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1. EXECUTIVE SUMMARY
1.1 Background and method
Female Genital Mutilation (FGM) affects about 
65%-75% of women and girls in Ethiopia. The 
Amhara region still has the largest number of 
girls at risk. This endline evaluation examined 
the five year multi actor and multi-pronged 
TGG–ALM programme in the Amhara region 
(Guna and Farta districts) using household 
surveys (801 at baseline and 560 at endline) 
and qualitatively through in-depth interviews, 
key informant interviews, and focus group 
discussions. 

1.2. Key findings 
The quantitative findings showed that 
exposure to the intervention was consistently 
associated with more progressive outcomes. 
Those exposed in intervention sites were 2.5 
times more likely to oppose FGM, about 2 
times more likely to report high knowledge. 
In addition, they were about 2.6 times more 
likely to show agency and social attitudes that 
oppose FGM compared to those who were 
not exposed. They were about 3 times more 
likely to oppose sanctions for abandonment 
and nearly 6 times more likely to encourage 
abandonment, while 68% less likely to hold 
gender unequal beliefs and 57% less likely to 
discriminate girls who have not undergone 
FGM. Although in the pooled baseline–endline 
model, the difference in overall social attitudes 
towards FGM between exposed and not 
exposed people was not statistically significant, 
its positive direction reinforces the broader 
pattern that intervention exposure aligns 
with more progressive knowledge and views. 
Regarding gender norms, the multivariate 
analysis shows that the programme had little 
effect on gender-unequal norms during the 
study period. The qualitative insights further 
indicate that the programme effectively 
reached diverse groups through schools, health 
facilities, religious gatherings, and community 

champions. While exposure was uneven in 
remote areas, trained individuals created 
positive ripple effects within their families and 
communities. Additionally, institutional gains 
have strengthened grassroots organisations 
and advocacy structures. Despite these 
successes, persistent barriers remain, including 
cultural beliefs, economic interests, and 
scepticism, alongside unintended effects such 
as concealment (secrecy) and cross-border 
FGM. 

1.3 Key lessons 
Exposure in intervention sites fostered 
progressive attitudes, with early shifts in 
knowledge, beliefs, and rejection of sanctions 
spreading through champions, religious leaders, 
and health workers. Interpersonal influence 
grew as these actors gained confidence to 
speak publicly. To sustain all the achievement 
across the outcomes there is need for  
longer‑term engagement. Barriers persist in 
achieving zero tolerance to FGM, requiring 
concerted efforts to address them. 

1.4 Priority recommendations  
These results underscore the importance of:

•	 Expanding coverage and keep supporting 
community-led advocacy in remote, 
insecure, and resistant communities by 
working with trusted local champions and 
using creative approaches that fit each 
context. Because exposure was much 
higher in some parts of Amhara than others, 
reaching groups that have not yet been 
exposed is important to avoid slow progress 
in communities where harmful norms 
remain strong.

•	 Strengthening behaviour‑change 
components, by leveraging on the increased 
willingness to encourage others to abandon 
FGM and the increased likelihood (agency) 
to oppose FGM.
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•	 Addressing gender‑inequality norms 
through long‑term, multi‑sectoral 
approaches that engage elders, religious 
leaders, and youth.

•	 Improving tracking exposure to end FGM 
interventions to expand reach, while 
monitoring and adapting to evolving 
challenges and unintended effects such as 
secretive or cross-border FGM.

•	 Embedding anti-FGM messaging and 
response mechanisms into health, 
education, and local governance systems 
will anchor progress and ensure continuity 
beyond donor funding cycles.

1.5 Conclusions 
The evaluation results have shown that 
exposure to FGM-related activities is 
consistently associated with progressive 
normative beliefs and positive attitudinal 
outcomes. The strongest evidence came 
from the overall social attitude index, 
which combines intention, sanctions, 
and encouragement, where exposure in 
intervention areas was linked to a higher 
likelihood of opposing FGM at endline. 

To sustain the gains achieved through the 
activities, community-led advocacy should 
be encouraged including multistakeholder 
engagements such as intergenerational 
dialogues, inclusion of decision-makers such 
as the elders (elderly women) and community 
leaders and expanding support for the survivors 
and champions in the community. We believe 
these strategies can be replicated to accelerate 
efforts to end FGM both across the region and 
within specific districts. 

