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FOREWORD

Female genital mutilation (FGM) is a pervasive violation of women’s 
and girls’ rights which can have severe consequences on women’s 
physical and mental health. 

The health sector is strategically positioned for FGM prevention and response as it routinely 
interfaces with girls at risk and women with FGM-related complications. The health care 
professional interacts with women and girls seeking critical health care services in the 
health facility as well in the community settings. Leveraging on preventive, curative and 
rehabilitative functions of the health system, successful FGM related prevention and care 
interventions including the elimination of medicalisation (FGM performed by a health care 
professional) can be launched.

Despite the critical 
role of the health 
sector in FGM 
prevention and 
response, health care 
workers including 
community health 
promoters (CHPs) have 
inadequate knowledge 
and competencies 
for addressing 
FGM because of a 
lack of structured 
manual, training, 
and integration 
into ongoing health 
programmes.

Despite the critical role of the health sector in FGM 
prevention and response, health care workers including 
community health promoters (CHPs) have inadequate 
knowledge and competencies for addressing FGM because 
of a lack of structured curriculum, training, and integration 
into ongoing health programmes. To address these challenges, 
the Africa Coordinating Centre for Abandonment of FGM 
(ACCAF), through the support of The Girl Generation: Support 
to the Africa-led Movement to end FGM programme (TGG-
ALM), has developed this FGM prevention and response 
training manual for CHPs. The manual is aimed at building 
practical knowledge and skills of the CHPs to participate fully 
in prevention of FGM and its medicalisation, as well as to 
conduct initial identification of complications, initiate referrals 
of those with complications to the health facility, and refer 
back those recovering to the community.  

The manual is accompanied by a training manual and 
PowerPoint notes to make it user-friendly and easy to 
deliver for the facilitator. The manual is adaptable and can 
be used as a training tool for human resources for health 

PPT notes are available upon request from ACCAF. For additional information consult ACCAF website https://www.accaf.org.

who link community health interventions and the health care system. These include CHPs, 
community health workers/volunteers, and health extension workers as diversely named in 
African countries such as Kenya, Senegal, Somaliland and Ethiopia among others. 
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The development of this manual was motivated by the need 
to have a formal tool to train the CHPs identified through 
ACCAF’s efforts to integrate FGM prevention and response 
at the model health facility (MHF) in Narok County. The 
MHF is a one-of-a-kind health facility that integrates the 
provision of standardised FGM prevention and care services 
for girls and women across various service delivery points. 
It also strategically promotes access to and delivery of FGM 
prevention and response services within the community 
through CHPs. 

The manual was developed through stakeholder 
engagement; a desk review of the current evidence; co-
design and co-development of different units; and rigorous 
internal and external review processes. It is envisioned that 
the curriculum will facilitate the training of a critical mass 
of CHPs in Narok County as well as promote scaling and 
expansion of similar trainings to other counties in Kenya 
and other areas where FGM is prevalent. The ultimate goal 
is to ensure that CHPs and related human resources for 
health across geographies are knowledgeable, skilled and 
empowered to prevent and respond to FGM, including 
preventing medicalised FGM. It is hoped that this manual 
will equip CHPs to contribute to robust community-
health sector led responses to FGM and its medicalisation, 
including within humanitarian situations.

The manual was 
developed through 
stakeholder 
engagement; a desk 
review of the current 
evidence; co-design 
and co-development 
of different units; 
and rigorous internal 
and external review 
processes. It is 
envisioned that the 
manual will facilitate 
the training of a 
critical mass of CHPs 
in Narok County 
as well as promote 
scaling and expansion 
of similar trainings 
to other counties 
in Kenya and other 
areas where FGM is 
prevalent. 
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INTRODUCTION TO THE COMMUNITY HEALTH PROMOTERS 
TRAINING MANUAL
This FGM prevention and response manual is a one of its kind resource and tool for the 
training of community health promoters, community health workers, health extension 
workers and other health workers who act as a bridge between the community and the 
health care system. It provides step-by-step guidance for training CHPs to be champions of 
FGM prevention, and to identify girls and women with FGM-related complications.  

Ultimately, this manual should help support CHPs to integrate anti-FGM interventions into 
their current routine work at household and community levels. Efforts to abandon FGM will 
be most impactful where FGM messaging and services are integrated into existing health 
services and awareness raising activities.

The manual is aligned with the training curriculum and PowerPoint notes, all of which should 
support with the training of CHPs. The manual adopts a human rights approach and zero 
tolerance for all forms of FGM – key principles of TGG-ALM programme. It also emphasises 
that FGM is a form of violence against women and girls as opposed to a cultural practice in 
line with TGG-ALM’s position paper on the power of language. 

Developed by ACCAF, this manual and accompanying curriculum and PowerPoint notes 
are open publications that can be used by other institutions, organisations and county and 
national governments in the roll out of FGM prevention and response training for CHPs. We 
believe that every action counts. Stand with us to end FGM and help build a future where 
women and girls can live free from all forms of violence and discrimination. Act now and be 
a part of the change! 

ABOUT THE GIRL GENERATION: SUPPORT TO THE AFRICA-LED 
MOVEMENT TO END FGM
TGG-ALM programme aims to accelerate positive changes in social attitudes towards 
ending FGM, while strengthening the evidence base about what works (and what does not). 
TGG-ALM was established to contribute to global efforts to meet the UK Government’s 
vision of a world free from FGM by 2030. Its vision is a world where girls and women can 
exercise their power and rights, have expanded choice and agency, and be free from all 
forms of violence. The intended impact is a reduction in FGM by 2027 in focal regions of 
Kenya, Somaliland, Senegal, and Ethiopia.  

The programme strategy is to co-create, implement, test and adapt interventions to 
address FGM at multiple levels of society, starting at a relatively small scale (in selected 
geographies). After a period of implementation and gathering feedback and data, if 
approaches are working, the programme moves into a phase focusing on scaling and 
sustaining approaches to support impact at a greater scale. This may involve encouraging 
institutions or systems to adopt programme learnings or resources such as curricula, or 
influencing the policy environment.  

https://thegirlgeneration.org/wp-content/uploads/2025/02/Power-of-language-Designed-update_260225.pdf
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Scope of this resource
To support facilitators in training CHPs, this training manual should be used 
in conjunction with:

1.	 The FGM prevention and response training curriculum, for CHPs

2.	 The FGM prevention and response PowerPoint notes for CHPs

PPT notes are available upon request from ACCAF. 
For additional information consult ACCAF website https://www.accaf.org

Purpose of the training manual
This manual supports capacity building through training and hands-on skills 
acquisition for CHPs and other related service providers as champions of 
FGM prevention, protection and response, particularly within existing health 
interventions. The overall aim is to strengthen the knowledge and skills of 
CHPs to be active change agents in the prevention of FGM including its 
medicalisation. The training also equips CHPs to be able to conduct initial 
identification of complications (FGM-related harm), initiate referral for those 
with complications to the health facilities, and refer back those recovering 
to the community. As well as building the practical knowledge and skills 
of CHPs, the training will enhance their skills in data collection in the 
community.  

 Additionally, this training manual provides guidance for the facilitator on 
how to deliver information during the teaching and training of CHPs. 

Objectives
The training aims to achieve the following objectives:

1.	 To build and strengthen the knowledge of CHPs on FGM, its drivers, the 
associated physical and mental health consequences, and the legal and 
ethical issues surrounding FGM

2.	 To build the knowledge and skills of CHPs on communication and 
counselling for prevention of FGM 

3.	 To strengthen the knowledge and skills of CHPs on FGM data collection 
and utilisation
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Training approach and delivery
The manual adopts an experiential, participatory and interactive approach 
to learning. The participants will be provided with opportunities to interact 
freely and generate discussions on issues relating to FGM prevention and 
response. The training is aimed at inculcating practical skills in counselling 
and communication. Examples of the learning methods used in the training 
include mini-lectures, storytelling, role-play, group work, brainstorming, 
group discussion and facilitator demonstration. Facilitators are encouraged to 
customise and mix their approaches, as long as the main content is covered. 

The manual has eight units that are divided into activities which can be 
delivered through a series of training sessions. Units can also be used in 
isolation, if a specific area of study is required to address knowledge gaps. 
The training may take place in a variety of settings; however, the training 
environment should provide a conducive space for group discussion and 
plenary sessions. 

The trainer/facilitator should be a health care worker, personnel working 
with the county, or other professional who has already been trained using 
the standardised ACCAF/Ministry of Health FGM prevention and response 
curriculum. The trainer/facilitator should familiarise themselves with all of 
the training materials before beginning the training, including the test and 
evaluation forms. It is important to ensure that participants complete both 
the evaluation and test BEFORE the training begins (as well as after the 
training). 

Participant groups can be mixed (men and women) and it is recommended 
that 15-30 participants are trained together in a participatory workshop over 
a period of three days. However, the duration can be prolonged based on 
learnings accrued from its implementation. Participants should be encouraged 
to use their local languages to aid communication, for example in group 
discussion and role-plays. If facilitators are unable to understand the language 
being used, they can invite a participant to provide a brief translation.

At the end of each day, facilitators will conduct a reflection session. This 
will allow participants to reflect on the topics covered, ask questions, make 
comments and seek clarification. It will also help to provide a recap of the 
topics discussed. If needed, facilitators can also include some time for 
reflection at the end of a particular session.
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Units contained in the manual
Unit 1:	 Introductory session on FGM

Unit 2:	 Drivers of FGM

Unit 3:	 Effects of FGM

Unit 4:	 FGM as a criminal offence 

Unit 5:	 Ethics and code of conduct for community health promoters 

Unit 6:	 Communication, counselling and demand creation for FGM 
prevention and response

Unit 7:	 FGM prevention and response

Unit 8:	 Collection and utilisation of FGM data

Unit outline
The content of each unit is organised under the following sections:

Unit duration

Unit description

Expected learning outcomes

Teaching methods

Teaching resources

Learning evaluation

Unit session plan 

Activity/activities 

Facilitator’s instruction for activity

Key points
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Safeguarding considerations
•	 Facilitators should ensure that the training is given in a non-judgmental 

environment where participants feel supported and safe at all times.

•	 They should also be mindful that some participants might have 
undergone FGM themselves or been subjected to other forms of abuse 
or violence. Also, some participants may feel conflicted about the subject 
or feel that some of the topics are upsetting.

•	 The facilitators should let the group know at the outset that everyone 
has the option to take a break from the session if needed (this is also 
covered in the ground rules). If the facilitator identifies someone who 
appears to be upset, they should offer them space to take a moment out. 
The facilitator can check on the participant to ensure that they are okay, 
whilst the session continues. 

•	 Facilitators should also let participants know that they are available to 
talk during the break or after the training and that these discussions will 
be kept confidential.

•	 If there is any direct confrontation between participants, the facilitator 
should calmly intervene and remind them that discussions should be 
respectful at all times.

•	 Many of the topics in this manual may be sensitive and/or triggering to 
either participants or facilitators. In order to mitigate potential harm or 
trauma, it is important to use age-appropriate and empowering language 
that is devoid of judgement or triggering connotations.

•	 Just like language, visuals (videos, photographs, items and other 
paraphernalia) also have the potential to be triggering. This manual guide 
that items or likeness of items used in performing FGM must not be 
displayed either as pictures or physical items. Where the external female 
genitalia are being discussed, only drawings or diagrams or photographic 
pictures from literature sources (e.g. medical books) should be used, not 
photographs. Images of survivors with blood or denoting pain must not 
be used, and individuals’ images and stories must not be used without 
their consent.
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Disclaimers
1.	 General Liability: While every effort has been made to ensure the 

accuracy and completeness of the information in this curriculum, we 
make no representations or warranties of any kind, express or implied, 
about the completeness, accuracy, reliability, suitability, or availability 
with respect to the content provided. Any reliance you place on such 
information is therefore strictly your responsibility.

2.	 Non-Liability for Actions Taken: The facilitation techniques and methods 
described in this curriculum are intended as guidelines only. We do not 
accept responsibility for any actions taken or outcomes resulting from the 
use of these techniques. Facilitators are encouraged to adapt and modify 
these techniques to suit their specific contexts and participants’ needs.

3.	 Intellectual Property Disclaimer: All materials, including but not limited 
to activities, exercises, and templates provided in this curriculum, are free 
resources. They are intended solely for use in facilitation and training. For 
reproduction and distribution of these materials, please contact TGG-
ALM using the details below.

4.	 No Endorsement Disclaimer: The inclusion of specific tools, resources, 
or references in this manual does not constitute an endorsement or 
recommendation. Users are encouraged to evaluate and use these 
resources at their own discretion and risk.

5.	 Changes and Updates Disclaimer: The author of this curriculum reserves 
the right to make changes to the content of this curriculum at any time 
without prior notice. It is the responsibility of the user to regularly check 
for updates or revisions. 

Relevant references
Please refer to TGG-ALM website for additional information on the 
programme, additional manuals and research generated as part of the 
programme: https://thegirlgeneration.org/

•	 Guidelines for Engaging Survivors of Female Genital Mutilation (TGG-
ALM)

•	 Power of Language Position Paper (TGG-ALM)

•	 Learning Brief: Educating the Next Generation of Health Professionals on 
FGM (TGG-ALM)

•	 ACCAF FGM Training Manual for healthcare professionals

•	 The Courage to Change: Personal Journeys in Ending FGM (TGG-ALM)

https://thegirlgeneration.org/
https://thegirlgeneration.org/wp-content/uploads/2024/04/TGG-SLT-Guidelines-for-engaging-with-survivors-of-FGMC_270324-1.pdf
https://thegirlgeneration.org/wp-content/uploads/2024/04/TGG-SLT-Guidelines-for-engaging-with-survivors-of-FGMC_270324-1.pdf
https://thegirlgeneration.org/wp-content/uploads/2025/04/Power-of-language-2025-1-3.pdf
https://thegirlgeneration.org/wp-content/uploads/2025/01/Learning-Brief-on-Integration_1712246.pdf
https://thegirlgeneration.org/wp-content/uploads/2025/01/Learning-Brief-on-Integration_1712246.pdf
https://www.accaf.org/ending-fgm-c-training-curriculum/
https://thegirlgeneration.org/wp-content/uploads/2025/06/ALM-Stories-of-Change-Booklet-1.pdf
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Feedback on use
We encourage everyone who uses this manual to get in touch and 
share their experiences with us. We are eager to understand how 
you are applying the manual, any adaptations you have made, and 
how it is working for you. Your feedback is valuable as we aim to 
track the use of these products and learn from your experiences 
and insights.

Funding/resourcing for this manual
This manual was developed with support from The Girl Generation: 
Support to the Africa-led Movement to End Female Genital 
Mutilation (FGM) programme (TGG-ALM), which is funded by the 
UK’s Foreign, Commonwealth and Development Office (FCDO). 

Contact ACCAF
Website: 	 https://accaf.org or https://accaf.uonbi.ac.ke

Address: 	 ACCAF, PO Box 19676, 00202, KNH, Nairobi, Kenya

Telephone:	 +254 27726300 Ext. 43372 or +254 723243952

Email: 	 accaf@uonbi.ac.ke

https://accaf.org/
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Introductory session
on FGM

1
UNIT

Duration: 3 hours 45 minutes
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UNIT 8

UNIT DESCRIPTION
This unit aims to equip CHPs with foundational knowledge on FGM to enable 
them to participate in the provision of responsive prevention, protection and care 
services for girls and women at risk and those with complications. The CHPs are 
critical in linking the FGM prevention and response activities in the community 
with those of the health sector, particularly through integrating anti-FGM 
activities into CHPs’ existing routine health interventions. This introductory unit 
includes definitions and types of FGM, anatomical structures affected by FGM, 
and the prevalence of FGM. 
 

EXPECTED LEARNING OUTCOMES
By the end of this unit, participants should be able to:

1.	 Explore value clarifications by presenting statements for participants to vote 
in agreement or disagreement with them

2.	 Define FGM

3.	 Identify the structures and functions of the female external genitalia affected 
by FGM

4.	 Classify FGM according to the World Health Organization (WHO) 
classifications

5.	 Describe the magnitude of FGM both nationally and in the counties of Kenya

TEACHING METHODS
1.	 Values clarification (see values clarification exercise)

2.	 Brainstorming

3.	 Group work

4.	 Lectures

5.	 Role-play

6.	 Question and answer

7.	 Assessment: observation checklists and multiple-choice questions
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TEACHING RESOURCES
1.	 Manikins/models 

2.	 Computer

3.	 Flipcharts

4.	 Flipchart stand

5.	 Marker pens

6.	 Projector

7.	 PowerPoint notes

LEARNING EVALUATION (RELEVANT FOR ALL UNITS)
1.	 Questions and answers: This formative evaluation will apply during the 

training session where the facilitators or participants can pose a question, and 
discussion/answers provided as a plenary.

2.	 Pre-training and post-training subjective evaluation: This evaluation assesses 
subjective levels of confidence in FGM. Participants should complete the pre- 
and post-training evaluation in hardcopy. The evaluation uses the same set of 
questions for both before and after the training, to be able to assess changes 
in confidence. 

3.	 Pre-training and post-training objective test: This test assesses objective 
knowledge and skills among the participants. Participants should complete 
the pre- and post-training test in hardcopy. The test uses the same set of 
multiple-choice questions for both before and after the training, to be able to 
assess changes in knowledge. 
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UNIT 8

	 UNIT SESSION PLAN 

Duration Topic Learning 
Outcomes

Methodology Learning 
Evaluation 

45 mins Values 
clarification 
exercise

Able to better 
understand one’s 
own values

Activity (“vote with 
your feet”)

N/A

20 mins Definition of 
FGM 

Able to define 
FGM 

Brainstorming, 
discussion

Pre-test
Q&A
Post-test60 mins Anatomy of 

the female 
external 
genitalia

Identify the 
structures and 
functions of the 
female external 
genitalia affected 
by FGM

Brainstorming, 
discussion, drawing 
the structures

60 mins Types of FGM 
according to 
the WHO 
classifications

Classify FGM as 
per the WHO

Illustrations with the 
manikins/models

40 mins Prevalence of 
FGM in Kenya

Describe the 
magnitude of 
FGM nationally 
and in Kenyan 
counties 

Brainstorming, 
discussion
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VALUES CLARIFICATION EXERCISE 1.1 45 mins

A values clarification exercise is a process that helps participants to identify the values that 
guide their actions. They do this by examining how they feel about a range of different 
behaviours and thoughts. It is an important exercise since individuals are often unaware 
of what guides their behaviour and choices. Even in a group of people with similar 
backgrounds, educational levels and professions, there is likely to be a wide range of 
attitudes and values. Each person develops a unique set of values and attitudes that guides 
them through life and gives them their cultural identity. Greater understanding of their own 
values will help community health promoters to understand and respect the values and 
belief systems of their target population. Listening to the target population will help CHPs 
to have a better idea of how best to communicate on the dangers of FGM. The best way to 
find out what someone’s real interests are is to talk directly with the person.

