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About Clitoraid
According to a barbaric tradition that persists even today on an alarming scale, female children in many
parts of the world are forced to undergo an excruciatingly painful procedure through which their clitoris is
removed. This brutal and senseless act, known as female genital mutilation (FGM) is typically carried out
without anesthesia. It is usually performed by female relatives, themselves earlier victims of the practice. (For
more details about FGM, see Annex B.)
About 7,000 girls worldwide are subjected to this horrific violation daily. That adds up to over two and
a half million FGM victims per year, with approximately 150 million women living today without their
genitalia intact.
Until now, with the damage done, little could be done to help them achieve the sexual pleasure known to
the rest of humanity.
Then something wonderful happened. In May 2004, a few of those now involved in CLITORAID read
a short, almost unnoticed article describing the revolutionary work of Dr. Pierre Foldes, a French urologist
and surgeon who had developed a technique to help victims of Female Genital Mutilation (FGM) get their
clitoral sensation back.
(A description of the surgical procedure published by Dr. Foldes is provided in Annex A.)
When Rael, founder and leader of the worldwide Raelian Movement, learned of this new method of
restoring pleasure and dignity to FGM victims, he asked all Raelians, as well as everyone else who cares,
to spread the news that it is now possible to repair a mutilated clitoris. He also suggested the creation of
CLITORAID, a non-profit organization dedicated to ending FGM once and for all and to raising funds to
pay for the operations of as many genitally mutilated women as possible.
In accordance with Rael’s recommendations, CLITORAID was founded September 9, 2004 and launched
its “Adopt a Clitoris” campaign in April 2006. The organization received its tax-exempt status December 8,
2006 (see Annex C). Since then, the CLITORAID team has made significant strides toward accomplishing
its mission, with its first free clitoral reconstructive surgery hospital soon to open in Burkina Faso, Africa, and
volunteers from all continents focused on assisting women eager to feel complete again.

The Clitoraid Mission
The CLITORAID mission is to help as many FGM victims as possible regain their dignity and their sense
of pleasure, and in the process, help eliminate FGM once and for all worldwide.
CLITORAID’S public education program informs mutilated women and their communities of the
possibility of having the new restorative surgery free of charge, its worldwide fundraising campaign pays for
such operations and for establishing conveniently located facilities where the procedure can be preformed.
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Communication Program
Banemanie Traore (on left in photo) and Abibata Sanon from
Burkina Faso were two of the first African women to request the
revolutionary restorative operation. After their successful surgery,
they decided to testify to their restored pleasure and help other
victims by organizing conferences and local school tours. At such
events, they explain how women can dramatically improve their
lives by having the procedure.
Here’s what Abibata was telling us:
“It all started in Burkina Faso with extensive media coverage of the “Adopt a Clitoris” campaign
and the plans for the “Pleasure Hospital.” We also printed pamphlets and gave out thousands of
them.
On May 29, 2006, we held a press conference in front of two television stations, private and
public radio stations and most of the major newspapers. All of them published the full content of
Banemanie’s speech. She talked about the necessity of eliminating the taboo against using the word
“clitoris” and explained the importance of that organ to women and the need to rebuild it for those
who have been mutilated. She then introduced CLITORAID and its worldwide programs to raise
funds and help such women achieve the capacity for the physical pleasure they had been denied. After
this educational campaign, the subject of FGM became extremely public.
Every day now we are contacted by FGM victims who would like to be on our prospective
patients list. Today hundreds of women are ready to have the restorative surgery! One of our goals
was to testify publicly about our own successful surgeries to help others have the procedure. A major
newspaper did an article in which I testified about my experience while other experts explained the
operation and the effects of clitoral mutilation. However, I must add that although 50 or so other
women have had the procedure so far, none want their stories made public, because they don’t want
to talk about their sexual lives. The journalist writing the article congratulated the Raelian women
for their willingness to testify.
After my testimony, I received lots of encouragement and congratulations from many people,
including one of my bosses at work. I work for a local development project associated with the
Voluntary Program of the United Nations. The woman in charge of this program was the one who
congratulated me and asked me to share my experience with my colleagues at the United Nations
who are working here in Burkina Faso. I accepted with pleasure, and on July 28, about 30 people
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came to our regular meeting of the United Nations Volunteers.
I had asked a woman from Social Services to come and explain the problems of clitoral mutilation.
She showed a video of a little girl being cut next to a Nigerian market, right in front of everybody.
Needless to say, everyone was quite attentive. Then I talked about the right of women to have
physical pleasure just as men do, since men here can marry up to four women if they aren’t satisfied,
while women have no right to pleasure at all!
At the end of my talk, everyone applauded and I received lots of encouragement and congratulations,
especially from my boss, who cried so much watching those unbearable images. Many said that they
had no clue as to the magnitude of the problem until then, but now that they are aware of it, they
have to do something. One of the participants said that before the meeting he was in favor of clitoral
“circumcision” [a euphemism for FGM], but now he had changed his mind. The meeting was
supposed to last 45 minutes, but we wound up staying two hours!
After these events in Burkina Faso, I had the privilege of going on with this unique adventure,
accompanied by my Raelian guide, Banemanie. We went to Cotonou, Benin, and were interviewed
there for almost two hours by a TV journalist. In the following days, we went to Togo, where we were
also interviewed by the biggest newspaper, the Togo-Presse. The resulting article was subsequently
published Aug. 10, 2006, under the headline “Rehabilitation of circumcised women: Two victims
testify.”
Banemanie created AVFE, the African branch of CLITORAID, and has been relentless in her efforts to
bring hope to women who thought they would never know what an orgasm is. The list of women waiting for
help through AVFE/CLITORAID is growing every day.
Press releases were also sent out worldwide at that time, and a few articles were published as a result (see
article in “Look” magazine in Annex D).
Following this publicity, women originally from Africa but living abroad started contacting CLITORAID
to get more information and seek the organization’s assistance.
Here is what a young Somalian refugee in Europe (NOTE: her name and place of residence are withheld
here to protect her privacy) told CLITORAID in an e-mail:
Here is what a young Somalian refugee in Europe (NOTE: her name and place of residence are
withheld here to protect her privacy) told CLITORAID in an e-mail:
I’m a 23-year-old Somali refugee now residing in XXXX. I was cut as a young girl while still
residing in Somalia. Even until very recently, I was made to believe that it was ‘good’ to be cut, so I
had never fully understood the consequences of this evil practice.
Recently, I started my university education and have moved out of my parents’ house.
As a result of this newfound freedom, I started exploring my sexuality. I thought sex was supposed
to be an amazing experience, but for me it was extremely uncomfortable and unsatisfactory. I feel
I’ve done everything to educate myself and escape from the shackles of a restrictive and patriarchal
culture, but lately I’ve realized that I’ve been harmed by it, possibly for life.
I feel my own parents, my own people and my own culture have failed me. They have taken from
me what is essential for my self-identity, my womanhood. I see other women and I feel I’m lacking
something. I’m constantly preoccupied by this thought, and it has started affecting my psychological
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health. I don’t know who to turn to for help. I came upon your Web site by chance, and it gave me
some hope. Will you help me?
During the first week of April 2007, Dr. Foldes performed the restorative procedure for
this young woman. CLITORAID sponsored the operation, which was done in Paris. The
first volunteer U.S. doctor, Dr. Marci Bowers, received her first training from Dr. Foldes
during this surgery.

Many young FGM victims living in America and in Europe are like the e-mailer just quoted. They are
torn between the desire to be like all other women around them, yet they are afraid to face their families,
which, strangely enough, are sometimes more attached to their original cultural traditions than their relatives
still living in Africa are. Knowing they are torn between guilt and hope, CLITORAID counsels them and
helps them realize that female genital mutilation is a crime against humanity and that they shouldn’t tolerate
it!
FGM victims worldwide are now contacting CLITORAID because they realize their lack of physical
pleasure capacity is affecting their relationships. They feel inadequate compared to women who can have
orgasms and share pleasure with their partners.
Here is what a Senegalese woman wrote to CLITORAID about her experience as a victim of Genital
Mutilation:
“I’m a 28-year-old Senegalese mother who underwent the cutting at a very young age. I just read
in CLITORAID’s flyer that it is possible to reconstruct the clitoris. I would like to know if you can
help me. I can’t manage to live the way other women do because of this wound that tortures me
every day of my life. My parents took away the essence of my identity and femininity. I look at other
women and I feel that something is missing in me. Please tell me the procedure I need to follow to
have my clitoris repaired. I would be so happy to have it back one day – I have been abandoned by
my husband because of this problem. I’m haunted by the thought that all of this has begun to affect
my mental health, and I don’t know who to turn to for help. I happened to find your organization
and it has given me hope.”
This Woman’s reconstructive surgery was completed, March 17, 2009. It was performed
by Dr. Marci Bowers at her clinic in Trinidad Colorado.

