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EXECUTIVE SUMMARY  
 

Background 

Female Genital Cutting (FGC) comprises all procedures involving partial or total removal of the external 

female genitalia or any other injury to such organs for non-medical reasons. Ending FGC practices is a 

global objective in which Ethiopia is a key actor. The purpose of this baseline study is to set a 

benchmark for the status of FGC among young girls and assess the community perception on FGC.   

Method  

A cross-sectional community based study primarily sourced from quantitative and qualitative data was 

conducted in July 2020. The quantitative study used a sample of 404 women who have female children 

under the age of two.  The qualitative data was based on nine key informant interviews  (district health 

office, women and children, legal office, police, education, community leaders, health center team 

lead, health extension workers and religious leaders) with selected informants from different sectors 

who have a close relation with FGC prevention. A topic guide to lead discussions based on a multi-

sectorial engagement to end FGC was used. The quantitative data was analysed through bivariate and 

multivariate logistic regression. AtlasTi Thematic analysis was used for qualitative analysis.  

Results 

The prevalence of FGC practices among female children under the age of two is 90%. According to the 

study, the most common age for circumcision is around one. A significant proportion of mothers (71.%) 

still support the continuation of FGC, and the same proportion was reported to want their daughters 

to be circumcised in the future. The most common indicators for the continuation of FGC practices in 

the future were the belief of FGC as an advantage (AOR: 5.05(3.02-8.03)), the respondents’ deep-

rooted cultural perspective (AOR: 1.85(1.09-3.13)), the perception of FGC as a religious practice (AOR: 

5.48(3.08-9.73), and a limited access to FGC counseling services (AOR: 1.6(0.99-7.02)). It is believed 

that harmful traditional practices like FGC are not the responsibility of just one single sector. Multiple 

sectors are expected to engage in ending FGC since most of the participants of this study agree that a 

coordination body should work at a district level to end all HTP activities including FGC, but the 
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performance of such coordination body in recommended interventions is generally weak. The level of 

coordination also varies from district to district. 

Conclusions and Recommendations  

In conclusion, the study has found that, though the prevalence of FGC is slightly decreasing, a 

significant proportion of young children are still subjected to the practice of FGC. The practice of FGC 

is highly likely to persist in the study area, because a significant proportion of mothers support the 

continuation of FGC and most of them were reported to want their daughters to be circumcised in the 

future. We recommend Amref to focus on the areas that need more attention: i) working closely with religious 

leader and community influencers who have huge impact to convince the community and religious 

people; ii) improving the access and availability of psychosocial services both for women who had an 

experience related to FGC practices and other actors, will discourage the future continuity of FGC 

practices. Hence, it is clear that the integration of psychosocial support services and other community 

based interventions will raise awareness and help notice FGC practices in order to minimize them in 

the future.   
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Introduction  
 

Female Genital Cutting (FGC) refers to all procedures involving partial or total removal of the external 

female genitalia or other injuries to the female genital organs for non-medical reasons. It is recognized 

as a violation of the human rights, the rights to health, security and physical integrity, the right to be 

free from torture and cruel, inhuman or degrading treatment, and the right to life when the procedure 

results in the death of girls and women [1].  

There are various types of FGC based on its degree of severity. This includes Type I which is the partial 

or total excision (removal) of the clitoris and/or the clitoral hood. According to the WHO, this practice 

is also known as “sunna circumcision”; Type II is the excision of the clitoris together with the total or 

partial removal of the labia minora (the inner vaginal lips). Type III is the total or partial excision of the 

external genitalia (clitoris, labia minora and labia majora) and the stitching or narrowing of the vaginal 

opening, leaving a very small opening, about the size of a matchstick, to allow the flow of urine and 

menstrual blood. The girl or woman's legs are then bound together from the hip to the ankle so she 

remains immobile for approximately 40 days to allow the formation of scar tissue. Type IV includes the 

pricking, piercing or incision of the clitoris and/or labia. In Ethiopia there is also the "Mariam Girlz" 

practice, which involves bloodletting with a sharp needle performed on girls with a stunted clitoris who 

are assumed to have been already circumcised by The Virgin Mary. According to the WHO 

classification, it is sometimes named as "sunna circumcision" (i.e. excision of the prepuce and all or 

part of the clitoris, equivalent to type I FGM) type III FGM (infibulation plus excision of part or all of the 

external genitalia)  

It is estimated that around 140 million girls and women worldwide have undergone FGC, and that at 

least two million girls annually are at risk of undergoing some form of such procedure. It is common in 

several countries, predominantly in Africa. The prevalence of FGC in the countries of north-eastern 

Africa (Egypt, Eritrea, Ethiopia, and northern Sudan) ranges from 80% to 97%, while that of eastern 

Africa (Kenya and Tanzania) ranges from 18% to 38% [2-4]. 
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In Ethiopia, according to the 2016 Ethiopian Demographic Health Survey (EDHS), 65% of women in the 

age range 15-49 were circumcised. The prevalence is almost universal among the ethnic groups of Afar 

and Somali regions (98% and 99%, respectively), followed by Wolaita and Hadiya (92% for both). In 

addition, 54% of urban women have experienced FGC as compared to 68% of rural women. Studies 

also indicate that FGC is less prevalent among women in higher education and within the highest 

wealth quintile [5]. 

The prevalence of FGC has declined among young women to 47% in the age range of 15-19 compared 

to 65% among women of reproductive age.  However, the proportion of women thinking that FGM 

should be continued is higher among circumcised women (23%) compared to uncircumcised women 

(5%).  A significant number of rural women (21%) still support the continuation of FGC compared to 

urban residents (7%) [5].  

Moreover, UNFPA projection shows that the current covid-19 pandemic could have far-reaching 

impacts on the effort to end female genital mutilation. Due to pandemic related disruptions in the 

context of a prevention program, 2 million FGC cases may occur over the next decade that could 

otherwise have been averted [6]. 

A recent study conducted in Afar and Amhara regional states showed that FGC is highly likely to persist 

in the study areas because a significant portion of women support its continuation within their 

communities.  Factors for ending the practice of FGC are multifaceted and exist at different levels 

including the individual, family, and community levels. The prevalence of FGC among mothers in the 

survey was 74%. The prevalence of FGC among the youngest children was found to be 64.7%, from 

which 72.1% were circumcised before the age of one. Though this prevalence trend shows a slight 

decrease from figures registered among mothers, the numbers are still high [7]. 

