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Executive Summary

Female genital mutilation (FGM) is a traditional practice, which comprises all procedures that involve partial or total removal of the female genitalia, for non-medical reasons.  This harmful practice is mostly prevalent in African countries. It is estimated that 100 to 140 million females worldwide have undergone the practice.  Another three million females are every year at risk of getting genitally mutilated.  FGM is carried out on young girls and women, from infancy to adolescence, depending on the community and tribe.  The tradition of female genital mutilation is deeply rooted in the cultures of the communities where the practice is prevalent. 

The traditional practice has become a cultural phenomenon in Europe, through the immigration of people from predominantly African countries.  Especially, health professionals, teachers and officers of the law became aware of this imported tradition, considering that they have to deal with it in practice.  In many European countries, including the Netherlands, FGM has been prohibited by specific legislation or it has been criminalized under the Penal Code. However, legislation to prohibit FGM has incidentally led to a prosecution and it did not stop the continuation of the practice.  Also, in several African countries there is specific legislation to prohibit FGM, however in the most African countries the legislation remains vague and in some African countries there is no legislation at all to prevent or prohibit the practice. Furthermore, health professionals and other professionals who have to deal with FGM in practice often do not know how to deal with this tradition. 

Many international and regional (non-) governmental organizations have set up programs and local initiatives in the European Union and in Africa to fight this practice which is harmful to the sexual and reproductive health of women.  It especially seems that local initiatives in Africa are successful, because of the participatory, non-judgmental and non-threatening approach of the programs.  These initiatives involve more education and alternatives for the traditional practice, which is extremely important because FGM as a traditional practice is deep-rooted in the cultural identity of the people who live in the communities where the practice is prevalent.  

It is clearly evident that merely legislation which criminalizes FGM in the European Union, as well as in Africa, is not going to be successful regarding the eradication of the practice due to its cultural character. The combination of legislation with local initiatives to prohibit FGM seems to be the most successful approach to abandon this practice. However, there is a need for more clarity regarding the interpretation of the laws concerning the abandonment of FGM in the European Union and in Africa. Therefore, a harmonized policy to abandon the traditional practice is necessary. Also, a guiding protocol for health professionals, teachers and officers of the law is needed.  Furthermore,  a more intensified cooperation between international and regional (non-) governmental organizations will lead to more community-based initiatives. The combination of a harmonized policy to eradicate FGM in the European Union, as well as in Africa, and more community-based initiatives will hopefully put a halt to this cultural tradition, which has harmed young girls and women for centuries.
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 Reason for the research
According to Moreno & Guiné (2010), immigrant labour became very important for the growth and advancement of the economies in Western Europe, at the end of World War II. European countries heavily relied on foreign workers during this time. Even though some European countries eventually encouraged return immigration, there was a huge increase of immigrants residing in “Western Europe during the 1980s and 1990s”. 
One of the most noticeable consequences of this migration flow was the new diversity in the European countries. There was a development of minority groups, which were evidently identified by their culture, their national origins, their religions, languages and their different ways of life including their traditions. Particular traditions such as early or forced marriages, polygamy and female genital mutilation clashed with the “the ethical, normative and legal frameworks of their liberal democratic host societies” Regarding those traditions, the host countries were, and still are, faced with a complex dilemma and they have to deal with the obligation to protect the basic human rights of their citizens but then again they did not want to alienate the minority groups by suppressing their traditional cultural practices. (Moreno&Guiné, 2010)
The research of this paper is focussed on one of such confrontations, namely, female genital mutilation (FGM). This practice constitutes an interesting research “to analyse the policies of Western European countries towards diversity because they represent a clear challenge to the liberal foundations of these states, based on the equality of all individuals before the law, and on the protection of basic human rights”. (Moreno&Guiné, 2010) 
According to the World Health Organization (WHO), there are 100 to 140 million girls and women worldwide who have been circumcised.  Every year there are three million girls at risk of getting circumcised. This tradition mostly takes place in Africa and through the immigrants from countries such as Somalia, Sudan and Ethiopia, this tradition found its way to Europe. FGM is considered a complex, intense, sensitive, and above all, a horrific practice. In Europe all forms of FGM are forbidden by law and some European countries even have separate laws to forbid FGM. Nevertheless, there are a lot of dilemmas, practical problems and obscurity around this subject and European doctors, lawyers and teachers often do not know how to deal with this imported tradition.  Therefore, this paper will hopefully provide more insight into this complex cultural practice, which will optimistically lead to creating a balance between culture and human rights, thus making it easier for a democratic constitutional state to deal with the traditional practice FGM. 
Previous research FGM
FGM is a long-existing part of a culture, hence why this subject is quite sensitive and complex to deal with. Since the international immigration of people from mostly African countries, this tradition with its sensitive and complex character has been widely researched by international governmental and non-governmental organizations, such as the United Nations and the World Health Organization.  The themes of research have often been:
1. What is FGM?
2. Action and legislation to prevent or abandon FGM.

The themes will be briefly discussed.
Numerous international organizations have researched the practice of FGM. Their studies primarily focused on the explanation of FGM and how to eradicate it. Many reports have been published about the cultural phenomenon female genital mutilation, in order to inform people about this matter and to make people aware that it is a violation of human  rights and that it should be stopped.  Organizations such as the United Nations and the World Health Organization published reports with (background) information, facts and (unofficial) statistics, which show the severity of the violation of human rights.
There are also studies based on the legislation regarding FGM. The European Union has forbidden FGM by law. Other European countries also have separate laws to prohibit this act from being carried out.  Researchers often have come to the conclusion that legislation alone is not sufficient for this cultural tradition to be prohibited.  Because of the complex cultural character of the matter, laws to forbid female genital mutilation will not be enough to convince the people who carry out this act that this tradition needs to end. 
1.3 Goal of research and central question
The goal of this research is to describe the cultural phenomenon that is FGM. Furthermore, the research will focus on how a democratic constitutional state in Western Europe deals with the cultural phenomenon female genital mutilation and whether this is the right approach.
This led to the following central question:

How should a democratic state deal with the cultural practice female genital mutilation?
Can it be eradicated? 

1.3.1 Theoretical orientation
The thesis of Professor E. Leye provides an extensive study about FGM, specifically regarding the health sector and the legislation in the European Union. The paper gives a broad and detailed analysis of FGM and the legislation in the European Union. The approach of the research of this paper is based on the study “Female Genital Mutilation. A study of health services and legislation in some countries of the European Union” by Professor E. Leye. 

The Dutch department of Defence for Children has made a report through the agency of the Ministry of Foreign Affairs, regarding FGM Jacqueline Smith and Hermine van der Weide of the Dutch department of Defence for Children have researched the visions and discussions around the traditional practice, particularly from an international perspective. The book provides an extensive and in-depth research regarding all aspects of female genital mutilation, including all international and national legislation and initiatives concerning the practice. 

For gaining an understanding of the traditional practice FGM in Western Europe and analyzing this, I relied on the study of Moreno&Guiné. In their study “The uneasy balance between individual and collective rights in advanced liberal democracies. Policies toward diversity and ‘Female Genital Mutilation’ practices in the United Kingdom and France”, they discuss the effectiveness of the policies against FGM in the United Kingdom and France. 

To gain information and statistics regarding FGM in the Netherlands, the organization Pharos is essential for the research of this paper. Pharos is “a Dutch knowledge centre that is specialized in the field of health care for refugees, asylum seekers, undocumented migrants and other migrants”. (Pharos, 2010) Pharos has set up an initiative “Focal Point”, which is dedicated to inform people, such as teachers, medical staff, health care staff and officers of justice, and to possibly answer questions regarding the practice. This makes Pharos a reliable source concerning FGM in the Netherlands.

1.3.2 Sub-questions
Based on the central question, the following sub-questions have been formulated:

· What is FGM?
· How has FGM become a cultural phenomenon in the European Union?
· How does the European Union deal with FGM?
· How do the Netherlands deal with FGM?
· How do the countries of origin deal with FGM?
· How is FGM being perceived internationally?
· How should the European Union deal with this cultural phenomenon? 

1.3.3 Relevance
The result of this research will hopefully give more insight into the cultural phenomenon FGM, thus making it less complex to deal with it on a national and European level. That way, the result of this research could lead to a better understanding of this tradition. It is possible to deal with this traditional practice respectfully, only if better insight and understanding regarding FGM is gained. 

1.4 The research 
The research will focus on two different views, that is the West European view and the African cultural view. 
Even though FGM is prevalent in other countries as well besides Africa, this research will solely focus on the African culture. The prevalence of FGM is the highest in Africa, therefore researching just this continent will give better results for the research. 
Furthermore, for clarifying the West European view regarding FGM, the Netherlands will be used as a practical example to gain a better understanding of how a democratic state in the European Union deals with FGM.

1.5 Terminology
The subject of this research is the cultural phenomenon FGM. The term female circumcision does not comprise the complete practice that is FGM. Female genital mutilation goes beyond than just circumcision, a small incision or removing the foreskin of the clitoris. The term circumcision can also be associated with male circumcision, which is a practice with a completely different background than the practice of female genital mutilation. The practices cannot be compared to each other. The only form of FGM which is anatomically somewhat comparable to male circumcision is the removal of the foreskin of the clitoris, however this is a form of the practice which rarely occurs. The Inter-African Committee on Traditional Practices Affecting the Health of Women and Children (IAC) had proposed the following definition to describe the traditional practice, which is being used internationally since 1990: 

“Considering that the term “female circumcision” and “excision” could be misleading and may not fully describe the extent of the practices, we (…) recommend that these terms be replaced by “Female Genital Mutilations” (FGM)”
								(Smith & Van der Weide, 1992, pg. 3)

The term “female genital cutting” is also frequently used, however in this paper the term “female genital mutilation” will be used. 
The term “host countries” will refer to the countries who have been confronted with large groups of immigrants, refugees and asylum seekers coming from the countries where there is a prevalence of female genital mutilation. 
The term “countries of origin” will refer to the countries where there is prevalence of female genital mutilation and from where people go to host countries. 
The term “risk countries” will refer to the countries where there is a prevalence of female genital mutilation, which means that the women and girls living in those countries are at risk of undergoing the traditional practice. 
The term “risk groups” will refer to the population groups which practice female genital mutilation, which means that the women and girls belonging to these population groups are at risk of undergoing the traditional practice. 

1.6 Structure of the research
Chapter two will explain the traditional practice FGM
. It will discuss the different types, its origin, the consequences and the prevalence. Most important of all, it will also focus on the reasons for carrying out the traditional practice, which is a crucial research sub-topic regarding the central question. 
Chapter three will focus on FGM as an imported tradition in the European Union, particularly in the Netherlands. Furthermore, it will give an overview of European and Dutch legislation and initiatives concerning FGM and what the European Union does to deal with this traditional practice. 
Chapter four will focus on how the countries of origin deal with their tradition at this moment.  Also, chapter four will give an overview of the legislation and initiatives in the African countries regarding FGM. 
Chapter five will give an overview of the several international and national (non) governmental organizations which deal with this subject. 
Chapter six will be the conclusion. This chapter will answer the central question, based on the theoretical research. 

2. Female genital mutilation (FGM)

2.1 Introduction
FGM includes all procedures that intentionally alter or injure female genital organs for non-medical reasons.  The traditional practice does not have any health benefits for girls and women. “An estimated 100 to 140 million girls and women worldwide are currently living with the consequences of FGM. In Africa an estimated 92 million girls from 10 years of age and above have undergone FGM”. (WHO, 2010) Every year three million girls are at risk of undergoing the traditional practice. 

2.2 Types of FGM
FGM “comprises all procedures involving partial or total removal of the external female genitalia or other injury to the female genital organs whether for cultural, religious or other non-medical reasons. It involves removing and damaging healthy and normal female genital tissue, and hence interferes with the natural function of girls' and women's bodies”. (WHO, 2010) The World Health Organization (2010) has classified the different forms of FGM into four types:


1. “Clitoridectomy: partial or total removal of the clitoris (a small, sensitive and erectile part of the female genitals) and, in very rare cases, only the prepuce (the fold of skin surrounding the clitoris). 

2. Excision: partial or total removal of the clitoris and the labia minora, with or without excision of the labia majora (the labia are "the lips" that surround the vagina). 

3. Infibulation: narrowing of the vaginal opening through the creation of a covering seal. The seal is formed by cutting and repositioning the inner, or outer, labia, with or without removal of the clitoris. 

4. Other: all other harmful procedures to the female genitalia for non-medical purposes, e.g. pricking, piercing, incising, scraping and cauterizing the genital area.”