2. INTRODUCTION AND 
COUNTRY CONTEXT
FGM is a severe form of gender‑based violence 
recognized as a human rights violation in 1993 
(UN, 1993). Global frameworks like the Beijing 
Declaration, Millennium Development Goals, 
and Sustainable Development Goals reinforce 
its recognition as a harmful practice violating 
women’s and girls’ rights (OHCHR et al., 2008). 
The World Health Organization identifies 
four types of FGM, from clitoridectomy to 
infibulation and practices like pricking or 
piercing (OHCHR et al., 2008). Despite decades 
of advocacy, prevalence remains high, with over 
230 million girls and women affected globally, 
including 144 million in Africa (Shell‑Duncan 
et al., 2016; UNICEF, 2024). Countries such as 
Somalia (98%), Guinea (97%), Djibouti (93%), 
Egypt (91%), and Ethiopia (75%) report the 
highest rates (UNICEF, 2023). 

According to the Ethiopian demographic health 
survey, FGM remains a widespread practice, 
affecting an estimated 65% of women and 
girls (EDHS, 2016). Data from UNICEF, show 
an increase to 75% (UNICEF, 2023). Although 
national prevalence has declined, rates remain 
extremely high in Somali (99%), Afar (91%), and 
Amhara (71%) regions (Gebremicheal, 2018; 
Melese, 2020; UNICEF, 2024). The Amhara 
region, home to over 23 million people, faces 
entrenched cultural and religious norms, 
stark gender gaps in literacy, and high infant 
mortality (CSA, 2007; Adunga, 2025). The 
region carries the highest absolute number of 
girls at risk, underscoring the urgent need for 
sustained, multi‑sectoral, community‑driven 
approaches that integrate education, health 
systems, survivor‑led advocacy, and grassroots 
mobilisation (EDHS, 2016). 

To address these challenges, The Girl 
Generation – Support to the Africa-led 
Movement to End FGM programme (TGG-ALM) 
was implemented in Amhara, focusing on Guna 
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and Farta districts. Funded by UK International 
Development from the UK government, 
TGG-ALM was implemented in Ethiopia from 
2022 to 2025. The programme worked with 
grassroots civil society organizations, women 
and girls’ movements, community members, 
and governments to implement multi-level 
interventions, including: 

•	 Individual level: Peer-to-peer sessions 
for girls, boys, and young people, initially 
school-based but later community-based 
due to conflict-related school closures.

•	 Community level: Training of leaders 
(religious, Iddir, Kebele administrators), 
health volunteers, and former practitioners 
to facilitate sensitisations and dialogues. 
Options managed a small grants mechanism 
to support local organisations.

•	 Regional and national level: ACAAF 
developed a standardised FGM prevention 
curriculum for health institutions. Partners 
engaged stakeholders through steering 
committees, girls’ councils, radio/TV 
broadcasts, social media campaigns, and 
national events. Training programmes 
empowered survivors, activists, and 
journalists to amplify their voices.

The programme’s theory of change assumes 
that sustained community engagement, 
increased awareness, strengthened agency, 
and broader social dialogue can contribute 
to progressive shifts in attitudes and norms 
related to FGM. It also recognises that change 
is often gradual and non-linear, particularly in 
settings where FGM remains closely tied to 
cultural identity and community norms.

This evaluation assessed how exposure to 
FGM-related activities aligned with differences 
in knowledge, beliefs, attitudes, agency, and 
action-related outcomes towards ending FGM. 
It examined associations between exposure 
and key outcomes, explored patterns of 
programme reach and engagement, and used 
qualitative and Outcome Harvesting insights to 
interpret quantitative findings. The following 
section summarises the evaluation design and 
analytical approach.
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3. EVALUATION 
METHODOLOGY  
This evaluation was conducted by the African 
Population and Health Research Center 
(APHRC) in the Guna and Farta districts of the 
Amhara region, Ethiopia, between November 
and December 2025. Figure 1 presents the 
study sites.

3.1. Study design and data sources
The study utilised a quasi-experimental 
repeated cross-sectional design, consisting 
of a baseline survey of 801 individuals aged 
15 and above conducted by the University 
of Portsmouth (UOP) in early 2023, and an 
endline survey of 560 randomly selected 
respondents conducted by APHRC in late 
2025. This quantitative approach was 

complemented by a qualitative component 
comprising In-depth Interviews (IDIs), Key 
Informant Interviews (KIIs), and Focus Group 
Discussions (FGDs) with champions, survivors, 
policymakers, and community leaders. The 
study employed participatory methods to 
capture lived experiences and stories of change. 
The data sources and evaluation phases are 
summarized in Table 1. 