1.1.1	 Procedure for values clarification exercise (group exercise)
1.	 Find a space where participants can easily move around.

2.	 Ask the participants to stand in the middle in a straight line

3.	 Label/designate the sides of the space as “agree”, “disagree” and “neutral” 

4.	 Read loudly one of the value statements listed below in Table 1 

5.	 Ask participants to respond by physically moving towards the sign/side - agree, disagree 
or neutral - depending on how they feel about the statement

6.	 After participants have moved according to how they feel about the statement, facilitate 
a discussion about why people chose the response they did

7.	 Ask a representative from each group to explain why they are standing there. Why do 
they feel this way about the statement they heard?

8.	 Repeat this process with all of the statements, if time allows

9.	 Summarise the exercise by asking participants the following questions:

•	 What was the most striking experience for you when you did this exercise? 

•	 Think about both your own reaction to the questions, and those of others in the 
class.

•	 Were you surprised by the responses of your peers?

•	 How did you feel when others disagreed with you?
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UNIT 8

i

Important

•	 Tell participants that the exercise is not about finding right or wrong 
answers; it is about how they feel about each statement.

•	 If all of the participants feel unanimous about any of the statements, the 
facilitator may express an opinion that is different in order to encourage 
discussion and reflection among the group.

Table 1: 	 List of value statements

1 FGM has been practiced for generations in our community
2 FGM is an essential part of our community’s culture
3 Young women who do not undergo FGM will never make a good wife
4 FGM performed by a health care worker is less painful and safer for the girl
5 FGM is a religious requirement
6 Girls who undergo FGM are respectable
7 Medicalisation of FGM prevents health complications for a girl
8 FGM promotes sexual pleasure in men 
9 Women who have not undergone FGM are morally loose
10 FGM promotes the status of a man and family in the community
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1.2 20 mins

1.2.1	 Facilitator’s instruction
The facilitator should systematically follow these steps to complete the activity:
1.	 Greet the participants and introduce him/herself

2.	 Provide an opportunity for the participants to introduce themselves

3.	 Explain the objective of the activity

4.	 Pose a question to stimulate brainstorming on the definition of FGM

5.	 Summarise the proffered definitions of FGM received from the participants

6.	 Provide or project the definition of FGM by the WHO 

7.	 Thank the learners for participating in the activity

1.2.2	 Key points on the definition of FGM
•	 FGM comprises all procedures that involve the partial or total removal of 

female external genitalia or other injury to the female genital organs for non-
medical reasons (WHO, 2008). 

•	 FGM is sometimes referred to as female genital cutting. Some communities 
call it female genital circumcision. This is problematic language as its risks 
comparison with male circumcision which has proven health benefits. Using 
the term female circumcision is incorrect and misleading, and health care 
workers have a critical role in clarifying that the term FGM is the appropriate 
term to use given the magnitude of harms and violation associated with the 
practice. 

DEFINITION OF FGM
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•	 Notable differences between FGM and male circumcision include the structures 
involved, the degree of cutting, and the health impacts associated with FGM. 

•	 FGM impairs a girl’s/woman’s physical, sexual, reproductive, and psychological health, 
whereas male circumcision has proven health benefits including prevention of HIV.

1.3 60 mins

1.3.1	 Facilitator’s instruction
The facilitator should systematically follow these steps to complete the activity:

1.	 Divide the participants into groups of five 
2.	 Request the participants to draw and label a diagram of the female external 

genitalia 
3.	 Ask participants to present their drawings and discuss the diagrams in a 

plenary
4.	 Present illustrated genitalia through PowerPoint presentation or a still 

diagram 
5.	 Use manikins/model to demonstrate to the participants the different parts of 

unaltered female external genitalia.
6.	 Appoint a few participants to correctly identify the parts via a return 

demonstration
7.	 Answer any questions or concerns from the participants
8.	 Thank the learners for participating in the session

1.3.2	 Key points on the anatomy of the female external 
genitalia
•	 Figure 1.1 represents the structure of unaltered female external genitalia. 

•	 These structures are important for physiological functions in women and 
girls. 

•	 The functions include the elimination of urine, sexual functioning (for 
example, lubrication), support to the internal reproductive and urinary 
organs, as well as childbirth. Table 1.1 presents a summary of specific 
structures and their functions. 

•	 The practice of FGM can directly and indirectly affect these structures, 
resulting in immediate physical complications and long-term gynaecological, 
birthing, psychological and sexual health complications.

ANATOMY OF THE FEMALE 
EXTERNAL GENITALIA
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Figure 1.1: 	 Female external genitalia

Table 1.1: 	 Structures of female external genitalia and their functions 

Structure Function
Vaginal opening (labelled introitus in 
diagram)

Allows escape of the menstrual flow, sexual 
intercourse, and delivery of the baby

External urethral orifice/opening Allows emptying of the bladder 
Clitoris Assists women to achieve sexual 

satisfaction
Perineum Supports the pelvic organs and separates 

vagina from anus
Labia minus (minora) Protects structures and orifices
Labia majus (majora) Protects the inner structures and orifices



UNIT 7UNIT 6UNIT 5UNIT 4UNIT 3UNIT 2INTRO UNIT 1UNIT 1: INTRODUCTORY SESSION ON FGM

10 

UNIT 8

1.4 60 mins

1.4.1	 Facilitator’s instruction
The facilitator should systematically follow these steps to implement the activity:

1.	 Ask the learners to state the different types of FGM 

2.	 Provide an illustrated lecture on the different types of FGM according to the 
WHO

3.	 Use a manikin/model to demonstrate the four types of FGM

4.	 Appoint a few participants to correctly identify the types of FGM via a return 
demonstration

5.	 Answer any questions or concerns from the participants

6.	 Thank the learners for participating in the session

1.4.2	 Key points on classification (types) of FGM according to 
the WHO
•	 The WHO has classified FGM into four main types. 

•	 The classification is based on the genital structures involved and the extent to 
which they are cut.

Clitoridectomy, or Type I FGM

•	 Clitoridectomy, otherwise known as Type I FGM, is the partial or total 
removal or injury to the clitoris (a small, sensitive and erectile part of the 
female genitalia), and/or the removal or injury to the prepuce (the fold of skin 
surrounding the clitoris), for non-medical reasons. The parts that are partially 
or totally removed through this type of FGM are shown in pink in Figure 1.2.

TYPES OF FGM
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Figure 1.2: 	 Type I FGM: Partial or total removal of the clitoris and/or the prepuce 
(clitoridectomy)

Figure 1.3: 	 Type II FGM: Partial or total removal of the clitoris and the labia 
minora, with or without the removal of the labia majora (excision). 
Note, Type II may involve removal of the labia minora only

Excision, or Type II FGM

•	 Excision, otherwise known as Type II FGM, is the partial or total removal of 
the labia minora (the labia are the “lips” that surround the vagina), with or 
without the partial or total removal of the labia majora or the clitoris, for non-
medical reasons (Figure 1.3).
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Infibulation, or Type III FGM

•	 Infibulation, also known as Type III FGM, is the narrowing of the vaginal 
opening through the creation of a covering seal. 

•	 The seal is formed by cutting and repositioning (putting together) the inner or 
outer labia (labia minora or majora), with or without the removal of the clitoris 
or prepuce, for non-medical reasons (Figure 1.4). 

Figure 1.4: 	 Type III FGM: Narrowing of the vaginal orifice with creation of a 
covering seal by cutting and repositioning the labia minora and/or 
the labia majora, with or without excision of the clitoris or prepuce 
(infibulation)

Figure 1.5: 	 Type IV FGM: Examples of harmful procedures to the female 
genitalia for non-medical purposes. Type IV FGM includes pricking, 
piercing, incising, scraping and cauterisation

Other types, or Type IV FGM 

•	 Type IV FGM includes any other modification or injury to the female external 
genitalia for non-medical reasons. 

•	 This category includes the pulling of labia minora, piercing, pricking and 
cauterising (burning), among other (Figure 1.5).  
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1.5 40 mins

1.5.1	 Facilitator’s instruction
The facilitator should systematically follow these steps to accomplish this activity:
1.	 Ask the participants what they think the magnitude of FGM is among the 

different counties in Kenya

2.	 Present PowerPoint presentation of the map, figures and graphs showing the 
numbers/prevalence rates of FGM in the different counties of Kenya 

3.	 Take participants’ questions and comments on the prevalence rates of FGM

4.	 Request a participant to summarise what they have learnt in the session

5.	 Conclude the session by highlighting the key points covered 

6.	 Answer any further questions or concerns from the participants

7.	 Thank the learners for participating in the session

1.5.2	 Key points on the magnitude of FGM practice in Kenya
•	 In Kenya, the FGM prevalence among women aged 15-49 years is 15% (Kenya 

Demographic and Health Survey (KDHS) 2022) (Figure 1.6), a drop from 21% 
prevalence reported in the 2014 KDHS. 

•	 Among the Kenyan ethnic groups, only five (the Luo, Luhya, Teso, Pokomo and 
Turkana) did and do not practice FGM. 

•	 The different Kenyan ethnic groups practice different types of FGM. For 
example, the Abagusii practice clitoridectomy, the Maasai - excision, the 
Somalis – infibulation, among others. 

•	 In the latest KDHS (2022), FGM prevalence was presented at county level, 
providing an opportunity for programming to be county specific using the 
localised insights. 

•	 Of note, there is a decline in FGM across counties, but concerningly, there are 
some counties where FGM prevalence has not declined or has stagnated. 

•	 Targeted programming and investments are needed to realise meaningful 
decline.

PREVALENCE OF FGM IN KENYA
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Source: Microanalysis of KDHS 2022 data: Trends in female genital mutilation in Kenya: Insights from further 
analysis of the Kenya Demographic and Health Surveys, 2003–2022 (Matanda et al 2023)

Let us now assess how much we have learnt by answering all of the questions below. 
Using your post-test paper, students can highlight, circle or write down the most 
appropriate answer to each question.
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Figure 1.6: 	 Rates (%) of women aged 15-49 who have been subjected to FGM by county, 
Kenya 

https://knowledgecommons.popcouncil.org/focus_sexual-health-repro-choice/306
https://knowledgecommons.popcouncil.org/focus_sexual-health-repro-choice/306
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The following questions are collated into pre-and post-tests to assess knowledge before 
and after the training. They are included here for the facilitator’s reference only. 

1. How many types of FGM are there? 

a)	 5

b)	 3

c)	 2

d)	 4

2. What is the name of the type of FGM where the clitoris is removed? 

a)	 Clitoridectomy

b)	 Excision

c)	 Infibulation 

d)	 Pricking 

3. Which types of FGM are communities commonly practising nowadays? 

a)	 Type I and IV

b)	 Type II and I

c)	 Type III and I

d)	 Type II and III

4.	 Which of the following counties has the highest rates of FGM?

a)	 Nairobi

b)	 Mandera

c)	 Kajiado

d)	 Nyeri

1.6 SELF-ASSESSMENT QUESTIONS
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DRIVERS OF FGM

2
UNIT

Duration: 4 hours 20 minutes
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UNIT DESCRIPTION
This unit is aimed at equipping CHPs with knowledge on the drivers of FGM to 
enable them to participate meaningfully in the prevention and protection of girls 
and women at risk of FGM. The unit covers the drivers of FGM with a specific 
focus on perceived cultural and religious values that may influence attitudes 
towards FGM, as well as emerging trends.1

 

EXPECTED LEARNING OUTCOMES
By the end of this unit, participants should be able to:

1.	 Identify the drivers of FGM in their community

2.	 Describe (with examples) how cultural values influence FGM

3.	 Describe perceived religious values and how they influence FGM 

4.	 Understand myths, misconceptions and the emerging trends in the practice of 
FGM

TEACHING METHODS
1.	 Values clarification (see values clarification exercise below)

2.	 Brainstorming

3.	 Group work

4.	 Lectures

5.	 Role-play

6.	 Question and answer

7.	 Assessment: observation checklists and multiple-choice questions

1 TGG-ALM considers describing FGM as a cultural norm or religious practice as problematic because it risks normalising a violent act as 
an acceptable part of culture or religion. However, it is important to recognise and reflect on the cultural and religious influences on FGM 
(perceived or otherwise) in order to understand the various drivers of FGM in the target population. 
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TEACHING RESOURCES
1.	 Manikins/models 

2.	 Computer

3.	 Flipcharts

4.	 Flipchart stand

5.	 Marker pens

6.	 Projector

7.	 PowerPoint notes

LEARNING EVALUATION (RELEVANT FOR ALL UNITS)
1.	 Please refer to the “learning evaluation” section under Unit 1. 

UNIT SESSION PLAN 

Duration Topic Learning 
Outcomes

Methodology Learning 
Evaluation 

2 hr Drivers of 
FGM 

Describe the 
drivers of FGM

Brainstorming, 
discussions

Pre-test
Q&A
Post-test1 hr Sociocultural 

values 
associated 
with FGM

Describe how 
cultural values 
may influence 
FGM

Discussions, role-
play, illustrated 
lectures 

1 hr Religious 
values 
associated 
with FGM

Describe how 
religious values 
may influence 
decisions on FGM

Discussions, role-
play, illustrated 
lectures 

20 mins Myths and 
misconceptions

Emerging 
trends in FGM

Describe some 
of the myths and 
misconceptions 
and the emerging 
trends in FGM

Activity, discussion
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2.1 2 hours

The facilitator should systematically follow these steps to complete the activity:
1.	 Greet the participants and introduce him/herself
2.	 Provide the opportunity for the participants to introduce themselves
3.	 Explains the objective of the session
4.	 Divide the participants into groups of five 
5.	 Provide the groups with written questions on drivers of FGM to stimulate discussion 

(Annex 1) 
6.	 Ask the groups to each nominate a chair and someone to record the points
7.	 Ask the participants in each group to generate a list of drivers of FGM
8.	 Provide participants the opportunity to present the drivers in a plenary  
9.	 Summarise the proffered drivers of FGM received from the participant groups (NB 

drivers will be further explained in Activity 2.3)
10.	Answer any questions or concerns arising from the activity
11.	Thank the learners for participating in the activity

DRIVERS OF FGM

2.1.1	 Facilitator’s instruction

We will begin this section with an activity.

Activity
In groups, identify and write down the drivers of FGM. Come back to the plenary 
and make presentations. The facilitator notes down participants’ points on the 
flipchart and then addresses the knowledge gaps in a plenary discussion. See 
detailed steps below.
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VALUES CLARIFICATION EXERCISE 2.2 1 hour

2.2.1	 Facilitators instruction
The facilitator should systematically follow these steps to implement this activity:
1.	 Provide an overview of the key components of a good role-play

2.	 Ask two participants to volunteer to role-play on the sociocultural values 
associated with FGM 

3.	 Read aloud a case study or scenario for the students to conduct a role-play on 
(Annex 2)

4.	 Ask the other participants to observe the role-play, to be able to provide 
feedback afterwards 

5.	 Ask participants to provide feedback on the role-play

6.	 Summarise the key sociocultural issues that arose in the role-play 

7.	 Highlight additional sociocultural values that were not mentioned during the 
role-play

8.	 Answer any questions and concerns from participants

9.	 Thank the learners for participating in the activity

2.2.2	 Key points on the drivers of FGM 
•	 There are several reasons why the practice of FGM is sustained, including 

community and individual reasons. 

Excellent! I believe some of the drivers you listed included these (the facilitator 
should read out these key points):
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Culture 

•	 Culture is people’s learned way of life and includes ideas, customs, and social behaviour 
that provides a lens through which people view the world. 

•	 FGM is often perceived as a cultural practice that has been carried out for decades. 

•	 Many communities view women and girls as a source of wealth at the point of marriage, 
and FGM is associated with increased bride price. This contributes to the continuation 
of the practice. 

•	 FGM is believed by some to be a valuable cultural tradition that should be upheld 
and not questioned or stopped by anyone, especially those who do not come from a 
practicing community. 

•	 Note: while FGM is regularly described as a “harmful practice” or “cultural norm”, this 
is not an adequate description. This trivialises the act and its harmful physical and 
emotional consequences and serves to undermine its seriousness and make it harder 
to tackle the beliefs and attitudes that underpin it. See TGG-ALM’s Power of Language 
paper for more information.

Rite of passage

•	 FGM is viewed as a rite of passage in some communities. It is considered a way of 
preparing the girl for adulthood and marriage.

Cultural beliefs and perceptions

Attempt this question before you proceed.

Plenary question 

Brainstorm on some of the values, beliefs and perceptions associated with FGM? 

Well done! I believe your responses include the following (facilitator to read out):

Some of the cultural beliefs that underpin why FGM is practiced include: 
i)	 The perception that FGM preserves premarital virginity and promotes marital fidelity. 

ii)	 The perception that FGM is necessary in order for a girl to have good morals, as 
preparation for marriage and adulthood.
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iii)	 The assumption that FGM reduces a woman’s libido and thus prevents her from being 
promiscuous. 

iv)	 Some communities believe that if the clitoris is left uncut, it will grow longer and drag 
on the floor.  

v)	 Some associate FGM with cleanliness. 

vi)	 Some communities, like the Kuria in Kenya, believe that FGM is linked to spirituality and 
traditional religious beliefs, and it cannot be stopped. 

vii)	 Some communities believe that if the clitoris touches the foetal head during delivery, 
the baby will die. Thus, they believe that performing FGM prevents neonatal deaths.