See appendix 1 for a representation of the types of FGM.



2.2.1 The age of girls when the practice is performed
The age of girls and young women who are genitally mutilated varies per area and population group. “It is mostly carried out on young girls sometimes between infancy and 15 years old”. (WHO, 2010) 
The traditional practice is performed on infants of a few days old, for example in Ethiopia, and on girls of approximately seven years old, such as in Egypt and most Central African countries. It is also performed on young women in their adolescent years, for example with the Ibo tribe in Nigeria. With the Ibo tribe, a woman gets excised shortly before her marriage.  With the Abo, another tribe in Nigeria, a woman gets excised during her first pregnancy.  The practice is also performed on women after their first childbirth. (Smith & Van der Weide, 1992, pg.13)

2.2.2 The excisors
“FGM is performed by traditional health practitioners, women and men who have inherited the position of excisor, male barbers, herbalists, members of secret (religious) societies and of certain castes or families, traditional birth attendants, midwives, nurses and physicians”. (Leye, 2008, pg. 27) In Somalia the excisors are called “Gedda”. In Egypt and Sudan the practice is performed by traditional midwives, where they are called “Daya”. 
In the north of Nigeria and in Egypt the procedure is sometimes performed by village barbers, however it usually performed by women and sometimes by the mother of the child in question. In Mali and Senegal it is traditionally performed by a woman from the family of the blacksmith, someone who has a gift for occult practices. The execution of the practice is rarely attended by men. 
In some areas in Africa the practice gets “medicalized” by, for example,” replacing the traditional practitioners with skilled health personnel or by providing sterile instruments to diminish the negative health implications of the procedure”. (Leye, 2008, pg. 27) Studies in Sudan and Egypt have shown that type two and three of FGM, respectively excision and infibulation, are sometimes performed by qualified nurses and doctors. More recently it turned out that in some countries the procedures are performed in hospitals in urban areas.  For example, in the hospital of Bamako in Mali, infants of one month old get excised. This way the ceremonies which take place when a girl gets genitally mutilated disappear. They disappear as well in the countryside where traditional midwives perform the practice. 
Sufficient anesthetic is only used when the practice takes place in the hospital. Sometimes mercurochrome or lidocaïne is used for a local anesthetic, however this is hardly sufficient to endure the pain. When the practice is performed, the girl is held down by several women who participate in performing the practice. Sometimes the girl who gets mutilated is given certain herbs, which gets placed on her tongue. The effect of these herbs make the tongue pull back, so the girl will not be able to bite off her tongue, which can happen because of the severe pain she is experiencing during the procedure. Sometimes ashes, soil or a mixture of herbs are used on the wound to stop the bleeding. (Smith & Van der Weide, 1992, pg. 13)

2.3 Origin of FGM
According to Smith & Van der Weide (1992, pg. 7 - 8), FGM is not a new phenomenon, it existed long before the beginning of the Islam and Christianity. There is not much known about the origin of this traditional practice. Even though there are speculations about the origin of this phenomenon, there is no clear evidence regarding this matter.
In the fifth century before Christ, Herodotus already spoke about FGM. According to Herodotus, FGM originated in Egypt or Ethiopia. The practice was performed by Egyptians, Phoenicians and the Hittites, as a ritual during a wedding ceremony, at the moment the dowry was given. FGM was also discovered with the mummies. It also occurred with the early Romans and Arabs, where it was used as an indication of slavery or subordination (a female slave who was infibulated was worth more).
It has been said that the practice is disseminated, via trade from the Arabic countries and the Red Sea coast, to Sudan and it disseminated further with the spreading of the Islam to the other African countries. In the sixteenth century, historicist Pietro Bembo reports about the practice and in the nineteenth century the practice is mentioned in several reports of travelers who travelled to Egypt by the Nile. The travelers reported about female slaves who were infibulated. 
It is possible that FGM is meant as a birth control measure, because it usually occurs in areas or countries where there is a scarcity of water and because of that every new human being is a great threat for the existing group regarding their survival. 
There is also another assumption, namely that FGM is invented by the men so that they are able to dominate the sexual function of women. Others say that it originates from the patriarchal family system, where a woman is only allowed to have one husband, whereas the man is allowed to have several wives.  This is why the practice was performed on widows, divorced women and women whose husband travelled a lot. It is also possible that ancient Egyptian religion influenced the practice, because they had the belief that the bi-sexuality of the gods was also present in the people.  They believed that women possessed masculinity in the clitoris and the men possessed femininity in the foreskin of the penis. These parts had to be cut off, so that the gender of a person could get fully developed. 
However, all the theories regarding the origin of FGM are merely speculative. Moreover, every population group has different reasons for the traditional practice, which will be discussed further in chapter 2.4.

2.4 The causes of female genital mutilation
“The causes of female genital mutilation include a mix of cultural, religious and social factors within families and communities”. (WHO, 2010) Smith &Van der Weide categorized the causes in four main groups: religious, traditional, social and economic. However, as previously mentioned, the population groups who practice FGM usually have several intertwined reasons to sustain this tradition. 

2.4.1 Religious factor
Type two and three of the practice, respectively excision and infibulations, are performed by Muslims, Catholics, Protestants, Coptic, Animists, Jews (the Falashas in Egypt) and other non-religious people in the countries where female genital mutilation is prevalent. It has frequently been said that FGM is an obligation of  Islam, which is an untrue belief. The population groups, who call the practice “sunna”, justify the practice with a reference to the Quran.”Sunna” is the Arabic word for habit or tradition. However, it is stated in the Quran that male circumcision is considered “sunna”, whereas the practice of circumcising women is not mentioned anywhere in the Quran.  In the Quran it is stated that the female body should remain unharmed. 
This justification however, is mostly being supported and maintained by genitally mutilated women who cannot read. The women who did learn how to read and actually read the Quran, discovered that FGM is not mentioned in the Quran, and logically this could never be an obligation for Muslims.  The justification that FGM is an Islamic obligation is therefore factually untrue. However, most women who get genitally mutilated or perform the practice do have the belief that it is a holy obligation for them. This is a deep-rooted belief they share, which cannot be eradicated overnight. (Smith & Van der Weide, 1992, pg. 14)

2.4.2 Traditional factor
A frequently used justification by women who are genitally mutilated  is that FGM is their tradition, which belongs to their culture. It has always been like that and they want to maintain their tradition. They cling on to this justification, especially if all the other reasons for FGM are disclaimed. These women can often not give an answer when asked about the origin of this alleged tradition. (Smith & Van der Weide, 1992, pg. 15)

2.4.3 Social factors

Initiation ritual
Especially among the population groups in the areas of North Sudan and among the Kikuyu tribe in Kenya, de Tagouana tribe in the Ivory Coast and the Bambara tribe in Mali, FGM is an initiation ritual, it represents the becoming of a mature, adult woman. The initiation ritual is accompanied by great festivity with a lot of symbolism, special songs and dances and special clothing. The meaning of the ceremony is that the girl gets informed about her obligations as a woman and a mother and the desirable character traits she has to possess. Nowadays, the ceremonies gradually disappear and the act is being performed on an increasingly younger age, therefore the practice cannot be seen anymore as an initiation ritual into maturity. Also, the social standing of the child does not change after the carrying out of the practice. 
Because of the absence of the festivities and the symbolism, without having the feeling of entering a new phase in their lives, the psychological damage caused by the mutilation is much greater and the physical pain is much harder to bear for the girl who undergoes the practice.

Mythology
There is also the belief that the clitoris is an aggressive organ. Several population groups in Mali, Kenya, Sudan and Nigeria believe that the clitoris will injure the man during sexual intercourse and that it will kill the baby, while the mother gives birth. In some areas, such as in Ethiopia, some people believe that if the female genitalia are not cut off, it will continue to grow and that it eventually will hang between the legs as if it were a male sexual organ. 
Deep-rooted in mythology there is the belief that femininity as well as masculinity are represented in all people at birth, where the clitoris represents masculinity and the foreskin of the penis represents femininity. It is the belief that both parts need to be cut off, thus there cannot be any confusion regarding the gender of a person. 

Sexuality
A reason which is used by as well men and women is that the practice is performed on women to reduce their sexual drift. The clitoris is one of the most sensitive parts of the female body, and it is believed that cutting off the clitoris will protect women from their oversexed nature. Thus, it will protect her against temptation, indecent behavior and defamation, and at the same time it secures her virginity. These beliefs should be acknowledged in the context of the societies where female virginity is an obligatory condition for marriage and where adultery of a woman is severely punished. The association of female genital mutilation with virginity is so strong, that a girl who is not excised or infibulated is ridiculed and she often gets abandoned from her community.  Even though, she is still a virgin, she will have no chance of getting married. 

In some communities they have a family system where the men can  have several women. Because it is believed that is it impossible for the man to keep all of his women satisfied, the practice of FGM helps to reduce the high demand of the wives. 

The Tagouana tribe from the Ivory Coast believes that a non-circumcised woman will remain infertile, while the Yoruba tribe believes that excision is a form of birth control. They believe that sperm finds its way through the breast milk, which has damaging effects for the baby. Therefore a mother who breastfeeds her baby is not allowed to have sexual intercourse during that period.  An excision of the genitalia will make it easier for the woman to have a long period of time without sexual intercourse. 


Hygiene and beauty standard
In the East African countries where FGM is highly prevalent, such as Egypt, Ethiopia, Sudan and Somalia, female genitalia are considered dirty and ugly. In Egypt for example, a girl who is not excised or infibulated is called “nigsa” which means “unclean”. The same belief occurs in Somalia and Sudan, where the purpose of infibulation is to attain a smooth surface of the skin. The women who are in favor of FGM believe that this is cleaner and they believe that the natural anatomy of the genitalia is unsightly. (Smith & Van der Weide, 1992, pg. 16 - 18)

2.4.4 Economic factor
The economic factor of FGM is approached with two different views. Firstly, the economic position of the mutilated girl. Secondly, the economic position of the executor of the practice. 

The economic position of the mutilated girl
In most of the communities where the traditional practice is carried out, a girl is only an attainable woman for marriage when she is still a virgin. In these communities, virginity has a different meaning than in Europe. If a girl is excised or infibulated means that she is still a virgin. 
The type of the mutilation determines the sum of the dowry, it can be said that the market value of the bride increases depending on her type of mutilation.  If a girl is not excised or infibulated, it is automatically assumed that she is not a virgin and she will have little to no chance at a marriage. This not only means that the family of the bride will not receive a dowry, but also that the girl will remain a financial burden to her own family.

The economic position of the exciser 
FGM is usually performed by traditional midwives or by certain women of the community who obtained that occupation by tradition. Because of their job as an “exciser”, these women  have a certain social standing and this way they are able to make a living. Because their work does not end after the primary circumcision, they have enough work for the rest of their lives to support themselves.  Because if an infibulated girl gets married, she needs to be opened up to make sexual intercourse possible. In some communities this is done by the husband, yet this is more usually done by the exciser. However, when the husband tries to open up his wife but fails to do so, they make an appeal to the exciser. They also make an appeal to the exciser, if a woman is about to give childbirth. In this case, the woman  needs to be opened up so the baby can be delivered and afterwards the woman needs to be re-infibulated. This is repeated after every childbirth. 
Because of this, excisers continue to provide for themselves. If the practice would be abandoned, there should be an alternative for the excisers, so they are still able to provide for themselves and they can maintain their social status. 
In some countries where FGM is prevalent, midwives get better training now. The improved training of midwives led to the use of anesthetic during the mutilation (however, usually this is only a local anesthetic, which is hardly sufficient to bear the pain) and it also led to a more competent, hygienic surgery. In addition, to prevent infections antibiotics are used.  The improvement of training of the midwives did not lead to a reduction of FGM in the communities, actually in a lot of areas it led to an increase of the practice. This is because of the fact that such deep-rooted traditions do not disappear easily, but also because the social standing of the traditional midwives is quite low and the continuation of performing the traditional practice raises their social status. In addition, the income of a midwife is fairly low and carrying out the procedures of FGM brings in a lot of money. (Smith & Van der Weide, 1992, pg. 18 - 19)

2.5 Consequences of FGM
The consequences of FGM can be of obstetric, psychological, sexual or social nature. The consequences can be divided in short-term consequences and long-term consequences. 

