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EXECUTIVE SUMMARY

This evaluation report summarises findings from The Girl Generation - Support to the Africa-

Led Movement to end FGM (TGG-ALM) programme in Garissa County. While Kenya has seen a
national decline in Female Genital Mutilation (FGM) prevalence from 38% in 1998 to 15% in 2022,
Garissa remains a high-prevalence setting, with FGM prevalence above 83%. The evaluation used
mixed methods, combining baseline and endline quantitative surveys with qualitative interviews,
focus group discussions, ethnographic observations, and Outcome Harvesting. Because reported
exposure to end FGM-related activities was observed in both intervention and comparison areas,
findings are interpreted as associations rather than causal programme effects.

Key findings

Reported exposure to end FGM-related activities was associated with stronger opposition to
FGM, greater agency to oppose the practice, and lower intention to subject daughters to FGM.
Respondents exposed in intervention sites were 3.5 times more likely to hold an overall attitude
opposed to FGM, 4.79 times more likely to report agency to oppose FGM, 3.91 times more likely
to have encouraged someone to abandon the practice, and 70% less likely to intend FGM for
daughters, compared with non-exposed respondents.

Exposure was also associated with stronger FGM-related knowledge and beliefs opposing FGM.
Respondents exposed in intervention sites were 2.14 times more likely to hold beliefs opposed

to FGM and 1.91 times more likely to report high FGM-related knowledge than non-exposed
respondents. However, gender-inequality beliefs showed no meaningful association with exposure,
suggesting that deeper gender norms remain more resistant to change.

Qualitative findings suggest that community dialogues with religious and local leaders, school
clubs, survivor leadership, and community champions helped challenge the perception of FGM
as areligious or mandatory cultural requirement. They also point to the adaptation of FGM from
“Pharaonic” (Type 1) to “Sunna” (Type I/11), alongside medicalisation, secrecy, cutting at younger
ages, and cross-border movement.

Key lessons

Knowledge alone is not enough to shift social norms. In Garissa, exposure was associated with
more favourable attitudes toward FGM abandonment, but deeper gender beliefs, marriageability
pressures, and religiously framed justifications continue to sustain the practice.

Sustaining progress requires continued engagement across communities, schools, health systems,
and local leadership. Trusted local structures and credible messengers, including school clubs,
community champions, survivors, religious leaders, health workers, and local organisations, remain
important entry points for longer-term change.
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Priority recommendations

e Address all forms of FGM explicitly, including “Sunna” and medicalised FGM, through clear,
rights-based community messaging.

e Strengthen surveillance, reporting, and enforcement to respond to secrecy, cutting at younger
ages, and cross-border FGM.

e Expand programme reach to remote, pastoralist, and insecure areas using flexible, locally led
delivery models.

e Deepen engagement with influential actors, especially men, elders, religious leaders, health
workers, teachers, and former practitioners.

e Sustain long-term change by investing in survivor-led advocacy, school clubs, girl-centred
programming, local community institutions, and health-system integration.

Overall conclusion

Findings from Garissa suggest stronger support for FGM abandonment among respondents
exposed to end FGM-related activities, but this support remains challenged by medicalisation,
cross-border practices, secrecy, and the shift toward “Sunna”-type FGM. Achieving zero tolerance
for all forms of FGM requires sustained and coordinated engagement across communities, schools,
health systems, survivor-led platforms, and local institutions.




1INTRODUCTION AND
COUNTRY CONTEXT

1.1 FGM Prevalence and Drivers

Kenya's national FGM prevalence has steadily
declined over two decades from 38% in 1998
t0 32%in 2003, 27% in 2008-09,21% in 2014,
and 15%in 2022(1). However, the prevalence
of FGM varies significantly by county, ethnicity,
religion, and age cohorts, with some counties
reporting persistently high prevalence due to

cultural and religious interpretations and other
local drivers (2,3).

Figure 1 shows that Garissa is one of Kenya'’s
high-prevalence FGM counties, with prevalence
estimated at 82.5%, far above the national
average of 15%. Other high-burden counties
include Mandera, Wajir, Marsabit, Samburu,
Isiolo, Tana River, and Narok.

Garissa is predominantly inhabited by Kenyan
Somalis, who are largely Muslim, and FGM is
often framed as both arite of passage and, at

Figure 1: FGM hotspots in Kenya (Source: FGM/C Research Initiative)

B o1100%
B 76-90%
0 s5175%

26-50%

11-25% o
Wast Pokot “c

Less than 10% 44.2% \ g

Nyamira
74.7%

Kisil
77.3%

Prevalence of FGM in Kenya by County
(Data source DHS 2022) Orchid project

Marsabit
83.0%

Garlssa
82.5%

Tana River
60.1%




times, incorrectly linked to Islamic teachings.
Rising medicalisation threatens progress
toward abandonment and may undermine gains
already made (4,5). The practice also continues
to adapt in form across communities (3) despite
well-documented harms, including early child
marriage and school dropout, which reduce
girls’ life chances (6,7).

