg323 women, demonstrated that
women with FGM/C are significantly more likely throse without FGM/C to have
adverse obstetric outcomes such as caesareamsg@ustpartum haemorrhage,
episiotomy, extended maternal hospital stay, resism of the infant, and inpatient
perinatal death. The risk of adverse outcomes asg®with more extensive FGM/C
(Banks et al 2006b).

1.1.6 Human Rights Perspective
The practice of FGM/C contravenes fundamental hunggdnts, including the right to

non-discrimination, to integrity of the person d@odhe highest attainable standard of
physical and mental health. A number of internatlateclarations related to
international human right laws have condemned FGMf@rovide a basis to support
elimination, e.g. The Universal Declaration of HunRights, The International
Convention on the Elimination of All Forms of Digoination Against Women, or The
Convention of the Rights of the Child. These haserbcomplemented by regional
treaties such as the African Charter on Human auglé's Rights, the so-called Banjul
Charter (Kwateng-Kluvitse 2005, pp. 61-71).



It has been debated whether human rights can bedpmiversally, or whether they are
culturally relative. A certain behaviour or cultduheat seems without sense to one person
may have a meaning for those who practice it. Sargee that people have the right to
their own culture. The right of people to develop &njoy their own culture has also
been stated in a number of human rights documesweMer, it has been acknowledged
that these have limitations, and that any cultprattices should not infringe upon other
human rights (Rahman and Toubia, 2001, p.15-39).

1.1.7 Abolition programmes

Many international and national organizations agehaies, both governmental and
nongovernmental, have set up programs to stopdoiceethe prevalence of FGM/C.
Approaches include IEC (Information, Education, @amication) campaigns that aim
at changing attitudes by raising awareness ab@étive health consequences. Some
programmes include teaching about human rightsei®thave focused on training and
alternative income for excisors, on the introductd alternative rituals, or on

improving anti-FGM/C legislation.

In 1999, WHO commissioned a review of FGM/C progmaes in their Mediterranean
and Eastern Regions. The researchers evaluateddusnof programmes according to
defined criteria based on effective behaviour cleanterventions. One of their
recommendations, amongst others, was that “Anti-F@Bdframme implementers must
include all stakeholders in the design, implemeéoatand evaluation of programmes”
(Mohamud et al 1999, p 29). UNICEF found that ohthe main characteristics of
effective programs was that they were participatorg “guide communities to define
the problems and solutions for themselves“(UNICBB32, p 35). GTZ (Deutsche
Gesellschaft fuer Technische Zusammenarbeit) weddmgstanding experience with
FGM/C programs recommends that “approaches th&tdothe context and motives
behind the practice in collaboration with the tangepulation, and which also deal with
local myths and rumours have proven to be more®gfe (GTZ 2001, p.21). In

another GTZ publication, Beckmann (2003, p.6) moout that the socio-cultural factors
contributing to the continuation of FGM/C may diffeom one setting to another. She
recommends that any research that was aimed alogéwg an intervention should use a

mixed approach including qualitative methods togailtural insight.



1.2 The study context

1.2.1 Geographical, economical and political bagkound

Figure 2: Map of Sudan (CIA 2007)

24 et S e - Sudan is the largest African and
LIBYA EGYPT f?ii‘;?_ﬁ_d"& J"JEEE b._ ;.._:.:u g
Wadi . \ Arab country. It borders Egypt to
Halfa' Sﬁgﬁ -

" 222 | the north, Libya, Chad, Central

JAtbara . African Republic, and

CHAD

Omdurman.” kassala Democratic Republic of the

KHARTOUMX

sehip  WVad Madani® %
9 I Fashir . Al Qagdrit
! Al Ubayyid ™ Kisti] | =

'N',-'a la

| Congo to the west, Uganda and

Kenya to the south, and Eritrea

and Somalia to the east. It covers

Malakal /& et -
7o cruopa | an area of 2.5 million square
- Waw metres and has about 40 million

Bor

| inhabitants. The official

Tigarnti
Triangia

language is Arab. However,

- there are approximately 600
tribes speaking over 400 different language dial@@echtold 1991, p.1). About 70%

of Sudanese are Muslim, about 25% follow indigenoelgefs, and 5% are Christians.

Sudan’s Human Development Index rank is™dit of 177 countries, and the human
Poverty Index rank is 4Dout of 102 countries (UNDP 2005).Since its indefssrte
in 1956, Sudan has suffered from political insifhicharacterized by military coups

and civil wars.

Port Sudan, where the study took place, is thet@lapi Red Sea State (RSS) and the
second biggest city in Sudan. RSS is located innttr¢heastern part of Sudan and
neighbours Egypt in the north, the Nile State ® west, Kassala State and Eritrea in

the south and the Red Sea in the east.

Although the East has much of Sudan's industrizgnform of mining, oil refineries and
the port in Port Sudan, it is considered one ofpth@rest regions in Sudan. The majority
of the population lives below the poverty line. Tdentral government in Khartoum has

been accused of neglect and marginalisation ofsémsi-desert area, whilst exploiting it



of its natural resources. Red Sea State has erpedeecurrent droughts over the past
decades. Some of these resulted in severe foagsdhat have turned RSS into a
chronic food deficit area, characterized by regatap failure. A report by UN (2007)
describes a high infant and maternal mortalityhhites of malnutrition, and poor

access to safe drinking water and sanitation feasli

1.2.2 The Beja

The main ethnic group in Eastern Sudan and RS$harBeja who are originally
pastoralists and agro-pastoralists. The droughtefbmany to abandon their nomadic
lifestyle and look for work in Port Sudan. Manytbése economic migrants live in the
shanty areas at the edges of the city. While sdrtteecearlier arrivals have built brick
homes, the majority lives in shelters made of duéaves ‘mats and wooden poles.
Hygiene and sanitation is almost non-existent. &lieno system of sewerage or waste

management. Water has to be brought into the g#saatid is sold from donkey carts.

The Beja live a traditional lifestyle, and they bawnostly preserved their original culture
and language. There is a strict division betweerdgeroles. Beja society is male
orientated. Women usually stay at home and aremotved in any economic activities.
A high illiteracy rate and low school enrolmentastespecially for girls, have been
reported for Red Sea State (UN 2007).

The Islamic faith of the Beja is combined with Kddeliefs". Pantuliano (2000, p.12)
stated that the "combination of Islam and animisinents and the predominance of
customary laws over Islamic code are common tthaldifferent Beja groups”. The
Beja are ruled by traditional values calklif. The silif is a “tribal convention and/or
customary law that is immensely respected by athbers of the community”. It
regulates all the economic, political, and socgdexts of life. These customary rules

become mixed with religious values (Sahl et al 20@46-8 ).

1.2.3 FGM/C in Sudan

In Sudan, about 89% of women are circumcised agugtd an analysis of household
data from the Demographic and Household Survey (DF#89/1990 and the Multiple



Indicator Cluster Survey (MICS) 2000 by UNICEF (80). Unpublished data collected
during the DHS 2006 indicate that national preved¢erate of FGM/C practices
decreased from 90% to 70% (UNFPA 2007).

It is estimated that, in North Sudan, between 74ahth82.3% of circumcised women
have undergone Type lll, or so-called “Pharaonigtumcision which involves
infibulation (UNICEF 2006c).

Most girls in Sudan are circumcised before theil” Hrthday. The majority of

circumcisions are performed by traditional birtteatlants (UNICEF 2006d).

Activities to eradicate FGM/C started as early las 1930ies. Sudan was the first
African country to introduce legislation againstMi(&, and in 1946, infibulation was
prohibited. After independence, in 1956, the lave watified again but was dropped in
1983. Although there is no legislation to-day, Swelanese Government has affirmed
its commitment towards eradication since the 199@ld.S. Department of State
2001a). Parts of the penal code that regulate pesdbr injuries are potentially
applicable to FGM/C. In 2006, the Ministry of Hdahas included the elimination of
Harmful Traditional Practices, especially FGM/C aaarget in their National strategy
for Reproductive Health. (Republic of Sudan, Feldgliaistry of Health 2006, p.18)

1.2.4 History and rationale of the study
In 2004, Medecins Sans Frontieres (MSF) undertaokrapid assessments in Port

Sudan based on the facts that health indicatdrgsrarea had been shown to be some of
the worst in the country. The conclusion was tlcaeas to health care needed to be
improved for the most vulnerable population, livingshanty towns in Port Sudan. MSF
decided to support Tagadom Hospital - includingi@dpctive Health Services- situated
within those shanty areas that are mostly populayeitie Beja. The Beja community is
known for practising Type Il circumcision. MSF wears were confronted with the
medical complications arising in children after firecedure, and in women attending

for antenatal care and deliveries. During deliveerngomen with Type Il circumcision

will need to be cut open, and usually they willdb@sed or “re-infibulated” again after

delivery. However, MSF is “opposed to the practiceany form of FGM/C on the basis
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of adverse health consequences of FGM, and theaz@mition of human rights that
FGM/C constitutes” (MSF 1998). Based on this pgleyZero tolerance” to re-
infibulation was publicly announced. Women wereecéfl safe deliveries that were
free-of-charge and would provide all the necessarynd care afterwards. However, it

was made clear that they would not be re-infibulatgain.

After this announcement, the initial turnout of wermaccessing the services was very
low. This improved slowly after efforts were madeaise awareness in the community
through a network of "Home Visitors". The "Home kss" are women and men from
the Beja community who were initially recruiteddollect demographic data from the
community. They are each responsible for an argacthvers about 400 households.
They were further trained to provide basic heatthaation, including information about
safe deliveries. However, even if the number ofvéeles was increasing it was still
lower than expected. It was assumed that women stdlree-sutured at home after the
delivery in the hospital. MSF decided that the éasing trend for women to deliver at
Tagadom merited follow-up with increased servicavgion and possible operational
research into the factors of FGM/C. FGM/C in regarthe Beja had previously been
researched in a rural setting (Sahl 2004b). Howeteras not known whether the

findings could be transferred to the urban shaetyrgy in Port Sudan.

It was decided to make an assessment of the situaggarding FGM/C in Port Sudan
with the purpose to develop effective strategieengpower the community to make
informed decisions regarding the practice of Fen@daital Mutilation/Cutting. This

study was part of the assessment and aims to atisgv&llowing question:
What are the beliefs and practices regarding Fef@atetal Mutilation/Cutting amongst

the Beja in the shanty towns of Port Sudan, anid éitetude and ideas regarding a

programme on FGM/C?

11



2 Objectives of the study

Overall Objective:

The overall aim of this study is to use the findirig develop effective strategies to

empower the community to abandon the practice ofdie Genital Mutilation/Cutting.

Specific objectives:

1) To identify the practices relating to FGM/C argsinthe Beja with regard to
procedure, age at the time of performance, tyde3i¥l, estimates of prevalence and

incidence, decision structures, and performers

2) To explore the underlying beliefs for the pregetand continuation of FGM/C
amongst the Beja community with regard to rationagsumed benefits/advantages and

gender specific perceptions

3) To explore the community’s attitude towards FGMd their ideas regarding a
programme on FGM/C

3 Methods

3.1 Rationale for selection of methods

The study design was the rapid assessment appusaahboth quantitative and
qualitative methods. The method of rapid parti@pagppraisal was chosen as a way of
collecting the information needed for formulatinglan of action (Rifkin and Hughes
1995, p.7). The participatory approach would ensueanvolvement of the local
community from the beginning. The qualitative metipsovided a way to explore
beliefs, attitudes, and practices through a detalkscription. According to Izett and

Toubia (1999a, p.48), qualitative studies “can wecaletails that could not be captured
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by more restrictive quantitative methods and caregge in-depth information that is
relevant for the development of appropriate angei@d interventions". However,

quantitative methods were included in this studintoease validity.

Methods for data collection were in-depth intengefocus groups, an interview-
administered pilot questionnaire, mapping of treaapbservations, and collation of
secondary data. Data used for this study wereatetiein the time between ®®arch
and. 28" April 2007. For the specific purpose of this intigation only part of these data

were analysed.

3.2 Study setting

3.2.1 Study area

The study area was the shanty towns surroundingdicag Hospital in Port Sudan,
where MSF has been operational since 2004. Theghiaded into the areas of
Tagadom, Deim Arab, and Onguab which constituteia®6% of all shantytowns in
Port Sudan.

The Home Visitors working for MSF had previouslyppad the study area. They

divided it into 15 sub areas to facilitate theirrwas follows:

Tagadom, Tagadom A, B1, G1, G2, and Tagadom ShBeiyy Arab Shanty, Onguab
North 1, 2 and 3, Onguab South 1, 2, 3 and 4, argl@b Shanty.

The affix "shanty" is used for newer, less orgathiageeas but all of the above areas are

shantytowns. Each sub area includes approxima@hhéuseholds.

3.2.2 Study population

The study population is the Beja community livinghe shantytowns of Tagadom,
Deim Arab and Onguab in Port Sudan. The majoritB&ja women are believed to have

undergone Female Genital Mutilation/Cutting Tygde I

13



Total population in study area: 30,891
Total number of children aged <5: 4,353

The figures are means calculated from weekly regoytthe MSF Home Visitors
between week 42/2006 and week 18 /2007.