As for sample characteristics, at baseline, 
women accounted for 75% of participants, 
while men accounted for 25%. However, by 
the endline, women accounted for 52% of 
the group, and men constituted 48%. The age 
profile also differed, with respondents aged 45 
years and older representing 18% at baseline 
and 29% at endline. Educational attainment 
was broadly comparable across rounds, with 
low education reported by 37% at baseline and 

Figure 1: Study sites in the Amhara region, Ethiopia
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Evaluation 
phases

Lead Timeline
Type of 
survey

Target 
population

Country and 
region/County

Sample 
size

Quantitative

Baseline UOP
February 
and April 
2023

Community 
based survey

Men and Wom-
en aged 15 to 
65 years

Ethiopia 

(Guna and Farta 
districts, Am-
hara region)

801

Endline APHRC
April-De-
cember 
2025

Community 
based survey

Men and wom-
en, 15-65 years

Ethiopia 

(Guna and Farta 
districts, Am-
hara region)

560

Quantitative

Endline 
Qualitative

APHRC
November 
2025 

Qualitative 
(IDI, FGD 
and KII)

Champions, 
leaders, pro-
gramme im-
plementers, 
grantees

Ethiopia 

(Guna and Farta) 51

42% at endline, and secondary education or 
above reported by 26% at baseline and 22% at 
endline (table not presented).

3.2. Analytical approach 
Quantitative analyses combined descriptive 
statistics and multivariate regression models 
to assess associations between exposure to 
end FGM interventions 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. 

For the endline analysis, the primary 
explanatory variable was a three-category 
exposure variable: those exposed in 
intervention sites, those exposed in control 
sites, and those non-exposed in both sites. 
All models were adjusted for sex, age group, 
education, and marital status. To evaluate the 
intervention’s effect on overall social attitudes, 
we further adjusted for beliefs related to FGM, 
gender inequality, and FGM-related knowledge, 
age, sex, and education. For the pooled analysis, 
we combined baseline and endline data to 
distinguish between three groups: respondents 
exposed in intervention sites, respondents 
exposed elsewhere (baseline and control 
sites), and those not exposed in any site. These 
models were adjusted for sex, age group, and 
education. Like the endline analysis, the overall 
social attitude model included additional 
adjustments for beliefs, gender inequality, and 

Table 1: Summary of the phases of evaluation activities
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knowledge. Qualitative data were analysed 
using a thematic analysis approach. For more 
information on the analytical approach, please 
refer to the main evaluation report.1

3.3. Limitations of the study 
•	 Baseline-endline and sites comparability: 

Baseline data collection began after 
programme activities had already started 
in certain areas; therefore, the data do not 
represent a true pre-intervention measure. 
Furthermore, while the evaluation initially 
relied on a site comparison, several control 
sites were found to have been exposed to 
FGM-related interventions. This limited 
the interpretation of differences between 
baseline and endline across study sites, and 
between exposure groups. Consequently, 
the study shifted to an exposure-based 
framework, focusing on ecosystem-level 
engagement and associations with social 
norm change rather than geographic 
location.

•	 Exposure reconstruction: The exposure 
measures relied on self-reports that could 
not distinguish between TGG-ALM and 
other actors or capture timing and intensity, 
limiting attribution. 

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

•	 These limitations do not affect the value 
of the findings; rather, they underscore 
that the results should be interpreted 
as indicative patterns within a complex 
ecosystem, rather than definitive measures 
of programme impact.

4. KEY FINDINGS
4.1 Programme reach and 
exposure pattern 
Exposure patterns varied across study sites. 
Across the combined baseline and endline 
sample of 1,361 respondents, about 75% were 
classified as non‑exposed and 25% as exposed 
to FGM‑related activities. At baseline, 24% 
of respondents reported exposure, and at 
the endline, 22% of respondents in control 
sites and 39% in intervention sites reported 
exposure. These figures indicate that exposure 
was present in both types of sites, with higher 
proportions in intervention areas (Figure 2).