Ethiopia is a country that is committed to eliminating the practice of FGC through legal, strategic and 

programmatic measures. Ethiopia criminalizes the FGC practice and penalizes practitioners as per the 

national Criminal Code, revised in 2005. The country has also developed a national Harmful Traditional 

Practices (HTPs) strategy founded on the three-pillars approach: prevention, provision, and protection. 

Furthermore, Ethiopia has committed to ending FGC and child marriage by 2025 in the London Global 

Girls’ Summit held in July 2014.  
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Amref Health Africa is one of the key organizations that are working towards ending the practice of 

FGC. The organization is committed to supporting the World Health Organization efforts to end the 

practice of FGC by mainly focusing on advocacy and social mobilization, creating and supporting anti-

FGC youth groups, and researching: generating knowledge about the causes and consequences of the 

practice, how to eliminate it, and how to care for those who have experienced FGC [8]. Amref has 

organized the first gathering with NGOs, grassroots and survivor-led organizations from around the 

world during the Women Deliver conference 2019 in Vancouver (Canada), committing to and calling 

for action to end FGC by 2030 and to support survivors of such practice [9]. Also as a non-governmental 

leading organization in Africa, Amref has been playing a critical role towards ending FGC in Africa, 

particularly in Ethiopia.  

 

As part of these, Amref Health Africa in Ethiopia is about to implement a project called “End female 

genital mutilation in Afar” in Afar region within three Woredas of Zone 3: Awash Fentale, Amibara and 

Argoba, thanks to the generous support budget secured by AECID, the Spanish Agency for International 

Development Cooperation, which contributes to the reduction of female genital mutilation in pastoral 

communities across the three districts.  

The project will be implemented for a period of two years, from 1st February 2020 to 31st January 2022 

in partnership with district and regional government partners. In coordination with the community, 

local public institutions and the regional government, the project aims to achieve individual, 

community and government recognition of female genital mutilation as a violation of women and girls’ 

human rights. It was designed to involve community leaders, Traditional Birth Attendants (TBAs), 

decision makers and regional and district authorities, WDA (Women Development Armies) and school 

clubs so the majority of the population would be addressed. 

The project planned to use comprehensive implementation strategies ranging from high-level 

advocacy to community mobilization and engagement, targeting local community gatekeepers like 

TBAs. The ultimate expected outcome of the project is to protect girls from female genital 

mutilation/cutting in selected intervention Woredas, targeting 8,137 girls; 30 HPs; 7 health centers; 7 

primary schools; 3 District health offices, the Afar Regional Health, Education, and Women Affairs 
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Bureau, law enforcement bodies, and, within the Woreda level, police offices, justice offices and 

courts.  

Hence, to measure the impact of the project, it is critical to assess and document the baseline 

prevalence, community behavior, attitude, norms and the status of multi-sectorial engagement for 

FGC prevention to be compared at the end of the project period. The baseline assessment report is 

meant to provide a benchmark so the progress can be measured during and after the implementation 

of the End FGM project. 

Purpose of the study 
The aim of this study was to conduct baseline assessment and to document information on the areas 

of community behavior, attitudes, social and gender norms in relation to FGC, prevalence of FGC in 

girls, adolescents and youth in general and FGC prevalence among female newborns in particular. In 

addition, the status of multi-sectorial involvement of FGC responses was investigated.  

Key Variables  

 Community behavior, attitudes, social and gender norms to abandon FGC 

o Number of communities that made public commitment to abandon FGC 

o Community attitude towards the intention to continue FGC in the future  

o Mothers receiving counseling and psychosocial support  

o Community members using different media outlets to learn about FGC and its 

complications 

 Prevalence of FGC 

o Number of FGC practices in girls, adolescents and youth within the last two years period 

o Number of FGC practices among female newborns within the last two years period 

 Multi-sectorial engagement in the responses against FGC 

o Health Service: Health centers/health posts providing counseling and psychosocial support 

services, appropriate referral and health services for FGC complications, facility readiness 

in terms of human resources (Service availability and Readiness) 
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o Social: rewarding family/communities who abandon FGC, support the efforts against 

ending FGC, provide emotional support for uncut girls  

o Legal service: number of cases reported, reviewed, and which got appropriate legal 

response, provision of legal advisory service to the responsible stakeholders   

OVERALL OBJECTIVE 

 To assess the status of FGC in terms of prevalence and service provision in the proposed project 

intervention areas and document baseline information  

Specific Objectives 

1. To assess community behavior, attitudes, social and gender norms in relation to FGC 

2. To investigate the prevalence of FGC in girls, adolescents and youth 

3. To examine the extent of future intentions of FGC practices  

4. To explore the extent of multi-sectorial engagement in the response against FGC 

Conceptual Framework 
 

Considering the proposed intervention, the consultant used the PRECEDE-PROCEDE model to 

identify different level factors. We have selected this conceptual model as it minimizes the 

risk of subjectivity by synthesizing disparate sources of data to ensure that the proposed 

intervention will be implemented with the greatest potential of achieving its targets [10]. 

Below, we have presented a pictorial representation of the models adopted for this specific 

study.  

In this precede-proceed approach, the baseline assessment only focused on the precede research 

approach. As shown in the below table, in the baseline survey we did not covered the proceed 

approach since it will be measured at the end of the project.
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Table 1 Precede and Proceed tabular Representation of Key Research Questions 

 Steps Research questions to be addressed  

PRECEDE 

Step 1- Social Assessment 

How many mothers have the intention to continue FGC in the future? 

What does the behavior and norm of the society in relation to FGC 

looks like?  

Are there community members who abandon the practice of FGC?  

Are there mothers who received counseling and psychological 

support? 

Step 2 - Epidemiological 

assessment 

Prevalence of FGC within girls, adolescent and youth in three districts  

Prevalence of FGC in female newborns in the last two years  

Step 3 - Ecological 

assessment 

  

  

Predisposing Factors 

Is there a relation between the practice of FGC and socio-demographic 

variables? 

Does a history of cutting within the family, including the mother, 

affect FGC to be performed in children?  

Reinforcing Factors 

Are there direct influences by significant others (Husband, parents and 

community)? 

Are there societal customs directly influencing the practice of FGC? 

Enabling Factors 

Are the community members/clan and religious leaders open to 

discuss the intended behavioral changes? 

Are there HSTP and other supportive documents available to 

implement END-FGM commitments in the country?  

Step 4 - Administrative and 

policy assessment 

Are health centers/health posts capable of providing counseling and 

psychosocial support? 
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Are there health care providers/HEWs that are knowledgeable and 

skilled enough to provide counseling and psychological support 

services for FGC victims?  

Does the health policy support multi-sectorial engagement in 

response to FGC? 