Units of analysis are members of the Beja commuvitlyg in the shantytowns around
Tagadom Hospital in Port Sudan and other persotteecfudanese community that
could contribute to the topic such as membersemhtiedical community, or

representatives of NGOs.
3.3 Sampling strategies

3.3.1 Selection for the single interviews

Participants for the qualitative part of the stuebre selected through non-probabilistic
purposeful sampling. Specific sampling strategmdiad were snowball sampling in
which initially identified key informants were ask& suggest other informants.
Inclusion criteria were that all respondents shawdde an interest in FGM/C with
regard to the Beja population. However, it was alaid attention to select informants
from different types of groups that represent t@munity, such as leaders/authorities,
or community workers. In order to get a broad raoiga@formation and views no

exclusion criteria were applied.
3.3.2 Selection for the group interviews
Participants for the group interviews were seletiedugh homogenous sampling

(selection of similar types of respondents suctv@sen’s groups, men’s groups), and

stratified purposeful sampling (selection of sulp® such as community workers).

3.3.3 Selection for the questionnaire-administeceinterviews

The female participants for the questionnaire vgetected by stratified and selective

sampling. The target area had been mapped intald&reas. Each of the 15 sub-areas
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was covered by one female researcher. They wetreidtesd to complete 2-3
guestionnaires per day on five different days. Tiveye asked to interview the first
three women whom they would meet outside their warkl that these women should
not be related to each other.

Selective sampling only was applied to the queste interviews with men. The men
were interviewed by two male research assistarttseithree areas of Deim Arab,
Tagadom, and Onguab at markets and mosques. Téechsassistants were instructed
each to interview 3-4 men per day in each areavendifferent days. They had been
instructed to approach the first 3-4 men they wanéekt in the designated area, and that
these men should not be related to each otherferhale and male research assistants

were all from the Beja community and spoke thellaraguage.

3.3.4 Sample size

1) Interviews and focus groups

In non-probabilistic sampling, the sample sizeaspre-determined. Selection of
participants will continue until the researcherides that the point of redundancy has
been reached. This means to stop sampling at iheyeben no further new information
will be expected from the participants.

2) Questionnaire

According to Patton (2002), the aim of a questiar@ia not always to generate
statistical significance or to be representativerather to “add credibility when a
complete sample is too large to be feasible”. Tihedd this questionnaire was to
confirm and complement the findings from the iniews on a slightly larger scale. For
reasons of feasibility and limitations due to la¢khuman and financial resources a
sample size of 280 was chosen. 180 women and 180veee interviewed. Based on a
population of 30,000, an expected prevalence of,50% a confidence level of 95%,
the results had a confidence interval of 5.83. &hedculations were made using a web-

based sample-size calculator (Creative Researder8g2003).
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3.3.5 Instruments

Topic guides and interview guides were developedhe group and single interviews
(see Annex 1). The questionnaire was designedhegetith the female community
workers (Home Visitors) and medical staff who wallenembers of the Beja
community. It has a short section for demographita dlocation, sex, age). It contains
eight questions - five closed and three open questiThe options for the answers of the
closed questions either are on a dichotomous égad#no), or offer multiple choices of
response categories. The content of the questaaies to reasons for FGM/C, practice
of FGM/C, and attitudes towards FGM/C and a fupnegram. The questionnaire was
translated into Arabic. The interviewers were asiketlanslate orally into the local Beja
language during the interviews if necessary. Thekevinstructed to fill in the
questionnaires if necessary. It was anticipatetigtragh proportion of the interviewed

community members would be illiterate.

The questionnaire was pre-tested. All interviewgaricipated in a training session prior
to the interviews, and follow-up sessions during after the interview days.

(see Annex 2 for the questionnaire).

3.3.6 Validation

Validity was aimed to achieve through triangulatiypncomparing information and data
that were obtained from different sources (datntyulation) or collected through
different methods (method triangulation), and bysschecking the analysed data with
the participants (Denzin1978; Carruthers and Chasnb@82). Data and method
triangulation was achieved by comparing qualitatime quantitative data. Results of the

questionnaire were discussed with different graafgzarticipants.

3.4. Data collection

3.4.1 Primary data

All interviews were conducted with the help of asiatant who also acted as a translator
from Arabic or Beja language into English. All inteews used for this study were
recorded using a digital voice recorder. Interviéaak either place in participants'
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homes, offices, or in the meeting room at Tagadasgial. The duration of the

interviews was not pre-determined. The followingrary data were collected:

1) In-depthinterviews with female and male key informants

2) Focus group discussions (both single sex and mixed)

3) Questionnaire assisted interviews with closed gehce ended questions
4) Mapping of the area

5) Observations

3.4.2 Secondary data

The following secondary data that were collectefiagfadom Hospital in the period
between October 2006 and May 2007 (Week 42/2006-48£2007) were analysed:

1) Number of people in the target population

2) Number of women with FGM/C amongst women in theveey unit

3) Data on ethnic and geographical origin of womers@néing to the delivery unit
4) Incidence of FGM/C in the target population

5) Specification of excisors (midwife, village midwif€EBA, other)

6) Survey of local community leaders and religiouglexa from October 2006

Other data that were included were national data fDemographic and Household
Survey (DHS) and Multiple Indicator Cluster Sur{®CS) for Sudan.

3.5 Data analysis

3.5.1 Qualitative data

The translated words of the recorded interviewsevimscribed. Transcription was
done at the so-called "intelligent verbatim" lewdlich aims at a word for word

transcription but leaves out any fillers that apé econsidered relevant to the context.

For the analysis of the interview transcripts, fitaenework approach was applied.
Framework Analysis was originally developed by Riécand Spencer (1994, pp.173-
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194) for applied policy research where the objediof the investigation are predefined,
and a specific outcome or recommendations are ¢egheldowever, as for other forms
of qualitative analysis, this form of analysis alsaves room for emergent concepts,

therefore is both deductive and inductive.

In this study, after familiarisation, a list of kdyemes and topics was drawn up from the
transcripts. These were based either on the aichslgjectives of the study, or on the
level of importance as expressed by the particgpantwere those topics that were
mentioned frequently. Based on these themes, axiimgl system was developed and
applied to each transcript, using Microsoft Compstgtware. For example, anything
that was related to the practice of FGM/C was cadeticopied into the according
folder. The coded data were then sorted into caiegyand, if applicable, into

subcategories.

Key themes were then arranged with reference ttatjoas from respondents. And
finally, these entries were then used to “definecepts, map the range and nature of
phenomena, create typologies and find associalbietvgeen themes with a view to

providing explanations for the findings” (Popea&f000).

The open-ended questions of the questionnaire arealysed in the same way. In
addition, the frequencies of statements relatincettain topics were counted. The
topics were then ranked accordingly. The ranking used as an indicator for

importance of the topic and for detection of gergfgecific differences.

3.5.2 Quantitative data

The quantitative questionnaire data were analysewjescriptive statistical methods
such as percentages. For the analysis of the apdgdeguestions, the framework

method analysis, as described above, was applied.
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3.6 Ethical considerations

Approval for the interviews and the administratadrthe questionnaires were obtained
from the Ministry of Health and from the HumanitariAid Committee (HAC) in Port
Sudan. HAC is the government-designated body tbtéae and support the UN and

NGOs’ work in Sudan. National Security was inforntédiny movements involved.

Informed consent was obtained from all participamtgs should ideally be in writing

but in this study, most of the participants weligeilate. Asking them to sign forms that
they would not be able to read could have caussdeds. It could have made an impact
on the initial flow of conversation, especially thg the focus group discussions.
Therefore, verbal consent was obtained from aligpants. They were informed that
they could refuse participation and withdraw frdme tnterviews at any time. They were
also told that any disclosed information would teated anonymously, and that their
names would not appear in any analysis. The sameipe was applied to the
interview-administered questionnaires. If relevaiglitional permission to record the
interviews was obtained. The participants werermfed that they could ask to stop the

recording at any time.

MSF - OCB (Operational Cell Brussels) granted pssion for using both qualitative

and quantitative data from the project in Port Sufda this thesis.

3.7 Limitations and constraints

The study had several limitations. It was not passio interview representatives of all
stakeholders involved. For example, schoolteachérsese opinion may have generated
valuable information, were not available for inews, as this study was conducted
during the school holidays. It was not possiblegtablish contact with any of those
midwives or TBAs who were known to perform FGM/CeMwere not as well

represented as women.
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The questionnaire should have been tested mormrigly before application. For
example, the inclusion of the option of "health'tie first question could have
contributed to a more reliable result of the questaire. However, the importance of
health as a reason for FGM/C had not been evidaimglthe design of the
guestionnaire. During analysis, it also became iegopadhat one question had been
differently interpreted by respondents. Informat@nnumbers and characteristics of
both female and male non-respondents were notatetlelt is estimated that about 25%
of those approached declined to be interviewed.cbmelusion is that the current
format should be considered as a pilot. The detbegigtatistics may indicate a
tendency, but the numerical distributions shouldhiberpreted with caution.

Errors during this study could also have been arigam inaccuracies in translation
from either Beja language or Arabic into Englislil aice versa.

Most of the researchers and assistants were feMale may have felt uncomfortable to

talk to a woman about such a sensitive issue arydhanee omitted valuable information.

4 Results
4.1 General characteristics of study participants

Focus groups

The following tables describe the characteristicthe participants of the focus groups
and the single interviews. The numbers in the Godtmn refer to the respective number
of the recording and transcript. These numbersalslb be used in the quotations to
trace them back to their original source. 10 fogumip interviews and 8 single
interviews were included for analysis. The age esrgre based on estimates, as it was
not always possible to obtain accurate informategarding participants' ages,
especially in the older age groups. The size ofigsovas sometimes subject to
fluctuations, especially in groups 1, 2, 3, an&@&netimes people had to leave, or others
joined in. Group discussions lasted between 158@nminutes (Annex 3 for details).

The transcriptions of the recorded interviews aged on the translations of the

research assistant during the interviews.
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Table 1: Focus group characteristics

No | Sex Ethnic origin + description of Age Location of Size
group if applicable interview
1 Female| Beja 20-60 Tagadom G 15 women
2 Female| Beja 17-50 Onguab North 20 women
3 Female| Beja 18-70 Onguab South 20 women
4 Female| Beja, Home Visitors 20-35 Tagadom Hospital 17 women
5 Female| Beja, Home Visitors 20-35 Tagadom Hobkpita 17 women
6 Mixed | Beja, Home Visitors 20-35 Tagadom Hospital 17 women and 2 men
7 Mixed | Beja, Home Visitors 20-35 Tagadom Hospita] 17 women and 2 men
8 Male Beja 20-60 Tagadom Hospital 25-50 men (flatihg)
14 | Mixed | Beja, local NGO (Abu Hadia 35-45 Port Sudan town 2 men, 1 woman
Society)
17 | Female Mixed ethnicity, local NGO 20-35 Port Sudan town 4 women
(LEAP)

Table 2: Characteristics of participants - singlemterviews

No | Sex Position and ethnic origin Age Location of interview

9 Female| Community Liaison Manager, Beja 35 Tagathospital

10 | Female| Community Liaison Manager, Beja 35 Tagatiospital

11 | Female| Housewife, Beja 28 Home in shanty area

12 | Female| Housewife, Beja 22 Home in shanty area

13 | Male Community Leader, Beja Estimated ~ 65 Tagatiospital

13a| Male Hospital Logistician, Beja Estimated ~35 agadom Hospital

15 | Female| Director of Midwifery School, Beja Estbed~45 | Midwifery School

16 | Male Director of Social Welfare and Deputy Estimated ~55 | Department of Social
Chairman of Regional FGM network, Beja Welfare

Questionnaire

Number of respondents:

In total, 180 women were interviewed, 11 in eadh axea. Additional 15 women were

interviewed in the waiting areas of Tagadom Hosphaotal number of 100 men were
interviewed in Deim Arab (31), Tagadom (41), ancy@ab (29).
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Interviewers:
Women were interviewed by 15 female Home visitord 2 Health Educators

Men were interviewed by one male Home visitor and bledical Assistant

Table 3: Age distribution of questionnaire respondats

Women Men
Mean age 35 46
Range 17-75 23-77
Median age 35 45

4.2 The practice of FGM

4.2.1 Procedure

The operation

The actual procedure of FGM/C is commonly perforrasdiescribed in the following
quotation:

...they use this shaver[razor blade]....they use @utcher body, and they tie her from
here, so as to come the body together from thessyrst they tie her legs together,
and they put sugar, and they cut egg....so as thgthatbme together. After seven
days, they clean the area, and halas. And theglever in this, they use salty water to
clean the area.....It will be pharaonic type, thedtlype. It is closed, just small place to
urinate....No suture, just they cut the place, theytlee place with shaver...And they
put a matchstick so as not to close totally. Smpdining... (F9)

Complications
Reports of complications associated with FGM/C watemty. Immediate problems
were infections and bleeding, sometimes even |gaimeath. During the study period,

a nine months old female infant presented to Tagadospital with massive vulvar

! The letters "F" or "M" in brackets after the quatas refer to the sex of the informant (F=female,
M=male). The subsequent number refers to the acgpidterview/transcription. The letter "Q" refdrs

the questionnaire, and the number that followshéorespective question.
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oedema and urinary retention following circumcisibree days earlier. Long-term
problems that people related to FGM/C were problanssng from scars, problems with
urination, cysts, period problems, infertility, ageineral pains. Women also talked about

pain and loss of pleasure during sexual intercourse

I met one woman last week, and she circumcisedjiier.her age is one year, and she
said that they referred her to the hospital becattse they circumcised her she had

some infection. (F1)

| have good experience about the danger of thigtipea When they did it to my
daughter, she started bleeding, and she died be®ould transfer her to the hospital.
From that time until to-day, | feel like a killedyndaughter, and | did not do it for my
remaining daughters. | advice all the people tp $is harmful practice. (M13)

Forgive me about what | did for my daughters, | asw the people not to do this

because until now | am suffering, until now | hgazen in my body...(Older woman F1)

Yes, in the relationship with your husband alss thill make some problems...
(Older woman, F2)

W1k...and same pain, | think, again when in marriagee.sfime pain

W?2: another problem...