Another hopeful woman contacted CLITORAID through live Web chat, excerpts from which are shown
below. (Her name is omitted to protect her privacy.)
CLITORAID: How does he [XXXX’s boyfriend] feel about FGM [Female Genital
Mutilation] in general?
XXXX: Disgusted. He said I’m the first and last mutilated woman he was going to have.
He felt very strongly about it and went ballistic when he found out I was one [an FGM
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victim]. But he had gone too deep then with me [to break up] because otherwise it would
have been the end of the relationship. It took him time but, hey, it’s all smiles now.
CLITORAID: That’s wonderful that he feels like that! African men need to raise their
voices to say they don’t like FGM! I suppose his attitude influenced you to seek ways to have
the clitoral repair surgery.
XXXX: Yeah, because we had a lot of problems with sex. To be honest, I also want to have
the surgery because it will make me feel so whole and give me confidence. My boyfriend is a
really nice guy but he is highly sexual. I felt like I was letting him down because I couldn’t
satisfy him. Yet I couldn’t accept him finding sex elsewhere, so it wasn’t really fair. I knew
this was my shortcoming, and it was a very important one too. It was a disturbing feeling.
But even so, he was 100 percent supportive.
CLITORAID: Yes, I understand. Dr. [Pierre] Foldes, who invented this new clitoral
repair surgery, mentioned relationship problems like yours in his book. Thank you so much
for taking the time to chat tonight. I’m looking forward to hearing more from you in the
next few months!
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Fundraising and Operations
CLITORAID began its mission with a public education campaign designed to inform people about the
horrors of FGM and the need to permanently eliminate this brutal practice. But the organization’s primary
goal over at least the next decade is to raise the funds needed to provide clitoral repair surgery for as many
FGM victims as possible.
And along with providing the surgery itself, we must build more facilities where it can be performed.
Although FGM victims can be found in many other places around the world, the custom is especially
prevalent in Africa, and the vast majority of African women can’t afford the reconstructive procedure without
our assistance. Therefore, our principal focus is on providing facilities and operations in Africa. Our goal is to
help every woman who wants it to have this surgery.
At first, we were told that some doctors in Burkina Faso had offered to operate in Ouagadougou for a
fee of $500. While that’s a more-than-reasonable price for such surgery by Western standards, it’s far beyond
what the majority of African women can afford. In fact, for most of them, $500 is an impossible sum, the
equivalent of several years of family income.
We thought in the beginning that we could just facilitate these operations by paying for them. For
example, we paid for a few of those performed by Dr. Michel Lankouande I don’t find this doctor on the web
spelled like that, let me ask Bane for the proper spelling of the last name and confirmation of the first name
as well in Ouagadougou. But we discovered later that Dr. Lankouande, like most doctors operating in Africa,
had not yet been trained by Dr. Foldes, so the operations had not been successful. We then sent the sponsored
women to Paris, where they underwent a second procedure performed by Dr. Foldes, who confirmed the
failure of the earlier surgery. This second surgery by Dr. Foldes was successful, and the women were thrilled
with the results.
Now we wanted to do more.
Given the lack of appropriate local structure – both physical and cultural – for such surgery in most
African nations, plus the increasing number of African women applying for CLITORAID’s assistance to have
the procedure, we saw it would be much more efficient to build a local clinic in Africa specializing in clitoral
repair.
Further, we decided that at this new facility, benevolent doctors from every continent – including African
doctors – could come to operate, but only after being trained by either Dr. Foldes himself or by Dr. Marci
Bowers, an American doctor who learned the procedure by training directly under him. Dr. Bowers is now
leads CLITORAID’S surgical team and will be among the first to perform clitoral reconstructive surgery at
CLITORAID’S new clinic in Burkina Faso.
Surgery at the Burkina Faso clinic will be offered free of charge to any FGM victim.
The clinic is located in Bobo Dioulasso, the second largest city in Burkina Faso, which is conveniently
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located at the crossroads between four countries highly affected by the barbaric practice of FGM.
For now, CLITORAID’s help for genitally mutilated women not living in Africa is limited to helping them
arrange appointments to have the procedure. We also counsel victims before and after surgery. Benevolent
members of CLITORAID help by providing free accommodations and transport to the clinics when such
patients have their consultations, surgery and post-operative counseling.
For the immediate future, CLITORAID’s board has decided to allocate most additional collected funds
for completing the specialized clinic in Bobo Dioulasso. Once this pioneer clinic is open and surgeries are
under way, we plan to add additional “pleasure hospitals” to help even more victims.
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The Pioneer Surgeon
Dr. Pierre Foldes, FGM Reconstructive Surgery Pioneer:
Several years ago, French urologist and surgeon Dr. Pierre Foldes devised a
revolutionary surgical technique that restores clitoral functioning to FGM patients.
This procedure gives hope to millions of such women worldwide and thereby made
CLITORAID’s mission possible.
Although he does not work for or with CLITORAID, Dr. Foldes annually performs
his clitoral reconstructive procedure in Paris, France, for over 200 African women
and refuses to accept payment for those services. He performs these operations in
addition to his extensive, full-time work elsewhere because he believes FGM patients
are victims of crimes against humanity.
“[FGM] is worse than rape because the families are involved,” Dr. Foldes explained, referring to the fact
that a victim’s close relatives either perform the genital mutilation themselves or arrange for someone else to
do it. “It is also much worse in terms of the clinical aftermath,” he added.
Dr. Foldes authored a comprehensive study on clitoral restoration surgery performed for 453 women from
1994 to 2004. For results of that study, a beacon of hope for FGM victims, see: http://www.wasvisual.
Dr Foldes donates a generous amount of his time to train other physicians in this technique.
One of CLITORAID’s primary goals is to sponsor the training of Doctors by Dr. Bowers,
the first Clitoraid surgeon trained by Dr. Foldes, thus spreading his revolutionary technique
throughout the world and addressing the issue from multiple angles
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Our Head Doctors’ Profiles
Dr. Marci Bowers, Renowned Reconstructive Surgeon:
On March 27, 2009, at her Colorado clinic, Dr. Marci Bowers performed the
first clitoral repair surgeries ever performed in the United States, successfully restoring
clitoral functioning and the capacity for physical pleasure to three FGM victims,
referred by CLITORAID.
The first American doctor to volunteer for CLITORAID, she traveled to France
through CLITORAID’s sponsorship to train directly under Dr. Pierre Foldes, who
pioneered this wonderful clitoral reconstructive surgery that restores physical pleasure
and dignity.
Dr. Bowers has also performed many other types of sex-related surgery, including a
penile inversion technique for male-to-female sex reassignment. In her expert capacity,
she appeared on Oprah Winfrey in October 2008 and has also appeared in numerous
TV news broadcasts and documentaries. She even had a role in CSI: Las Vegas’ 100th episode.
During her more than two decades as an obstetrician/gynecologist and surgeon, she has served as ob/gyn
department chairperson at Swedish (Providence) Medical Center and as the only physician member of the
Washington State Midwifery Board. Listed among “America’s Best Physicians,” she is also a member-elect of
the European Academy of Sciences. A graduate of the University of Minnesota Medical School, she served as
class and student body president.
The CLITORAID team is enormously grateful that Dr. Bowers has so generously volunteered her
time, considerable experience and exceptional surgical skills to assist women eagerly awaiting the clitoral
reconstruction procedure.
For more information about Dr. Bowers, see: http://www.marcibowers.com.