2.5.1 Short-term complications
According to Professor Leye the following short-term complications occur with all four types of FGM:

· “Severe pain;
· Hemorrhage: amputation of the clitoris involves cutting across the clitoral artery which has a strong flow and a high pressure. Cutting across the internal pudendal artery can cause serious bleeding. Hemorrhage may also occur after the first week because of sloughing of the clot over the artery, usually because of infection. If bleeding is very severe and uncontrolled it can result in death; 
· Shock: because of the sudden blood loss and/or the unexpected and agonizing pain;
· Acute urinary retention occurs nearly always because of:
 1) The pain and burning sensation of urine on the raw wound; 
2) Damage to the urethra and its surrounding tissue; 
3) Labial adhesion or nearly complete closure of the vaginal orifice as in infibulation ;
· Urinary infection: due to urine retention, the use of non-sterilized equipment and the application of local dressings of animal faeces and ashes. The infecting organisms may ascend through the short urethra into the bladder and the kidneys;
· Wound infection and fever;
· Septicemia;
· Group excisors using the same unclean cutting instruments are still common and can spread HIV infection;
· Eventually death can occur due to hemorrhagic or septic shock, tetanus and a lack of availability of medical services or a delay in seeking help.” (Leye, 2008, pg. 28 – 29)

Infection, urinary retention, severe pain, shock, hemorrhage and death are all immediate complications which occur with all four types of FGM.

2.5.2 Long-term complications
The long-term complications usually occur with type two and three of FGM. With these types of FGM, the drainage of urine and menstrual blood is nearly impossible.  According to Professor Leye the following long-term complications can occur:

· “Pelvic inflammatory disease (PID): this has been shown to be three times more common in women who have undergone infibulation than in those who have had a clitoridectomy. PID is a risk factor for infertility;
· Problems with menstruation: irregular bleeding and vaginal discharge, dysmenorrhoea due to pelvic infection or due to the obstruction of the vaginal orifice (as in infibulation);
· Cysts and abscesses: resulting from the edges of the incision being turned inwards and inclusion of the epithelium. Damage to the Bartholin’s duct can also lead to cysts and abscesses;
· Formation of a keloid scar: colored people have an increased tendency to develop keloids, and this is exacerbated by the slow and incomplete healing of the wound and infection;
· Dyspareunia: due to the tight vaginal opening, to pelvic infection or to vaginismus;
· Haematocolpos is estimated at 2–3.5% in Sudan and Somalia due to closure of the vaginal opening by scar tissue. Menstrual blood accumulates over many months in the vagina and uterus;
· Primary infertility: an association between severe forms of female genital mutilation and primary infertility has been described in Sudan. Infections that arise after female genital mutilation in childhood might ascend to the internal genitalia, causing inflammation and scarring and subsequent tubal-factor infertility;
· Formation of rectovaginal and vesico-vaginal fistula: vesico-vaginal and rectovaginal fistula results in a distressing condition of urinary and faecal incontinence, respectively, for which women are often ostracized by their community;
· Recurrent or chronic urinary tract infections: due to stasis of urine in the bladder and behind the scar tissue;
· Urinary problems: 
1) Difficulty in urinating because of a damaged urethral opening or scarring over the urethral opening or inability to completely evacuate the bladder when urinating; 
2) Urinary incontinence as a complication of an over distended bladder and recurrent urinary infections.
· Scar neuroma: on the dorsal nerve of the clitoris;
· Anal incontinence and anal fissures: due to rectal intercourse when vaginal intercourse is not possible;
· Transmission of HIV, Hepatitis B, and other blood borne diseases; possible modes of infection are: 
1) Sexual intercourse before the wound is healed; 
2) Easy bruising of the genital mucosa after FGM enhancing susceptibility to HIV infection; 
3) Tears and cuts during intercourse in the case of scar tissue and a small vaginal opening and 4) anal intercourse due to difficulties with vaginal intercourse.” ( Leye, 2008, pg. 29 - 30)

2.5.3 Obstetric complications
A study by the WHO among women who attend obstetric centers in six African countries for single deliveries has shown that deliveries by women who have undergone female genital mutilation are more likely to have complications such as: caesarean section, postpartum hemorrhage, episiotomy, extended maternal hospital stay, resuscitation of the infant, and inpatient perinatal death than deliveries to women who have not undergone FGM. (Leye, 2008, pg. 31) 

According to Professor Leye other obstetric complications are:

· “Prolongation of the second stage of labor (a major obstetric problem) because of vulval scarring or soft tissue dystocia. Prolonged, obstructed labor and lack of oxygen during the second phase of labor can result in foetal death (stillbirth and early neonatal death);
· Perineal lacerations because of loss of natural compliance of the tissues;
· Perineal wound infections and postpartum sepsis;
· Postpartum haemorrhage due to tearing of the scar tissue;
· Fistulae formation: obstructed labor can cause necrosis of the vaginal wall because of the constant pressure of the baby’s head on the posterior wall of the urinary bladder and the anterior wall of the rectum;
· Repetition of de-infibulation and re-infibulation leaves extensive scarring which is often unstable;
· Unnecessary caesarean sections in cases where doctors are not familiar with FGM. Resorting to caesarean section for fear of handling the infibulation scar adds the risks of general anesthesia and major surgery.
· Increased risk of HIV transmission in infibulated women: excessive blood loss at delivery in infibulated women might expose the child (and staff) to HIV infection.” (Leye, 2008, pg. 31 - 32)

2.5.4 Psychological and sexual problems
There is not much scientific evidence regarding psychosexual problems as a consequence of FGM. However, according to Leye the following psychosexual problems can include:

· “Sexual problems: 
1) Frigidity due to dyspareunia, injuries sustained during early intercourse, pelvic infection; 
2) Lack of orgasm due to the amputation of the glans clitoris. A study conducted on 651 circumcised Egyptian women showed that their sexual desire was not affected by the procedures, but the ability to achieve an orgasm was dependant on the severity of the operation and the extent to which social messages inhibiting sexual expression were internalized; 
3) coital difficulty or inability to have vaginal intercourse at all because of stenosis of the vagina may affect up to 35% of infibulated women; 
4) marital conflicts.

· Psychological problems such as post-traumatic stress disorder, behavioral disturbances,  psychosomatic illnesses, anxiety, nightmares, depression, psychosis, neurosis and suicide due to the painful FGM procedures may occur. Also subsequent painful menstruation, painful intercourse, recurring episodes of frigidity, formation of dermoid cysts and urine incontinence might also cause psychological problems.” (Leye, 2008, pg. 32)

Another psychological effect of the practice is the syndrome of ‘genitally focused anxiety depression’. This syndrome has been mentioned by Sudanese, infibulated women and the syndrome is “characterized by a constant worry over the state of their genitals, intolerable dysmenorrhea and fear of infertility”. 
The girls and women who live in host countries and are genitally mutilated might face problems regarding their sexual identity, when they are confronted with girls in the host countries who are not genitally mutilated. (Leye, 2008, pg. 32)

2.6 Prevalence of FGM
FGM is mostly prevalent in Africa. However it is also prevalent in regions of the Arabic peninsula and in some communities in Asia, yet to minor extent. In the following countries FGM has been reported: India, Indonesia, Northern Iraq (Kurdistan), Israel, Malaysia, the United Arabic Emirates. There are also anecdotes known about FGM in the following countries:  Colombia, Oman, Peru and Sri Lanka. 
In Yemen, 23% of all girls are genitally mutilated. There are no official statistics known about the other countries mentioned above. (Pharos, 2010) See appendix 1 for a map of the global prevalence of FGM.

2.6.1 Prevalence of FGM in Africa
FGM has a high prevalence in Africa, although it is not prevalent in all African countries. The traditional practice is prevalent in 28 of the 53 African countries.  The 28 countries where FGM is prevalent, are the following: Benin, Burkina Faso, Central Republic of Africa, Cameroon, Chad, Democratic Republic of Africa, Djibouti, Egypt, Eritrea, Ethiopia, Gambia, Ghana, Guinea, Guinea-Bissau, Ivory Coast, Kenya, Liberia, Mali, Mauretania, Niger, Nigeria, Uganda, Senegal, Sierra Leone, Sudan, Somalia, Tanzania and Togo. It does not occur in Southern African countries and Northern African countries, with the exception of Egypt. 
The United Nations has published an alphabetical list regarding the prevalence of FGM and other information per country where the practice is performed. According to this list, the rate of prevalence varies between 0.6% in Uganda to 97.9% in Somalia. (Pharos, 2010) (See appendix 1 for map with percentages of genitally mutilated girls and women between the age of 15 and 49 per country.) The most common type of female genital mutilation is type two, the excision, which makes up for 80% of all cases. Type three, which is infibulation, makes up for 15% of all cases. (Leye, 2008, pg. 22 - 23) The main religions in these countries are Islam, Christianity and other traditional religions. In fourteen countries (Benin, Burkina Faso, Central Republic of Africa, Djibouti, Egypt, Eritrea, Ghana, Guinea, Ivory Coast, Kenya, Niger, Senegal, Sudan, Tanzania and Togo) there are laws to prohibit FGM or there is other specific legislation regarding the practice. In the other fourteen countries there is no specific legislation regarding FGM. See appendix 2 for full alphabetical list of the countries by the United Nations. 

2.7 Explanation for the continuation of FGM
There is no clear explanation for the continuation of the practice. It can be stated that the reason why this practice continues to exist, is a mix of all the factors which are mentioned in chapter 2.4. To summarize, the following reasons are most likely to cause the continuation of FGM:

· Throughout centuries, women who undergo the practice have been told to perceive their sexual impulses in terms which are in favor of the men. This has to be seen in the context of the complete economic and social structure of those communities where FGM takes place and where marriage is the only future for a woman.
· The traditional practice is a seemingly irreplaceable source of income for the excisors (who are usually older women), who often influence the older relatives of the girl (who has to undergo the procedure).
· There is not much known among genitally mutilated women, regarding the physical and psychological complications as a consequence of FGM. These complications are often considered as something normal, which belongs to the live of a woman in general. 
· The cultural identity of the people who live in communities where the practice is performed is deeply rooted in many traditions and FGM is one of those traditions.  There is no other replacement for this tradition, therefore is it very difficult to convince the people of those communities to discontinue the tradition. In addition, the practice was used to fight colonial domination, as a confirmation of the national identity. (Smith & Van der Weide, 1992, pg. 20 - 21)

However, the most obvious reason why the practice of FGM is still continued, is because “it has always been like this”. (Smith & Van der Weide, 1992, pg. 20)

3. FGM in the European Union

3.1 Introduction
Through migration, FGM is brought to European host countries, by the African communities where FGM is a common traditional practice. Originally, female genital mutilation does not occur amongst European population groups. There are approximately 500.000 girls and women in Europe who underwent a procedure of FGM. In addition, there are approximately 180.000 females in Europe who will have to undergo the practice or are at risk of getting excised. (Pharos, 2010)

There is no actual data available of the total number of females who are at risk of getting genitally mutilated in Europe. There is also no actual data available regarding the total number of females who are already affected with female genital mutilation. Evidence on the prevalence of FGM in a few European countries can be retrieved from literature, as researched by Leye. The following estimates of some European countries are known:

	Country
	Females with FGM
	Females at risk of FGM

	France
	13.000 to 30.000
	4.500 to 7.000

	Germany
	21.000
	5.500



	Country
	Girls with FGM
	Women with FGM

	Italy
	4.000 to 5.000
	32.881



	Country
	Females at risk of FGM and females with FGM

	Switzerland
	6.700






	Country
	Females with FGM

	Begium
	2.745





(Leye, 2008, pg. 45 - 47)


3.2 European legislation against FGM
There is no European policy regarding the protection of females who are at risk of undergoing FGM. However, FGM is prohibited in Europe.
Governments of European countries have prohibited the procedures of FGM by law. In many European countries, FGM is banned by general legislation.  A few European countries have specific laws regarding FGM, such as Sweden (which was the first country with specific legislation regarding the practice), the United Kingdom, Belgium, Austria and Norway. However, in these European countries where there is specific legislation against FGM, there have never been any legal cases, with the exception of Sweden. Since the enforcement of specific laws against FGM in Sweden in 1982, there was a first verdict in a legal case in 2006. In France, where there is no specific legislation regarding FGM, there have been approximately 25 legal cases. In these legal cases, the executors of the practice and/or the parents of the mutilated girls were convicted.
During the last twenty years, a lot of projects and initiatives have been set up by many European countries to eradicate FGM.  (Pharos, 2010)

3.3 European initiatives against FGM
Several initiatives have been set up at European Community level.  According to Professor Leye the following initiatives have been of great importance in addressing the problem of FGM in a European context.  

