
Change: We Make It Together
Breaking the Silence

‘When you wrap this issue (FGM) in the cloth of culture, you just 

can’t see what’s inside. This is a clear case of child abuse. 

It’s a crime not to protect our girls from this practice that robs 

them for a lifetime of their God-given right to an intact body.’
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What really is FGM?
The term FGM refers to all procedures that involve partial or total removal of female genita-

lia for cultural, religious or other non-therapeutic reasons (WHO 2000)1.

Although the exact origins of the practice are not known, references to FGM have been 

found in the ancient civilizations of Egypt and Sudan. There is some speculation that it 

originated at the time of the pharaohs as indicated by the term ‘pharaonic circumcision’. 

The practice, which was maintained for thousands of years, was eventually incorporated 

into Islam and spread to other countries along with the religion, leading to the unfortunate 

assumption that it is a requirement for good Islamic practice (Gruenbaum 2001)2.

However, FGM is not limited to Muslims; Christians, Animists and Ethiopian Jews also prac-

tise it.

Each year, two million girls are at risk of undergoing FGM. It is practised primarily in 28 Afri-

can countries, in a small minority group in India, South-East Asia, Yemen and some Middle 

Eastern countries as well as among some migrant populations in Western countries (Toubia 

1995)3. Forms of FGM were also practised in the UK and the USA as recently as the 1950s 

to ‘treat’ ‘hysteria, lesbianism, masturbation and other so-called female deviances’ (Toubia 

1995)4.

In general, the main reasons given by parents for having FGM performed on their daughters 

are to reduce sexual desire of women in order to ensure chastity, virginity and ultimately, 

fidelity during marriage (Gruenbaum 2001)5. The sociological reasons for the practice 

include the initiation of girls into womanhood and the maintenance of social cohesion 

(Gruenbaum 2001). In many traditional societies as well as some immigrant communities 

in the West, virginity is often a prerequisite for marriage and thereby economic security 

and societal acceptance. In such communities where a woman’s level of sexuality usually 

denotes her moral standing, FGM has become an essential component of womanhood. 

(For types of FGM see Annex II)

1 WHO, ‘A systemic review of the health complications of female genital mutilation including sequelae in 
childbirth’. WHO/FCH/WMH/00.2. Geneva, World Health Organization (WHO), 2000.

2 Gruenbaum, Ellen, The female circumcision controversy: an anthropological perspective. Philadelphia, PA, 
University of Pennsylvania Press, 2001.

3 Toubia, Nahid, ‘Female genital mutilation: a call for global action’. New York, Research, Action and Information 
Network for Bodily Integrity of Women (RAINBO), 1995.

4 Ibid
5 Gruenbaum, Ellen, The female circumcision controversy: an anthropological perspective. Philadelphia, PA, 

University of Pennsylvania Press, 2001.

Foreword
A project for sustainable protection and for preventive methods to combat Female Genital 

Mutilation (FGM) should engage the community as the primary actors in their own develop-

ment, changes of opinion and progress. The approach to child protection taken by Refugee 

Organisations in the Netherlands (VON) is based on building a protective environment 

for children, while recognising the importance of the capacities of families and their care 

providers as well as the significance of open dialogue to promote change within the com-

munity. Implementing such an approach, including an evaluation of the impact, has often 

proven to be challenging. 

Despite the challenge, the courageous women who were trained by various organisations 

and institutions in the past few years, and who have accumulated years of experience, 

joined this effort to bring about social change based on dialogue by raising awareness and 

encouraging commitment at community level. This project ‘Breaking the silence’, called 

‘Het Zwijgen is Voorbij’ in Dutch, was set up for and with 5 community groups (Sudanese, 

Ethiopians, Somalis, Eritreans and Liberians) to look at the prevalence of FGM within these 

groups in the Netherlands. It also looked at whether girls from these groups who either live 

or were born in the Netherlands faced the risk of being mutilated. The main challenge was 

to make the community take responsibility and feel accountable for the deeds of commu-

nity members. It achieved this by spreading news and information and by passing on the 

message that people would have to face the consequences of their actions. One aspect of 

the research on the community was to ask how the silence could be broken. Another looked 

how the community could be made aware of the impact FGM has on girls, and how the com-

munity could be made responsible for stopping this harmful practice. And finally, it raised 

the question of the role of community members in preventing FGM, in protecting girls and, 

if necessary, in reporting any potential cases to help ensure the future safety of girls.    

The main objective of this participatory research for action was to assess the level of aware-

ness within these communities about the danger and impact of FGM on girls, women and 

the family in general, and to see whether girls living in the Netherlands were at risk of being 

exposed to FGM. While making an inventory of the danger of FGM we tried to involve par-

ents, families and carers of children in the common goal of eliminating FGM and protecting 

girls. The qualitative component of the project aimed at examining community processes 

within each nationality, which tried to encourage the signing of community declarations 

against FGM and at the same time learn from the experience of parents and from the opin-

ions of children about the different programmes for the communities and training given to 

community members. 
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The quantitative component tried to discover and shed understanding on what percentage 

of the population is aware of programmes run by different organisations in the Netherlands 

as well as in the countries of origin, and to what extent the programmes have made an 

impact on them.   

This report presents a broad outline and the most salient conclusions of families. We hope 

this report will give policy-makers, national government, international organisations and 

non-government organisations insight into community dynamics and the ability to pro-

mote social change based on active participation for change.  

Fatma Özgümüş, 

Director (VON)

Acknowledgement
The only way to effectively and robustly eliminate tenacious, culturally-related practices 

such as Female Genital Mutilation (FGM), and to empower women and girls, is by bringing 

about a change in social norms, values and behaviour. The issue of gender, including the 

underlying differences in power between men and women, has to undergo change. This 

change can only be achieved through information, education, experience sharing and 

good communication.

With this objective in mind, Refugee Organisations in the Netherlands (VON), have organ-

ised so many different projects for a whole range of refugee organisations and groups too 

numerous to mention. When I look back over the years of experience I believe that not only 

was ‘Breaking the Silence’, (‘Het Zwijgen is Voorbij’ in Dutch), the best project, but also the 

most instructive and challenging project I have organised and managed within the VON. 

Very few people are given the opportunity to be able to train, collaborate and work together 

with different groups of women with an unprecedented diversity of cultures, experiences, 

ambitions and abilities for the duration of three years. Each and every one of the participants 

had their own qualities, which were far richer than what I, as project leader, and what many 

volunteers, students and activists had to offer. The women had so much they could give to 

each other, with a diversity rarely encountered. Women from Eritrea, Ethiopia, Liberia, Soma-

lia and Sudan participated especially in this project. However there were also other women, 

who were in the periphery of the project but just as involved and interested and supportive.

Ever since the preparations, development and implementation of this project, a lot of 

women as well as men have worked hard to adapt it to the experiential world of the African 

community living in the Netherlands. A great deal of thanks goes to the unselfish contri-

butions and sacrifices made by the courageous women who combined their expertise, 

knowledge and experiences into this pioneering project ‘Het Zwijgen is Voorbij’ in the 

Netherlands. This includes women like Zahra Naleie, Haimanot Salvatore, Cartina Mullboh 

and Mona El Badawi who were not only the coordinators of their national inventory but also 

worked with us on the whole research project and wrote the background information on 

their native countries. 

Thanks also goes to delegates from the groundbreaking women’s organisations whom we 

called the Team of women Change Makers: Hiriti Asghedom, Selam Tewolde, Desta Giongio 

and Sinda Elias from Eritrea; Elsiabet Breded, Hamianot Belay, Lidia V. Booje, and Asiya Mo-

barak from Ethiopia; Rev. Brown Seo, Gayduo Fissibue, Ellen Dennis-Harris, Charles Fissibue 

from Liberia; Salada ali Malin, Rukio Adow, Kerta Said and Stella Ismail, from Somalia; Salwa 

Abdlah, Mekka Abdelgabar, Sonia Khalil, and Hawa Bashir from Sudan. They were especially 

trained to coordinate and do this Participatory Action Research (PAR) for change and they 

formed an umbrella network and made exceptional contributions to the working method 



8 9

known as the Pyramid Network. This project could not have turned into the success it 

became without their effort. 

There is probably no other organisation that has managed to bring so much female talent 

together. And definitely not so many powerful and influential women. Women who not only 

carry out valuable work for their community, but who also make a considerable contribu-

tion to the struggle against FGM in the Netherlands. It has been a privilege to work with 

women with so many qualities, diversity and ambitions. I would like, sincerely and from the 

bottom of my heart, to thank these women for their contribution. 

I would like to thank all the people who worked on the project under the umbrella of each 

Change Maker from the different countries involved in this project, as well as students and 

volunteers who were involved in the project, especially Emma Vink and Nicolien Kuiper.  

And last but not least, an important expression of gratitude is extended to Oxfam Novib for 

the support and encouragement they provided; this project could not have been carried 

out without their financial support. 

 

Alem Desta

Project Leader   

Part 1 Methodological Framework

1.1 Introduction

Today, women account for almost half of the migrant population globally. They migrate for 

family reunification purposes, for political reasons, or are just running away from harmful 

traditional practices which usually focus on or are directed against women and girls, but 

they are also increasingly in search of employment opportunities. The migration of women 

and families raises new issues in countries of destination, in particular health issues, as 

migrants bring their personal health history and cultural as well as social beliefs and ritu-

als with them when moving. Migration can thus create situations where cultural health 

practices differ from and sometimes conflict with those of the host community. Female 

Genital Mutilation (FGM) is a well-recognised example of this phenomenon. Indeed, through 

migration, the once-remote practice of FGM and its harmful consequences have become a 

reality in Europe, Northern America, Australia and New Zealand.

Moving to another country is very challenging for families as they try to adjust to a com-

pletely different environment and culture, while at the same time trying to preserve es-

sential elements of their own culture. Additionally, the ability of a migrant to integrate into 

a host society is based on combined mental, physical, cultural and social well-being.  

FGM and its attendant consequences can impede women’s and girls’ efforts to integrate 

into the host society since poor health impacts on their ability to attend and succeed at 

school and be integrated into the labour market. Of course there are brilliant examples of 

women and girls who have successfully found their way in their new environment, although 

this is an exception rather than the norm. Besides, continuing the practice of FGM conflicts 

with universal fundamental values. 

Bringing an end to Female Genital Mutilation (FGM) requires a broad-based long-term com-

mitment. Experience over the past two or three decades has shown that there are no quick 

or easy solutions. The elimination of female genital mutilation requires a strong foundation 

that can support successful behaviour change and address the core values and enforce-

ment mechanisms that support the practice. ‘The social change must have a supportive 

environment at national level, including collaboration with strategic allies in media, govern-

ment, parliament and civil society.’6

Furthermore, WHO states that, ‘Because FGM reflects deep-rooted gender inequality, a spe-

cial focus on the empowerment of women is important. However, to achieve positive social 

6 End FGM – European campaign. Report of a strategy for the European Union institutions 2010
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change for empowerment, education built on human rights must involve all groups in the 

community. The practice of FGM is a social convention which can only be changed though 

coordinated collective action by practising communities.’7 

Therefore, it is vital that the work to combat FGM be intensified to more effectively coun-

teract the underlying reasons behind continuation of the practice, so that no single girl or 

family has to face it.

Projects that are led by communities are by nature participatory and generally guide 

communities to define the problems and solutions themselves.8 Projects that have 

demonstrated success in promoting abandonment of FGM on a large scale build on 

human rights and gender equality and are non-judgmental and non-coercive. They focus 

on encouraging a collective choice to abandon female genital mutilation.9 One such 

project is the Tostan Programme in Senegal. The Tostan programme encourages social 

change based on capacity building, in which the beneficiary of the programme becomes 

the main agent of change.10 

The project known as ‘Breaking the silence’ (‘Het zwijgen is voorbij’ in Dutch) has been 

developed along similar principles as the Tostan programme, Participatory Action Research 

for change. This means that it is research (inventory) conducted for the purpose of social 

change with a specific action such as ‘Say no to FGM’ or to raise awareness in the commu-

nities about the serious lifelong impact of FGM on girls and women.

In Participatory Action Research (PAR), participants are involved and in control at every 

stage of the research (inventory) and it has the goal of taking action on research findings 

to achieve positive social change. The process itself is a transforming act for those who 

participated in the PAR. Participatory Action Research can be a two-way exchange 

of information: participants can learn new information and skills and can take advantage 

of networking/connecting and support opportunities as well as developing self-confidence 

in learning about communication and action.11

The goal of this research is to leave participants immediately better informed as well as 

to help the community reach longer-term goals. We believe that research is not a ‘magic 

bullet’, but just another tool, which is why it was important for us to build communication 

and action strategies at every step of the research. We also do not believe that the project 

is over and done with when the final report is written. That’s just the beginning of the 

hardest part: getting the research recommendations and acting upon them. 

7 Eliminating Female Genital Mutilation: An interagency statement - 2008
8 A guide to becoming a researcher for social change by Marika Morris. Literature review by Martha Muzychka 

CRIAW/ICREF February 2002
9 Eliminating Female Genital Mutilation: An interagency statement - 2008
10 The Tostan Approach: long-term evaluation of the Tostan programme in Senegal. Working Paper. 2008
11 A guide to becoming a researcher for social change by Marika Morris. Literature review by Martha Muzychka 

CRIAW/ICREF February 2002

All too often, research conducted by a community group has simply been written off as 

‘bad research’ or not ‘scientific enough’. But a lot of good and useful information comes 

from community-based organisations and all researchers based their research on the 

knowledge of the community. We have tried to do just that in this project. 

This Participatory Action Research (PAR) was aimed at assessing the behavioural changes 

and changes in attitude of the community with regard to FGM among the five nationalities 

we were able to involve in the project (Eritrea, Ethiopia, Liberia, Somalia and Sudan). We 

looked at questions such as the following. If girls born in the Netherlands face the danger 

of being mutilated, then how many of them have ever been mutilated in the Netherlands, 

if at all? As will be shown in this report, we have succeeded in witnessing a considerable 

change in attitude. Furthermore, training and information activities have made an impact 

in breaking the silence round these taboos and have turned FGM into a subject that can be 

discussed without fear of being condemned by the community or stirring up outrage. 

This conclusion is supported by the conclusions from the pilot regional project. The 

report conceded that, ‘The preventive approach is beginning to pay off. The result of the 

intensive and concentrated attention on FGM is that this subject can be discussed, both in 

African communities as well by professionals. Professionals have been trained, make use 

of the interview protocol and know the possibilities of the registration form. Key persons 

and community-based organisations have been trained, hold information meetings and 

conduct home visits, discuss FGM in a broader perspective, speak out explicitly against FGM 

and work together with the local parties’.12 

1.2. Methodology 

‘Breaking the silence’ (Dutch title ‘Het zwijgen is voorbij’) was a project lasting three years, 

in which research was carried out in a variety of ways on FGM among five cultural groups 

in the Netherlands (Ethiopia, Eritrea, Somalia, Liberia and Sudan). The methodology and 

approach taken in the research was not standard empirical research. We chose to adopt 

various methods because our objective was not simply to gain greater insight on the state 

of affairs with respect to FGM among different cultural groups in the Netherlands, but in 

particular to make these groups in question more aware and engaged. We believed that it 

was important to focus now on the target group itself and to give them a voice to be heard. 

After all, much research has been carried out over the past few years and there has been 

much speculation about FGM in African communities, where statistics are always quoted, 

but very little information giving a true picture of the prevalence of FGM in the community 

and their attitudes to it in the year 2010.  

12 B&A Consulting bv ‘Unity in purpose: preventing circumcision of little girls’ ‘Samen voor een doel: het voorkomen 
van besnijdenis van kleine meisjes’ Three years of pilots VGV 2008 
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This methodological framework serves to provide a foundation as well as (scholarly) ac-

countability for the research. 

First and foremost, we will give a summary of the research’s objectives and will subsequent-

ly outline the steps and the approach that were taken in the research. Next, we will give an 

in-depth account of the research methods used.

Our aim was to personally reach as many persons as possible in the five nationalities 

involved in the project from our communities in the Netherlands, and in turn to persuade 

them and inspire them to become actively engaged in the struggle. In this way, they would 

protect their daughters and children of their community from circumcision and the dam-

aging repercussions it can have. We wanted to create a network, within the scope of this 

project, in which there were individual links in the struggle against FGM. 

In short, this research is trying to put an end to FGM by giving the men and women a voice 

and by empowering them. In addition to using methods such as participatory studies, 

quantitative research, and studying the literature, we also organised various other activities 

to guarantee the success of the project. These were activities which backed up the process, 

and included organising meetings as well as providing courses, information and training. We 

chose this approach because it was complementary and because tackling FGM requires care-

ful handling of the structure of the African communities in question in the Netherlands. As 

you can read in the comprehensive version of our objective, we wanted to engage members 

of the communities and turn them into change makers. To set this process in motion, we 

used professional key figures and we call them members of the Team of Change Makers.

The Team of Change Makers (TCM), who were very important actors in the whole project, were 

determined to engage families to make decisions about the safety of their daughters. In ad-

dition, it was important that the community leaders and families found the decisions credible 

and actively participated in community open forums and group meetings to say ‘No to FGM’ 

together in public. The TCM stayed true to the values and experiences of their communities 

because they are members of that community. Not only was research carried out within the 

communities, but many more communities were invited to participate in the public meetings 

and this created a snowball effect as one of the most important outcomes of the PAR. 

1.3. Participatory Action Research (study) 

The participatory study comprises a combination of three activities: research, education 

and action. It also determined what kind of form the research would take and how it would 

be presented to the community and to the public at large. We tried to answer some of the 

questions, such as to whom, why and how, because the object of the project was to influ-

ence and stimulate families and community leaders, who make unwritten laws and policies, 

to actively participate in the research and jointly take action in saying ‘No to FGM’. 

One issue at the heart of the matter is the participation of the research group as valuable 

partners in the study, in other words as co-researchers. We tackled this issue as follows. 

Firstly, we set up a group of coordinators known as the Team of Change Makers. 

An average of four women was selected from each of the five African communities in 

question in the Netherlands, and these women were jointly responsible for reaching the 

members of their community in the Netherlands. The selection took into account the 

geographical division in the Netherlands, which is predominantly found in and around the 

major cities, so communities from all the surrounding districts could easily be reached. We 

also looked at whether any of the women had had any prior dealings whatsoever in com-

bating FGM, because they could take on a leading role in the research.  

After the Team of Change Mak-

ers (TCM) and coordinators had 

undergone training in the first year 

of the project, they started carry-

ing out their activities within the 

scope of the project. The coordina-

tors tried to make contact with the 

different family members of their 

own community, to map out their 

living situation, to convince them 

that FGM is not to be allowed and 

to inspire and stimulate them to 

convey this message to other members of their community. Because we wished to reach 

the entire community from the inside, we opted for what is known as a ‘pyramid model’. 

This meant that each coordinator from the Team of Change Makers was not only respon-

sible for finding respondents and conducting interviews, but also for making other women 

so enthusiastic that they would cooperate and be involved in the ‘breaking the silence’ 

project. In the first year of the project each member of the team was encouraged to carry 

out a small-scale investigation to map out 25 households within their own community. 

Each TCM was to mobilise a minimum of 3 and a maximum of 7 other interviewers and 

coordinate their interview. This meant that the pyramid grew bigger and bigger. Halfway 

through the research period we contacted thousands of family members who gave us their 

views on FGM (see the analysis).  

Whilst making a personal house call or speaking on the phone, the coordinators informed 

the household about the damaging effects of female genital mutilation and tried in this 

way to convince them that this harmful practice should not be permitted at any cost. They 

also encouraged and motivated the members of the household to pass on this point of 

view to other members of their community. 

Furthermore, when they made house calls they conducted small-scale investigations that 

were based on a structured questionnaire intended to map out briefly the domestic situa-

1ste projectjaar: 300
(3 x 25) x 4
2de projectjaar: 900
(9 x 25) x 4
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tion within the household. Think, for instance, about how many children there are in each 

household. It also managed to map out the opinions family members held on the subject 

of female circumcision.

In a structured interview the interviewer asks all the respondents the same questions, 

which have been drawn up in advance in the same sequence. We chose a combination of 

open and closed questions when formulating the questionnaire. Closed questions have a 

limited set of categories for answers, which means that room for variations in answers is 

extremely limited. By conducting interviews in this way, using both open and closed ques-

tions, you get the following advantages:

- reliability is great

- the precise instrument that is used in the evaluation can readily be inspected by people 

who will be using the findings of the study

- variation among interviewers is kept to a minimum if several interviewers are involved

- the interview is strongly focused, so the time the interviewed person spends is efficiently 

used

- analysis of the answers is made much easier because the answers are easy to find and to 

compare.

The disadvantages are that the validity is sometimes narrow in scope and the reality value 

is often smaller than in semi-structured or unstructured interviews.

The divided semi-structured interview comprises two parts: one structured part and one 

unstructured part. Closed questions are asked in the structured part according to a prear-

ranged formulation and sequence. One or more initial open questions are asked in the un-

structured part, but the formulation and the sequence are not necessarily predetermined.