In 2007 Dr. Bowers volunteered to help CLITORAID in its mission and offered to devote
a few weeks of her busy schedule to operate in our African clinic once it’s completed.
Dr. Bowers had her final training by Dr. Pierre Foldes, who pioneered the new clitoral
reconstructive surgery, in Jan 22-28 2009 in Paris. Since then, she has performed the
procedure on CLITORAID’s sponsored victims at her clinic in Colorado while women
who discover this possibility continue to contact CLITORAID for appointments.
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Dr. Larry Asley, Sexual Trauma Therapist:
Because it’s just as important to treat the psychological damage done to FGM
victims as it is to repair the physical damage, the Clitoraid team was thrilled when Dr.
Larry Ashley, a leading expert in sexual trauma, volunteered his services.
Dr. Ashley is Addictions Specialist and Associate Professor in Residence for the
Department of Counselor Education at the University of Nevada, Las Vegas. He
specializes in the treatment of combat and sexual traumas, with a primary focus on
the training and mentoring of trauma and addiction professionals.
For Clitoraid, he will assemble and train a team of community providers and
graduate students to provide counseling and therapy for FGM victims both before
and after surgery. The post-surgical follow-up is especially important, since it will help
the women accept and maximize their new capacity for physical pleasure.

“Of all of the sexual trauma survivors I’ve worked with, the women who are victims of
female genital mutilation are among the most psychologically impacted I’ve have been
associated with,” Dr. Ashley said after meeting a woman who had the restorative surgery
March 27. “I feel very fortunate that I can help. There is a tremendous need to have
emotional aid available as well as correctiv e surgery.”
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Our Results
More than 100 volunteers worldwide, including men and women from Europe, Canada, the United
States, Australia, New Zealand and Mexico, are working to help CLITORAID, with more signing up all the
time.
These volunteers organize various fundraising activities in their regions, such as selling T-shirts, pastries
and cards, and they also collect funds in the streets, at special events and in local shops.
As of June 2009, this grassroots fundraising drive had raised a total of $155,128.98. This is a wonderful
achievement, especially since the average donation thus far has been around $10.
However, with expenses (also as of June 2009) totaling $146,685.28, our funds are still insufficient to
complete construction of the Burkina Faso hospital. (Preliminary costs of the clinic, including the land
purchase, fees for permits, permissions, etc., and construction costs to date, account for $101,715.00 –
roughly two thirds of expenses incurred thus far. The remaining third has been used to provide surgery,
transportation and related costs for a number of FGM victims and to cover organizational expenses, legal fees
and physician training.)
With increasing public awareness of the plight of FGM victims and CLITORAID’S mission to assist
them, we hope to meet our preliminary fundraising goal in time to complete the Burkina Faso hospital this
fall. The clinic’s first clitoral repair surgeries would be scheduled almost immediately thereafter, since the
demand is so great. There is already a long list of women awaiting the procedure, and we expect thousands
more to follow as word continues to spread.
CLITORAID has overcome many obstacles in preparing to open the first African clinic.
Early on, our representatives in Burkina Faso faced serious setbacks. The first land we purchased for the
hospital was repossessed by a local telephone company despite our property title. We then had to take the
matter to court to get another suitable location.
The official name for we preferred for our clinic, “Pleasure Hospital,” caused additional delays. A person
essential to the approval process found the name offensive. Since we knew it was far more important to get
the clinic up and running than to hold onto a particular name, we changed the official name of the facility
to Kamkaso which means in the Bambara dialect “the house of women”. But for us at CLITORAID, and for
many of the local people as well, the facility will be forever and affectionately known by its original name,
“The Pleasure Hospital.”
One thing that wasn’t a problem was finding volunteers to assist with the building process. Local grassroots
support in Africa has been phenomenal, to say the least, and we’ve also had volunteer participation from
around the world.
A team of CLITORAID volunteer builders from Canada and Burkina Faso prepared the building stones,
literally extracting them from the ground and cutting them individually, brick by brick. A group of local
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Burkanibe women, many of whom are FGM victims, have been involved in the construction process since
before the first foundation stone was placed, doing everything from carrying bricks to digging holes. Thus,
the “Pleasure Hospital” will have been built from the ground up by those who will most benefit from it. It’s
hard to imagine a more inspiring, heartwarming beginning for our first free facility! Through the assistance
of CLITORAID, women in the impoverished nation of Burkina Faso are taking their destiny into their own
hands. We hope many others will follow!
The 1st Bricks of the Pleasure Hospital May 26, 2007
Photo caption: shown left to right, with some of the first stones carried
to the construction site: Banemanie, Clitoraid correspondent in Burkina
Faso; Fahir, the first woman who received clitoral repair surgery through
Clitoraid; and Abibata, now touring the Country to educate women and
schoolgirls about the restorative procedure.
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The Pleasure Hospital 2009
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Post-Operative Program
Post-operative patient education and counseling is an essential adjunct to clitoral reconstructive surgery.
Dr. Foldes insists that post-op women need help in understanding how to find pleasure through stimulation of
their reconstructed organ. They also need help adjusting psychologically to the reality of their new physicality,
since they have been conditioned since childhood to feel guilty and ashamed about their sexual needs.
Since many FGM victims have never before experienced pleasure through clitoral stimulation, CLITORAID
asked several sexologists and psychologists to design an appropriate post-op program to help them achieve it.
The program includes both physical and psychological aspects.

Betty Dodson, Ph.D., Famous Sexologist, Artist and Author
Betty Dodson, Ph.D., is an artist, author and sex educator as well as an
international authority on women’s sexuality. She achieved worldwide recognition
for three groundbreaking, erotic art exhibitions in the 1960’s and 70’s before leaving
the art world to become a feminist activist and public advocate for women’s sexual
liberation.
In 1973, she began running sexual CR (consciousness-raising) groups for women
that later became her Bodysex Groups. Under Dodson’s tutelage, women in these
groups learned to appreciate the beauty of their genitals as well as to explore the varied
experiences of orgasm through masturbation.
In 1974, Dodson wrote, illustrated and self-published her first book, “Liberating
Masturbation: A Meditation on Selflove,” which by the 1980’s had become a feminist classic. In 1986, when
she sold the book to Crown Publishing Group, it was retitled “Sex for One; the Joy of Selfloving.” In 1996,
the revised version of that book became a bestseller and was chosen for the Quality Book of the Month Club.
By then, Dodson had been called “America’s first public masturbator” on national television’s Phil Donahue
Show. “Sex for One” has since been translated into eight foreign languages. Dodson has a private practice in
New York City and maintains an active Web site: www.bettydodson.com.For the past 10 years, Dodson has
provided guidance to help women in Africa who suffered female genital mutilation (FGM) regain some sense
of pleasure via her videos and suggestions about how to use various sexual gadgets.
A CLITORAID representative met with Dr. Dodson in August 2006 at her private studio
in Manhattan. When Dodson first heard about the goals of CLITORAID, she said, “I
definitely support CLITORAID 100 percent!” Collaborative programs involving both
CLITORAID and Dr. Dodson are in the making and she kindly agreed to help create
an exam to test patients clitoral sensitivity prior to surgery and a post-op clitoral reeducation program as well.
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In Conclusion
Our task is huge considering the 150 million FGM victims worldwide and the in-depth change in
mentality needed in many instances to accept our assistance. But we believe reconstructive clitoral surgery is
the first step toward eliminating the barbaric practice of genital mutilation once and for all. We will succeed
through science, hope and determination.
We face a great deal of resistance in some parts of Africa and we know we will even have to guard our
clinic in Burkina Faso day and night once it’s built.
Yet, we also see the enormous difference we make! The transformation we saw in Abibata (one of the
first CLITORAID patients to have reconstructive surgery) was a joy to behold.
Those who perform genital mutilation/circumcision will eventually get our message: If you take it
away, we’ll give it back!
								