Peer pressure and pressure from family members

•	 Girls and women may undergo FGM due to pressure from their peers. They may want it 
to fit in with the group. 

•	 Family members may pressure the girl to undergo FGM so as to belong to the 
community and not be seen/treated as an outcast.

Political drivers

•	 Politics has played a role in propagating FGM, despite the practice being outlawed. 

•	 Poor enforcement of anti-FGM laws, failure of the authorities to take action against 
those propagating FGM and low involvement of women in anti-FGM programmes have 
contributed to the continuation of FGM. 

Patriarchy

•	 Patriarchy is a social system where positions of power and privileges are held by men, 
while women have less power and are less valued.

•	 In patriarchal societies, men are often the masters of female sexuality and FGM is a way 
of controlling female sexuality. However, through the years, FGM has become a social 
norm within patriarchal societies, we often see both men and women perpetuating it.  

•	 In patriarchal societies, women are often less educated, informed and empowered and 
therefore lack the ability and power to challenge existing social norms, including FGM 
lack the capacity or means to advocate against FGM. In many such societies, girls are 
more likely to marry at a young age and women’s role is mostly confined to the domestic 
sphere, with a lack of financial independence from their husbands.

•	 Patriarchal structures pose a challenge to the prevention of FGM as they create a 
barrier and restrict women and girls’ agency.
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Aesthetic values 

•	 In some communities, the female external genitalia is believed to be dirty and ugly, thus 
it is removed so as to promote hygiene and aesthetic appeal.

Socio-economic factors

•	 With the current trend of medicalised FGM, it is viewed by some as an income 
generating activity, where the FGM practitioner is paid in cash or in kind. The financial 
benefit helps facilitate and perpetuate the practice. 

•	 This is particularly relevant in poverty-stricken areas, where the livelihood of certain 
individuals and their families is tied to FGM (economic dependency).  

•	 Families in poor communities may believe that performing FGM increases their 
daughters’ chances of getting married into wealthier families, thus reducing their 
financial burden.

While in this chapter we examine the cultural and religious influences on FGM decision 
making, it is important to note that FGM is more than a harmful social/cultural norm. Far 
beyond a tradition, it is a form of abuse against women and girls. 

2.3 1 hour

2.3.1	 Facilitators instruction
The facilitator should systematically follow these steps to implement this activity:
1.	 Provide an overview of the key components of a good role-play (skip this step 

if already covered under Unit 1)

2.	 Ask two participants to volunteer to role-play on the religious values 
associated with FGM

Note: If religion does not play a crucial role in influencing decision making around FGM 
in the CHPs’ community, the facilitator may wish to spend less time on this section or 
combine it with the section above on sociocultural values..

FGM AND RELIGION



UNIT 8UNIT 7UNIT 6UNIT 5UNIT 4UNIT 3UNIT 1INTRO UNIT 2:  DRIVERS OF FGM

25 

3.	 Read aloud a case study or scenario for the students to conduct the role-play 
on (Annex 3)

4.	 Ask the other participants to observe the role-play, to be able to provide 
feedback afterwards 

5.	 Ask participants to provide feedback on the role-play

6.	 Summarise the key issues associated with religion that arose in the role-play 

7.	 Highlight additional religious values/aspects that were not mentioned during 
the role-play

8.	 Highlight (recap on) the key points on sociocultural and religious values 
associated with FGM that were covered during the session 

9.	 Answer any questions and concerns from participants

10.	Thank the learners for participating in the session

2.3.2	 Key points on the drivers of FGM 
•	 FGM is wrongly believed to be supported or mandated by religion, therefore 

some communities practice FGM in the belief that they are complying with 
religious expectations.  

•	 FGM is a misinterpretation of religious purity. FGM may be undertaken as 
a means to “purify” girls before marriage or to ensure chastity, with some 
believing that FGM aligns with religious values of sexual modesty and 
morality. 

Key Message 
Despite the many reasons given for practicing FGM, it is a form of violence against 
women and girls, has physical, emotional and mental health consequences, and violates 
the human rights of women and girls.

•	 Religious leaders are key in affecting decisions around FGM and ending the 
practice, since they are influential figures in the community. 

•	 Although there are no religious scripts on FGM, religious leaders take varied 
positions on the practice: some promote it, some are against it, while others 
do not see its relevance in religion. 

•	 The Qur’an rejects practices against human nature and upholds the sanctity of 
the human body, therefore FGM is prohibited. 
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•	 Some communities, for example the Somali in Kenya, may believe that FGM 
should be performed to make the girl “clean” and being Muslims, they tend to 
believe that it is a religious requirement, yet it is not mentioned in the Qur’an. 

•	 There are no religious scripts on the practice of FGM. Some hadiths mention 
FGM, but their authenticity is doubted (Dr Mohamed Selim Al-Awa, FGM In 
the Context of Islam, May 2012) and thus they cannot be used as a basis to 
justify violence against women and girls. The Association of British Muslims 
asserts that FGM is haram (prohibited), that “FGM is an injustice…against 
the teachings of Islam and that Muslims must act to prevent FGM from 
happening” (Muslim Scholars Fatwa (ruling) on FGM).

Activity
Write down some of the myths and misconceptions of FGM that you have heard or 
know about.

2.4 KEY POINTS ON MYTHS AND 
MISCONCEPTIONS SURROUNDING FGM

•	 There are many myths and misconceptions about FGM. Here is an activity for you.

Bravo! Compare your list with this.

Examples of myths and misconceptions include the following:

i)	 FGM is a standard procedure

ii)	 Only teenagers undergo the surgery as a rite of passage

iii)	 Girls understand and choose to undergo the procedure

iv)	 If the surgery is performed correctly, there is no long-term physical damage

v)	 It is possible to perform the procedure so that it does not harm girls

vi)	 FGM is a religious act

https://egypt.unfpa.org/sites/default/files/pub-pdf/d9174a63-2960-459b-9f78-b33ad795445e.pdf
https://egypt.unfpa.org/sites/default/files/pub-pdf/d9174a63-2960-459b-9f78-b33ad795445e.pdf
https://aobm.org/muslim-scholars-fatwa-ruling-on-fgm/
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There are changes in the practice of FGM in some communities in an attempt to circumvent 
measures (laws and interventions) to end FGM, particularly criminalisation of the practice. 
CHPs should be alert and aware of these trends so that they are able to recognise when a 
girl is at risk in their community, and respond appropriately. The emerging trends include:
a)	 Change in age undergoing FGM: Some communities that used to cut teenage girls 

are now performing FGM on younger girls, while others are cutting at an older age 
(following marriage or childbirth)

b)	 Change in timing of FGM: FGM used to be performed during school holidays in most 
communities. However, some are now cutting girls when schools are open to avoid 
detection.

c)	 Medicalisation of FGM: In some communities, there is an increase in FGM performed 
by medical personnel or by traditional cutters/practitioners using medical supplies. This 
is done in the belief that medicalised FGM is safer or more difficult to detect.

d)	 Cross-border FGM: Some girls and women are taken to other regions within the same 
country or to other countries for the purpose of cutting them to evade law enforcement

e)	 Lack of associated ceremonies: FGM used to be accompanied by elaborate ceremonies. 
To avoid detection, many communities perform FGM in secrecy with no accompanying 
ceremonies or conceal the practice by conducting it at the same time as male 
circumcision.

f)	 Shift to ‘lesser’ forms of FGM: In some communities, there is a change from more 
severe type II and III FGM to less severe type I or IV FGM. This facilitates evasion from 
the law as well as girls can recover quickly.

2.5
EMERGING TRENDS IN THE 
PRACTICE OF FGM 10 mins

Summary
In this chapter, we have discussed the cultural and religious drivers of 
FGM. We examined the reasons as to why FGM has persisted despite 
being a violation. The reasons for the practice include that FGM is 
considered by some as: a rite of passage; preventing promiscuity; a form 
of cleanliness; and a religious practice. Furthermore, we described the 
emerging trends in FGM that have implications on why interventions need 
to be aligned. 

Well done! Now attempt the self-assessment questions.
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These questions are covered in the pre/post-test; they are included here for the facilitator’s 
reference).

1.	 At what age are girls traditionally subjected to FGM among the Maasai community?

a)	 0 days -28 days 

b)	 1 year -5 years 

c)	 20 years - 25 years 

d)	 9 years -15 years 

2.	 Among the Maasai community, the most common reason given for practising FGM is: 

a)	 Culture 

b)	 Religion 

c)	 Economic reasons 

d)	 Political reason 

Note: The test for this unit includes questions that are specific to Narok County (the 
location of the training pilot), e.g. on Maasai practices. Context-specific test questions 
need to be adapted under this unit where CHP training is taking place in another 
locality.

Let us assess how much we have learnt by answering all of the questions below. You can 
choose to highlight or circle or write down the most appropriate answer.

2.6 SELF-ASSESSMENT QUESTIONS 10 mins
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3. 	 When a girl undergoes FGM because they are transiting from childhood to adulthood, 
this is called:

a)	 Coming of age

b)	 Rite of passage

c)	 Maturity

d)	 Societal expectation 

4. 	 Indicate whether the following statements are true (T) or false (F)

i)	 Religious leaders take varied positions on the practice of FGM - True

ii)	 The Qur’an supports the practice of FGM -False 

5. 	 Identify a proposed driver of FGM that has a religious connotation 

a)	 Rite of passage 

b) 	 Virginity

c) 	 Fidelity  

D)	 Sexual pleasure 
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EFFECTS OF FGM 

3
UNIT

Duration: 3 hours 40 minutes
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UNIT DESCRIPTION
This unit aims to equip participants with knowledge short- and long-term physical 
and mental health complications cause by FGM. Specifically, this unit covers 
the sexual, physical, mental and psychosexual health impacts of FGM. It also 
covers the social and economic consequences of having experienced this type of 
violence, and the role of CHPs in caring for survivors of FGM. This unit will provide 
participants with a better understanding of the breadth of negative effects of FGM 
and will help foster positive attitudes towards the wellbeing of communities. Once 
trained, CHPs should integrate FGM prevention and response messages into other 
health promotion activities when conducting household visits. 

EXPECTED LEARNING OUTCOMES
By the end of this unit, participants will be able to:

•	 Identify short- and long-term health complications caused by FGM
•	 State the social effects of FGM
•	 State the economic consequences of FGM
•	 Understand advocacy as a tool for ending FGM

LEARNING EVALUATION
1.	 Please refer to the “learning evaluation” section under Unit 1. 

UNIT SESSION PLAN 

Duration Topic Learning 
Outcomes

Methodology Learning 
Evaluation 

1 hr 30 mins Effects of FGM on 
health

Identify short- and 
long-term health 
complications caused 
by FGM

Brainstorming, 
discussion, 
learning activity

Pre-test
Q&A
Post-test

1 hr Social consequences 
of FGM

State the social 
effects of FGM

Group work, 
discussion

30 mins Economic 
consequences of 
FGM

State the economic 
consequences of 
FGM

Group work, 
discussion

40 mins Advocacy as a tool 
for ending FGM

Understand 
advocacy as a tool 
for ending FGM

Group work, 
discussion
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3.1.1	 Facilitators instruction

This sub-unit provides CHPs with information on sexual health to help improve 
awareness and create and enhance positive attitudes toward sexual health and 
wellbeing. There is evidence that FGM adversely affects the sexual health and 
wellbeing of girls and indeed violates women’s sexual and reproductive rights 
(WHO, 2024). This sub-unit will help to strengthen CHPs’ knowledge on the 
dangers of FGM and their understanding of the need to abandon this practice. 

TEACHING METHODS 
•	 Brainstorming

•	 Group work

•	 Question and Answer

•	 Role-play

•	 Lectures

•	 Discussion 

•	 Storytelling

TEACHING RESOURCES 
•	 Flipchart paper

•	 Markers

•	 Pictures of health-related complications of FGM

3.1
EFFECTS OF FGM 
ON HEALTH 1 hour 30 minutes
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Scenario
Amina, the Community Health Promoter, visits Mariam’s family after hearing that 
Mariam has been experiencing severe pain during urination, has had recurring 
infections, and has had difficulties with intimacy since her marriage. During the visit, 
Amina learns that Mariam underwent FGM as a child as part of a community tradition 
to “ensure her chastity and honour.”

Mariam’s mother explains:

This is how we protect our daughters and prepare them for womanhood. It is 
our culture, and every girl must go through it to be accepted and respected.”

 

Mariam, however, tearfully shares her experiences:

I feel pain all the time. I don’t understand what is happening to my body. I feel 
tired a lot, cannot sleep well at night, and do not engage in activities with my 
peers because I find peace in being alone and nobody seems to understand 
my problems. My husband thinks I am not normal because I feel scared and 
uncomfortable with him.”

The village elder, who joins the conversation later, defends the practice, saying:

FGM has been part of our community for generations. Without it, girls will not 
be pure, and families will face shame.”

Amina knows she must discuss the harmful effects of FGM while being culturally 
sensitive and respectful to those present. She also recognises the need to discuss 
sexual health with Mariam and her family, as many community members have little 
understanding of sexual health and its role in overall wellbeing. Amina needs to 
organise for Mariam to receive appropriate management of her health concerns, and 
finally, Amina recognises the need for CHPs to advocate among opinion leaders and 
other gatekeepers for the abandonment of FGM.
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3.1.2	 Sexual Health Brainstorming and Discussion Activity
  Step 1: Divide participants into groups of 6-8 and give each group a flipchart and 

markers.

  Step 2: Conduct warm-ups and “icebreakers” to establish group norms and open up a 
safe space for sexual health discussions. 

  Step 3: Using the scenario above, ask participants to reflect, identify, and list: 

•	 The major concerns expressed by Mariam under the sub-headings:

•	 Physical complications of FGM 

•	 Mental and psychological complications of FGM

•	 Sexual complications of FGM 

•	 The drivers of FGM provided by Mariam’s mother, and the village elder

What actions should Amina, the CHP, put in motion?

  Step 4: Ask participants to write down what they consider to be components of 
sexual health or what it is to be sexually healthy from the Amina scenario.

  Step 5: Request participants to discuss and write down (a) conditions and (b) diseases 
that harm sexual health of an individual from the Amina scenario.

We will now do another activity: participants should discuss and define sexual health as a 
plenary (students to volunteer ideas).

3.1.3	 Define Sexual Health 

Key points
It is crucial to tease out the following key points in the discussion:

Sexual health is: “…a state of physical, emotional, mental and social well-being in 
relation to sexuality and not the absence of disease, dysfunction or disability / 
impairment.
Sexual health is the ability to embrace and enjoy our sexuality throughout our 
lives and is an important part of our physical and emotional health.

It requires a positive and respectful approach to sexuality and sexual relationships, 
as well as the possibility of having pleasurable and safe sexual experiences, free of 
coercion / force, discrimination and violence.”
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Being sexually healthy comprises: 

1.	 Understanding that sexuality is a natural part of life and involves more than 
sexual behaviour.

2.	 Recognising and respecting the sexual rights we all share.

3.	 Having access to sexual health information, education, and care.

4.	 Making an effort to prevent unintended pregnancies and STIs and seek care 
and treatment when needed.

5.	 Being able to experience sexual pleasure, satisfaction, and intimacy when 
desired.

6.	 Being able to communicate about sexual health with others, including sexual 
partners and healthcare providers.

Note: FGM is a form of sexual and gender-based violence (SGBV) that has no health 
benefits, causes harm to girls and women, and violates the human rights of girls and 
women.

We shall now move on to another activity: in your groups, discuss and list the effects of 
FGM on health. 

3.1.4	 Identify The Effects Of Fgm On Health 

The facilitator may hear from one or two groups on their discussion and what they have 
identified as effects of FGM on health. The facilitator may then read/present the following 
list of effects of FGM on health to the participants: 

3.1.5 	 The Physical Effects Of FGM

A.	 Immediate physical complications: 

•	 Pain 

•	 Bleeding

•	 Acute urine retention 

•	 Acute genital tissue swelling 

•	 Local infection at site of injury 



UNIT 8UNIT 7UNIT 6UNIT 5UNIT 4UNIT 1 UNIT 2INTRO UNIT 3:  EFFECTS OF FGM

37 

•	 Infection of blood 

•	 Tetanus 

•	 Shock 

•	 Death 

 
B.	 Long-term physical complications: 

•	 Recurrent urinary and reproductive tract infections 

•	 Painful or difficult urination

•	 Painful swellings on the female genital area

•	 Damage to nerve endings

•	 Development of inelastic scar tissue

•	 Adhesions surrounding the excised areas 

•	 Fistula

•	 FGM is associated with complications during labour and delivery, including:

•	 Prolonged labour

•	 Post-partum haemorrhage

•	 Perineal tears.

•	 Increased risk of neonatal deaths or stillbirths

Figure 3.1: Keloid Figure 3.2: Inclusion cyst

Photographic images: Examples of long-term physical health complications cause by 
FGM
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3.1.6	 Mental and psychological complications 
•	 Depression

•	 Anxiety

•	 Emotional effects such as flashbacks to the FGM event

•	 Shock and sadness

•	 Eating problems 

•	 Mood disturbance

•	 Low self-esteem

•	 Irritation stress

•	 Frequently returning to health facilities with unexplained complaints of different parts 
of the body

•	 Sleep disturbance

•	 Behavioural changes (crying spells, socially isolating)

•	 Psychosomatic symptoms (aches, pains, numbness)

•	 Extreme emotions (extreme sadness, anxiety, anger, despair)

Source: WHO 2018

3.1.7	 Sexual complications
•	 Pain during sexual intercourse may result from:

•	 Post-traumatic swellings on the genital area

•	 Painful scar tissue

•	 Vaginal dryness

•	 Painful vaginal penetration that may result in further tears and pain

•	 The anxiety and stress from these complications may result in further forms of sexual 
dysfunction such as:

•	 Loss of libido / sexual desire

•	 Lack of intimacy related to sexual dysfunction including:

•	 Arousal difficulties 

•	 Orgasm difficulties

•	 Difficulties with lubrication and satisfaction 
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•	 Men’s sexual complications associated with FGM include:

•	 Painful sexual penetration due to infibulation and the swellings and scarification on 
the woman’s genital area

•	  A resulting loss of libido / desire as well as erectile dysfunction

List Adopted from WHO 2018

3.1.8	 Role of CHPs in the care of FGM survivors 
In the process of their routine activities, CHPs are able to identify survivors of FGM and 
refer them for appropriate care by trained health care providers. CHPs may proactively 
identify survivors through community outreach activities and dialogue and through other 
routine health interventions, home visits, routine data collection, and through collaboration 
with local non-governmental organisations (NGOs) and community leaders. The CHP’s 
role is particularly critical in outreach services and mobilisation of the community to 
increase uptake of services. Working in collaboration with other stakeholders and 
established systems (e.g., local administration, law enforcement, schools, religious leaders 
and institutions, civil society organisations, etc.) is vital in order for CHPs to be able to 
effectively support survivors of FGM and prevent future cases. Please refer to Unit 6 for 
more detail on person-centred counselling and how to talk about FGM with survivors and 
the community. 