In the second year of the project, the coordinators encouraged the members of the house-

holds who they had already met to map out five new households in the same way. This is 

how we tried to produce a snowball effect, whereby in a very short space of time as many 

people in the communities as possible would be reached and continue to be reached. After 

all, this is exactly what the snowball effect achieves; the ball keeps on rolling. This approach 

firmly gets the members of the communities engaged in combating FGM without victimis-

ing them or imposing sanctions. Not only does it convince people that any form of FGM is 

not permissible, but it also makes people convey their viewpoint to other members within 

the community and it enables them to defend their standpoint on solid grounds. 

By using this method in the study we not only reached a great deal of people from each 

nationality, but at the same time were able to raise the subject matter and encourage dis-

cussions in the communities at individual level. The subject was out in the open as it were 

and turned into a matter for debate, which is not easy with a sensitive issue like FGM. The 

fact that there were also projects (such as pilot project) running at the same time helped 

to heighten awareness. When the interviewers knocked on some of the doors, the women 

(family) were already informed or had been trained or had been involved in one of the 

meetings; this certainly made the job easier. 

During the first year of the project, training sessions were aimed at the personal develop-

ment of team members. Training focused, among other things, on gaining better insight on 

the role of the trusted representative of the community, building up networking skills and 

improving conversation and communication skills. To ensure that the small-scale investiga-

tion was carried out with the utmost care and reported in the correct manner, the second 

year of the project used training to enhance writing skills and to teach research methods 

for the participatory study. 

The Participatory Action Research (Study) 

- Using a systematic way to gather information

- Documenting what is happening

- Giving voice to experiences

- Asking questions to find out what the community needs and wants, coming up with solu-

tions that people will support. We wanted the research to educate, train, bridge gaps and 

lead to action to ‘Say No to FGM’

Why did we do it? 

- To challenge the status quo and document truth 

- To increase awareness and understanding 

- To identify problems and come up with solutions

- To validate or give voice to life experience and let people in similar circumstances know 

they are not alone

How do we want to use it? 

- As an aid to empowerment

- For meaningful social change 

- To educate and raise awareness

- To create; to make allies

- To share it and take action on it 

- To strengthen or create a social movement

1.4. Communication and action 

Throughout every stage, from the beginning and during our project, we kept in mind how 

we intend to communicate and act on the results. This had an impact on the research 

questions, on who we were to ask, and on how we chose to analyse and present the results. 

Evaluation was not something we kept until the end of the project, but it was built into the 

project from the start. We went through every step and discussed what has worked, and 

what has not, for the participants and coordinators. We achieved this in gatherings and 

meetings with researchers and also by drawing from each other’s experience when doing 

action research.
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When we started we had a two-day training session and a group of women formed a focus 

group and discussed what kind of (INVENTORY) research was needed and what the priori-

ties were in the community. Every single woman from each community had an equal say 

in determining the goals of the project and in the second training weekend the question-

naires were jointly formulated. 

To almost all of us who are involved in the research, the subject of FGM is dear to our hearts, 

is part of our daily life and experience and we already felt we know all about how significant 

it is. In the third training session we were reminded that it is very important to keep an open 

mind in PAR research. ‘Unless one is documenting one’s own experience, one must allow 

for the possibility that the experiences of other women in one’s particular community may 

be similar or different from one’s own.’13 To demonstrate our commitment, we decided to 

document all of our realities and not just the ones we feel comfortable with. The job of the 

coordinators of the TCM was to explore all possible actions and solutions to the problem 

expressed by the community, not simply the one we agree with. Participatory Action Re-

search is a transforming experience, and we agreed willingly to let it change us. 

Working collaboratively we enjoyed the process of including ourselves and others in our 

journey of discovery. We had brainstorming group sessions at every stage of the project to 

come up with ideas about the research as well as about how we will answer the questions 

and how we will act on the answers. There was a brainstorming group for each nationality. 

We call our research participatory because the goals and instruments are developed by us, 

the people who are being studied and who are doing the study. 

We used the snowball sampling method because once you get the ball rolling people start 

telling others about it and the circle gets bigger and bigger. We all wanted a solution to the 

problem of FGM. Although spreading news about the study by word of mouth undermines 

the people who were not involved, we found more than enough participants willing to 

discuss their experiences of FGM and what to do about it. 

When a group of women who had worked on the campaign to stop FGM organised a 

half-day workshop on the issue, followed by a focus group discussion on empowerment 

of women from the practising countries, the main concern was how to get participants 

from different nationalities involved and benefit from it. In the process, participants not 

only benefitted from having their voices heard and from activities raising awareness within 

their own communities, but the project itself involved getting women in these particular 

communities together to discuss the problems they faced. This was the immediate posi-

tive effect of participants feeling that they are not alone and isolated in the problems they 

experience. The PAR project afforded them networking opportunities and made them feel 

that their opinions matter. Moreover, it can lead to change in nominating women from the 

communities to do the research, and the project also created some income-generating 

13 A guide to becoming a researcher for social change. February 2002

activities for the community. The results of the interviews showed the enthusiasm of the 

women and men who carried out the interviews. While they were supposed to hold only 25 

interviews, they actually conducted more than 35 to 40 interviews without even consider-

ing the extra time and amount of work they put in it. 

1.5. Public Declarations 

One year after launching the project the group of change makers decided to have a public 

declarations day, which was signed by all practising nationalities, community organisations, 

religious leaders and young people. For the first time, on 12 December 2009, a public dec-

laration against FGM in the Netherlands was signed by more than 450 representatives of 

community organisations, community members, religious leaders and all at the same time. 

Some groups started the declaration slightly earlier, others later, but 12 December marked 

the climax of the public declaration (see annex 5).

We engaged as many nationalities as possible in the public declaration day. As most women 

said, ‘The decision was not made by some nationalities or some women only; it was made 

for all, by all, together’. At the start of the campaign there were many discussions in differ-

ent localities and many people were very afraid to sign the declaration. They were afraid 

that they would be the only one who was going to sign. On the day, however, everyone 

signed the declaration enthusiastically. When it was signed by everyone most women felt 

happy and empowered by it. December 12 was the first meeting ever where there was 

a majority of men rather than women, especially Eritrean and Sudanese men, and many 

young girls also who signed the declaration. 

The public declaration marks the moment when the social norm changed. No one is 

expected to practice FGM after the declaration, so no single individual can be hurt by the 

decision. We wanted to create a reversed situation whereby it is not the person who does 

not practice FGM who is outraged and ashamed, but whoever is planning on or going to 

mutilate a daughter who has to be outraged because he or she has already agreed that it is 

an abuse and a violation of women’s and girls’ human rights. No one (none of us) wanted to 

be caught in the process of violating the rights of their own child.

1.6. Community Empowerment

Female genital mutilation is a phenomenon that cannot be viewed as separate to gen-

der relationships, the position of girls and women, and the value of their sexuality. This is 

why this subject matter cannot be viewed separately from the empowerment of girls and 

women.
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As FGM is a manifestation of gender inequality, a special focus on women’s empowerment 

in every aspect of their lives is important. But even though women play a central role in the 

practice of FGM, activities must reach all groups in the communities to avoid misunder-

standing and to lead to intra-group dialogue. 

The World Health Organisation (WHO) states that, ‘The promotion of human rights princi-

ples, empowering and non-formal education, non-judgmental discussion and non-directive 

facilitated dialogue are at the core of community empowerment.’ 14

There are a host of international instruments that reflect the commitment of states to end-

ing harmful practices and empowering women and girls. They highlight the fact that FGM 

violates a series of well-established human rights principles, norms and standards, and is a 

manifestation of discrimination and gender inequality. The continuing practice of FGM also 

constitutes an obstacle to the achievement of the Millennium Development Goals (MDGs), 

in particular the third (promoting gender equality and empowering women), the fourth 

(reducing child mortality) and the fifth (improving maternal health) MDGs.15

Addressing FGM in the context of human rights and empowerment of women is important 

for seven main reasons:

- When FGM is recognised as a violation of women’s and girls’ rights it is no longer consid-

ered as a private affair where states cannot intervene. Governments have the responsibil-

ity of ensuring that women’s and girls’ rights are respected.

- When acknowledging that female genital mutilation is a violation of human rights, gov-

ernments have to give priority to the total and equal enjoyment of all human rights and 

fundamental freedoms for women and children.

- By acknowledging that female genital mutilation is a form of sex-specific violence 

(violence against a woman because she is a woman, or a woman is subjected to violence 

beyond proportion), and which therefore is a form of discrimination against women. 

- The universality of human rights for girls and women de-legitimises any claims for the 

continuation of FGM for cultural reasons. 

- Sexual and reproductive rights explicitly acknowledge respect for the control of all 

women of their own sexuality and reproductive rights, as well as the right to a satisfying 

and safe sex life including total respect for the integrity of the human body. 

14 Eliminating Female Genital Mutilation: An interagency statement  - 2008
15 Kofi Annan Secretary- General: report “In Larger Freedom” 2005. In September 2000, building upon a decade of 

major United Nations conferences and summits, world leaders came together at United Nations Headquarters 
in New York to adopt the United Nations Millennium Declaration, committing their nations to a new global 
partnership to reduce extreme poverty and setting out a series of time-bound targets - with a deadline of 2015 
- that have become known as the Millennium Development Goals. MDGs range from halving extreme poverty to 
halting the spread of HIV/AIDS and providing universal primary education, security, human rights.

- The notions and legal norms of human rights provide a useful framework as well as 

practical guidance for programmes against FGM, preventing the ‘medicalisation’ of the 

practice.

1.7. Building bridges and linking 

The social dynamics of a practice like FGM underlines the need for collective agreement to 

end the practice. Without collective agreement and action, the position of women in gen-

eral and girls in particular in the communities that practice FGM is at risk. These women and 

girls face considerable pressure from their families and peers to undergo the procedure. It 

is then unavoidable that families, and especially mothers, will arrange for the procedure to 

mutilate their daughters.

It is imperative to link efforts in countries of origin with communities living in the Neth-

erlands (including Europe, America and Australia). Pressure to subject girls to FGM comes 

from families and communities both in the countries of origin and in Europe. The practice 

itself is cross-border in nature, being performed in a variety of countries, and therefore 

needing a cross-border approach in terms of cooperation.

When asking people why they practice FGM, they often respond: ‘It’s our tradition, it’s our 

culture.’ People do many things because they have learned them from their parents and 

their society, often without questioning why they do it. They simply know that if they don’t 

do something everyone expects them to do, they could be marginalised or even excluded 

from their social group. Going against these expectations means risking intense disap-

proval and is difficult, if not impossible, for one person alone to do. 

Any mother would never dream of doing something that could harm her daughter’s 

reputation or chance for marriage, just as much as she would not do anything to harm her 

daughter and cause her pain and misery. 

We believe in, and have experienced, the importance of community dialogue, participation 

and informed communication, and conscious discussion. It is important to allow people 

who come from a cultural background of practising FGM to jointly discuss the pros and 

cons of continuing or abandoning it without judgment, shame or blame being involved. If 

people reach a consensus as a group that FGM does not help achieve their goals of health, 

well-being, and harmony, they then need to reach out to the entire extended family to get 

them on board with the decision. 

It also important that people from the diaspora reach out to their families and communicate 

these major decisions with family back home, so they can make the decision together. 

The practice of foot binding in China and the burning of widows in India and its abandonment 

can be compared to the practice of FGM, as can the desired outcome of its eradication. 
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An important thing to bear in mind is that while foot binding was abandoned in mainland 

China, it was the migrants from China in the USA who were reluctant to abandon the prac-

tice; those migrants were the last to abandon foot binding.

Whatever the social customs, and the degree to which they are deeply entrenched in 

community traditions and structures, they can and will change. This fact highlights the 

importance of building bridges between stakeholders in the countries of origin and in 

host (other) countries linking organisations, community leaders, health professionals and 

government representatives. ‘Change: We Make It Together’

In a meeting organised by Ethiopian women about FGM in Utrecht three younger men, 

all of whom knew vaguely about FGM because they have had sex with women who were 

circumcised, were horrified. They each promised earnestly to call their families back in 

Ethiopia to talk with them about the practice and suggested that every Ethiopian who lives 

in Europe should do the same. One man said, ‘We support our families to get better health 

services, send children to school and do something for the family with the money we send, 

so we will have to demand that the money we send should be spent in saving the girl from 

such mutilation and no family member of ours should be mutilated. Our families back 

home listen to us, so we have to use this power to convince them. If any member of the 

family refuses, we should make sure that they cannot count on our help, which they badly 

need. I hope you all will do the same. If we all call our families back home and make sure 

that they don’t do it, I am sure we can make a big difference if we all do this.  Let us all give 

priority to girls.’16 

Efforts towards the abandonment of FGM in countries of origin may be challenged by the 

visit or return of diaspora members, as they are often unaware of the evolution of the prac-

tice in their countries of origin, because they were not involved in the consensus-building 

process that led to the abandonment.

Coordinated approaches between countries of origin and migrant communities are 

necessary so that advances in combating FGM in countries of origin become known in the 

diaspora. And vice versa. Unicef’s Technical note states that, ‘The last people to abandon 

foot binding were the Chinese living in San Francisco rather than those living in China.’17 

16 October 2009 workshop on FGM. Ethiopian – Dutch day-long meeting in Utrecht
17 UNICEF, 2007 Technical note: Coordinated Strategy to Abandon Female Genital Mutilation in one Generation

Part 2 Process of social change at 
community level (5 communities)
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• Although the data used in this inquiry are determined with great accuracy, we must 

emphasise that these should be interpreted as estimated numbers. There are several 

reasons for this. Firstly, the respondents did not always fill in the questionnaire with the 

necessary precision. Secondly, due to the language barrier the interviewees were not al-

ways capable of completing the questionnaires as several of them have not yet mastered 

the Dutch language. Thirdly, even though we can say that with the help of this analysis 

the taboo regarding FGM is partly broken, it will always be a delicate subject. It is a private 

matter, which means that (somewhat) concealed or distorted answers during the inter-

views needed to be taken into account. We have tried to avoid this problem by having 

the interviews conducted by people from the community and who are familiar with the 

community’s culture. The fact that insiders of the community conducted the interviews 

works to a great advantage when we look at the methodological framework in this analy-

sis. It also has a downside as it increases the fear that certain private information could 

make its way into the community itself, despite our efforts to generate an atmosphere of 

confidence and trust. 

• Some questionnaires were incomplete to the extent that they did not contain sufficient 

information to form a clear conclusion.  Therefore, these are not included in the inquiry. 

• The problem of giving socially acceptable answers or giving the answer that will please 

the other person (the interviewer) is also a distortion we tried to avoid, but it can never 

be absolutely ruled out.

• To avoid distortion and build trust we have included a follow-up visit to those families 

who were not sure and whom the contact persons think are uncertain. The second visit 

usually revealed more in terms of commitment and confirmation and gave a clearer 

indication than the first time round.      
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2.1. Eritrea

The results and remarks in this section are based on 

2409 interviews with Eritrean males and females. The 

interviews took place mostly visiting families at home 

in and around the cities of Rotterdam, Amsterdam, 

Utrecht, Arnhem and The Hague. Out of the 2009 

female respondents, 1509 have undergone FGM. 500 

don’t know if they have experienced FGM. The reason why respondents do not know is, 

firstly, because the lightest form of FGM, it is hardly recognizable after several years. This 

is because it is conducted by applying a little cut in the clitoris. The size of this incision is 

so small that scar tissue tends to disappear during the (pubertal) growth process of girls. 

Secondly, the operation is performed when these girls were infants so many of them do not 

remember this event.

Circumcised 76%

Does not know if circumcised 24%

Con 96%

Pro 1%

No opinion 3%

No 72%

Yes 4%

Does not know 24%

FGM among Eritrean women in the Netherlands

Respondents’ opinions about FGM

opinions of respondents about FGM in family and social circle in Eritrea 

400 participants made known that their mothers have endured FGM. 30 interviewees 

added that their daughters have undergone genital mutilation. A total of 701 out of all the 

2409 respondents claim that FGM does not occur in their direct family circle. 

Though the opinion on FGM of the new generation of Eritreans is in the process of change, 

most participants maintain that FGM is a cultural tradition which is considered to be normal 

in their country. This changing opinion among the ´new generation´ of Eritreans is due to a 

broadening of knowledge on this matter through new technologies such as ´social media´, 

which encourage the exchange of awareness and previous FGM experiences. As of 1991, 

Eritrean women´s organisations have started to set up information gatherings at schools 

and use media outlets for those interested in FGM issues. Insight into FGM was and still is 

necessary as it is prohibited and considered a violation of the law in Eritrea. 

The inquiry reveals that 2307 participants are against FGM. This presumption is verbalised, 

more ferociously in relation to participants from other countries, with keywords as ´dis-

gusting, criminal, needless, unhealthy, mutilation, molestation, agony, terrible and punish-

able´. Out of all the 2409 respondents, 2 participants are pro-FGM.

A closer look at these participants tells us more about their profile; they are middle-aged 

females, one of whom lives in Eritrea and is currently visiting the Netherlands. She argues 

that she approves of FGM because it fits her family tradition. When asked what her fam-

ily and social circle think of FGM, she reveals that they condemn it and consider genital 

mutilation dangerous for children. When asked question 7, which states: ‘Is FGM a topic of 

discussion in your homeland?’ she replied that it is and that the ongoing discussion mainly 

stresses the cessation of FGM and the fact that the government already made FGM illegal. 

The other pro-FGM respondent is an 80-year-old female who gave an identical reply.
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Although 2 respondents acknowledged that they are pro-FGM, it needs to be emphasised 

that the opinion on FGM within their family and social circle varied (in some cases this was 

50/50). 

In answer to the question as to whether respondents have heard stories about girls who 

were forced to undergo FGM in the Netherlands (question 9), 48 respondents answered 

‘yes’ but they did not indicate that the operation took place in the Netherlands and 861 

participants answered ‘no’. 40 out of those 48 respondents claim they have heard stories 

about the conduct of FGM in the Somalian communities in the Netherlands.

Out of all the respondents, a total of 30% state that they have the need to discuss FGM 

affairs with professional organisations (question 10). The other 70% does not claim to have 

this need as discussion related to FGM within their family circle is a more preferable option. 

These numbers are set out in the pie chart below:

Yes 30%

No 70%

Yes 1%

No 99%

It is a criminal offence in 
the Netherland and in 
the motherland 83%

It is against women’s rights 10%

It is not necessary and it has 
health consequences 7%

Respondents who wish to discuss FGM affairs with professional organisations

Do Eritrean girls face danger of being subjected to FGM in the Netherlands?

Why are Eritrean girls not in danger in the Netherlands?

In answering the question as to whether Eritrean girls face the danger of experiencing FGM 

in the Netherlands (question 12), 2400 respondents answered ‘no’.

9 respondents answered ‘I don’t know’ further to being asked (question 12 b) why do you 

think Eritrean girls are not in danger?  2000 respondents answered ‘Because it is a criminal 

offence here in the motherland and also in Eritrea’, 240 respondents answered ‘Women 

have to enjoy their God-given rights and it is against these rights’ (the human rights of 

women). 169 responded: ‘It is not necessary and has a lot of health consequences’, and ‘It 

is a bad traditional practice that should be stopped’.   
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2.2. Ethiopia

The results and remarks in this section are based on 

2774 interviews with Ethiopian males and females. 

The interviews took place in Rotterdam, Amsterdam 

and Utrecht, Tilburg, Eindhoven, Den Haag, Haarlem, 

Wageningen, Leiden and Delft. Out of 2774 respond-

ents 2000 females confirmed that they have been 

subjected to genital mutilation. 774 women did not know if they have experienced FGM. 

The reason why respondents do not know is, firstly, because the lightest form of FGM is 

hardly recognisable after several years. This is because it is conducted by applying a small 

needle sting or a little cut in the clitoris. The size of this incision or sting is so small that 

scar tissue often disappears during the (pubertal) growth process of girls. Secondly, the 

Sunna is performed when these girls were infants so many of them do not remember this 

event.

Circumcised 72%

Does not know if circumcised 28%
Pro FGM 5%

Con FGM 15%

Does not have opinion 80%

FGM among Ethiopian women in the Netherlands

opinions of respondents about FGM in family and social circle in Ethiopia

346 respondents affirmed that their mother has been subjected to genital mutilation. 7 out 

of all respondents claim that their daughter has undergone FGM. 

The interviewees claim that they first heard about FGM through mass media channels, 

neighbours or family and did not think negatively of it (question 4c). Their opinions about 

FGM have certainly changed throughout the years by gaining more information on this 

matter. Since their arrival in the Netherlands their point of view has changed even more 

drastically.

One of the Ethiopian respondents said, ‘Even though I’ve lived here in the Netherlands 

for years, I didn’t know. Nobody told me. I wouldn’t have put my sisters in this situation if I 

had known.’ Five months pregnant, she vows not to circumcise her daughter (if she gives 

birth to a girl).  

Currently, the Ethiopian interviewees believe that FGM should be prohibited, even in their 

homeland. This condemnation is based on the psychological and mental health risks that 

FGM carries. In several interviews women (mostly mothers and aunts) claim that they 

initially were against FGM, but that they have personal experiences with FGM even so. This 

indicates that supporting cultural values is often more important than personal prefer-

ences of women. One clear manifestation of these interviews is that the common stance 

among the Ethiopian respondents regarding FGM is changing.  When we look at Ethiopia 

itself, the laws against the performance of FGM are stricter and in certain parts of Ethiopia 

it is even prohibited. Although it has been abundant in the ritual supporting it, men and 

women who promote some rituals have banned the FGM part and have also promised not 

to use FGM within the ritual and even to condemn it in public. Those Ethiopian people who 

raise their children in the Netherlands do not circumcise them, not even when they return 

to their homeland. 