W21: This pain!

Wa3: They say this pain come for us like a mountain!

W21: Pain, pain, pain, woman pain!

Wa3: circumcise, marry....

W21: | was married one day, and | now got divorcedose my husband wanted me to be
re-sutured, to be re-circumcised again.

He said, go...And | take my child and go to my pase(it7)

Celebration and presents

Lyt "W2", and "W3" stand for three different wem
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The day of the circumcision is usually celebraf&uk girl's hands and feet are painted
with henna, and she will receive presents or molmethe past, big parties were
common, many people were invited, and FGM/C wafopaed publicly. Now, the

operations are increasingly done in secrecy, on eweler pretense.

...they did a party for her and they put the henrathry did big ceremony for this, and
they said, we want to circumcise our girl, theyiied all the neighbours and all the
family and they all came, and they did a partysied to be like a wedding day before...
However, to-day, this has disappeared, and if thean wants to circumcise their girl,
they just circumcise, not like the last times. Withcelebration, without any

announcement, without anything, they circumcisenthe(F1)

Even | remember when they decide to do it for lnsy tsaid: “You will get a lot of

money and we will give you, and you can buy sonmgthi(F17)

Audience
You asked if everybody is watching while it is d@réo, no....the midwife, and the
mother, grandmother or grandfather. In the past Were making it in front of their

people. A lot of people. But now they are doinmitlosed place. (F17)

Pretence

W1: Some families they do like that, pretend.

W2: They tell everybody that they make for thid the circumcision, but they not make
it. They just put the Henna and celebratél).

Defibulation and Re-infibulation

During childbirth, women have to be cut open orfillldated” to allow the passage of
the fetal head. Re-infibulation after deliveriesisommon practice, and the aim is to
recreate the state of virginity. This is often céenpented by a complete new outfit
including hair, make-up, and clothes so that wocenrepresent themselves as a "new
woman" to their husbands. Some women will undeegular re-circumcision

irrespective of childbirth.
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4.2.2 Age

FGMI/C is usually performed on girls between the aigé days and 5 years. Some say
that younger children would feel less and show tesstance, and it would be easier to
handle them. Many of those circumcised at an dderremembered the day and could
recall details such as the colour of their clothed the presents. One woman described
how she tried to run away, but the whole village aéter her to catch her. Male

circumcision is performed between 7 days and 7syear
...we found different age in our area. From seversdgoyto four/five years. (F9)

R": Are the boys getting circumcised? F: As babigsnfseven days. Yes, until seven
years old. But for the girls it is better for théondo before five years. They say that if
she is five years or something like that she willlerstand what it is and she will cry a
lot and she will feel...it is better to do it for h&hen she’s child. (12)

4.2.3 Estimates of prevalence

Table 4: FGM/C in the delivery ward between Octobei2006 and April 2007

2006 (week 40-52) 2007 (week 1-17) Week 40/2006 -
week 17/2007
Total no of deliveries 145 356 501
FGM/C total numbers 88 (61%) 160 (45%) 248 (49.5%)
(percentage of total no of deliveries)
Non-FGM/C total numbers 57(39%) 196(55%) 253(50.5%)
(percentage of total no of deliveries)
FGMIC I+ total 16 (18%) 23 (14%) 39 (16%)
numbers(percentage of total no o
FGM/CIC)
FGM/C Il (percentage of total no of 72 (82%) 137 (86%) 209 (84%)
FGMI/C)

1 uR" refers to the interviewer.
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Data collected on the delivery ward at Tagadom lHalkpetween the period of week 40
in 2006 and week 17 in 2007, showed that 49.5%0&fsomen showed signs of FGM.
Of those, 84% were infibulated (type 1ll), the athehowed either type | or Il FGM.

Data documenting ethnicity showed that Beja wonegmesented about 30% of all
women attending for deliveries during this perid8% of women were Beja from the
study area. 70 % of women were from other grouph a8 the Haussa, Fellata, or IDPs
from the West and the South. As ethnicity was imdeld to individual women and
FGMI/C status, it is not possible to draw any cosidaos with regard to prevalence

amongst a particular ethnic group.

However, based on observation by staff in the @ejiwnit, it seems that the majority of
Beja women are infibulated. Beja community memiberge estimated that prevalence
of FGM/C may be as high as 90-100%.

4.2.4 Incidence

The Home Visitors started to collect data on nesesaf FGM/C in Tagadom, Onguab
and Deim Arab in week 42 in 2006. Type | and Il evgrouped together as it is often
not possible to distinguish clearly between theseforms. Number of newborns during

this time was 339. Age at time of circumcision wa$ documented.

Table 5: Incidence FGM/C (15/10/06-5/5/07)

2006 (week 42-52) 2007 (week 1-18)
New circumcisions 5 39
FGM Type llI 2 27 (69%)
FGM Type | and I 3 12 (31%)
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Figure 3: Incidence FGM/C (15/10/06-5/5/07)
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New cases of FGM/C increased towards the beginofi2§07 with peaks in February
and April.

...and really, last 3 months, there are a lot of sagd-GM. And it was Pharaonic type,
6 of the & class of FGM. And it was done by, really it idlagal midwife, traditional
midwife, it is not legal midwife. And this is ounformation. (F9 on 22.3.2007)

Figure 4: Type of FGM/C in new cases (15.10.06- 507)
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4.2.5 Decision structures

During the interviews, women said that mostly motéhend grandmothers take the
decision regarding circumcision of their girls. Hower, once the decision is made, they
will inform the husband who either accepts or refutheir decision. Sometimes,
discussion may take place, and whoever has goaohenmfs, will be able to convince
the others. They said that sometimes their men here knowledge or ideas, and can

therefore convince them not to circumcise.

...it Is a woman'’s decision but before to takedbeision, they have to discuss with their
husbands...and if the husband comes and sees thaaughter is already circumcised
he will not refuse, but if you discuss with him abthis, maybe he will refuse and give

her some reasons of not to circumcise the girl) (F1

...yes, and it is true, sometimes the men know mboaithis issue.... because it is the
decision of the grandmother and mother sometimesnin cannot say anything about
this... but for four of my daughters they refuseiitimusbands refused to do the

circumcision for their girls (Older F1).

In the end, the strongest person will decide:
Yes, the grandmother, and even if the father angtrsometimes the grandmother is

stronger than he is, and for that, she decideshadakes the decision. (F2)

You see, here in our community, the women are geothan the man in the house, and
if they want to take a decision without telling hithey can easily do so. When we held
a big meeting with the men, they said: "FGM is oot business. The women come to
us, especially the grandmothers, and say: We weatitdumcise this girl, just give us

money for this midwife. And we pay, without any eet"(F2)
Women also said that usually they do not discudsl/&3n general or any other

"women's issues" with their men at home, and adytaiot in public.
Even in home, sometimes we feel shame to discubshivh about women issue. (F1)
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Because it is really shameful to discuss abouti$isise, and it is really not good for our

girls to discuss about this. (F10)

No, for the men no, until now they do not discumg, for the women, yes they discuss

with each other, they discuss. (F2)

In their questionnaire responses, men rated thggortance in the decision-making

process higher than the women did. However, ilsig possible that they referred to

their role as sole decision makers with regardaygsbcircumcisions.

Table 6: The decision makers (questionnaire resulys

Mother | Grandmother | Father | Grandfather Aunt Other
Women 46% 59% 15% 1% 1% <1%
Men 59% 34% 34% 9% 11% 0%

Graph 3: The decision makers (questionnaire resul}s
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4.2.6 Performers

The main performers of FGM/C are midwives and tradal birth attendants (TBAS). In

Sudan, different levels of midwives exist, accogdio education and training.

Community or so-called village midwives, are thed® have received the most basic
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medical training, which usually lasts 1Y% years.iBgitheir graduation, they swear and
sign on their certificates not to perform FGM/C.

The midwives even swear about this. They sweadadbd FGM...(F17)

TBAs_ are illegal in the country. They have receivediirgg in the past, and many are
still active in the community but they are not rgaised by the Ministry of Health. For
both midwives and TBAs, FGM/C is an invaluable seunf income.

During the interviews, women frequently mentionee particular village midwife who

was known to practice FGM/C.

Home Visitors' data collected between week 42 628nd week 18 in 2007,

documented the following performers for new cagdsGiM:

Table 7: Performers of FGM/C as documented by the bime Visitors

Village Midwives TBAs and others

64% 36%

In the questionnaire, more women referred to thage midwives as the main
performers, whilst most men named the TBAs. In @midli men also referred to "other”
more frequently.

Table 8: Performers of FGM/C (questionnaire result$

Village Midwives TBAs Other
Women 54% 43% 5%
Men 35% 68% 20%

Clarification regarding "others" during interviewsggested either family members, or
health professionals as performers. It was alspgs®ed, that men could have
misunderstood the question and referred to mateiicision, which is mostly

performed by health professionals.
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.... some women they do it for their daughters, @f/gau ask them not to do this, the
women are now trained to do it like TBAs...(F6)

...because now | can understand, the men can taldetigion for their boys, and they

can go to medical assistants and doctors sometin{€§,.Research assistant)

4.3 Reasons and beliefs for the practice of FGM/C

4.3.1 Overview

Exploration of the second objective was carriedtbrdugh analysis of all interviews,
and questions one and three of the questionnairestipn one of the questionnaire
asked for the reasons of FGM/C in the communitysd@adents could choose several of
the five following options: Tradition, Religion, Idband's preference, Hygiene, Other.

The third question was open-ended and asked f@i@edhoughts regarding women's
benefits of FGM/C. Most respondents made shoréstants. The content of the
statements as well as the frequency count of pdatithemes were included in the
analysis. These frequencies served as a basigfoisa comparison between women
and men's responses.

Most of the results of this part can be describedien the following major categories:

e Cultural heritage

* Health and hygiene

* Psycho-sexual reasons
* Religious reasons

e Other

4.3.2 Cultural heritage

Tradition and custom
In this category, "Tradition and Custom" were oftesed either together, or

synonymously. "Habit" was another expression coniynosed.
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It is our habit and it is tradition, yes our tragiit as the Beja....(F11)

This is from the community, myth, idea, from thercounity (F12)
...this is habit from our grand grand grandmothens, that means we inherit from our

grandmothers, and we have strong belief abougd) (

...for many many centuries people did this practidey now these people come and ask
us to let this habit? Now it has become like habipeople believe it and it has become
like their daily needs and their life needs, itlificult to leave this habit, or to leave this
practice....(F10)

....there is no clear reason for that but we cantdaynherited habit, from the ancestors
and old people in our community. They find theirtheys and fathers do it and they did
for their daughters. (F15)

Questionnaire responses showed that more men tharemwopted for "tradition™:

Table 9: The reasons for FGM/C (questionnaire resis)

Tradition | Religion Husband's | Hygiene | Other
preference
Women 66% 7.2% 13.3% 26.1% 3.8%
Men 85% 14% 4% 12% 0%

In their responses to the open-ended question Z&6men and 33% of men referred
to habit, tradition, and/or customs. Expressioks the following were common:

Just a habit (FQ3)

It is from our traditions and customs (FQ3)

It is ancient habit (MQ3)

Very ancient habit from Egypt by pharaoh (MQ3)

It is customs and traditions inherited by pharambur grandfathers and mothers (MQ3)
Because all do it (FQ3)

A few women thought that FGM/C was practiced evérgwe and were surprised to hear

that women were not circumcised in other parthefworld.
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Stigma and shame

Non-compliance with tradition and custom may resulitigmatisation and shame.

It may be difficult to stand up alone against theganty:

...this is myth, idea from the community; if some bes together decided not to do it, it
can be easy for them; but if one says that | vatldo it, although all the community
does it and wants to do it, this is difficult. (F12

Children will be stigmatised at school if they a@ circumcised.

...when she went to the school her friends asked‘Bé&t:they do for you this
circumcision?” And when she said to them: “No, tleyn’t”, they said “Uuuuuh, why
they did not do for you, it is shameful, and ih@ good, ...” (F9)

If my daughter goes to school and she is not cigiseal, her friends will ask her: “They
did for you?” And if she said then: “No”, they wibbok at her. (F1)

In response to the questionnaire results, aboubdf/¥ten and 2 % of women mentioned
stigmatisation or shame:

Because it is shameful not to do (FQ3)

Considered a scandal if not done (FQ3)

Beja stigmatise uncircumcised girls (MQ3)

...and if they didn’t do it, then people feel shaifRer that it is...it will take a long time
to fight it... (M8)

4.3.3 Health and Hygiene

Health

Both women and men consider FGM/C as an importatof for health. Health issues
were frequently raised during the interviews. Heakhd not been included as an option
in the closed question of the questionnaire. Howestatements in response to the open

question revealed that about 26% of women and 208tea considered FGM/C as
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beneficial for women's health. FGM/C is assumekistep healthy and prevent from

various forms of ilinesses. This was often expréssen unspecific way.