This is CLITORAID - And we need your Help!
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Clitoraid Contact Info:
Clitoraid Inc. (International Office)
6120 W Tropicana Ave #A16-200
Las Vegas NV 89103, USA
Thomas Kaenzig
+1.702.768.4956		
(Finance/Administration)

int-administration@clitoraid.org

Lara Terstenjak
+1.702.883.4423 		
(PR/Events/Fund Raisers)

int-public-relations@clitoraid.org

Nadine Gary 		
+1.858.717.3458 		
(Operation Manager)

int-manager@clitoraid.org

Florence Laudoyer
(US Manager)

+1.415. 827.2021		

usa@clitoraid.org

International Managers
				
Sylvie Chabot 						
canada@clitoraid.org
Alexandra Nanchen					
europe@clitoraid.org
Isabelle Lottie						
australia@clitoraid.org
Abibata Sanon 					
africa@clitoraid.org
Eliane Wurmser 					
middleeast@clitoraid.org
Jung Won Shin					
asia@clitoraid.org
Or write directly to:
Email: info@clitoraid.org
Web: www.clitoraid.org

Thank you for your support in helping to change a woman’s life!
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ANNEX A

Article by Doctor Foldes
Published in the Journal of Sexual Medicine, 2006
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ANNEX B

What is FGM
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Female Genital Mutilation
FGM is a practice that removes part or all of the external female
genitalia. How much is removed and the method used varies
widely, depending on the region and cultural affiliations.
There are different types of FGM, from the least invasive, a cut in the
clitoral hood, to the most damaging, wherein the clitoris, labia minora,
and flesh of the labia majora are entirely cut out, and the remaining skin
of the labia majora is sewn together. This leaves a small hole, (perhaps an
inch long), for the expulsion of urine and menses. This form of FGM, called
infibulation, occurs more commonly throughout the Horn of Africa where
health infrastructure andaccess to information are largely non-existent.
Excision takes place in some 28 countries in Africa, Asia & parts of the
Middle East,Women with FGM are increasingly found in Europe, Australia,
New Zealand, Canada and the USA, largely as a result of migration There
are an estimated 150 million mutilated women and an estimated 2-3
million girls are subjected to the practice each year - 7,000 girls per day.

		

Medical Facts about FGM

Immediately following the procedure, which is most commonly done
on girls between 4 and 12 years of age, complications include:
• Hemorrhage
• Shock
• Severe pain
• Possible Death
Long-term medical consequences can also include:
• Sterility
• Sexual dysfunction & pain
• Anemia
• Complications in childbirth & infant death
• Cysts and Abscesses
• Incontinence and/or difficulty in urinating
• Menstrual disorders
• Recurring bladder and urinary tract infections
• Fistulae
• Psycological disorders
In the weeks after the procedure further complications can include:
• Injury to adjacent area
• Wound Infection
• Urinary Infection
• Shock
• Hemorrhage
• Septicemia
• Ulceration of the genital region
• Hemorrhage
• Septicemia
• Ulceration of the genital region
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History of FGM, Past and Present

Origins of FGM
The origins of FGM are unknown. In the 5th century BCE the first Western historian, Herodotus, claimed
that the Phoenicians, the Hittites, and the Ethiopians practiced circumcision, and that it was practiced as
well in “ancient Egypt;” presumably to ensure the virginity of brides and consorts delivered to the Pharaoh
or other powerful men. There are claims that some Egyptian mummies display characteristics of FGM. It is
also reported that excision rites were practiced in the Philippines, by certain tribes in the Upper Amazon, and
among Aboriginals in Australia. It also occurred among the early Romans and Arabs. As recent as the 1950s,
clitoridectomy was practiced in Europe and the U.S. to treat ‘ailments’ in young women such as hysteria,
epilepsy, mental disorders, masturbation, nymphomania, melancholia, and lesbianism. Most researchers
believe the practice was first developed by men in the beginning stages of civilization in order to control
the sexuality of women, thus giving themselves more security over their patrimony and personal lives, and
ensuring the patriarchal continuity of culture and property.
In ancient Mesopotamia the Code of Hammurabi marks the beginning of the institutionalization of the
patriarchal family. From 1250 B.C. on, public veiling and the sexual control of women have been essential
features of patriarchy. Under this code, fathers were legally empowered to treat the virginity of their daughters
as a property asset. This system and others like it also divides women into classes of “respectable”, which is to
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say conforming, male-protected and chaste women, and “disreputable” or unprotected, low class and slave
women. Those women who benefited by securing their own safety and, more poignantly, the safety of their
children, or those who strove to benefit, not only bowed to the system, but became its staunchest advocates.

Recent History of FGM
During the colonial centuries, efforts by Christian missionaries to persuade tribal leaders to abandon
female circumcision met with no visible success anywhere in Africa. Attempts by British colonial governments
in Sudan and Kenya to legislate the custom out of existence also failed dismally.
Africa is not, by any means, alone in its difficulty in reconciling with female sexuality/genitalia. In Sexuality
and the Psychology of Love Sigmund Freud states that the “elimination of clitoral sexuality is a necessary
precondition for the development of femininity.” As recently as 1979, “Love Surgery” was performed on
women in the United States by Dr. James E. Burt, the so-called Love Surgeon. He introduced “clitoral
relocation” (i.e. sunna circumcision) to the medical establishment. He believed and acted upon the idea that
excision does not prevent sexual pleasure but enhances it. Dr. Burt practiced in Ohio for almost ten years
before he was exposed, after which he gave up his license.
At least 16 African countries have banned the practice, and the Maputo Protocol, an African regional
document that prohibits and condemns FGM, came into force in November 2005. It is important to note,
however, that even though FGM is currently illegal in many countries in Africa and the Middle East, this has
not reduced the number of the girls that are mutilated every year. The governments of these countries have
no way of monitoring the spread and practice of FGM. The United Nations, UNICEF, and the World Health
Organization have considered FGM to be a violation of Human Rights and have made recommendations to
eradicate this practice. However, trying to fight FGM on legal terms is ineffective since those who practice it
oftentimes do not report it. FGM is also widely practiced in villages and remote places where the government
does not have an easy access.
As early as 1952, the UN Commission on Human Rights adopted a resolution on FGM/C. The 1979
Convention on the Elimination of All Forms of Discrimination Against Women was an important milestone
in recognizing the human rights implications of FGM/C. With the 1989 Convention on the Rights of
the Child, the procedure has been identified as both a harmful traditional practice that compromises a
child’s right to the highest attainable standard of health and a form of violence. International commitment
to address FGM/C continues to grow. The Millennium Development Goals establish measurable targets
and indicators of development that are of direct relevance to ending FGM/C – namely to promote gender
equality and empower women, to reduce child mortality and to improve maternal health. A World Fit for
Children, the outcome document of the 2002 UN General Assembly Special Session for Children, explicitly
calls for an end to “harmful traditional or customary practices, such as early and forced marriage and female
genital mutilation.” At the UN General Assembly Special Session on Children in 2002, governments forged
a commitment to end FGM/C by 2010. In February 2003, 30 African countries vowed to end FGM/C and
called for the establishment of an International Day of Zero Tolerance.
The UN Declaration on the Elimination of Violence Against Women (1993) provides that: “States should
not invoke any custom, tradition, or religious consideration to avoid their obligation to eliminate violence
against women, and that they must exhibit due diligence in investigating and imposing penalties for violence,
and establishing effective protective measures.”
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A joint statement by the WHO, UNICEF and UNFPA declares: “It is unacceptable that the international
community remains passive in the name of a distorted vision of multiculturalism. People will change their
behaviour when they understand the hazards and indignity of harmful practices and when they realize that it
is possible to give up harmful practices without giving up meaningful aspects of their culture.”
In the United States, Congresswoman Patricia Shroeder introduced a bill to outlaw FGM in the United
States in the fall of 1994. At the present, this bill has not been approved. As one example of state law there
is the Illinois FGM law of 1995. Anyone who is found guilty of performing FGM in the state of Illinois
is convicted of a Class X felony and may be sentenced to a term of natural life imprisonment. Most states,
especially those with large immigrant populations, have very similar laws on the books.