The respondents attest that FGM is a very important matter in Ethiopia (question 8). To the 

question as to whether there is public discussion about FGM in their homeland, the an-

swers vary (question 7); several respondents argued that FGM still carries a huge taboo and 

that speaking publicly about it is not supported. However, respondents also said that they 

have talked about FGM at school and that attention to FGM is given via media channels.  

The table above clarifies the opinions related to FGM from family and other members of 

the respondent’s social circle. What is remarkable about these figures is that 80% of the 

respondents do not know if their family members support or are against FGM. This indi-

cates that FGM is still an undiscussed subject in Ethiopia, which is not surprising as general 

discussion about sexuality is not something that the Ethiopians are accustomed too. 

Out of all the respondents, a total of 10% state that they have the need to discuss FGM 

affairs with professional organisations (question 10). The other 90% does not claim to have 

this need as discussion related to FGM within their family circle is a more preferable option.
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Yes 10%

No 90%

Yes 8%

No 92%

It is a criminal offence in 
the Netherland and in 
the motherland 83%

It is against women’s rights 6%

It is not necessary and it has 
health consequences 11%

Respondents who wish to discuss FGM affairs with professional organisations

Do Ethiopian girls face danger of being subjected to FGM in the Netherlands?

Why are Ethiopian girls not in danger in the Netherlands?

In response to question 11, which revolves around the contribution that respondents are willing 

to make to fight against FGM, 98% reacted positively. In answer to the question as to whether 

Ethiopian girls face danger of being subjected to FGM in the Netherlands (question 12), 2550 

respondents answered ‘no’. 220 respondents answered ‘I don’t know’ further to being asked 

(question 12 b) why do you think Ethiopian girls are not in danger? 2700 respondents answered 

‘Because it is harmful tradition and has no added value to the health of the girl’. 274 said, ‘It is a 

criminal offence here in the Netherlands and also in Ethiopia, we have to respect the law’. 169 

respondents answered, ‘Respect for the human rights of women and girls’.

According to the register of the Liberian Society of 

the Netherlands (Liberiaanse Vereniging Nederland), 

currently up to 3,000 Liberians are residing in the 

Netherlands. The results of the interviews are based 

on 1550 conversations with 1445 female and 5 male 

respondents. The meetings took place where most 

Liberians in the Netherlands have settled; Rotter-

dam, Amsterdam, Utrecht Leiden and Delft. Out of 

the 1550 female respondents, 112 have experienced FGM. A total of 26 women claim that 

their mothers have endured genital mutilation as well. The daughters of 5 respondents 

have been subjected to FGM and 24 women note that FGM is not common in their family 

lineage. 

Although the majority of the interviewees have been living in the Netherlands for over 10 

years, we noticed that they are not well informed about the health issues of FGM as well as 

human rights. Furthermore, we discovered that there is still a taboo among the Liberian 

population in the Netherlands to publicly discuss FGM. Initially, most respondents were hesi-

tant and reserved when asked to join the group, which is indicative of this prevalent taboo. 

Only 1 respondent expressed the need for professional consultancy regarding FGM (ques-

tion 10). Another response to the question as to why Liberian people do not openly talk 

about FGM was that most respondents claim that they are well aware of FGM issues. To 

question 11, which concerns the effort that people are willing to take to challenge this 

harmful tradition, people responded by saying that they make a contribution by discussing 

this topic within their family circle. Even though 90% of the respondents are against con-

ducting FGM, actively and publicly fighting this tradition is still considered a step too far.Soedan
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2.3. Liberia

Con 90%

Pro 10%

opinions about FGM among Liberians in the Netherlands
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Pro FGM 34%

Con FGM 54%

Does not have opinion 12%

opinions of respondents about FGM in family and social circle in Liberia

This is seen as disrespectful towards other community members who still strongly believe 

in the continuation of FGM. Furthermore, several respondents declared that it was more 

effective to start a campaign in Liberia to inform people and change the widespread views 

about the dangers of FGM. In addition, none of the respondents claimed to know a Liberian 

girl who has been subjected to FGM in the Netherlands (question 9). A total of 4 respond-

ents heard of a girl from Somalia who has been circumcised in Holland. 

A large part of the respondents said that they have not personally experienced FGM and 

that this tradition is not customary in their family (48%). 

The general opinion prevailing among the Liberian community in the Netherlands is that 

FGM is a traditional practice that generates discipline and unity within the community. One 

of the respondents concurred by stating:

‘We will never allow our daughters to be circumcised, which means that we are breaking 

with the ongoing tradition. On the other hand, we will also never show disrespect to those 

who feel the need to continue FGM.’

The table above clarifies the opinions from the respondent’s family and social circle with 

regard to FGM. As we can see, out of the total of 1550 respondents, more than half of the 

participant’s family and social surrounding is against FGM. 

Remarkably,  5 respondents claimed to uphold the tradition of FGM, on condition that it is 

performed in a safe and hygienic environment.  These people asserted that FGM is a part 

of their cultural heritage and integrated in their culture as a customary practice. When we 

look at the table ‘Opinions about FGM’ it is clear that the majority of the interviewees are 

against FGM, though 10% still supports it. This is not surprising as the respondents are im-

migrants with (parts of) their family still residing in Liberia where the tradition is continued 

(at least in most places) without the necessary knowledge on the dangers of FGM. There-

fore, the immigrants staying in the Netherlands do not have enough incentives to fight 

against FGM. 

In answering the question as to whether Liberian girls face danger of being subjected to 

FGM in the Netherlands (question 12), 1400 respondents answered ‘no’.

350 respondents answered ‘I don’t know’ further to being asked (question 12 b) why do 

you think Liberian girls are not in danger?  150 respondents answered ‘Because it is a 

dying practice among Liberians and it is a criminal offence here in the Netherlands’. 50 

respondents answered that ‘Women have to enjoy their God-given rights and it is against 

these rights’ (human rights of women). 1000 responded, ‘It is not necessary and has a lot of 

health consequences’ and ‘It is a bad traditional practice that should be stopped’.  

Yes 10%

No 90%

It is a criminal offence 10%

It is against women’s rights 3%

It has health consequences 64%

Does not know 23%

Do Liberian girls face danger of being subjected to FGM in the Netherlands?

Why are Liberian girls not in danger in the Netherlands?
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Pro FGM 46%

Con FGM 35%

Does not have opinion 19%

opinions of respondents on FGM in family and social circle in Somalia

Soedan

Eritrea Ethiopië

Somalië
Liberia

2.4. Somalia

The results and remarks in this section are based on 

3088 interviews with Somalian males and females. 

The interviews were  conducted in and around Al-

phen aan de Rijn, Apeldoorn, Den Haag, Amsterdam 

Utrecht, Tilburg, Leiden, Eindhoven, Roermond, Delft, 

Haarlem, Groniningen, Ede Wageningen and Rotter-

dam.  Out of the 3088 female respondents, 3086 have undergone FGM. 3087 respondents 

made known that their mothers personally experienced FGM.  Out of all 3088 respondents 36 

participants stated that their daughter has been submitted to FGM. A total of 4 out of all the 

3088 respondents claim that FGM does not occur in their direct family circle. 

It is striking to notice that many respondents, provided that they have more than one 

daughter, allow their first born daughter to be subjected to genital mutilation, yet the 

female siblings born after that do not undergo this procedure. This is influenced by the fact 

that respondents heard of the dangers and negative effects of FGM only after emigrating 

to the Netherlands. Prior to coming to the Netherlands, many interviewees had no idea 

that FGM could be conducted in a safer way. In Somalia, FGM is seen as a part of life; it is an 

important custom that ought to be celebrated and girls that have been subjected to FGM 

are far more respected within their tribe than girls who have not. Although FGM is usually 

seen as a cultural act, within the Islamic Somalian community it is viewed as an Islamic rule 

of behaviour. It is worth noting that one respondent claimed that during the interviews 

most women initially said that they are against genital mutilation; however, after further 

questioning many women confessed that due to their religious practice their preference 

goes to the lightest form of FGM, the Sunna. The most compelling reason for this choice is 

related to their religion. What is more, many respondents stated that their daughters have 

not been subjected to FGM; yet after further investigation through the interviewer’s net-

work, it turned out that many daughters have been. The common secrecy concerning FGM 

in the Somalian community is, for a large part, related to shame and fear of prosecution.

As shown in the table below, 185 respondents affirm that they know about the practice of 

FGM in the Netherlands.

Does know 6%

Does not know 94%

Yes 69%

No 31%

Respondents who know about FGM being practised in the Netherlands

Respondents who wish to discuss FGM affairs with professional organisations

2126 respondents conveyed their wish to discuss FGM issues with professional organisa-

tions (question 10). Other respondents claimed that they are still too frightened to take this 

step and expressed the need to discuss FGM within their circle of family, friends and other 

confidants. These numbers are set out in the pie chart below:

Noteworthy is also the fact that all respondents initially seemed to be against FGM, yet later 

on 30 interviewees openly expressed their preference for Sunna. 
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Does not prefer 90%

Does prefer 10%

No 65%

Yes 3%

Does not know 32%

It is a criminal offence 81%

It is painful and it has no
religious foundation 19%

Respondents who prefer Sunna

Do Somalian girls face danger of being subjected to FGM in the Netherlands?

Why are Somalian girls not in danger in the Netherlands?

Finally, the results of question 5b showed that 3011 respondents are against FGM, 33 are 

pro FGM, and 40 respondents do not have an opinion on this matter. 

In answering the question as to whether Somalian girls face danger of being subjected to 

FGM in the Netherlands (question 12), 2000 respondents answered ‘no’.

1000 respondents answered ‘I don’t know’. Further to being asked (question 12 b) why do 

you think Somalian girls are not in danger? 2500 respondents answered, ‘Because it is a 

criminal offence here in the Netherlands’, 588 respondents answered ‘It is painful and has 

no religious foundation.’
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Somalië
Liberia

2.5. Sudan

The results and remarks in this section on Sudan are 

based on interviews with 1460 Sudanese females. 

The interviews took place in Rotterdam, Amsterdam, 

Den Haag, Arnhem, Almere, Delft and Utrecht. Of the 

1460 respondents, 1224 have undergone FGM. All 

respondents admit that their mothers have been sub-

jected to FGM as well. 63 women have not personally 

experienced FGM. 70 of the daughters of the respondents were subjected to FGM before 

they came to the Netherlands, many of the girls were born here.

The interviews showed that the women first knew about the existence of FGM between 

the age of 4 and 6 years old. The Sudanese women seem to be proud of the FGM tradition 

and associate this ritual with the indulgence of festivity, money and gifts. At the same time, 

the women are terrified of FGM and its mental and psychological consequences. 99% of 

the women affirmed to be proud of FGM when they were younger because it fitted their 

tradition. When asked the question ‘as a child, were you against FGM?’ (question 4h), 1460 

respondents said ‘no’.

Pro FGM 11%

Con FGM 41%

Neutral
(half  Pro/half Con) 48%

opinions of respondents on FGM in family and social circle in Sudan

As noted in the table above, only 162 (11%) friends and family members of the 1460 

respondents support FGM. 

All the respondents said ‘yes’ to question 7, asking: ‘Was FGM often a topic of discussion 

in your homeland?’ Furthermore, they stated that it used to be a very important tradition, 

though it is currently in the process of changing. There is a very big division in the country 

about FGM. Sudan was one of the countries that had a law against FGM, which starting in 

the colonial period. All 1460 females showed interest and willingness to seek advice and 

information with humanitarian and professional organisations to discuss FGM (question 10) 

and to make a useful contribution to prevent FGM (question 11). 
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Yes 2%

No 98%

No 95%

Yes 5%

Respondents who know about the practice of FGM in the Netherlands

Do Sudanese girls face danger of being subjected to FGM in the Netherlands?

Finally, in answer to the crucial question as to whether respondents have heard sto-

ries about the practice of FGM on Sudanese girls in the Netherlands (question 9), 1439 

respondents answered ‘no’ and 21 women answered ‘yes’. When asked, ‘Do you think Su-

danese girls have undergone FGM in the Netherlands?’ 1450 answered ‘no’ and 10 women 

answered, ‘I don’t know, it is difficult to say, but I don’t think so’.   

In answering the question as to whether Sudanese girls face danger of experiencing FGM in 

the Netherlands (question 12), 1400 respondents answered ‘no’.

40 respondents answered ‘I don’t know’ further to being asked (question 12 b) why do you 

think Sudanese girls are not in danger? 210 respondents answered, ‘Because it is a criminal 

offence here in the Netherland and also in Sudan’, 1240 responded, ‘It is not necessary and 

has a lot of health consequences; it is a bad traditional practice that should be stopped.’

10 respondents answered, ‘Women have to enjoy their God-given rights and it is against 

these rights’ (human rights of women). 

It has serious health consequences 84%

It is a criminal offence 14%

It is against women’s rights 2%

Why are Sudanese girls not in danger in the Netherlands?
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Part 3 National efforts to prevent 
Female Genital Mutilation

3.1.Introduction 

Female Genital Mutilation (FGM) is widely performed in Africa, in at least 20 to 30 coun-

tries.18 Recent information indicates that it is also practised in some parts of South-East 

Asia, Yemen and some Middle Eastern countries.19 As indicated in Part I and II, because 

of migration the practice has developed into a big concern and an issue in Europe, the 

Americas and Australia, thus in the Netherlands too. Given the already available informa-

tion one can divide countries in Africa into three distinctive groups: countries where almost 

all women are circumcised (70 per cent or above), countries where 25 to 80 per cent of 

women are circumcised (frequently women from particular ethnic groups), and countries 

where female genital mutilation often occurs among some ethnic groups but the overall 

percentage for the country remains under 25 per cent. Countries that fall under the first 

group (70 to 100 per cent) are Guinea Conakry, Somalia, Egypt, Mali, North Sudan, Eritrea 

and Ethiopia. The second group includes Mauritania, Burkina Faso, Gambia, Chad, Kenya 

and the third group includes Nigeria, Senegal, Tanzania and Ghana.20 

Although the Netherlands is a multi- cultural society, FGM was an unknown phenomenon; 

however, as mentioned above immigrants, refugees, and asylum seekers entering the 

Netherlands brought this practice with them. Ever since the late 1980s when many Somal-

ian refugees came to this country the issue of FGM has became a discussion point in the 

Netherlands. ‘Health care workers were shocked to learn of this practice from immigrants, 

hearing about it primarily from Somalian women refugees.’21 

In 1992, a survey report was published by the former Centre for the Health Care of Refu-

gees, entitled ‘’s lands wijs, ‘s lands eer’ (When in Rome, do as the Romans do), Female Cir-

cumcision and Somalian Women in the Netherlands. Following on from this report, which 

proposed allowing the lightest type of circumcision, a clitoral incision, there were heated 

discussions for a while on the question of whether a distinction ought to be made between 

mutilating and non-mutilating types of circumcision. A section of the Somalian community 

advocated allowing the mildest type of circumcision. The Refugee Organisations in the 

Netherlands, Vluchtelingen Organisaties Nederland, (VON) believed that this ignored the 

18 Unicef identifies 20 countries in Africa as where FGM is practised ( Female Genital Mutilation/Cutting: a statistical 
exploration, 2005

19 Unicef: child protection information sheet Female Genital Mutilation/Cutting. May 2006
20 Eliminating Female Genital Mutilation ( WHO ), 2008
21 Z.S. Naleie: Paper presented at the International Conference. Uniting Europe and Africa in the fight against FGM. 

25 November 2009, The Hague
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ongoing struggle by African women against Female Genital Mutilation, and right from the 

start took a firm stand against making a distinction among various types of circumcision. 

The VON Women’s Council gave unsolicited advice rejecting any type of circumcision, and 

asked the Dutch government to do the same. 22

Since 1993 FGM has become prohibited and is punishable by law in the Netherlands. All 

countries where female genital mutilation occurs are considered as risk countries and girls 

in the Netherlands who come from these countries, or who have at least one parent from 

these countries, belong to the group at risk of female genital mutilation.  

- In Dutch Criminal Law FGM is regarded as a form of deliberate assault or an illegal prac-

tice of medicine. 

- The maximum penalty for this offence is 12 years imprisonment. This penalty can be 

increased by a third if the procedure is performed by a parent or guardian.

- Parents are liable to prosecution if they request FGM to be performed, pay for the proce-

dure, provide materials for the procedure or assist the procedure in any other way.

- Furthermore, since 2006 anyone who performs FGM (or arranges for it to be performed) 

abroad may be prosecuted in the Netherlands if they have Dutch nationality or are resi-

dent in the Netherlands.

- A statement to the effect that a girl has undergone the procedure voluntarily will not 

exempt the parents from prosecution.

- Up to the age of 38, a woman can file a criminal complaint regarding FGM performed 

 on her. 23  

Finally, in line with the government,  various professional medical groups adopted and 

maintained the view that all types of girl circumcision should be rejected. The govern-

ment’s point of view was set down in a letter from the Minister of Public Health, Welfare and 

Culture to the house of parliament.24 

The above-mentioned report on FGM and Somalian women gave rise to discussions which 

resulted in various organisations and institutions starting campaigns against FGM in the 

Netherlands.  The Refugee Organisations in the Netherlands (VON) started a project known 

as ‘Haawa Tako’, in which female genital mutilation was brought up for discussion at meet-

ings with trained ethnic minority women from the Somalian community. This project tried 

to break down the taboo associated with FGM and strengthen networking among Somalian 

women so they would take action. The project incorporated information about FGM into a 

22 VON: Over de hoofden van vrouwen, unsolicited advice following the report ‘ ‘s lands wijs, ‘s lands eer’ – Somalian 
Women in the Netherlands. Utrecht, October 1992.

23 Genital mutilation of girls is a criminal offence in the Netherlands.  Ministry of Foreign Affairs, Department of 
Human Rights.  Gender:  Good Governance and Humanitarian Aid. Brochure, May 2010.

24 Letter from the Secretary of State WVC to the Parliament, 16 March 1993, reference GGD/HlZ/931029.

broader aim: to try and overcome the isolation Somalian women found themselves in by 

setting up women’s self-help groups at both local and regional level.  

Pharos (a national centre of experts dealing with refugees and health) operated a national 

information and consultation centre for health care providers dealing with the issue of FGM. 

The Federation of Somali Associations in the Netherlands (FSAN) launched an information 

campaign against FGM targeting the Somalian Community.25  

FGM came to the attention also of the medical profession itself. In 1994, the Chief Medical 

Officer for Public Health issued guidelines on how physicians had to deal with a report of 

girl circumcision in the Netherlands, not only in a forthcoming potential case, but also 

when circumcision had already been performed in the Netherlands. Several professional 

organisations also issued guidelines. Government policy consisted of lending financial 

support to projects, and propagating the standpoint that all types of girl circumcision were 

liable to punishment. 

In 1999, a Somalian mother, speaking in a radio programme, said that her daughter had 

been circumcised while on holiday in Somalia, against the mother’s wishes. This radio 

interview sparked off a commotion and led to renewed interest in the issue of FGM in both 

the political arena and the public domain. 

From 1999 - 2005 several programmes aimed at prevention and education were imple-

mented with interconnected activities targeting African communities.26 The government 

decided to finance a joint information project by Pharos and FSAN: Female Circumcision 

in the Netherlands, from Policy to Practice. This project, which ran from 2000 to 2002, re-

cruited and trained intermediaries in the native language and culture as well as key figures 

from the Somalian community and ensured the promotion of greater expertise among 

professionals.

As a result of the cooperation between FSAN and Pharos, a process of change was visible 

especially among the Somalian community, the largest risk group in the Netherlands. FGM 

had become a discussable subject: the first step in helping to change behaviour.27

In 2000 different pioneering  organisations  such as Pharos, FSAN, Defence for Children 

International-NL and VON set up a platform for dealing with female genital mutilation,  

which organised feedback meetings, among other things, for professionals and the African 

community, to exchange information about national and international developments. 

Since 2003, VON has had a specific programme line called ‘Trefpunt’ (Meeting Point), which 

25 Z.S. Naleie: Paper presented at the International Conference, Uniting Europe and Africa in the fight against FGM. 
25 November 2009, The Hague

26 www.emancipatie.nl for information on organisations working on FGM 
27 National Plan of Action for Combating FGM 2009 -2012
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targets violence against women. Trefpunt deals with all the following and more: providing 

information and ensuring knowledge transfer; giving advice on violence against women 

from the perspective of refugees and migrants; outreach activities, information and build-

ing bridges between policy-makers, politicians and refugee women.  

Pharos and FSAN also deal with the prevention of FGM and information on FGM as part of 

their standard package of duties, which involves a lot of close cooperation between the 

organisations. In the last few years they have focussed on other risk countries than Soma-

lia.28 Pharos acts as a knowledge centre (Focal Point) for FGM.29 It also has a Youth Board 

that has taken specific action targeting young people and which has its own website called 

No game. There are other organisations that carry out projects to combat FGM, among 

other things within the framework of subsidies granted by the Ministry of Social Affairs and 

Employment. And different municipalities, such as Rotterdam, which has supported the 

project of Refugee Organisation Rijnmond (SVR) since 2001. 