Qualitative findings indicate varying levels 
of programme exposure across intervention 
districts, primarily facilitated through 
embedded community channels rather than 
accidental contact. Girls and boys were 
first engaged in school-based clubs, later 
transitioning to peer-to-peer sessions in 
the community after conflict-related school 
closures. Adult men and mothers were reached 
through sensitisation sessions led by religious 
and community leaders, whose invitations 
were often perceived as mandatory. Health 
extension workers also integrated anti-FGM 
education into routine services such as prenatal 
visits, vaccination schedules, and religious 
ceremonies, while mass mobilisation events, 
including “Montarbo” mobile loudspeakers and 
public dramas, expanded reach. Beyond direct 
activities, community champions created a 
ripple effect by sensitising their families and 
social circles. One participant stated:

1.	 African Population and Health Research Center (APHRC). (2026). The Girl Generation: Support to the Africa-Led 
Movement to End Female Genital Mutilation Programme: Endline Evaluation in Ethiopia, Kenya and Senegal. 
APHRC, Nairobi, to be published in July 2025 on https://thegirlgeneration.org

https://thegirlgeneration.org
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Currently, the community’s attitude toward 
FGM has changed. I remember going to Debre 
Tabor town for a training. When I returned, my 
family members and neighbours asked me why 

I had gone there. I explained that the training 
was about FGM, focusing on its harmful 
consequences, complications, and the existing 
laws against the practice. After this discussion, 
their attitudes and practices began to change. 
Later, they asked me again, “So, is FGM really 
a harmful practice?” and I confirmed that it is. 
(boy champion, student, Ata elementary school, 
Amhara region)

Consistent interactions with family and 
broader community members contributed to 
changing their knowledge, especially on the 
harmful effects of FGM and the legal sanctions 
that are involved in the country. 

However, non-exposure was shaped by 
structural barriers like physical distance 
and insecurity, economic interests of FGM 
practitioners seeking to protect their 
livelihoods, and cultural perceptions that 
dismissed programme advocates as financially 
motivated by NGOs.

Figure 2 : Overall exposure at baseline and endline by study site in the Amhara region, Ethiopia

“Currently, the community’s attitude 
toward FGM has changed. I remember 
going to Debre Tabor town for a training. 
When I returned, my family members 
and neighbours asked me why I had 
gone there. I explained that the training 
was about FGM, focusing on its harmful 
consequences, complications, and the 
existing laws against the practice. After 
this discussion, their attitudes and 
practices began to change. Later, they 
asked me again, “So, is FGM really a 
harmful practice?” and I confirmed that it 
is.” 

Boy champion, student, Ata elementary 
school, Amhara region
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4.2. Normative outcomes and 
knowledge shifts
Table 2 presents the endline bivariate 
associations between study site, exposure 
category, and FGM‑related outcomes. Across 
study sites, the distributions of several 
outcomes were similar between control 
and intervention areas. For beliefs related 
to FGM, the proportions of respondents 
holding beliefs opposed to the practice 
were nearly identical (81% in both control 
and intervention sites), with no statistically 
significant difference. For gender‑inequality 
beliefs, intervention sites recorded a higher 
proportion of respondents classified as holding 
“equal” beliefs (88%) compared with control 
sites (82%). Intervention sites also showed 
a higher proportion of respondents with 
high FGM‑related knowledge (65% vs. 55% 
in control sites). However, when outcomes 
were examined by exposure category, clearer 
differences emerged. Respondents exposed 
in intervention sites consistently showed the 
most favourable outcomes across indicators. 
Ninety percent held beliefs opposed to FGM 
compared with 78% among the non exposed, 
and 94% endorsed equal gender beliefs 
compared with 82% among respondents who 
were not exposed. Similarly, 74% demonstrated 
high FGM related knowledge, compared with 
55% among the non exposed respondents, 
underscoring the strong association between 
exposure and progressive normative outcomes. 

Further analysis using statistical models to 
examine these normative outcomes, while 
controlling for age, sex, and educational status 
(see Appendix Table 1), shows that: 

•	 Respondents exposed in intervention sites 
were 2.5 times more likely to oppose FGM 
compared to non-exposed groups.

•	 Respondents in the intervention sites were 
68% more likely to hold gender-unequal 
beliefs.

•	 Respondents in intervention sites were 
51% more likely to report high FGM related 
knowledge compared to those in control 
sites, and the exposed respondents in 
intervention sites were about two times 
more likely to report high FGM related 
knowledge compared to non exposed 
groups. 