History of Abandonment Approaches

Efforts to abandon the practice in Africa can be traced back to the beginning of the twentieth century
when missionaries and colonial authorities emphasized the alleged adverse health effects and framed the
practice as “uncivilized, barbaric, and unacceptable in the eyes of Christianity.”
Early efforts to ban FGM were seen by many African communities as another attempt at colonial
imperialism and led to widespread resistance resulting, in some places, in an increase in the practice and
in driving the practice underground. For example, in colonial Kenya, communities in the Meru District
believed that FGM “remade girls into women”; there the practice was accompanied by attendant teachings
and celebrations to mark the rite of passage into adulthood. In response to the ban, the girls of Meru fearing
being denied adulthood— cut themselves, becoming known as ngaitana, meaning “I will circumcise myself.”
Currently, the Meru District has one of the highest incidences of FGM in Kenya.
The increasing importance of African women’s groups in pursuing economic, political, and social
advancement and their interaction with the international community led many women to become activists
for the abandonment of the practice. Their participation in international conferences such as the International
Conference on Population and Development (ICPD) in 1994 and the Fourth World Conference on Women
in Beijing in 1995 led to the growing recognition of FGM as a health and human rights issue. In these
and subsequent international forums, African governments, international agencies, and nongovernmental
organizations (NGOs) have supported international declarations to support the abandonment of the
practice.
The increasing recognition of FGM as an issue of global concern has seen evolving collaborations between
nations, international donors, international, regional and local NGOs, individuals, and communities. Such
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joint activities have proved essential given the diversity of stakeholders, the complexity of the factors that
influence the continuation of FGM, and the differences in the practice.
Recent efforts have contributed to a large body of evidence on different approaches that can be analyzed
to determine their impact on raising awareness and changing behavior. Rigorous evaluation of these
approaches is often lacking, as many interventions have been small in scale, worked with limited budgets,
or lacked indicators to monitor and evaluate impact. With larger levels of funding by and collaboration
with international development assistance organizations and philanthropic foundations, more evaluations are
being conducted—although this still remains far from systematic.
International Conference on Population and Development Program of Action 1994: FGM violates the
Convention on the Elimination of all Forms of Discrimination against Women (CEDAW 1979) and the
Convention against Torture and other Cruel, Inhumane, or Degrading Treatment or Punishment 1984.
Governments are urged to prohibit female genital mutilation wherever it exists and to give vigorous
support to efforts among nongovernmental and community organizations and religious institutions to
eliminate such practices.
Some approaches to abandonment and their implications for future initiatives, include:
• Human rights approach
• Legal approach
• Health risk approach
• Training health workers as change agents
• Training and converting circumcisers
• Alternative rites approach
• Positive deviance approach
• Comprehensive social development approach
The way the approaches have been described is, to some extent, artificial, as most programs have used a
combination of approaches.
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FGM Facts
What is Female Genital Mutilation/Cutting (FGM/FGC)?
FGC/FGM refers to all procedures involving partial or total removal of the external female genitalia or
other injury to the female genital organs for cultural or other non-medical reasons.
What are the different types of FGM/FGC?
The World Health Organization (WHO) has identified four types:
• Type 1: Excision of the prepuce, with or without excision of part or all of the clitoris.
• Type 2: Excision of the clitoris with partial or total excision of the labia minora
• Type 3: Excision of part or all of the external genitalia and stitching/narrowing of the vaginal opening
(infibulation). Sometimes referred to as pharaonic circumcision.
• Type 4: Others, such as pricking, piercing or incising, stretching, burning of the clitoris, scraping of
tissue surrounding the vaginal orifice, cutting of the vagina, introduction of corrosive substances or
herbs into the vagina to cause bleeding or to tighten the opening.
Which type is the most common?
Types I and II are the most common, with variation among countries. Type III, infibulation, constitutes
about 20 per cent of all affected women and is most likely in Somalia, northern Sudan and Djibouti.
Different terms are in use to describe FGM/FGC. What do they mean?
• Incision: refers to making cuts in the clitoris, cutting free the clitoral prepuce, but also relates to
incisions made in the vaginal wall and to incision of the perineum and the symphysis.
• Clitoridectomy: refers to partial or total removal of the clitoris
• Excision: refers to the removal of the clitoris and partial or total removal of the labia minora. The
amount of tissue that is removed varies widely from community to community.
• Infibulation: refers to the removal of the clitoris, partial or total removal of the labia minora and
stitching together of the labia majora.
• Circumcision: this is a collective name that is used to describe a variety of practices involving the
cutting of the female genitalia. It often refers to operations that fall under type I FGM/FGC. This
term is considered as confusing by some since it seems to equate male circumcision with FGM/
FGC. However, the only form that anatomically is comparable to male circumcision is that form in
which the clitoral prepuce is cut away. This form seldom occurs. It is sometimes argued that the term
circumcision obscures the serious physical and psychological effects of genital cutting on women.
Female genital mutilation:
this is also a collective name to describe procedures that involve partial or total removal of the external
female genitalia or other injury to female genital organs whether for cultural or other non-medical reasons.
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This term is used by a wide range of women’s health and human rights organizations and activists, not just
to describe the various forms but also to indicate that the practice is considered a mutilation of the female
genitalia and as a violation of women’s basic human rights. Since 1994, the term has been used in several
United Nations conference documents, and has served as a policy and advocacy tool.
Female genital cutting:
Some organizations have opted to use the more neutral term ‘female genital cutting’. This stems from
the fact that communities that practice FGC often find the use of the term ‘mutilation’ demeaning, since it
seems to indicate malice on the part of parents or circumcisers. The use of judgmental terminology bears the
risk of creating a backlash, thus possibly causing an alienation of communities that practice FGM/FGC or
even causing an actual increase in the number of girls being subjected to FGM/FGC. In this respect it should
be noted that the Special Rapporteur on Traditional Practices (ECOSOC, Commission on Human Rights)
recently called for tact and patience regarding FGC eradication activities and warned against the dangers of
demonizing cultures under cover of condemning practices harmful to women and girls.
What is de-infibulation?
Infibulation creates a physical barrier to sexual intercourse and childbirth. An infibulated woman therefore
has to undergo gradual dilation of the vaginal opening before sexual intercourse can take place. Often,
infibulated women are cut open on the first night of marriage (by the husband, or a circumciser), in order
to enable the husband to be intimate with his wife. At childbirth, many women also have to be cut again,
because the vaginal opening is too small to allow for the passage of a baby. Attempts at forcible penetration
may cause rupture of scars and sometimes perineal tears, dyspareunia, and vaginismus. Excessive penile force
during first intercourse can cause severe bleeding, shock and infection.
What is re-infibulation?
In some communities, the raw edges of the wound are sutured again after childbirth, recreating a small
vaginal opening. This is referred to as re-infibulation.
Where does the practice come from?
The origins of the practice are unclear. It predates the rise of Christianity and Islam. There is mention
made of Egyptian mummies that display characteristics of FGM/FGC. Historians such as Herodotus claim
that in the fifth century BC the Phoenicians, the Hittites and the Ethiopians practiced circumcision. It is
also reported that circumcision rites were practiced in tropical zones of Africa, in the Philippines, by certain
tribes in the Upper Amazon, and in Australia by women of the Arunta tribe. It also occurred among the
early Romans and Arabs. As recent as the 1950s, clitoridectomy was practiced in Western Europe and the
United States to treat ‘ailments’ in women as diverse as hysteria, epilepsy, mental disorders, masturbation,
nymphomania, melancholia and lesbianism. In other words, the practice of FGM/FGC has been followed by
many different peoples and societies across the ages and the continents.
Who performs FGM/FGC?
FGM/FGC is usually carried out by elderly people in the community (usually, but not exclusively, women)
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who have been specially designated for this task, or by traditional birth attendants. These people receive a
fee from the girls’ family members, in money or in kind. In some cases, medical personnel perform the
operation as well, for a fee. Among certain populations, FGM/FGC may be carried out by traditional health
practitioners, (male) barbers, members of secret societies, herbalists, and sometimes by a female relative.
What instruments are used to perform FGM/FGC?
FGM/FGC is carried out with special knives, scissors, and scalpels, pieces of glass or razor blades. Anesthetic
and antiseptics are not generally used except when carried out by medical practitioners. In communities
where infibulations is practiced, the girls’ legs are often bound together to immobilize her for a period of 10
– 14 days, to allow formation of scar tissue.
What is done to stop the bleeding?
Paste mixtures of local herbs, porridge, ashes, mud, earth etc. are rubbed on the wound to stop the
bleeding. In the case of type 3 (infibulation) the sides of the wound are stitched, or held together by thorns
(e.g. from acacia trees).
At what age is FGM/FGC performed?
The age at which FGM/FGC is performed varies. In some areas it is carried out during infancy (as early
as a couple of days after birth), in others during childhood, at the time of marriage, during a woman’s first
pregnancy or after the birth of her first child. The most typical age is 7 – 10 years or just before puberty,
although reports suggest that the age is dropping in some areas.
In which countries is FGM/FGC practiced?
The practice is common in parts of Africa, Asia and in some Arab Countries. It is practiced among
communities in: Benin, Burkina Faso, Cameroon, Central African Republic, Chad, Cote d’Ivoire, Democratic
Republic of Congo, Djibouti, Egypt, Ethiopia, Eritrea, Gambia, Ghana, Guinea, Guinea-Bissau, Kenya,
Liberia, Mali, Mauritania, Niger, Nigeria, Senegal, Sierra Leone, Somalia, Sudan, Tanzania, Togo, and
Uganda.
FGM/FGC is also practiced among certain ethnic groups in a number of Asian countries (India, Indonesia,
Malaysia, Pakistan); among some groups in the Arabian Peninsula (in Oman, Saudi Arabia, United Arab
Emirates, Yemen); and among certain immigrant communities in Europe, Australia, Canada and the United
States.
Why is FGM/FGC performed?
Cultural practices such as FGM/FGC are rooted in a set of beliefs, values, cultural and social behavior
patterns that govern the lives of people in society. There are many reasons given for practicing FGM/FGC.
These can be categorized under five headings:
• Psychosexual reasons:
FGM/FGC is carried out as a means to control women’s sexuality (which is argued to be insatiable if
parts of the genitalia, especially the clitoris, are not removed). It is thought to ensure virginity before
and fidelity after marriage and/or to increase male sexual pleasure.
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• Sociological and cultural reasons:
FGM/FGC is seen as part of a girl’s initiation into womanhood and as an intrinsic part of a community’s
cultural heritage/tradition. Various myths exist about female genitalia (e.g. that if uncut the clitoris
will grow to the size of a penis; FGM/FGC would enhance fertility or promote child survival, etc) and
these serve to perpetuate the practice.
Hygiene and aesthetic reasons:
In some communities, the external female genitalia are considered dirty and ugly and are removed
ostensibly to promote hygiene and aesthetic appeal.
• Religious reasons:
Although FGM/FGC is not sanctioned by either Islam nor by Christianity, supposed religious
prescripts (e.g. the mention of ‘Sunna” in the Koran) are often used to justify the practice.
• Socio-economic factors:
In many communities, FGM/FGC is a prerequisite for marriage. Where women are largely dependent
on men, economic necessity can be a major determinant to undergo the procedure. FGM/FGC
sometimes is a prerequisite for the right to inherit. FGM/FGC may also be a major income source for
circumcisers.
How many women and girls are affected?
It is estimated that over 130 million girls and women have undergone some form of genital mutilation/
cutting, and at least 2 million girls are at risk of undergoing the practice every year.
How does FGM/FGC affect women’s health?
The effects of FGM/FGC depend on the type performed, the expertise of the circumciser, the hygienic
conditions under which it is conducted, the amount of resistance and general health condition of the girl/
woman undergoing the procedure. Complications may occur in all types of FGM/FGC, but are most frequent
with infibulation.
FGM/FGC has both immediate and long-term consequences to the health of women.
• Immediate complications: These include severe pain, shock, hemorrhage, tetanus or infection, urine
retention, ulceration of the genital region and injury to adjacent tissue, wound infection, urinary
infection, fever and septicemia. Hemorrhage and infection can be of such magnitude as to cause
death.
• Long term consequences: These include anemia, the formation of cysts and abscesses, keloid scar
formation, damage to the urethra resulting in urinary incontinence, dyspareunia (painful sexual
intercourse) and sexual dysfunction, hypersensitivity of the genital area. Infibulation can cause severe
scar formation, difficulty in urinating, menstrual disorders, recurrent bladder and urinary tract
infection, fistulae, prolonged and obstructed labor (sometimes resulting in fetal death and vesicovaginal fistulae and/or vesico-rectal fistulae), and infertility (as a consequence of earlier infections).
Cutting of the scar tissue is sometimes necessary to facilitate sexual intercourse and/or childbirth.
Almost complete vaginal obstruction may occur, resulting in accumulation of menstrual flow in the
vagina and uterus. During childbirth the risk of hemorrhage and infection is greatly increased.
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Is there a link between FGM/FGC and the risk of HIV/AIDS infection?
Because the procedure is coupled with the loss of blood and use is often made of one instrument for a
number of operations, the risk of HIV/AIDS transmission is increased by the practice. Also, due to damage
to the female sexual organs, sexual intercourse can result in lacerations of tissues, which greatly increases risk
of transmission. The same is true for childbirth and subsequent loss of blood.
What are the psychological effects of FGM/FGC?
Genital mutilation/cutting may leave a lasting mark on the life and mind of the woman who has undergone
the procedure. The psychological stress may trigger behavioral disturbances in children, closely linked to the
loss of trust and confidence in care-givers. In the longer term, women may suffer feelings of anxiety, depression,
and frigidity. Sexual dysfunction may also be the cause for marital conflicts and eventual divorce.
Is FGM/FGC required by certain religions?
No. The practice of FGM/FGC is not prescribed by Islam, nor in the Bible. In fact, the practice predates
Islam, and many religious leaders have denounced it. The practice cuts across religions and is practiced by
Muslims, Christians, Ethiopian Jews, Copts, as well as by followers of certain traditional African religions.
FGM/FGC is thus more a cultural than a religious practice.
Can FGM/FGC be condoned if it is carried out by medical professionals under hygienic
circumstances?
No. FGM/FGC in any form should not be practiced by health professionals in any setting – including
hospitals or other health establishments. Unnecessary bodily mutilation cannot be condoned by health
providers. FGM/FGC is harmful to the health of women and girls and violates their basic human rights and
medicalization of the procedure does not eliminate this harm. On the contrary, it reinforces the continuation
of the practice by seeming to legitimize it. Health practitioners should provide all necessary care and counseling
for complications that may arise as a result of FGM/FGC.
Since FGM/FGC is part of a cultural tradition, can it still be condemned?
Yes. The function of culture and tradition is to provide a framework for human well-being; cultural
arguments can never be used to condone violence against persons, male or female. Moreover, culture is
not static, but constantly changing and adapting. Nevertheless, activities for the elimination of FGM/FGC
should be developed and implemented in a way that is sensitive to the cultural and social background of the
communities that practice it. Behavior can change when people understand the hazards of certain practices
and when they realize that it is possible to give up harmful practices without giving up meaningful aspects of
their culture.
In which countries is FGM/FGC banned by law?
• Africa:
Benin, Burkina Faso, Central African Republic, Chad, Cote d’Ivoire, Djibouti, Egypt (Ministerial
decree), Ghana, Guinea, Kenya, Niger, Nigeria (multiple states), Senegal, Tanzania, Togo. In Sudan
only the most severe form of FGM/FGC is forbidden by law.
35