In 2002, the Ministry of Social Affairs and Employment gave the VU University a research 

assignment within the framework of emancipation policy and asked the university to make 

a broad legal and social study on how a few European countries deal with the genital muti-

lation of girls and women. 

 

In 2002 and 2003, the issue of FGM was more or less off the political agenda. This tempo-

rary silence ended when the VU published its findings in November 2003, entitled ‘Strate-

gies for the Prevention of Circumcision of Girls.30 Ayan Hirsi Ali, who was member of  parlia-

ment for the VVD party then, believed that the proposed measures were totally insufficient. 

She argued – outside of parliament – that all girls from risk countries should undergo an 

annual compulsory medical examination designed to detect female genital mutilation. In 

parliament, there were a few discussions raised by several other MPs during a couple of 

policy document consultations on the role of school doctors and youth health care workers 

in the prevention and detection of FGM.31 As a consequence, a few MPs submitted a mo-

tion calling on the government to put forward a proposal for periodical check-ups by youth 

doctors and/or practising nurses, with a view, among other things, of detecting punishable 

offences such as child abuse and FGM.32   

 

28 See. http://www.fsan.nl idill.htm
29 Ibid
30 Anke van der Kwaak, Edien Bartels, Femke de Vries en Stan Meuwese; Strategies for the prevention of 

circumcision on girls, inventory and recommendations. SZW November 2003
31 Consultation paper youth care, 9 February 2003 (parliamentary document 28 606, no. 15) and Memorandum 
 on health care and prevention, 16  February 2003 (parliamentary document 22 894, no. 28).
32 Motion to the parliament by Mrs. Arib cs.  22 894

In April 2004, the cabinet sent a letter to parliament with a response to the VU research.33 

The cabinet sketched out its input in the letter, whereby it gave priority to the following:

- research into the scale of the problem

- reinforcing prevention

- improved early detection and intervention

- more information

- continuance of relevant asylum seeker policy

- maintaining international input

- repressive approach

- dropping the requirement of double liability to punishment

- FGM as part of combating domestic violence with the Public Prosecutor’s department

- Setting up a special commission at the Council for Public Health and Health Care to look 

at the possibilities of an effective control system and effective early warning, detection 

and supervision.

In the letter, the cabinet describes it as its own viewpoint that female genital mutilation 

should be seen mainly as a special type of child abuse. The cabinet says that parents are 

first and foremost responsible for combating girl circumcision, with the support of the 

health care sector, welfare services and the education sector. It is the task of municipalities, 

based on the Public Health Preventive Measures Act, to help prevent health problems from 

occurring in risk groups, and this includes combating female genital mutilation. It is the 

State’s duty to create conditions, and, through legal frameworks among other things, to fa-

cilitate and stimulate research, the financial support of knowledge institutes and incentive 

budgets. Furthermore, the Minister of Health, Welfare and Sports appointed a committee to 

advise the Minister of Health on all aspects of FGM. 

3.2. Developments of combating FGM in the Netherlands 
since 2004 

With the intention of finally tackling the problem countrywide, the Council recommended 

that the problem first be dealt with in two regions. In concrete terms, it meant that two 

municipalities and their Area Health Authorities (GGDs) were given the assignment, the 

resources and the time to experiment with the proposed measures. The Council elaborated 

on this further in its advice for various measures to be taken. In addition, it indicated that 

it was obviously desirable to harmonise as much as possible with existing structures and 

ongoing initiatives.

33 Letter from the Minister of Health, Social Welfare and Sport to chairperson of the parliament dd. 23 April 2004 
parliamentary document 29 200 XVI / 29 200 VI. 231
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The committee conducted a study in the cities of Amsterdam and Tilburg in 2005. These 

cities were selected because they have the largest number of immigrants from countries 

where it is customary for girls to be circumcised. The results of this study provided an 

indication of the prevalence of the practice of FGM in the Netherlands. It was discovered 

that every year fifty girls who reside in the Netherlands are subjected to this procedure. This 

committee also concluded that from a legal point of view, the proposed mandatory check-

up was not a feasible option.

In March 2005, the committee presented its report to the Minister of Health, Welfare and 

Sport. In August 2005, the Dutch Cabinet decided the following in response to that report:

• A national reporting code regarding FGM should be introduced.

• Immigrants and refugees from high risk countries that practise FGM should be informed 

during their integration process that this practice is against the law and punishable in 

 the Netherlands.

• Annual statistical reports of cases of FGM are to be made.

• Youth health care workers (doctors, paramedics, etc) are to be trained and educated 

 and to be consulted regarding guidelines and protocol.

• Police, teachers, and child protection agencies should be given upgraded courses 

 concerning FGM.

• Enforcement legislation should be introduced.

• Intensified information campaigns concerning FGM in six pilot cities (Amsterdam, Utrecht, 

The Hague, Rotterdam, Eindhoven and Tilburg) should be implemented.

As indicated above, the cabinet’s policy for 2005 opted to tackle the issue intensively in 

the time frame of 2006 to 2009 in six concentrated regions: Amsterdam, The Hague, Eind-

hoven, Rotterdam, Tilburg and Utrecht. 

Pharos adopted this approach and developed an action plan. It set down in great detail the 

tasks, responsibilities and the work structure showing how the six concentrated areas would 

tackle the approach. The plan aimed at the following goals in the concentrated areas:

- to make sure that risk and target groups were reached

- to improve the expertise of professionals

- to broaden the knowledge of intermediary groups

- to introduce an interview protocol for girl circumcision

- to pay attention to FGM in the chain round child abuse

- to gain more knowledge about the nature and scale of FGM in the concentrated areas.

An indication was then given of what results had to be linked to each goal in order to be 

able to assess whether the goal had been achieved. The project had to finally lead to a 

twofold result:

1. An analysis of successful ways of tackling it and a proposal to launch it further in the 

Netherlands.

2. To give insight into how often it is reported and an official complaint made: the result of 

registration taken care of by Pharos.

The action plan finished with a checklist for drawing up local plans to deal with the problem 

in the six concentrated areas. The objective is stated as follows: ‘The prevention of female 

genital mutilation by means of a programmed chain approach in cities with a concentration 

of children from risk countries where female genital mutilation occurs.’ The measures of 

the intensive approach 2006-2009 were directed at improving early identification and pre-

vention, expanding the scope of prosecution and stepping up action to combat FGM in six 

cities (municipality health care in Amsterdam, The Hague, Rotterdam, Eindhoven, Tilburg 

and Utrecht). They are currently working together with Pharos and FSAN.34

The core points of this approach are as follows:

a. involvement of the target groups: the GGD (Area Health Authority) has to be familiar with 

the communities. FSAN (and other organisations) will supply trained information officials, 

arrange contact meetings of institutions with local self-organisations, support from 

Pharos.

b. information for professionals in the youth chain (obstetricians/midwives, GPs, teaching 

staff, AMKs (Advisory & Registration Centre for Child Abuse) etc.) FSAN, among others, 

will supply trained information officials, JGZ (Youth Health Care) will get staff to provide 

information based on an interview protocol on girl circumcision; support from Pharos.

c. work agreements between chain partners on early warning to follow-up. Aim: strength-

ening early warning and interventional approach (including police and the judiciary), 

through casuistry to discuss and follow cases (aided by protocols for domestic violence/

child abuse). All individual data will be processed in the Electronic Child Dossier JGZ.

 

The points that will be monitored are mainly related to numbers:

- the number of girls from the risk group who have been reached in conformity with the 

protocol on girl circumcision

- the number of girls who, as a result, have reported to the AMK

- the number of girls who, as a result, have filed an official complaint

- the number of girls where it was a matter of FGM

The two other parts of the monitoring process are:

- what has been done in the region to reach local target and risk groups

- a minimum of six monthly reporting

34 Z .S. Naleie: Paper presented at the international conference, Uniting Europe and Africa in the fight against FGM. 
25 November 2009, The Hague.
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The GGD is the organisation that develops and coordinates the approach in the region. 

Youth health care plays a pivotal role in the prevention of female genital mutilation and 

thereby works in a chain. ‘The institutions’ and the local authorities are responsible for 

participation, contact and exchanges among institutions and minority groups where FGM 

occurs. The municipal executive is responsible in the context of preventive youth policy. 

Pharos is mainly to lend support and give advice. Ethnic minority self-organisations play a 

role in providing information, both in their own communities and outside of them.

In the different cities one thing and the other has been developed in a local action plan. 

‘The main result from the pilot projects is that FGM has become a topic to be discussed 

among the African communities. Leaders of community-based organisations launched a 

campaign to speak out explicitly against FGM e.g. ‘We say No to FGM’.35 

Apart from these pilot projects there are cities, such as Arnhem and Nijmegen, which 

started their own projects to eradicate FGM at local level. Another good practice worth 

mentioning is information meetings within the refugee camps (in the Eastern part of the 

country), which aim at early FGM information for refugees, especially for Somalian people 

who are now the biggest group.

3.3. Guiding principles of Plan of Action 2009 – 2012

The Dutch Plan of Action 2009 – 2012 is built on experiences, lessons learnt and good 

practices gained during the many years in which the Netherlands has been actively in-

volved in the struggle against FGM nationally and internationally.

From 2009 on, the temporary campaign against FGM in the six regions will hopefully 

become permanent. Extra measures will be taken at national and international level to 

prevent FGM and encourage reporting of cases. The experience gained in the six regions 

will be applied nationwide. The Netherlands will actively work to put combating FGM on an 

international level (policy letter 2007).36 

Main conclusions from the pilot regions:37 

- Implementing the preventive approach, roll out of prevention and early identification 

measures nationwide

- Developing the judicial approach further

- Developing vision and approach for adequate medical and psychosocial care as well as 

care for women and girls who have already been genitally mutilated 

35 Z .S. Naleie: Paper presented at the international conference, Uniting Europe and Africa in the fight against FGM. 
25 November 2009, The Hague.

36 Policy letter dated 10 December 2007 from Dutch State Secretary for Health, Welfare and Sport to the President 
of the House of Representatives for the State General.

37 B&A Consultant bv. Unity for one goal: the prevention of circumcising that little girl. Three years of pilots FGM and 
what now? Evaluation with a guide for policy-makers 2008

- Working with the interview protocol  

- Developing a national data base of FGM (prevalence and incidence )

- Cooperating and building bridges with European and African countries to exchange 

experience, information and good practices. 

Even though a platform to combat FGM has been in place since 2000, and the platform on 

6 February, the International Day of Zero Tolerance, since 2004, all the activities that are 

carried out are ad hoc ones. They are short term and not linked to each other. Cooperation 

on different levels, the chain approach of the pilot projects, has turned out to be a big suc-

cess because of joint efforts. This way of working together has started to bear fruit.

‘The preventive approach is beginning to pay off. The result of the intensive and concen-

trated attention on FGM is that this subject can be discussed, both in African communities 

as well as by professionals. Professionals have been trained make use of the interview 

protocol and know the possibilities of the registration forms. Key persons and community-

based organisations have been trained to hold information meetings and conduct home 

visits, to discuss FGM in a broader perspective, to speak out explicitly against FGM and to 

work together with the local parties.’38   

3.4. Asylum and integration policy 

In the Aliens Circular,39 cases of (potentially threatening) genital mutilation have been in-

corporated in aliens policy. Since 2003, a separate, extensive subsection has been devoted 

to it. What the policy boils down to is that girls who run a genuine risk of genital mutilation 

if returned to their country of origin are eligible for an asylum seeker residence permit for a 

limited period of time. It is under the condition that the authorities in the country of origin 

cannot or will not provide sufficient protection against female genital mutilation, and that 

there is no alternative residence available in the country of origin. The parents and other 

siblings from the family may also, under certain conditions, be eligible for a residence 

permit. In the Aliens Circular, the sections on the various countries focus on the specific 

situation with respect to girl circumcision: they discuss the risks, protection by the govern-

ment and any possible alternative places to settle.

The Council for Public Health and Health Care advised that the GGD (Area Health Authority) 

inform newcomers to the country during the first medical screening that the circumcision of 

girls is forbidden. 1) That they are fully informed of the ban and 2) They will be asked whether 

their accompanying daughters (if applicable) were circumcised in their country of origin. 

38 ibid
39 Aliens Circular 2000 for the actual text look at www.wetten.oveheid.nl
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From 2006 onwards, people under the obligation of civic integration would be informed 

that female genital mutilation was against the law in the Netherlands. In its progress report, 

the cabinet announced that as of 15 March 2006 the Civic Integration Abroad Act took 

effect. Immigrants wishing to come to the Netherlands have to sit a basic civic integration 

exam abroad. The exercises for the exam pay attention to male/female relationships and 

the liability to punishment for forms of violence arising from tradition, whereby female 

genital mutilation is explicitly named. The COA (Central Agency for the Reception of Asylum 

Seekers) also uses this teaching package, according to the cabinet, for asylum seekers who 

have been invited, and it can provide civic integration information for asylum seekers in 

reception centres.

In the light of a future integration act (for people under the obligation of civic integration 

who already live in the Netherlands), the exam comprises ‘key values’ about the equal treat-

ment of men and women. The government points out in its prevention plan that preven-

tion and information activities need to be put in the broader context of gender relation-

ships, empowerment and sexual health.

The prevention plan indicated that the role of the self-organisations and people from 

the risk groups was vitally important: in order to succeed in information activities and in 

prevention, they must be given a large role to play. The starting point is that you can only 

combat girl circumcision in cooperation with the risk groups themselves. When carrying 

out the assignment, this mainly finds expression in the way information and prevention are 

given shape within the communities. 

3.5. New developments 

Since 2010, the Ministry of Health, Welfare and Sport has also initiated a Steering Commit-

tee comprising all stakeholders in the prevention of FGM, such as the Ministry of Justice, the 

Ministry of Foreign Affairs, AMK, AJN, GGD, Pharos, and a representative from the national 

migrant organisations such as FSAN and VON, which are working on the elimination of FGM 

in the Netherlands and focussing attention on the national effort to prevent FGM in the 

Netherlands. With this broad and holistic approach the ministry hopes to prevent any type 

of FGM from occurring anywhere in Europe or Africa and in the Netherlands in particular. 

Conclusion and recommendations

Putting an end to the practice of FGM has several dimensions that need to be ad-

dressed. First of all, there is a need for an enabling environment at political and 

legislative level. Secondly, the health sector must be fully involved in the preven-

tion of FGM because there a risk of increased medicalisation of the practice. Thirdly, 

teachers and the education sector can be strong allies in organising activities to 

promote awareness and empowerment of children and the youth. And finally, the 

culture sector (media, entertainment etc) is crucial to disseminate information and 

to promote an open dialogue on sensitive issues like FGM. To sustain such a struggle 

there has to be financial recourses, human resources and technical expertise. In all 

approaches, whether through support from government, development cooperation 

and supporters of civil societies, there should be specific action taken to engage 

women and communities at large to achieve the following: to promote their empow-

erment, to help them claim their rights as well as their decision-making position 

with regard to their community and the various policy structures that affect their 

lives. Their active participation should be at the core of all strategies to eliminate 

FGM and their collective effort should be the key to the solution of the problem. 

Recommendations 

1. We know that this problem is being addressed in the Netherlands by developing a strong, 

comprehensive and rights-based strategy to combat FGM and to protect the women and 

girls affected by this practice. The national strategy on FGM must address all aspects of 

prevention, protection, prosecution if necessary and provision of adequate services. For 

instance, the need to train health and education professionals to identify girls at risk as 

well as deal with health complications of girls who have already been subjected to FGM. 

We find it very important that the prevention approach that is already under way in the 

pilot regions be intensified and made nationwide. 

2. The fact that the Netherlands did develop a policy to combat Female Genital Mutilation 

is very positive and empowering to women and men who are struggling to eliminate the 

practice. We acknowledge and appreciate the multi-track approach that is being devel-

oped in the Netherlands. 

3. The study recommends that the policy should make a clear division between prevention 

on the one side, and registration and investigation on the other side. This means that 

the protocol for discussing FGM (aimed at prevention and support) should be a different 

document than the reporting code, which gives guidelines on when and how to report a 

case of Female Genital Mutilation to the police and other institutions. Professionals who 
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are responsible for the prevention of Female Genital Mutilation, in cooperation with the 

community in general and parents in particular, should report a case of FGM if they come 

across it; but criminal investigation should not be the aim of their intervention. Preven-

tion workers should give priority to prevention, support workers to support, and police 

and prosecutors to the criminal investigation. Most importantly, it is the parents and 

communities who should take care of the well-being of the child. It goes without saying 

that they all should respect other interests, but above and beyond all the interest of the 

child. However, it has to be clear who has responsibility for what and where priorities lie. 

It is not desirable to mix up the task of prevention with the task of criminal investigation. 

It is important to have interdisciplinary contacts, ‘chain-cooperation’, a good reporting 

code and clear guidelines for each profession. 

Legal and policy approach to protection

a. Legislation by itself is not sufficient to prevent FGM but it can strengthen the ability of 

communities who are against the practice to protect children at risk and provide appro-

priate care. We believe that legal instruments against FGM are counter-productive if they 

only deal with criminalisation of the practice.

b. FGM is child-specific violence and the perpetrator is most often the parent or a close rela-

tive. In most cases, the parents are under pressure from their communities to continue 

the practice. Therefore, a collective, community-based approach is very important and is 

more effective than simply prosecuting individuals. 

c. Social pressure to conform to the practice plays a large part in continuing this practice. 

Awareness campaigns amongst practising communities are crucial and must go hand in 

hand with any criminal measures.

Social and psychological support

FGM is a very traumatic experience for anyone who has undergone the operation and who 

has to live with its impact. It is very important to develop a holistic child protection frame-

work and to secure health care, social and psychological support, and to provide adequate 

services for those women and girls who have survived it.

Community support 

a. Female Genital Mutilation is an expression of inequality between men and women, and 

is maintained by traditional attitudes in which women are viewed as inferior to men. 

Female Genital Mutilation occurs in various cultures and religions, but rejecting the prac-

tice of FGM does not imply the rejection of a culture or religion as such. Our aim is: 

- to change traditional attitudes in which women are viewed as inferior, and the 

  cultural patterns of behaviour of men and women which are based on those attitudes, 

- to change the existing attitudes and gender stereotypes that contribute to the 

  continuing existence of FGM and to foster the empowerment of women and girls.

b. Since approximately 1990, some NGOs and a lot of African women have been very active 

in combating Female Genital Mutilation in the Netherlands. They opened the topic to 

discussion in (mainly) the Somalian communities, developed awareness-raising activities 

and trained key persons from the communities as well as professionals. However, these 

activities have to be intensified and need to reach other communities from different 

nationalities in the regions in the Netherlands where it is practised and where girls are 

classified as being at risk.

Bridging and linking 

a. The cross-border nature of the practice makes it essential for all parties in question, 

especially European governments, to develop and adopt a comprehensive structure to 

prevent FGM, to protect those at risk and create the possibility of exchanging information 

and good practices among diasporas. 

b. Efforts to end FGM should create bridges between countries of origin and countries of 

destination to exchange best practices. Relevant information should be widely dissemi-

nated to learn from each other’s experience.

Prevalence research 

To date, there is no compilation of data to enable a comparison and an assessment of the 

size of the problem in Europe and in the Netherlands in particular. Such as assessment is 

crucially important if we are to monitor an increase or decrease in the number of girls at 

risk and also to measure changes in behaviour and attitudes to FGM. It is particularly impor-

tant that prevalence research is carried out: this will enable us to implement strategies in 

the fight against FGM. 
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Historical background  
Eritrea is a small country located in the North-East of Africa on the Red Sea coast, its popu-

lation is believed to be between 4.5 and 5 million. To the North of Eritrea is Sudan, Djibouti 

to the Southeast and Ethiopia to both the West and South. Eritrean is divided into six 

regions; Anseba, Debub, Gash-Barka, Maekel, Nothern Red Sea and Southern Red Sea, and 

has 9 ethnic groups; Afar, Bilen, Hidareb, Kunama, Nara, Rashaida, Saho, Tigre and Tigrigna 

Eritrea has been a much disputed country/territory throughout history and various coun-

tries have sought to control it, such as the Ottoman Turks, Italians, British and Ethiopians.

The most recent dispute was with its neighbour, Ethiopia, before claiming its independence 

in 1993. The fight for independence from Ethiopia was a 30 year struggle from the 1960’s 

to the early 1990’s, the women of Eritrea played a very important part in this fight for libera-

tion and have seen their roles in society change as a result.

Religion
The religious beliefs in Eritrea are almost equally divided between Christians and Muslims, 

the number of Christians is slightly larger and there are also some followers of tradi-

tional beliefs. The Christian groups are the Orthodox Christians, Catholics and Lutherans. 

Orthodox Christianity dates back to the fourth century and forms an important part of the 

Tigrigna culture. Traditional beliefs are found among both Christians and Muslims.

Eritreans are deeply religious and the religious leaders have an influential position in the 

lives of their followers

Status of the Eritrean women
In Eritrea men dominate community, family decision making and management of resourc-

es, in general boys are preferred to girls in families. Before the liberation struggle women 

didn’t have as much access to education and employment and did not have to opportu-

Eritrea
By Haimanot Salvatore

Annex I
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nity to vote or be elected to political positions. Young girls are taught their roles as wives, 

mothers and homemakers, they are not taught to work towards their own dreams and 

aspirations. Their identity is linked to that of fathers or husbands and women are therefore 

financially and socially dependent. Women are also victims of early (arranged) marriage and 

pregnancy, sexual abuse, domestic violence and female genital mutilation (FGM).