Kenya has a robust legal and policy
environment that guarantees women and

girls the right to dignity and physical integrity,
freedom from violence, abuse, and harmful
cultural practices, including FGM; the legal
restriction against FGM was expanded in 2011
through the Anti-FGM Act, and in 2019 the
government launched the National Policy for
the Eradication of Female Genital Mutilation to
accelerate eradication of FGM and strengthen
multi-sectoral interventions, coordination,
community participation, and research(15-17).

1.2 TGG-ALM Approach in Kenya

In response to this context, TGG-ALM
implemented a multi-level strategy in Garissa at
the following levels:

e Individual level: trained teacher-patrons
to lead school-based clubs on human
rights, FGM awareness, gender roles, and
protection mechanisms against violence,
including outreach for out-of-school girls.

e Community and county level: Trained Anti-
FGM champions who held sensitization
sessions, community dialogues, and
intergenerational dialogues. Strategic grant
mechanisms supported local organisations
through financial and technical resources,
training, and activities through media, arts,
schools, community meetings, survivor
forums, and policy advocacy;

e Movement building and networks:
convened women'’s rights and youth
networks, supported ‘Men4Change’
networks, and amplified survivors’ voices;

e Multisectoral interventions supported
enforcement of FGM law, gender and child
protection policies, technical working
groups, child protection structures,
surveillance systems, reporting systems, and
county resource allocation.




2 EVALUATION 2.1 Data sources
M ETHODOLOGY The findings for Garissa are drawn from

. ) baseline and endline quantitative community-
The evaluation used a mixed-methods based surveys conducted by UOP and APHRC,

ap?proach.cor.nbiping qgantitative survey data respectively. Additionally, the evaluation drew
with qualitative interviews, ethnographic on complementary qualitative sources of
observations, and Outcome Harvesting. The evidence:

guantitative component included baseline

and endline surveys conducted between 2023
and 2025. The design is best understood as a
repeated cross-sectional study, as baseline and
endline samples involved different respondents
and village compositions. e Ethnographic observations to contextualise
social and normative dynamics;

e Qualitative interviews and focus group
discussions with champions, youth,
community leaders, former practitioners,
and programme implementers;

The survey took place in Fafi and Mbalambala

sub-counties, specifically in Bura, Saka, and e Outcome Harvesting workshops and
Dekaharya wards, while qualitative data interviews to document perceived
collection was conducted in Fafi, including Bura programme-related changes and pathways
and Nanighi. The baseline quantitative sample of influence.

included 535 participants, and the endline
included 554 participants. Analyses combined
endline-only models with pooled baseline-
endline models to examine broader exposure
patterns and strengthen statistical power.

Table 1: Summary of sample size in Garissa, Kenya

Data collection approach Target participants -

Baseline community-based  Girls, boys, women and men (15-65 years) 535
survey

Endline community-based Girls, boys, women and men (15-65 years) 554
survey

In-depth interviews and case Champions, leaders, medical students, activists 46
studies

Focus group discussions Women, Girls, Boys, Men 11
Key informant interviews Grandmothers, Teachers, Providers 19
Outcome harvesting (sub- Civil society organisations, survivor networks, youth 22
stantiation interviews) and community champions, media actors, consortium

partners, and government and policy stakeholders. The
participants were from Narok, Isiolo and Garissa and
national level stakeholders
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2.2 Sample size description of
participants

Several differences in demographic and
attitudinal characteristics were observed
between the two data rounds. Women
constituted the majority at both time points,
though their proportion decreased from 76% at
baseline to 64% at endline. The age distribution
also differed, with a higher proportion

of respondents aged 45 years or older at
endline (21%) compared with baseline (4%).
Educational attainment was notably higher at
endline, with 26% of respondents reporting
secondary education or above, compared with
less than 1% at baseline.

These differences reinforce the need to
interpret baseline-endline comparisons
cautiously. The pooled analysis was therefore
used to examine exposure-related patterns
across the combined sample, rather than as a
direct measure of change over time.

2.3 Exposure-based analytical
approach

The evaluation was initially designed to
compare intervention and control sites.
However, reported exposure to FGM related
activities was observed in both areas. Because
the survey did not identify the implementing
actor or the timing of exposure, it was not
possible to determine whether exposure
came from TGG-ALM activities, other anti
FGM initiatives, or earlier engagement before
the evaluation period. For this reason, the
evaluation shifted from a site based to an
exposure based analytical framework. Findings
therefore reflect associations between
reported exposure and outcomes, rather than
causal programme effects.

2.4 Analytical approach

Quantitative analyses combined descriptive
statistics and multivariate regression models
to assess associations between exposure

and key FGM-related outcomes. Composite
measures, including FGM-related beliefs,
gender inequality beliefs, FGM-related
knowledge, social sanctions, and overall

social attitude, were constructed to capture
broader normative and attitudinal patterns.
These composite measures were derived using
Multiple Correspondence Analysis (MCA)

to identify dominant patterns across related
survey questions and then grouped using Jenks
natural breaks to classify respondents into
meaningful categories.

Endline models were adjusted for sex, age
group, education, marital status, and study site.
Models for overall social attitude additionally
adjusted for FGM-related knowledge, FGM-
related beliefs, and gender inequality beliefs to
account for the influence of these underlying
normative factors on overall attitudes toward
FGM.