European Commission
“The European Commission’s Daphne program was established to combat violence against women and children in Europe. To date, it has co-financed fourteen projects on female genital mutilation in Europe costing €2.4 million, some of which are still running. In 1997, the Daphne program funded the first project to focus on female genital mutilation in Europe: a study undertaken by ICRH. The overall goal of the study was to gather available resources with the intention of examining problems surrounding female genital mutilation in the European Union and to formulate recommendations on several aspects of female genital mutilation to prepare a European strategy for combating FGM. Recommendations focused on guidelines for three groups of professionals who deal with female genital mutilation: community outreach workers, health care professionals and the judiciary. The project was carried out in close cooperation with two partners: the Dutch section of Defence for Children International, and the Royal Tropical Institute of Amsterdam (the Netherlands). The report published as the outcome of this study gave input into the Valenciano report and the subsequent European Resolution on female genital mutilation.” (Leye, 2008, pg. 49)



European Parliament
“At the initiative of the Swedish National Board of Health and Welfare and the Swedish non-governmental organization Riksföreningen Stoppa Kvinnlig Könsstympning (RISK), a group of experts gathered at the European Parliament in Strasbourg in April 2001 to develop a Joint Agenda for Preventing and Eliminating female genital mutilation, to be presented to the European Commission, European Parliament and to relevant United Nations agencies. The Agenda was developed by drawing on declarations, recommendations and statements and on the experiences of those working towards the elimination of FGM in Africa and Europe. The agenda was used by the Committee on Women’s Rights and Equal Opportunities of the European Parliament, to draw a report on female genital mutilation (Rapporteur: Elena Valenciano, Report n° A5-0285/2001), which includes a resolution on female genital mutilation. The European Parliament adopted this resolution on 20 September 2001.” (Leye, 2008, pg. 49 – 50)

“Main issues related to female genital mutilation in Europe in the Resolution on FGM of the European Parliament (2001/2035(INI)):

[…] The European Parliament
- Calls upon Member States to harmonize existing legislation;
- Opposes any form of medicalisation;
- Involves communities when adopting measures;
- Rejects any scientific or religious basis for justifying the practice;
- Condemns FGM as a violation of human rights;
- Calls upon the European Union and the Member States to apply an integrated strategy, which takes
 into account the legislative, health and social dimensions and the integration of the immigrant population;
- Calls on the Commission to draw up a complete strategy in order to eliminate female genital mutilation in the European Union, establishing legal and administrative, preventive, educational and social mechanisms to enable women who are at risk to obtain protection;
- Asks the Commission to carry out an awareness campaign directed at legislators/parliaments in the countries of origin to maximize the impact of legislation or to facilitate the formulation and adoption of such legislation;
- Calls on the Council, Commission and Member States to carry out an in-depth enquiry to ascertain the extent of female genital mutilation in the Member States;
[…]” (Leye, 2008, pg. 50)



Study conferences
“In 1992, a First Study Conference on female genital mutilation in Europe was held in London, organized by the Foundation for Women’s Health, Research and Development (FORWARD). The conference was called to respond to the need for action against the practice of female genital mutilation in Europe and other Western countries. The conference aimed at developing a coordinated, unified approach to the abolition of the practice in Europe and other Western countries (London Declaration, 6–8 July 1992). A Second Study Conference on female genital mutilation in Europe was held in Gothenburg (Sweden) in July 1998. The conference was organized by the Committee of the Regions of the European Union and the City of Gothenburg, with the technical cooperation of WHO, Geneva. The conference came up with recommendations for an Action Plan for Europe (Gothenburg Declaration, 1–3 July 1998).” (Leye, 2008, pg. 50 – 51)

In 2002, the Euro-Net FGM has been founded, which is a European network that fights against harmful traditional practices, such as female genital mutilation. In addition, it helps to improve the health of female immigrants in Europe. (Pharos, 2010)

3.4 FGM in the Netherlands

3.4.1 Introduction
There are no statistics regarding the prevalence of FGM in the Netherlands due to a lack of research. However the Council for Public Health and Health Care and TNO (a Dutch research centre for the government and industry and commerce) have contributed to collecting data about the prevalence of FGM in the Netherlands. 
In 2005, the Council for Public Health and Health Care conducted limited research in Amsterdam and Tilburg with the main goal to determine whether, or if so, how many girls in the Netherland undergo the procedure of FGM. Results have shown that FGM is prevalent in the Netherlands. Based on this research, The Council for Public Health and Health Care estimated that annually about 50 girls undergo FGM.
Acting upon instructions from the Ministry of Health, Welfare and Sport, TNO conducted research to the occurrence of FGM in all obstetrical clinics. Based on this research, TNO has concluded that four out of ten pregnant women from risk countries, who give child birth in the Netherlands, are genitally mutilated.(Pharos, 2010) Pharos estimated, based on the statistics of CBS (Statistics Netherlands), the number of girls who are at risk of getting genitally mutilated. The following table shows the percentages of prevalence in the country of origin. In addition, the table gives estimates of females who reside in the Netherlands and who are at risk of undergoing FGM. The numbers are given per country of origin. The following numbers are estimates and need to be interpreted carefully, because in the countries of origin, there can be large regional differences. 

	Country of origin
	Prevalence in country of origin*
	Number of women(2010) **
	Number of women age
0 - 20 years (2010)

	 
	 
	 
	 

	Benin
	17%
	138
	67

	Burkina Faso
	73%
	217
	109

	Central Republic of Africa
	26%
	35
	14

	Democratic Republic of Congo
	5-13%
	3.890
	1.751

	Djibouti
	93%
	110
	51

	Egypt
	96%
	7.862
	4.098

	Eritrea
	89%
	693
	256

	Ethiopia
	74%
	5.309
	1.887

	Gambia
	78%
	339
	184

	Ghana
	4%
	10.416
	3.911

	Guinee
	96%
	1.247
	624

	Guinee-Bissau
	45%
	146
	52

	Ivory Coast
	42%
	660
	305

	Yemen
	23%
	210
	102

	Cameroon
	1%
	1.293
	544

	Kenya
	32%
	1.715
	699

	Liberia
	45%
	1.280
	667

	Mali
	92%
	135
	69

	Mauritania
	72%
	80
	47

	Niger
	2%
	111
	53

	Nigeria
	19%
	4.600
	2.325

	Senegal
	28%
	641
	327

	Sierra Leone
	94%
	2.072
	990

	Sudan
	90%
	2.391
	1.132

	Somalia
	98%
	12.217
	5.277

	Tanzania
	15%
	1.017
	447

	Togo
	6%
	661
	301

	Chad
	45%
	58
	24

	Uganda
	1%
	740
	226

	TOTAAL
	 
	60.283
	26.539
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*WHO, 2008
** The number of women residing in the Netherlands are mentioned here, including girls between the ages of 0 to 20 years old. The girls of age 0 to 20 years are also mentioned separately, but these numbers cannot be added to the numbers of all women residing in the Netherlands. 
(Pharos, 2010)

3.4.2 Dutch legislation against FGM
In 1993, the Dutch government has prohibited all forms of FGM. Since 1993, the legislation concerning FGM has been intensified. In the Netherlands there is no specific legislation regarding FGM, nevertheless parents who let their daughter be genitally mutilated, can be prosecuted on the ground of intentional abuse.  The excisor can be prosecuted for the unauthorized practice of medical science. Articles 300 until 304 of the Penal Code apply to this. For the offence of FGM, there is a maximum penalty of twelve years imprisonment. If FGM is performed on a girl by her parent(s), the punishment can be rated up with one third (Article 304 Sub 1 of the Penal Code). 
If the parents of a girl order someone to perform the practice on the girl, pay someone to perform the practice, supply the tools for the mutilation and/or help during the execution of the practice, they are punishable. These actions are considered as complicity to the criminal act (Articles 47 and 48 Penal Code.
Doctors, who participate with FGM, can be sentenced on ground of the medical disciplinary council. The Inspection for Healthcare has published new healthcare laws and standards in 2008, about how there should be dealt in case of a report of FGM in the Netherlands. This is in case of a suspected mutilation, but also when a girl is already genitally mutilated. 
Since February 1, 2006, a suspect can be prosecuted for performing FGM when it is performed abroad, only if the suspect holds the Dutch nationality or has a permanent residence in the Netherlands. 
Since July 1, 2009, the period of limitation has been prolonged. The period of limitation will take effect from the eighteenth birthday of the girl and in case of severe forms of FGM, it will take effect from the twentieth birthday of the girl. In this case, a mutilated woman has the possibility to lodge a complaint about FGM until she is 38 years old. 
There have often been discussions about whether there should be specific legislation against FGM in the Netherlands. In 2005, the Council for Public Health and Health Care has given the Dutch government an advice, in which the following was stated:

· In the Netherlands, FGM is punishable as abuse (Articles 300 to 304 Penal Code). This is in regard to the person who performs the practice, as well the people, who cooperate with this action and who instigate the practice, thus they are an  accomplice of a crime (Articles 47 and 48 Penal Code).  Parents who let their daughters get genitally mutilated are punishable. Even though there is no case law in regard to this, these conditions are sufficient enough to prosecute a person in case of severe and less severe forms of FGM.
· Criminal proceedings regarding FGM can be problematic, because of the nature of the phenomenon, not because of the way of penalization. The participation of parents with the practice (abroad) is difficult to prove. It can be questioned whether separate penalization is more successful in regard to prosecution, which is probably not the case. Also with separate penalization, proof of the involvement of the parents is required.  The testimonial of a genitally mutilated girl, who stated that she voluntarily underwent the procedure, does not stand in the way of prosecuting the parents for abuse. 
· There is no international agreement regarding the way of penalization concerning FGM. It is determined by national states, how to deal with this. Separate penalization is not necessary if people need to be arrested outside the Netherlands, abuse falls within the scope of the European Arrest Warrant.
· Specific penalization is not necessary to abandon the requirement of double penalization (which means that the crime has to be punishable in the Netherlands, as well as in the country of origin). (Pharos, 2010)

3.4.3 Dutch initiatives against FGM
The Dutch policy is based on prevention, especially in the form of education. In 2005 the policy was altered by implementing initiatives aimed at a stronger approach in regard to the eradication of FGM. This intensified approach included the following initiatives:

· Preventive actions for and by risk groups
· Preventive actions by medical groups
· More participation of the Youth Healthcare Department
· More attention to the risks regarding FGM
· A more active information service
· A prevention program by Pharos

Prevention Program
In 2006, the pilot “prevention female genital mutilation” started in six cities (Amsterdam, Rotterdam, The Hague, Utrecht, Eindhoven and Tilburg), where there is a high number of immigrants of the risk countries (countries where FGM is highly prevalent).  This prevention program was established through an intense cooperation between Pharos, FSAN (Federation of Somalian Associations) and the Area Health Authority of the six cities. The goal of the prevention activities is to achieve a collective behavioral change among the risk groups (minority groups from countries where there is a high prevalence of FGM). The goal of the prevention activities is also to make all parties (doctors, medical practitioners, obstetricians, the Child Welfare Council) who are affected by the practice, aware of the sense of urgency regarding the issue. 

Conversation Protocol
The institute Doctors Youth Healthcare Netherlands developed a “conversation protocol” concerning FGM. This “conversation protocol” offers guidelines to doctors and nurses in the youth healthcare sector, to have a structured conversation with the parents and families of girls of the risk groups, in order to prevent FGM.  These structured conversations will take place during several planned meetings. During these meetings the method of “motivated conversation style” is used, which is the thread of the protocol. 



Reports to Child Welfare Council
In case of suspicion regarding performing FGM on under aged girls, there is the possibility to directly report this to the Child Welfare Council. Between July 1, 2007 and March 1, 2008, the Child Welfare Council received 44 reports concerning FGM However, there reports never led to prosecution or convictions for practicing female genital mutilation. Contrary to France, where there have been legal cases in regard to FGM. 