Eritrean women have greatly improved their status since the 1970’s but still struggle for 

equal opportunities. During the liberation struggle, women joined The Eritrean People’s 

Liberation Front (EPLF) and fought along side men in the EPLF army. Estimates say that 

40% of liberation fighters were women, the women stayed at home and didn’t fight often 

took over position in their homes and communities that men had formerly held since many 

of the men were fighting in the war. 

During the struggle of independence the EPLF supported full gender equality and in 1979 

the organisation founded the National Union of Eritrean Women (NUEW), its mission was to 

work towards equality and development of women. 

These changes allowed women to have new opportunities and freedoms. Of course this 

also resulted in a backlash from conservatives who do not support equality for women. The 

conservatives believe that it is better for society if women resume their traditional roles and 

also certain traditions like female genital mutilation and early marriage.

Gender equality remains a challenge for Eritrean and efforts continue to be made by the 

NUEW and other organizations. Even though important steps are made towards gender 

equality, the majority of women still remain financially, socially and politically disadvantaged.  

FGM practices in Eritrea
The majority of both Eritrean men and women are circumcised and this is done in all ethnic 

groups. Female circumcision or female genital mutilation is done amongst both Christians 

and Muslims but the type of circumcision differs from clitoridectomy to infibulations. 

Cutting is usually done in infancy or childhood. 85% of women of the Tigrigna ethnic group 

have undergone clitoridectomy, followed by a small percentage of Kunama and Tigre 

women. Infibulations seems to be more common among Hidareb with a percentage of 

97%, Nara 87%, Bilen 76%, Afar 70%, and Kunama 68% and the Saho 80%.

Razor Blades seem to be most commonly used instrument for circumcising, very few 

women use needles or thorns. In Eritrea FGM is mostly performed by a traditional circum-

ciser, 25% of cases are done by close relatives or neighbours. Only 6% of cases were carried 

out by traditional midwives and around 1% was done by health professionals. 

Reasons for FGM 
The main reasons for FGM, for most ethnic groups, were religion and culture; other reasons 

also include control of sexuality, neatness, health reasons, social pressure, beauty and 

aesthetic reasons.

Control of Sexuality  

The general belief is that an uncircumcised girl will be wild/loose and will chase men. Other 

believes that infibulations makes penetration difficult because of this it is practiced to 

protect the girl from being raped. Because some girls work as shepherds, they go far away 

from their homes to look after livestock and this puts them at risk of rape. If a girl finds 

herself in a situation where she is at risk of being attacked, even if people can’t prevent the 

incident from happening, they can rescue her by infibulating the girl. Besides an infibu-

lated girls will not dare to have sex, even if she wants to, because that is easily controllable. 

Mother checks the daughter every now and then. Parents most make sure their daughters 

are circumcised because a un-infibulated girl is considered to be deflowered. Some popular 

statement that could re-enforce the above mentioned reasons are: “a un-infibulated vulva 

is like a box without a locker” Comparing the infibulated vulva with a locked shop, meaning 

nobody can take goods from the shop.

Neatness 

It is perceived that the clitoris and its surroundings are dirty but that they are also a source 

for various types of infections that can itch the girl and forces her to keep scratching the 

vulva. Moreover, in extreme cases scratching can create infections which can be a cause 

of death. It is also believed that not circumcising can make a girl lose weight, her skin 

becomes pale and she loses her appetite.

Cultural Reasons 

Almost all men and women circumcise their daughters because it is their culture and has 

come from their ancestors.  Not to be circumcised is believed to be immoral... 

Social Pressure 

It would be an insult to the mother not to circumcise a child and often people will think the 

child is an orphan. For example the Kunama bury an un-circumcised girl with children and 

instead of being carried to the funeral on a bed, she is covered with torn clothes or rags. 

This comes from the belief that an un-circumcised girl is considered to be pre-mature and 
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will be considered a child until she is circumcised. Explaining the social pressures, an un-

circumcised child could be insulted even by her peers. If a girl happens to have premarital 

sex, she gets infibulated before she gets married to avoid the shame and to avoid to be 

expelled from the own community.

Beauty or Esthetic Reasons 

There is a whispered belief that FGM enhances beauty and that infibulated vagina is grace-

ful... The argument used to clarify those believes are: whereas un-infibulated vagina looks 

ugly and men do not like it. Is also believed that not circumcising can make a girl lose 

weight or her skin can become pale and she can lose her appetite. 

Marriage

A girl can not get a husband if she is not undergone FGM. In some ethnic groups such as 

the Kunama for example, it is easy to find out if a girl is not circumcised. Because when a 

girl is circumcised every member of the community is invited to attend the circumcision 

ceremony. (W. Zerai, 2003 study of Eritrean women)

Activities against FGM in Eritrea 
The Eritrean government and the national Union of Eritrean Women in particular have 

worked for many years to eradicate FGM... The Women1s Union has conducted a nation-

wide campaign against FGM, by lobbying for a low to ban the practice and raise mass aware-

ness among the population. 

Since those who practice FGM feel it is a religious requirement, the government has en-

listed the leaders of Eritrea’s largest religious groups in its campaign against FGM. 

Legal Status
Eritrea has outlawed female genital mutilation (FGM), the life-threatening process whereby 

females, usually at a very young age, are circumcised. 

On 4 April 2007, the Government of Eritrea issued a proclamation abolishing FGM. Female 

circumcision is a wide-spread practice in the Horn of Africa but the ban now means that 

anyone who incites or promotes the practice in Eritrea could face up to 10 years in jail. 

The ban follows a long campaign by the National Union of Eritrean Women (NUEW). The 

practice, which occurs in both Muslim and Christian communities, can be a dangerous and 

traumatic procedure that can cause infertility, trauma, childbirth complications, infection 

and even death. According to the NUEW, up 94% of Eritrean women have been affected 

by FGM. A health survey by Eritrea’s government in 2002 found 62 percent of circumcised 

women in the Red Sea state had the procedure done before their first birthday. Less than 

one percent had been performed by trained health professionals.

The challenge now for campaigners, agencies and civil society groups in Eritrea will be to 

win support for the ban, particularly in rural areas where the practice is most common. The 

NUEW are optimistic that the practice will decline in the near future as parents increasingly 

choose not to subject their daughters to FGM. (Arish Aid magazine April 2007)

Eritreans in the Netherlands
Eritrean started fleeing their country after 1975 because from that time the repression in 

Eritrea became stronger. Eritreans primarily flee to neighbouring countries such as Sudan 

and Saudi Arabia. Those that had family in Western countries or people that were educated 

then travelled onto Europe. 

Eritreans make much smaller groups of refugees than other nationalities. Because Eritrea 

only gained independence in 1993, in the Netherlands, Eritreans were not seen as a dis-

tinct group but classified as Ethiopians. But since the independence, the Dutch distinguish-

es between Ethiopians and Eritreans (Tillaart et al 2000) the actual number of the Eritreans 

is around 5000 (Central Bureau of Statistics). Most of them live in the Randstad, especially 

Amsterdam and Rotterdam. 

Eritreans are relatively invisible in the Netherlands, not only because many of them are reg-

istered as Ethiopians, but because this population few problems raises in the Dutch society 

(Yohannes 2000). 

FGM within the Eritrean communities 
Little is known about Eritreans in the Netherlands. They are not only relatively invisible as a 

group, but the FGM risks to their baby girls have never been investigated.  

Most of the Eritreans in the Netherlands are Tigrigna, Orthodox Christians. The Tigrigna in 

Eritrea mainly perform clitoridectomy and this is done while the child is still a baby. As there 

has never been information of the use of clitoridectomy within this group, the question is 

whether Eritreans in The Netherlands still use this practice. (Dam 1994)

For Eritreans in Dutch society it seems that female genital mutilation does not play es-

sential part in their lives. Eritreans in the Netherlands were mainly politically-oriented and 

focused on the fight for freedom, and the war with neighboring Ethiopia.   

Eritreans stress, that as a group they no longer practice female circumcision. This distin-

guishes them from other ethnic groups and refugees from the Horn of Africa.   

Never the less the Eritrean in the Netherlands have been campaigning since the late 80th   

for the prevention for FGM. At that time their campaign was not good structured. But since 

2004 till now has taken a very constructive step to prevent this harmful tradition. A total of 

12 men and women are trained to conduct a prevention campaign against FGM with the 

Eritrean communities .Workshops to monitor the ongoing anti FGM campaign were also 

organized. Pamphlets and documentations in Tigrigna (Eritrean language) about the FGM 

harmful consequences have been published and distributed. These documents were used 
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for information and sensitisation on FGM problems. Articles in the Eritrean newspapers as 

well as on the other international information networks were also published. 

Those training’s program was sponsored by the Pharos, the FSAN and lately by the GGD`s.  

The Rotterdam alderman Jantine Kriens - Health, Welfare and 

Social care - hands over the certificate of a special course on 

the causes and consequences of female circumcision to ten 

mothers and fifteen young people from the Eritrean community.
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Ethiopia

Background information
Ethiopia is widely known as one of the oldest independent and fascinating countries of Af-

rica. Its ancient history and rich culture can be traced all the way back through pre-history. 

As well as a continuity of culture almost unparalleled, Ethiopia’s past holds an important 

key to the origins of humanity itself, and has been recognised as one of the cradles of 

mankind. The oldest human remains ever discovered were found in the Afar region of east-

ern Ethiopia in 1974. The skeletal remains were that of a woman, named ‘Lucy’ after the 

popular Beatles song by the leader of the American/French anthropological team, Donald 

C. Johanson.

Johanson said of Lucy, ‘She was a little person, who walked with two legs some three million 

years ago’. As the oldest human ever found, ‘She is a unique and important key to the origin of 

our entire species, an important step to completing our understanding of the missing link.’40 

To the modern Ethiopian she is ‘Dinknesh’, which literally means ‘you are unique’. Sadly, we 

will never know if she was unique in her own time; if she was a woman of power, or influ-

ence, or an ancient matriarch. Regardless, her discovery in Ethiopia places the country itself 

in a unique place at the very origins of human culture. 

Further evidence of the rich pre-historic past can also be found in the cave paintings and 

tools discovered along with Dinknesh. Other sites of prehistoric culture can be found in 

Dire Dawa, where the cave paintings are considered to be thousands of years old.

Ethiopia also has sites of ancient religious significance from Christianity and Islam: Axum, 

with its carved obelisks, and Christian relics, Gondar’s monasteries; Lalibela’s remarkable 

rock-hewn churches; the walled Muslim city of Harar.

In Islamic history and tradition, Ethiopia (Abyssinia or Al-Habasha) was known as the ‘Haven 

of the First Migration or Hijra.’ For Muslims, Ethiopia historically represents freedom from per-

secution and emancipation from fear. Ethiopia was an ancient land where its king, Negus or 

Al-Nagashi, was a person renowned for justice and who cherished human rights. The Ahmad 

Al-Negashi is where the first followers of Islam made a Hajira, or pilgrimage.41 The beautiful 

limestone cave of Omar is where Ethiopian Muslims make their annual pilgrimage to this day. 

40 Johanson.D & Edey.M: Lucy: The Beginnings of Humankind. Simon and Schuster, New York 1981
41 Pankhurst, Richard; an Economic History of Ethiopia. Haile Selassie University Press. Addis Ababa 1968

By Alem Desta



60 61

The approximately 85 million inhabitants of the Federal Republic of Ethiopia come from 

one of around 80 different ethnic groups, the major ones of which are the Amhara (30%) 

Oromo (30%) Tigrinya (6 %) and Somali (6%). The majority of the population is Orthodox 

Christian, one third is Muslim. Urbanisation is comparatively low at 16% but rapidly increas-

ing. Average life expectancy is 51 years for women and 49 years for men. For girls the mean 

age at marriage is 17 years; the total fertility rate is 6.1 and less than one third of adult 

women (29%) are literate compared with 59 % of men.42 

Women in Ethiopia 
Ethiopia is a highly patriarchal society in which gender roles are well defined and great 

value is placed on women’s premarital chastity and marital fidelity. As mentioned above, 

the country‘s traditions have deep historical roots that have persisted for generations. 

Some of these traditions violate human rights, especially the rights of girls and women.43 

An Ethiopian woman is more than just a wife and a mother. She is a cultivator, trader, weav-

er, a sister, a daughter and an aunt to several members of the extended family. The majority 

of women, especially those in the subsistence rural sectors, still play these multiple roles 

to this day more or less in the same pattern as their foremothers. It can therefore hardly be 

said that the role of Ethiopian women changed along with some of the limited structural 

changes that took place in the last few decades. Where changes have occurred in women’s 

roles, several factors such as modernisation, urbanisation and education have influenced 

these changes.44

The social and sexual division of labour into ‘men’s’ and ‘women’s’ is not only limited 

to household chores, but affects every aspect of Ethiopian life both urban and rural: at 

wedding ceremonies, at times of mourning, in the churches and at times of war. As one 

Ethiopian female scholar stated, ‘Men and women too have a defined place within the 

family and this persists whatever else happens in the society, including the advent of war or 

other disturbances.’45 Political decision-making and dispute settlement are responsibilities 

of men alone; women are considered incapable and unfit to perform these duties. These 

divisions, reflecting economic division in society, create tremendous barriers and socialisa-

tion in stereotypes, which have long-lasting effects and are difficult to break through even 

after the material fundament has been changed.

Gender-based violence 
Gender-based violence in Ethiopia occurs at each and every societal level. On the family 

level there is domestic violence, including: battering, marital rape, sexual abuse, incest, 

female genital mutilation (FGM), spousal murder, psychological abuse and forced/child 

42 Diagram Group: Encyclopedia of African Peoples New York facts on file 2000
43 National committee on Traditional Practices in Ethiopia, baseline survey on harmful traditional practices in 

Ethiopia, Addis Ababa September 1998.
44 Alem Desta: Candace: Invincible Women of Ethiopia 2008
45 Berhan Slasse, Tehay: Women Guerrilla Fighters in Ethiopia, Northeast African Studies 1.2.1970

marriage, and marriage by abduction. On the community level violence and abuse includes: 

rape and sexual assault, sexual harassment, forced prostitution, trafficking, sexual harass-

ment in the workplace, and forced domestic labour. On the state level, violence and abuse 

includes: custodial violence including rape and other sexual assault, beatings, and violence, 

rape and sexual torture of women in situations of armed conflict. 

In Ethiopia, as in most other societies, violence against women and girls is perceived as an 

unfortunate but ‘normal’ part of life that is implicitly and explicitly accepted. The burden 

falls on the victims and survivors of violence and abuse as girls and women are socialised to 

take the necessary ‘precautions’ to avoid or avert male violence. In this way, male violence 

is pandered to, while at the same time the violence is denied by a complicity of silence 

within the family, the society, and often the law.

Abusive (traditional) attitudes and oppression
Gender inequality and discrimination seriously harm girls and women’s health both directly 

and indirectly, throughout their entire life. The mechanism of overlaying the concepts of 

‘fear’ and ‘shame’ with respect to speaking about anything sexual or related to the female 

body panders to and supports the status quo.46 Although abusive traditional attitudes 

against women are universally applicable notions of fear and shame, they function to 

induce women to behave according to the socially prescribed norm. 

While the notion of honour is also present among Ethiopians, it does not resonate as much 

as in other societies where honour killing is prevalent. However, the reverence for female 

virginity until consummation of marriage does impose restrictions on the behaviour and 

autonomy of girls. It is a reverence still deeply felt among Ethiopians.47

The traditional norms for female modesty and propriety, that is, the status of women, are 

such that discussion in an atmosphere of mutual exchange of information and experience 

on such a highly charged socio-cultural subject is almost impossible. Any woman who 

persists might be accused of laxity. In general, traumas and other problems resulting from 

marriage and childbirth are perceived as strictly private domestic issues not fit for concern 

from outsiders. Discomfort and inconvenience arising from sexual intercourse, pregnancy 

and childbirth are seen as the concern of the individual woman and kept hushed.

The term for menstruation is ‘Yewre Abeba’, literally meaning ‘monthly flower’. The termi-

nology implies a positive attitude to women’s blood. However, menstrual blood is associ-

ated with pollution. Among the Amhara, Tigray and most Oromo, restrictions on women 

during menses are relatively limited. The restrictions are more severe among some of the 

ethnic groups in the South and the South West, such as Anyiwak, Jebelawi, Kemant and 

Nuwer, where women are secluded in a separate hut for the duration of their menstruation. 

Among the Falasha Jews of Ethiopia, a woman is kept isolated from every male including 

her own children during her monthly period. ‘Kefich’ women have to be kept in isolated 

46 Alem Desta: Candace: Invincible Women of Ethiopia
47 Ibid
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rooms during menstruation because it is believed that the children or men will die if a men-

struating woman dares to look them in the eye. Many of these women deliver their babies 

unattended in an isolated hut built for the purpose.48 This practice still continues among 

some of the nationalities in Ethiopia today. Such practices affect women’s self-esteem and 

have many repercussions.

Female Genital Mutilation (FGM)
A number of traditional practices make Ethiopian girls and women particularly vulnerable, 

and Female Genital Mutilation (FGM) is among the more prevalent ones. In many countries, 

FGM is performed as a rite of passage from childhood to adulthood, and is undertaken in 

most communities on children between the ages of four and fourteen years. In Ethiopia, 

the age at which mutilation is carried out depends on the ethnic group, the type of opera-

tion and the region. In the northern part of the country, namely Amhar and Tigray regions 

and neighbouring Afar and Argoba, the mutilation is done as early as the eighth day after 

birth.49 On the other hand, among Somali, Hrari and those ethnic groups in SNNP practis-

ing FGM, it is carried out at a later age, which could range from 4 years to older than 20 

years of age. Some ethnic groups have their daughters undergo mutilation as a prerequi-

site to and preparation for marriage just a few days before the wedding actually takes place. 

This occurs among Arsi Oromo, Fadashi Benishangul/Gumuz and Goffa.50

In cases where FGM is practised on infants the occasion is similar to the boy’s circumcision 

and is not accompanied by any ritual, but is considered as a family’s private affair. There is, 

however, a difference in the day on which circumcision is performed. In Amhara culture, 

boys are circumcised on the eighth day or on any even day thereafter, whereas girls are cir-

cumcised on the seventh day or on any odd day thereafter. The reason is mostly theologi-

cal and is related to the Old Testament roots of the Ethiopian orthodox religion. 

In Arsi, a girl will undergo FGM at the mother’s home a few days or weeks before her wed-

ding and it is considered as part of the engagement ceremony.51 The bride-to-be will be 

given presents and special care and treatment. In Sidama, on the other hand, the mutila-

tion is done at the house of the mother-in-law after the social part of the wedding arrange-

ment has taken place, but before the consummation of the marriage. The reason for this 

practice is so the mother-in-law is assured of the girl’s virginity. 

In some regions a number of girls undergo the procedure together, which is followed by 

parents and relatives giving gifts such as clothes and jewellery. The grouping together has 

both a psychological (girls supporting each other) and economic advantage, since the par-

48 NCTPE, ‘Old beyond imaginings: harmful traditional practices in Ethiopia’. Addis Ababa, National Committee on 
Traditional Harmful Practices of Ethiopia (NCTPE), 2003.

49 NCTPE, ‘Old beyond imaginings: harmful traditional practices in Ethiopia’. Addis Ababa, National Committee on 
Traditional Harmful Practices of Ethiopia (NCTPE), 2003.

50 KMG, ‘Update Kembatta Women’s Centre/Ethiopia’. Addis Ababa, Kembatta Women’s Self-Help Centre (KMG), Vol. 
2 (June 2001).

51 NCTPE, ‘Old beyond imaginings: harmful traditional practices in Ethiopia’. Addis Ababa, National Committee on 
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ents of the girls can jointly pay the practitioner in cash or in kind. In addition to violating the 

girl’s bodily integrity, the use and sharing of a sharp instrument, often un-sterilised, makes 

the ritual a dangerous mode of HIV transmission.
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Along with FGM practices such as early marriage (the average age at first marriage is still 

15.6 in Ethiopia) and abduction, the kidnapping and the rape of young girls for marriage 

makes girls susceptible to vaginal tearing, which in turn increases vulnerability to HIV/AIDS. 

Moreover, girls who marry young are often denied educational and job opportunities, which 

makes them more dependent on their partners and in a poor position to negotiate safer 

sex or demand fidelity. 

A network of 40 NGOs, including EGLDAM, the government and international organisations, 

are involved in anti-FGM campaigns in Ethiopia. Policies have also been reviewed to ensure 

participants are punished.

Ethiopian diaspora and FGM 
Migration is a very recent phenomenon in Ethiopian history; as we have seen, Ethiopia is 

the only African country never to have been colonised by a European power. As a result, 

only natural disasters and wars ever produced regional migrations and these were of short 

duration. 

Emperor Haile Selassie led the first large twentieth-century exodus from the country after 

the Italian invasion, but for those Ethiopians the exodus was short-lived. Most of them 

stayed in neighbouring countries and even those who went as far as Europe found them-

selves homesick for their country. 