Is there a system for the legal service to provide advisory support for 

concerned stakeholders and the community?  

PROCEED 

Step 5 - Implementation 

Is there a detailed intervention package? 

How do we evaluate the intervention?  

Are there tools for evaluating the intervention?   

Step 6 - Process Evaluation 
Are there ways to monitor the project? 

Are there ways to provide corrective actions? 

Step 7 - Impact Evaluation 

Are social mobilizations, advocacy, community engagements etc. 

being conducted as planned?  

What are the impacts of social mobilizations, advocacy, community 

engagements etc.? 

Is there an increase in the number of communities that publicly 

committed to abandon FGC? 

Step 8 - Outcome 

Evaluation 

Have any improvements within multi-sectorial engagement regarding 

the end of FGC been seen? 

Does the intervention support the reduction of the incidence of FGC in 

the three intervention districts?   
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Methodology 

Study Design 

This research was designed through a cross sectional study. The data of this study has 

been collected both from quantitative and qualitative primary and secondary sources. 

Additionally, the study was supported by a desk review of local available documents, 

including reports and legal service reviews. The quantitative findings were also 

substantiated and triangulated with qualitative data collected through Key Informant 

Interviews. 

Study Setting 

This baseline study was conducted in Zone 3 (Afar Regional state), within three selected 

districts: the Woredas of Argoba, Awash Fentale and Amibara.  

Study Population  

The target population of this study is women who have a child in the age range 0-2. Only 

women who were living for at least 6 months in the selected districts of Argoba, Awash 

Fentale and Amibara were interviewed. Additionally, women and men aged 18 years and 

above were included as respondents to in-depth qualitative interviews to provide further 

information along with other female respondents.  

Table2: Summary of research methodology: 

S.no Objectives  Key variables  Method Data sources  Analysis  

1 

To assess 
community 
behavior, 
attitudes, 
social and 
gender 
norms in 
relation to 
FGC 

 Number of 
communities that 
made public 
commitment to 
abandon FGC 

 Community 
attitude towards 
the intention to 
continue FGC in the 
future  

Desk review 
of available 
documents 
using 
checklist for 
abstraction 
from the 
quantitative 
household 
survey 
sample 

District level 
reports, 
interviews 
with mothers 
with children 
under 2, 
clan/kebele 
leader 

Descriptive 
report, Logistic 
regression using 
SPSS and 
thematic 
analysis using 
AtlasTI 
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 Mothers receiving 
counseling and 
psychosocial 
support  

 Community 
members using 
different media 
outlets to learn 
about FGC and its 
complications 

(404), 6 
interviews 
with key 
informants, 
(2 from 
each 
district) 

 2 

To 
investigate 
the 
prevalence 
of FGC in 
girls, 
adolescents 
and youth 

 Number of FGC 
practices in girls, 
adolescents and 
youth within the 
last two years  

 Number of FGC 
practices among 
female newborns 
within the last two 
years  

Quantitative 
household 
survey (404) 

Mothers 
having 
children under 
2 

Descriptive 
report, Logistic 
regression for 
possible 
predictive 
factors 

3 

To examine 
the extent 
of future 
intentions 
to practice 
FGC  

 Number of mothers 
who support the 
FGC practices to be 
continued in the 
future 

Quantitative 
household 
survey (404) 

Mothers 
having 
children under 
2 

Descriptive 
report, Logistic 
regression for 
possible 
predictive 
factors 

4 

To explore 

the extent 

of multi-

sectorial 

engagement 

as a 

response 

against FGC 

 Health Services: 
Health 
centers/health 
posts providing 
counseling and 
psychosocial 
support services, 
appropriate referral 
and health services 
for FGC 
complications, 
facility readiness in 
terms of human 
resources  

 Social: rewarding 
family/communities 
who abandon FGC, 

Desk review 
of available 
documents 
using a 
checklist for 
abstraction 
from the 
quantitative 
household 
survey (404) 
sample, 15 
interviews 
with key 
informants, 
5 from each 
district  

District level 
reports, 
interviews 
with district 
level 
government 
officials, health 
care workers 
assigned in 
selected 
districts/health 
centers, 
mothers 
having 
children under 
2 

Descriptive 

report, Logistic 

regression for 

possible 

predictive 

factors using 

SPSS and AtlasTI 

thematic 

analysis  
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support the efforts 
against the ending 
of FGC, provide 
emotional support 
for uncut girls  

 Legal services: 
number of cases 
reported, reviewed, 
and gotten 
appropriate legal 
response, provision 
of legal advisory 
services for the 
responsible 
stakeholders  

Sample size Determination  

Quantitative Study 

FGC is the target variable of this baseline study and its prevalence was reported to be 

64.7% in a study conducted in Afar and Amhara Regional states [11]; the sample size was 

calculated through Epi-info version 7.0.9.7.  

Table 3: Estimated sample size, Afar region 

Outcome variable Proportion  Level of 

Significance 

Desired 

Precision 

Non 

response 

rate 

Estimated 

Sample 

size 

Prevalence of FGC in the three 

districts of Afar and Amhara 2020 

(Amref operational research) 

64.7% 95% 5% 15% 404 

 

Qualitative study - The sample for the qualitative study was completely obedient to the 

scientific principle of state of saturation. Nine key informants were interviewed to 

support the quantitative findings.  
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Based on our survey, the sample size was 404. To increase the scope and precision of the 

study, only women with female children under 2 years were interviewed.  

 This estimated sample size targeted each district and selected kebeles using 

Probability Proportional to Size (PPS).  

 From each district, we included 15% of health posts supervised by selected health 

centers, and families with children under 2 years were approached to get a sampling 

frame.  

Table 4: Number of participants per district, Afar Region  

Districts 2012 Estimated 

population  

Number  of participants per 

district 

Argoba 26,833 88 

Awash Fentale  17,970 59 

Amibara 77,922 257 

Total                                 122,725 404 

Data Collection Tools and Methods 

Desk Review: The research team retrieved all the available documents and reports using 

a desk review template.  

Key Informant Interviews: A semi-structured interview guide was used to facilitate in-

depth interview with key informants to obtain insightful qualitative information on key 

issues to be examined in this assessment, outlined in the assessment parameter. The 

interviews were tape-recorded with the consent of each participant. Key informants were 

selected based on their extensive experience in the area. 