Report code for professionals
In case of suspicion regarding FGM, every professional is obligated to deal with this according to the structural plan of their own report code. The Dutch government is planning to enforce a law regarding a report code for domestic violence and child abuse. This will give professionals a guideline on how to take action, in case of suspicion concerning domestic violence and child abuse.  (Pharos, 2010) 

4. FGM in the countries of origin 

4.1 Introduction
In several African countries FGM is prohibited. In some of these countries there is specific legislation, in which removal or mutilating the female genitalia is specifically mentioned.  In other African countries FGM is prohibited by particular articles of the general legislation, such in the Netherlands, or by laws which serve as a precaution to protect the right of children. The countries which do not have legislation, such as Gambia and Somalia,  signed the Maputo Protocol. The Maputo Protocol which is founded in 2003 is aimed at the intensifying and advancement of the rights of women on the African continent.  Violence against women, including FGM, is condemned in the Maputo Protocol. In the meantime, 45 of the 53 African countries have signed the Protocol, 27 African countries have ratified it, including 13 countries where FGM is practiced. Legislation is no guarantee for the protection of girls and women who are at risk concerning FGM. There are no official data available regarding the number of convictions in Africa, in relation to FGM. There are also no known reports regarding an active investigation policy.
There are risks involved regarding legislation and an active enforcement policy. If FGM is criminalized, it is probable that it will be practiced illegally. This way it is not possible to have overview and control.
In Kenya and Sudan, legislative initiatives are being undermined for a long time, because the initiatives are put into relation with previous interference of former colonial government. In Sudan, attempts to comply with legislation led to a huge protest of the population.  In Kenya it is prohibited to perform FGM on girls and women, however it still has a high occurrence (prevalence of 32.2%). Because of fear to alienate certain groups, because of populism, or to prevent tension between practicing and non-practicing groups in a particular area, prosecution is also abandoned. Compliance of legislation does not have priority, if a country is affected by drought, an epidemic or a (civil) war. 
In African countries where there is a prevalence of FGM, there is no law which declares that when a violation occurs in another country, the parent(s) or the executor of the practice can be prosecuted.  United Nations organization UNIFEM reported in 2008 that girls are being genitally mutilated in West African adjacent countries, if prosecution for FGM in the homeland is possible. This happens between Burkina Faso and Niger, between Burkina Faso and Mali and between Burkina Faso and Ghana. Also, immigrants return to their country of origin to perform a procedure of FGM on their daughter, like in the Ivory Coast, and then leave again.  (Pharos, 2010)

4.2 Legislation against FGM in Africa
Benin, Burkina Faso, Central Republic of Africa, Ivory Coast, Sudan and Togo all have specific legislation to prohibit FGM. Kenya has specific legislation to prohibit FGM, but only for girls under the age of 18 years old. For women of 18 years and older, the Penal Code applies. Many African countries (Cameroon, Chad, Democratic Republic Congo, Djibouti, Egypt, Ethiopia, Gambia, Ghana, Guinea, Niger, Nigeria, Senegal and Tanzania) do not have specific legislation to prohibit FGM, but they have amended their Penal Code to criminalize the act or the act is prohibited by the Constitution. However, the severity of the sanctions in case of a violation differs between the countries.  Guinea Bissau, Liberia, Mali, Mauretania, Sierra Leone, Somalia and Uganda do not have any legislation regarding FGM. In some cases there are provisions in the Penal Code which might be applicable to the act, but they are vaguely formulated and the practice is not specifically prohibited. See appendix 3 for an overview of the Inter-African Committee on Traditional Practices (IAC), regarding the legislation against FGM per African country where the practice is prevalent. The source of this overview of the IAC is the Women’s United Nations Report Network.

4.3 Initiatives against FGM in Africa
FGM cannot be eradicated merely by legislation alone. Because of the cultural and complex character of the traditional practice, legislation alone will not suffice to accomplish a collective social behavioral change within the communities which practice FGM. Because of this, several organizations have set up local initiatives to accomplish that collective social behavioral change. Initiatives that are led by the communities which perform the traditional practice are participatory and they also “guide the communities to define the problems and the solutions themselves”. (UNIFEM, 2008)These initiatives are non-judgmental, whereas legislation to eradicate FGM can come across as judgmental, and they focus on encouraging a collective social behavioral change and the collective choice to ban the practice on a local level. Because of its participatory and non-judgmental character, these initiatives are possibly more effective than solely legislation. A study by the Innocenti Research Centre of UNICEF entitled: “The Dynamics of Social Change: Towards the Abandonment of Female Genital Mutilation/Cutting in Five African Countries” has shown that “Initiatives to encourage communities in Africa to abandon female genital mutilation or cutting are more effective when used to reinforce the positive aspects of local cultures and build trust by implementing development projects”. (UN, 2010) Instead of opposing against the local culture of the communities which perform the practice and labeling the traditional behavior and practice of those communities as negative, these effective initiatives address the issue in a non-judgmental and non-threatening way. 
4.3.1 The Inter-African Committee on Traditional Practices
In February, 1984 the Inter-African Committee on Traditional Practices affecting the Health of Women and Children (IAC) has been founded at a seminar in Dakar, Senegal, an organization by and for African women. The organization campaigns “for the removal of harmful traditional practices that affect the health of women and children", including FGM. The Inter-African Committee “applies a multi-pronged approach to influence policy and action and to create positive attitudinal change through the implementation of projects at the community level”.
 The IAC is an international non-governmental organization, which started with 20 African countries. At present time, the IAC has national committees in 28 African countries, which campaign against FGM on a national level.   The IAC also has affiliates in eight European countries, USA, Canada, Japan and New Zealand. The IAC “has its headquarters located within the premises of the UN Economic Commission for Africa (UNECA) in Addis Ababa, Ethiopia, while a liaison office is maintained in Geneva, Switzerland”. Some of the program activities of the IAC include: “youth programs, training and information campaigns, programs for religious leaders, empowerment for women, and production and distribution of information and educational materials”. (IAC, 2010)
During the international Conference of the Inter-African Committee on February 6, 2003 in Addis Ababa, affiliates of 30 African countries discussed the traditional practice and the severe damaging effects on women. The participants of the conference agreed unanimously, that the tradition should be eradicated in Africa and in the rest of the world. At that moment, February 6 was proclaimed International Day of Zero Tolerance against Female Genital Mutilation. Since then all countries are encouraged to celebrate this day every year, in order to stimulate the fight against FGM. 

4.3.2 Community-based initiatives
A few effective, recently used community-based eradication programs aimed at behavioral change have been set out by Leye (2008, pg. 42 - 45). The programs were part of the following initiatives:

· “The alternative rites of passage;
· Community education and consensus building;
· The positive deviance approach and
· The Intergenerational Dialogue”

The initiatives are briefly discussed below.

The alternative rites of passage
In Kenya, a non- governmental organization called the "Maendaleo Ya Wanawake" (MYWO) is trying to eradicate FGM through alternative rite-of-passage ceremonies, which put emphasis on positive cultural and traditional rituals without including FGM. (Afrol News, 2010) In 1996, the MYWO developed this program with the cooperation of women leaders from families who had decided to stop to genitally mutilate their girls. The alternative rite of passage approach was developed, because the people, who decided not to genitally mutilate their girls anymore, were faced with the problem on how to deal with the traditional rite of passage which included FGM. The cultural character of FGM makes it a very intense and sensitive topic to discuss and the communities are just not ready to deal with such an old tradition. Therefore they choose to continue with their traditional practice, even though they are aware of the harmful effects. The alternative rite of passage was developed to keep the essentials of the rite of passage and to abandon the mutilation. The first alternative rite of passage ceremony took place in 1996 in the Tharaka Nithi District, where 28 girls were initiated into adulthood. Because of the successful result of the first ceremony, the MYWO replicated the ceremony in nine other districts of Kenya. “Since then, over 10,000 girls have been initiated through the alternative rite of passage, and other organizations have replicated the MYWO program.”(Leye, 2008, pg. 43)

Community education and consensus building 
In Senegal, the Village Education Program has been set up by the non-governmental organization Tostan.  This program is aimed at “empowering people through education and knowledge to enhance their personal and community development.” This education program consists of four elements: hygiene, problem solving, women’s health, and human rights. (Leye, 2008, pg. 43) The program consists of three two-hour classes per week for six months. “It discusses the negative aspects of FGM as part of a broader curriculum that covered human rights, women's health and basic hygiene”. In each village, approximately 30 women and up to 10 men took part. For the dissemination of the material, participants were encouraged to share the information they learned with a close friend or relative, on a regular basis. (Guttmacher Institute, 2010) Through the four themes, participants are enabled to analyze their own situation more efficiently and find the best solutions for themselves. According to Leye (2008, pg. 43) the approach of the program is based on “peaceful social change through a basic community education program and a process of social mobilization. The program has been implemented in 90 villages in the Kolda region. The first public declaration to stop performing FGM took place in 1996 in Malicounda Bambara. Because of the activities of this community, neighboring villages also began to speak out against FGM. The imam from the Bambara village of Keur Simbara, who was highly committed to ending FGM, visited all of the Bambara villages over a three-month period. His efforts and the consensus of religious, health, and government representatives culminated in the Diabougou Declaration, which pledged the Bambara community’s commitment to end the practice of FGM. Since 1997, 1367 communities in Senegal have abandoned FGM through 17 public declarations, which represents 28% of the 5000 communities that practiced FGM in 1997.” The social convention, in which is stated that non-excised women are not respected and not attainable for marriage, is starting to change significantly. Publicity and press coverage have helped the organization in stimulating dialogue regarding the traditional practice and “it helped in the dissemination of anti- female genital mutilation messages beyond the initial villages”. (Leye, 2008, pg. 43)

The positive deviance approach
“In 1998/1999, the Centre for Development and Population Activities (CEDPA) in Egypt initiated a project to understand why some families do not excise their daughters. The project is based on the Positive Deviance Approach, a methodology that focuses on individuals who have “deviated” from conventional societal expectations and adopted, although possibly not openly, successful
alternatives to cultural norms, beliefs or perceptions in their communities. These individuals, whom CEDPA calls the “positive deviants”, have decided that they are against female genital mutilation and refuse to practice the procedure on their daughters. The central approach used for raising awareness in the CEDPA project is community mobilization, which uses participatory processes to involve local institutions, local leaders, community groups, and members of the community to organize a collective action toward a common purpose. The focus of these community mobilization activities is outreach by positive deviants to community members through small group activities and larger public meetings. The strengths of this approach lie in understanding that solutions to problems already exist within communities and that, by taking part in a process of self-discovery, community members have the capacity to identify and implement them.” (Leye, 2008, pg. 44)

The Intergenerational Dialogue
In Conakry, Guinea, the program Intergenerational Dialogue has been implemented. “The “listening and dialogue” method creates a two-way dialogue between the community and program implementers. Young and old women participate in a guided dialogue on themes such as gender roles, sexuality, traditional values and practices. During this intergenerational dialogue, both generations reflect on their own values, traditions and aspirations, and decide when and how changes should take place. It encourages discussion on the ambivalences and dilemmas which accompany the process of adapting attitudes and behaviors. This method provides important information about the knowledge, attitudes and behavior of a community.” (Leye, 2008, pg. 45) “In addition to discussions in small groups, the method involves one-to-one talks and work with the entire group, as well as role-playing, music and songs, traditional sayings and religious images. During a supervised practical phase, participants can put into practice in their own families what they have learned at the workshop.” (GTZ, 2007)

Besides the African governments and the previously mentioned non-governmental organizations, there are many other non-governmental organizations active in the fight against FGM. In chapter 5.2 the most important non-governmental organizations will be mentioned. 

5. International organizations against FGM

5.1 Introduction 
Numerous governmental and non-governmental international and national organizations have set up programs and initiatives to ban, prevent or reduce the prevalence of FGM. Mainly due to their efforts, “clauses prohibiting the practice have been incorporated into a large number of international legal instruments and into the legislation of a growing number of countries.” (WHO, 2010)  The organizations, which have been of great importance and  have been successful in addressing the issue, are mentioned in chapter 5.2.

5.2 International governmental organizations
The United Nations has often put harmful traditional practices, such as FGM, on the agenda. The organs and organizations in the United Nations, which deal with the issue FGM, will be briefly discussed. 