3.1.9	 FGM household data collection tool activity
•	 After introductions and climate-setting (communication activity to help trainee 

participants know and engage with each other), the CHPs will learn how to administer 
the FGM household data collection tool. While in practice, the full tool will be 
administered by the CHP, it is important to highlight these particular questions in the 
tool which provide vital data on FGM: 

•	 Have you heard of FGM?

•	 Are you willing to provide information regarding FGM?

•	 Has anyone in this household undergone FGM?

•	 If yes, how many have undergone FGM? 

•	 The CHPs will request appropriate appointments with any identified survivors and 
collect information about: 

•	 Their FGM status 

•	 Whether they have any health-related concerns, using the FGM survivor referral 
tool if necessary. 
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3.2.1 	 Facilitator’s Instruction

TEACHING METHODS 
•	 Brainstorming

•	 Group work

•	 Question and Answer

•	 Role-play

•	 Lectures

•	 Discussion

TEACHING RESOURCES 
•	 Flipchart paper

•	 Markers

•	 Space

3.2 SOCIAL CONSEQUENCES OF FGM 1 hour

3.2.2	 Social Consequences Brainstorming and Discussion Activity
  Step 1: Divide participants into groups of 6-8 and give each group a flipchart and 

markers.

  Step 2: Conduct warm-ups and “icebreakers” to establish group norms and open up 
a safe space for discussing the social consequences of FGM. 

  Step 3: Brainstorm in groups on the social consequences of FGM.
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3.2.3	 Discuss Consequences Of Fgm On Education

Key points

The facilitator should ensure that the following points come out in the discussion:

•	 When girls undergo FGM, their education is likely to be affected. Some of the 
possible outcomes are listed below. 

•	 School drop–out due to FGM can fuel girl disempowerment and 
perpetuate support for FGM

•	 FGM lowers girls’ ambition to further their education
•	 Girls lose interest in schooling after FGM
•	 Girls’ class performance declines after FGM due to low self esteem or 

health-related issues, resulting in lost concentration in class
•	 FGM can lead to early marriage, especially when practiced as a rite of 

passage
•	 Girls that undergo FGM are more likely have sexual intercourse at an 

earlier age (due to early marriage) that may result in early/teenage 
pregnancies leading to school dropout as well as higher risk pregnancies

•	 FGM can lead to marital conflicts and GBV (the girl may be young and 
disempowered within the marriage)

After FGM, in many societies, the girls may be perceived as adults who are ready 
to be married: this perception contributes to girls dropping out of school.
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TEACHING RESOURCES 
•	 Flipchart paper

•	 Markers 

ActivityActivity

3.3 ECONOMIC CONSEQUENCES 
OF FGM 30 mins

3.3.1 	 Facilitator’s Instruction

TEACHING METHODS 
•	 Brainstorming

•	 Group work

•	 Question and Answer

•	 Role-play

•	 Lectures

•	 Discussion

3.3.2	 Economic Consequences Brainstorming and Discussion Activity

  Step 1: Divide participants into groups of 6-8 and give each group a flipchart and 
markers.

  Step 2: Conduct warm-ups and “icebreakers” to establish group norms and open up 
a safe space for discussing the economic consequences of FGM. . 

  Step: Brainstorm in groups on the economic consequences of FGM on health.
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3.3.3	 Discuss the Economic Consequences of FGM 

Key Points
Expenditures are incurred in treating FGM health complications. Health 
expenditures to treat these complications could potentially include public or 
private sources as well as out-of-pocket payments. In addition to direct health 
expenditure, poverty may be worsened at individual and family level due to 
disempowerment of girls and women. Some compounding effects on the FGM 
survivor may also include: 

1.	 Illiteracy

2.	 Poor quality of life

3.	 Loss / reduction in productivity

4.	 Under-development at household, community and national level  

FGM thus contributes to economic burden at individual, family, community 
and national levels. As well as the costs of managing FGM health-related 
complications and treatment, further costs are incurred for prevention 
interventions through: 

i.	 Community engagement 

ii.	 Mass media

iii.	 Healthcare provider engagement 

iv.	 Protection through legislative efforts 

v.	 Capacity building among healthcare providers 

vi.	 Provision of safe houses /institutions for girls and women at risk of FGM 



UNIT 7UNIT 6UNIT 5UNIT 4UNIT 2UNIT 1INTRO UNIT 1UNIT 3:  EFFECTS OF FGM

44 

UNIT 8

TEACHING METHODS 
•	 Brainstorming 

•	 Group work

•	 Question and Answer

•	 Role-play

•	 Lectures

•	 Discussion

TEACHING RESOURCES 
•	 Flipchart papers

•	  Markers

3.4 ADVOCACY AS A TOOL FOR 
ENDING FGM 40 mins

3.4.1 	Facilitator’s Instruction	

3.4.2	 Advocacy Brainstorming and Discussion Activity

  Step 1: Divide participants into groups of 6-8 and give each group a 
flipchart and markers.

  Step 2: Conduct warm-ups and “icebreakers” to establish group norms and 
open up a safe space for discussing advocacy around FGM. 

  Step 3: Brainstorm in groups on ways to advocate against FGM (how, who, 
etc.).



UNIT 8UNIT 7UNIT 6UNIT 5UNIT 4UNIT 1 UNIT 2INTRO UNIT 3:  EFFECTS OF FGM

45 

REFERENCES

1.	 World Health Organization (WHO), (2024), Female Genital Mutilation Fact 
sheet, https://www.who.int/news-room/fact-sheets/detail/female-genital-
mutilation Consult WHO website for recent information, definition and 
facts around FGM. https://www.who.int/health-topics/female-genital-
mutilation#tab=tab_1’

3.4.3	 Dicuss Advocacy Around FGM 

Key points
The facilitator should ensure that the following points come out in the discussion. 
In order to support efforts to end FGM, CHPs may partake in the following 
advocacy:

i.	 Direct advocacy with individuals and communities on the harmful effects 
of FGM

ii.	 Work with stakeholders such as local authorities to highlight the 
prevalence of FGM in your community, and ways to support eradication 
efforts

iii.	 Fulfil CHP obligations to help address and protect women and girls from 
FGM, and provide critical support and referral services

iv.	 Strengthen the evidence base through completion of the FGM 
household data collection tool
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FGM AS A CRIMINAL 
OFFENCE 

4
UNIT

Duration: 3 hours
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UNIT DESCRIPTION
This unit provides insights on the reasons why FGM has been made a criminal 
offence in Kenya and globally. It highlights the various legal and policy provisions 
which make it an illegal practice in the country. The unit also explains the legal 
consequences that one would face in Kenya. The unit frames the human rights 
basis of FGM criminalisation, laws and policies outlawing FGM in Kenya and the 
legal consequences of practicing it. 

EXPECTED LEARNING OUTCOMES
By the end of this unit, participants will be able to:

•	 Identify reasons why FGM is a criminal offence in Kenya

•	 Explain the legal and policy provisions that make FGM a criminal offence in 
Kenya

•	 Describe the legal consequences of practicing FGM in Kenya 

LEARNING EVALUATION
1.	 Please refer to the “learning evaluation” section under Unit 1. 

UNIT SESSION PLAN 

Duration Topic Learning 
Outcomes

Methodology Learning 
Evaluation 

60 mins The human rights 
violations of FGM 
as the basis for the 
criminalisation of 
FGM

Identify reasons why 
FGM is a criminal offence 
in Kenya

Brainstorming, 
discussion and 
lecture

Pre-test
Q&A
Post-test

90 mins Laws and policies 
that make it illegal 
to practice FGM in 
Kenya

Explain the legal and 
policy provisions that 
make FGM a criminal 
offence in Kenya

Brainstorming, 
discussion and 
lecture

30 mins Legal consequences 
of practicing FGM in 
Kenya

Describe the legal 
consequences of 
practicing FGM in Kenya

Brainstorming, 
discussion and 
lecture
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TEACHING METHODS 
•	 Brainstorming 

•	 Group work

•	 Question and Answer 

•	 Lectures

•	 Discussion

•	 Assessment: observation checklists and multiple-choice questions

4.1.1 	 Criminalisation of FGM as a way of protecting and promoting the 	
	 human rights of women and girls
•	 FGM was a made criminal offence in Kenya because of the ways in which it violates the 

human rights of women and girls. 

•	 Human rights: Human rights are moral principles that are intended to promote human 
wellbeing.  FGM violates the wellbeing of women and girls and is therefore contrary to 
human rights. Many human rights instruments therefore view FGM as a violation of the 
human rights of women and girls. 

•	 International human rights instruments are global laws which apply to nation states. 
Under international human rights law, Kenya has an obligation to protect the rights of 
women and girls. Therefore, Kenya is required to pass laws which protect women and 
girls from FGM. 

•	 Thus, because FGM violates many human rights that women and girls should enjoy, 
Kenya has passed laws which make the practice of FGM a criminal offence. 

4.1.2 The specific human rights that FGM violates 
•	 Right to Health: 

•	 This is the right to access health care services and includes the right to be healthy, 
not only through the absence of disease, but through psychological, mental and 
emotional wellbeing. 

4.1
WHY FGM IS A 
CRIMINAL OFFENCE 40 mins
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•	 How FGM violates the right to health: FGM has serious health impacts on 
women and girls. It affects the proper functioning of sexual and reproductive 
organs. It also places a burden on health facilities, for example, by leading to 
complications during labour and delivery.  

•	 Right to Education: 

•	 FGM affects the right to education. This normally occurs because FGM is largely 
performed on girls below the age of 18. Once cut, in some communities, the girls 
are considered to be of marriageable age, and many are forced to drop out of 
school so that they can get married. This denies girls the opportunity to pursue 
their education and achieve their full potential. CHPs can promote the right to 
education by:

•	 Promoting integration of FGM education into school curricula to inform 
young people about their rights and the harms of FGM.

•	 Empowering communities through education to challenge and prevent human 
rights violations.

Source : https://blog.ipemgzb.ac.in/right-to-education/

•	 Right to Bodily Integrity:

•	 Individuals have the right to make decisions about their own body without coercion 
or harm.

•	 FGM denies girls the opportunities to make decisions about their bodies. When 
girls are being cut, they are not given full and accurate information about the 
consequences of FGM, and they only get to experience these consequences 
after they have been cut. The consequences of FGM can be lifelong and the 
complications can be life altering. 

•	 CHPs can promote this right by advocating within the community against practices 
that infringe on bodily autonomy.

•	 Gender Equality and Non-Discrimination: 

•	 FGM is discriminatory against women and girls and has severe and adverse 
consequences for women and girls, such as limiting their sexual health, and leaving 
them with long-term and adverse impacts on their life. 

•	 FGM is sometimes used as a means of controlling women’s sexuality.

•	 During the actual cutting, girls are often taken through informal learning sessions, 
where they are taught how to be good wives and mothers. However, the 
information given to girls during these sessions can be discriminatory against girls, 
because the information may be informed by prevailing social and gender norms 
that are discriminatory. For example, girls might be informed that domestic/gender-
based violence is normal in marriage and so they should tolerate it. They might also 
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be told that it is shameful to leave one’s marriage and the underlying message here 
is that when married, women should stay in the marriage at all costs, even when 
their lives are threatened. 

•	 While working within the community, CHPs should provide gender-sensitive 
information that challenges stereotypes and empowers girls. 

4.1.3 The role of CHPs in promoting the human rights that are 
threatened by FGM
Community engagement:
In working with communities, CHPs can promote human rights in the following ways: 
•	 Work with health facilities, community leaders, religious leaders, and other influencers to 

change perceptions and promote the abandonment of FGM.

•	 Support health facility contact person(s) to organise workshops, seminars, and campaigns 
to raise awareness. 

•	 Participate in active referral of survivors of FGM to the health facility for further 
management and support.
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Health careLegal 
assistance

Counselling

Source: https://ruralsehub.net/project/
chapter-community-engagement/

Support services: 

In providing support services, CHPs should: 

•	 Refer survivors and at-risk women and girls to the health centres where they can receive 
more information and support services. Specifically, CHPs should use the standard 
referral form for referring clients for legal assistance, counselling, and/or health services. 
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A story about FGM in a practical context 
A young girl, aged 17 years, left her home in Eldoret and went to Mandera to visit her 
father. A man who was a tuk tuk driver was sent by the girl’s father and uncle to meet 
the girl and take her to his house, so that her father could pick her up from there. The 
girl stayed in the house of the tuk tuk driver for a few days before she developed a 
chest infection and fell ill. After a few days, the girl’s father asked the tuk tuk driver to 
take the girl to see a female doctor at a local clinic, which he did.  

The doctor injected the survivor and thereafter proceeded to cut her clitoris using a 
pair of scissors. The girl, scared and confused, went back to the home of the tuk tuk 
driver to recover, but she managed to escape after 13 days and went to the Mandera 
police station where she reported the matter. 

The girl was referred to Mandera County Referral Hospital, where the doctor who 
examined her noted that she had a recent scar which was likely the site of the cut. 
Tests indicated that there was an infection. 

The tuk tuk driver and doctor were charged in court. The tuk tuk driver was charged 
under the Children’s Act for taking the girl to the clinic where she underwent FGM. 
The doctor was charged for the offence of performing FGM under the Prohibition of 
FGM Act.

Reflect on this story and discuss the human rights violations that arise. 

Facilitator note: 

Some of the key issues to reflect on and bring out of the discussion include: 
Human rights violations including right to health and right to bodily integrity; 
illegally subjecting a child to FGM; medicalised FGM; aiding and abetting FGM 
(and failing to report); the role of law enforcement when cases of FGM are 
reported. 

REFLECT ON CASE STUDY
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4.2.1 	Laws the prohibit FGM in Kenya
Kenya has several laws and regulations addressing FGM, reflecting the country’s 
commitment to eradicating the practice, as outlined below.
i)	 Constitution of Kenya, 2010. This is the supreme law of the 

land. It upholds the rights of all individuals, including the right 
to health, dignity, and protection from harmful practices. It 
prohibits practices harmful to health and wellbeing, which 
encompasses FGM.

•	 The Constitution provides the basis for the policies and laws 
that make FGM a crime in Kenya. 

•	 Article 27(4) prohibits discrimination on the basis of 
gender. This provision mirrors the provisions under international instruments 
such as the Convention on the Elimination of All Forms of Discrimination Against 
Women (CEDAW) and the Maputo Protocol, which also prohibit gender-based 
discrimination. 

•	 Article 28 further provides that all people in Kenya should enjoy the right to 
human dignity, and we have seen that FGM violates women and girls’ right to 
human dignity. 

•	 Article 29 provides for the right to freedom and security of person, so that no one 
in Kenya should be subjected to any form of violence or torture.

ii)	 Prohibition of Female Genital Mutilation Act, 2011. This is 
a comprehensive law that criminalises all forms of FGM and 
provides for the protection of women and girls from the practice. It 
establishes the Anti-FGM Board, tasked with the coordination and 
implementation of anti-FGM activities in Kenya.

•	 In addition to making FGM a criminal offence, the Act also 
establishes the following related offences: 

a)	 Section 19 recognises aggravated FGM which is where 
the victim of FGM dies as a result of undergoing FGM. 

4.2 LAWS AND POLICIES THAT MAKE IT 
ILLEGAL TO PRACTICE FGM IN KENYA
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b)	 Section 20 makes it is a criminal offence to assist any person to perform 
FGM. This is the offence of aiding and abetting. Assisting someone to 
commit the offence of FGM includes: 

•	 Parents giving consent for their daughters to undergo FGM

•	 Adult women giving their consent to a cutter/practitioner to perform FGM 
on them

c)	 Section 21 prohibits cross-border FGM and it makes it a criminal offence 
for one to move a woman or a girl from Kenya to another country for the 
purpose of having the woman or girl undergo FGM in that other country. It 
is also an offence to bring a woman or a girl into Kenya for the purpose of 
having them undergo FGM. 

d)	 Section 22 makes it a criminal offence to use one’s premises for the 
purposes of FGM. 

e)	 Section 23 makes it an offence to be in possession of tools and equipment 
for purposes connected with FGM. 

f)	 Section 24 criminalises failure to report the commission of FGM. 

g)	 Section 25 criminalises the use of abusive or derogatory language that is 
intended to ridicule and embarrass a woman who has not undergone FGM 
or a man who marries or supports a woman who has not undergone FGM. 

iii)	 The Children Act, 2022. This Act protects children from harmful cultural practices, 
including FGM. It emphasises the right of children to be protected from physical and 
psychological harm.

a)	 Section 23(2) makes it an offence to perform any of the 
listed harmful cultural practices. The penalty is 3 years 
imprisonment and/or a fine of Kshs. 500,000. Where a child 
dies as a result of being subjected to a harmful cultural 
practice, the sentence is life imprisonment. 

b)	 This means that a person who subjects a child to FGM can 
now be charged simultaneously under the Prohibition of 
Female Genital Mutilation Act and also under the Children Act. 