• Others:
Australia, Belgium, Canada, Denmark, New Zealand, Norway, Spain, Sweden,
United Kingdom, United States (federal law, and specific state laws).
Penalties range from a minimum of six months to a maximum of life in prison. Several countries also
include monetary fines in the penalty. As of June 2000, there have been prosecutions or arrests in
Burkina Faso, Egypt, Ghana, France and Senegal. Belgium. Benin, Nigeria, and Uganda are proposing
laws to ban the practice of FGM/FGC.
In September 2001, the European Parliament adopted a resolution on Female Genital Mutilation. The
resolution calls on the member states of the European Union to pursue, protect and punish any resident
who has committed the crime of FGM even if committed outside the frontier (“extraterritoriality”) and
calls on the Commission and the Council to take measures in regard to the issuing of residence permits and
protection for the victims of the practice. The resolution also calls on the member states to recognize the right
to asylum of women and girls at risk of being subject to FGM/FGC.
Which international and regional instruments can be used for FGM/FGC eradication?
Most governments in countries where FGM/FGC is practiced have ratified international conventions and
declarations that make provisions for the promotion and protection of the health of women and girls. These
include, inter alia:
• 1948 - The Universal Declaration of Human Rights proclaims the right of all human beings to live in
conditions that enable them to enjoy good health and health care (art. 25).
• 1966 - The International Covenants on Civil and Political Rights and on Economic, Social and
Cultural Rights condemn discrimination on the grounds of sex, and recognize the universal right to
the highest attainable standard of physical and mental health (art. 12).
• 1979 - The Convention on the Elimination of All Forms of Discrimination against Women requires
State Parties to: “take all appropriate measure to modify or abolish customs and practices which
constitute discrimination against women “(art. 2f ). “modify social and cultural patterns of conduct of
men and women, with a view to achieving the elimination of prejudices and customary and all other
practices which are based on the idea of the inferiority or the superiority of either of the sexes” (art
5a).
• 1999 - General recommendation 24 (1999) to article 12 of the Convention (on women and health)
emphasizes that certain cultural or traditional practices such as FGM/FGC carry a high risk of
death and disability and recommends that State parties should ensure the enactment and effective
enforcement of laws that prohibit FGM/FGC.
• 1990 - General recommendation 14 (1990) pertains particularly to FGM/FGC. It recommends that
State parties take appropriate and effective measures to eradicate female circumcision; to collect and
disseminate basic data on traditional practices; to support women’s organization at the national and
local levels that work for the elimination of harmful practices; to encourage politicians, professionals,
religious and community leaders to co-operate in influencing attitudes; to introduce appropriate
educational and training programmes; to include appropriate strategies aimed at eradication of female
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circumcision into national health policies; to invite assistance, information and advice from the
appropriate organization of the United Nations system; to include in their reports to the Committee
under articles 10 and 12 of the Convention information about measures taken to eliminate female
circumcision.
• 1989 - The Convention on the Rights of the Child protects against all forms of mental and physical
violence and maltreatment (art 19.1); to freedom from torture or cruel, inhuman or degrading
treatment (art 37a), and requires States to take all effective and appropriate measures to abolish
traditional practices prejudicial to the health of children (art 24.3)
• 1993 - The Vienna Declaration and the Program of Action of the World Conference on Human
Rights expanded the international human rights agenda to include gender-based violence including
FGM/FGC.
• 1994 - The Program of Action of the International Conference on Population and Development.
• 1995 - The Platform for Action of the Fourth World Conference on Women includes a section on the
girl child and urges governments, international organization and non-governmental groups to develop
policies and programs to eliminate all forms of discrimination against the girl child, including female
genital cutting.
• 1997 - The African Charter on Human and Peoples’ Rights, article 4 on integrity of
the person, article 5 on human dignity and protection against degradation, article 16
on the right to health, article 18 (3) on protection of the rights of women and children.
The Addis Ababa Declaration. At the Council of Ministers during its sixty-eighth Session
in July 1998, the Organization of African Unity (OAU) adopted the Addis Ababa Declaration on
violence against Women. This Declaration was later endorsed by the Assembly of heads of State and
Governments. The Declaration serves as an important step towards the formulation of an African
charter on violence against women, providing the framework for national laws against FGM/FGC.
• 1998 - The Banjul Declaration. The Inter-African committee on Traditional Practices Affecting
the Health of Women and Children in collaboration with the Gambian committee on Traditional
Practices (GAMCOTRAP) organized a symposium for religious leaders and medical personnel in
Banjul, Gambia, from 20 to 24 July 1998. Participants agreed that FGM/FGC is not prescribed by
any religion and unequivocally condemned the use of religion to justify the practice, emphasizing the
importance of information campaigns to put and end to them. At the close of the symposium they
issued a communiqué, a declaration and recommendations condemning and demanding eradication
of FGM/FGC and other harmful traditional practices.
• 1999 - The United Nations Social, Humanitarian and Cultural Committee (Third Committee
of the General Assembly) approved a resolution that calls upon States to implement national
legislation and policies that prohibit traditional or customary practices affecting the health of women
and girls, including FGM/FGC. It also calls upon States to prosecute perpetrators of practices
that negatively affect the health of women and girls, and to intensify efforts to raise awareness
and mobilize international and national opinion on the harmful effects of such practices.
The Ouagadougou Declaration. A workshop on concerted action against the practice of FGM/
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FGC in the West African Economic and Monetary Union (UEMOA) was organized in Ouagadougou
from 4 to 6 May 1999. Participants made three recommendations: a) the preparation of an African
charter on FGM/FGC; b) the adoption of specific legislation against FGM/FGC in all UEMOA
States and ratification by these of regional and international instruments relating to the protection of
women and girls; and c) the establishment of sub-regional networks of traditional and religious leaders
and modern and traditional communicators to support the national committees in their campaign
against FGM/FGC. A declaration known as the Declaration of Ouagadougou was adopted at the end
of the workshop.
Key Actions for the Further Implementation of the Program of Action of the International Conference
on Population and Development. It calls for governments to promote human rights of women and girls and
freedom from coercion, discrimination, violence, including harmful practice, and sexual exploitation and
to review national legislation and amend those that discriminate against women and girls. It also calls for
governments to ensure supervision of health providers to make sure that they are knowledgeable and trained
to serve clients who have been subjected to harmful practice.
2000 Further Actions and Initiatives to Implement the Beijing Declaration and Platform for Action.
While it recognizes the progress made in the national legislation process to ban the practice of FGM/FGC,
it points out that discriminatory attitudes and norms persist that makes girls and women more vulnerable
to gender-based violence including FGM/FGC. It calls for national governments’ actions to combat and
eliminate violence against women that are incompatible with the dignity and worth of the person.
What terms do people who practice FGM/FGC use to describe the procedure?
Since FGM/FGC is practiced in different countries and cuts across ethnic groups, there are many different
names used to describe different forms of FGM/FGC. For instance:
Sunna: Sunna means ‘precept’ or ‘tradition’ in Arabic and it refers to a range of practices that follow the
teachings of Islam. It is used in various communities to refer to different types of FGM/FGC, varying from
incisions in the clitoris to intermediate forms. References to the term ‘sunna’ in the Koran are often used to
justify FGM/FGC as being a religious obligation.
What do women who underwent FGM/FGC have to say about it themselves?
In the following quotation Zainab (22) tells us that she was infibulated at the age of 8:
“My two sisters, myself and our mother went to visit our family back home. I assumed we were
going for a holiday. A bit later they told us that we were going to be infibulated. The day before
our operation was due to take place, another girl was infibulated and she died because of the
operation. We were so scared and didn’t want to suffer the same fate. But our parents told us it was
an obligation, so we went. We fought back; we really thought we were going to die because of the
pain. You have one woman holding your mouth so you won’t scream, two holding your chest and the
other two holding your legs. After we were infibulated, we had rope tied across our legs so it was like
we had to learn to walk again. We had to try to go to the toilet, if you couldn’t pass water in the next
10 days something was wrong. We were lucky, I suppose, we gradually recovered and didn’t die like
the other girl. But the memory and the pain never really goes”. (WHO)
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Do you want to know more?
Some useful links to other sites on FGM/FGC: Rainbo, at www.rainbo.org, PATH, at www.path.org, 		
WHO, at www.who.org
What does the ICPD Program of Action say about FGM/FGC?
The Program of Action of the International Conference on Population and Development recognizes that
violence against women is a widespread phenomenon. It states that: “In a number of countries, harmful
practices meant to control women’s sexuality have led to great suffering. Among them is the practice of female
genital cutting, which is a violation of basic rights and a major lifelong risk to women’s health (para 7.35).
The Program of Action urges “Governments and communities (to)… urgently take steps to stop the
practice of female genital cutting and protect women and girls from all such similar unnecessary and dangerous
practices. Steps to eliminate the practice should include strong community outreach programs involving
village and religious leaders, education and counseling about its impact on girls’ and women’s health, and
appropriate treatment and rehabilitation for girls and women who have suffered cutting. Services should
include counseling for women and men to discourage the practice.” (para 7.40)
In Chapter 4 (Gender Equality, Equity and Empowerment of Women) the following paragraphs pertain
to FGM/FGC:
• Para 4.4: “Countries should act to empower women and should take steps to eliminate inequalities
between men and women as soon as possibly by: c) Eliminating all practices that discriminate against
women; assisting women to establish and realize their rights, including those that relate to reproductive
and sexual health”.
• Para 4.9: “Countries should take full measure to eliminate all forms of exploitation, abuse, harassment
and violence against women, adolescents and children”.
What was said about FGC/FGC during the ICPD+5 review?
The Report of the Ad Hoc Committee of the Whole of the Twenty-first Special Session of the General
Assembly, indicates key actions for the further implementation of the Program of Action of the International
Conference on Population and Development. It states that:
• Para 42: “Governments should promote and protect the human rights of the girl child and young
women, which include economic and social rights as well as freedom from coercion, discrimination
and violence, including harmful practices and sexual exploitation.”
• Para 43: “Governments and civil society should take actions to eliminate attitudes and practices that
discriminate against and subordinate girls and women and that reinforce gender inequality.”
• Para 48: “Governments should give priority to developing programs and policies that foster norms
and attitudes of zero tolerance for harmful and discriminatory attitudes, including son preference,
which can result in harmful and unethical practices such as prenatal sex selection, discrimination
and violence against the girl child and all forms of violence against women, including female genital
mutilation, rape, incest, trafficking, sexual violence and exploitation.”
• Para 52 f: “Governments, in collaboration with civil society, including non-governmental organizations,
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donors and the United Nations system, should : Ensure that sexual and reproductive health programs,
free of any coercion, provide pre-service and in-service training and supervision for al levels of healthcare providers to ensure that they maintain high technical standards, including for hygiene; respect the
human rights of the people they serve; are knowledgeable and trained to serve clients who have been
subjected to harmful practices, such as female genital mutilation and sexual violence…”
• Para 52 g: “Promote men’s understanding of their roles and responsibilities with regard to respecting
the human rights of women; …… and promoting the elimination of harmful practices, such as female
genital mutilation, and sexual and other gender-based violence, ensuring that girls and women are free
from coercion and violence.”
What is UNFPA’s approach to FGM/FGC?
UNFPA addresses the practice of FGM/FGC not only because of its harmful impact on the reproductive
and sexual health of women, but also because it is a violation of women’s fundamental human rights. The basis
for a rights approach is the affirmation that human well-being and health is influenced by the way a person
is valued, respected and given the choice to decide on the direction of her/his life without discrimination,
coercion or neglect of attention. UNFPA addresses FGM/FGC in a holistic manner, within its cultural and
religious context; however cultural arguments can not be used to condone harmful practices such as FGM/
FGC.
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Sources for FAQs on Female Genital Mutilation/Cutting:
• “Female Genital Mutilation. A Joint WHO/UNICEF/UNFPA Statement.” 1997
• “Female Genital Mutilation: The Practice.” WHO Information Package. 1994
• “Visions and Discussions on Genital Mutilation of Girls. An International Survey.” Jacqueline Smith,
1995.
• “Caring for women with circumcision. A technical manual for healthcare providers.” Nahid Toubia,
Rainbo, 1999
• “Socio-cultural aspects of female genital cutting.” M. de Bruyn, KIT, 1998.
• “Medical aspects of female genital mutilation.” E. Leye, K. Roelens, M. Temmerman. International
Center for Reproductive Health, University of Gent. 1998 CRLP Factsheet on FGC
• “s Lands wijs, ‘s lands eer? Vrouwenbesnijdenis en Somalische vrouwen in Nederland”. K. Bartels and
I. Haaijer, 1992
• “FGC management during pregnancy, childbirth and post-partum period.”. Background paper for
WHO Consultation, 15-17 October 1997, Geveva. Prof. H. Rushwan.
• “Learning about social change. A research and evaluation guidebook using female circumcision as a
case study”. S. Izett, N. Toubia. Rainbo 1999
• “Towards the Eradication of Female Genital Mutilation in Egypt”. M. Hekmati, 1999
• ECOSOC document E/CN.4/Sub.2/1999/14 : “Third report on the situation regarding the elimination
of traditional practices affecting the health of women and the girl child”, by Ms. Halima Embarek
Warzazi, pursuant to sub-commission resolution 1998/16
• General Assembly document A/54/34 : “Traditional or customary practices affecting the health of
women”. Report of the Secretary-General
• General Assembly document A/C.3/54/C.13 : “Traditional or customary practices affecting the health
of women and girls”.