“The main challenge is that not all kebeles 
have received the same education. Our 
kebele is fully free... but neighbouring 
kebeles still practice it. When we interact 
during religious celebrations... ideas mix.”  

KII, Religious Leader
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Character-
istic

Overall Study sites Study site-related exposure 

Control
Interven-

tion
p- 

value2

Non-ex-
posed

 all sites

Exposed 

control 
site

Exposed 
interven-
tion site

p- 
value2

N = 5601 N = 3501 N =  
2101

N =  
4391

N =  
401

N =  
811

Normative belief outcomes 

Beliefs 
related to 
FGM

In favour 107 (19%) 68 (19%) 39 (19%) 0.803 95 (22%) 4 (10%) 8 (9.9%) 0.015

Opposed 453 (81%) 282 (81%) 171 (81%) 344 (78%) 36 (90%) 73 (90%)

Gender 
inequality 
beliefs

Equal 471 (84%) 286 (82%) 185 (88%) 0.046 359 (82%) 36 (90%) 76 (94%) 0.014

Unequal 89 (16%) 64 (18%) 25 (12%) 80 (18%) 4 (10%) 5 (6.2%)

FGM-relat-
ed knowl-
edge

 Low 230 (41%) 156 (45%) 74 (35%) 0.03 198 (45%) 11 (28%) 21 (26%) 0.001

High 330 (59%) 194 (55%) 136 (65%) 241 (55%) 29 (73%) 60 (74%)

Attitudinal outcomes

Social 
sanction for 
FGM aban-
donment

In favour 123 (22%) 80 (23%) 43 (20%) 0.51 107 (24%) 9 (23%) 7 (8.6%) 0.007

Opposed 437 (78%) 270 (77%) 167 (80%) 332 (76%) 31 (78%) 74 (91%)

Discrimina-
tion against 
uncut girls

Not for dis-
crimination

531 (95%) 329 (94%) 202 (96%) 0.257 413 (94%) 39 (98%) 79 (98%) 0.457

In favour of 
discrimina-
tion

29 (5.2%) 21 (6.0%) 8 (3.8%) 26 (5.9%) 1 (2.5%) 2 (2.5%)

Table 2: Bivariate association of study sites and study-site related exposure by outcome variables 
at endline in the Amhara region, Ethiopia 
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Opinion 
about FGM 
continua-
tion

Not for con-
tinuation

518 (93%) 316 (90%) 202 (96%) 0.01 401 (91%) 36 (90%) 81 (100%) 0.004

In favour of 
continua-
tion

42 (7.5%) 34 (9.7%) 8 (3.8%) 38 (8.7%) 4 (10%) 0 (0%)

Ever en-
couraged 
FGM aban-
donment

Never 375 (67%) 260 (74%) 115 (55%) <0.001 331 (75%) 18 (45%) 26 (32%) <0.001

Ever en-
couraged

185 (33%) 90 (26%) 95 (45%) 108 (25%) 22 (55%) 55 (68%)

Intention 
to perform 
FGM on 
daughters

Opposed 497 (89%) 302 (86%) 195 (93%) 0.017 382 (87%) 34 (85%) 81 (100%) <0.001

In favour 63 (11%) 48 (14%) 15 (7.1%) 57 (13%) 6 (15%) 0 (0%)

Agency 
to oppose 
FGM

Can’t op-
pose

450 (80%) 287 (82%) 163 (78%) 0.206 361 (82%) 31 (78%) 58 (72%) 0.077

Can op-
posed

110 (20%) 63 (18%) 47 (22%) 78 (18%) 9 (23%) 23 (28%)

Overall so-
cial attitude 
to FGM

In favour 127 (23%) 84 (24%) 43 (20%) 0.335 110 (25%) 10 (25%) 7 (8.6%) 0.005

Opposed 433 (77%) 266 (76%) 167 (80%) 329 (75%) 30 (75%) 74 (91%)
1 n (%)