The forced exodus of Ethiopians came about as a result of the 1974 ‘revolution’. Drug 

reparation forced thousands of Ethiopians to flee the country to neighbouring countries 

and they ended up in refugee camps in Sudan, Kenya and Djibouti. The majority of these 

refugees joined the rural armed struggle such as EPRP, EDU, and TPLF, and the remainder 

migrated to Western Europe and the United States.

The years 1984 to 1987 saw another mass exodus of Ethiopian refugees and, of course, 

internally displaced persons. The number of victims who suffered during this period will 

never be known, but a conservative estimate puts the numbers at two-and-a-half million 

people who died. About a million people ended up as refugees in Sudan, Kenya, Djibouti 

and Somalia and some made the long journey to Europe and the US.

A modern exodus of Ethiopians, known as Operation Moses, Joshua and Solomon, airlifted 

more than 36,000 Ethiopian Jews from Ethiopia via Sudan to Israel in November 1990 to 

early 1991. Although it is too difficult to predict what impact this will have on Israeli society, 

Ethiopian Jews now living in Israel face discrimination on a grand scale. It is not only be-

cause of the colour of their skin, but also because of the interference of their religion and 

the purity of their Judaism in the light of the modern Judaism practised in Israel. 

It is impossible to distinguish those individuals who left for political and religious reasons 

from those who left because of poverty and economic stagnation - often there was an ele-

ment of both - but, overwhelmingly, the international community agreed that the outflow 

from Ethiopia was a refugee crisis. 

Ethiopians who live in the West are overwhelmingly concentrated in the United States and 

Israel, but they are also located in Sweden, Germany, France, Greece, Canada, Australia, 

Belgium, Switzerland, New Zealand and, of course, here in the Netherlands. 

However, the important thing is that this migration and movement of Ethiopians to the rest 

of the world has had an impact on how Ethiopians see themselves and how they are seen, 

perceived and welcomed by the countries of destination. Like most migrants, Ethiopians 

also take their cultural and traditional rituals with them. In most cases, these are very 

interesting and rich and can be shared with fellow countrymen and women. They can also 

share them with other diasporas as well as people of the host country around the world. As 

M.K. Gandhi once said, ‘It is good to swim in the waters of tradition, but to sink in them is 

suicide.’52 M.K. Gandhi, Navajivan, 28 June 1925. It is important for the diaspora community 

of Ethiopians or any other nationalities to have a filtering mechanism for cultural, ritual 

and traditional activities that differentiates between practices which are harmful and ones 

which are not. 

One example of an unpleasant experience of Ethiopian migrants in the USA was ‘where a 

man who wanted to control his wife and daughters resorted to subjecting his daughter to 

genital mutilation.’ 

A lot remains to be done, not only in terms of knowing where migrants go to or come from, 

but also the conditions under which they participate in the host country and the sort of cul-

tural information and ritual practices they bring with them. It is not enough to simply have 

laws on migration. What is also needed is to make sure that laws are put into effect in terms 

of informing migrant communities. In this case, it means informing Ethiopian communities 

and community leaders about the relevant laws and regulations. 

Advocacy and action to prevent/eliminate FGM in Ethiopia 
Ethiopia ratified the Convention on the Rights of the Child (CRC) and the Convention on 

Elimination of and All Forms of Discrimination Against Women (CEDAW). Ethiopia’s Women’s 

Policy and the Constitution of the Federal Democratic of Ethiopia also affirm the protection 

and the well-being of children and women. The implementation of these conventions and 

the constitution remains a major challenge.

Advocacy programmes are being rolled out throughout the country to help victims and, 

most importantly, to prevent the continuation of FGM. In May 2005, the Ethiopian Women 

Lawyers’ Association, in partnership with UNICEF, published a small booklet in five lan-

guages outlining essential legal rights for women. The booklet contains legal informa-

tion on HTPs (Harmful Traditional Practices) taken from the Criminal Code of the Federal 

Democratic Republic of Ethiopia Proclamation No.414/2004. This Proclamation became 

law in 2005.53 The government and other organisations now have increased power to deal 

with HTPs. A great deal of information on this subject is available from the Women’s Affairs 

Offices in Ethiopia. 

52 M.K. Gandhi, Navajivan, 28 June 1925
53 Criminal Code of the Federal Democratic Republic of Ethiopia Proclamation No.414/2004
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Besides the above mentioned organisation, there are many local ones such as Kembatta 

Mentii Gezzima (KMG) Hundee NGO, which operates in five zones in the Oromia region. 

Afar Pastoralist Development Association (APDA); the National Committee on Traditional 

Practices in Ethiopia (NCTPE); as well as international organisations such as Inter Africa 

Committee (IAC), UNFPA, UNICEF and the WHO are all involved in running programmes and 

community capacity building projects.

Ethiopians in the Netherlands 
It has been estimated that around 10,000 Ethiopians are living in the Netherlands. The 

major centres of Ethiopian concentration are Amsterdam, Rotterdam, Utrecht, Den Haag, 

Tilburg and Eindhoven. On average, Ethiopians living in the Netherlands show high levels 

of socio-economic integration. Some Ethiopians are mainly active in community support 

groups, in women’s organisations, as well as in churches and fellowships. However, there 

is little cooperation among Ethiopians at project level with Dutch NGOs or churches and 

governmental agencies. Most Ethiopians in Ethiopia are familiar with projects that take 

community-based approaches at grassroot levels, with development cooperation and 

humanitarian assistance. In general, Ethiopians in the Netherlands have a high degree of 

organisation and professionalism, which forms a basis for the continuity and dynamism of 

the community. Another characteristic of Ethiopians living in the Netherlands is their high 

level of political awareness and engagement, which helps facilitate their networking and 

transnationalism. Most Ethiopians, whether individually or as part of an organisation, have 

transnational network websites and blogs linking them to umbrella organisations in the US 

and the rest of Europe. And, of course, most of them have partner organisations in Ethiopia 

which are carrying out small but significant projects. 

It is important to note that if these networks can be mobilised to work on the issue of 

harmful traditional practices such as FGM, they would form a fantastic facilitator for 

constructive dialogue. Unfortunately, getting the Ethiopian diaspora more engaged is re-

stricted by factors such as financial constraints, fragmentation, and a lack of knowledge of 

the institutional framework for funding opportunities. A couple of other stumbling blocks 

are a lack of awareness regarding existing support structures and a general distrust. 

Conclusion 
It can be concluded that achievements have been made in reducing FGM in Ethiopia 

because action is being taken at national, regional and local level by different organisations, 

including the government. 

UNICEF created the Facilitator training initiative in 2003. Key personnel in communication 

skills, HIV/AIDS, the legal aspect of HTPs and family planning embarked on a nationwide 

training scheme. Personnel are trained at regional levels by professionals from Addis 

Ababa. In the nation’s regional capitals these personnel, in turn, train more people from the 

surrounding woredas (districts). They train people from local villages within those woredas. 

The Facilitators use community dialogue to achieve their goal of making communities 

publicly pledge to abandon HTP practices. This has been a very successful endeavour. We 

have been able to see firsthand how the method of community public pledges and declara-

tions has positive impact on the process of elimination of the practice of FGM in other 

countries as well as in the Netherlands. Making a pledge or a declaration has a large impact 

on a community’s decision not to perform FGM, and for this reason this method should be 

encouraged.

Ethiopian Diaspora can play a very important role when it comes to changing the minds 

and attitudes of their family and relatives back home. They tend to have close ties to the 

homeland, have the power to be listened to, and can be instrumental in bringing about 

change. We believe that Ethiopians living in Europe or elsewhere can act as excellent 

catalysts for change; all they need is the right training and information so they can use their 

capacity to instigate change.
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Introduction
This chapter highlights the magnitude of one of the most common and most severe forms 

of violence against women in Liberian society. Although there is clear evidence of many 

types of violence against women, including domestic violence, sexual abuse, trafficking and 

forced prostitution as well as raped war victims, the focus here is on the issue of Female 

Genital Mutilation (FGM). 

The practice of FGM has been part of custom and tradition in the more remote areas of Li-

beria for many centuries. However, it has not been as strong among many of the educated 

and urban dwellers. Gaining information on the actual rites is difficult because women who 

practice FGM are sworn to secrecy.

The abolition of the traditional practice of female genital mutilation has become a world-

wide human rights issue. It is one area of research which deserves further inquiry, which 

could form the basis for proper legislation and policies to be instituted by governments in 

those countries where the practice of FGM is still prevalent. Liberia is one of the countries 

in West Africa where FGM is performed on a large scale every year on young girls between 

the ages of eight to eighteen, and sometimes even younger. 

Background information: a brief history
Liberia is situated on the West African Atlantic coast. It shares its borders with Sierra Leone 

and Guinea to the north, and Côte d’Ivoire to the east. Liberia was declared a sovereign 

state in 1947 and is unique among African countries. Next to Haiti, Liberia is the oldest 

black republic in the world and is the oldest republic in Africa. All the other countries in 

Africa have a history of colonisation by white foreign nations. Liberia was founded and colo-

nised by freed American slaves with the help of a private organisation called the American 

Colonisation Society in 1821-1822 on the premise that former American slaves would have 

greater freedom and equality there.

The name Liberia denotes liberty. The newly arrived settlers formed a new ethnic group 

called the Americo-Liberians. However, the introduction of a new ethic mix resulted in eth-

nic tension with the fifteen other main ethnicities already residing in Liberia. The colonial 

era of Liberia started when the freed American slaves began to settle along the coast. The 

settlers saw Liberia as a promised land, but they did not integrate into African society. Once 

in Liberia, they referred to themselves as Americans. The ‘Americo-Liberians’, as these 

black settlers were known, never exceeded more than 5 per cent of the nation’s population.

The ‘Americo-Liberians’ settled in urban centres and along the coast and maintained a 

society based on the cultural models they were familiar with back in the United States. 

The national majority of Liberia, the indigenous peoples, was eventually classified by the 

government into 15 different ‘tribes’. Most of the native Liberians were encouraged to 

remain in their homelands in the interior of the country; a region vaguely designated as the 

‘hinterland’. A few exceptions were made, however, when inexpensive labour was needed 

on the large estates established by Americo-Liberians. Ironically, forced labour and other 

compulsory labour practices on these plantations frequently resembled the slavery experi-

ences the Americo-Liberians had left behind. They took on the role of a privileged elite. The 

tiny Americo-Liberian population ran the country for over a century through a one-party state 

system known as The True Whig Party. This was a better deal for the Americo-Liberians than 

for the fifteen or so ethnic groups, and resentment over the economic disparities stirred up in 

the 1970s. This led to the military coup d’état on 12 April 1980 and the consequent civil war. 

The aforementioned successful military coup was staged against the government by 

non-commissioned army officers led by Master Sergeant Samuel K. Doe. The soldiers were 

a mixture of various ethnic groups who claimed that they had been marginalised by the 

minority Americo-Liberian settlers. Doe then became the first Liberian head of state who 

was not a member of the Americo-Liberian elite.

Samuel Doe’s rule was characterised by corruption and brutality. A rebellion led by Charles 

Taylor, formerly Doe’s aide, and the National Patriotic Front of Liberia (NPFl), started in De-

cember 1989 and the following year Doe was assassinated. The West African Community of 

West Africa (ECOWAS) negotiated with the government and the rebel factions and attempt-

ed to restore order, but the civil war raged on. By April 1996, the warlords had destroyed 

any last vestige of normal civil society. The war finally ended in 1997. In July of that year, 

Charles Taylor won 75% of the presidential votes in what was considered by international 

observers to be a free election.

However, this did not herald the beginning of peace. In 2002, a rebel group called the 

Liberians United for Reconciliation and Democracy (LURD) intensified their attack on 

Taylor’s government. By July 2003, LURD and other rebel groups controlled two-thirds of 

the country. Finally, on 11 August 11 2003, Taylor stepped down and went into exile in 

Nigeria. Gyude Bryant was then elected by the coalition builders of various factions as the 

new interim president of Liberia from 2003 to 2005. In 2005, Ellen Jonson-Sirleaf won the 

presidential election with 59% of the vote in the second round runoff against the former 

footballer George Weah. Ellen Jonson-Sirleaf was inaugurated as president of the Republic 

of Liberia on 16 January 2006, which made her the first female president of Liberia and the 

first female head of state in Africa.

By Cartina Mullbah
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Tradition and violence against women 
The status of women varies by region, ethnic group, and religion. Before the outbreak of 

the civil war, women were employed in one-fourth of professional and technical jobs in the 

capital city of Monrovia. On the whole, women have still not recovered from the setbacks 

caused by the civil war, when most schools were closed and they could not carry out their 

traditional roles in the production of food and buying and selling it. 

Women who marry under civil law can inherit land and property. However, women who 

marry under traditional law are the property of their husbands and are not entitled to 

inherit from their husbands or to retain custody of their children should the husband die. 

Domestic violence against women is, unfortunately, commonplace.

Although professional women’s groups - including lawyers and businesswomen - are vocal 

about their concerns with respect to the prevalence of violence against women, govern-

ment officials often respond negatively to public criticism. 

It is not only the government that has failed to address the problem of violence against 

women, but also the courts and the media. The programmes that have been set up to 

tackle the problem include several NGOs in Liberia and some headquarters in various 

counties. They have introduced programmes to treat abused women and girls and increase 

awareness of their human rights. 

At this moment in time, there are no laws in Liberia to combat gender discrimination and 

female genital mutilation. The practice of FGM does not have any roots in religion, but is 

performed for cultural reasons.

As mentioned in the introduction, it is difficult to gather information on members of Libe-

rian society who perform female genital mutilation. The following section, however, gives a 

brief outline of the secret society behind the practice. 

The Sande and female genital mutilation
There is a female secret society in Liberia known as the Sande. Members of this secret 

society carry out the practice of female genital mutilation (FGM). This traditional practice 

is prevalent among the following ethnic groups: Bassa, Mende, Dei, Vai, Gola Kpelle, Kissi, 

Gbandi and Lorma. (A country study 1985, 94.) These ethnic groups are based in the rural 

areas of western, northern and central Liberia.

The type of FGM most prevalent in Liberia is commonly referred to as excision. It usually 

means that the clitoris and part of the labia of a girl has been excised. It was customarily 

practised by eleven of the seventeen ethnic groups of Liberia, prior to the outbreak of civil 

war in late 1989. In areas where traditions were strong, the practice tended to be more 

frequent. The war, however, brought tremendous dislocation of the population and sig-

nificantly disrupted rural life and traditional institutions. Some people believe that this has 

resulted in a substantial reduction of the practice.

It is very difficult to obtain exact numbers, but it is extremely likely that a significant portion 

of the female population has undergone excision. It is estimated that in rural areas approxi-

mately fifty per cent of all females between the ages of eight and eighteen had undergone 

this procedure before the civil war began.

The main reason why girls are circumcised is because, traditionally, a girl may not marry 

before she has been initiated, which means undergoing FGM. It is the girl’s father or her 

prospective husband who pays to have the procedure done.  Many women who survive 

the ‘surgery’ will have life-long complications. Not only is the genitalia disfigured, multiple 

lacerations are made in the skin so that large scars will mark the initiate for life.

After their wounds have healed, the girls are instructed in domestic skills, farming, sexual 

matters, dancing, and medicine. Specialised skills such as dying cloth may be taught to girls 

who demonstrate special aptitude or, according to some sources, to girls from high-ranking 

landowning lineages. It has been suggested that the girls learn little more than they already 

knew before they were initiated, or than they would learn at that stage of their lives if they 

did not become secret society members. In this view, the girls’ training is more symbolic 

than utilitarian, for the essential lessons learned are deference to authority and an absolute 

respect for secrecy. In contrast, another source suggests that ‘the emphasis is not on learn-

ing new skills so much as on learning new attitudes toward their work. Instead of doing 

this work in the role of a daughter, they begin to anticipate the role of wife who must work 

cooperatively with her co-wives and her husband’s female kin’ (MacCormack 1975a:157).

Women who become members of the Sande are recruited when they are adolescent girls 

and spend years learning how to practice the rites they will later perform. Once they are en-

rolled in the Sande School, the young initiates learn many secrets, among which is the art 

of using herbs, spices, and roots to make poisons, love potions, and impotency powders. It 

is believed that revealing any of the society’s secrets to men or non-initiates would result in 

sanctions ranging from banishment to death. During their training, the young initiates ‘die’ 

ritually and are reborn as new human beings. It is also during this training that the initiates 

undergo the highly controversial operation, the clitoridectomy. 

Legal status
There are no laws in Liberia that make the practice of FGM illegal. There is a possibility that 

Section 242 of the Penal Code might cover it. This section states that a person is guilty of a 

felony and punishable for up to five year in prison if the person maliciously and unlawfully 

injures another by cutting them or otherwise depriving them any member of their body.  

There is no evidence of cases being reported under this provision and there is also no evi-

dence that women have sought protection against being forced to undergo this procedure.
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Outreach
In 1985, the Liberian National Committee was set up. This committee is affiliated with the 

Inter-African Committee on Traditional Practices Affecting the Health of Women and Chil-

dren (IAC). It conducted research into the prevention of FGM and attitudes on the custom. 

It also organised awareness-raising meetings, trained volunteers, and provided health train-

ing about the harmful effects of this practice. It collaborated with the Ministry of Health 

and Social Affairs in an effort to raise awareness of the consequences of the practice and 

integrate knowledge into programmes for mothers and children and primary health care.

During the war, the IAC continued its work on informing women and girls about the harmful 

effects of the practice. Members worked with rural women in displaced centres around 

the capital Monrovia, students in secondary schools, religious leaders, women groups and 

youth groups, and provided income-generating training for a number of practitioners. Ef-

forts are being made to win the support of youth groups and women’s groups. In addition, 

women are being trained as Birth Assistants.

Another more recent group, the Liberian Action Network, also works to promote the Anti 

FGM/FGC campaign. It focuses on social and health problems associated with the practice. 

It has also called on the media to focus on the practice of FGM and draw people’s attention 

to the negative repercussions it can have.

The campaign against FGM that was carried out in Liberia through media, newspapers 

and pamphlets has apparently had little effect on stopping the practice. One of the main 

reasons why it still persists is because of a lack of support from community leaders, chiefs, 

and government officials.

Why Liberians fled to the Netherlands
Most of the Liberians who came to the Netherlands did so to escape from the fourteen-

year civil war that left the country desolate. From 1989 to 2003, it is estimated that roughly 

300,000 people were killed by rebel and government forces. Tens of thousands were forced 

to flee as refugees, the majority of whom went to neighbouring countries. Some of those 

refugees also made their way to the West, in particular to the Netherlands, to seek asylum. 

According to the register of the Dutch Liberian Association, (The Perspective, 2 April 2003), 

there were approximately 3,000 Liberians living in the Netherlands in that year. At present, 

many Liberians have migrated to England, America and Canada, because they experienced 

difficulty in integrating into Dutch society either because of language difficulties or the 

endless legal procedures with respect to their residence permits. This means that the 

actual number of Liberians currently residing in the Netherlands is unknown. We do know, 

however, that the remaining Liberians are basically living in the major cities such as Amster-

dam, Rotterdam, and Utrecht, for instance.

The arrival of Liberians in the Netherlands could be compared with all other nationals who 

also live here. They all brought their different types of cultural practices or traditions that 

Dutch people might either find interesting or shocking.

It is important to make a distinction among traditional practices, and not to dismiss them 

all as being malignant. There are some good ones that ought to be preserved because they 

are distinct, and because they enrich the cultural heritage which may be passed down from 

generation to generation. Of course, there are some malignant traditional practices which 

have to be eradicated because they are detrimental to the core of our existence. The tra-

ditional practice of Female Genital Mutilation is one example of an ancient tradition which 

has no value in modern society and must be eradicated.

Female Genital Mutilation (FGM) is a traditional practice that is prevalent in Liberian culture, 

most especially in the interior part of the country. Nevertheless, no indication has been 

found that people of Liberian origin still practice FGM in the Netherlands or would wish to 

send their children back to their home country to have it performed. On the contrary, evi-

dence shows that Liberians in the Netherlands have gained economic positions which give 

them the power to influence any family decisions that would not be in their own interest. 

Conclusion
According our study, women of Liberian origin living in the Netherlands had already ex-

perienced FGM before leaving their home country. We also discovered that some of them 

fled to the Netherlands to escape from family members who were pressurising them into 

undergoing the procedure. Most Liberians living in the Netherlands did not actually have 

strong ties with the rural way of life, which differs greatly to life in the city and its environs.
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Background information
Somalia, officially called the Somali Democratic Republic, is situated in East Africa with 

a coastline that borders the Gulf of Aden and the Indian Ocean. It shares borders with 

Djibouti, Ethiopia and Kenya. It has a total population of 9.1 million and the main religion is 

Sunni Muslim. Somali is the most predominant language, but Arabic, Italian and English are 

also spoken. The country is 637,657 square kilometres in size and the capital of Somalia is 

Mogadishu.