Community level household survey: For the quantitative study, the research team 

reached out selected mothers and home care takers to conduct a face-to-face interview 

(physical distancing was maintained), about their female children under 2 who had 

experienced  FGC, community level behaviors, attitudes and norms.  
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Data Quality and Assurance Mechanisms 

To ensure data quality, the research team took the following measures through the 

different stages of the study, including data collection, data entry and analysis: highly 

consulted and client approved data collection tools developed through the review of 

relevant pieces of literature as well as the recruitment of experienced data collectors and 

supervisors, considering their ability to speak the local language. The training was 

conducted aiming to create a common understanding of the tools.  

During the process of data collection, filled survey questionnaires were checked for 

completeness and consistency. Female data collectors were recruited assuming a limited 

field workload per day, which was verified by field supervisors and the principal 

investigator. After data collection, a thorough data cleaning was conducted.   

Data Management 

Each completed survey questionnaire was entered to SPSS version 25 and through 

running frequencies, missing data was identified and the original questionnaires were 

crosschecked. A bivariate and multivariate logistic regression model was used to test the 

existence of significant association and to estimate respective odds ratios and 95% 

confidence intervals. The key informant interviews were analyzed following a thematic 

analysis through AtlasTi software. The result was presented using descriptive statistics, 

frequencies, tables, and graphs.   

Results  
 

Educational and Ecological Assessment 

 

404 women were involved in this study for the quantitative survey. The sample was 

proportionally distributed into the three districts of Afar regional state: 59 women from 

Awash Fentale, 88 women from Argoba and 257 women from Amibera.  



  

18 
 

The average age of the participants was 29 years (SD±6.8), and the average number of 

children per woman was 3.5. The majority of the respondents were Muslim 393 (97.3%) 

and most of them were in marital union 366 (90.6%).  

Table 5: Socio-demographic Characteristics, July 2020 

Variables Frequency  % 

Place of residence  Rural 404 100 

Total 404 100 

District Awash Fentale 59 14.6 

Amibera 257 63.6 

Argoba 88 21,8 

Total 404 100 

Religion  Muslim 393 97.3 

Orthodox Christian 8 2.0 

Protestant 2 0.5 

Catholic 1 0.2 

Total 404 100 

Marital status  Married 366 90.6 

Single 1 0.2 

Separated 28 6.9 

Widowed 9 2.2 

Total 404 100 
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Mother’s Education No Primary Education 345 85.4 

Reading and Writing 

skills 

26 6.4 

Primary Education 32 7.9 

Secondary Education 1 0.2 

Total 404 100 

Father’s Education No Primary Education 315 78.0 

Reading and writing 

skills 

41 10.1 

Primary Education 37 9.2 

Secondary Education 5 1.2 

Higher Education 6 1.5 

Total 404 100 

Average mothers’ age  29 (SD±6.8) 

Children’s average age 3.53±(SD±2.3) 

Average number of female 

children 

1.9±(SD±1.05) 

 

Social and Epidemiological Assessment  

According to this study, almost all women participating in the survey -396 (98%)- were 

circumcised.  273 mothers (67.6%) reported to have at least one circumcised female child. 

Furthermore, 253 (92.7%) mothers among them reported to have one or more children 
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who were circumcised in the last two years.  Regarding the place of circumcision, 22 

(5.2%) of the cases were performed outside their residence. As presented in Table 2, 

illiterate mothers have more circumcised children compared to mothers with higher 

education. Overall, the study showed the higher the education of the mother, the lesser 

the chances for their children to be circumcised. 

Table 6: Cross tabulation: Mothers’ Education and Status of Female Children Circumcision 

 Variables  Circumcision of female child  Total 

Yes No 

Mother 

Education 

No primary education 255 90 345 

Reading and writing skills 9 17 26 

Primary education 8 24 32 

Secondary education 1 0 1 

Total 273 131 404 

Partner 

education 

No primary education 232 83 315 

Reading and writing skills 21 20 41 

Primary education 15 22 37 

Secondary education 1 4 5 

Higher Education 4 2 6 

Total 273 131 404 
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Regardless of the age of their children, 62.6% of mothers have either one or more female 

children who have been circumcised in the last two years. The most common practice 

form of FGC was reported to be ‘Sunna’ 252 (92.3%) and infibulation represents 21 (7.7%). 

A significant proportion of mothers -285 (70.5%)- support the continuation of FGC, and 

the same proportion reported to want their daughter to be circumcised. This is consistent 

with an operational study conducted by Amref ealth Africa. The operational study 

conducted in Amhara and Afar regions showed a significant segment of the female 

population who still support the continuation of FGC practices (48%) and who want their 

children to undergo FGC (47%). These levels of support were more common in Afar, which 

represents 68% of the respondents. The data also showed that the reasons for practicing 

FGC are deeply embedded in the culture and traditions of communities, and there is a 

need for extensive efforts to raise the awareness of the population and change their 

perception and behavior regarding FGC [11] 

 

Sensitive issues such as the practice of FGC should be dealt with deep consultation and 

involvement of the target community itself.  “There is a community held belief that if a 

girl is uncircumcised, she will be sexually overactive, which is unacceptable in the 

community. Then, if the community knew that the girl had not been circumcised, she, 

together with her family, will face stigma with community members saying that she is 

ugly, they will shame her making the girl not wanting to leave her home, and therefore, 

not going to school” (Police Officer, Afar)      [11]. In addition, the pastoralist way of living 

in Afar makes it difficult to conduct regular health education and activities to address 

awareness gaps and misconceptions in a regular and sustainable manner. In some areas, 

cutters use FGC as a source for financial income, in which reporting the practice to the 

police might be linked to depriving the livelihood of the cutter and his family. These 

factors play an indirect role in preventing the community to support the reporting 

process, which is the backbone for law enforcement and protection measures. 
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Regarding the age of circumcision of children, from the total number of children, 94 

(23.3%) were circumcised before the age of one. Around half of the total circumcisions -

138 (50.9%)- were accompanied by a ceremony/celebration. Although a great proportion 

of FGC took place near the victim’s residence, still a significant proportion of families (21, 

5.2%) travelled to areas far away from their residence with the purpose of practicing FGC. 

This is consistent with operational research conducted by Amref and many other studies. 

Through the investigation of cross-administrative FGC experiences, evidences showed 

that women travel from their homes to other locations to look for FGC performers for 

their female children. Also, findings showed that, community members travel to other 

areas or regions when the FGM laws are seen as too strict where they live and a bit less 

serious in the other regions/areas.  The same study showed that the factors for ending 

the practice of FGC are multifaceted and exist at different levels, including individual, 

family and community levels.  

 

Mothers were also asked about the complications of FGC and 79 (19.6%) reported pain 

and problems during urination, followed by issues during labor and delivery.  