The pooled baseline-endline analysis was not
used as a direct baseline-endline comparison,
because some respondents were already
exposed at baseline. Instead, baseline-
exposed respondents were grouped with
exposed respondents in endline control sites
as non-intervention exposed respondents,
while baseline respondents with no reported
exposure were grouped with non-exposed
respondents from any endline site. This
approach avoided mixing respondents exposed
in intervention sites with other exposed
respondents and allowed intervention-site
exposure to be examined separately.

For the pooled baseline-endline analysis of
overall social attitude, models were adjusted
for sex, age group, education, study site, FGM-
related knowledge, FGM-related beliefs, and
gender unequal beliefs. Marital status was
excluded because it was not consistently
available at baseline.

Qualitative interviews, ethnographic
observations, community mapping FGDs and
Outcome Harvesting findings were used to



uncover deep, contextual insights into the
implementation challenges, socio-cultural
drivers, and systemic factors surrounding the
practice The data were analysed by trained
researchers using thematic content analysis in
Dedoose software.

2.5 Key limitations

Several limitations should be considered when
interpreting the findings.

e Baseline-endline comparability: Baseline
and endline samples were not drawn from
the same respondents, and village coverage
was only partially overlapping. Some villages
were included in both rounds, but the
endline sample added several additional
villages to improve heterogeneity and
better reflect programme reach. Baseline
data were also collected after some
programme activities had begun. These
factors limit the interpretation of change
over time.

e Exposure reconstruction: Exposure was
self-reported and could not distinguish
between TGG-ALM activities and activities
delivered by other actors, nor could it
capture timing or intensity of engagement.

e Social desirability bias: Given the sensitivity
of FGM, some respondents may have
provided socially or legally acceptable
responses, particularly regarding intentions
and attitudes.

e Operational and contextual constraints:
Delays, logistical challenges, unavailability
of participants especially men, and limited
access to some remote or insecure
communities may have affected sampling
and participation.

e Ecosystem effects: Anti-FGM initiatives by
other organisations and prior community
engagement may also have influenced
exposure patterns and observed outcomes.

These limitations do not undermine the value
of the findings but highlight that they should
be seen as indicative patterns within a complex
ecosystem, not as conclusive measures of
programme impact.




3 KEY FINDINGS

3.1 Programme Reach and
Exposure

Exposure patterns varied markedly by study
site in Garissa. At endline, 59% of respondents
in intervention sites reported exposure to
FGM-related activities, compared with 6% in
control sites. At baseline, 40% of respondents
reported exposure, indicating that the baseline
data were collected after programme activities
had begun and that other FGM-related
initiatives may also have been underway.

As throughout the evaluation, reported
exposure captures any FGM-related activity
and cannot distinguish TGG-ALM activities

Figure 2: Exposure by study site in Garissa region

from those delivered by other actors, nor
determine whether exposure occurred before
or during programme implementation.

Participants described community dialogues
led by FGM survivors, male champions, and
former practitioners as creating more open
advocacy against FGM. Door-to-door and
market-based sensitization activities created
platforms for communities to learn about and
discuss existing beliefs and attitudes towards
FGM. Intergenerational dialogues created
opportunities for younger and older community
members to discuss long-standing cultural
beliefs. Young champions used these spaces

to challenge cultural beliefs and introduce
information on the consequences of FGM. One
girl champion narrated her experience.
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“Yes, we have done sensitisation in Bura. It
is a big town. We have several settlements
in Bura like Athey, we have gone to these
areas for sensitisation. Mostly, when we
have seminars, the attendees are women
with businesses in the market. The women
at home don’t attend much, but we were
sent to sensitise them in their homes, and
we did that.”

IDI Woman Champion, Garissa

However, the programme reach was mainly
limited to urban trading centres due to
insecurity and poor road infrastructure in
remote areas. The expansion into remote
villages was hindered by high costs, poor
road infrastructure, and insecurity. A woman
champion highlighted these constraints:

“It’s true we haven’t reached all the
remote villages, and it’s in our plan for
this year to cover those areas. Some areas
have security issues and cannot be fully
accessed.”

KIl, Woman Champion, Garissa

Table 2 shows that people who were exposed to
end FGM-related activities tended to hold more

favourable attitudes toward abandonment

than non-exposed respondents. In intervention

areas, 87% of exposed respondents had an
overall attitude opposed to FGM, compared

with 66% of non-exposed respondents across
all sites. Exposed respondents in intervention

sites were also more likely to hold beliefs
opposed to FGM (54% compared with 34%

among non-exposed respondents) and to have
high FGM-related knowledge (53% compared

with 39%). Views about gender inequality
differed little, suggesting that deeper social
norms remain harder to shift.