It is healthy practice (FQ3)

To keep the woman healthy from infection (FQ3)

It strengthens woman's health (MQ3)

It is good for health (MQ3)

Because uncircumcised female usually can be irdegith incurable diseases (MQ3)

Keeps safe from dangerous illnesses (MQ3)

Or it was related to certain circumstances:

To keep the woman healthy especially when theypergnant (FQ3)
To keep women healthy, especially after the dejiyEQ3)

Helps for giving birth (MQ3)

Some women also thought that during childbirth,liaby might just fall out if they are
not infibulated. During one interview, one womaldtthe others of how she once
witnessed an uncircumcised Nigerian woman givimthbApparently, this woman just
went to the toilet and delivered by herself. Thagwas met with a mixture of disbelief
and surprise, and women could not imagine how livetewithout assistance. They also
thought that "being open™ and not infibulated cdelad to uterine prolapse. It would

also make them more prone to infection.

Some men were quite explicit in their descriptidtogal effects on the genital tract:
Clitoris is ill useless part (MQ3)

The clitoris is bad part in women's organs (MQ3)

It [the clitoris] will be infected with some worniMQ3)

To prevent female from vaginal disease (MQ3)

Cleaning for women organs (MQ3)

Because the clitoris causes incurable diseases JMQ3
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It is healthy for us to remove this sensitive areaause otherwise some blood will go in
all the body ....And this place [the clitoris] is nageful. If they did not circumcise me, |

would not be like this now. | am healthy now...(F3)

Some people believed in systemic effects:
It is useful, for the safety of the liver (MQ3)

FGMI/C is considered especially beneficial for cteldwhen they are generally ill or not
thriving:
...and they have belief like this, they say thahéyt don’t circumcise their girl, she will

be sick for long time and she will not be well...(F3)

...this is where the infection came from, if they dat remove this place [the clitoris],
when we removed this place now she started to gkt and we have a lot of examples

in our area...(F3)

If they don’t circumcise her she will be sick folomg time or this will lead for anaemia

or something like this, and for that they circunadiseir girls (F1)

...if our girl does not grow up well, if she is sifik long time, and then we go to
doctors, and they give us some treatment anchibtisvorking well, and then we go to
traditional healer, and then we circumcise her, lzaxhuse we think and believe about
this, she will grow well and she will be well, & healthy for our women, for our
girls...(F3)

Apparently, FGM/C is often considered as a treatrfmreye and skin diseases in
children (F14). A particular assumed benefit bathdved by women and men is the

protection against some animals and their venoms:

.... and especially protect from scorpion bites (MQ3)

If any insect bite the woman, FGM will protect Hierm the poison (MQ3)
Prevents from insects (MQ3)

When insect bite uncircumcised girls immediatelg slhill pass away (MQ3)
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...for a boy also, if they don’t circumcise him, 6something bite him, a scorpion or a
snake, he will die, if he is not circumcised, th @and the boy, they say this will protect
them..(F3)

Specifically regarding re-infibulation women sadt they were afraid of infections.
...they think that if they open after they have belsed for many, many years, it will

lead for infection or it will lead for many diseas@nd this is their reason. (F9)

Hygiene

During the group and single interviews, hygiene elednliness were not mentioned.
However, amongst the questionnaire options, itetasen by 26.1% Of women and
12% of men as depicted in Table 9. In the open-éistEgements, only about 2% of
women mentioned hygiene as a benefit of FGM/C. 4%en referred to "purification”.
For cleaning (FQ3)

Useful for the hygiene (FQ3)

4.3.4 Psycho-sexual reasons

Husband's preference
During the interviews, women frequently stated thaty think that men prefer them
circumcised:

...men, they do not prefer uncircumcised. After dalyy women are re-sutured. (F17)

Because the men want the girls to make FGM. Theyill That's why you cannot
destroy it. They prefer woman with FGM, they prafes woman. They don't like
woman not circumcised. (F17)

The men ....they don't like the women who are opetijF

In the questionnaire, more women (13.3%) than Mé#) chose the option "Husband's
preference" as reason for FGM/C. In responsesetopen-ended question, 12 % of
women made statements referring to men's prefesana@esexual context. Only one

man made a comment regarding his sexual preference.
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To keep the husband (FQ3)

For the desire of the men (FQ3)

Husband enjoys the sexual life like this, mores$iatl (FQ3)
According to the husband's desire (FQ3)

It helps the women to keep their husbands (FQ3)

It will create good relationship with the husbaf@Q)

The men prefer it (FQ3)

Men prefer circumcised females (MQ3)

The most common expression in this context was:

According to the willingness of the husband (FQ3)

Control of women's sexuality
During the interviews, men did not talk about sdityaHowever, in response to the
questionnaire, 18% of men's statements relatectnam's sexuality as compared to

about 4% of women's responses.

FGM/C is believed to reduce the libido:
Reduces sex appetite (MQ3)

Reduces the desire for sex (MQ3)
Makes sex appetite weak (MQ3)

Long riding distance by camels increase the désipractise sex (MQ3)

.Really, they said if the girl had high educatiodahe very happy girl ... it is better for

her to circumcise her, because if she’s grown awdraan she will be ... (laughs) (F12)

Other statements referred to sex before or outsmleiage:
Reduces sex appetite and threat to her marriage8jMQ
Saves from hidden sex (MQ3)

Stops girl from illegal sex exercises (MQ3)

To keep the ladies not to do shameful things (FQ3)
Protection against girls doing something bad (FQ3)
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Some women, on the other hand, thought that FGNtQat give a guarantee for
faithfulness:

...she can do as she wants and then can infibulaia.ag(F3)

Virginity
Women rarely talked about their own sexuality bentioned "virginity" more often.
About 22% of women considered virginity a benefiEGM/C, as compared to about

5% of men.

Because it keeps a girl's virginity (MQ3)
To maintain virginity (FQ3)
Keep virginity and as matter of pride (FQ3)

...they believe that if they circumcise their girl skid maintain virginity and that’s

why they circumcise her, to keep her safe... (F1)

Marriageability

1% of women's and 3% of men's responses referredpimved marriage aspects.
It is shameful not to circumcise, and we will nioidf husband for her (FQ3)

For the future of the girls (FQ3)

Increases the chances of marriage (MQ3)

Regarding reinfibulation

Women were convinced that men would not agree fibulations.

And because they removed all the sensitive pati@body, it has no meaning for
opening now. And the other things is that our médhnet agree with this. They will not

agree to see us open like this after many manysyéds not good for us.

Some men, on the other hand, said that the safé¢iyeio wives and newborns was more
important.

If they do it for them now, after they cut all thensitive parts, it will be like
transportation way. It is open but nothing insideBut if it is good for her after

delivery, no problem with us. It means nothingdsr (M8)
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...it was not very important for them to reinfibulatenot to reinfibulate just if they find
their women in safe situation or their babies iie sgtuations it not a problem for them

to reinfibulate or not. (F10, recalling a conveisatvith men)

4.3.5 Religion

During the interviews, religion was mostly mentidri®iefly when participants listed

the reasons for FGM/C. One woman referred to tiroversy that exists regarding the
interpretation of the Prophet Mohammed's referéadeGM/C:

...it [infibulation] is not as | read in the Korandics and in religious books. Also, it is
not, what our prophet said. People say it is aéogrtb faith but it is not. Really, our
Prophet did not do this practice for his daughterand he did not ask his friends to do
it. Just when this woman came and asked him: "Waatl do?" He said to her: “Just
cut, not to cut all, just to take the head of tli@igs”. (F4)

In the questionnaire, men named religion as rebmoRGM/C second frequently, while
for women it ranked on place four (14% vs. 7.2%)rdsponse to the open-ended
question, about 12% of men made a statement ablagibn, and 2% of women. The
statements were usually short:

It is from our Sunna (FQ3)

It is Sunna, approved by Prophet Mohammed (MQ3)

4.3.6 Other

Aesthetic reasons

In response to the open question of the questiomnzdo of women considered FGM
beneficial for their beauty. Men did not mentiosthetic reasons.

For the beauty of the girl (FQ3)

Protection

The following statements refer to beliefs thatla@sed on the existence of spirits and the
evil eye.

To protect our girls from the devil (FQ3)
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To keep away the danger of other human beingstendevil (FQ3)

There is the belief that uncircumcised female balinfected by fatal diseases and evil.
(M7)

Economical reasons
Not only does the practice of FGM/C provide an medor the performers but

sometimes for the families:

Even for the family, some sort of incomeot only for the midwife...If some family
needs money, they circumcise their children tongatey from relatives and friends, fill
their house...The poorest families, they do not teassit is income for them...Why,
why this is very strong among the poorest familidg¥®n you make for the girl the

circumcision, the other people bring for the gi(is17)

4.4 Attitude

4.4.1 Attitude towards FGM/C

Attitude was explored through community membeatneess and willingness to
discuss the topic of FGM/C, through their commehisng the interviews, and through
question 4 to 6 of the questionnaire. Participardse asked about their opinion
regarding the continuation of FGM/C, and to givasans for their preferred option. In
addition, they were asked whether they would circigmtheir daughters in the future.
Other data looked at was a survey of local commyuamit religious leaders from
October 2006.

Readiness to discuss FGM/C

Observations during the interviews, including thierview-administered questionnaire
showed that many men felt extremely uncomfortapeaking about FGM/C. During the
focus group session with men, about a third ofredh suddenly left the room after
realizing the topic of conversation. However, mahyhose had come uninvited

expecting a discussion regarding the future ohibepital. They did not want to talk
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about FGM/C because "it is a women's issue"anddoarmot consider it "their
business". During the questionnaire- administenéelviews, some men apparently
reacted rather aggressively, and about an estingat@der of both women and men did

not want to talk and give their opinion about FGM/C

Because it is really shameful to discuss abouti$isise, and it is really not good for our
girls to discuss about this. (F10)

On the other hand, the impression during the imgers with women was that most of
them welcomed and liked the discussions about FGR¥@ecially in groups. It seems

that this was a recent development.

She said it is very nice issue, now we can speak,you come and make this, we can
take our freedom to speak, because before the wéeséshame to speak about this.
(F1)

This is your time, my daughter...we did not speakualtois issue, we did not discuss
together, never spoke about this issue beforendutthe women they can speak
together and they can discuss together this isswkeshe said: “this is a new time for the

women”.. (older F12)

Women confirmed that they usually do not discus8/FGor any other "women's

issues" with the men:

No, for the men no, until now they do not discumg, for the women, yes they discuss

with each other, they discuss. (F2)

Even in home, sometimes we feel shame to discusshivn about women issue. (F1)

Opinions regarding the future of FGM/C

Question 4 asked if people thought that FGM/C sthbel continued. Results are

described in the following table.
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Table 10: Continuation of FGM/C (questionnaire resits)

Yes No
Women 52% 48%
Men 46% 54%

Open-ended question 5 asked participants to gasores for their answer in question 4.
The reasons given to support continuation werelairo the answers given previously
in response to question three. Regarding the regsast men, both lists of themes
showed a similar distribution. The only exceptioreye that fewer men stated control of
women's sexuality (4% vs.18%), and some (~4%) addhtheir preference of
circumcised women:

Because women without clitoris are more loved (MQ5)

Men like circumcised girls (MQ5)

Analysis of women's statements suggested that@ 8ight have understood the
question as follows: "Do you think that FGM/C wétbntinue?" Therefore, some did not
give their personal opinion but rather prognostatesnents. In addition to these
prognostic statements, they named the same thaseseviously. The most frequently
stated reason was "tradition” (61%), all other oeaswvere mentioned less than 5%.
However, because of the inconsistency of their answue to different understanding of
the question, the numerical distribution of themas not compared to their responses
to question 3.

Attitude towards reinfibulation and non-reinfibulabn
It seemed more difficult to approach the subjeategaifibulation than FGM/C in
general, or in children. The impression from thenmews was that many women did

not agree with the new policy of non-reinfibulatiafter deliveries at Tagadom Hospital.

We are very happy that some of our problems asedatearby but we do not 100%
agree about this non-reinfibulation, but what shedldo with this? What agree? And
because it is not from our culture, and it is a tiewg for us, we have to think about
this first...(F3)
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Change of attitude
During the interviews it was frequently mentionexhtthe attitude and practice had

already started to change.

In my family my daughter they refused to do faeithgirls... (F1)

The women who delivered last year, like this one s one, they agreed not to be re-

infibulated, they agreed, and now they are opeh) (F

My daughter is suffering from this practice andttoat | will not agree to do it for their
daughters. (F1)

If we did have girls we did not circumcise them dgse now we know how they will
suffer. (F1)

For the old ones, already they did it, but for ¢ime who will deliver or the new ones, we
will not do it. We think that we will not do it. Y& everything has changed, why not this

one. We have to change it. (older F12)

Some women also reported how they had or wouldgdhémless invasive forms of

circumcision, such as "sunna".