One of the main organs of the United Nations, the Economic and Social Council (ECOSOC), deals with the issue FGM. The autonomous organizations of the United Nations, which deal with the practice, are the United Nations Development Program (UNDP), the United Nations High Commissioner for Refugees (UNCHR) and the United Nations Children’s Fund (UNICEF). Furthermore, there are also specialized organizations and the two most important organizations which deal with FGM are the World Health Organization (WHO) and the United Nations Educational, Scientific and Cultural Organization (UNESCO). (Smith & Van der Weide, 1992, pg. 79 - 102)

5.2.1Regional governmental organizations
The main regional governmental organizations which have put FGM on the agenda are the Council of Europe, the European Communities and the Organization of African Unity (OAU). (Smith & Van der Weide, 1992, pg. 102 - 109)

5.3 Non-governmental organizations
The international non-governmental organizations, which address the issue of FGM on a global level, are the Working Group on Traditional Practices Affecting the Health of Women and Children, the Save the Children Alliance and the organization Anti Slavery International (ASI).  There are also organizations which operate on regional level, such as the Inter-African Committee on Traditional Practices Affecting the Health of Women and Children (IAC).  The Inter-African Committee on Traditional Practices cooperates with two organizations in Europe, the G.A.M.S. in France and AIDoS in Italy. The Inter-African Committee on Traditional Practices also cooperates closely with the organization FORWARD in London. (Smith & Van der Weide, 1992, pg. 111 - 122)
5.3.1 National non-governmental organizations
In the countries where there is a prevalence of FGM, the countries of origin and the host countries, there are also a number of non-governmental organizations which deal with the traditional practice. Many of these organizations work together with other organizations, national and international, and they also work with government bureaus. (Smith & Van der Weide, 1992, pg. 122)

6. Conclusion

Even though, there is no actual data of the prevalence of FGM in Europe, it is undeniable that the traditional practice is indeed present as a cultural phenomenon in the European Union. Although several European countries have prohibited the act through some form of legislation, many European countries do not have specific legislation to criminalize FGM. In addition, European doctors, obstetricians, teachers, lawyers, officers of the law and other medical staff are frequently confronted with the practice and they often do not know how to deal with it, nor do they have exact guidelines on how to deal with it. Despite the prohibition of FGM by some form of legislation in several European countries, through specific laws and in some European countries the act is criminalized under the Penal Code, there is a need for more clarity regarding the interpretation of these laws concerning the prohibition of FGM. Furthermore, a clear guiding protocol is absolutely necessary for doctors, obstetricians, teachers, lawyers, officers of the law and other medical staff in the host countries. Especially, doctors and other medical staff in the European Union get confronted with FGM in their practices and there is still a lot of uncertainty on how to deal with re-infibulation or the medicalization of the practice.  

A harmonized European policy, a clear specific law to abandon FGM, will be more effective in eradicating FGM, than the existing legislation, which are different per European country. Furthermore, a strict guiding protocol for doctors, obstetricians, teachers, lawyers, officers of the law and other medical staff, on how to deal with the people who are affected with FGM is necessary, because this will enable them to act more assertively and effectively, without contributing to the continuation of the practice, yet helping the people who are affected with FGM. However, a harmonized policy regarding the abandonment of FGM is not only desirable in the host countries, also more clarity regarding the interpretation of the legislation concerning the abandonment of FGM is necessary in the countries of origin. Because in many host countries, these laws remain vague, or in the worst cases, there are no laws at all to prohibit this act. Therefore, a harmonized policy to abandon FGM is absolutely necessary in Africa, because this will prevent females from undergoing the practice in another African country where the act is not prohibited yet. 

A harmonized policy regarding the abandonment of FGM in Europe and Africa, as well as a guiding protocol for health professionals, teachers and officers of the law will offer legal security and support for females who are genitally mutilated or who are at risk of undergoing the practice. It gives them a legal tool to protect themselves and their daughters. Also, if female genital mutilation is criminalized through a harmonized legal policy, the fear of prosecution will also stop excisors and families from continuing the practice. Furthermore, a guiding protocol for health professionals will put a halt to the medicalization of the practice.
Legislation alone will not be sufficient to eradicate FGM. There are many initiatives of international (non)governmental organizations and regional (non) governmental organizations, which have proven to be successful in the abandonment of the traditional practice. An intensified cooperation between international and regional (non)governmental organizations will be more effective for the eradication of FGM. Initiatives set up by international organizations such as the United Nations or the World Health Organization, which are carried out by regional organizations or community-based organizations with the help of religious or tribe leaders and important local role models in communities where FGM is prevalent, will be more successful, because of the non-judgmental and non-threatening approach of the initiatives. These initiatives are set up with respect to the culture and traditions of the practicing communities, and this way the people of the practicing communities do not feel suppressed, which will make the people more willing to participate in a program to abandon such a deep-rooted tradition. The eradication of FGM will be most successful of these initiatives are implemented in the countries of origin, as well as in the host countries.

A combination of a harmonized policy and local initiatives in the European Union and in Africa can be very effective concerning the eradication of the traditional practice. However, it must be stressed that the tradition in very much deep-rooted in the cultural identity of the people who practice FGM. More education, initiatives and programs to inform and stimulate people regarding the eradication of the practice is not enough. If such a deep-rooted tradition is removed from a culture, it will affect the communities negatively. Removal of the traditional practice will cause fear, doubt and insecurity, since their identity is strongly rooted in their culture. For this reason, it is important to implement alternatives for the tradition of FGM, such as alternative rites of passage programs. In addition, it is important to have an replacement for income and/or job for the excisors, since the eradication of FGM will not only effect their economic position in the community, considering that performing FGM is often their only source of income, but it will also affect their social status in the community. 

An intensified cooperation of international and regional (non)governmental organizations will lead to more effective community-based initiatives, thus alternatives for the traditional practice can be implemented, as well as programs to educate the excisors and the people of the communities where FGM is prevalent. In combination with a harmonized policy in the European Union, as well as in Africa, this approach will hopefully lead to the eradication of a longstanding tradition, which has negatively affected the sexual and reproductive health of females for far too long. 
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Appendices
Appendix 1Representation of the types of female genital mutilation 
	
Figure 1
 Unaltered female genitalia 
	
Figure 2
 Area of tissue removed - Type I FGM 

	
Figure 3.a
 Area of tissue removed - Type II FGM 
	
Figure 3.b
 Appearance of Type II after suture 

	
Figure 4.a
 Area of tissue removed - Type III FGM 
	
Figure 4.b
 Appearance of Type III after suture 
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Appendix 2
Map of global prevalence of female genital mutilation
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Appendix 3
Map of Africa with percentages of genitally mutilated girls and women between the age of 15 and 49
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Appendix 4
List of African countries with percentages regarding female genital mutilation and other information, set up by the United Nations

Benin 
Percentage genitally mutilated girls and women: 16, 8%
Type of female genital mutilation: Excision
Number of inhabitants: 8, 8 million 
Capital: Porto-Novo 
Religions: Traditional 33%, Christian 43%, Muslim 24%
Legislation: Since 2003 female genital mutilation is prohibited by law. 

Burkina Faso 
Percentage genitally mutilated girls and women: 72,5% 
Type of female genital mutilation: Excision 
Number of inhabitants: 15,7 million 
Capital: Ouagadougou 
Religions: Muslim 50%, Traditional 40%, Christen (predominantly Roman Catholic) 10% 
Legislation: Specific legislation against female genital mutilation 

Central Republic of Africa 
Percentage genitally mutilated girls and women: 25,7% 
Type of female genital mutilation: Clitoridectomy, Excision
Number of inhabitants: 4,5 million 
Capital: Bangui 
Religions: Protestant 25%, Roman Catholic 25%, Traditional 35%, Muslim 15 %
Legislation: Since 1996 female genital mutilation is forbidden.

Chad
Percentage genitally mutilated girls and women: 44,9% 
Type of female genital mutilation: Clitoridectomy, excision
Number of inhabitants: 10,3 million 
Capital: N’Djamena 
Religions: Muslim 53%, Catholic 20%, Protestant 14%, animist 7%, other 0.5%, unknown 2%, atheist 3% 
Legislation: No specific legislation regarding female genital mutilation.

Democratic Republic of Congo 
Percentage genitally mutilated girls and women: 5% -13%
Type of female genital mutilation: Clitoridectomy
Number of inhabitants: 68,7 million 
Capital: Kinshasa 
Religions: Roman Catholic 50%, Protestant 20%, Muslim 10% , other 20%

Djibouti 
Percentage genitally mutilated girls and women: 93,1% 
Type of female genital mutilation: Excision, infibulation 
Number of inhabitants: 0,5 million 
Capital: Djibouti 
Religions: Muslim 94%, Christian 6% 
Legislation: Since 1995 female genital mutilation is forbidden.

Egypt
Percentage genitally mutilated girls and women: 95,8% 
Type of female genital mutilation: Clitoridectomy, excision
Number of inhabitants: 83,1 million 
Capital: Cairo 
Religions: Muslim 90%, Coptic 9%, other Christian beliefs 1% 
Legislation: Since 1996 female genital mutilation is forbidden.

Eritrea 
Percentage genitally mutilated girls and women: 88,7% 
Type of female genital mutilation: Clitoridectomy,infibulation
Number of inhabitants: 5,6 million 
Capital: Asmara 
Religions: Muslim, Coptic Christian, Roman- Catholic, Protestant
Legislation: Since 2007 female genital mutilation is forbidden.

Ethiopia 
Percentage genitally mutilated girls and women: 74, 3% 
Type of female genital mutilation: Clitoridectomy, excision 
Number of inhabitants: 85,2 million 
Capital: Addis Ababa 
Religions: Christian 61% , Muslim 33%, traditional 5%, other 1% 
Legislation: No specific legislation regarding female genital mutilation. 

Gambia 
Percentage genitally mutilated girls and women: 78,3% 
Type of female genital mutilation: Excision
Number of inhabitants: 1,8 million 
Capital: Banjul 
Religions: Muslim 90%, Christian 8%, traditional 2% 
Legislation: No specific legislation regarding female genital mutilation.

Ghana 
Percentage genitally mutilated girls and women: 3, 8% 
Type of female genital mutilation: Clitoridectomy
Number of inhabitants: 23, 8 million 
Capital: Accra 
Religions: Christian 69%, Muslim 16%, traditional 9%, other 0.7%, none 6% 
Legislation: Since 1994 female genital mutilation is forbidden.

Guinea 
Percentage genitally mutilated girls and women: 95, 6 % 
Type of female genital mutilation: excision
Number of inhabitants: 10, 1 million 
Capital: Conakry 
Religions: Muslim 85%, Christian 8%, traditional 7% 
Legislation: Since 2000 female genital mutilation is forbidden.

Guinea-Bissau 
Percentage genitally mutilated girls and women: 44,5% 
Type of female genital mutilation: excision 
Number of inhabitants: 1,5 million 
Capital: Bissau 
Religions: Muslim 50%, Traditional 40%, Christian 10% 
Legislation: No specific legislation regarding female genital mutilation. 

Ivory Coast 
Percentage genitally mutilated girls and women: 41, 7% 
Type of female genital mutilation: Excision 
Number of inhabitants: 20, 6 million 
Capital: Yamoussoukro 
Religions: Muslim 39%, Christian 33%, Traditional 12 %, none 17% 
Legislation: Since 1998 female genital mutilation is forbidden.

Yemen (Asia)
Percentage genitally mutilated girls and women: 23% 
Type of female genital mutilation: Excision
Number of inhabitants: 23,8 million 
Capital: Sana’a
Religions: Muslim, small Jewish group, Christian and Hindu   
Legislation: No specific legislation regarding female genital mutilation

Cameroon 
Percentage genitally mutilated girls and women: 1,4 %
Type of female genital mutilation: Excision 
Number of inhabitants: 18, 9 million 
Capital: Yaounde 
Religions: Traditional 40%, Christian 40%, Muslim 20% 
Legislation: No specific legislation regarding female genital mutilation.

Kenya 
Percentage genitally mutilated girls and women: 32,2% 
Type of female genital mutilation: Clitoridectomy, excision
Number of inhabitants: 39,0 million 
Capital: Nairobi 
Religions :Protestant 45%, Roman-Catholic 33%, Muslim 10%, Traditional 10%, other 2% 
Legislation: Since 2001 female genital mutilation is forbidden for children under the age of 18 years. 

Liberia 
Percentage genitally mutilated girls and women: 45% 
Type of female genital mutilation: Clitoridectomy, excision
Number of inhabitants: 3,4 million 
Capital: Monrovia 
Religions: Christian 40%, Muslim 20%, Traditional 40% 
Legislation: No specific legislation regarding female genital mutilation.

Mali 
Percentage genitally mutilated girls and women: 91,6% 
Type of female genital mutilation: Clitoridectomy, excision
Number of inhabitants: 12,6 million 
Capital: Bamako 
Religions: Muslim 90%, Christian 1%, Traditional 9% 
Legislation: No specific legislation regarding female genital mutilation.

Mauritania 
Percentage genitally mutilated girls and women: 71, 3% 
Type of female genital mutilation: Clitoridectomy, excision 
Number of inhabitants: 3, 1 million 
Capital: Nouakchott 
Religions: Muslim 100% 
Legislation: No specific legislation regarding female genital mutilation.