Exposure was also linked to less support

for discrimination against girls who had not
undergone FGM, less support for continuing
FGM, and less intention to cut daughters. These
are endline associations and should not be
interpreted as direct evidence of change over
time.
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Table 2: Overall bivariate association of study sites and related exposure with outcome variables
at endline in the Garissa County, Kenya

Character-
istic

Beliefs
related to
FGM

In favour

Opposed

Gender
inequality
beliefs

Equal
Unequal

FGM-
related
knowledge

Low
High

Social
sanction
for FGM
abandon-
ment

In favour

Opposed

Discrim-
ination
against
uncut girls

Not for
discrimina-
tion

In favour
of discrimi-
nation

331 (60%)
223 (40%)

495 (89%)
59 (11%)

318 (57%)
236 (43%)

159 (29%)
395 (71%)

403 (73%)

151 (27%)

Study sites

198 (66%)
104 (34%)

266 (88%)
36 (12%)

190 (63%)
112 (37%)

113 (37%)
189 (63%)

214 (71%)

88 (29%)

ST WY

133 (53%)
119 (47%)

229 (91%)
23 (9%)

128 (51%)
124 (49%)

46 (18%)
206 (82%)

189 (75%)

63 (25%)

0.289

0.004

<0.001

0.276

Study site related Exposure

256 (66%)
133 (34%)

343 (88%)
46 (12%)

239 (61%)
150 (39%)

135 (35%)
254 (65%)

260 (67%)

129 (33%)

<0.001
6(38%) 69 (46%)
10(63%) 80(54%)
0.288
16 (100%) 136 (91%)
0 (0%) 13 (9%)
0.01
9(56%) 70(47%)
7(44%) 79 (53%)
<0.001
2(13%) 22(15%)
14 (88%) 127 (85%)
<0.001

16 (100%) 127 (85%)

0(0%)  22(15%)




Opinion
about
FGM con-
tinuation

Not for
continua-
tion

In favour
of continu-
ation

Ever en-
couraged

FGM aban-

donment
Never
Ever en-
couraged

Intention
to perform
FGMon
daughters

Opposed

In favour

Agency
to oppose
FGM

Can't
oppose

Can
opposed

Overall
social
attitude to
FGM

In favour

Opposed

265 (48%)

289 (52%)

494 (89%)

60 (11%)

228 (41%)
326 (59%)

466 (84%)

88 (16%)

156 (28%)
398 (72%)

121 (40%)

181 (60%)

290 (96%)

12 (4.0%)

95 (31%)
207 (69%)

278 (92%)

24(7.9%)

112 (37%)
190 (63%)

144 (57%)

108 (43%)

204 (81%)

48 (19%)

133 (53%)
207 (69%)

188 (75%)

64 (25%)

44 (17%)
208 (83%)

<0.001

<0.001

<0.001

<0.001

<0.001

157 (40%)

232 (60%)

364 (94%)

25 (6.4%)

130 (33%)
259 (67%)

347 (89%)

42 (11%)

134 (34%)
255 (66%)

13 (81%)

3(19%)

13(81%)

3(19%)

9(56%)
7 (44%)

13(81%)

3(19%)

2 (13%)
14 (88%)

95 (64%)

54 (36%)

117 (79%)

32 (21%)

89 (60%)
60 (40%)

106 (71%)

43 (29%)

20 (13%)
129 (87%)

<0.001

<0.001

<0.001

<0.001

<0.001

n (%)
2 Pearson’s Chi-squared test; Fisher’s exact test

11




3.2 Normative Outcomes &
knowledge Shifts

The findings on the association between
normative outcomes and exposure are based on
multivariate models adjusted for demographic
and contextual factors. Full regression results
are provided in Appendix Table 4.

e Respondents exposed in intervention
sites were 2.1 times more likely than
non-exposed respondents to hold beliefs
opposed to FGM. This was also higher

among exposed respondents in control sites.

Respondents exposed to the interventions
were 1.9 times more likely to have higher
FGM-related knowledge compared to non-
exposed respondents.

There was, however, no association between
exposure and gender-inequality beliefs.

These findings suggest that exposure to end
FGM-related activities was associated with
higher FGM-related knowledge and stronger
beliefs opposed to FGM. However, gender-
inequality beliefs did not differ meaningfully
across exposure groups. This suggests that
FGM-specific knowledge and beliefs may be
more responsive to programme exposure than
deeper gender norms, which often require
longer-term engagement.

3.3 Attitudinal outcomes:
Opposing Social sanctions,
Agency and Encouragement
against FGM

Respondents exposed to FGM-related
activities in intervention sites reported more
favourable attitudes and behaviours related
to FGM abandonment. Full regression results
are provided in Appendix Table 4. They were
3.2 times more likely than non-exposed
respondents to oppose social sanctions,
showing more favourable attitudes toward
abandonment.

12

By contrast, people in areas without the
programme were 22% less likely to oppose
these sanctions, which suggests that fear of
backlash was still persistent in those settings.

Exposure was also associated with stronger
reported agency. Respondents in intervention
sites were 4.8 times more likely than non-
exposed respondents to report agency to
oppose FGM. They were also substantially
more likely to encourage others to abandon the
practice.

Respondents exposed in intervention sites
were 70% less likely to have the intention to
subject their daughters to FGM compared to
those not exposed.