A change of attitude was also reflected in the gqoesaire statements of those who
voted for discontinuation of FGM/C. Approximate pemtages of the frequency of
statements are noted for women and men, to giveghrimpression of the order of
importance. Again, about 30% of women made progmssitements or gave an
evaluation of the current situation instead ofrtipeirsonal opinion. Men on the other
hand, mostly expressed their own opinion. Therefihie percentages below should not
be used for a comparison between women and mesveas

Some respondents made general statements (MenV¥6fhen 19%) referring to

FGMI/C as "bad acitivity" and "dangerous”, or thegught that it was useless or
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harmful and had no value and benefit. A couple ehmsed some more drastic
expressions:
Because it is sadism (MQ5)

It is genital mutilation (MQ5)

Most commonly cited reasons for discontinuationen@ealth consequences (Men 60%,
Women 20%):

Causes illness (MQ5)

Dangerous complications when giving birth and afi¢Q5)

Not good for health or delivery, also psycholodicalad impact for child (MQ5)
Physical complications (MQ5)

Because painful for the girls and boys when thegtwa exercise sex (MQ5)
Circumcision makes infection and oedema (MQ5)

Can end life of innocent persons (MQ5)

Girls will die if not stopped (FQ5)

Both women and men referred to the impact on wosreexXuality:
Not good for health, and women loose pleasurexf{g&€)5)
Because cutting the clitoris make female inserssitor sex (MQ5)

Without FGM/C there is extra part on women's sesyatem (FQ5)

Tradition was also cited as reason by about 10%otf women and men; however more
in terms of habit that was not worth of continuatio
Just old habit (MQ5, FQ5)

Religion was mentioned by 5% of both women and men:
Because not mentioned in the Islamic religion (MQ5)

Not from our religion (MQ5)
This is about the creation of the people, and Aliah who created the woman like this,

and why should people change. Also, did God wanertaove all the sensitive tissue
around this? (F5)
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4% of men stated the assumed foreign origin of FGiE reason for discontinuation:
Inherited by Pharaohs (MQ5)

The remaining few statements focused on the lad tla® economical gain of the
midwives
Because it is forbidden (FQ5)

Because only midwife benefits from this by takingmay (MQ5)

One man stated his preference of uncircumcises. girl

Uncircumcised girls are sweet (MQ5)

Those women, who made statements that were progneasid that FGM/C would not
continue because awareness raising had alreadgdst&GM/Cwill not continue
because...

Awareness raising has started (FQ5)

Because the message of fighting FGM/C has spreagjthmedia and magazines (FQ5)
Because it has spread over Sudan (FQ5)

People have started to think (FQ5)

People have started to fight it (FQ5)

Some of us do not care about this practice (FQ5)

A lot of efforts were done (FQ5)

Because people understand that it is harmful pra¢EQ5)

Women are encouraged by others who have stoppes) (FQ

Future behaviour

Question 6 asked if the participants would havé theughters circumcised in the
future The results were similar as in the question 4:

Table 11: FGM/C of daughter in the future

Yes No
Women 52% 48%
Men 45% 55%
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Attitudes of local leaders

Community Leaders:

A survey previously done by MSF included ten comityuleaders. Of those, four were
from Onguab and three from Tagadom. Three commisdtyers were not from a
specific area but respected as leaders by the comyhecause of their age or
education. Eight of these men were entirely agdt@¥/C. Two of them were against
Type Il circumcision but supported "Sunna" (FGMIgpe I). Total number of

community leaders is not available.

Local religious leaders:
Survey of ten local Imans of Deim Arab (3), Tagaddmand Onguab (4) showed that
they were all against Pharaonic circumcision bppsuted the practice of "Sunna”.

Total number of Imans is not known.

Four of five female Koran teachers stated that theyld not support FGM/C. One
teacher supported the practice of "Sunna". Totalber of female Koran teachers is not

known.

4.4.2 Attitude towards a programme on FGM/C

The impression was that the majority of people weirfavour of a programme. This
was reflected in the statements to question niilgng for ideas for a programme. The
answers were mostly very constructive and enthtisiasd will be presented in
paragraph 4.4.3. Some also advised to focus on EGMgeneral, and not only on
pregnant women and the issue of non-reinfibulatitber deliveries.

...but if you focus on the ones who deliver or if yfogus just on ANC...this is not
useful for our future girls...and even if the womea aot infibulated after deliveries,
they will go and forget about their girls...(F9)

All ten community leaders who had taken part inghevey discussed previously, said

that they would be willing to participate in a pragime, and to advise people on

FGMI/C. During interviews, community leaders confaartheir support as well.
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In regard to FGM issue, although this it is an lwddbit, we are ready to cooperate with
you, and inshallah, we will try to use lectureg] #iirough lectures it can be reduced.

We are ready to cooperate with you. (M8)

An old and much respected community leader said:
FGM is the most important issue for our commuratyd | think the Home Visitors now
speak about this issue in our community, and wet ¥em to continue like this. (M13)

Local religious leaders all said that they wouldobepared to advise people not to
perform FGM/C type lll, and they would participatea programme. They were also
asked to estimate the average size of their auelieddey estimated that between 150
and 300 people would attend daily, and betweenaB@0500 people during Friday
prayers. The female Koran teachers who took pahearsurvey said that they would be

willing advise the attendees at their school agd@&W/C.

Representatives of local NGOs confirmed their ataoege and support of a program.
We will be proud if you join our network! The pragn will take some of our
workload...(M16)

| think we will not debate about the collaboratenmd coordination, and we will support

you, this is our goal, to support anybody who wagainst FGM...(M14)

4.4.3 Ideas regarding an FGM program

The ideas regarding a programme as suggested hycBejmunity members derived
from both the interviews and the questionnaireoAmon answer and term used by the
translators or people who spoke English was "avem®naising”. The themes mentioned

in response to question nine of the questionnainebe grouped together as follows:
* Awareness raising with regard to health/medicalesywomen 23%, men 23%)

* Awareness raising with regard to religious isswesnien 20%, men 13%)

* Interventions through law and lobby (women 9% arehrh5%) and other
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The remaining responses focused on the method®als] the target groups, and the
trainers. A few suggestions did not fit into anytleése categories, and some people
thought it important to focus on other needs ad.\2&P6 of men and 13% of women

made negative remarks regarding a programme.

Some respondents made comment regarding the tiweult take to change the
community's attitude towards FGM/C:

If you want to do something, it will come slowlyowly. Step-by-step it will stop. (F15)

Awareness raising with regard to health

Show the people the dangers of FGM (FQ9)

Show the community how the woman is suffering dyidelivery (FQ9)
Teach families that FGM affect women health by atsss (FQ9)
Health education with video show and pictures alb@giv1 (FQ9)

We have to do awareness raising for the peopledw shat this FGM/C is a very

harmful practice, is a very painful practice andiit lead to a lot of problems (F5)

One man recommended, "To keep the newborns saf@9jM

Awareness raising with regard to religion

The suggestions with regard to religion were noywpecific except for the choice of
speaker (see under "trainers).

To explore for the local community that it is necommended in religion (FQ9)
Religious lectures (MQ9)

Interventions through law and lobby

Many advocated a focus on the midwives but motenms of activation and
enforcement of the law.

Sentencing the midwives (MQ9)

Very committed governmental law (MQ9)

Stand strongly against the midwives (MQ9)

Punish midwives (MQ9)
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To warn midwives, they have to swear not to do FGNMQ9)
Ask the midwives not to do it and activate the Eyainst them (FQ9)
Fight the one who does it (FQ9)

However, some showed more understanding towardsitheives. If they stopped
performing, they would loose out on income.

The lecture is not enough to stop thi$.you ask them not to do circumcision, what is
another choice for them? | think it should be pgataland some of them they believe it
is not good, but they need their business, ladatdry ...(F17)

Other proposed approaches included public mes$agiee government and NGOs:

| think if the Sudanese government asked themandbtFGM for their girls, and all the
NGOs that work on this would join, and any oth@velr people, and if there was a law
about this bad habit - then they wouldn’t do ittieeir children... (M8)

Another idea was to include a message against FGiMil@ birth certificate:
...we have to do more work for the policy changantet the minister of Health, to put

message in each certificate, to do message adreidt..(M14)

Methods and tools

Many of the suggestions of both women and menneddo sessions, workshops, or
lectures.

Women said that they would meet in their homesjahen's meeting places, and
schools. Men suggested "awareness raising at satiob| mosques" (MQ9).

There is a traditional gathering...a women'’s gattgefor drinking coffee together, this
could be good to change their attitude towardMFtBey organise themselves, they
meet weekly, every week they meet at one of thigindls’ house. (F17)

People suggested use of "visual and audio massam@dD9). Women said that they
like to listen to the radio, and some have acae33/trun by car batteries or generators
(F1). Some women remembered a TV programme fronpEayout FGM/C that had
been broadcasted 3-4 months previously. It had stpetures of infibulation, and they

said that everybody talked about it afterwards (F1)
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The following tools were suggested:
Distribution of posters, leaflets (MQ9)
Replacing billboards in public areas (MQ9)
Video shows (MQ9)

Mass media (MQ9)

Local radio (MQ9)

Cassette tapes in local transportation (MQ9)

Mobile theatre, drama, role-play (MQ9)

The director of the midwifery school said that sl not have any training material for
FGM/C (F15).

Some men suggested taking advantage of public vent
Speak out in celebrations (MQ9)
Collective discussions in the public areas (MQ9)

Take advantage of celebration to collect peoplettogy and conduct sessions (MQ9)

Some women would like education on FGM/C combinét fvee health services:
Free health days, free clinic (FQ9)

Health days for the community: mobile clinics (FQ9)

Target Groups
Most comments from the questionnaire regardingadhget groups suggested to include

women and men from different groups, and to focuseveral generations:

To convince the leaders, women, midwives, studamd,especially grandmothers that it
is forbidden and harmful (FQ9)

Health education for parents and grandmothers (MQ9)

From the children to adults (FQ9)

We make session for women and men together. (F17)
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Some women suggested focusing "especially on thé (f€9):
Yes, we can speak with the women, and step byatepill try to convince them but

the most difficult thing for us are the men...(F5)

Both women and men proposed to target young peapteto focus on teachers and
schools:

Train young girls on the bad impact of FGM/C (MQ9)

Health education in schools (MQ9)

Awareness raising especially for the students (FQ9)

Also, the school we have to put into our mind, achool programme. If we want to
speak about this we have to go to the school ankdawe to speak about this in the
schools. (F9)

Some suggested focusing on "illiterate individuéddQ9). Others thought that it was
important not only to focus on the town of Port &udbut also to include people in the

rural areas.

Trainers

Respondents made plenty of suggestions with reigastho would be most suitable to
advance the program.

All the leaders have to speak about this issues@aly the religious men (FQ9)

....traditional leaders, tribal leaders, communiders, local committee members...

(MQ9)
...Just awareness raising and use the leaders arnti@iseligious men, the key persons,
to find the key persons ... and finish. The commulagders, the schoolteachers, and

the religious men and the religious women alsospsak about this. (F9)

People said that they would prefer to get infororatrom educated Beja people.

...sessions by educated Beja male and female bettas&ust them more (MQ9)
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They would not accept information or education frotiner tribes but make an exception
for "white people™:

Beja people if you go to them you can easy conviheen...if | say to them, chawaja
said - chawaja is a white person - they can beliegan easily convince them. But for
another Sudanese tribe they are suspicious...Aramegeople came from another

tribe and tried to convince them they would notdxed them. (F9)

However, the importance of speaking Beja languaae stressed:

Lectures in local language (FQ9)

...we need educated people and they know what tleegpraking about, and who also
speak to them in their language, by their conceftis a little bit difficult but it is not
totally difficult! Possible under the sun! And weliviry and will do our best and...one

day | am sure.(F11)

No one really spoke about this issue before. Bugtrabthem, and maybe some of the
Home Visitors also, they cannot understand clasdsabic. Really, they speak Beja
Arabic but this classis Arabic is difficult for the 90% of them they cannot understand

Arabic language in the area. (F4)

Another idea was the training of trainers. It waggested that, e.g. the Home Visitors
could be trained and supervised by medical andioeis experts.
...So first to teach them, second to go with therihé&oarea, third to go by themselves to

speak with the community (F5)

Some people proposed to include FGM/C in the tngjif teachers and to send students
into the rural areas.

To send the student in the rural...and before thetpgaral they need some sort of
training.. Even in the curriculum, they can show about tiisytcan speak about the
dangers of this. (F17)

A woman from a local NGO suggested the Child-tdechpproach, and to educate
children who could then teach their parents andrathildren. (F17)
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Many people asked for sessions or lectures bytecpkar religious leader who is well
respected by both Beja men and women. He is knowhding against FGM/C.

...the famous religious man in all this state, h8hgikh M T N....and he could start to
do the lectures in the area. And after, he cowalithtsome people, to speak about this

issue and the message, and they can take it totheunity..(M16)

And for women, he can convince them, even me, heoavince easily....he has
evidence for everything. Because he is a folk raameligious man, and he is from the
area, Beja....And also his age, when we say he @dcaman, he is 70 years, and he has
a nice speech....and he is good speaker in Bejad@egiAnd he can speak polite, in
polite way with the people, for that all the peoateept him (16- female translator)

Other

The following are remarks that did not fit into amiythe above categories.
Some people emphasized the active role of the contynu

Intensive learning for all the community (FQ9)

All the community has to collaborate (FQ9)

Health education and empower the women againsQ9}

One woman thought about people's fear of stigntadisand shame.
To do lectures for all the community so as notetel shame when someone decides not
to do (FQ9)

Successes elsewhere

Some respondents reported of the methods and todsaased in an abolition
programme in Haleib Province:

The women themselves they established societiess tmlead the community to fight
this. Even they discussed with the men in the adlheas not to do this and not to make it
for their girls.... And each village and group of wemthey did this swearing not to do
for their girls. These 3 indicators.... 1. swearing@cieties 3. discussion with
men...(M16)
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Other needs

Some respondents pointed out that they also hatbne@ther area, such as sanitation,
waste disposal, and education:

And the shortage of education is a problem, argighortage of the goods, the hard
economic situation lead to no education becausplee&m not send their children for
education. (F4)

...first of all, our area is very dirty, yes, and themen here need awareness raising
about all these issues, especially FGM but as geulse women also need other things
in the area. The community needs other thingseratika. Some families they have no
latrines in their houses, no services, and a lotibbish in the area, they need to clean it.