4.2.2	 Policies that support prohibition of FGM in Kenya
i)	 National Policy for the Eradication of FGM, Sessional Paper No. 3 of 2019 

•	 This policy recognises the need for more concerted effort towards the 
abandonment of FGM, which continues to be practiced despite the existence of a 
robust legal framework for its prohibition. 
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•	 It sets out key weaknesses and challenges in addressing FGM as well as the 
opportunities that exist in promoting abandonment. 

•	 It recognises the importance of multi-sectoral initiatives that promote 
abandonment and the need for actors in different sectors to co-ordinate their 
efforts towards abandonment. 

ii)	 National Reproductive Health Policy 2022-2032

•	 The Ministry of Health is committed to ending FGM by 2032 in alignment with Kenya’s 
National FGM Policy and strategy for the Abandonment of Female Genital Mutilation. 

•	 Further, the Ministry upholds the “do no harm” principle and provides for quality 
prevention and care services in a manner guaranteeing the highest quality of health care 
to all who seek services within the country. 

•	 All health care service providers in the country are expected to offer prevention of 
FGM services as well as appropriate care of its resultant complications. Any health care 
provider who practices FGM, within or outside of a health facility, or facilitates cross-
border practice of FGM, is liable to severe disciplinary and regulatory measures. 

Multiple-Choice Question: 

Why does Kenya’s law make FGM a criminal offence?

a)	 To punish communities that practice FGM

b)	 Because it is a harmful practice to the family

c)	 To protect and promote the human rights of women and girls

d)	 All the above

Answer: c) To protect and promote the human rights of women and girls
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4.3 LEGAL CONSEQUENCES OF PRACTICING 
FGM IN KENYA

Introduction
From what we have learnt, it is clear that FGM is prohibited in Kenya and it is a crime for 
anyone to perform FGM. This includes health care providers. In addition, Kenya’s anti-FGM 
law establishes other offences that are associated with FGM. 

We start this section with a question (in a plenary).

Question: 

Can you recall some of the offences related to FGM that are provided for under the 
Prohibition of FGM Act?

Some of the answers to this question include: 
a)	 Allowing one’s homestead to be used for purposes connected to FGM. For example, 

this could be where one allows the actual FGM act to be done in their home or allowing 
women or girls to stay in one’s home to recover after they have undergone FGM at a 
different location.

b)	 It is also an offence not to report cases of FGM to law enforcement authorities. Thus, 
parents whose daughters undergo FGM without parental consent are still required 
to report it to the authorities once it comes to their knowledge. The Prohibition Act 
requires health care workers to report FGM once it comes to their knowledge, a duty 
which extends to CHPs. 

 c)	 Adult women are also prohibited from giving their consent to undergo FGM. If adult 
women give their consent to undergo FGM, this is considered an offence because they 
have assisted the cutter/practitioner to perform FGM. 
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	      Key points: The Law in Summary

•	 Performing FGM is a criminal offence in Kenya. 

•	 It is also an offence for parents to allow their daughters to undergo FGM.

•	 It is an offence for an adult woman to give her consent to a cutter/practitioner to 
perform FGM on her. 

•	 It is an offence to use one’s homestead for purposes related to FGM (e.g., 
allowing the cutter/practitioner to perform FGM in one’s house or compound). 

•	 It is an offence to fail to report the commission of FGM (e.g., if parents are aware 
that their daughter has undergone FGM and they fail to report this to the police/
chief). 

•	 Thus, in addition to the actual act of FGM, there are other offences which are 
related to the act. 

4.3.1 	The legal consequences of practicing FGM in Kenya
•	 All of the offences under the Prohibition of FGM Act, except one which results in death, 

carry a prison sentence of 3 years and/or a fine of Kshs. 200,000, where a person is 
found guilty (note, it is a higher fine under the Children Act, where that applies). 

•	 Where a victim of FGM dies, the penalty is life imprisonment. The perpetrator will be 
charged under the Prohibition of FGM Act for performing FGM and also under the 
Penal Code for the offence of manslaughter. 

•	 Where FGM is performed on a girl below the age of 18:

•	 The parents of the child will be charged under the Children Act for subjecting the child 
to a harmful cultural practice. The penalty if found guilty is 3 years imprisonment and/or 
a fine of Kshs. 500,000. 

•	 The cutter/practitioner will be charged under the Prohibition of FGM Act for performing 
FGM. The penalty is 3 years imprisonment and/or a fine of Kshs. 200,000.
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4.3.2 	Legal duties of CHPs in relation to FGM

•	 CHPs have a duty to report to law enforcement officials any recent cases of 
FGM which they become aware of in the conduct of their work. CHPs should 
refer the case either to their supervisor, the chief or to law enforcement 
officials.

•	 If CHPs fail to report a new case of FGM, this is a criminal offence under the 
prohibition of FGM act of 2011

•	 NB CHPs will not be persecuted for not reporting old cases of FGM. The law 
should not act as a deterrent to asking clients about their FGM status. CHPs 
are obliged only to report brand new cases which come to their attention. 

Through their work, which entails home visits, CHPs may become aware of cases of FGM. 
Where this happens, CHPs have the legal duty to report these cases to the police or other 
law enforcement authorities such as the chief.

If CHPs fail to report cases, they can be charged with the offence of failing to report FGM 
under the Prohibition of FGM Act. If found guilty, the penalty is 3 years imprisonment and/
or a fine of Kshs. 200,000. 

CHPs are also prohibited from doing anything that would support the practice of FGM. For 
example, CHPs cannot provide medical instruments such as clean blades and gauze to be 
used for the purposes of FGM. This is also a criminal offence and if found guilty, the penalty 
is 3 years imprisonment and/or a fine of Kshs. 200,000.

The following questions have ONE correct answer. Select the CORRECT answer.

 Key points:
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1.	 Which of the following statements is TRUE?

A.	 FGM is a violation of human rights

B.	 FGM is a criminal offence in Kenya

C.	 All the above

2.	 Which of the following is NOT an offence related to FGM in Kenya?

A.	 Encouraging girls to report if they are in fear of being forced to undergo FGM

B.	 Using derogative language about women and girls who have not undergone FGM

C.	 Using one’s homestead for purposes of FGM

3.	 If a victim dies as a result of FGM:

A.	 The cutter/practitioner was not experienced

B.	 The person who performed FGM on the woman/girl will be imprisoned for life if 
found guilty

C.	 It is because the girl did not stay still while FGM was being performed 

4.	 If a girl below the age of 18 is subjected to FGM:

A.	 Her parents will be charged under the Children Act for allowing her to undergo FGM

B.	 The penalty for subjecting a child to FGM is a fine of Kshs. 500,000 and/or 
imprisonment for 3 years 

C.	 All the above

5.	 Which of the following rights does FGM violate:

A.	 The right to privacy and confidentiality 

B.	 The rights to education and health

C.	 The right to free and informed consent

4.4  ASSESSMENT QUESTIONS
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UNIT 5: ETHICS AND CODE OF CONDUCT FOR CHP UNIT 8

UNIT DESCRIPTION
This unit aims to introduce and reinforce ethics and code of conduct for CHPs 
to contribute to FGM prevention and response. Inculcating ethics and code of 
conduct among the CHPs will build the community’s trust. Good conduct includes 
behaving and communicating honestly and sincerely; doing good; avoiding harm; 
treating people justly; and building unity in the community. This is crucial because 
CHPs are a vital link between the community and the health system through 
their delivery of primary care services at the frontline. This unit covers ethics and 
code of conduct relevant for CHPs, ethical principles negated if CHPs participate 
in/support the perpetuation or medicalisation of FGM, and what constitutes 
unethical conduct of CHPs. . 

EXPECTED LEARNING OUTCOMES
By the end of this unit, participants will be able to:

•	 Explain the ethics and code of conduct applicable to CHPs 

•	 Identify unethical conduct that CHPs should refrain from in the context of 
FGM

LEARNING EVALUATION
1.	 Please refer to the “learning evaluation” section under Unit 1.  

UNIT SESSION PLAN 

Duration Topic Learning 
Outcomes

Methodology Learning 
Evaluation 

60 mins Ethics and code of conduct 
for CHPs 

Ethics and code of conduct 
applicable to CHPs

Ethical principles that FGM 
violates

Unethical conduct that 
CHPs should refrain from

Explain the ethics 
and code of 
conduct applicable 
to CHPs 

Identify unethical 
conduct that 
CHPs should 
refrain from in the 
context of FGM

Brainstorming, 
discussion and 
lecture

Pre-test
Q&A
Post-test
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TEACHING METHODS 
•	 Brainstorming 
•	 Group work
•	 Question and Answer 
•	 Lectures
•	 Role-play
•	 Discussion
•	 Assessment: observation checklists and multiple-choice questions

Explain what professional ethics and code of conduct are and why they are important. Refer 
to the explanation provided below: 

Professional ethics and code of conduct refer to the internal set of rules that professional 
bodies and associations adopt in order to regulate the conduct of their members. 
Professional ethics and code of conduct enable professional bodies to regulate themselves 
and ensure that their interactions with the public do not result in any violations.

Because CHPs are critical actors who support health care systems and who interact directly 
with communities, their conduct is now being regulated under the law. 

The conduct of CHPs is regulated under section 11(3) of the Primary Healthcare Act, 2023, 
as follows:

A community health promoter shall, in the conduct of the functions:
•	 Be ethical; 
•	 Inform the household of the use to which the information shall be put;
•	 Ensure confidentiality; 
•	 Ensure accuracy of the information captured; an€(e) Transmit the information within the 

timelines specified by the county director of health.

The Primary Healthcare Act requires CHPs to act ethically in the conduct of their work. 
Being ethical means that CHPs must comply with the law in the conduct of their work, 
and they must refrain from doing anything that will cause harm to individuals within the 
community. This includes upholding the Prohibition of FGM Act. 

5.1 ETHICS AND CODE OF CONDUCT 
APPLICABLE TO CHPS
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		  Key points

Note: CHPs support the functions of health care systems in Kenya.
CHPs should therefore be aware of the general principles that govern health care 
providers as highlighted below:  

•	 Ethical conduct therefore requires CHPs to:

•	 Communicate and sensitise communities about the dangers of FGM

•	 Discourage communities from performing FGM

•	 Report recent cases of FGM which they come across in the conduct of their 
work. In reporting such cases, CHPs are required to inform the police at the 
nearest station. After reporting, the police may request the CHP to provide 
a statement, and where needed, further information during the investigation 
process. CHPs may also be required to appear in court as witnesses should the 
police institute any charges. 

•	 Refer women and girls with FGM complications to health facilities where they 
can receive appropriate care and management 

In supporting the functions of the health system in Kenya, CHPs should take note that two 
of the most important ethical principles of health professionals are:

•	 To do no harm, and

•	 To preserve healthy functioning body organs at all costs unless they carry a life-
threatening disease.

FGM violates both of these ethical principles. 

•	 FGM violates the “do no harm” principle because it results in extensive violations of 
human rights. 

•	 FGM entails the removal of healthy tissue and has no medical value. 

5.2 ETHICAL PRINCIPLES THAT FGM 
VIOLATES
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1. Do No Harm

Ethical Principles

2. Preserve healthy functioning 
body organs at all costs 

•	 It is unethical for any person working in the health sector to perform, aid or abet FGM.

•	 It is unethical for CHPs to undertake any activities that are in conflict with the 
objectives of healthcare systems. Thus, CHPs should not perform FGM. 

•	 CHPs should not use any instruments provided for their work to support FGM-related 
activities (e.g., they should not provide traditional cutters/practitioners with clean 
blades or gloves to enable them to perform FGM under more sterile conditions).

•	 CHPs should not support any community activities related to FGM, such as attending 
FGM ceremonies or allowing their own daughters to undergo FGM. 

•	 CHPs should not engage in any conduct that would constitute a criminal offence under 
the Prohibition of FGM Act, 2011 and the Children Act, 2022.

5.3 UNETHICAL CONDUCT THAT CHPS 
SHOULD REFRAIN FROM
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ASSESSMENT QUESTIONS (SEE PRE-/POST-TEST)
The following questions have ONE correct answer. Select the CORRECT answer.

1.	 Which of the following statements is TRUE?

A.	 The Primary Healthcare Act provides for the professional ethical conduct that 
governs CHPs

B.	 CHPs are required to abide by the principle of “do no harm”

C.	 All the above

2.	 Which of the following is NOT an ethical requirement for CHPs?

A.	 Failing to report recent cases of FGM as a way of ensuring privacy and 
confidentiality

B.	 Refraining from supporting FGM related activities within the community

C.	 Upholding the law that prohibits FGM 

3.	 In supporting health care systems, which of the following should health care 
providers refrain from doing?

A.	 Communicating and sensitising communities about the dangers of FGM

B.	 Discouraging communities from performing FGM

C.	 Providing traditional cutters/practitioners with clean blades or gloves to enable 
them to perform FGM under more sterile conditions 

ACTIVITY
Give Advice 

In the course of her work as a CHP, Alice comes across a young woman of 18 years 
who is struggling in labour. Alice decides to assist the young woman to get to the 
nearest health centre for delivery. Later, during a home visit, the young women 
confides in Alice that when she delivered her baby in hospital, the doctors had to 
cut her so as to allow the baby to pass through. The young woman further indicates 
that her husband now feels that her vaginal opening is too wide. Her aunty has since 
advised her to seek the services of the local cutter so that she can undergo FGM. 
The aunty has told her this will help tighten her up. The young woman is seriously 
considering this course of action. 

Divide into small groups and reflect on this story and explain how you would go about 
advising this young woman while upholding all the necessary ethical standards. 
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UNIT DESCRIPTION
This unit equips the participants with knowledge and skills in communication 
and counselling to enable CHPs to offer support to individuals and families in 
the community. It will also help CHPs to identify women and girls with FGM-
related physical and mental health challenges and link them with health system 
and professional services through established referral mechanisms. This unit will 
aid CHPs to communicate on the physical and psychological effects of FGM in a 
way that helps shift attitudes towards FGM and encourages the community to 
apply the same knowledge in the abandonment of the practice. The unit covers 
concepts of communication, counselling and prevention interventions for FGM, 
as well as action planning. 

EXPECTED LEARNING OUTCOMES
By the end of this unit, participants will be able to:

•	 Describe the verbal and non-verbal communication skills needed for effective 
communication on FGM prevention and response

•	 Apply Person-Centred Communication (PCC) in discussing FGM prevention 
and response

•	 Explain how they can create demand in the community for end FGM activities 
and services

•	 Understand how to make an action plan to address FGM in their community
•	 Describe the steps involved in conducting community dialogue as well as the 

skills required for effective FGM prevention and response 
•	 Know how to sensitively use images, photos, stories and quotations

LEARNING EVALUATION
1.	 Please refer to the “learning evaluation” section under Unit 1.  

https://www.who.int/publications/i/item/9789240041073
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UNIT SESSION PLAN 

Duration Topic Learning 
Outcomes

Methodology Learning 
Evaluation 

3 hrs Communication 
skills

Describe the verbal 
and non-verbal 
communication skills 
needed for effective 
communication on FGM 
prevention and response

Brainstorming, 
discussion and 
lecture

Pre-test
Q&A
Post-test

3 hrs Counselling for FGM 
prevention

Apply Person-Centred 
Communication (PCC) 
in discussing FGM 
prevention and response

30 mins Demand creation for 
FGM prevention and 
response

Explain how they can 
create demand in the 
community for end FGM 
activities and services

Understand how to make 
an action plan to address 
FGM in their community

Describe the steps 
involved in conducting 
community dialogue as 
well as the skills required 
for effective FGM 
prevention and response 

Know how to sensitively 
use images, photos, 
stories and quotations

TEACHING METHODS 
•	 Brainstorming 
•	 Group work
•	 Question and Answer 
•	 Lectures
•	 Role-play
•	 Discussion
•	 Assessment: observation checklists and multiple-choice questions

https://www.who.int/publications/i/item/9789240041073
https://www.who.int/publications/i/item/9789240041073
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6.1.1	 Definition
Communication is the process of sharing our ideas, thoughts, and feelings with others and 
having those ideas, thoughts, and feelings understood by others for the purpose of the 
necessary actions needed by those with whom we are sharing. 

6.1.2	 Effective communication
Communication is a two-way process whereby people share information or discuss an issue 
together to try to reach a mutual understanding. Effective communication occurs when a 
message is delivered, received and understood as intended.

6.1.3	 Benefits of effective communication in FGM prevention
Effective communication:
1.	 Creates good relationships through building trust with those you interact with and 

promoting mutual respect

2.	 Prevents conflicts from arising and aids in the resolution of existing conflict

3.	 Ensures instructions are clear

4.	 Promotes community engagement through increased understanding of their 
involvement and thus increased satisfaction

5.	 Promotes better understanding of the needs of the community

6.	 Raises people’s awareness of subject matter

7.	 Generates actions based on the issues that emerge during communication

8.	 Influences public opinion

9.	 Mobilises support for those affected by FGM

10.	Creates demand for interventions addressing FGM

11.	 Promotes attitudinal and behaviour change towards FGM abandonment
12.	 Increases self-confidence and satisfaction with one’s work

6.1.4	 Skills for effective communication
To communicate effectively:

1.	 Create a welcoming environment. This helps reduce the client’s anxiety, allows them 
to freely express themselves, and improves your relationship with them. This can be 
achieved by:

6.1 COMMUNICATION SKILLS
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i.	 Greeting the client and having a positive conversation about general issues

ii.	 Introducing yourself by stating your name and role

iii.	 Addressing the client by their name

iv.	 Ensuring privacy when discussing sensitive issues

2.	 Use simple, clear language that is easily understood by the client, and:

i.	 Avoid using medical jargon or complicated terms

ii.	 Allow the client to ask questions and seek clarifications

iii.	 Regularly check that you have been understood by the client

3.	 Actively listen to the client. This involves genuinely listening to what the client is saying 
by carefully observing her words and body language.

i.	 Avoid distractions such as checking your phone or going through other documents. 
It is important that before the session, you make sure your physical needs are taken 
care of (thirst, hunger, bathroom, stretching).

ii.	 Pay attention to both verbal and non-verbal communication

iii.	 Do not be in a rush and be comfortable with silences; at times people require time 
to think through what they are saying

iv.	 Do not interrupt the client while they are talking

v.	 Be aware of your non-verbal messages such as body language, facial expressions 
etc)

vi.	 Encourage the client to continue speaking using both verbal and non-verbal 
methods, such as nodding your head, sitting with an open posture, asking her to 
continue, and sounds such as “aha”

4.	 Clarify statements made by the client and the emotions they expressed.

5.	 In your own words, summarise what the client has told you and let them confirm 
whether that is a true representation of what they said or expressed.