Niger 
Percentage genitally mutilated girls and women: 2, 2% 
Type of female genital mutilation: Clitoridectomy
Number of inhabitants: 15, 3 million 
Capital: Niamey 
Religions: Muslim 80%, other20% 
Legislation: Since 2003 female genital mutilation is forbidden.

Nigeria 
Percentage genitally mutilated girls and women: 19% 
Type of female genital mutilation: Clitoridectomy
Number of inhabitants: 149 million 
Capital: Abuja 
Religions: Muslim 50%, Christian 40%, traditional 10% 
Legislation: No specific legislation against female genital mutilation on federal level. On state level there are references to female genital mutilation.  

Uganda 
Percentage genitally mutilated girls and women: 0,6% 
Type of female genital mutilation: Excision
Number of inhabitants: 32,4 million 
Capital: Kampala 
Religions: Roman Catholic 42%, Protestant 42% , Muslim 12%, other 3%, none 1% 
Legislation: No specific legislation regarding female genital mutilation.

Senegal 
Percentage genitally mutilated girls and women: 28, 2% 
Type of female genital mutilation: Excision 
Number of inhabitants: 13, 7 million 
Capital: Dakar 
Religions: Muslim 94%, Christian 5%, traditional 1% 
Legislation: Since 1999 female genital mutilation is forbidden.

Sierra Leone 
Percentage genitally mutilated girls and women: 94% 
Type of female genital mutilation: Excision
Number of inhabitants: 6, 4 million 
Capital: Freetown 
Religions: Muslim 60%, Christian 10%, traditional 30% 
Legislation: No specific legislation regarding female genital mutilation.

Sudan 
Percentage genitally mutilated girls and women: 90% 
Type of female genital mutilation: Infibulation
Number of inhabitants: 41,1 million 
Capital: Khartoum 
Religions: Muslim 70% , Christian 5% , traditional 25% 
Legislation: Since 1946 is infibulations is forbidden, however a less extreme form of incision is allowed. In 2003 new legislation against female genital mutilation was adopted, however the legislation is vaguely formulated. 

Somalia 
Percentage genitally mutilated girls and women: 97, 9% 
Type of female genital mutilation: Infibulation
Number of inhabitants: 9,8 million 
Capital: Mogadishu 
Religion: Muslim 100% 
Legislation: No specific legislation regarding female genital mutilation.

Tanzania 
Percentage genitally mutilated girls and women: 14, 6% 
Type of female genital mutilation: Clitoridectomy, excision
Number of inhabitants: 41,0 million 
Capital: Dar es Salaam 
Religions: Christian 30%, Muslim 35%, traditional 35%; in Zanzibar 99% is Muslim. 
Legislation: Since 1998 female genital mutilation is forbidden.

Togo 
Percentage genitally mutilated girls and women: 5, 8% 
Type of female genital mutilation: Excision 
Number of inhabitants: 6, 0 million 
Capital: Lome 
Religions: Christian 29%, Muslim 20%, traditional 51% 
Legislation: Since 1998 female genital mutilation is forbidden.
 									 	(Pharos, 2010)



















Appendix 5
An overview of the Inter-African Committee on Traditional Practices (IAC), regarding the legislation against female genital mutilation per African country where the practice is prevalent. The source of this overview of the IAC is the Women’s United Nations Report Network.

Benin
“Law passed in 3rd March 2003 banning all forms of FGM. Law no. 2003-03 on the Repression of the Practice of FGM in the Republic of Benin. 
Article 2 prohibits all forms of FGM.
Article 4 imposes a prison term from 6 months to 3 years and a fine 100,000 to 2,000,000 francs. 
Article 5 imposes a higher penalty for those who perform FGM on minors (persons below 18yrs) by imposing a term of 3 yrs –5yrs imprisonment and a maximum fine of 3 million francs. 
Article 6 states that where the victim dies, the culprit will serve 5 to 20 years of hard labour and a fine of 3 million to 6 million francs.
Article 7 states that accomplices will punished as the actual circumciser. 
Article 8 states that multiple offenders will be given the maximum penalty without any mitigation. 
Article 9 states that person who refuse to report the occurrence of FGM will receive the same penalty for ‘refusing to report the crime’.
Persons are supposed to report any occurrence of FGM to the Public Prosecutors office and failure to do so amount to a fine of 50,000-100,000 francs. 
Article 10 obliges the medical staff to assist the FGM victim/survivor and they must inform the public authorities.”

Burkina Faso
“Law no. 43/96/ADP was enacted on 13th November 1996. 
Article 380 any person who violates or attempts to violate the physical integrity of the female genital organ either in total or ablation, excision, infibulation, desensitization or by any other means will be imprisoned for 6 months to three years and a fine of 150,000-900,000 francs or by either punishment. 
If FGM results in death, the punishment shall be imprisonment for 5-10 years. 
Article 381 imposes the maximum punishment for persons in the medical and paramedical field. 
Article 382 a person having knowledge of the acts outlined in article 380 and who fails to report to the proper authorities will be fined 50,000 to 100,000 francs.”

Cameroon
“Cameroon’s Penal Code does not specifically prohibit FGM. However, article 277 of the Penal Code prohibits “Grievous Harm”, stating: 
“Whoever permanently deprives another of the use of the whole or of any part of any members, organ or sense shall be punished with imprisonment for 10-20 years.” This article is classified under the heading “Intentional Killing and Harm”. Referring to this article, article 279 prohibits “Assault Occasioning Grievous Harm”. This article provides for the sanctions when article 277 has occured. Performing FGM can be punished with a prison sentence from five to ten years and/or with a fine from 5’000 – 500’000 CFA (US$10 – 1’000). 
At present, Cameroon is working on a specific law on FGM, with input from NGOs, but this law has not passed yet.”

Central republic of Africa
“In 1996, an Ordinance prohibiting FGM was issued, with the force of national law. Any violation of this Ordinance is punishable by imprisonment of 1 month and 1 day to 2 years and a fine of 5’100-100’000 CFA (US$10-200).”

Chad
“Law no 6/PR/2002 on the promotion of reproductive health has provisions prohibiting FGM. In this law, FGM is regarded as a form of violence against women and is prohibited. It has however, no provisions for sanctions, thus the national legislation is not complete yet. Also, Female Genital Mutilation is not defined in this law and thus makes it subject to opinions of the perpetrators as well as law enforcement agents. 
Sanctions for performing FGM can be found in the Penal Code, where articles 252 - 254 can be applicable to FGM. 
Article 252 states that any person who “intentionally strikes or wounds or commits any other act of violence or assault upon the person of another, shall be punished by imprisonment from 6 days to 1 year and a fine ranging from 500 – 500’000 CFA”. 
Article 253 is more specific and therefore better applicable in the case of FGM, stating: “The perpetrator shall be punished by imprisonment from 5 to 10 years and with a fine of 10’000 – 500’000 CFA when there is mutilation, amputation or privation of the use of a members, blindness, loss of an eye, or other infirmities or if the strikes or wounds, intentionally inflicted, result in unintended death...”. 
Article 254 provides that “ when the strikes or wounds are carried out against a child under the age of 13, the penalty shall be doubled”, with the prison sentence not exceeding 20 years and the fine not exceeding 1’000’000 CFA.”

Democratic Republic of Congo
“Although the Democratic Republic of Congo does not have any specific law that prohibits FGM, article 46-48 of the Penal Code may be applicable. Article 46: “Any person who intentionally wounds or strikes shall be punished by imprisonment from 8 days to 6 months and by a fine of 25 to 200 zaïres (US$5-45). 
Article 47 does mention mutilation in general, but does not define this term: “If the strikes and wound cause an illness or an incapacity to work, or if they result in the total loss of the use of an organ or in a serious mutilation, the punishment shall be imprisonment from 2-5 years and a fine of not more than 1’000 zaïres (US$220)”. This article is subject to different opinions, as not everyone sees the act of Female Genital Mutilation as mutilation and thus would this article not be applicable. 
Then, article 48 provides for punishment in case of death, stating: “When strikes or wounds, intentionally inflicted, result in an unintended death, the punishment is imprisonment from 5-20 years and a fine of not more than 2’000 zaïres (US$440)”.”

Djibouti
“Djibouti amended its Penal Code in 1995, including an article prohibiting and criminalizing FGM. Article 333 states that “acts of violence that have lead to a genital mutilation are punishable by 5 years of imprisonment and a fine of 1’000’000 CFA (US$2’000)”. Although this is a step in the right direction, the article does not define genital mutilation and does not address health workers in particular or the punishment in case the genital mutilation results in death.”

Egypt
“In 1996, the Minister of Health and Population adopted Order No 261. This order provides that circumcision on females is prohibited, whether performed in hospitals or in a public or private environment. It allows exceptions in the case of medical need and only if approved by the obstetric and gynecology department at the hospital. It states that performance of their operation will be considered a violation of the law, however, it does not provide for any sanctions. 
This order has not yet resulted in the adoption of a law protecting women and girls from FGM and criminalizing those who perform the practice. These provisions can be found in Egypt’s Penal Code, article 240. It provides that any person who inflicts harm to another person, leading to the cutting or amputation of a body organ or loss of its function, blindness, loss of an eye or a permanent disability shall be punished with 3-5 years of imprisonment and hard labor. If this harm is intentional, the punishment is raised to ten years of imprisonment.”

Ethiopia
“There is no law specifically referring to FGM, but article 35 of the 1994 Constitution states that “women have the right to protection by the state from harmful customs. Laws, customs and practices that oppress women or cause bodily or mental harm to them are prohibited”. This however, does not provide for criminalization of the practice, for which article 537 and 538 could apply. 
Article 537 provides that “Whosoever, intentionally or by negligence, causes bodily injury to another or impairs his health, by any means, is punishable in accordance with the provisions of this chapter. These provisions embrace all manner of bodily assaults, blows, wounds, maiming, injuries or harm, and all damage to the physical or mental health of an individual, where their causal relation to the offender’s prejudicial act is established”. 
The punishment is described in article 538: “Whosoever intentionally: 
a) wounds a person so as to endanger his life or permanently to his physical or mental health; or 
b) maims his body or one of his essential limbs or organs, or disables them, or gravely and conspicuously disfigures him; or 
c) in any other way inflicts upon another an injury or disease of a serious nature, 
is punishable, according to the circumstances and to the gravity of the injury, with rigorous imprisonment not exceeding 10 years, or with simple imprisonment for not less than 1 year”.”

Gambia
“The Gambia has no specific laws protection women and girls from FGM, addressing FGM cases to the Penal Code. Article 212 and 214 could both be applicable to address FGM, dealing with grievous harm. 
While article 214 is not very broad, addressing only grievous harm to another with a sentence of 7 years imprisonment, article 212 describes the acts somewhat more, although no definitions are given. It states: “Any person who, with intent to maim, disfigure, or disable any person, or to do some grievous harm to any person... 
1) unlawfully wounds or does any grievous harm to any person by any means whatever; or 
2) unlawfully attempts in any manner to strike any person with any kind of projectile or with a spear, sword, knife or other dangerous or offensive weapon; 
is guilty of a felony, and is liable to imprisonment for life. 
Another article could provide for the punishment of parents who subject their daughters to FGM, namely article 210. It states that any person over the age of 16 years, who has the custody, care or charge over a child under 14 years and who mistreats this child in any way or exposes the child to suffering or injury to its health, is a person guilty of misdemeanor.”

Ghana
“The Constitution of Ghana provides for protection of women and girls against FGM. Article 26.2 states that “all customary practices which dehumanize or are injurious to the physical and mental well-being of a person are prohibited”. The Constitution also contains a statement of its government policy through article 39.2: “...traditional practices which are injurious to the health and well-being of the person are abolished...” 
The Criminal Code was amended in 1994, including FGM as a second-degree felony. Article 69A provides that: 
1) Whoever excises, infibulates or otherwise mutilates the whole or any part of the labia minora, labia majora and the clitoris or another person, commits an offence and shall be guilty of a second-degree felony and liable on conviction to imprisonment or not less than 3 years. 
2) For the purposes of this section, “excise” means to remove the prpuce, the clitoris and all or part of the labia minora; “infibulate” includes excision and the additional removal of the labia majora. 

At present, this is under review. A new draft was submitted with the input of NGOs campaigning against FGM, with the aim of broadening the law, to specify that any person who is involved in the practice, who knows the operation is going to take place, but fails to report this to authorities, will also be punishable. This would then include parents, other family members, neighbours etc.”