Female Genital Mutilation in Somalia
The majority of women in Somalia undergo the most radical form of genital mutilation: 

infibulations. In the mid-1980s, The Somali Women’s Democratic Organisation (SWDO) 

became the agency appointed by the government to implement the abolition of female 

genital mutilation (FGM). At that time, especially in the big cities like Mogadishu, FGM was 

carried out in hospitals. These were mostly special clinics, and women were put under a 

general anaesthetic to eliminate the dangers of damage and infection posed by the tradi-

tional surgeons. The official policy was to encourage the pricking of the clitoris to release a 

drop of blood. This was intended to win support for the eradication of the drastic mutilation 

of infibulations.

Later on, FGM was banned in all hospitals and a health education campaign was launched 

to prove that there was no rational reason for genital mutilation. The campaign showed 

that it was not a healthy practice, not clean, not Islamic and it did not even guarantee 

virginity.

North-South cooperation
In 1987, The Somali Women’s Democratic Organisation (SWDO) and the Italian Association 

for Women and Development (AIDOS) set up a project with two objectives:

1. To launch and implement a campaign to eradicate infibulations

2. To strengthen and support (SWDO) structures in conducting the above campaign 

AIDOS provided technical and methodological support to its Somalian counterpart, while 

SWDO was responsible for the content and direction of the campaign. In addition, the 

project put together five information packs, which included audio-visual training tools for 

women, young people, religious leaders, and medical and paramedical personnel. It started 

training programmes for trainers and gave workshops where participants began to use 

some of the material produced. It then moved on to seminars for women and was suc-

cessful in organising a poetry contest on the subject of FGM. In June 1988, an international 

conference was organised in Mogadishu on the theme, ‘Female circumcision: strategies to 

bring about change’. 

One of the main recommendations of that conference was to bring about the eradication 

of all forms of female circumcision through public education and information.

The conference ended by setting down firm resolutions, which were intended to provide a 

framework for ongoing action in Somalia. The party that formed the Somalian government 

at the time gave its moral support to the project.

Apart from the SWDO, the ministries of health, education and information were also responsi-

ble for carrying out the campaign against FGM on both a national and a regional level.

However, the Somalian government was overthrown early in 1991 when it lost control of 

the country. Since then, and up to the present, Somalia has been in turmoil: torn by clan 

conflicts, anarchy, religious groups and piracy. Despite the conflicts, many NGOs in different 

regions of Somalia have been trying to work at community level to eradicate FGM, but un-

fortunately the percentage of women who are subjected to FGM is still very high in Somalia. 

According to the presentation given by a senior midwife, Edna Ismail, at the conference 

for medical students at the Academic Hospital in Leiden on 30 January 2010, 90% of the 

women who gave birth in the hospital she worked in (Hargeisa Hospital, Somaliland) were 

circumcised.

The situation in the Netherlands
Since the late 1980s, thousands of Somalian refugees have entered the Netherlands. It 

is estimated that over 26,000 Somalis now live in this country. In the early 1990s, some 

Dutch medical staff in asylum seeker centres first encountered medical problems among 

Somalian women. In a study related to this issue, research was conducted on 35 Somalian 

women aged between 17 and 37 years. Key informants were interviewed as well as Dutch 

gynaecologists. The main question asked was: what are the opinions on and experiences of 

female circumcision among Somalian women in the Netherlands?

The recommendations that were made as a result of this research (Bartels and Haijer 1992) 

caused worldwide confusion, because it was suggested that the Dutch government should 

consider allowing non-mutilating forms of female circumcision to be performed in Dutch 

hospitals. However, a conference was held in Leiden in 1992 with representatives from all 

over the world. It soon became clear that the Dutch government would never take up such 

recommendations and as result, the government prohibited all forms of female circumci-

sion. Since the aforementioned discussion some projects have been started to target 

female circumcision in the Netherlands. One of these projects was carried out by FSAN 

(Federation of Somali Associations in the Netherlands). This project focused on educat-

ing the Somalian community in the Netherlands. The project only lasted 18 months, from 

By Zahra Naleie
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1 April 1996 to 30 September 1997, and was funded by the Ministry of Health Care. This 

information campaign discussed the following topics:

1. The repercussions of FGM on health

2. The Islam and FGM

3. The position taken by the Dutch government on the issue and legislation

Thirty nationwide meetings were held during the information campaign and more than 

a thousand people participated. Two pamphlets were published. One was entitled, ‘Save 

your daughter from the pain of circumcision’ and the other was a training manual called, 

‘Hagaha’ for Somalian facilitators. Both pamphlets were distributed among participants, 

Somalian local organisations and professionals, to name just a few. The project was carried 

out in the Somali language, which turned out to be an advantage, because every commu-

nity has its own way of speaking, conversing and transmitting the message. Furthermore, 

the people who were putting the message across were also Somalis who knew all about the 

issue and the cultural background of their people. Despite the efforts made, there are still 

a number of people living in the Netherlands who prefer their daughters to be circumcised 

because they believe it has a religious base. (The type of circumcision they prefer is known 

as Sunna and it is regarded as less severe than other types.)

In September 1999, a Somali mother broke her silence and went on Dutch radio, telling 

how her daughter was circumcised against her will while on holiday in Somalia. This inci-

dent raised many questions regarding FGM and renewed both public and political interest 

in eradicating the practice. In turn, the Ministry of Health, Welfare and Sport agreed to 

provide funding for a collaborative project between FSAN and Pharos, from 2000 to 2002, 

called ‘FGM in the Netherlands: from Policy to Practice’. The aim of this new project was 

prevention and education. The goal was to make FGM a topic of discussion within the So-

malian community and also in the Dutch health care sector at large and to foster dialogue 

between these two groups. To achieve these objectives the following interconnected ele-

ments were established:

• PLATFORM and Advisory Group Meetings

• Activities targeting the Somalian community

• Activities targeting the health care sector

• Research

• International cooperation and exchange

From 2000 to 2002, the first 17 key persons from the Somalian community were trained 

by FSAN and Pharos. In all, 36 information meetings were held, which managed to reach 

1012 participants. In 2005, the project was expanded to include the Sudanese commu-

nity in the Netherlands. Key persons were trained to initiate a house-to-house campaign 

to combat FGM. Beginning in September 2005 and running up to September 2007, FSAN 

coordinated a project called IDIL, which was subsidised by the Ministry of Social Affairs and 

Labour. The aim of the project was to: 

1. Get Somalian experts to share their knowledge and experience of FGM with African 

organisations in the Netherlands from Sierra Leone, Ethiopia, Eritrea, and Sudan.

2. Encourage and promote the participation of imams and teachers at Koranic Schools in 

the struggle against FGM.

3. Strengthen the involvement of youth against FGM through debates and discussions.

Somalian youths
The youth are the parents and leaders of tomorrow and for this reason it is necessary to 

get them involved at an early stage in campaigns against FGM. In 2007, FSAN established a 

youth group called Agents of Change. The group consists of twelve girls aged between 18 

and 24, who have been trained to be campaign agents. These girls pay visits to families who 

have daughters between the ages of 13 and 16, and they talk to the mothers about the 

problem of FGM as well as informing them about the law in the Netherlands. They also read 

out loud to the girls from a comic book about FGM. Each young girl in the family receives 

two comic books, one for herself and another to give to a classmate.

Programmes against FGM in the Netherlands
In 2003, researchers from the VU University of Amsterdam and the Dutch Division of 

Defence for Children International presented a report called Strategies for the Prevention 

of FGM. The report states that the eradication of FGM in the Netherlands would be best 

served by providing education and training to target community groups, teachers, police 

and people working in the legal sector. A member of the Dutch parliament at that time, 

Ayaan Hirsi Ali, put forward a proposal to make it mandatory for all girls in high risk groups 

to have an annual medical check-up. In 2004, the Dutch Minister for Health Care, Welfare 

and Sport responded to this report in a letter to the Dutch parliament, which stated that a 

special commission would be appointed to advise the Dutch Minister for Health Care on all 

aspects of FGM. 

In the advisory report, the commission addressed the following questions:

• How common is the practice of FGM in the Netherlands?

• How can legislation prohibiting the practice of FGM be enforced?

• What is the best way to educate people about the risks of FGM so as to prevent its prac-

tice?

In order to answer these questions, the commission conducted a study on the cities of 

Amsterdam and Tilburg in 2005. These cities were selected because they have the largest 

number of immigrants from the countries where it is customary for girls to be circumcised. 

The results of this study provided an indication of the scale on which FGM is practised in the 

Netherlands. It was discovered that fifty girls living in the Netherlands were subjected to 

this procedure on an annual basis. The commission also concluded that from a legal point 

of view, the proposed mandatory check-up was not a feasible option.
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In March 2005, the commission, which included two Somalis, presented its report to the 

Minister for Health Care, Welfare, and Sport. In August 2005, the Dutch Cabinet decided the 

following in response to that report.

• A national reporting code regarding FGM should be introduced.

• Immigrants and refugees from high risk countries that practise FGM should be informed 

during their integration process that this practice is against the law and punishable in the 

Netherlands.

• Annual statistical reports of cases of FGM are to be made.

• Youth health care workers (doctors, paramedics, etc) are to be trained, educated and 

consulted regarding guidelines and protocol. 

• Police, teachers, and child protection agencies should be given upgraded courses con-

cerning FGM.

• Enforcement legislation should be introduced.

• Intensified information campaigns concerning FGM in six pilot cities (Amsterdam, 

Utrecht, The Hague, Rotterdam, Eindhoven, and Tilburg) should be implemented.

In order to implement the aforementioned points from the cabinet, the Somalian commu-

nity under the leadership of FSAN experts carried out the following in 2006 to 2009:

• Training of youth health care providers (doctors and nurses working with protocols), 

police, gynaecologists, midwives and staff from child protection institutions.

• Training of key persons in the local community.

• Guiding key persons in their activities to hold information meetings and make home visits.

• Training of religious leaders (imams, priests).

• Advising/counselling African community-based organisations.

• FSAN as member of committees consisting of municipal health care providers and Pharos.

• Developing educational materials, folders, DVDs, with Pharos 

• Setting up a website on FGM: www.tegenvrouwenbesnijdenis.nl

International level
Since 1997, FSAN has been one of the sections of the Inter-African Committee (IAC) in 

Europe. We participated in regional conferences and gave presentations about our FGM 

programmes in the Netherlands to IAC conferences that were held in Tanzania in 2001, in 

Ethiopia (2003), in Mali (2005), and in Egypt in 2008. In addition, in 2002 we became one of 

the founding members of the European Network against FGM and have attended several 

meetings. We worked on campaigns against FGM in collaboration with other European 

countries such as Italy, Belgium, and Denmark under the European Commission’s Daphne 

Programme.

From 2007 to 2009, FSAN was the national coordinator of a national action plan in the 

Netherlands, which involved 15 European countries. Since 2009 onwards, FSAN has been 

a partner of other European countries in a project called: END FGM – European Campaign, 

which is coordinated by Amnesty International Ireland. Since 2010 we have been in part-

nership with Coventry University and the UK organisation FORWARD, which is involved in an 

FGM research project for Somalis living in the UK and in the Netherlands.  

Challenges
The eradication of FGM is a long process, which is why short-term projects are neither fea-

sible nor effective. Many Somalian people still argue that FGM is part of their tradition and 

culture and they want to preserve it. Another factor they include as a reason to practice 

FGM is the false connection to their religion of Islam. Unfortunately, at this point in time the 

standpoint of religious leaders on this issue is still not very clear.

As far as men are concerned, FGM is a women’s issue and does not concern them. Many 

Somalian women indicated that they were still under great pressure from family members 

back home, especially in-laws, to have their daughters circumcised. 

Conclusion
By way of conclusion, it can be said that the projects mentioned above have achieved their 

goal. Female genital mutilation has become a topic that can be discussed in the Somalian 

community in the Netherlands.  

However, there is still a long way to go. It is now time for behavioural change, to say NO to 

FGM. Now is also the time for FGM programmes to be integrated into existing ones. Refu-

gees who are newcomers need to be given information about FGM as soon as possible. We 

are committed in our struggle to combat all forms of FGM and we look to all levels of our 

society to participate in its eradication once and for all.
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Background information
Sudan, officially called the Republic of the Sudan, is a country in the north-eastern part of 

Africa. It is the largest country in Africa,[5] and the tenth largest in the world by area. It is 

bordered by Egypt to the north, the Red Sea to the northeast, Eritrea and Ethiopia to the 

east, Kenya and Uganda to the southeast, the Democratic Republic of the Congo and the 

Central African Republic to the southwest, Chad to the west and Libya to the northwest. 

The world’s longest river, the Nile, divides the country into east and west sides. Sudan is 

made up of twenty-six states (called wilayat in the singular and wilayah in the plural), which 

in turn are subdivided into 87 districts; the ten states in Southern Sudan are subdivided 

into 84 counties.

Sudan is divided on ethnic, religious and ideological grounds. The country of Sudan covers 

2,505,800 square kilometres in total (967,500 square miles). 

The official language of Sudan is Arabic, although English and many local dialects are widely 

spoken and African languages are mostly used in the south. A programme of Arabisation is 

under way to encourage greater use of Arabic in the south.

About 70 per cent of the people of Sudan are Muslim, some 25 per cent follow tradi-

tional religions, and most of the remainder is Christian. The people of northern Sudan are 

predominantly Sunni Muslims. Most of the people in the south either practice traditional 

religions or are Christian.

According to an estimate from 1997, the population of Sudan was slightly higher than 32 

and a half million, whereas the current estimate is 42 million, which gives the country an 

overall population density of 13 persons per square kilometre. The most densely settled 

area is at the juncture of the White Nile and the Blue Nile. 

The unit of currency is the Sudanese pound. Sudan has prohibited the establishment of 

foreign banks since 1985. The application of Islamic law to banking practices in 1991 put 

an end to charging interest on official transactions.

Marital traditions
Facial scarring is an ancient Sudanese custom. While it is becoming less common today, it 

is still practised. Different tribes have different markings. It is regarded as a sign of bravery 

among men and as beauty for women. In the south, women sometimes have their entire 

bodies scarred in patterns that reveal their marital status and the number of children they 

have had. In the north, women often have their lower lips tattooed. Marriages are tradition-

ally arranged by the parents of the couple. This is still the case today, even among wealthier 

and more educated Sudanese. Matches are often made between cousins, second cousins, 

or other family members, otherwise at least between members of the same tribe and 

social class. Parents enter in to negotiations, and it is common for the bride and groom not 

to have seen each other before the wedding. There is generally a significant age differ-

ence between husband and wife. A man must be economically self-sufficient and able to 

provide for a family before he can marry. He should be able to pay an acceptable bride price 

of jewellery, clothes, furniture, and among some tribes, cattle. Among the middle class, 

women usually are married after they finish school, at age nineteen or twenty; in poorer 

families or in rural areas, the age is younger. Polygamy is a common practice in Sudan. 

Divorce, although still considered shameful, is more common today than it once was. Upon 

dissolution of a marriage, the bride price is returned to the husband in cases where the wife 

insisted on separation.

Henna has been used for over 5000 years in many countries around the world to decorate 

women’s hands and feet, and especially married women and brides. Some make it light 

orange, some make it red, but the Sudanese like to make it BLACK and shiny.

By Mona El Badawi en 

Mekka Abdelgabar
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The status of women in Sudan
Sudan is a patriarchal society. Sudanese women in general have a lower status than men. 

Both perform gender-specific tasks in society. Despite their subordinate position to men in 

society, Sudanese women have not generally occupied a low position in society. Ever since 

1974, women have enrolled in public life and they have been fully paid employees in the 

private and public sectors. Some women have even taken part in politics, holding key posi-

tions such as a Secretary of State or a Minister. However, there has always been a discrep-

ancy between the south and the north with respect to the freedom enjoyed by women in 

public life. Women in the south had more room to manoeuvre.

The emancipation of Sudanese women
Sudanese women are emancipated to a certain extent when compared with women in 

other parts of the globe. Sudanese women are well represented in the political arena; they 

became involved in nationalist politics from the mid-1940s onwards. Sudanese women 

secured the right to vote in 1953, giving them an unfettered right to vote and be elected 

in presidential, federal, state and local elections. A quarter of all federal parliamentary seats 

are reserved for women. Women are also ensured a minimum of ten per cent of seats in 

all other state legislatures, and other elected local bodies. Women have chaired select 

committees within the federal National Assembly. There have been women ministers in 

Sudanese governments since the early 1970s. 

Several women ministers have served in the present government, holding portfolios such 

as health, social welfare, public service, manpower and cabinet affairs. Sudanese women 

have strong personalities combining a certain toughness of mind and spirit with, charac-

teristic of most Sudanese, dignity and generosity. Women in urban areas have enjoyed 

far more movement and fewer restrictions in the public arena than in the past or in more 

conservative Muslim societies. The confinement of women has rarely been the norm in 

rural areas. The recent election in April 2010 has also secured a quarter of parliamentary 

seats for women through the system of representation by quota.

Because of the civil war, the lives of women and their role in society has changed some-

what. Owing to the absence of men caused by the war, women have to assume many re-

sponsibilities, both in the home and outside it. The number of households that are headed 

by women has increased and these women are forced to take over the role of the main 

breadwinner.

Moreover, the Sudanese Women’s movement started as early as the 1940s and the Suda-

nese Women’s Union (SWU) dates back to 1951 when it replaced the Sudanese Women’s 

League. In 1955, the Union began publishing a progressive magazine called The Women’s 

Voice, which spoke out against colonialism, facial scarification, genital mutilation, Muslim 

divorce inequality, and polygamy, and which was in favour of equal pay, maternity benefits, 

and equal rights. During the Abboud regime (1958-1964), the SWU was banned and an ‘of-

ficial’ organisation for women was created in its stead. In the 1964 popular revolt, women 

demonstrated, fought and died alongside men. Fatima Ahmed Ibrahim, one of the founders 

of the SWU, led the first demonstration of several hundred women. Women’s participation 

in the revolt hastened female suffrage in 1964i.

In 1971, the ‘official’ Sudan Women’s Union was formed by the government; by 1977 

membership had grown to 750,000 spread throughout all provinces and it worked with 

voluntary organisations. It was affiliated with the SSU (Sudanese Socialist Union) and 

undertook projects on literacy, family welfare and childcare, price controls, women’s work 

co-ops, savings unions, handicraft skills training, and market development. It published a 

monthly women’s magazine and maintained contacts with local and international women’s 

organisations.

From the beginning of these revolutionary movements and the great gains mentioned 

above the women started their campaign against FGM, which has continued up to the 

present time. Ironically, the tradition of FGM has persisted in Sudan and the question is, why 

is it so difficult to combat this strong tradition despite the fact that it has nothing to do with 

religion?

Female Genital Mutilation (FGM)
According to UN General Assembly Resolutions and the Commission on the Status of 

Women, and all other relevant resolutions and conclusions: ‘The harmful traditional or 

customary practices, including female genital mutilation (FGM), constitute a serious threat 

to the health of women and girls, including their psychological, sexual and reproductive 

health, which can increase their vulnerability to HIV and often lead to significant adverse 

obstetric and prenatal outcomes as well as fatal consequences, and that the abandonment 

of this harmful practice can be achieved only as a result of a comprehensive movement 

that involves all public and private stakeholders in society.’ 

The UN General Assembly Resolutions also recognise that ‘FGM is an irreparable, irrevers-

ible abuse that affects one hundred to one hundred and forty million women and girls alive 

today, and that each year a further three million girls are at risk of undergoing the proce-

dure. And that FGM violates, and impairs or nullifies the enjoyment of the human rights of 

women and girls.’

Sudan is one of the countries where FGM is widely practised. It is a very strong, deeply 

rooted tradition which has been carried out for centuries. The women of Sudan believe 

that FGM is a natural tradition, one of the best practises which they strongly preserve. They 

regard it as similar to the circumcision of boys and therefore the circumcision of girls is also 

considered good practice for the health of girls. Sudanese women believe that circumcis-

ing girls will preserve their virginity, honour, dignity and respect. Normally, FGM is practised 

on girls between two years up to 12 years of age. Yet female circumcision (FC), as called in 

Sudan, represents a traditional practice that is well known to have serious and hazardous 

health risks as well as adverse social repercussions for the female.
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Types of FGM in Sudan
FGM is widely practised in all regions of Sudan, but variations in the prevalence and types 

of circumcision performed differ according to indigenous local customs and traditions. In 

classical Arabic FC is called Khifad, which means reduction. In the popular Arabic used in 

Sudan it is called Tahur, which means purity and cleanliness. There are three main types 

of female circumcision practised in Sudan: Clitoridectomy, Intermediate and Pharaonic 

Circumcision.

The three types represent different degrees of mutilation of the external genitalia of the 

female. Besides the normal practice of FGM on girls, the Sudanese also perform another 

type of FGM on women; that is, the re-circumcision (RC) called Adle, referring to correc-

tion, which is unique to Sudan. The Adle is becoming part of Sudanese culture, which only 

serves to worsen the negative impact of female genital mutilation.

The practice of re-circumcision involves tightening the vaginal opening by incisions on 

both sides of the already mutilated labia majora and then suturing to leave a tight and small 

orifice. This practice also incurs greater risks to the health of women.

Female genital mutilation of girls can be classified into different types: the lightest is called 

Sunna and the most severe is the Pharaonic type. The aforementioned Adle (correction) is 

performed on married women. 

Most people in urban areas, especially educated ones, prefer the Sunna type of circumci-

sion for their daughters whereas in rural areas the Pharaonic type is more common. In fact, 

Adle is mostly an urban act and in rural areas some people are not even aware that it exists.