Even if we clean our houses, outside it is dirty(F1)

Against a programme

Negative or pessimistic statements reading a pnogr@awere given by 27% of men and
13% of women:

No way to fight because it is Sunna (MQ9)

We are Muslims we do not recommend to stop (MQ9)

Impossible to stop (MQ9)

Everyone in the community has the right to do wixaténe wants (FQ9)

No way to leave it (FQ9)

If we don't do it, it is a sign of disbelief in GEEQ9)

We will not agree to stop it (FQ9)

5 Discussion

5.1 The practice

5.1.1 The procedure

Both women and men described the practice and inateeeffects as traumatising and
potentially fatal. Memories of the procedure if dat an older age were remembered
from own experience. The horrifying aspect was gtésent, and it was overriding the
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memories of presents and celebrations. The proeetudescribed by informants is
usually performed without anaesthesia, and hygiprécautions are often absent. In this
study, both women and men reported of immediatblpnas such as infections and
bleeding. An older man gave an account on how &igylter bled to death after the
procedure. Sequelae observed by health workeragadom Hospital were infections,
oedema and bleeding shortly after the proceduresdlesomplications correspond to
those published in the literature (Dirie and Lindkn&999, pp 479-480). Longer-term
problems that were associated with FGM/C includexdtblems with periods, with
urination, or problem arising from the scars, itifiéy, and psychosexual problems.
Many women complained of unspecific pelvic painkjali could also be related to
FGM/C. At Tagadom Hospital, problems resulting frecarring and inclusion cysts
were commonly seen by doctors. All these complcetireported by community
members correspond to those described in olderestad cited in the introduction
(Shandall 1967b, Aziz 1980b). A more recent stughAlmroth (2005a, p.40) found a
significant association between FGM/C and suspeati@ary tract infection in
Sudanese girls under seven. A case-control studlydogame author (2005b, pp. 385-
391) found a possible association between FGM/Cpaimdlary infertility. These
accounts show that the practice of FGM/C is potdigtharmful and can have long
lasting effects, and therefore contravenes anyeageats under the human rights
framework. Improved documentation of possible segumay assist in the development
of local guidelines for treatment. The medical g=s for those affected should be

improved and complemented by psychological support.

Of particular concern are also the harmful effedtthe frequent re-infibulations after
deliveries, or the re-circumcisions that women ugderrespective of childbirth. In this
study, FGM/C was explored in general and not foduseone particular aspect. Further
research of the practice of reinfibulation andn@encisions amongst the Beja could

contribute to the overall understanding of FGM/C.

Reportedly, celebrations of circumcisions are nesslcommon. This could indicate a
change of general attitude towards FGM/C. Therasereports of families who do
celebrate but pretend to cut, and of those whdd@tocedure in secret. Both seem

afraid to stand out, and they conform to their as=ai public opinion. Avoidance of
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stigmatisation and compliance with the norms angoirtant within the Beja community,

as will be discussed later on.

5.1.2 Age

FGMI/C is usually performed on girls between the afigé days and 5 years. It seems
that the practice of circumcising so soon aftethbs particularly associated with the

Beja.

Berggren (2005a) in her study in a village in canBudan found that FGM/C was
predominantly performed between the age 4 and i&y@acording to the Sudan
Organisation against Torture (SOAT 1999), mossdilSudan are circumcised
between the age 5 and 10 and "reports of babiesrgoithg FGM were rare, with the
exception of the Beja tribe in Eastern Sudan whdents of a few days, to a few

months have undergone FGM/C".

Lightfoot(1991c) found that across Africa, FGM/Qoiscticed at earlier ages. One of
the reasons given is that “a young child is farexa® manage”. Hosken (1993i, p.35)
noted that FGM/C "seems to be occurring at eaaligrs in several countries because
parents want to reduce the trauma to their childféey also want to avoid government
interference and/or resistance from children ag g&t older and form their own

opinions".

In this study, women also said that older childreruld feel more traumatised and it
would be more difficult to handle them. Howeverseems that the Beja have always
circumcised their girls at a very early age. Rathan being an initiation rite, the
practice may also be founded in their health belsfd serve to protect the child from
various diseases, as will be discussed later oplidations would be to introduce or

improve measures that will "keep the newborn sagefequested by a male participant.

5.1.3 Prevalence and incidence

It has been estimated that 89% of women in NorttaSihave been circumcised
(UNICEF, 2006e). Specific data on prevalence amiothgsBeja are not available
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though a high prevalence of FGM/C has been confirmeanecdotal reports from
within the Beja community. Unfortunately, the qutative data collected in the delivery
ward of Tagadom Hospital did not allow any conaasi regarding the overall

prevalence of FGM/C.

However, data collected at Tagadom Hospital, irtdieahigh proportion of infibulation.
Of those with who presented to the delivery ward gave a history of FGM/C, 84%
were infibulated, which would correspond to figufesNorth Sudan published by
UNICEF (2006f).

The collected data also showed that the numbeioaien with FGM/C exceeds the
number of Beja women attending for delivery. Assugrtihat this result is not due to
errors in data collection, it raises the suspittat women from groups not known to
practice FGM/C may have adopted this practice. Atiog to a report on FGM/C by the
U.S. Department of State (2001b),"some southernavmowho are married to northern
men and live in the north part of the country, eteaundergo the procedure”. Parker
(1995, p. 518) speculates whether this could hed\aof affirming their identity with

dominant Arab and Muslim populations of the north".

Incidence of FGM/C in the study area could be estith more reliably. Reports of new
cases were collected by the Home Visitors in tharoanity. The Home Visitors

seemed sure that they would receive all the inftionabout new cases in their areas of
responsibility, which usually includes about 40@i$eholds. They seemed certain that

they had not missed any cases unless FGM/C haddesfarmed outside Port Sudan.

During the observation period between October &i62nd Mai 2007, the number of
new cases of FGM/C increased towards the begirsfieg§07 with peaks in February
and April. A common explanation for this seasoraiation was that the wound of
FGM/C is believed to heal better if it is neithetlo too cold and wet, nor too hot.
Therefore, the best time for the procedure is thotmbe after the rainy and before the
hot season. However, it is not known whether tmesebers compare equally to the
previous years. Another presumption would be tleappe knew that MSF was planning

to start a program and mobilise the community. &foge, it could be possible that some
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families were worried that they may get "brainwakhend tried to circumcise their girls

before the implementation of the programme.

In addition, the data suggested that Type Il vess Iprevalent amongst new cases than
amongst adult women presenting to the delivery wiardrder to draw conclusions and
decide whether the differences are statisticafipificant, a longer observation period
would be necessary. If confirmed, it could indicatghift from infibulation to less
invasive forms, as has also been observed by Band@005b) in her community study
in Sudan. However, in view of the potentially hanh¥ffects of any form of FGM/C, it

remains questionable whether this is a positiveeldg@ment.

5.1.4 Decision structures

The decision making process seems complex. Botheamand men considered mothers
and grandmothers as the most important decisiorereakgarding FGM/C. Men placed
themselves second together with the grandmothessems that men considered
themselves more important in this decision-makiragess than perceived by the
women. An explanation could be that men referreithédr role as sole decision makers

with regard to circumcision of boys.

However, women mostly do seek the men's approvae tmey have made the decision
with regard to FGM/C. If the man does not agreewhiery to convince the women. In
the end, the "strongest" and the one with the d@&gtments will win. Some women said

that they had not learned how to argue and lacked grguments.

Almroth (2005c, p.31) found similar results regagldecision-making though did not
explore the specific role of the grandmother. Téle and power of the grandmother has
been discussed by Dorkenuu (1995) who argues oltdetr'women have an interest in
preserving the lineage in order to preserve thalgtaof the family”. Older women are
often respected as much as men are, and it isabrlgivanced age when "they would
seem to approach full membership in their husbardisson's patrilineage that they

display an increasingly keen interest in its wafand continuity".
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Berggren (2005c, p. 28) who did a study on FGM/@ inllage in central Sudan

reported a "complex decision-making process, irctvitihe different agents blamed the
persistence on each others". Blame was especia#igteld against the grandmothers and
midwives. In this study, some women expressed bkawards the midwives. Only on
one occasion, a younger woman reproached the wigl®en. Resentment however, was
felt regarding the lack of communication betweenghxes, as women and men very
rarely speak about "women's issues" and FGM/C iitiqodar. This has also previously
been described by Rushwan et al (1983).

In terms of programme development, older womendbelan important target group.
During the interviews, they seemed to lack knowkedfjbasic medical facts and often
expressed their wish for more education on he@hkey also complained of lack of
interest and care by the medical profession. Mégevices for older women with
emphasis on "women's issues”, would not only imertheir health but also provide an

opportunity for general health education and disicuss about FGM/C.

Communication amongst women and men and betweegetierations could be
encouraged and facilitated. In some programmegjegese at which communication
about FGM/C takes place has served as an indit@tsuccess. This will be further

discussed under 5.4.

5.1.5 Performers

The performers of FGM/C as indicated by respondargsnainly midwives and
traditional birth attendants (TBAs). Home Visitatata of new cases showed that 64%
of FGM/C procedures were done by midwives and 3§%BAs. This corresponds
with figures compiled by UNICEF (2005€) based otadeom the DHS 1989/90 and
MICS 2000.

Interview responses showed that in contrast t@bwe data, more people identified the
TBAs as main performers. However, it was not exgdomwhether the distinction
between midwives and TBAs is always clear for comityumembers. It could also be
speculated that some people may try to protegbéinorming midwives as they may get

difficulties with their professional bodies.
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Men referred to "others" more frequently. Clarifioa regarding "others" during
interviews suggested either family members, oralscas performers. It was said that
older women sometimes performed FGM/C. It was ptsposed, that men could have
misunderstood the question and referred to mateiricision, which is mostly
performed by doctors. Although the medical prof@ssiinvolvement and so-called
medicalisation of FGM/C has been reported in Suthas,could not be confirmed for

the Beja.

The practice of FGM/C guarantees a good sourcecoine for TBAs and midwives,
sometimes even for the families who arrange itotne does not only derive from
FGMI/C in girls but also from the countless de-iafdtions and re-infibulations before
and after deliveries. Though not reported durirggititerviews, it is common practice in
Sudan for some women to have regular re-circumussieven if not giving birth, with

the aim to re-create a state similar to virginity.

The implication for a programme could be to identife performers, and offer training
and/or alternative income. The approach to empaoeeexcisors and use as change
agents has been tried in several countries. How#éwerconclusion of a systematic
review of FGM programmes by WHO was, that "whileisgrs should be included in
programming, finding alternative income for excsehould not be the major strategy
for change". Focus on the excisors would not chaingeocial convention that created
the demand in the first place. In the project tteateloped out of the study of Sahl et al
(2004) in Haleib Province, TBAs were invited tofp@pate in income generation
activities without the condition to abandon thegtice. Within two years, 21 TBAs had
stopped performing FGM and found new ways of makitiging. However, this

strategy was part of an overall approach that oreaduall members of the community.

During the short time of this study, it was not gib&e to meet or interview any of those
midwives or TBAs who were performing FGM/C. Othedmives and TBAs showed

substantial interest in further training. Offeritngining opportunities for the performers
could be a way of entering into a dialogue to ghklitonal insight into their motives and

generate ideas for future programming.
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5.2 Reasons for the practice and continuationfFe&M/C

5.2.1 Cultural heritage

Tradition and custom have been most frequentlyl@atereason for the practice of
FGMI/C. This correlates with descriptions in ther#ture as already indicated in the
introduction. Women in the study stated how non-glence with this tradition would

result in stigmatisation and shame.

Although many are aware of the harmful consequeot&&M/C, the prospect of
shame and social exclusion may be considered ewvea narmful. Parents were
concerned that their daughters if not circumciséghtrget the reputation of "doing
shameful things" and may not find a husband. Daskegd 995, p.46) claimed that
"women receive social approval when they undergMF@Ad gain certain benefits:
being marriageable and thus having access to res®ur the community. Because of
the social approval, and the sanctions women fabey do not undergo FGM, they
inevitably end up viewing it in a positive ligh#ccording to Toubia (1995d, p.35), the
fear of loosing these benefits "is one of the grstatotivators of conformity” and that
in order to comply with the demands of conformiyymen would deny their individual

needs and allow their bodies to be damaged.