6.	 Encourage the client by positively acknowledging their feelings, experiences and 
actions.

7.	 Ask open-ended questions and encourage the client to keep on talking. Closed-ended 
questions (usually answered with a “yes” or “no”) curtail conversation, whereas open-
ended questions encourage conversation (open ended questions include the use of 
words such as why, what, when, which, who).

8.	 Show empathy. Acknowledge the client’s feelings and let them know that you 
understand. This demonstrates respect and provides them with emotional support.

9.	 Be non-judgmental, even when the client’s views are different from yours.

10.	Show respect for the client by asking for their permission before discussing sensitive 
topics.
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Table 6.1: The “Dos and Don’ts” of Communicating (key points)

Do I.	 Allow the client to share their perspectives on FGM

II.	 Actively listen to the client

III.	 Ensure that you have been understood by asking the client to provide a 
summary of what you have shared. This helps to assess whether they have 
understood.

IV.	 Provide comprehensive information about FGM
Don’t I.	 Ask all the questions or dominate the conversation

II.	 Focus on FGM to the exclusion of other needs of the client

III.	 Forget to ask about the client’s perspective

IV.	 Exclude the client in decision-making

V.	 Disregard the client’s preferences

6.1.5	 Forms of communication
1. 	 Verbal communication 

•	 This is the process by which people communicate with language

•	 Verbal communication involves words and vocal tone. It occurs through the act of 
speaking or writing. 

•	 Examples of verbal communication include songs, stories, speeches and conversation.

2.	 Non-verbal communication

Non-verbal communication is the process of bringing out meaning in the form of non-
worded messages. Non-verbal communication is also called silent language and plays a key 
role in human communication in day-to-day life. Examples of non-verbal communication 
include nodding, eye contact, leaning forwards or backwards, and facial expressions. Here 
are some tips on using non-verbal communication:
i.	 Keep your head and that of the person you are communicating with at the same level
ii.	 Show that you are paying attention by maintaining eye contact
iii.	 Remove barriers such as tables and notes
iv.	 Allow enough time for communication to take place

6.1.6	 Communication channels
Different communication channels have different strengths and weaknesses; therefore, 
choose an appropriate channel for what and with whom you want to communicate. 
Examples of communication channels include: 
1.	 Radio (including in local vernacular), newspapers, television, social media (TikTok, etc.) - 

good for awareness creation and information dissemination 
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2.	 Drama, road shows, music - good for localised awareness creation

3.	 One-on-one communication, such as counselling sessions and household visits. This 
type of communication is important in bringing about attitudinal and behaviour change 
towards FGM abandonment, and in identifying FGM complications and those at risk of 
FGM

4.	 Small-group communication (which may include peer dialogues, couple dialogues, small 
community dialogues, girls’ forums, club discussions), peer counselling, chief barazas - 
good for attitudinal change and building skills and confidence

5.	 Peer education programmes. Young people can be trained to be peer educators and 
advocates against FGM, leading discussions in schools, youth clubs, and community 
gatherings to challenge violations against girls’ and women’s rights and promote gender 
equality.

6.	 Information, education and communication (IEC) materials (educational brochures, 
posters, pamphlets and booklets, personal stories)

7.	 Factsheets - include statistics, and testimonials to make the material relatable and 
impactful

6.1.7	 Information for FGM prevention
When discussing FGM, you should provide the following information to the community:
1.	 FGM can lead to serious medical complications, including death, and has no health 

benefits.

2.	 FGM conducted by healthcare professionals is not safer than when conducted by a 
traditional FGM practitioner. In addition, health care providers should “do no harm” and 
practicing FGM is against the professional ethics of healthcare workers.

3.	 The practice of FGM is a serious crime that is illegal in Kenya and those who practice it 
are punishable by law.

4.	 FGM is a violation of human rights and the rights of the child, including the right to 
health and to life.

5.	 FGM prevents girls from achieving their full potential due to the associated negative 
physical health, mental health, economic and social effects.

6.	 No religion advocates for or supports the practice of FGM.

7.	 It is possible to eradicate FGM; many communities in Kenya have abandoned the practice.

6.1.8	 Effective communication with target groups
To ensure effective communication with different groups in the community, CHPs should:

1.	 Identify and understand the target audience including their age, language, level of 
education and socio-economic backgrounds



UNIT 6: COMMUNICATION, COUNSELLING... UNIT 8UNIT 7UNIT 5UNIT 4UNIT 3UNIT 1 UNIT 2INTRO

75 

2.	 Have an understanding of the practice of FGM in the target community, including:

i.	 Reasons given for the practice

ii.	 Usual age of undergoing FGM

iii.	 Type(s) of FGM performed

iv.	 FGM-associated complications experienced by those living with FGM and how 
these are addressed

v.	 Consequences of not undergoing FGM for both the girl/woman and her family

3.	 Fully understand the information that they intend to relay and prepare the materials in 
advance

4.	 Select an appropriate means of communication for the target audience (e.g., focus group 
discussions, one-to-one discussions, broadcast (television and radio), print media, social 
media, storytelling, drama, song, etc.)

5.	 Present clear and appropriate information by taking the following steps:

i.	 First, assess what the audience already knows about FGM

ii.	 Make a decision on what information you wish to convey. Do not give too much 
information in one session as this may be confusing.

iii.	 Introduce the subject and objectives of the discussion

iv.	 Use simple terms, be audible and clear in your speech. Use language that is 
acceptable to the community. When referring to FGM, use appropriate local 
terminology (explore with the participants which term clearly captures FGM and 
steer away from portraying FGM as circumcision. Most local terms for FGM are a 
translation of the word circumcision or rite of passage).

v.	 Use appropriate supporting materials to enhance understanding, such as FGM 
counselling cards, pictures and posters. Remember that not everyone may be 
literate.

vi.	 Address any misconceptions about FGM as they arise during the discussion and 
provide the facts

vii.	 Confirm that the audience has understood what is being discussed. This can be 
achieved by asking relevant questions. Invite participants to give a reflection of 
what they have learnt to gauge that they have understood the content)

viii.	Encourage the audience to ask questions and address the questions clearly.

ix.	 Inform the participants that they can access more information through their 
supervisors (a community health extension worker (CHEW) or a community health 
assistant (CHA)) or online. 

x.	 Provide an opportunity for those with personal questions or who require 
counselling to do this privately.
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6.	 Create and maintain trusting relationships. This means:

i.	 Establishing rapport with the target audience

ii.	 Showing respect for people’s beliefs and values regarding FGM

iii.	 Greeting people in a culturally acceptable manner

iv.	 Always introduce yourself and others accompanying you

v.	 Making sure people are comfortable with you and with the setting before starting a 
dialogue 

vi.	 Addressing people with their names and/or titles according to the accepted norm

6.2.1	 Definition
Counselling in FGM prevention is the process whereby the CHP interacts with the client 
and establishes a healthy relationship so that the client can open up and be willing to 
discuss FGM. 

6.2.2	 Person-centred communication
Person-centred communication (PCC) for FGM prevention is a counselling technique that 
allows the healthcare worker to understand the client’s perspective in order to create the 
space for clients to assess attitudes/behaviours. It is designed to empower women to assess 
their beliefs on FGM in order to make informed decisions on abandonment of the practice. 
It is important that a woman reaches the decision by herself to abandon the practice. This is 
achieved by encouraging her to reflect on and question her beliefs and values that support 
the practice of FGM. The approach can be used during any encounter with a woman from a 
community that practices FGM. 
It is important to acknowledge that while individual PCC is important, action will also be 
needed to engage men, leaders, the wider community and other stakeholders in dialogue and 
social change processes in order to tackle the social norms that make it difficult for individuals 
to change behaviour. Thus, a broader approach across the individual, community, sub-national 
and national levels is required for FGM abandonment to take place.

A summary of the ABCD approach is presented in Figure 6.1. The objectives of PCC are to:

1.	 Facilitate respectful discussion on FGM between community health promoters and 
clients.

2.	 Explore and understand the client’s personal perspectives and beliefs regarding FGM.

6.2 COUNSELLING FOR FGM PREVENTION

https://www.who.int/publications/i/item/9789240041073
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3.	 Offer information to the woman, including perspectives that differ from her personal 
beliefs on FGM.

4.	 Encourage the woman to consider and discuss potential change.

5.	 Plan for follow-up and, if necessary and available, refer her to external agencies and 
organisations.

  Steps 1 and 2: Address and Assess

Address FGM: Determine the client’s FGM status and whether she has any FGM-related 
health complications.
1.	 You should first obtain permission to discuss FGM. You can do this by asking:

•	 “Have you heard about FGM?”

•	 “Can I ask you a few questions about this?”

	 If she states that she does not wish to discuss FGM, encourage her to do so without 
being pushy. For example, you can assure her of confidentiality if she has undergone 
FGM in the past, and see whether this changes her mind. The situation must be handled 
very carefully and sensitively if the CHP senses that the client has recently undergone 
FGM. If she declines to speak, suggest that you can discuss this at a later time as and 
when she is ready and leave her with some printed materials to be read in her own time 
(if there is someone literate in the household).

2.	 If she is willing to discuss FGM, enquire about the presence of health complications 
(refer to Unit 3) using the household data collection tool and referral form. If the client 
does have FGM-related health concerns, the CHP is required to refer the client to 
the relevant health service/centre (who will refer onwards if a tertiary level facility is 
required) and provide psychological first aid as needed. 

Assess the woman’s views regarding FGM: Does she support the continuation of FGM?
1.	 If the client is of the view that FGM should be abandoned, reinforce her views.

2.	 If the client is unsure or supports the continuation of FGM, respectfully ask for her 
reasons:

•	 “Thanks for sharing this with me. I would like to try and find out why you feel FGM 
should continue.”

3.	 In your own words, summarise the reasons she provided:

•	 “If I understand correctly, you think FGM is important for girls because …”
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Figure 6.1: The ABCD Approach to Counselling on FGM

 	Step 3: Beliefs: Discuss and challenge beliefs that support the practice of 
FGM

1.	 Ask the woman if you can further explore her views about FGM with her. Introduce the 
idea of beliefs to the woman in order to get her to reconsider the aspects of FGM that 
she finds positive:

•	 “You have just mentioned the reasons why you think FGM should continue…”

•	 “However, did you know that many of the reasons given by community members 
for supporting FGM are ideas passed through generations without anyone 
questioning them – we call them beliefs.”

2.	 Provide facts in response to the woman’s justifications for supporting FGM.

3.	 Find out what she feels about the discussion you have just had:

•	 “I understand that this may be a lot of new information to process. How do you feel 
right now?”

 	Step 4: Change: Explore the possibility of change

1.	 By emphasising that it is possible to change traditions and beliefs, you can encourage 
the woman to consider changing her own beliefs:

•	 “I would like to take a minute to discuss change with you. Would this be ok?”

•	 “Changing our beliefs is possible, even if these are long-held beliefs.”

Discuss and challenge beliefs 
that support FGM

Explore the possibility for 
change

Conclusion

Step 4: Change

Step 3: Beliefs

Step 5: Discuss and 
decide

Step 1 & 2: Adress and 
Assess

Address FGM: 

Determine the woman’s 
FGM status and whether 
she has any FGM=related 
complications.

Assess the woman’s 
views regarding FGM 
(Does she support the 
continuation of FGM)

Discuss ans support the 
woman in talking to other 
community member about 
FGM

•	 Refer for additional services

•	 Schedule follow up
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2.	 Encourage her to reflect on the discussion and remind her that your role as a CHP is to 
promote the abandonment of FGM:

•	 “As CHPs who care about your well-being, we promote the end of FGM.”

3.	 Find out what she feels about the discussion you have just had:

•	 “How does this make you feel?”

•	 Explore ways to support FGM abandonment by encouraging the formation of 
FGM survivors support groups. Survivors can be champions in the community 
advocating for the abandonment of FGM. For more information and guidance, 
please refer to the TGG-ALM Guidelines for Engaging with Survivors.

 	Step 5: Discuss and Decide: Discuss with the woman about talking to other 
members of her community about FGM.

1.	 Talk to the woman about discussing FGM with other members of her community and 
offer your assistance in doing so.

2.	  Invite the woman to talk about change with someone she trusts and who may also be 
supportive of abandoning FGM.

•	 “I would like to invite you to reflect on the things we discussed today when you go 
back home. Perhaps you could share them with someone you trust?”

3.	 Explain to the woman that you will record some information from the discussion (FGM 
household data) and that the data will be used anonymously to monitor trends and 
patterns on FGM and activities on FGM in the community.

6.2.3	 Conclusion
1.	 Check that the woman has understood what was discussed and find out whether she 

has any questions:

•	 “Do you have any further questions?”

•	 “You can ask me about anything that is not clear.”

2.	 If required, refer her to appropriate support services (as learnt in other standard CHP 
modules on mapping and referral).

3.	 If necessary, schedule a follow-up session with the client. 
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6.3.1	 Definition
Demand creation is an insights-driven approach to increase awareness and use of services 
or promote certain behaviours among specific audiences. When a new intervention or 
service is introduced, it is very important to get the would-be users to understand the 
intervention or services in-depth and to excite and motivate them to utilise or adopt the 
services/interventions. Demand creation is the critical interface between users and the 
intervention or service. User perspectives should drive demand creation efforts.

Figure 6.2: Demand Creation for FGM Prevention and Response Interventions

6.3.2	 Steps for demand creation
The following steps are a guide to the process of planning, implementation and monitoring 
of demand creation activities. These steps are summarised in Figure 6.2.
1.	 Identify the objectives.  The participants should be free to express their ideas on how 

to end FGM in their community. An example objective could be “My community is fully 
informed on the dangers of FGM”.

2.	 Identify the target population(s). This includes those that will help achieve the objectives 
and those that influence them.

3. Determine 
barriers and 
facilitators

4. Prioritize barriers 
and facilitators

4. Determine 
key activities

2. Identify the 
target population

1. Identify the 
objectives

8. Monitor, 
evaluate, learn 
and improve

7. 
Implementation 

of the plan

6. Develop an 
implementation 
plan objective

6.3 DEMAND CREATION FOR FGM PREVENTION 
AND RESPONSE
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3.	 Determine factors influencing abandonment of FGM (barriers and facilitators). Factors 
can be determined using existing information or your assessment of the target 
population(s).

4.	 Rank the barriers and facilitators to determine which ones you should focus on for 
maximum result (impact).

5.	 Determine the activities that you personally will undertake to help achieve the 
objectives.

6.	 Develop an implementation/action plan, paying attention to integration of activities 
and services into CHP routine work. This should include the activities that will be 
undertaken to reach each target population, timelines, persons responsible, and 
resources required. Activities to generate interest may include use of WhatsApp groups, 
local radio programmes, posters, pamphlets, working with community influencers to 
rally support, and attending meetings of different groups in the community to raise 
awareness including chief’s barazas.

7.	 Implement the plan with the support of your supervisor, taking into consideration 
integration of activities into CHP routine work. 

8.	 Have a monitoring plan for each objective, to know whether you have achieved your 
objectives. For example, you may track the number of the target population who 
utilise the services or attend particular activities, or those who are supportive of the 
intervention / service. The plan should have timelines for achieving different milestones, 
targets and the sources of data to enable you to assess progress.

6.4 FGM ACTION PLANNING

6.4.1	 Definition
An action plan is a way to make a community’s vision concrete by identifying strategies and 
actions to meet its objectives. Action plans should be developed with community members. 
This will make them more relevant and accurate, promote community ownership and ensure 
sustainability of any community-driven changes.

6.4.2	Steps of an action plan
The following questions are useful to ask in developing action plans:
1.	 Where do we want to go? (Change we want to achieve)

2.	 Where are we starting from? (Baseline, or our current situation)

3.	 How will we know where we are? (The way to measure change)
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4.	 How will we reach there? (Actions to be taken to make the change)

5.	 Who will take the action(s)?

6.	 By when do we expect the action(s) to have been done?

7.	 What resources are needed to carry out our actions?

The actions in the action plan(s) should be SMART (specific, measurable, achievable, realistic 
and time bound) for the vision to be attained.

6.4.3	Example of an action plan template

Baseline Indicators Activities Persons 
responsible/ 
actors

Completion 
date

Resources 
required

Measurement 
and means 
of verifying 
activity

6.5.1	 Definition
A community dialogue is a platform that brings together members of the community 
(women, men, old, young, etc.) to discuss issues and opportunities in the community, 
exchange information and ideas in-person, share personal experiences, honestly express 
opinions and jointly come up with solutions. The aim is to reach a common understanding 
on issues for the purpose of taking action. This leads to alignment in the actions of 
the community and other stakeholders towards a preferred future for the community. 
Community dialogue offers a means of fostering community engagement and is one of 
the most important approaches for changing people’s attitudes, beliefs and behaviour. 
In efforts to end FGM, dialogue helps communities to identify, reflect on and ultimately 
challenge prevailing social norms that perpetuate FGM and gender roles/attitudes more 
broadly. Through sharing information and ideas, dialogue helps to increase awareness 
and understanding of FGM within communities and enables them to jointly work towards 
constructing new norms that don’t involve FGM.  

Note: If a CHP feels less competent on a particular topic, it is advisable to invite a guest 
speaker who is well versed with the topic.  

6.5
COMMUNITY DIALOGUES IN FGM 
PREVENTION AND RESPONSE
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Figure 6.3.: Steps for Conducting a Community Dialogue

6.5.2	 Conducting a community dialogue 
The following steps outline how to conduct a community dialogue (see Figure 6.3)

 	Step 1: Plan and prepare for the dialogue

1.	 Work with a team: this helps in the sharing of tasks and in defining the objectives of the 
dialogue.

2.	 Determine the goals of the dialogue: this should be based on your assessment of 
the needs of the community. Also consider whether there are any requests from the 
community for particular information.