An analysis of overall social attitudes toward
FGM found that respondents who were
exposed to end FGM-related activities in
intervention sites had 3.5 times the odds

of opposing the practice compared to non-
exposed respondents (p < 0.001). In control
areas, exposure also was associated with more
opposition, but the group was too small for the
difference to be statistically significant.

3.4 Qualitative insights and
community perspectives

The qualitative findings complemented the
qguantitative findings by describing the “why
“and “how” of exposure patterns and perceived
programme influence in the study areas.
Through community dialogues that included
religious and other community leaders,
participants described efforts to challenge the
perception of FGM as a religious requirement
and mandatory cultural obligation.

The findings also provided insights into
reported shifts at individual and at the
community level, especially among those
exposed to the programme.

Hawa (pseudonym) is one of those who
described such shifts. Hawa is a 36-year-
old survivor and community champion from



Nanighi (intervention site). Her story as a
survivor and mother illustrates both the deeply
rooted nature of FGM in the community and
how increased FGM-related knowledge can
support more open questioning of the practice.
Reflecting on her upbringing, Hawa shares her
story from accepting FGM as an unquestioned
norm toward a context where some community
members now question and speak more openly
about the practice.

“Back then, no one asked why. We were
told it was for our benefit, that cutting
made us clean, made us women. It was
not just a practice; it was our pride, our
identity. Many women said, “FGM is only
wrong when it is Firauni. Sunna is good, it
is religious...but slowly, something began
to shift...after the ActionAid trainings, we
started inviting imams and elders and they
began to speak, some even questioning
what they had always preached. Women
who once whispered now spoke out in
public meetings. Girls started asking
their mothers, “Why should | be cut?” At
weddings and barazas, | now hear people
debating, not defending.”

Hawa’s account highlights the important role of
community champions in facilitating dialogue
and challenging long-standing norms. Her story
reflects emerging shifts in beliefs, attitudes, and
community conversations around FGM.

4 INTERPRETATION AND
LESSONS LEARNED

Garissais in an early-to-mid stage of normative
transition. While knowledge, attitudes, and
intentions appear more favourable among
respondents exposed to FGM-related activities,
gender-inequality beliefs and marriageability
pressures remain major barriers, as they showed
little significant difference across exposure
groups and continue to reinforce the practice.

4.1 Drivers of change

The use of platforms and engagement with
different stakeholders and interventions at
individual, community and institutional levels
was reported to support more open discussion
and stronger beliefs opposing FGM.

4.1.1 Individual changes

Providing platforms such as school-based
clubs to nurture girl and boy champions

was associated with stronger FGM-related
knowledge as the champions educated their
peers on FGM, early marriage and rape. It is,
however, important to note that there was
already the presence of organisations such as
ActionAid, Amref Health Africa and UNFPA-
UNICEF joint programme implementing
community sensitisation activities against
FGM. A girl champion sheds light on the
content of their peer-to-peer talks.

“ActionAid came and trained us. As head
girl, | had to lead other students, organize
meetings, and encourage them to come.
Every Friday, we have sessions. We talk
about rape, early marriage, and FGM. |
sometimes speak in front of the group. |
tell them: ‘If someone touches you, scream.
If someone wants to marry you off early,
report it. Focus on your books. Don’t waste
your life.”

IDI, girl champion, Garissa




Empowerment of girls and women and their
direct involvement in programme activities not
only increased awareness but also motivated
survivors to take on advocacy roles within
their communities, including sharing their

lived experiences. Through the training and
empowerment sessions reported by girls and
women, some participants described gaining
confidence and agency to stand and speak
openly against FGM.

“[..] And the doctor told me it’s because
when you are very young, you know, you
have undergone FGM. And because of
that cut and the way it has been done, you
cannot deliver your children normally...

| decided to form this organisation so
that | save young girls who have the same
problem that | have.”

Kll, FGM survivor, Grantee Manager,
Garissa

4.1.2 Institutional changes: Healthcare
integration, grantee and government

To integrate FGM prevention into routine
healthcare, ACCAF trained medical and nursing
students and lecturers on the clinical, legal,

and psychological aspects of the practice.

This initiative was reported to support the
development of participants into advocates
against medicalisation.

TGG-ALM supported subnational policy
frameworks and the operational capacity of
grassroots organisations to combat FGM.

The programme provided small grants and
technical mentorship, transforming informal
groups, like the Ewang’an CBO, into more
structured organisations with governance and
safeguarding policies.
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“But with TGG, they have really a capacity
to build us as an organisation, and as an
individual. Now, things are different,

we have a lot of policies, we have a very
structured organisation and structured
board members. So, they have also helped
our organisation grow and they have also
help us individually ourselves also grow.”

Kll, Grantee manager, Garissa

The programme was reported to expand the
reach of anti-FGM campaigns by mobilizing
religious leaders and empowering young
advocates. Enhanced individual confidence
allowed grantees to navigate cultural barriers
and overcome significant community backlash.