Though the practice of FGC is criminalized and penalized in Ethiopia, only 114 (28.2%) of 

the study participants have been informed of it. In addition, Table 3 revealed that mothers 

who didn’t know about this practice being penalized and criminalized were more likely to 

support the continuation of FGC. 

Table 7: Cross tabulation: FGC continuity and Legal status of FGC 

  
Do you know FGC is Illegal? 

Total 
Yes No 

FGC 

Continuity 

Yes 69 216 285 

No 45 74 119 

Total 114 290 404 
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Behavioral and Environmental Assessment  

As literature evidenced, access to health information is believed to increase health 

literacy and a health seeking behavior within the community. The finding of this study 

showed that 115 (28.5%) of mothers reported to have at least one source of health 

information, a greater proportion of 289 (71.5%) reported to have two or more sources 

of health information.  

“Dagu” functions within a defined set of regulations and expectations, though the rules 

are necessarily unwritten. The law of dagu means that whenever you meet someone on 

the road who has travelled reasonably far, let’s say from a nearby village, you are required 

to stop and talk to the other person. The two people will usually sit down – not over a cup 

of coffee, but right there and then without interruption – and the conversation will 

typically begin with the phrases ‘Iytii maha tobie?’ and ‘Intii maha tubilie?’ (‘What have 

your ears heard?’; ‘What have your eyes witnessed?’). The dagu can be any fact of public 

interest, such as weddings, funerals, battles, new alliances, missing cattle or the 

conditions of the trail ahead. Failing to share relevant information is not only an offence 

to the conversation partner, but also a harm to the community. To this end, skipping the 

dagu is subject to punishment within customary law (Mada’a), which has a prominent 

place in the Afar culture. Anyone who shares non verified information, for instance, is 

punished according to the Mada’a. Disseminating false or invented information is 

unforgivable. 

Table 8: Most common sources of health and FGC related information  

Variables Frequency Percentage 

Most common 

sources of health 

information  

Radio and Dagu 124 30.7 

Radio and Health facility 75                   18.6 

Dagu 46 11.4 

Radio, Dagu and Health 

Institutions 36 8.9 

Dagu and Health institutions 31 7.7 

Did you hear about 

FGC? 

Yes 355 87.9 

No 49 12.1 
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Most common 

sources of FGC 

related information 

Media (Radio and Television), 

Health Care workers and Dagu 72 17.8 

Health care workers and Dagu 68 16.8 

Media and Health care workers 62 15.3 

Health care workers and Dagu 57 14.1 

Media and Dagu 19 4.7 

This baseline assessment showed that the majority of women had access to information 

and 272 (76.6%) reported to have two or more sources for FGM related information. 

Community mobilizations were reported also as a mean to create awareness on FGC by 

50 participants (12.4%). Ending harmful traditional practices like FGC needs the 

involvement of the community, because these practices are mostly attached to religion, 

culture and norms of the society. The finding of this study showed that, a great proportion 

of mothers -300 (74.3%) and 244 (60.4)- believed that FGC is related to religion and 

culture respectively. Similarly, more than half of the mothers 229 (56.7%) believe that 

FGC has its own benefits. One-third -74 (32.3%)- of mothers believed that if their 

daughters were circumcised, they would get good spiritual and religious benefits in their 

life, while others -33 (14.4%)- reported that if a girl is circumcised she will experience 

social acceptance as well as religious approval.  

In addition, since the FGC practice happened in the early age of a child (usually before 

one), victims are unable to decide their fate, which means significant others are mostly 

key decision makers for them to undergo this practice. According to the findings of this 

study, mothers and fathers -283 (70.0%)- followed by mothers only -83 (20.5)- were 

reported to be key decision makers for their female children to undergo FGC. More than 

half of the participants -228 (56.4%)-  believed that FGC related decisions are mostly taken 

by the family, not by community influencers like religious and clan leaders.   
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According to this baseline study, more than half of the participants -210 (52.0%)- did not 

experience any counseling and psychological support services after experiencing FGM. 

Although experiencing FGC has an effect on women/girls physical, mental, or social 

health, the real experience of getting counseling and psychosocial support was minimal. 

This limited access to counseling and psychosocial support might increase the negative 

effects on the lives of children throughout their lifetime. Unfortunately, the likelihood of 

abandoning FGM practices was found minimal. The study showed that the vast majority 

of the respondents -268 (66.3)- believe that few members of their community would 

abandon the practice of FGC.     

Will You Circumcise your Daughter? 

 

 

Fig 2, Intention to continue the practice of FGC 

Table 9: Cross tabulation: FGC continuity and Mothers circumcision status 

 Variable 
FGC Continuity 

Total 
Yes No 

Mother Circumcision 

status 

Yes 282 114 396 

No 3 5 8 

Total 285 114 404 

 

Yes
65%

No
35%

Yes No
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Factors associated to the support of the continuation of FGC practices among young 

child in Afar  

The table below showed adjusted Odds ratio (ORs) for practicing FGC among young 

children in Afar. In the multivariable logistic regression, religion, a deep-rooted culture 

perspective, a positive perception of FGC benefits, and limited access to counseling 

services related to FGC, emerged as significant factors influencing the continuation of FGC 

in the future.  

 
Women who believed FGC is part of their religion were five times more supportive in the 

continuation of FGC on their daughters in the future (AOR: 5.4, 95%CI: 3.08-9.73). 

Additionally, women who believed FGC has benefits were five times more likely to 

support the continuation of FGC compared to women who believe it has no benefits 

((AOR: 5.05, 95%CI: 3.02-8.03).  Similarly, mothers who believe FGC is part of their long 

lasting culture (AOR: 1.84, 95%CI: 1.09-3.12) were double to circumcise their daughter in 

the future compared to those who did not associate the practice of FGC to culture. 

Moreover, women who never got counseling services in the past -39%- were more likely 

to support future FGC practices compared to women who had an experience of 

counseling. This is a very good indication for implementers to integrate psychosocial 

support services to reduce future FGC practices.  

Table 10: Factors associated to the support of the continuation of FGC practices among young 

children in Afar  

Variables Response Categories AOR (95% CI) 

Do you think FGC is part of your 

Religion? 

Yes 5.48(3.08-9.73) 

No 1 

Yes 1.85(1.09-3.13) 
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Do you think FGC is part of your 

Culture? 

No 1 

Does FGC have its own benefits? 

 

Yes 5.05(3.02-8.43) 

No 1 

Did you get counselling and 

psychological support for FGC? 