WE MUST STOP THIS!
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Activists of and Spokeswomen against FGM
FAUZIYA KASINDJA, 1st Woman to receive Political Asylum in the US and flee FGM
Before dawn on her wedding day, before she was to be genitally mutilated and
married to an older man who had three wives already, Fauziya Kasinga, 17, fled her
home. She escaped her native Togo and ended up in the US. She spent 16 months
locked in detention facilities because her story was judged “not credible.” Her case
created an international outrage and the INS was ultimately forced to release her.
Fauziya wrote a book about her experiences called Do They Hear You When You
Cry, which became a bestseller. On June 13, 1996 the INS cautiously stated, “FGM
“under certain circumstances, may form the basis for asylum.” The Board noted
that “most African women can expect little governmental protection from FGM.”
http://findarticles.com/p/articles/mi_qa3735/is_199704/ai_n8764876
WARIS DIRIE, Top Model and the United Nations Goodwill Ambassador for FGM
Waris (which means Desert Flower) was born in 1965 to a nomadic desert tribe
in Somalia and at the age of 5 she suffered infibulation. At the age of 13, after losing
her younger sister and two cousins to FGM, Waris escaped to London and several
years later became a top international model. In 1997 Waris talked publicly about
her mutilation. The media response was instant and broad. In the same year she was
appointed UN Special Ambassador against FGM and through her international bestsellers Desert Flower, Desert Dawn and Desert Children has succeeded in bringing
the topic of FGM onto the global agenda. http://www.waris-dirie-foundation.com