4.1.3 Ethical Transformation-the oath

The training moved medical professionals
from limited awareness of FGM to an ethical
commitment to uphold human rights:

“Basically, to most of us we had not really
heard about FGM but we didn’t really
know it as much, so the training basically
introduced us to the whole concept of
FGM...And then they also introduced the
concept of medicalisation of FGM, and

at the end we took a - let me call it a vow
- not to be part of those who engage in
medicalisation of FGM.”

Medical student

Participants gained essential skills in managing
FGM complications, notably de-infibulation,
and began disseminating this knowledge
through peer-led Continuous Medical
Education (CME):



“Ah, we also teach the students to

manage their immediate and long

terms complications better and also

the most important part which was
actually a problem is how to do a surgical
intervention to correct type three
intervention FGM which is di-infibulation.”

KIl, Lecturer

4.1.4 Networks and movement building

TGG-ALM’s movement-building approach
focused on convening diverse stakeholders to
support collective action for the abandonment
of FGM, while also fostering strategic linkages
with organisations and networks working to
end FGM at national, regional and global levels.
Two major achievements in movement building
were identified:

The establishment of the Survivor
Leadership Initiative, created a structured
platform for empowering FGM survivors,
strengthening their leadership, visibility, and
influence within advocacy spaces.

The formation of a national civil society
organisations network in Kenya, launched
in July 2023 and comprising 120 member
organisations, enhanced coordination,
policy engagement, and collective advocacy
at the national level through collaboration
with the Government’s Anti-FGM Board.

The movement-building strategy intentionally
prioritised inclusivity, making deliberate efforts
to ensure the meaningful participation of
persons with disabilities. This included securing
their representation in national and regional
forums and allocating funding to organisations
led by persons with disabilities. By integrating
diverse voices and lived experiences into the
campaign to end FGM, this inclusive approach
strengthened the coverage, and sustainability
of the movement.
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4.1.5 Public and policy engagement

The programme’s advocacy work contributed
to reframing the narrative of FGM from a
“cultural tradition” to a recognised form of
Gender-Based Violence (GBV) and a human
rights violation. One key informant participant
reported that the reframing was reflected in
policy engagement milestones, including the
proposed rejection of medicalisation at the
African Union level and the inclusion of FGM
within climate change discourse. Strategic
inputs into high-level outcome documents
ensured that the medicalisation of FGM is
now explicitly recognised as an unacceptable
practice in policy frameworks.

“For example at the African Union last
December, | remember we were given

a chance to input into the outcome
documents, | think that is one platform
that we had a chance... to really say that as
a program we know that medicalization of
FGM s there and it is not acceptable and
there is need for it to be in policy.”

Kll, Programme implementation partner

By training journalists, grantees, and survivors,
the programme contributed to changing how
FGM stories are told, prioritising rights-based
messaging over cultural justifications. The
training also supported the empowerment of
survivors to lead the conversation, shifting
their media representation from passive
victims to technical experts of their own lived
experiences.




“...the story of FGM has always been
framed as culture—but it is not culture. It

is a form of gender-based violence. In the
past, media has handled survivors as if they
are not experts... but survivors are experts
of their own experiences. They have the
right to offer solutions because they know
what they have gone through. They have a
right to a decent platform.”

Programme implementation partner

4.2 Key barriers and
implementation challenges

4.2.1 Deep cultural norms: The shift
from ‘Pharaonic’ to ‘Sunna’ (Sunnatul
Muakadha)

FGM-related knowledge appeared to
increase women and girls’ awareness of

the practice and its dangers. However, this
increase in knowledge seemed to only shift
in practice from the so-called ‘more severe’
Type Il (Pharaonic) FGM to Sunna, generally
understood locally as Type | or Type || FGM.
Sunna is often perceived as less harmful

and more acceptable because it was seen as
meeting perceived religious obligations and as
“important” for a girl, including beliefs that it

makes a girl pure. Although perceived by some

community members as less severe, Sunna
remains a form of FGM and should not be
framed as acceptable or safe.
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“Some men supported us at first but

later pulled back, afraid of being mocked.
The elders accused us of betraying our
culture. Some still hold on to the old ways,
performing cuttings in secret, but many
more are beginning to doubt. The belief
that cutting defines womanhood is fading,
replaced by another belief—that a girl

can be whole, uncut, and still respected.
Change here does not come fast, but it is
taking root in people’s hearts.”

Observation notes, Nanighi

Adaptation and secrecy: Mapping exercises
with adolescent girls showed that active

FGM practitioners remain present, and they
identified high-risk areas such as riverbanks,
remote homes, and forests. The girls pointed
out “insecure paths” and places where they felt
most at risk of being taken for FGM.

The increasing secrecy surrounding the
practice has created challenges for enforcing
the Anti-FGM law. In response, training former
practitioners to oppose FGM emerged as a key
strategy for addressing FGM carried out in
secret.

Other adaptive practices included; i) Cross-
border FGM where movement to areas
where the practice remains prevalent poses a
challenge to abandonment and enforcement
of the anti-FGM law; ii) FGM being carried
out at younger ages. This shift was attributed
to increasing empowerment and awareness
among older girls, who are now more likely
to resist, refuse, or report the practice.
Participants also noted that younger girls are
perceived to heal faster and are less able to
oppose the procedure, making them more
vulnerable.