In a recent publication by UNICEF (2007), it iseeamended that FGM/C should be
approached in the context of the social dynamidscamventions of their communities.
Social convention theory as described by Sche(l'®0) may help to understand why
women are in favour of the continuation of FGM/Gpige the adverse effects, pain, and
suffering they have experienced themselves. Digwoation may result in loss of status
and protection and decreases the chances of nmeabaity. If one family alone decides
not to practice FGM/C, they may not get their ddagmarried. However, if they
convince other families to abandon FGM/C, they agjhin increase the chances of

marriageablity. As one woman stated during therviegys:

...If some houses together decided not to do igiitloe easy for them; but if one says
that | will not do it, although all the communitgels it and wants to do it, this is difficult
(F12)
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Schelling has postulated that in order to aband&Nf, a "critical mass" of people
who have abandoned the practice is necessarydh tiea so-called "tipping point".
Once this point is reached, a new social convertambeen created, and not being

circumcised will no longer be associated with stigm

(Sahl et al, 2004c) did a study on the socio-caltaspects of FGM/C amongst the Beja.
They found that the practice of FGM/C has becorfslifi' which is a "tribal

convention and/or customary law that is immense$pected by all members of the
community". Adherence to this law is not negotiabled individuals who break it, will
be socially excluded. They concluded that, to exatéi FGM/C, it would be necessary to
formulate a new "silif". In the project that remdtfrom their study this was achieved

through community discussions and dialogue.

5.2.2 Health and Hygiene

Health and hygiene were both noted as an impofiestor for the continuation of
FGM/C and commonly mentioned in both the interviemsl the open-ended questions
of the questionnaire. FGM/C is assumed to keeptlineahd prevent from various forms
of illnesses. This is especially important in snaalildren, and it may be the reason why
circumcision is commonly performed shortly aftentlui It is often the first treatment if a
child is not thriving or suffers from some childiibadlisease, especially skin or eye
diseases. It will keep a girl and woman healthygeneral, but especially during
pregnancy and delivery. It is also believed to haeee mechanical function by
preventing the fetus from falling out, and protegtagainst uterine prolapse. Infibulated
women were afraid that defibulation would make thagre prone for infections. Men
in particular thought that the clitoris itself wasource of infection and therefore needed
to come off. Women stated more frequently than thert FGM/C was important for
hygiene and cleanliness, and some considereddhgakfor their beauty. Some people
said that FGM/C was good for the liver, or thapiievented anaemia. A very popular
belief was that FGM/C protects against the bite$ nom of insects, scorpions, and

snakes.
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Specific health beliefs with regard to FGM/C ar¢ fnequently described in the
literature. Koso-Thomas (1987, p.9) reports ofmkathat circumcised girls would be
more healthy and that FGM/C cures all sorts of mlahbesses. Toubia (1995c, p.37)
mentions health beliefs with regard to improvenwdrfertility, maternal and infant
mortality. Hosken (1993j, p.41) reports that esakgcin Sudan, FGM is associated with
cleanliness and hygiene. As the female genitalsemyarded as "dirty", a circumcised
girl or woman will be clean and therefore healthlge same arabic word "tahur” is used
for both cleanliness/purification and circumcisitmthe "Encyclopaedia of Women &
Islamic Cultures” (2005, p. 34) North Sudanese woare described as "pure” and
marriageable if their bodies including the genitds smooth without any surface

impurities, and purity and cleanliness are assediatith beauty.

Some respondents mentioned that children needeel pootected form evil spirits and
the evil eye. Fadlalla (2002), an anthropologistpwexplored perceptions of disease
amongst the Hadandowa, a subgroup of the Bejadfaarunderlying "set of beliefs in
the evil eye, spirits, and mysterious diseasessexplanation lie in the social
construction of "foreignness" and its threat togpeation and well-being". Women were
perceived as more "porous” and susceptible to esdecially in relation to their

sexuality, menstruation, childbearing, and breaslifeg.

Sahl et al (2004d), also describe how uncircumciagd girls are believed to be

vulnerable to evil spirits.

Jacobsen, in his study of "Theories of SicknessMistbrtune Among the Hadenowa
Beja of the Sudan" (1998), described how spirithee good or bad, play an important
role in everyday life. He observed that uncircuradishildren were believed to be
especially vulnerable to spirit attacks. Therefaisggsumcision served as protection, and
to promote health. His finding that some insect$ ammals that attack humans are

believed to be spirits, could explain the assumetkptive effect of circumcision.

The Beja seem unique in their health beliefs witgard to FGM/C, insofar as benefits
of this practice are also perceived in areas ute@lto female reproductive health and

sexuality. The misconceptions about health arargoitant factor for the continuation
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of the practice of FGM/C, and should be addresseahy future programme. Education
with a focus on reproductive health issues andlbbibd diseases could be of benefit for
the whole community. Especially, the older womeansed to lack basic knowledge,
and were very interested in getting more infornmatith should be acknowledged, that
most families have the best intentions when submgitheir children to this practice, as
it is believed to offer protection. The role of gtand spirits could be explored further,
and whether FGM/C could be replaced by non-inteisituals that could serve for

protection.

5.2.3 Psycho-sexual reasons

In this study, women claimed frequently that theggtice FGM/C because they assume
that men prefer it. They thought that it increasede pleasure during sexual intercourse,
and will therefore increase marriage prospectshetiol to maintain a good relationship.
Only a few men confirmed this, and some actualyest that they would prefer
uncircumcised women. Almroth (2005d) reported alainfinding from his study in a
Sudanese village: More of the younger men woulch@eferred to marry a woman
without FGM/C. In his study, a number of men evamegaccount of male

complications such as injuries to the penis becatifiee difficult penetration, and they
felt adversely affected by their wives' sufferihgthis study, some men also said that
they would not object defibulation or non-reinfiatibn after delivery if found beneficial

for the health of their wives.

However, in their responses to the questionnaidedaming the interviews, men did
frequently mention women's sexuality, saying thatdaim of FGM/C was to reduce the
female libido and therefore prevent women from hgoshameful things”. According to
Hosken (1993Kk), it is believed that women are uaadicontrol their sexuality and that
the origin and control of this desire is locatedha clitoris. If a woman cannot control
her sexuality, she may loose her virginity or beeamfaithful, and this will result in
damage to the family's reputation and honour. Bd&wi (1979) argued that any
children fathered outside a marriage could "leadotafusion in descendence and

inheritance". Men wanted to ensure that they itbériheir property to their own
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children, and therefore she proposed that the atemeason for FGM/C could be

economic interest.

During the interviews, women agreed that FGM/C dueggive a guarantee for
faithfulness, as pointed out by one woman:

...she can do, as she wants and then can infibujgie .a.

Overall, it seems that there are misconceptionsw@sdnderstandings between women
and men regarding the value of FGM/C in terms &tiaéty. Both women and men
make assumptions that were not confirmed by th@sifpsex. However, as discussed
previously, women and especially men may haveufediasy to talk about their own
feelings and sexual preferences.

An implication for the future would be to facililtiscussions amongst and between

both men and women and help them to re-evaluateassumptions.

5.2.4 Religion

Religion as reason for FGM/C was far less mentidhad expected. Although it ranked
as second most frequently chosen option amongsimtée questionnaire, overall
numbers were small. Women preferred this optiomdess. Almroth (2005e), in his
community- based study in Sudan - though not antdhgsBeja - also found that

religion seemed to have less impact on FGM/C thatitton and social influences.

Both women and men usually gave short statemanth, &s: "it is from our Sunna". The
term "sunna" is used both in religion and to ddscd form of FGM/C, and therefore
implies an association between the two. Howevedississed in the introduction, there
is debate whether Mohammed referred to FGM/C arat wkactly he said. Both women
and men expressed their wishes for further infoionadnd clarification by a respected
religious leader.
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5.3 Attitude

5.3.1 Attitude towards FGM/C

Attitude towards FGM/C was assessed through obseng the readiness to discuss
FGM/C and through specific questions. As mentiopiiously, some people
welcomed discussion with great interest while athveere very reluctant to talk about
FGM/C. The impression was that those women whadgte the group interviews
seemed to enjoy the opportunity to discuss wontezatth issues. Usually women and
men do not discuss FGM/C together. Men often seat EGM/C was a "women's
business"”, and that they would not talk about ot a quarter of both men and women

declined to participate in the questionnaire-adstéred interviews.

Several authors have suggested that one of thessex of a FGM/C programme would
be if FGM/C would not any longer be consideredsd®t, and if both women and men
would discuss FGM/C together in public. Izett aralibia (1999b, p.79) proposed that
"increased public discussion” could be used asgaomdicator. UNICEF (2005f, p. 25)
stressed the importance of "facilitating dialognd aon-judgmental discussion”. GTZ
(2007) stated that in their FGM/C project in Guitiea listening and dialogue approach
turned out the most effective intervention. .Agsult of CARE's FGC abandonment
projects in Kenya and Ethiopia, public discussiansut FGM/C by women and men

increased (Rajadurai and Igras, 2006, p.19).

To encourage discussion between women and menlsasrae of the strategies applied
by the project that followed the study of Sahllg@04f, p.21). This open debate not
only changed attitudes towards FGM/C but also ftethem "to recognise the need for
changing their living conditions....and empoweredhihe seek the necessary

resources...".

The implications from the above would be to furteecourage and facilitate dialogue
amongst members of the Beja community. Whilstahtiiscussions would be amongst
women and men separately, and in closed spacesintheould be to discuss FGM/C

openly in mixed groups.
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Attitude was also assessed through specific questishich revealed that about half of
women and men were against the continuation of RGa#id would not circumcise

their daughters in the future, and vice versa. ipusly discussed, these estimates
should be interpreted with caution as questionnaisalts did not take into account the
numbers of those who refused to be interviewechuld be that people who are against
FGM/C would be more willing to speak out and lekslY to refuse to be interviewed.

Therefore, their opinions could have been oversspreed in the study.

However, keeping these reservations in mind, teeltestill show a substantial number
of people against FGM/C. The reasons mostly stat¥e the adverse effects on the
health of women, including psychological well-besngd sexuality. Some men referred
to FGM/C as mutilation, sadism, or torture. In terafi tradition, it was just an old habit,
not worth of continuation. Some said that it wasprescribed by their religion. Others
insisted that FGM/C originated in Egypt and therefioad to be regarded as a foreign
habit. Furthermore, the unlawfulness and illegaditf-GM/C was mentioned. Some

claimed that the midwives, by making profit, welne sole beneficiaries of this practice.

Personal stories during the single and group ity also gave an account of how
families had changed their attitude and/or stoghedractice. This did not only apply
to new circumcisions but also to re-infibulatiorileadeliveries. Two young women,
who were interviewed a few weeks after their delasg had both refused re-infibulation
and felt that it had a positive impact on theirlttedVomen stated that they had "started
to think and fight" or been encouraged by others Wad stopped. As previously
pointed out, amongst those who practice FGM/C jfafsbm infibulation to less severe
forms may also have happened. This development dmipart of a national declining
trend in prevalence that was reflected in the reaapublished household survey.
Almroth (2005f), in his community-based study ind&n, also reported a change in
attitude.

The overall aim of this study was to develop sgee that would empower women and

men to abandon the practice of FGM/C. In ordereigetbp those strategies, it seemed
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important to make an assessment with regard tol@sapadiness to change, and to find

out first, if such a programme would be welcomed smpported.

Local community leaders were mostly against alif®of FGM/C. However, most local
religious leaders, though condemning the practieefibulation, still expressed support

for "Sunna" circumcision”. All leaders assured ttsipport for a future programme.

The results from the study suggest that changereghrd to FGM/C/ has already
started to take place. Each of the stages of chasgdescribed by the Transtheoretical
Model of Behaviour Change, was found representeéaldividuals within the Beja
community. Developed by DiClemente and ProchasR8Z]), this model proposes that
behaviour change occurs in five stages throughhwpéople move: Pre-contemplation,
contemplation, preparation, action, and maintenafiteough this model may have
limitations in its application to collective chandeett and Toubia (1999c) suggested
that with regard to FGM/C, identification of a paniar stage, and of those factors that

either advance or hinder progress, might help v@ld@ intervention strategies.

The model of "diffusion of innovations" (Rogers Py@lescribes change within groups
rather than individuals. It proposes that new idea$iefs, and behaviour are first
adopted by "innovators". This new behaviour witnhgradually diffuse within a
community until a critical mass of adopters hashed. From then on diffusion will

accelerate, and once the majority had adoptedehaviour, it will become the norm.

The Positive Deviance Approach is a similar motat builds on individuals, who have
"deviated" from conventional norms and developedlternative belief or behaviour.
For example, those parents or leaders who refusiectamcise are identified and offered
training to become change agents and to advocatestd~GM/C in their communities

(Masterson and Hanson Swanson, 2000).
In this study, several so-called innovators or [{pas deviants” were identified: Both

women and men who were against FGM/C and had ttenpal skills to take a lead in

the facilitation of community dialogue.
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5.3.2 Ideas regarding an FGM program

The variety of ideas and suggestions regardinguadiprogramme exceeded all
expectations. Literature review did not identifyyatudies with a similar question for
comparison of results.

A surprising result was also that a substantial memof those who were for the
continuation of FGM/C, still made suggestions fdutare programme. It could be
assumed that they had entered the stage of corgeamplwhich according to Izett and
Toubia (1999), is characterised by "growing awassra interest, questioning

knowledge and beliefs".

Most suggestions focused on awareness raisingragird to health and medical issues.
This could have been biased due to the researohigedfiliation with the local hospital
and medical organisation. However, in view of timelihgs during the interviews, this is
more likely to represent a real need. Most peogeated more information about the
harmful consequences of FGM/C. In addition, sorapeeially older women, also
expressed the wish for general health educatiorimprbved health services. In the
past, the Beja have had the reputation for notgulsealth services unless in a terminal

state, so this may also indicate change and opsno@snovation.