2 Pearson’s Chi-squared test; Fisher’s exact test
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4.3.   Attitudinal outcomes
For attitudinal outcomes like social sanctions 
of FGM abandonment, discrimination against 
girls who have not undergone FGM, agency, 
and overall social attitude, the results were 
similar across study sites, with no significant 
differences (Table 2). However, when outcomes 
are examined by exposure category, clearer 
differences emerged.  Respondents exposed 
in intervention sites generally had the highest 
proportions of favourable responses across 
multiple indicators. Ninety-one percent 
(91%) opposed social sanctions for FGM 
abandonment, compared with 76% among 
the non exposed respondents, and none 
supported the continuation of FGM, compared 
with 9% among the non exposed respondents. 
Encouragement of abandonment was also far 
stronger, with 68% having ever encouraged 
someone to abandon FGM compared with 
25% among the non-exposed respondents. 
Importantly, every exposed respondent 
opposed their daughter being subjected to 
FGM compared with 87% among the non-
exposed. Overall, 91% of exposed respondents 
held progressive attitudes compared with 75% 
among the non-exposed respondents. 

A series of multivariate logistic regression 
models were estimated for these proximate 
behavioural outcomes (Appendix Table 1), and 
the results showed that:

•	 Respondents exposed in intervention sites 
were about three times more likely to 
oppose sanctions for FGM abandonment 
compared to non-exposed respondents.

•	 Supporting sanctions against girls who 
have not undergone FGM was about 62% 
lower among exposed respondents in 
intervention sites compared to non-exposed 
respondents.

•	 Respondents exposed in intervention sites 
were about six times more likely to have 
ever encouraged someone to abandon FGM 

compared to non-exposed respondents. 
Those exposed in control sites were 
about four times more likely to encourage 
abandonment compared to non-exposed 
respondents.

•	 Respondents in intervention sites had 
about 49% lower likelihood of intending to 
perform FGM compared to non-exposed 
respondents.

•	 Respondents exposed in intervention 
sites were 2.56 times more likely to report 
agency to oppose FGM compared to non-
exposed respondents.

•	 The overall social attitude to oppose FGM 
was 2.56 times higher among exposed 
respondents in intervention sites compared 
to non-exposed respondents. 

In the pooled model, respondents exposed to 
the programme in intervention sites were 65% 
more likely to hold social attitudes opposed to 
FGM compared to those not exposed. In control 
areas, exposure was linked to a 32% increase 
in the likelihood of holding similar attitudes. 
While both groups demonstrated positive shifts 
in attitudes, neither result reached statistical 
significance. This suggests that while the 
intervention appears to encourage opposition 
to FGM, stronger or more consistent 
effects are required to confirm a meaningful 
impact (Appendix Table 2). Although the 
pooled baseline–endline model did not yield 
statistically significant results, the direction of 
effects remained positive for both intervention 
and control exposures. This suggests that 
exposure, especially in intervention sites, is 
associated with more supportive normative 
environments, even if statistical precision 
was limited by small sample sizes in some 
categories. 

Qualitative insights on changes

The qualitative findings show a clear shift from 
traditional hearsay to evidence-based health 
awareness. Trained individuals, including girl 
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and boy champions, survivors, and former 
practitioners, now recognize FGM as a physical 
injury rather than a mandatory act to ensure 
a girl is marriageable. This understanding 
dismantled myths such as girls who have not 
undergone FGM being “rocks” or destined to 
break household tools. Many participants also 
identified FGM as a source of marital discord 
rather than fidelity. This new knowledge 
highlights how FGM causes harm to the body, 
including reduced elasticity of reproductive 
tissue and its direct link to loss of sexual 
pleasure and traumatic childbirth. This is 
reported by one of the participants:  

The perceived religious necessity of the 
practice was replaced by the belief that FGM 
is a sin or a harmful tradition without spiritual 
merit or religious obligation. 

Qualitative findings also show a shift in 
the perception of FGM as a women’s issue, 
with boys and men emerging as unexpected 
advocates. After training, some boys began 
engaging mothers and peers, amplifying the 
programme’s reach and impact.

Moreover, the qualitative findings provide 
important contextual insight into how exposure 
shapes intentions not to subject daughters 
to FGM at household level (i.e., daughters 
or female relatives). Participants reported 
increasing intentions not to subject daughters 
(and female relatives) to FGM, often linked to 
improved knowledge and changing beliefs. One 
survivor and member of a local organisation 
expressed,

“In the training, we have seen that it is 
very harmful. We didn’t know about 
it previously... I understand that many 
couples have divorced due to it. Because 
FGM leads to pain during intercourse, 
a scar on the vagina, and loss of sexual 
pleasure.” 