Figure 3: Community map showing unsafe spaces/roads (marked in red)

“Another thing that is contributing to the
change in age is [they are now] realising the
younger girls heal faster than the older girls.
the older girls are more empowered and
enough to say no. The baby has no consent,
and you can literally pin her down while

the older girls can fight you. She can even
report you because they don’t want it.”

FGD, Grantee Organisation, Garissa

Medicalisation: Medicalisation emerged as a
strategy used by some communities to continue
the practice of FGM by reducing perceived pain
and trauma. Framed as a “safer” alternative,
this approach allowed families to preserve
cultural beliefs while attempting to avoid legal
consequences.

“They (community members) moved to

a practice called “Kisasa” FGM. This is
medicalised FGM that is being practiced.
Why was it being practiced? Because as
much as so much awareness had gone
around FGM being a violation of the rights
of women and girls, there was still that
cultural attachment toit”

Kll, Advocacy manager, Kenya

4.3 Lessons for future
programming

The findings suggest that observed attitudes
and reported practices may have been shaped

not only by this programme but also by other
actors working in the same areas. Future




programming should therefore map similar
interventions and put strong monitoring
systems in place from the outset to better track
the programme’s specific contribution. It should
also prioritise broad geographic coverage,
especially in remote and rural areas, to reduce
blind spots and limit cross-border FGM.

Future programming should build community
platforms and intergenerational forums that
prioritise the active involvement of men,
community leaders and the older generation.
Because these individuals act as primary
decision-makers, their buy-in is critical to
shifting community norms toward zero
tolerance for all forms of FGM.

Programmes should also leverage media
channels and influential public figures to
broadcast anti-FGM advocacy across multiple
counties. Using these trusted, high-profile
messengers helps challenge taboos and
reinforces the message across borders.

Future programming should recognise that
shifts in public discourse may occur before
deeper personal beliefs and household-level
decision-making change. Address these
social and cultural barriers by embedding
interventions into existing institutional and
community structures to foster sustained
behavioural change.
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5 ACTIONABLE
RECOMMENDATIONS

The findings show clear progress in beliefs and
attitudes toward FGM among those exposed to
interventions, but they also point to emerging
adaptations in how the practice continues.

The recommendations below are therefore
organised into short-term actions to address
immediate risks and long-term actions to
sustain change.

5.1 Short-term recommendations

e Address all forms of FGM explicitly by
reinforcing community messaging that
‘Sunna’ and medicalised FGM are harmful,
illegal, and violations of rights.

Strengthen surveillance and enforcement
through improving community-based
reporting, monitoring, and local coordination
to respond to secret FGM practice, lower
ages targeted for FGM, and cross-border
FGM.

Expand reach to underserved areas through
use of mobile, flexible, and locally led delivery
models to reach pastoralist, nomadic, and
remote communities.

Engage influential community actors such as
men, elders, and religious leaders to counter
pro-FGM narratives and reduce community
backlash.

Integrate FGM into healthcare by
strengthening healthcare provider
accountability and rights-based messaging
while incorporating FGM-based knowledge
in education curriculum and in continuous
education sessions for medical professionals.

5.2 Long-term recommendations

e Support survivor-led advocacy by sustaining
and scaling up survivor-led platforms,
psychosocial support, and long-term
financial investment.



e Institutionalise community support systems
by sustaining and expanding school clubs,
strengthening survivor-led networks, and
building the capacity of local CBOs so
advocacy continues beyond the programme

cycle.

Sustain girl-centred programming through
investment in mentorship, safe platforms,
and networking for girl champions and girl-
led structures to sustain agency and peer
influence.

Embed anti-FGM action in institutions by
integrating anti-FGM content into schools,
community structures, and local governance
systems to sustain normative change.

5.3 Sustainability of achievements

To sustain progress, the programme should
build on existing institutions. This includes
strengthening school clubs led by trained
teachers, integrating FGM education into

the health system and medical training, and
establishing model health facilities (this are
health facilities that have integrated FGM
education, response and management). It
alsorequires investing in local champions and
organisations that communities already trust,
including women, religious leaders, chiefs,
youth, former practitioners, and journalists, to
lead dialogue and sustain momentum.

Beyond community structures, a multifaceted
approach is needed. This should include
intergenerational dialogue, the involvement
of men and parents, strong community
engagement, effective law enforcement, and
stronger health-sector responses.

Providing communities with practical tools,
such as safe-space checklists and girl-centred
frameworks and strengthening partnerships
through civil society networks can support
continued engagement and accountability
beyond the programme. This will help protect
emerging progress and sustain progress over
time.
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6. FORWARD-LOOKING
SYNTHESIS ON COUNTRY
PRIORITIES

The findings suggest that exposure to end
FGM-related activities was associated with
more favourable knowledge and beliefs about
FGM, greater agency to oppose it, and stronger
support for abandonment. However, gender-
unequal beliefs remain deeply rooted, shaped
by long-standing cultural norms. Resistance
from some older community members shows
the need for more deliberate engagement with
this group to reduce backlash and build broader
support for change.