A number of people, and surprisingly more womem timen, asked for religious
lectures. It could be assumed that women haveolgssrtunity to visit such events than
men do. Although they were not very specific altbetcontent, it can be assumed that
people wanted clarification regarding the Prophehkmmed's sayings. However, some

were very specific about a particular speaker.

People usually wanted speakers or lecturers of sarth®rity, such as leaders of
community, tribe, clan, committee, or religionwlas important for many that those
would be Beja and speak the local language. An pkemwas made for "white people”
who are hold in high esteem. Others suggestedrigaof schoolteachers, the Home

Visitors, students, or children as trainers.
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The different methods, tools, and places that wesposed by participants
demonstrated a lot of creativity, e.g. playing e#igstapes in the local rickshaws, or
using the women's weekly coffee parties for awasemaising. Some had very specific

ideas regarding a local radio programme.

Groups and people suggested as targets for a fotogeamme included almost
everybody. Participants stressed the importandecoising on both women and men,
and on different generations. Particular attensibould be paid to grandmothers, and
children and adolescents should be addressed aoksch

Midwives were also identified as target group fairting though some respondents also
called for stronger laws and punishment of the nwdsa: Others asked that the
government and NGOs should make public statemewts@demn FGM/C. There was

also the proposal to include a message regardilfd/€@n the birth certificate.

In summary, most people said that they wanted radoveation and information and
suggested a range of information, education, anghoanication (IEC) activities.
According to Izett and Toubia (1999), this interasd thirst for knowledge is again

characteristic for the contemplation stage of §y@ecof change.

However, according to the previously mentionedeevof successful FGM/C
programmes (Mohamud, et al 1999c, p.26), convealil®tC strategies are often not
sufficient to facilitate change of behaviour. Beloav change communication (BCC) on
the other hand, aims at involving the communitiean interactive and participatory
way. BCC encourages dialogue and discussions retaerdelivering messages and
may include skills building, e.g. assertivenessing and how to resist group pressure

or deal with stigmatisation.

Some respondents though did propose a more agipreach, such as "collective
discussions", "speaking out in celebrations", 'fistee learning for all", or
"empowerment of women". It was also suggestedtbi@mbHome Visitors would be a

suitable group to engage families into dialoguaalay-to-day basis.
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As the request for conventional health educatiaived from within the community in a
participatory way, it should not be ignored. Thetlstrategy may be to combine both
IEC and BBC approaches in a complementary wayhmwith one of the WHO
recommendation of successful programmes: "Prograimpiementers need to tailor
their approaches to specific audiences; this reguarvariety of programme approaches
implemented in a strategic fashion." (Mohamud,,e1299d, p.30).

A lot could also be learned from a Icoal NGO wha divery successful project in
Haleib Province in the North of RSS that resultegublic declarations and oaths by
whole villages to abandon the practice. Women are Ilnoking forward to have girls so
that they can be proud of them.

Last, not least, and as mentioned by some partitspa should not be forgotten that the
Beja community has urgent needs in terms of wateritation, and waste disposal.
Empowerment with regard to FGM/C may also boosttimamunity's confidence to

deal with those problems.

6 Conclusion

This study demonstrated that the reasons for thegpence of FGM/C amongst the Beja
are based on a multitude of socio-cultural factAgherence to social convention, the
fear of shame and stigmatisation, and deep-rocefd and assumptions with regard to
health, sexuality, and religion are important aspda order to develop strategies that
promote abandonment of FGM/C, those factors shooide viewed in isolation. For
example, addressing the beliefs and misconcep#ibast health alone, would not
change the powerful rules of social convention.Sehaho continue with the practice
are often aware of the harmful effects, as showmany examples during this study. It
has been argued that programmes that solely fattiseonegative health consequences
would promote the so-called "medicalisation" of ghactice - the request for health

professionals to perform FGM/C in order to minimilse risks.
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Therefore, strategies aimed at abandonment shddigéss FGM/C at different levels
and use a variety of approaches. Based on thenfisdrom this study and the different
models of behaviour change, a future programmeddouild on those who have stopped
practicing FGM/C, the so-called innovators or geeitleviants. Ideally, they would
represent various stakeholders. As suggested hyatttieipants of this study, they
should initially come from groups such as commulagders, religious leaders, health
professionals, schoolteachers, or the Home Visiusing the interviews, several of
those, who belonged to these groups and affirmeid tommitment to abandonment of
the practice, have been met. Together with otlileey, should be encouraged to become
leaders and change agents in facilitating a diaogithin the community. If necessary,
they should be trained according to their individugeds. This training could provide
information on medical or religious issues, or depment of skills with regard to
communication or conflict-resolution. These lead#rsuld then facilitate non-
judgemental discussions within the community toradsl the misconceptions and
underlying beliefs about health, sexuality, orgeln, as identified in this study. Based
on observations and statements during the intes/igwould be recommended that
initially, women and men should hold separate mestiHowever, the aim would be a
dialogue between women and men, and all generafineiading older people and
adolescents. As recommended in the literature j@pdidcussions between both women

and men, and public declarations could be useddisators of success.

Conventional IEC activities using various audiodsmedia, as suggested by the
participants of this study, should complement #gproach. A radio programme about
FGM/C in Beja language, hosted by community memleersobile theatre group, or
videos, tapes or pictures could be used to initlegeussions about FGM/C. As
requested by many community members, a respeagezhed religious leader should be
invited for lectures, and health education sessignsedical experts should be

organised.

However, health professionals should also receaiaihg to update their clinical
knowledge and skills about FGM/C. Furthermore,rth@ining should include
communication and counselling skills, and they $théa@ encouraged to integrate

education about FGM/C into their daily routine.
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A specific group to be targeted in this programimeusd be older women. This study
has shown that older women play an important rokaé decision-making process and
the perpetuation of FGM/C. Improved health servig#h a focus on older women's
health could provide an opportunity for generallthe@ducation and discussions about
FGM/C. Those who have stated their commitment amdbnment of the practice, such
as some of those encountered during the intervishajld be empowered to become

activists and leaders in the campaign.

It is crucial to involve men in programme activtid his study showed that men often
are the final decision-makers with regard to FGM#Gme women gave examples of
men who did not consent to the circumcision ofrtdaughters. Also those men who
have the courage to say that they prefer womemnraurocised- like one participant in

this study- could become change-agents and challetiger men in their beliefs.

Based on the recommendations by some participdaety,outh should be specifically
addressed and actively involved in any programntigiies. Those schoolteachers, who
are against FGM/C, could raise awareness andtanii@bates about health, human
rights, and gender issues. Young people shoulshbeueaged to become educators for

their peers.

TBAs and midwives who are suspected to perform FGBtiould be invited for
discussions to find out their motives for the coaétion of the practice. They should be
offered to join training activities at the localdmpatal. Additional income generating

activities could be explored, however should notheepredominant strategy.

To get a better estimate of prevalence, FGM/C shballinked to ethnicity and could

be documented in both antenatal and delivery aamsudtations. Data on incidence
should include the age of children to confirm thesent findings. The criteria of

possible complications of FGM/C should be defined documented, and could serve as
a basis for further research. In terms of a prognait could be considered to offer
medical and psychological support to those womea ndve suffered from the sequelae

of FGM/C. This would include counselling on defiatibn and future non-reinfibulation
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after deliveries. Postnatal health checks and imsations should be used for

surveillance of infants and opportunistic healtbeation.

Further studies should explore the particular iebarrounding reinfibulation, and the
fears associated with non-reinfibualtion. A follag-study of women who agreed not to
be reinfibulated after delivery could provide fiettvaluable information. As this study
was not as representative for men as for womenahtative study with a special focus
on men's role with regard to FGM/C could providdiidnal insight. A KAP survey
could be useful as a monitoring tool.

Further strategies should include lobbying of gomeental bodies and demand for
support through policies and laws. The local Miyistf Health should make a public
statement regarding FGM/C, and should improve itigiand monitoring of midwives
and TBAs. The Ministry of Education should inclue@M/C in the training of teachers

and improve access to schools, especially for.girls

The role of NGOs should be to assist the communitrganising themselves. They
should provide logistical and financial resouraesrieate a supportive environment for
capacity building, empowerment, and change. Appgresito abandon FGM/C should be
linked to efforts to improve the general living ditions in the shanties and to eradicate

poverty.

The overall aim of this study was to develop sgee to empower the community to
abandon the practice of Female Genital Mutilatiarfi@g. The findings and
recommendations of this study were included inageot proposal that has already been
accepted. It may take time to change beliefs uattit and the practice of FGM/C. As one
man stated: "You cannot change it in a day or Higthdwever, this study has also
shown that change has already started and willladaavith the remark of an older

woman: "This is our time, my daughter... this is avrigne for the women.
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8 Annexes

8.1 Topic guides for the interviews

Single and group interviews with women:

The practice

How is it done, when, who does it...? Who takes thasion? Do women and men
discuss FGM/C together? Are there any ceremonigsk@GM, or alternative
ceremonies if they don’t circumcise?

Are women aware of the Zero Tolerance policy (rfiulation after deliveries) at
Tagadom Hospital? Would they deliver at TH? Rebul@tion and non-re-infibulation
after deliveries - are men involved in this deai§io

Reasons, beliefs

What are the reasons for FGM/C? What do you thsrgoiod about FGM/C? What do
you think is not good about FGM/C?

A future programme

Do you get any information about women'’s healtliés® Would you like to learn more
about women'’s health, and/or FGM/C? What do thimué a programme, and do you

have any ideas regarding a programme?

Other

Relationship between women and men

Marriage/divorce, contraception, sexual violencemen’s health

Single interviews with women who were not reinfibudted after their deliveries

What do you think about the Zero tolerance at Taga#iospital? How is it for you not
to be resutured? How does your husband feel atibtdes he know? Would you

circumcise your children in the future?
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Meeting with women to follow-up some issues from #hquestionnaire

Why is FGM/C good for health? Do you discuss FGM/A@ your men? Regarding
decision making - any explanation why women and areswered differently?

Men said that they supported FGM/C to ensure tharman stays faithful - what do
you think about this?

Interviews with the Home Visitors:

1% focus group:

What are the problems in this area?

2" focus group:

What do you think about FGM/C? Please write onvorsentences on a piece of paper
- anything that comes to mind.

3% and 4" meeting (follow up after the first round of questhaire interviews):

How did it go with the interviews and questionnaté\ny problems? Any comments?

Any suggestions?
What do you think about a programme that focuseB®@kI/C? What would be

important for such a programme? How do you see yaarin such a programme?

Which support would you need?

Interviews with men:

Do you feel comfortable to speak about FGM/C? Wimayou know and think about
FGM/C? What are the reasons for FGM/C? What arbédnefits for the women?
What do you think of a programme? Would you supfi@rDo you have any ideas for a

programme

Interviews with key persons from NGOs, GOs and MOH:

What do you do, are you involved with FGM/C, angtéé how? What do you think are
the reasons for FGM/C amongst the Beja? What ddlyiok of a programme here in
Port Sudan?
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8.2 Questionnaire on FGM for women and men in tBeja Community

Location: Date:

Age: Sex:

1) What are the reasons for FGM in your community?

Please tick one or several of the following options

Tradition | Religion Husband's preference | Hygiene | Other

2) Who takes the decision about circumcision in yofamily?

Please tick one or several of the following options

Mother | Grandmother Father | Grandfather Aunt Other

3) What are the women's benefits?

4) Do you think that FGM should be continued?

Please circle your chosen answer.

Yes No

5) If yes - why? If no - why? Please give the reas®for your answer to question 4.
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6) Would you have your daughters circumcised in théuture?

Please circle your chosen answer.

Yes

7) Who does circumcision for the children in your ommunity?

Please tick one or several options.

Village Midwives

TBAs

Other

8) How could FGM be eradicated in the community?
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8.3 List of interview recordings

Table 12: List of recordings

No | Recording Interviewees Date Length of recording
(hh:min:sec)

1 | WS 10026 Women's group Tagadom 27/3/2P07:20:29

2 | WS 10027 Women's group Onguab North 27/3/2007| 00:20:08
WS 10028 Same same 00:33:31

3 | WS 10039 Women's group Onguab South 18/4/20070:46

4 | WS 10013 Home Visitors 25/3/20000:33:41

5 | WS 10030 Home Visitors 29/3/200'00:40:40

6 | WS 10037 Home Visitors 8/4/2007  00:14:46

7 | Ws 10038 Home Visitors 12/4/20000:29:41

8 | WS10032 Men's group 5/4/200Y  00:42:07

9 | WS 10012 Home Visitors' manager (female) 22/3712001:10:05

10 | WS 10040 Home Visitors' manager (female) 23/4/2007| 00:05:52
WS 10041 Same same 00:06:09

11 | WS 00019 Female A 26/3/200100:33:34

12 | WS 00018 Female B 26/3/20000:44:07

13 | WS 10014 Male A+B (consecutive) 25/3/2Q0070:28:42

14 | WS 10021 NGO (women's group) 26/3/20@0:54:47

15 | WS 10031 Director of Midwifery School (female) /42007 | 00:46:36

16 | WS 10033 Director Ministry Social Welfare 7/4/2007 | 00:30:50
WS 10034 Same same 00:18:37

17 | WS 10035 NGO (mixed group) 8/4/2007 01:14:11
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