Yes 0.61(0.37-1.02)* 

No 1 

* - Marginally Significant 

Administrative and Policy Assessment 

Extent of Female Genital Cutting  

In our interactions with key informants, almost all of them agreed that there was a 

reduction of FGM practices in their district and the practice of FGC was minimal. One of 

the major problems key informants highlighted was the hidden practices of FGC that 

could mainly be due to fear of incriminating/penalty for FGM offences. Previously, FGC 

was considered customary, supported by religious leaders as in it was performed openly 

in front of guests invited to the ceremony. Nevertheless, nowadays the cut mainly 

happens in secret.  

“At the present time, FGC is performed totally in secret and this condition 

indicates that our community has an understanding and awareness on at least 

the legal consequences of performing FGM to some extent.”  

District Justice Head Office 

 “Community members reported that FGC practices happen in secret or indoor….” 

Women and Children Affairs District Head Office  
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Such secret practices will be difficult to prevent since cutters continuously change 

locations; the relocation of cutters from one place to another, including cross 

administrative and cross border (to Djibouti) locations, was also reported. 

“…parents or guardians could send their female child to a remote area and 

sometimes up to Djibouti for FGC”.  

Women and Children Affairs District Head Office  

This indicates that at least the public is aware of the legal protection of girls from FGC and 

the consequences of practicing FGC. On the other hand, it also shows that ending FGM 

can’t happen only by enforcing the law but also through other interventions such as 

changing the deep-rooted traditional norms. In some areas, the participants claimed to 

have increased the fine to discourage the practice.  

“There are efforts to increase the penalty both for the cutters and the family of 

the victim, to be 10,000 ETB and 2 goats for the cutter and 6,000 ETB and one 

goat for the family of the victim” 

Women and Children Affairs District Head Office  

The other change is the reduction in severity of the FGC. Currently, the type of FGC called 

‘Sunna” which is Type 1 FGC (Excision of the clitoris prepuce) according to the WHO 

classification, is being commonly practiced within the community and even some of the 

community members did not consider it as FGC since it is accepted by some religious 

leaders.  

“FGC practice called “Sunna” has been a common practice and it is now 

considered to be illegal and not acceptable by religious leaders of the area,” 

   Women and Children Affairs District Head Office  
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As the community links the practice of FGC to culture, religion and norms, changing such 

deep rooted beliefs and values requires a strong commitment and a close collaboration 

of all stakeholders, mainly religious leaders, clan leaders, influential community members 

and FGC victims themselves.  

Organizational efforts to END-FGM 

All participants from the three sector offices (Health, Justice and Women and Children 

Affairs) reported the absence of separate plans for FGC for both woreda and regional 

levels. Almost all agree with having an integrated woreda level plan with a FGM 

component. Justice office works to enforce FGM related laws of the country and FGM is 

part of their work plan. 

“Although we do not have or prepare an action plan separately for the issues 

of FGM, as an office, we have a plan that considers issues related to women 

rights in general.” 

Justice District Head Office 

At the Women and Children Affairs Office, it has been included and implemented as part 

of harmful traditional practices; this happened following a budget and human power 

shortage.  

“…….due to several internal and external factors, we do not have a standalone 

plan on FGM, but as a general plan, this issue was included as one component 

of harmful traditional practices.” 

Justice District Head Office 

Similarly, Woreda Health Offices address health extension workers to organize FGM 

related community mobilizations to raise awareness among pregnant women. There is 

also an experience of deploying female workers at kebele level to create anti-FGM 

engagement through related activities.  



  

30 
 

“There is no action plan prepared specifically for FGM with an assigned budget 

nor human resources. However, it is included in a general plan prepared on 

harmful traditional practices”.  

Health District Head Office 

The legal bodies have also started activities to raise awareness among the public with the 

aim of increasing the understanding of laws and legal accountability of individuals 

involved in FGC.  

Advocacy and Community Mobilizations  

Most participants believe the efforts of community mobilization through involving elders, 

religious leaders and other influential community members may discourage the FGC 

practice in the community, but they also agree the depth of community mobilization was 

very shallow since most of the community mobilization sessions were on harmful 

traditional practices and not solely on FGC.  

“…. Although female developmental groups in our kebele were formed, they 

were not well organized nor efficient.” 

                                                                Women and Children Affairs District 

“…..community mobilization does not have wide area coverage.” 

Health District Head Office 

This is one of the major problems that threats with the community reverting to the FGM 

behavior.  

“…..during a training program on FGM, elders, clan or religious leaders agree 

to denounce the FGM in their community because FGM has no religious 

background but when they return back to their community they revert to their 

previous understanding due to the cultural and social beliefs”.  

Health District Head Office 
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These existing social and cultural norms lead to embrace beliefs regarding uncut girls such 

as they won’t get married or they’ll break household utensils. Beliefs which have no 

religious basis.  

Local officials reported FGC is decreasing, but a formal research wasn’t conducted. Such 

reports with no evidence could hinder anti-FGC movements. Some districts are 

implementing community mobilization and awareness activities, which should be a 

priority for the whole community. The main reasons for not conducting a wider 

community mobilization in all districts are the budget constraints and the lack of 

transportation. 

“We have done several activities to increase the awareness of our society 

concerning issues related to FGM in the past but this year we are not sure or 

confident enough to perform all the activities expected from us due to several 

reasons. One of them is the shortage of budget.” 

Justice District Head Office 

Proactive risk group assessment of newborn girls and preventing FGC practices present 

also cross cutting limitations across all the sectors in the three districts. 

Working with Schools and Health Institutions  

Schools and clubs are the main actors involved in programs related to ending FGC.  

Schools are an excellent platform to reach students for awareness on FGC and prevention. 

As most of the FGC is performed at a preschool age or at the age of two and below, it is 

very challenging to prevent the practice. In school and out of school youth associations 

are being reached with different awareness raising messages on FGC. Mostly through 

school mini-media and sometimes through short-term trainings to raise awareness on 

FGC and its consequences on victims, complications and related misconceptions including 

culture and religious norms. 
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“We work with the school communities and clubs found in our area with 

committed and influential teachers as well as with students, who are the main 

source of information about suspected FGM practices. In addition, we also 

work with members of youth associations and other out of school volunteers 

to prevent FGM and provide support for the victims.” 

Women and Children District Head Office 

 

“Schools and their clubs played a major role with their mini-media and we also 

provide some short term training for clubs’ members and teachers. Due to all 

of these efforts, now female students are starting to fight any act of 

harassment they face and they openly inform their teachers.”  

Women and Children District Head Office 

In addition, victims are advised to attend different counseling and psychological support 

systems. However, health institutions are not providing formal counseling and 

psychological support, although it is sometimes provided by nurses as part of nursing 

care. Providing refresher training for health care providers should be a priority. 