The shift toward ‘Sunna’, cross-border FGM,
and medicalisation shows that the practice is
adapting rather than disappearing. This calls for
stronger messaging that all forms of FGM are
unacceptable and violate human rights, along
with better cross-border coordination and
enforcement of anti-FGM laws.

Exposure alone is not enough. Sustained
abandonment requires approaches that
respond to local realities and actively involve
communities and other key stakeholders. Co-
creating solutions can help address barriers to
a zero-tolerance approach and strengthen local
ownership of abandonment efforts.

Sustained awareness and engagement across
the whole ecosystem remain essential.
Long-term, intergenerational efforts are
needed to address entrenched norms, shift
social expectations, and support the full
abandonment of FGM.
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Table Al: Adjusted Odd ratios associated with study site and exposure by outcome variables in
endline in the Garissa region, Kenya

Exposed intervention
site

VS

Intervention Intervention
VS VS
Control Control

Non-exposed both sites

Holding
beliefs
Exposed
control site
VS 1.78 éﬁ 0001  2.90 é‘%’ 0050 2.14 é"i‘; <0.001
Non-exposed
both sites
opposed to
FGM
Holding
unequal 0.42, 0.44,
- 0.75 132 0.3 0.90 175 0.8
related beliefs
Having high
FGM-related  1.86 é% <0.001 120 %‘fﬁ’ 07 191 %g’ 0.002
knowledge ’ ’ ’
Being
opposed to
ol sareane | 2 1'227’ <0.001  3.49 %2935 011 321 é?,j <0.001
for FGM- ’ ’ ’
abandonment
Being in favour
of discrimina- 0.53, 0.19,
TomerEin: S s | 92 BEE | g | S
uncut girls
Beingin
0.31 0.03 0.23
favour of FGM 0.44 ' <0.001 0.16 " 0.005 0.35 ’ <0.001
continuation 0.63 0.50 0.52
Having ever
encouraged an- 3.65, 0.56, 2.16,
T (v 7.14 151 <0.001 2.79 10.4 0.2 3.91 791 <0.001

don FGM
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Intention to

undergoFGM 037 92> <0001 040 %% o081 o030 220 <0001
0.52 1.12 0.46

on daughters

Agency to op- 3.05, 0.51, 2.82,

pose FGM 5.15 896 <0.001 237 829 0.2 4.79 827 <0.001

Abbreviations: Cl = Confidence Interval, OR = Odds Ratio
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Table A2: Endline exposure to intervention and associated adjusted Odds-ratio to social attitude
against FGM in endline in Garissa, Kenya

Holding an overall social attitude opposed to FGM

Characteristic

Exposure

Non-exposed all sites (ref)

Exposed in control site 1.89 042,134 0.4
Exposed in intervention site 3.5 1.92, 6.66 <0.001
Marital status

No (ref) — —

Yes 1.12 0.65,1.92 0.7
Sex

Men (ref) — _

Women 0.72 0.44,1.18 0.2
Age group

> 45yrs (ref) — —

35-44 0.91 0.45,1.81 0.8
25-34 1.43 0.73,2.79 0.3

< 25yrs 2.09 0.99,4.50 0.056**
Education

No formal education* (ref) — —

Primary 0.31 0.16,0.59 <0.001
Secondary+ 0.39 0.19,0.78 0.008
FGM-related knowledge

Low (ref) — _

High 0.85 0.53,1.38 0.5
Beliefs related to FGM

In favour (ref) — —

Opposed 17.6 8.67,41.1 <0.001
Gender inequality beliefs

Equal (ref) — —

Unequal 0.16 0.08,0.32 <0,001

Abbreviations: Cl = Confidence Interval, OR = Odds Ratio

Note: (*) No formal education refers to respondents with no schooling or those who are literate but
have not attended formal education (other literates)
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Table A3: Baseline-endline exposure to intervention and associated adjusted odds-ratio to social
attitude against FGM practice in the Garissa County, Kenya

Holding an overall social attitude opposed to FGM

Exposure

Non-exposed all sites (ref) — _

Exposed in control site 0.3 0.21,0.44 <0.001
Exposed in intervention site 401 2.35,7.17 <0.001
Sex

Men (ref) — —

Women 0.91 0.66,1.25 0.6
Age group

> 45yrs (ref) — —

35-44 0.86 0.51,1.43 0.6
25-34 0.8 0.50,1.28 0.4

< 25yrs 0.96 0.58,1.58 0.9
Education

No formal education* (ref) — —

Primary 0.68 0.41,1.13 0.14
Secondary+ 0.91 0.57,1.47 0.7
FGM-related knowledge

Low (ref) — —

High 1.35 1.00, 1.83 0.052**

Beliefs related to FGM

In favour (ref) — —

Opposed 7.43 5.41,10.3 <0.001

Gender inequality beliefs

Equal (ref) — —

Unequal 3.23 2.03,5.20 <0.001
Abbreviations: Cl = Confidence Interval, OR = Odds Ratio

Note: (*) No formal education refers to respondents with no schooling or those who are literate
but have not attended formal education (other literates)

(**) borderline significance
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