Guinea
“In 2000, The National Assembly of Guinea deliberated law 2000/010/AN on reproductive health. Article 13 of this law provides that anyone who inflicts genital mutilation upon another person, shall be subject to punishment according to the Penal Law. 
The Penal Law provides article 265 that specifically addresses genital mutilation: “Castration is the ablation or the mutilation of the genital organs of either a man or a woman. Any person guilty of this crime shall be sentenced to the punishment of hard labor for life. If death results within 40 days after the crime, the perpetrator will be sentenced to death”. 
For the special protection of children, article 264 could apply to the issue of FGM. It mentions “wounds or strikes” intentionally inflicted upon a child of 15 years or younger that result in the mutilation, amputation or privation of the use of a member or in unintended death”. Perpetrators are subject to hard labor for a fixed term, or if the perpetrator is a parent or any other person with authority over the child, the punishment will be hard labor for life.”

Guinea Bissau
“While Guinea Bissau has no specific law prohibiting women and girls from FGM, Penal Code provisions may be applicable, addressing “intentional bodily harm”. However, recent news shows that FGM could soon be outlawed by a new bill to be presented to the Guinea-Bissau parliament.”

Ivory Coast
“In light of the health risks of FGM for women and girls, in May 1998, the National Assembly adopted Act No. 98-757 prohibiting certain forms of violence against women, including FGM. This law defines genital mutilation as a "violation on the integrity of the female genital organ by total or partial ablation, infibulation, desensitization, or by any other procedure." (article 1) 
Article 2 provides the sentences, stating: "Any person who performs a genital mutilati on shall be punished by imprisonment of one to five years and a fine of 360,000 (US$573) to 2,000,000 CFA francs" (US$3,183).” 
Attempts to perform genital mutilation are also subject to punishment. If the victim dies as a result of the mutilation, the sentence is increased from 5 to 20 years imprisonment. If the guilty person belongs to the medical or paramedical profession, the sentence is doubled, and, in addition, he or she is prohibited from practicing his or her profession for a maximum of five years. Parents who request the procedure, or who know it is imminent and have not informed the authorities, are subject to imprisonment of one year to five years and a fine of 360,000 (US$573) to 2,000,000 CFA francs (US$3,183). The same penalties apply to the spouses, relatives, and parents of the perpetrator of the act.”

Kenya
“Although Kenya has a law addressing FGM performed on children, it is not complete as it excludes women over the age of 18 years. Passed by Parliament in 2001, the Children's Act outlaws various forms of violation against children, including FGM, for females 18 and younger. Perpetrators are punished with twelve month imprisonment and/or a fine not exceeding fifty thousand shillings (US$700). 
For those women over 18 years old, articles 234, 250 and 251 of the Penal Code can apply to FGM. Article 234 states: “Any person who unlawfully does grievous harm to another is guilty of a felony and is liable to imprisonment for life, with or without corporal punishment”. 
Article 250 provides: “Any person who unlawfully assaults another is guilty of a misdemeanour and, if the assault is not committed in circumstances for which a greater punishment is provided in this Code, is liable to imprisonment for 1 year”. On the same issue, article 251 provides: “Any person who commits an assault occasioning actual bodily harm is guilty of a misdemeanor and is liable to imprisonment for 5 years, with or without corporal punishment”.”

Liberia
“To date, no law specifically addressing FGM and prohibiting the practice has been adopted yet. The Penal Code provides in article 242: “Any person who maliciously and unlawfully injures another by cutting off or otherwise depriving him of any of the members of his body, or in any way maims him or any part of his body ofr the members thereof, with intent in so doing unlawfully to disfigure him or to diminish his physical vigor, is guilty of a felony and punishable by imprisonment for not more than 5 years”.”



Mali
“Mali does not yet have specific legislation addressing the issue of FGM. However, Mali does have a National Plan for the Eradication of Excision by 2007, in which it states that FGM may be prohibited under articles 166 and 171 of the Penal Code. 
Article 166 provides: “Any person who intentionally strikes or wounds or commits any other act of violence or assault, resulting in an illness or an inability to work for more than 20 days, shall be punished by imprisonment from 1-5 years and by a fine of 20’000-500’000 CFA (US$40-1’000). When the acts of violence, wounds or strikes result in mutilation, amputation, provation of the use of a member or of a sense, blindness, loss of an eye or other infirmities or illness, the punishment shall be 5-10 years of hard labor. In cases provided for in the previous paragraph, a court may prohibit the perpetrator from appearing in specified places for 1-10 years”. 
Article 171 provides: “Any person who, without intending to cause death, intentionally subjects a person, even with his or her consent, to practices or maneuvers that result in or could result in an illness or an incapacity to work, shall be punished by imprisonment from 6 months to 3 years and, optionally, a fine of 20’000-200’000 CFA (US$40-400). In addition, the perpetrator may be prohibited from appearing in specified places for 1-10 years”.”

Mauretania
“Mauritania has not yet adopted a specific law on FGM, but article 285 of the Penal Code may be applicable. It provides penalties for any adult who intentionally strikes or wounds another person by amputating a member, or commits any other act of violence or assault against an innocent party. Those who do so, are subject to imprisonment from 10 days to 2 years and a fine of 5’000-20’000 Ouguiya (US$20-75) and retaliation. This law is not only applicable to the practitioners of FGM, but also to those who assist during the procedure and those who procure the services of the practitioners of FGM.”

Niger
“On June 13, 2003, the Republic of Niger adopted Law No. 2003-025 amending the Penal Code of 1961. Among the new offenses recognized by the amended Penal Code is the crime of FGM, defined as “any assault on the female genital organ by total or partial removal of any of its parts, excision, infibulations, desensitization or any other means” (article 232.1). 
Any person who carried out or tempted to carry out the practice, will be punishable for a sentence of 6 months to 3 years imprisonment and a fine of 20’000-200’000 CFA (US$40-400). If the FGM results in death, the perpetrator will be sentenced to 10-20 years imprisonment. The punishments for the perpetrator are the same for a person assisting the FGM (article 232.2). 
Article 232.3 provides that if the perpetrator is a member of a medical profession, the maximum sentence will be carried out and the license to practice will be withdrawn for a maximum of 5 years.”
Nigeria
“No federal law has been adopted yet, but several states in Nigeria have outlawed the practice, namely: Abia, Bayelsa, Cross River, Delta, Edo, Ogun, Osun and Rivers State have adopted state laws, most in 2000. Therefore, provisions for FGM can be found in the Penal Code, covering the Northern States of Nigeria, and the Criminal Code, covering the Southern States.”

Senegal
“The Penal Code was amended in January 1999, adding an article that criminalizes FGM. Article 299 states: “Whosoever violates or attempts to violate the integrity of the genital organs of a female person by total or partial ablation of one or several of the organ's parts, by infibulation, by desensitization or by any other means will be punished with imprisonment of 6 months to 5 years”. 
“The maximum penalty will be imposed when these sexual mutilations are performed or abetted by a member of the medical or paramedical corps. When they result in death, the penalty shall be hard labor for life. Any person who, through gifts, promises, influences, threats, intimidation, abuse of authority or of power, provokes these sexual mutilations or gives instructions for their commission shall be punished with the same penalties”.”

Sierra Leone
“There is no law that specifically prohibits FGM yet. However, article 4 of the Ordinance on Prevention of Cruelty to Children of 1926 provides: 
“If any person over the age of 16 years, who has the custody, charge, or care of any child, wilfully assaults, ill-treats, neglects, abandons, or exposes such child or causes or procures such child to be assaulted, ill-treated, neglected, abandoned, or exposed, in a manner likely to cause such child unnecessary suffering or injury to his health (including injury to or loss of sight, or hearing, or limb or organ of the body and any mental derangement), that person shall be guilty of a misdemeanour and shall be liable- 
a) on conviction before the Supreme Court to a fine not exceeding 100 pounds (US$190), or alternatively, or in default of payment of such fine, or in addition thereto, to imprisonment, with or without hard labour, for any period not exceeding 2 years; and 
b) on summary conviction to a fine not exceeding 25 pounds, or alternatively, or in default of payment of such fine, or in addition thereto, to imprisonment, with or without hard labour, for any period not exceeding 6 months.”

Somalia
“Although the former government’s policy on this practice was for its complete eradication, this policy was never translated into law. At present, there is no central government and no national law specifically prohibiting FGM in Somalia. 
There are provisions of the Penal Code of the former government covering "hurt", "grievous hurt" and "very grievous hurt" however, which might apply. 
Article 440 provides that any person who causes “hurt” to another resulting in physical or mental illness shall be punished with imprisonment from 3 months to 3 years. “Grievous” hurt is punished with imprisonment from 3-7 years (paragraph 1). Although “hurt” is not defined in this article, paragraph 2 “grievous” hurt constitutes: 
a) Where the act results in an illness which endangers the life of the person injured, or an illness or incapacity which prevents him from attending to his ordinary occupation for a period exceeding forty days; 
b) Where the act produces a permanent weakening of a sense or organ; 
c) Where the party injured is a pregnant woman and the act results in the acceleration of the birth. 
It also defines “very grievous” as an act that results in paragraph 3: 
a) an illness certainly or probalby incurable; 
b) the loss of a sense; 
c) the loss of a limb, or a mutilation which renders the limb useless, or the loss of the use of an organ or the capacity to procreate; 
d) the miscarriage of the person injured. “

Sudan
“Sudan was the first African country to legislate against FGM in 1946. The Penal Code prohibited Infibulation but allowed the removal of the "free, projecting part of the clitoris". The punishment was now 5 years imprisonment and/or a fine if someone performed infibulation upon a female person. However, although Sudan publicly denounces FGM, the Penal Code of 1991 contained no provisions prohibiting FGM. 
In 2003, Sudan adopted a new Penal Code under ‘the Laws of the New Sudan’. Section 284A of this Penal Code, provides for penalties in the case of FGM, but it is not a very detailed. If provides: “Whoever makes or causes female circumcision to be done commits an offence and shall on conviction, be punished with imprisonment for a term not exceeding ten years or with fine, or with both”. The term “female circumcision” is not defined, nor is the amount of the fine. 
Section 269 “Cruelty to Children”, provides penalties not exceeding 3-5 years for any person in charge or care of a child (under 18 years) who causes the child unnecessary suffering or serious injury.”

Tanzania
“In 1998, Tanzania amended the Penal Code with a specific article prohibiting FGM. Article 169A “Cruelty to children” provides: “1)Any person who, having the custody, charge or care of any person under eighteen years of age, ill treats, neglects or abandons that person or causes female genital mutilation or procures that person to be assaulted, ill-treated, neglected or abandoned in a manner likely to cause him suffering or injury to health, including injury to, or loss of, sight or hearing, or limb or organ of the body or any mental derangement, commits the offence of cruelty to children. (2)Any person who commits the offence of cruelty to children is liable on conviction to imprisonment for a term of not less than 5 years and not exceeding 15 years or to a fine not exceeding 300’000 shillings (US$230) or to both the fine and imprisonment, and shall be ordered to pay compensation of an amount determined by the court to the person in respect of whom the offence was committed for the injuries caused to that person.”

Togo
“In 1998, Togo adopted law no. 98-016 prohibiting FGM. 
Article 1 forbids all forms of FGM, followed by article 2, that gives a definition of FGM and excludes operations on genital organs performed for medical reasons. 
Article 3 states that all persons who performs, participates or promotes FGM whether in the traditional or modern set up will be punished for ‘intentionally causing physical harm’. 
Article 4 provides punishment for the offence set forth inarticle 3, between 2 months to 5 years imprisonment or a fine of 100,000-1,000,000 CFA (US$200-2’000) or one or both imprisonment and fine. Multiple offenders will receive a double penalty. 
Article 5 provides that where the FGM results in death of the victim, the punishment will be between 5 – 10 years imprisonment. 
Article 6 provides punishment for person who fails to notify the public authorities of occurrence FGM or attempted FGM; such person shall be imprisonment for a period of 1 month to 1 year or receive a fine of between 20,000-500,000 francs (US$40-100). These provisions do not count for relatives to the fourth degree (by blood or by marriage) of the perpetrator or accomplice. 
Article 7 requires both public and private hospitals to assist victims of FGM by giving all the help necessary.”

Uganda
“There is no law prohibiting FGM. However, the Children Statute 1996 has enacted section 8 which states: “It shall be unlawful to subject a child to social or customary practices that are harmful to the child’s health”.”
(IAC, 2010)
image2.png




image3.png




image4.png




image5.png




image6.png




image7.png




image8.png
H
H
i
i
i
H
[ |





image9.png
G 225~ 750
G 3 15-24%
FOC rotwitely prctised
o dta avataie




image1.jpeg