3.	 Identify participants: determine who should be brought together to share their views. 
Where possible, ensure diversity. The group may be small (e.g., five people) or up to 30 
people (usually 12 to 30 participants).

4.	 Identify and prepare a facilitator for the session: the facilitator should be skilled, 
comfortable with the content of the dialogue, and familiar with the community.

5.	 Together with the community, identify a suitable date, time and venue for the dialogue: 
the timing should be when most participants are available using the community calendar 
of events, and the venue should be accessible and comfortable. The venue can be a 
home, a school, church, community centre or any other appropriate place. Consider 
accessibility for all when selecting a venue, including those with disabilities. 

•	 Determine goals

•	 Identify participants & facilitator

•	 Select a suitable date, time and 
venue

•	 Create a welcoming environment

•	 Assign a team member to 
document the dialogue

•	 Great participants as they 
arrive

•	 Introductions

•	 State the topic and objectives

•	 Identify the problems/needs of 
the community

•	 Analyze the problem and 
identify solutions

How do you reach 
the participants?

Step 4:

Conclusions and 
way forward

Step 3:

Conducts 
the 

dialogue

Step 2:

Invite 
participants

Step 1:

Plan and 
prepare for 

the dialogue

Feedback from 
participants

Evaluation of the 
dialogue
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6.	 Create a welcoming environment: the venue should be neutral for all to promote 
participation. If the number of participants is not large, arrange seats in a circle or “U” shape 
to encourage more participation. It is also important to respect the local culture/customs.

7.	 Assign a team member to document the dialogue: this will include documenting a 
summary of the views that the participants share, including any areas of agreement and 
disagreement, as well as stories and quotations.

 	Step 2: Invite participants

1.	 Consider how to reach the participants. People may be reached through routine health 
services/outreach services, and via friends, community groups, co-workers, the church, 
and schools. Allow enough notice for people to be able to participate should they so 
wish.

 	Step 3: Conduct the dialogue

1.	 The facilitator should greet participants as they arrive. This will help them to relax and 
encourage participation during the dialogue. 

2.	 Introduce yourself and thank the participants for coming. If participants are few in 
number, allow each one of them to introduce themselves.

3.	 Ensure the group is almost homogenous to avoid power issues (e.g. when leaders are in 
the meeting, the community may tend to wait for them to speak on their behalf)

4.	 Introduce the topic and objectives of the dialogue. 

5.	 Start the dialogue by asking a set of questions that will help the community in 
identifying the problem(s) or their needs. For example, you could ask about the specific 
drivers of FGM in the community if the purpose of the dialogue is to address drivers of 
FGM. (Refer to AMREF guidelines for community dialogues on FGM)

6.	 Invite community members to begin responding to those questions as you continue to 
ask probing questions to get deeper insights.

7.	 Allow participants to raise concerns on issues as they emerge for a richer discussion 

8.	 invite participants to list the problems and issues identified as requiring attention.

9.	 You could divide the participants into smaller groups and assign to each group a specific 
issue to have an in-depth discussion, identify a solution and share back in the plenary. 

 	Step 4: Conclude the dialogue and outline possible way forward

1.	 Provide the participants with an opportunity to give feedback on the dialogue including 
takeaway messages and what worked well or did not work well. You can also ask 
participants to evaluate the dialogue; this can be through verbal or written feedback. 
Structured evaluation can be used to assess the impact of the dialogue.
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2.	 The participants can come up with action plans if they wish; this should not be 
mandatory.

3.	 Thank participants for attending and participating in the meeting.

4.	 Amplify the event: this can be through local media (e.g., local radio station) and posting 
on partners’ websites.

6.5.3	 Skills for facilitating effective FGM prevention and response 
community dialogues

1.	 Create a conducive environment for open discussion:

i.	 In consultation with the participants, establish ground rules and a mechanism to 
ensure that participants are able to observe the rules that guide the meeting. This 
creates an environment for open, respectful and safe discussions.

ii.	 Create a calm and welcoming atmosphere by using a relaxed tone.

iii.	 Seek participants’ consent to the discussion.

2.	 Understand and show respect for the participants. Find out what is locally acceptable 
when having dialogues and interacting with different groups in the community. This 
may include choice of facilitators, appropriate dress and seating arrangements, how the 
different groups interact, and use of appropriate titles and language. Adequately prepare 
for and come early to the event and prepare a schedule that takes into account other 
important engagements in the community such as prayer times. 

3.	 Carry with you FGM prevention IEC materials. These should have been developed in 
consultation with FGM affected communities and survivors.

4.	 Encourage everyone to participate and communicate well with each other. Participants 
should not be interrupted while speaking and there should be a fair allocation of time 
given to hearing participants’ contributions.

5.	 Acknowledge and regularly clarify and summarise discussions and expressed opinions. 
This helps ensure that the discussion remains focused, and all have a common 
understanding. It might also help to occasionally restate the topic of the dialogue to 
ensure that the discussion remains focused.

6.	 Acknowledge everyone’s contributions and emphasise that there is no right or wrong 
answer. This demonstrates respect for each individual and encourages open discussion. 
While acknowledging their contributions, use neutral words such as thank you for 
sharing. Avoid words such as good, very good, excellent, no, bad, etc)

7.	 Encourage in-depth discussion by asking open-ended questions and probing for 
additional information.

8.	 Be comfortable with periods of silence. Sometimes people need time to reflect on what 
is being discussed and formulate their responses.
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9.	 Engage the community as partners. Support the community in coming up with solutions 
and practical steps where everyone can contribute. Solutions driven by the community 
enhance the acceptance of anti-FGM efforts and contribute to long-term success.

10.	Remain neutral and non-judgmental. Avoid advancing personal views, beliefs and agenda.

11.	Avoid arguments and conflict. Address conflict by referring to the ground rules and 
letting participants know that disagreements are expected and acceptable, however 
discussions should focus on the issue and should not be personal. In order to calm 
the arguments, always take a moment to state the facts about the subject around the 
argument.

12.	Provide the opportunity for girls to be heard. FGM is a manifestation of gender 
inequality; girls (who have or have not undergone FGM) should be empowered to speak 
about their experiences and wishes. Emphasise the importance of bodily autonomy.

13.	Work with those who have embraced change as role models. This shows others that 
change is possible and also presents a source of social support.

14.	Do no harm and ensure the safety of participants. Avoid using triggering or 
discriminatory language or visuals. Instead, aim to use inclusive, respectful, and neutral 
language that acknowledges diversity and avoids perpetuating stereotypes or biases.

15.	Uphold the dignity of girls and women by not portraying them as victims and instead 
focus on the positives of change. 

16.	Ensure that participants know that further support or information is available for anyone 
who requires it after the dialogue (including in confidence/private, if requested).

6.5.4	Benefits of community dialogues
Although community dialogues can be time consuming and those opposed to FGM 
abandonment may not be willing to participate, they provide a number of benefits, 
including:
1.	 Raising awareness of FGM and enhancing community knowledge on the subject of FGM

2.	 Helping to involve the community in identifying barriers and solutions for sustainable 
behaviour/attitudinal change

3.	 Enabling the sharing of diverse perspectives and information, and promoting a common 
and deeper understanding of FGM

4.	 Encouraging a greater comprehension of communities (for the CHP and the community), 
their circumstances, as well as the potential that exists for long-term behavioural 
change

5.	 Aiding in locating and recruiting allies for long-lasting collaboration

6.	 Identifying priority interventions to invest in for greater impact

7.	 Encouraging collective action and ownership of agreed solutions, and monitoring of 
progress to ensure accountability

8.	 Attracting local media coverage
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Images, photos and stories of FGM survivors and activists are powerful communication 
tools that can be used to promote FGM abandonment. These should be used sensitively; 
the principles of informed consent, protection and safeguarding, and women/girl 
centredness should be upheld.
1.	 Informed consent: Before taking photos, documenting stories or videos, ensure that 

adequate information is provided and consent obtained. The information should include 
how they will be used or disseminated, risks involved and whether persons presented 
will be identifiable. No materials that include individual/s should be used without the 
individual’s prior signed consent as a priority.

2.	 Protection: Consider the safety of those in the photos, videos or stories. This may 
require ensuring that their identity is not exposed in the process. This is because there 
may be backlash from the community or other negative consequences if their identity is 
revealed. Consider ways to make communications materials anonymous (e.g., changing 
people’s names, taking photographs of the back of people in a group, etc.). Also ensure 
that the information, visuals and language used are not triggering for those affected by 
FGM or other harmful practices.

3.	 Respect: It is important to present client and survivor accounts as they are told. Avoid 
modifying or generalising their stories, using language that shows pity, or depicting 
survivors as victims and powerless. Instead, celebrate social change and present women 
as healthy and empowered.

4.	 Women and girl-centred: A holistic picture of women’s and girls’ lives should be 
presented and not limited to survivors of FGM. They should be consulted and involved 
when their images or stories are used.

6.6
USE OF IMAGES, PHOTOS AND STORIES 
IN ADDRESSING FGM
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UNIT DESCRIPTION
This unit is to equip CHPs with knowledge and skills to effectively participate 
in FGM prevention, response and protection activities in the community. It 
highlights the importance of integrating FGM into existing health (and other) 
interventions and working in collaboration with other actors.   

EXPECTED LEARNING OUTCOMES
By the end of this unit, participants will be able to:

•	 Define FGM prevention and response

•	 Explain the social norms in the community in relation to FGM

•	 Identify the role of CHPs in the prevention of, and response to, FGM

•	 Describe the different FGM prevention and response interventions and their 
integration

•	 Demonstrate knowledge on the importance of community integration and 
involvement in the prevention of FGM

•	 Identify and report suspected cases of FGM including those at risk

LEARNING EVALUATION
1.	 Please refer to the “learning evaluation” section under Unit 1.  
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Duration Topic Learning 
Outcomes

Methodology Learning 
Evaluation 

45 mins Social norms for 
FGM 

Define FGM prevention 
and response

Explain the social norms 
in the community in 
relation to FGM

Brainstorming, 
discussion and 
lecture

Pre-test
Q&A
Post-test

45 mins Role of CHPs in 
FG prevention and 
response

Identify the role of CHPs 
in the prevention of, and 
response to, FGM

45 mins Integration of FGM Describe the different 
FGM prevention and 
response interventions 
and their integration

Demonstrate knowledge 
on the importance of 
community integration 
and involvement in the 
prevention of FGM

45 mins Reporting of FGM Identify and report 
suspected cases of FGM 
including those at risk

UNIT SESSION PLAN 

TEACHING METHODS 
•	 Brainstorming 

•	 Group work

•	 Question and Answer 

•	 Lectures

•	 Role plays

•	 Discussion

•	 Assessment: Observation checklists and multiple-choice questions
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Preventive interventions aim to prevent FGM from happening, and may include working 
with the whole community e.g., via awareness raising activities, while response interventions 
support survivors of FGM and include working with girls and women affected, as well as various 
referral channels (health care, law enforcement, social support). Response interventions thus 
include protection, provision of services and prosecution of perpetrators of FGM. 

7.1

7.2

DEFINITION OF FGM PREVENTION 
AND RESPONSE

SOCIAL NORMS IN THE COMMUNITY 
IN RELATION TO FGM

A social norm is a rule of behaviour in a population. While not all behaviours are strongly 
influenced by social norms, individuals in the same population see others conforming to 
a rule of behaviour and may feel a social obligation to conform as well. They believe they 
will be subject to a form of social punishment if they do not. In communities that widely 
practice FGM, it is typically upheld as a social norm. Families expect other families to cut 
their daughters, and they believe other families expect them to cut their own daughters. 
They believe that if they do not, they may be criticised or excluded, and their daughters may 
not be able to get married (Unicef, Dynamic of Social Norms: Female Genital Mutilation, 
2022).

Individuals may engage in a behaviour because they believe that those who matter to them 
either engage in, or approve of, the practice and expect them to engage in the practice 
also. Social norms persist because groups of individuals who subscribe to them influence 
each other. Communication within social networks also plays a key role in sustaining social 
norms. 

Sharing messages that support the abandonment of FGM can help to raise awareness and 
support the shifting of social norms around FGM. It provides an opportunity to galvanise 
social support for FGM abandonment and bring to the fore the experiences of women and 
girls. Abandonment of FGM will be sustained at scale if the process entails the creation of a 
new social norm that girls will not undergo FGM. With such a rule, families will expect other 
families not to subject their daughters to FGM and may also expect social sanctions if they 
do (Unicef, 2022).
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Table 7.0: Links between FGM and other practices

FGM IS LINKED TO OTHER CULTURAL PRACTICES 
FGM is often interlinked with other harmful cultural practices. By abandoning FGM, other 
harmful practices may also be addressed (their prevalence reduced), and vice versa.

Here are some examples.:
Sexual exploitation In many contexts in Kenya, FGM is performed before the girl is 

married. In some communities, men give beads to uncut girls, 
and this allows them to have pre-marital sex with the girls. This 
exposes girls to STIs, unwanted pregnancy and forced termination 
of pregnancy. Some parents cut their girls in order to protect them 
from this practice. 

Denial of access to 
ceremonies

In some communities, uncut women, including mothers of boys 
undergoing circumcision, are not allowed to participate in male 
circumcision ceremonies. This pushes women to undergo FGM.

Child marriage FGM is performed as a rite of passage forcing girls who have 
immediately been cut to look for potential suiters in line with the 
culture

7.3
ROLE OF CHPS IN THE PREVENTION 
OF, AND RESPONSE TO FGM

Health education 
and health 
promotion

Through their role in health education and health promotion, CHPs 
can incorporate end-FGM messaging and interventions during 
household visits and community outreach. This also provides the 
opportunity for CHPs to respond directly to any questions on 
FGM.

Community 
sensitisation on 
ending FGM

At the household and community levels, CHPs can sensitise people 
on the available FGM services, provide information on the harm 
caused by FGM and the benefits of abandoning the practice, and 
inform them that FGM is illegal and a violation of human rights.

Referrals of FGM 
survivors for care

CHPs should refer community members with FGM-related 
complications to health facilities for care and treatment. They 
should also link FGM survivors to other support services.
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Be role models in the 
communities they 
serve

As role models, CHPs can be champions against FGM in their 
communities. They should, therefore, promote FGM abandonment 
in their own families to protect their own relatives and also to set a 
good example to the community.

Data collection and 
reporting

CHPs can support FGM data collection and reporting by 
completing FGM data collection tools (refer to Activity 8.2). CHPs 
should collect data on FGM during household visits. They should 
also identify and report cases of FGM and other issues regarding 
FGM (for example, drivers of FGM and changes in the practice of 
FGM), as per the data collection tools. CHPs should familiarise 
themselves with the local context to ensure their own safety and 
that of the survivor and the informant.

Advocacy CHPs can regularly champion for end FGM during community 
dialogue and action days, in door-to-door engagements, barazas, 
women group meetings, administrative meetings and church 
meetings. Messaging should be tailored for the target group, 
and CHPs may wish to use evidence (e.g., synthesised data) to 
educate and advocate for ending FGM. Target groups may include 
community leaders/people in positions of power.

ActivityActivity

7.4 FGM PREVENTION AND RESPONSE 
INTERVENTIONS AND THEIR INTEGRATION

7.4.1	 End FGM interventions
FGM interventions are any actions intended to change people’s knowledge, attitudes and 
behaviour in order to decrease the incidence of FGM or end the practice altogether, as 
well as support to girls and women who have undergone or are at risk of undergoing the 
procedure, and those who are impacted by it indirectly. The core causes of FGM are deeply 
ingrained societal patterns of behaviour, which must be the focus of preventive efforts. 
Respect, sensitivity, common sense, and knowledge about FGM, especially with reference 
to the local context, are all necessary for effectively preventing FGM.

A significant drop in FGM has occurred in numerous communities all over the world as a result 
of the implementation of interventions by governments, NGOs, and local activists, proving 
that change is achievable. Nevertheless, the rate of change has not been uniform nor as fast 
as intended. Interventions aimed at ending FGM must be multisectoral, sustainable over the 
long-term, and community-led in order to be successful and accelerate change.
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Various interventions have been implemented to address FGM, including:
I.	 Empowerment of girls and women: The practice of FGM is as a result of gender 

inequality, therefore ending FGM can be achieved by effecting change in social 
and gender norms, and power relations that sustain the practice. Programmes that 
encourage women’s economic empowerment help to change ingrained behavioural 
patterns that place women in a submissive role to men and the resulting power 
disparity. In addition to promoting FGM abandonment, empowering women and 
girls also results in fewer cases of GBV and child marriage, and higher rates of girls’ 
enrolment in schools.

II.	 Capacity building of relevant professionals: Professionals include healthcare workers, 
chiefs, teachers, child protection officers, media practitioners and law enforcers. 
The aim is to build their capacity to provide FGM-related services, make/act on 
appropriate referrals and improve their understanding of FGM.

III.	 Community education: This involves awareness creation campaigns in the community, 
which should aim to reach everyone in the community to avoid misunderstanding. 
This can be achieved through use of local radio and television, drama, poems, music, 
dance, storytelling, and social media. The choice of media should be selected based 
on the target audience. Influential people (including the professionals listed above) 
can also deliver end FGM messages.

IV.	 Formal education: Education exposes girls to information about the negative 
consequences of FGM, and inform them that it is an illegal practice and a human 
rights violation. This can help empower them to say ‘no’ to the practice. Women with 
higher levels of education are less likely to subject their daughters to FGM and are 
more likely to support the discontinuation of the practice.

V.	 Provision of services including protection and health services.

VI.	 Media messaging and sustained media campaigns against FGM: The key to changing 
FGM-related behaviour is the dissemination of accurate information. The media can 
significantly contribute to raising awareness about FGM and spread messages that 
support the abandonment of the practice.

VII.	 Community dialogue: This should involve all members of the community and may 
form part of an awareness creation campaign.