“Although we do not have staff members for counseling and consultation at 

health facilities level, I believe that our health workers have experience and are 

skilled enough to provide counseling and psychological support for FGM 

victims. However, the skills and experience of our health workers must be 

updated in order to make them compatible with the present technological and 

clinical development”. Health District Office 

Multi-sectorial Engagement  

Most of the participants explained that there is a coordination body at district level for 

overall developmental issues including FGC, but this coordination body is generally weak. 

The level of coordination also varies from district to district. 
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“I do not remember the presence of coordination and integration activities 

among those sectorial office representatives except the health office and an 

office of Women and Children affairs. Our coordination with the health office 

and the general attorney office has been relatively good and supportive.” 

                  Women and Children Affairs District  

In addition 

“At a District level, we have established a technical committee from all 

sectorial offices (water, agriculture, health, education and others). This 

committee is responsible for overseeing and following the implementation of 

planned activities in collaboration with stakeholders, but there is not a 

standalone plan related to FGM specifically.” 

           Women and Children Affairs District 

Most of the key informants agreed on the importance of having a plan to end FGC and 

making a plan for the upcoming period but shortage of budget was their major obstacle. 

Participants recommended each sector offices to mobilize budget from their existing 

resources to implement the planned activities.  

In general, participants agree on the need of having functional and strong coordination 

among sector offices towards ending FGC in their community with a clear action plan, and 

a monitoring and evaluation system, which they do not currently have.   

“… All sector offices agreed to prepare one common action plan that will be 

implemented in 2013 E.C.” 

Health District Office 
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Findings of Desk Review 

 

S.no 

 

                              Question 

 Time period: Last Two years 

                          District  

Argoba Awash Fentale Amibara 

1 Number of community members that 
abandon the practice of FGC?  

No 

information 

30 No 

information 

2 Number of FGC ceremonies cancelled by the 
collective acts of the community? 

No 

information 

0 0 

3 Number of community level advocacy 
activities conducted on FGC?  

200 0 0 

4 Number of community influencers/religious 
leaders who received training on FGC?  

59 50 42 

5 Number of public declaration ceremonies 
organized for the abandonment of FGC? 

0 0 0 

6 Number of advocacy activities conducted for 
main decision makers? 

8 kebeles 0 0 

7 Number of Health care providers trained on 
FGC counseling and psychological support?  

1 0 0 

8 Number of health extension workers trained 
on FGC counseling and psychological 
support? 

2 0 0 

9 Number of women who received counseling 
and psychological support on FGC? 

0 0 0 

10 Number of trained security bodies to provide 
advisory and response services to FGC? 

0 0 0 

11 Number of law enforcement bodies who 
received training on FGC/harmful traditional 
practices, its policies and laws? 

0 0 0 

12 Number of meetings conducted with other 
sectors on FGC?  

1 0 1 
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Conclusions and Recommendations  
 

In conclusion, FGC rates are very high since a significant segment of the female population 

support the continuation of FGC, and such practices are being performed in a hidden 

context, which makes reporting the practice very difficult. There are community members 

who cross administrative borders with the purpose of practising FGC. Women who 

believe FGC has an advantage, who have a deep-rooted cultural perspective, who see FGC 

as part of their own religion, and have limited access to counseling services for FGC, are 

important factors to the continuation of FGC practices in Afar region.  We recommend 

Amref to focus on areas that need immediate attention as working closely with religious 

leaders and community influencers that have huge impact to convince community and 

religious followers; and improving the access and the availability of psychosocial services 

both for women who experienced FGC and women who didn’t, will discourage the future 

continuity of FGC practices. Hence, it is clear for implementers that integrating 

psychosocial support services and other community based interventions is crucial to raise 

awareness and perception in order to reduce future FGC practices.   
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Annex 1 – Project Logical Framework and Study Tools 
  

Intervention Logic Indicator target  
Baseline Sources and means of 

verification 
Possible risks  

AIM 

To protect girls from female 

genital mutilation/cutting in 

three woredas (Amibara, 

Awash Fantale and Argoba) 

in Afar's zone 3  

OV.1 Number of communities 

that have made a commitment to 

abandon the practice of FGM. 

 

IOV 2% decrease cases of FGM 

practiced in 2 years in girls, 

adolescents and youth 

 

 IOV 3. 90% of girls born during 

the project period will not suffer 

FGM. 

 

30 

 

 

62.6% 

 

 

 

89.7% 

FV.1 Health centre records. 

MOWCYA reports and records 

 

FV.2 Baseline, final external 

evaluation, reports of 

community-based organizations, 

signed joint public engagement 

document 

 

There is no strong political 

instability 

 

Economic crisis / natural 

disaster does not alter the order 

of priorities of the woredas 

(districts) 

 

Girls, young women and 

teenagers do not feel free to 

oppose FGM 

RESULTS 

Result 1: 

Transformed community 

behaviour, attitudes, social 

and gender norms to 

abandon FGM/C 

IOV 1.1. 30% reduction of 

community members who 

believe that the practice of FGM 

should continue 

 

IOV 1.2. Number of FGM 

 

64.6% 

 

 

 

FV.1.1 Baseline and final external 

evaluation 

 

FV.1.2. Documents signed by the 

community monitoring 

committees (WDA) on canceled 

Women of reproductive age are 

not actively involved in the 

implementation of the change 

in attitudes against FGM 

 

Traditional and religious leaders 
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Intervention Logic Indicator target  

Baseline Sources and means of 

verification 
Possible risks  

ceremonies canceled by 

collective acts of the community 

0 or (No 

informati

on) 

FGM ceremonies and number of 

FGM cases avoided. 

do not legitimize changes in 

social and gender norms. 

Result 2: 

Improved access to multi-

sectorial services (Legal, 

social and health) for girls & 

women to prevent FGMR 

IOV 2.1. 90% of women have 

access to counseling and 

psychosocial support services on 

FGM in health centers 

 

IOV 2.2 80% of the legal entities 

and security bodies of the 

woredas provide adequate 

advisory and response services to 

FGM 

 

 

 

 

 

 

48% 

 

 

 

0% 

FV.1.1 Baseline and final external 

evaluation 

 

FV.1.2. Documents signed by the 

community monitoring 

committees (WDA) on canceled 

FGM ceremonies and number of 

FGM cases avoided. 

 

FV 2.1. Health center records and 

satisfaction surveys on specific 

MGF services. 

 

FV 2.2 Record of visits, inquiries 

and complaints made and 

Health professionals, public 

officials of the police and legal 

forces, women's office and 

education do not commit to the 

project. 