The Sudanese government has actually banned FGM, but due to an absence of serious 

campaigns against FGM and clear laws setting down punishment, people are not paying 

heed to warnings from government officials, doctors, university students or lecturers about 

the serious consequences of FGM.

Some campaigns against FGM and against its practitioners do occur from time to time in 

Sudan. However, when the government mounts these campaigns they tend to have the 

opposite effect. Instead of putting an end to FGM, there is an increase in its proclivity. Worse 

still, due to fear of punishment, families agree to have their daughters, even infant girls, 

undergo circumcision under what are often non-hygienic conditions. 

Unlike other African countries, Sudan is exceptional because the prevalence of FGM is 

growing. Although different types of FGM are practised on young girls, the above-men-

tioned Adle, or correction, is performed on adult, married women. The Adle is an operation 

to decrease the opening of the vagina, either after a woman has been married for a while or 

after delivering a baby. Unlike other types of FGM, Adle is not forced on adult women; they 

choose to do it as an act of love and to please their husbands. Moreover, Sudanese women 

refrain from talking about Adle, because it is a harsh practice they wish to keep hidden from 

the outside world (they used to call it ‘our dirty laundry’). 

Nonetheless, Adle is commonplace in Sudan’s rural areas to such a degree that midwives 

are able to operate on a mother right after delivery. This is because circumcised women 

always require an extra opening during childbirth; therefore, a midwife not only closes the 

extra opening she made to facilitate the birth of a child, but can make extra cuts to the 

vagina afterwards to reduce the vaginal opening. This causes additional suffering when 

a woman resumes intimacy after giving birth to a baby. There are even instances when a 

midwife performs Adle without the permission of the new mother.

The purpose of the Adle operation is to ‘restore’ the woman so she resembles a virgin bride 

six months after giving birth, which is the recovery period after childbirth. Midwives use a 

whole range of excuses to justify performing Adle immediately after delivery. These include: 

that women only have to endure suffering once, because otherwise the woman might have 

to call upon the midwife again just to carry out the operation. Other women give consent to 

undergo Adle just to please their husbands after they have been married for a long time or 

when a husband returns from a long journey. Adle doubles the suffering of women who have 

already been circumcised during their childhood. What is more, this practice can be per-

formed many times; each time after the woman has given birth to another baby.

The problem of female circumcision or female genital mutilation in the Sudan has been 

studied to a small degree with regard to some aspects, but very little is known about re-

circumcision, particularly in published form. Re-circumcision, or Adle, is an Arabic word that 

literally means ‘re-circumcision for the better’ and is a form of genital mutilation uniquely 

practised in Sudan. Accordingly, more research is needed to explore why Sudanese women 

endure the practice of the Adle type of circumcision.

The reasons behind FGM
FGM is part of Sudanese culture, which is practised on a daily basis. FGM is considered to be 

an act of trust, of love and caring. Parents believe that they are protecting their daughters 

against evil feelings and practices. Therefore, FGM is viewed as one of the most important 

and strong traditions for completing female identity. It has been believed, since way back in 

history, that FGM is a token of cleanliness (Tahara), which helps in sustaining a girl’s honour, 

dignity and cleanliness. It preserves the young female’s honour, and diminishes her sexual 

feelings. Such feelings might have dangerous consequences, or cause shame and defama-

tion, not only for the girl, but for the whole family and extended family if left without interfer-

ence. FGM in Sudan is one of the deep-rooted traditions among communities. The majority 

of the Sudanese people believe that FGM is pure Islamic teaching, which helps in preserving 

female honour and cleanliness. Thinkers who are pro-circumcision believe in various Hadiths 

(teachings of the prophet) as terms of reference. Accordingly, they consider FGM to be a pre-
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requisite practice, a necessity, which should not become subject to negotiation and debate. 

However, the claims behind the Hadiths have proved to be weak, in other words, they are not 

part of the prophet’s teachings. This tradition is even more of a sensitive issue because it con-

cerns a very special part of the female body, which should not be mentioned openly. Public 

discussions around these matters are considered impolite and/or even a rebellion against 

good behaviour, good tradition and good practices. It is therefore exclusively forbidden for 

any girl from a respectable family to openly discuss matters on such forbidden issues. This is 

precisely the weapon used by pro-circumcision people to silence the voice of the opposition 

and to turn discussions on FGM into forbidden territory. 

In Sudan, the severest type of FGM, the pharaonic type, is practised on between 70 to 80 

per cent of all women in Sudan. A factor that makes it even more complicated to tackle 

is that the tradition of FGM is looked on as modern practice, as going hand in hand with mo-

dernity. It is increasingly more widely practised in the northern and central parts of Sudan, 

according to the National Research Centre in Khartoum. The people who live in these areas 

are considered modern and are usually better educated. As a result, people from the south-

ern parts of Sudan, where FGM is non-existent, are starting to practice this bad tradition in 

order to be seen as educated and modern. We can even go so far as to say that FGM is the 

most complicated problem in Sudan, especially in the northern part of the country, but 

including the North, East and West. As many as 100 per cent of Sudanese girls in the north 

are subjected to FGM.

FGM is practised by nurses (to a lesser degree), by midwives, traditional midwives, grand-

mothers and women of the community at large. 

The negative effects of FGM
Sudanese girls are circumcised from the age of two up to twelve years of age. Normally, the 

operation is performed by community midwives in urban cities. In rural areas, it is mostly old 

women and grandmothers who perform FGM. They are untrained, unskilled midwives who 

happen to be the ‘big mama’ of the family. They assist other women in childbirth and circum-

cise the girls of the community and/or the neighbourhood. These grandmothers usually use 

local instruments to circumcise the girls, such as non-sterilised or medically viable instru-

ments. It is common to see an old lady sharpening her small knife on a big stone right before 

starting the operation. A terrifying act takes place in front of the victim, while members of the 

family, neighbours and friends are singing and dancing to celebrate the event.

A law was passed in Sudan in 1945 that includes clauses which directly forbid FGM, so in 

point of fact it has been forbidden for a long time. Unfortunately, this law has never been 

enforced or properly applied. It is worth mentioning that the aforementioned law does not 

set down any sentences and/or punishments for people found guilty of breaking the law. 

Any serious consequences arising from FGM are left unpunished. People are very tolerant; 

they often refer to both good and bad events as being God’s will. If a woman is found guilty, 

it will be tolerated and she will be free to continue to perform FGM on other victims. On 

the other hand, because there are no scientific references to FGM and no standard types 

of circumcision exist, midwives and old women are free to choose whatever type of FGM 

they think best for the victim, even if this goes against the wishes of the family. However, 

whether the choice falls on Sunna, for instance, is neither here nor there. What they all 

agree to do boils down to mutilation and serious damage to female genitals. 

Both women and men are responsible and should be held accountable for this bad tradi-

tion. Men should be aware of the danger of FGM and shoulder responsibility as fathers and 

husbands. The target group of the other form, Adle, is married women, but even here it is 

both men and women who need to become more aware of the need to discontinue this 

practice. 

Efforts to eradicate FGM in Sudan
Since as far back as 1946, Sudan has tried, to little avail, to eradicate female genital mutila-

tion. A study was conducted in Sudan where FGM is officially regarded as a criminal offence 

and not merely a religious dictate. This study assessed the knowledge, attitudes, and per-

ceptions of this practice among Khartoum university students and a comparison was made 

of the differences between male and female student responses. Of the 500 questionnaires 

distributed, 414 (82.8%) were returned from 192 (46%) females and 222 (54%) males. 109 

(56.8%) of the female respondents had been circumcised. 18.8% of the male students 

and 9.4% of the female students thought that their religion recommended FGM. Only 90 

(46.9%) female students compared with 133 (59.9%) male students thought that FGM was 

illegal. Although 16 (8.3%) female respondents thought that FGM would increase their 

chances of marriage, the majority, 166 (74.8%), of the male students said that they would 

prefer to marry a non-circumcised female. 

Results of the survey
We have talked to many Sudanese women in the Netherlands. These women find it difficult 

to give their personal details, and in particular they find the questions long and complicat-

ed. It gave them the impression that the survey might be published in different places and 

in various magazines; therefore they do not want their names to become known. 

All of the Sudanese women migrants had been circumcised in Sudan, as well as their moth-

ers, grandmothers and other women in Sudan. It stands to reason that the women took 

FGM for granted, regarded it as inevitable and as part of good tradition. However, once they 

discovered, in one way or the other, that FGM is neither normal nor religious they regretted 

having been subjected to it and are determined not to allow their daughters to go through 

these painful experiences. Most of the women have bad memories about FGM while at the 

same time are still suffering from the repercussions FGM has had on their lives. 

To give a brief outline of the practice of FGM, a few statistics about the capital city of Khar-

toum are mentioned below.
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Some statistics about Khartoum 

1. The state of Khartoum is divided into seven municipalities: Khartoum, Umdurman, Karari, 

Khartoum North, Umbadda, Jabel Awalia, and El-Kalaklat.

2. There are approximately 1135 primary schools for girls. The girl pupils number around 

340,500 between the ages of 6 – 12 years. This age category includes girls in the first six 

classes of each school. The average number of girls in each class is 50 pupils. That means 

that in these 1135 schools there are 340,500 girls. Girls below the age of six are difficult 

to count; there are no statistics about this category. The circumcision of girls occurs 

from two up to 12 years of age. All girls in Sudan are vulnerable and subject to FGM on a 

daily basis. Therefore, it is possible to forecast that the number of girls already circum-

cised and those waiting their turn for FGM is a very high number.

3. The number of professionals and medical personnel in the state of Khartoum is as follows:

1685 Midwives

1135  Primary school teachers

One School for midwives

One School for home visitors 

One School for grandmothers (traditional midwives)

17 Government hospitals

A few Health centres and clinics

Large number of Mosques and religious institutions

More than 20 Churches and Christian Missionary centres 

Large number of police units

Around 35 municipalities 

Large number of neighbourhood committees for health visitors.

Northern 
Derfur

Khartoum

Northern

Nile

Red Sea

Kassala

El Gezira
Gedaref

SennarWhite 
Nile

Blue 
Nile

Northern 
Kordofan

Southern 
Kordofan

Southern 
Darfur

Western 
Darfur

54-79%

80-90%

More than 90%

Data not available and/or FGM/C 
not widely practised

FGM/C prevalence rates among women aged 15-49 in Sudan. 
By state, 2006

Note: This map is stylized and is not to scale. It does not reflect a position by UNICEF on the legal 
status of any country or territory or the delimitation of any frontiers. 

Source: Adapted by the Statistics and Monitoring Section, division of Policy and Practice, UNICEF, 
New York, from data in the Sudan Household Health Survey 2006.
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less than 10%

10.1% - 25%

25.1% - 50%

50.1% - 75%

75.1% or more

missing data or FGM not widely practised

Classification of FGM
Female genital mutilation comprises all procedures involving partial or total removal of 

the external female genitalia or other injury to the female genital organs for non-medical 

reasons (WHO, UNICEF, UNFPA, 1997). 

Classification

Type I: Partial or total removal of the clitoris and/or the prepuce (clitoridectomy). 

Type II: Partial or total removal of the clitoris and the labia minora, with or without excision 

of the labia majora (excision). 

Type III: Narrowing of the vaginal orifice with creation of a covering seal by cutting and ap-

positioning the labia minora and/or the labia majora, with or without excision of the clitoris 

(infibulation).

Type IV: All other harmful procedures to the female genitalia for non-medical purposes, for 

example: pricking, piercing, incising, scraping and cauterization. 

Female genital mutilation is mostly carried out on girls between the ages of 0 and 15 years. 

However, occasionally, adult and married women are also subjected to the procedure. The 

age at which female genital mutilation is performed varies with local traditions and circum-

stances, but is decreasing in some countries (UNICEF, 2005a). 

How widely it is practiced

WHO estimates that between 100 and 140 million girls and women worldwide have 

been subjected to one of the first three types of female genital mutilation (WHO, 2000a). 

Estimates based on the most recent prevalence data indicate that 91,5 million girls and 

women above 9 years old in Africa are currently living with the consequences of female 

genital mutilation (Yoder and Khan, 2007). There are an estimated 3 million girls in Africa at 

risk of undergoing female genital mutilation every year (Yoder et al., 2004). 

Types I, II and III female genital mutilation have been documented in 28 countries in Africa 

and in a few countries in Asia and the Middle East. Some forms of female genital mutila-

tion have also been reported from other countries, including among certain ethnic groups 

in Central and South America. Growing migration has increased the number of girls and 

women living outside their country of origin who have undergone female genital mutilation 

(Yoder et al., 2004) or who may be at risk of being subjected to the practice. 

Reference: WHO, UNICEF, UNFPA. 1997 - Female Genital Mutilation

Prevalence of female genital mutilation in Africa and 
Yemen (women aged 15-49)

The map shows the area where FGM is practised, and since that can vary markedly in different 
parts of any country, no national boundaries are shown. 
Data of the sub-national level are not available for Zambia. Due to a discrepancy between the 
regional divisions used by DHS and the one adopted by Devinfo, it was not possible to include 
data at the sub-national level for Yemen. 
 
Sources: MICS, DHS and other national surveys, 1997-2006 
Map developed by UNICEF, 2007

Annex II Annex III
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International and regional human rights treaties and 
consensus documents providing protection and containing 
safeguards against female genital mutilation

International treaties

* Universal Declaration of Human Rights, adopted 10 December 1948. General Assembly 

Resolution 217. UN Doc. A/810.

* Convention relating to the Status of Refugees, adopted 28 July 1951 (entry into force, 22 

April 1954).

* Protocol relating to the Status of Refugees, adopted 31 January 1967 (entry into force, 4 

October 1967).

* International Covenant on Civil and Political Rights, adopted 16 December 1966 (entry 

into force, 23 March 1976). 

* International Covenant on Economic, Social and Cultural Rights, adopted 16 December 

1966 (entry into force, 3 January 1976). 

* Convention on the Elimination of all Forms of Discrimination against Women, adopted 18 

December 1979 (entry into force, 3 September 1981). 

* Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or 

Punishment, adopted and opened for signature, ratification and accession by General 

Assembly resolution 39/46 of 10 December 1984 (entry into force, 26 June 1987). 

* Convention on the Rights of the Child, adopted 20 November 1989. General Assembly 

Resolution 44/25. UN GAOR  44th session, Supp. No. 49. UN Doc. A/44/49 (entry into 

force, 2 September 1990). 

* Committee on the Elimination of All Forms of Discrimination against Women. General 

Recommendation No. 14, 1990, Female circumcision; General Recommendation No. 19, 

1992, Violence against women; and General Recommendation No. 24, 1999, Women 

and health.

* Human Rights Committee. General Comment No. 20, 1992. Prohibition of torture and 

cruel treatment or Punishment. 

* Human Rights Committee. General Comment No. 28, 2000. Equality of rights between 

men and women. CCPR/C/21/rev.1/Add.10.

* Committee on Economic, Social and Cultural Rights. General Comment No. 14, 2000. 

The right to the highest attainable standard of health. UN Doc. E/C.12/2000/4. 

* Committee on the Rights of the Child. General Comment No. 4, 2003. Adolescent health 

and development in the context of the Convention on the Rights of the Child. CRC/

GC/2003/4. 

Regional treaties

* European Convention for the Protection of Human Rights and Fundamental Freedoms, 

adopted 4 November 1950 (entry into force, 3 September 1953).

* American Convention on Human Rights (entry into force, 18 July 1978).

* African Charter on Human and Peoples’ Rights (Banjul Charter), adopted 27 June 1981. 

Organization of African Unity.  Doc. CAB/LEG/67/3/Rev.5 (1981), reprinted in 21 I.L.M. 

59 (1982) (entry into force, 21 October 1986). 

* African Charter on the Rights and Welfare of the Child, adopted 11 July 1990. Organiza-

tion of African Unity.  Doc. CAB/LEG/24.9/49 (entry into force 29 November 1999). 

* Protocol to the African Charter on Human and Peoples’ Rights on the Rights of Women in 

Africa, adopted 11 July 2003, Assembly of the African Union (entry into force 25 Novem-

ber 2005). 

Consensus documents

* United Nations General Assembly, Declaration on the Elimination of Violence against 

Women, UN Doc. A/RES/48/104 (1993). 

* World Conference on Human Rights, Vienna Declaration and Plan of Action, June 1993.

UN Doc. DPI/1394-39399 (August 1993).

* Programme of Action of the International Conference on Population and Development, 

Cairo, Egypt, 5-13 September 1994. UN Doc. A/CONF.171/13/Rev. 1 (1995).

* Beijing Declaration and Platform for Action of the Fourth World Conference on Women, 

Beijing, China, 4-15 September 1995. UN Doc. A/CONF.177/20. 

* UNESCO Universal Declaration on Cultural Diversity, adopted 2 November 2001.

* Convention on the Protection and Promotion of the Diversity of Cultural Expressions, 

adopted October 2005 (entry into force, March 2007).

* United Nations Economic and Social Council (ECOSOC), Commission on the Status 

of Women. Resolution on the Ending of Female Genital Mutilation. March 2007. E/

CN.6/2007/L.3/Rev. 1.  

Annex IV
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Public Declaration

Het zwijgen is voorbij 
Zeg ‘NEE’ tegen Vrouwelijke Genitale Verminking (VGV)!

WE ZIJN ONS BEWUST VAN:

1. De vergaande en levenslange schadelijke gevolgen van VGV bij meisjes 

2. Het feit dat VGV in strijd is met de Universele Rechten van de Mens

3. Het feit dat VGV strafbaar is in Nederland, ook als het wordt uitgevoerd in 

 het buitenland (Art.47 en 48, art. 300-308 en art. 304 sub 1 van het wetboek 

 van Strafrecht)

4. Het feit dat deze schadelijke praktijk geen religieuze grondslag heeft

5. Het feit dat er geen traditioneel argument is om deze schadelijke praktijk ‘goed 

 te praten’

6. Het belang van onze inzet om elke vorm van VGV te bestrijden en te voorkomen 

 dat meisjes besneden worden

7. Het grensoverschrijdende karakter van de uitvoering van VGV Op 12 december 2009 tekenen wij een collectieve en publieke verklaring waarin de 

Afrikaanse gemeenschap in Nederland zich samen met Vluchtelingen-Organisaties 

Nederland (VON) uitspreekt tegen Vrouwelijke Genitale Verminking (VGV).

ALS ZELFORGANISATIES MET EEN ACHTERBAN UIT LANDEN WAAR VGV VOORKOMT WER-

KEN WE AAN HET: 

1. Informeren van de achterban over de psychische en fysieke schadelijke gevolgen 

van VGV 

2. Betrekken van religieuze leiders bij het weerleggen van de opvatting dat VGV een 

religieuze grondslag zou hebben

3. Het begrijpen (niet te verwarren met begrip tonen!) van de traditionele achtergrond 

van VGV om een effectieve en preventieve strijd te kunnen voeren

4. Versterken van de samenwerking van de zelf organisaties onderling en de samenwer-

king met gezondheidsinstellingen om een gecoördineerde aanpak te bevorderen

5. Uitwisselen van informatie met zusterorganisaties binnen Europa en met instanties 

van de landen van herkomst 

6. Bewustmaken van de achterban over de strafrechtelijke gevolgen van deze praktijk 

7. Bewustmaken van de achterban dat Vrouwelijke Genitale Verminking een grove 

schending van de mensenrechten en de rechten van het kind is

Annex V
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Bridge Builders

Eritrea

Haimanot Salvatore Haimanot@svor.nl 

Hiriti Asghedom Hiritasghedom@hotmail.com 

Selam Tewolde selamtewolde@hotmail.com 

Desta Giongio desta_giorgio@hotmail.com 

Sinda Elias azisnda@yahoo.com 

Ethiopië

Elsiabet Breded bareded@casema.nl  

Hamianot Belay haimi.belay@gmail.com 

Lidia V. Booje lgeletta@yahoo.com 

Anisa Mubarek anisamubarek@gmail.com   

Liberia

Cartina Mullbah cmulbah@hotmail.com 

Rev. Brown Seo Blessingtime@yahoo.com 

Gayduo Fissibue Gayduo7@hotmail.com 

Ellen Dennis-Harris ellendennis83@yahoo.com

Charles Fissibue boylecha@hotmail.com 

Somalia

Zahra Naleie Z.naleie@fsan.nl  

Salada ali Malin Binti.s@hotmail.com  

Rukio Adow asiya_g@hotmail.com 

Kerta Said 

Stella Ismail stellahuguf@hotmail.com 

Soudan

Mona El Badawi Suliman07@hotmail.com 

Salwa Abdlah Salwamergni651@hotmail.com 

Mekka Abdelgabar tijanisui@gamil.com

Sonia Khalil asllee@hotmail.com 

Hawa Bashir hawa.bashir95@gmail.com 

Annex VI

James Owie j.owie@ziggo.nl 

Zahra Naleie Z.naleie@fsan.nl 

Dalia Abdulrahman daloya85@hotmail.com  

Alem Desta a.desta@vluchtelingenorganisaties.nl 

For more information, advice and  exchange of information on FGM about and within the 

project communities you can contact:

For exchange of information at National European and international level you can contact 

the Goodwill Ambassadors for Say No to FGM:

National Ambassadors against Harmful Traditional Practices

Change Makers