An example of Infibulation, Stage 3 of FGM
Physical consequences are only part of the damage that a woman may
suffer throughout her life as a result of FGM. A wide range of psychological and
psychosomatic disorders have been attributed to the practice, among them eating and
sleeping disorders, changes in mood and symptoms of impaired cognition, recurring
nightmares, loss of appetite, weight loss or excessive gain, panic attacks, and difficulties
in concentrating and learning.
In Burkina Faso some 900 girls and women per month are estimated to die as a
result of FGM. About 22% of deaths in infants born to women with FGM can be
attributed to FGM. FGM is estimated to lead to an extra one to two perinatal deaths
per 100 deliveries. The more extensive the mutilation is, the more likely a woman is
likely to suffer fatal complications during childbirth.
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Recent Headlines and Links
April 18, 2009 Sierra Leone: Chiefs ban genital cutting for girls under 18
http://www.unhcr.org/refworld/topic,4565c22544,45744f482,49ec1abb5,0.html
April 17, 2009 Leaders in Sierra Leone sign FGM agreement
http://scienceblogs.com/gregladen/2009/04/leaders_in_sierra_leone_sign_f.php
April 15, 2009 UNICEF: Ten Niger villages say “No” to female genital mutilation
http://www.mefeedia.com/entry/unicef-ten-niger-villages-say-no-to-female-genitalmutilation/16831458
April 14, 2009 Kenyan girl bleeds to death after undergoing FGM
http://majimbokenya.com/home/2009/04/14/kenyan-girl-bleeds-to-death-after-undergoing-fgm/
March 16, 2009 FGM Still all the rage among Muslims 3/16/09
http://barenakedislam.wordpress.com/2009/03/16/female-genital-mutilation-still-all-the-rage-amongmuslims/
December 27, 2008 Am I Not Human: Female Circumcision
http://marenda.biz/2008/12/27/am-i-not-human-female-circumcision/
December 5, 2008 Girls flee circumcision in Kenya
http://news.bbc.co.uk/1/hi/world/africa/7766806.stm
February 12, 2008, RIGHTS: U.N. Sees Progress in Ending Female Genital Mutilation
http://www.ipsnews.net/news.asp?idnews=41161
February 6, 2008, Africa: UN Calls for End to Female Mutilation
http://allafrica.com/stories/200802051226.html
December 17, 2007, “KENYA: Parents Force 150 Girls to Undergo ‘Cut’ in District”
http://allafrica.com/stories/200712170127.html
December 17, 2007, “Kenyan girls fearing holiday circumcision”
http://news.ninemsn.com.au/article.aspx?id=337426
September 19, 2007,“Female circumcisions focus of ferocious debate in Egypt”
http://www.iht.com/articles/2007/09/19/africa/egypt.php
July 31, 2007, “Stopping a Practice that Endangers Women and Girls: Global Technical Consultation
on FGM/C”
http://www.unfpa.org/news/news.cfm?ID=1009
April 5, 2007, “ERITREA: Government outlaws female genital mutilation”
http://www.irinnews.org/Report.aspx?ReportId=71199
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Links- FGM links
• http://www.ippf.org/en/
• http://www.npwj.org
• http://www.equalitynow.org
• http://www.pathfind.org/site/PageServer
• http://www.fgmnetwork.org/index.php
• http://www.rainbo.org/
• http://www.childinfo.org/areas/fgmc/
• http://www.womankind.org.uk/
• http://www.who.int/topics/female_genital_mutilation/en/
• http://www.tostan.org/
• http://www.fgmnetwork.org/eradication/state/path2.html
• http://www.fgmnetwork.org/eradication/state/usaid.html
• http://www.who.int/mediacentre/factsheets/fs241/en/
• http://members.tripod.com/~Wolvesdreams/FGM.html
• http://www.fgmnetwork.org/intro/mgmfgm.html
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ANNEX C

CLITORAID

501(c)3 Non-Profit Status form
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ANNEX D

Look Magazine Article May, 2007
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