VIII.	 Anti-FGM legislation: In many countries, including Kenya, FGM has been outlawed. 
Criminalising FGM establishes a formal legal framework for anti-FGM efforts, offers 
legal protection to women, and serves as a deterrent. However, legal measures have 
also resulted in the practice being carried out in secrecy, on girls at a younger age, and 
shifting to what are perceived to be less severe forms of FGM rather than leading to 
its abandonment.

IX.	 Reformed cutters/practitioners as agents of change. Working with this target 
group must be done sensitively; it may be traumatic for girls/women who have 
been subjected to FGM to then confront the person who performed the FGM in a 
community intervention. Furthermore, finding alternative sources of income for FGM 
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practitioners has not been shown to be effective, and has even been shown to have a 
negative impact on preventing FGM. Thus, caution and sensitivity are required when 
considering how to involve cutters/practitioners in interventions.

X.	 Public declarations on FGM abandonment: While important as a way to show 
solidarity, these are not thought to be effective as a standalone intervention.

XI.	 Rescue centres/safe houses for girls at risk of FGM: The existence of rescue centres 
helps empower girls to say “no” to FGM and encourages them to report any attempts 
to have it performed to the authorities. Efforts should also be made to reconcile and 
reintegrate the girls and women in these centres with their families and communities.

XII.	 Replacement rites (alternative rites of passage (ARP)) may be appropriate in some 
contexts (if the community itself deems this to be a possible solution). Communities 
may take up alternative cultural expressions that replace the role of FGM. ARP may 
involve a ceremony that grants girls the privileges of traditional coming-of-age rituals, 
but without the FGM procedure. ARP may also include activities such as education 
on human rights, sexual and reproductive health, and the harmful effects of FGM. 
However, evidence indicates that ARP alone has limited success in ensuring long-term 
prevention of FGM unless it is integrated with other targeted initiatives.

7.4.2	 Integrating end FGM interventions into existing programmes
Integration is how other activities and those addressing FGM fit together to improve the 
outcomes/wellbeing of the community. Below are a few examples of areas for integration of 
FGM interventions. 

a)	 Integrating FGM into school health programmes

	 Schools can be engaged in end FGM activities through the establishment of anti-FGM 
clubs, integrating anti-FGM messages into health talks, and integrating FGM into the 
curriculum. This will help sensitise children (both boys and girls) on the harm caused by 
FGM (health, social and economic) and ensure they are informed that FGM is a violation 
of human rights and a criminal offence in Kenya. However, when discussing FGM, 
discussion facilitators should be careful not to cause stigmatisation of those students 
from communities that practice FGM.

	 Schools should be supported to provide an environment where children can freely 
express themselves. This creates opportunities for peer support and for teachers to 
detect cases of FGM as well as identify those at risk of FGM. In addition, interventions 
in school can help promote FGM abandonment in the community; for example, children 
empowered in school clubs often go back home to discuss the importance of ending 
FGM with their households and friends. 

b)	 Integrating FGM into community health interventions 

	 End FGM messaging and interventions should be integrated into health and other 
activities. This includes activities such as immunisation, deworming, health education, 



UNIT 7: FGM PREVENTION AND RESPONSE UNIT 8UNIT 6UNIT 5UNIT 4UNIT 3UNIT 1 UNIT 2INTRO

97 

HIV/AIDS programmes, SGBV and youth programmes, home visits, health outreach, 
church activities, women and youth groups and barazas. Provide the opportunity for 
communities to openly discuss FGM and improve their knowledge on FGM. You should 
be aware of other organisations addressing FGM within your locality and the available 
support services. This will promote coordination and effective referrals.

c)	 FGM in humanitarian, emergency or conflict situations

	 As a healthcare worker, you may come into contact with displaced populations and 
should be ready to address FGM in emergency, humanitarian and conflict situations. It 
has been shown that in these situations, there is an increase in the practice of FGM. In 
such situations, you should:

•	 Ensure that you communicate in a language that can be understood by the affected 
population. This may require use of interpreters.

•	 Find out whether the affected communities practice FGM. If they do, find out 
how they practice it. This includes how common the practice is, usual age of girls 
undergoing FGM, decision-making regarding FGM, common type of FGM, reasons 
for the practice and who are involved.

•	 Respect the privacy and confidentiality of individuals when discussing FGM or 
offering FGM-related health services. This includes use of appropriate spaces.

•	 Support the collection of data regarding FGM and the sensitisation of affected 
communities.

•	 Remember that even in these crisis situations, affected populations should receive 
healthcare services, including FGM-related health services, similar to those offered 
in normal circumstances.

7.5 IDENTIFICATION AND REPORTING OF 
SUSPECTED CASES OF FGM

a)	 Identification of girl(s) at risk of FGM

There are several factors that indicate that a girl is at risk of being subjected to FGM, 
including:
•	 Being a girl and living in a community where FGM is common/prevalent 

•	 Being a girl who is born to a woman who has undergone FGM 

•	 Having an older sibling or cousin who has undergone FGM

•	 Parents have limited access to information about FGM and do not know about the 
harmful effects of FGM or provisions in the law

•	 A parent or family member expresses concern that FGM may be carried out on the girl

•	 The family believes that FGM is integral to cultural or religious identity
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•	 The family indicates that there are strong levels of influence held by elders and/or elders 
are involved in bringing up the girl

•	 If she is being forced to get married and her community practices FGM

•	 A girl requests help from a teacher or another adult because she is aware or suspects 
that she is at immediate risk of FGM

•	 A girl confides in a professional that she is to have a ‘special procedure’ or to attend a 
special occasion to ‘become a woman’

•	 A girl talks about a long holiday to a region where the practice of FGM is prevalent

•	 She mentions a planned visit to relatives where FGM is practiced and where there are 
no laws against FGM or law enforcement is weak

•	 À girl from a practicing community is withdrawn from personal interactions, social and 
health services, education, etc. 

•	 A girl is unexpectedly absent from school

•	 Her mother requests for reinfibulation following deinfibulation to facilitate vaginal birth

b)	 The duty to report cases of FGM

Recognise

•	 Recognise: Identify new cases of FGM or those at risk of FGM

Respond

•	 Respond: Make appropriate decisions and take action to support and safeguard the 
health, safety and wellbeing of the girl at risk or FGM survivor. It is crucial to gather 
adequate information to determine the right response. Use the community FGM referral 
tool which captures how to make a decision, which actions to take, what information to 
record and where to refer the girl. 

Record

•	 Record: Document all the relevant information regarding the case in real time, including 
actions taken.

Report

•	 Report: Notify the relevant authorities (the area chief or other law enforcement officials) 
of any new cases of FGM or when there is suspicion that FGM is likely to occur. The 
reporting mode is currently via telephone call. 

In Summary, community health promoters are key in successful FGM interventions in the 
community. This is because the act as a bridge between the community and other social 
development sectors such local administration, security, education and health. Therefor 
it is critical that FGM be integrated into various development sectors so that as the 
CHPs continue with their routine work they can integrate FGM into those intervention 
leveraging resource and for sustainability. The CHPs can foster collaboration therefore 
facilitate how FGM is responded to by the community and other stakeholders
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UNIT DESCRIPTION
This unit aims to equip CHPs with knowledge and skills in the collection of quality 
data on FGM, data collection methods, FGM data collection tools, and use of 
data for decision making. The participants will acquire hands-on skills in using the 
different data tools, learn the purpose of data collection, and understand how 
learnings from data can be applied to make improvements to end FGM activities.    

EXPECTED LEARNING OUTCOMES
By the end of this unit, participants will be able to:

•	 State the purpose, sources and use of FGM data in the community

•	 Describe the tools used in collecting FGM data in the community

•	 Explain the process of data analysis, interpretation and providing feedback to 
the community

•	 Understand accountability

•	 Apply learning and effectively manage change

LEARNING EVALUATION
1.	 Please refer to the “learning evaluation” section under Unit 1.  

UNIT SESSION PLAN 

Duration Topic Learning 
Outcomes

Methodology Learning 
Evaluation 

30 mins Purpose, sources and 
use of community 
FGM data

State the purpose, sources 
and use of FGM data in the 
community

Brainstorming, 
discussion and 
lecture

Pre-test
Q&A
Post-test

1 hr Data collection Describe the tools used in 
collecting FGM data in the 
community

1 hr FGM data analysis, 
interpretation and 
feedback to the 
community

Explain the process of data 
analysis, interpretation and 
providing feedback to the 
community

1 hr Accountability, 
lessons learnt and 
managing change

Understand accountability

Apply learning and 
effectively manage change
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TEACHING METHODS 
•	 Brainstorming 

•	 Group work

•	 Question and Answer 

•	 Lectures

•	 Discussion

•	 Assessment: observation checklists and multiple-choice questions

Data are information such as facts and numbers used to better understand and analyse 
something or make decisions. Data collection is an important component of community 
work as it helps in the understanding of a situation, planning for action, and in the 
monitoring, evaluation, learning and adaptation of interventions.  

Purpose of data
FGM data in the community are an important source of information for:
1.	 Better understanding the practice of FGM in the community

2.	 Determining how common FGM is in the community

3.	 Understanding challenges faced by the community in addressing FGM

4.	 Determining FGM-related services that are available and those required

5.	 Monitoring progress towards FGM abandonment by the community

6.	 Empowering individuals, communities and organisations with contextualised FGM-
related information

7.	 Informing the development of rules and regulations (policies)

8.	 Informing programmes addressing FGM

9.	 Demonstrating the level of success of activities to provide evidence for implementing 
similar activities elsewhere (scale-up efforts)

10.	Improving governance, mobilising new resources and ensuring accountability in the way 
they are used 

8.1
PURPOSE, SOURCES AND USE OF 
COMMUNITY FGM DATA
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Definition
Data collection is the systematic gathering of information. Data are important in 
understanding the needs of the community and informing decision-making. Ensure that you 
fill in all the data required and that the writing is legible. Below are the data collection and 
recording tools:
1.	 Community End FGM Referral Form: This form should be used for referring those with 

FGM-related health complications for care. It includes basic information on the client 
(age, sex, mobile telephone number and residence), name of the link facility, reason(s) 
for referral, treatment received prior to referral, and name and contact details of the 
referring CHP. If the client is being referred back to the community, the healthcare 
provider at the receiving health facility provides instructions to the CHP and also 
indicates their own name and contact details. Referrals, if properly done, will guide on 
where FGM is happening, and the services required.

2.	 Household end FGM data collection tool: This tool should be completed every time 
a CHP visits a household and discusses FGM. A household consists of persons who 
live together and eat from the same pot. Information gathered includes the biodata of 
the respondent (age, gender, position in relation to the household), number and age of 
female household members, ages of those who have undergone FGM and the age at 
cutting, discussions between the CHP and household regarding FGM, and the name and 
contact details of the CHP.

3.	 Community end FGM data collection tool: This tool should be completed every time 
a healthcare worker or CHP is conducting end FGM activities in their routine work in 
the community. The data to be collected include the location, name and objectives of 
the activity, details of participants, feedback from participants and conclusions drawn, 
action plan/next steps, and name and contact details of the person(s) conducting the 
activity and those of the person responsible.

CHEW data summary: All data should be submitted to the supervising CHEW. CHEWs will 
compile the data submitted by the CHPs every month, which they then share with CHPs 
and the community health committee for further action, as well as back with the community 
during community dialogues.

8.2 DATA COLLECTION
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8.3.1: Data analysis
The goal of data analysis is to organise and interpret the raw data in order to obtain useful 
information. Once data is analysed by CHPs (or by their CHEW supervisor), a picture 
of FGM within a given community is portrayed, and the findings can be used for action 
planning for decision making. With support from CHEW and CHAs, CHPs may use their 
own data to better present and communicate on FGM via their routine health interventions 
at community and household levels.  

8.3.2: Data interpretation	
Interpreting information involves examining it in ways that reveal the relationships and 
patterns within it and their meaning. To do that, the most important thing for CHPs is to 
look at the data critically, with support from CHEWs and CHAs, and ask: “What does the 
data show?”. Other important questions for interpreting data include:
1.	 What makes my community unique?

2.	 What does the data mean for my community?

3.	 How has my community changed lately (if at all)?

4.	 Does recent change affect the efforts to address FGM? In what way (positive or 
negative)?

5.	 What are my community’s major challenges in addressing FGM?

6.	 What are the sources/causes of these challenges?

7.	 What are the gaps in FGM-related service delivery in my community?

8.3 FGM DATA ANALYSIS, INTERPRETATION 
AND FEEDBACK TO THE COMMUNITY
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Community Feedback
Share the findings with the 

community and other stakeholders

Data Analysis
Organise the raw data to obtain 

useful information

Interpretation
Examine data in ways that reveal 

the relationships and patterns 
within it and their meaning

Data Collection
Systematically gather relevant 

information

Accountability involves putting systems in place to ask for and receive regular feedback 
from stakeholders, apply what is learned from that feedback to inform future iterations 
of the project plan, and monitor progress. This may involve use of posters explaining the 
rights of beneficiaries, feedback boxes and hotlines for use by stakeholders – and applying 
the learnings from the feedback received. Accountability also requires that initiatives are 
transparent, inclusive and participatory to the extent possible. That is, where possible, 
information gathered should be shared with the stakeholders involved (community and 
beneficiaries, in particular).

8.4.1	 Lesson learning and managing change

Learning

Learning should be continuous. Time points should be established for gathering, reflecting 
on and applying the learnings. This can be done by utilising monitoring data, data acquired 
from accountability procedures, and subsequent revisions to the implementation plan. 

8.4 ACCOUNTABILITY

Figure 8.1: Data Collection, Analysis and Interpretation, and Feedback to the Community
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Reflections on learning can help make sure the initiative is accomplishing its goals and 
enable course correction in real time, as well as be utilised in future projects. Lessons 
learned should be documented in sufficient detail and safely stored. 

The following questions are useful in identifying lessons learned. When asking these 
questions, involve a variety of stakeholders in order to ensure the inclusion of different 
perspectives and therefore more robust answers. 
1.	 What were the expected results of the activity/action?

2.	 What were the actual results? (What we achieved)

3.	 Why was there a difference between expected and actual results?

i.	 What went well? Why was it successful?

ii.	 What did not go well? What could have been done better? Why was it less 
successful/why didn’t we accomplish more?

4.	 What does this teach us and what can we change/improve upon in future?

Conclusions should be based on facts rather than opinions. An M&E plan is therefore 
an important tool in helping with objectively assessing whether what was intended was 
achieved.

Managing change

Responding to changes in trends and circumstances, and incorporating lessons learned, are 
critical in addressing FGM. However, changes in interventions and strategies should not be 
effected without following the correct procedures and channels. This involves analysing the 
implications of the proposed changes (resources and outcomes), documenting proposed 
changes (and why) and communicating the proposed changes to all key stakeholders. 
Involving key stakeholders in the change process ensures that projects are undertaken 
in the right way, continue to be community-owed/led, and do not lead to negative 
consequences. Adapting to the evolving environment in a collaborative, transparent and 
timely manner ensures the overall success of the intervention and the appropriate use of 
available resources.

In summary, this unit has highlighted the important of FGM data in decision making on 
programming and investments. The CHPs are central in collecting FGM data from the 
community but they require enabling with tools that can capture credible data that can be 
acted on for accountability and change management.  



UNIT 8: DATA COLLECTION AND UTILISATIONUNIT 7UNIT 6UNIT 5UNIT 4UNIT 3UNIT 1 UNIT 2INTRO

107 

REFERENCES

1.	 UNICEF. (2019). Technical Note on Communication for Development: Ending 
Female Genital Mutilation. New York: United Nations Children’s Fund. Retrieved 
from https://www.unicef.org/esa/media/9051/file/C4D-Works-Eritrea-2020.
pdf

2.	 Statistics in Focus 2011/57 Basic Principles of Monitoring And Evaluation ;at 
http://epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-SF-11-057/EN/KS-
SF-11-057-EN.

	 https://www.ilo.org/publications/basic-principles-monitoring-and-evaluation

3.	 Labour (IPEC), 2011. Child Labour Impact Assessment Toolkit: Tracer 
Study Manual (Geneva, ILO). https://labordoc.ilo.org/discovery/
fulldisplay?docid=alma994650693402676&context=L&vid=41ILO_
INST:41ILO_V2&lang=en&adaptor=Local%20Search%20Engine&tab=ALL_
ILO&query=sub,exact,occupational%20disease

4.	 Ministry of Health, Government of Kenya. (n.d.). Kenya Master Health Facility 
Registry (KMHFR). Retrieved from https://kmhfr.health.go.ke/

5.	 Ministry of Health, Government of Kenya. (n.d.). Post Rape Care (PRC) Form 
[MoH 363]. Retrieved from https://kmhfr.health.go.ke/ 



UNIT 8: DATA COLLECTION AND UTILISATIONUNIT 7UNIT 6UNIT 5UNIT 4UNIT 3UNIT 2UNIT 1INTRO

108 

ANNEX
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ACTIVITY:	 GROUP DISCUSSION - DRIVERS OF FGM

Q1. 	 Discuss the reasons why FGM is practiced in your community?

Q2. 	 Which among the highlighted reasons for FGM in your community is the most 		
	 important and why do you think so?



Established in 2012, the African Coordinating Centre for the abandonment of 
FGM (ACCAF) aims to strengthen the capacity for and coordination of research 
and implementation of evidence-based practices and strategies for the 
abandonment of female genital mutilation (FGM) in Africa and beyond within 
one generation. Hosted by the department of Obsterics and Gynaecology 
at the College of Health Sciences, University of Nairobi, ACCAF provides a 
multi-disciplinary approach to champion efforts and address the gaps in the 
abandonment of FGM view towards sustaining women’s health and dignity. 

ACCAF has four objectives:
1. 	 Identify knowledge gaps and support and stimulate reaserch in female 

genital mutilation (FGM)
2. 	 Support networking and knowledge exchange between researchers, health 

professionals and community health promoters on the abandonment of 
FGM.

3. 	 Improve health care for women and children who have undergone FGM
4. 	 Advocate, educate and create a supportive environment for cultural change

ABOUT ACCAF
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