 

Health authorities do not view 

waiting rooms for childbirth and 

training as an opportunity 
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Intervention Logic Indicator target  

Baseline Sources and means of 

verification 
Possible risks  

satisfaction accounts of services 

received 

 

 

Result 3:  

Experience of the project 

validated and proven  for its 

replication and 

dissemination of good 

practices 

IOV.3.1 Conducted a baseline on 

FGM and KAP study in the project 

area. 

 

IOV.3.2 Conducted a final 

evaluation on FGM in the project 

area. 

 

IOV.3.3 Dissemination of lessons 

learned and results obtained 

NA 

 

 

 

NA 

 

 

NA 

FV.3.1 Baseline report and KAP 

report 

FV.3.2 Final evaluation report 

FV.3.3.1 Document of lessons 

learned 

FV.3.3.2 Minutes disclosure 

meetings 

Afar incidents occur during the 

general elections in 2020 that 

hinder the development of 

activities. 

 

Rights, obligations and rights 

holders are not actively involved 

in the development of the 

baseline and evaluation. 

Final. 

  Activities Resources  Costs   

Result 1 

1.1. Social mobilization to 

end FGM (relegious leaders, 

clan leaders,kebele 

gatekepers) 

Per diems for participants. 

Meeting moderators 

(facilitators).Transport. Office / 

stationery. Room rental.  Water 

and snacks 

 

NA 
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Intervention Logic Indicator target  

Baseline Sources and means of 

verification 
Possible risks  

1.2. Advocate 

circumcizers/traditional birth 

attendants  to shift their task 

to women development 

armies(WDA) 

Maintenance allowances for 

participants. Moderators of the 

meeting (facilitators). Office / 

stationery. Room rental. Water 

and snacks. Transportation 

 

NA 

  

  

 

1.3 Advocacy against FGM for 

the main decision makers 

and the authorities at 

regional, district and kebele 

levels 

MOWCYA staff. Special support 

for participants. Moderators of 

the meeting (facilitators). Office / 

stationery. Room rental. Water 

and soft drinks 

 

NA 

  

  

1.4 Community awareness 

campaigns to end FGM. 

Maintenance allowances for 

participants. Moderators of the 

meeting (facilitators). Office / 

stationery. Room rental. Water 

and soft drinks. Megaphone 

systems. Transport. 

NA 

  

  

1.5. Conduct women group 

dialogue sessions to raise 

awareness among future 

Maintenance allowances for 

participants. And moderators of 

the meeting (facilitators). Water 

 

NA   
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Intervention Logic Indicator target  

Baseline Sources and means of 

verification 
Possible risks  

mothers about FGM 

(pregnant mothers) 

and soft drinks. Support 

materials and resources 

1.6. Involve schools and 

school clubs to mobilize 

communities for ending FGM 

Maintenance allowances for 

participants. Facilitators 

Informative and educational 

materials. Incentives 

NA 

  

  

1.7 Organize public 

declaration ceremonies for 

the abandonment of FGM 

Office / stationery. Room / tent 

rental. Water and snacks. Snacks 

Transportation, music, Amref 

staff, the woreda, the region and 

statewide. Diets for public 

officials. 

NA 

  

  

 

1.8 Strengthen and train 

community structures at 

Kebele level (WDA, 

Community Surveillance 

Committee) to fight FGM 

Maintenance allowances for 

participants. Moderators of the 

meeting (facilitators). Office / 

stationery. Room rental Water 

and soft drinks 

NA 

  

  



  

42 
 

  
Intervention Logic Indicator target  

Baseline Sources and means of 

verification 
Possible risks  

1.9 Organize male group 

dialogues at the community 

level (male participation in 

decision making) 

Maintenance allowances for 

participants. Moderators of the 

meeting (facilitators). Office / 

stationery. Room rental. Water 

and snacks. 

 

NA 

  

  

 

1.10 Develop radio and / or 

TV programs on harmful 

practices, FGM and women's 

rights 

Scripts, radio wedges, recording 

material, diets 

NA 

  

  

Result 2 

2.1 Social mobilization and 

community engagemnte and 

training for Community 

Extension Agents ( HEW) and 

health workers ( HWs) 

Training room, training materials, 

snacks, transportation diets, 

public address system, camera 

NA 

  

  

 

2.2. Training on FGM / 

harmful practices, policies 

and laws, for community 

influencers and religious 

leaders 

Maintenance diets for 

participants and facilitators of 

the training. Water and snacks. 

Training Materials Public officials 

in legislative functions. 

NA 
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Intervention Logic Indicator target  

Baseline Sources and means of 

verification 
Possible risks  

2.3. Training on FGM / 

harmful practices, its policies 

and laws for law 

enforcement bodies. 

Maintenance diets for 

participants and facilitators of 

the training. Water and snacks. 

Training Materials Public officials 

in legislative functions. 

NA 

  

  

2.4 Strengthen the 

counseling and service units 

in health facilities and 

psychosocial support by 

other sectors. 

Room rental, diet facilitators and 

participants, training and 

educational materials, 

audiovisual material. Snacks 

accommodation 

NA 

  

  

 

2.5 Ensure that legal entities 

and other legal services 

improve and are well 

oriented at each level. 

Training room, transportation, 

training materials, incentives, 

allowances to participants and 

facilitators. 

NA 

  

  

 

2.6 Support children who are 

at risk of FGM so that the law 

is applied 

Audiovisual materials, 

information materials, 

psychological, legal and health 

care rooms. Specialized staff for 

quality care 
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Intervention Logic Indicator target  

Baseline Sources and means of 

verification 
Possible risks  

2.7 Involve woredas in law 

enforcement by security 

forces 

Meeting room, facilitators, 

training material, 

accommodation, maintenance 

allowances and accommodation. 

Transport 

NA 

  

  

2.8 Strengthen the work of 

network defense / Anti-FGM 

alliances 

Transportation, meeting room, 

media, radios, tv, telephone, 

materials creation, participant 

diets meetings 

NA 

  

  

Result 3 

3.1 Baseline 
Consulting team, transportation, 

office supplies. Translation 

NA 
  

  

3.2 Final external evaluation 
Evaluation team, transportation, 

office supplies. Translation 

NA 
  

  

3.3 Periodic field supervision 

with all parties involved 

Transportation, maintenance, 

office supplies / stationery, Room 

rental 

NA 

  

  

3.4 Participation in local, 

national and international 

forums to share lessons 

learned 

Local and international transport, 

visas, lodging and maintenance 

allowances, presentations, 

various materials for exhibitions 

NA 
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