FGD, member, grantee organization

“Our problem is only cultural. It has no 
religious meaning. It is an awareness 
problem, not religious. The belief is that if a 
girl is not circumcised,2 she will not marry, 
will not build a home, and will become 
promiscuous. There is nothing religious 
about it.” 

IDI, Male champion, Amhara region

“In our village, there was one mother who 
gave birth. Then I went there, and I told 
her not to perform FGM on her daughter. 
If you are going to do it, I said I will report 
to women’s watch groups. And even 
when you told us about it, we weren’t 
surprised; we know it. Then she thanked 
me for my activity. (...) I may not speak at 
ceremonies and churches, but at school, I 
am advocating about it by preparing the 
lesson in the form of a poem.” 

IDI, boy champion

2.	 A note on language: throughout this report, the term FGM is used by the authors. However, where direct 
quotations from respondents are included, the most direct translation of the term for FGM is used, which may be, 
for example, “circumcision” or “circumcised”.

“After the training, I understand 
everything, and I am a survivor. So, I do not 
need my little sisters to suffer. As a result 
of the training, I have made a positive 
change in my knowledge, attitude, and 
practice.” 

KII, survivor, grantee member, Amhara 
region
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5 INTERPRETATIONS AND 
LESSONS LEARNED 
5.1. Understanding the changes 
and drivers of change

5.1.1. Individual level-changes as a 
result of exposure

The findings highlight a clear pattern: 
respondents and participants exposed to 
FGM-related activities in intervention sites 
consistently showed more progressive 
attitudes than those not exposed. Non-exposed 
groups displayed the least favourable outcomes 
across beliefs, knowledge, social sanctions, 
encouragement, intentions, and overall 
attitudes, while intervention-site exposure 
aligned with the most favourable distributions. 
The strongest evidence came from the overall 
social attitude index, which combines intention, 
sanctions, and encouragement, where exposure 
in intervention areas was linked to a higher 
likelihood of opposing FGM at endline. 

The findings help explain these interconnected 
outcomes by illustrating how exposure drives 
resistance to social sanctions, increases active 
encouragement of abandonment, and shapes 
intentions to perform or practice FGM at the 
household level. The findings further show 
how increased knowledge and shift in beliefs 
translated into active advocacy, even beyond 
the people directly involved in the programme 
implementation. Changes were also reported 
among community members who were directly 
in contact with the champions and those who 
repeatedly participated in the sensitisation 
session.  

5.1.2. Institutional-level changes and 
network building

Three major institutional impacts of the 
TGG‑ALM programme were highlighted by 
qualitative findings. Grantee organisations 
experienced strengthened operational 
capacity and strategic approaches, shifting 
from ineffective top‑down enforcement to 
community‑driven advocacy that emphasised 
knowledge and attitudinal change. 

“As I understand, I have a change in 
knowledge. I am circumcised, and when 
I delivered my first daughter, I delivered 
through an operation. After I received 
training, I understood that my operation 
during my delivery was due to my 
circumcision. My father was a cutter, and 
he asked me to carry out FGM. I resisted, 
and I directed him to receive training 
about the consequences of FGM by our 
organization. Currently, he is not doing it 
due to the knowledge he obtained from the 
training.” 

FGD, member, grantee organisation, 
Amhara region

“There has been a noticeable change. 
Previously, the government attempted 
to stop FGM mainly through law 
enforcement, but this approach did 
not bring meaningful change. After our 
organisation entered the community, we 
used a different approach. We did not 
focus on punishing practitioners. Instead, 
we explained the harmful consequences of 
FGM to build knowledge and bring about 
attitudinal change.” 

FGD, member, grantee organisation, 
Amhara region
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 There has been a noticeable change. 
Previously, the government attempted to stop 
FGM mainly through law enforcement, but 
this approach did not bring meaningful change. 
After our organisation entered the community, 
we used a different approach. We did not 
focus on punishing practitioners. Instead, we 
explained the harmful consequences of FGM 
to build knowledge and bring about attitudinal 
change. (FGD, member, Grantee organisation, 
Amhara region)

At the network level, the programme fostered 
collaboration among CSOs, synchronised 
anti‑FGM efforts, and institutionalised youth 
agency through Girls’ Councils, ensuring 
sustainability beyond funding cycles.

Finally, at the health system level, training 
raised awareness among medical professionals, 
teachers, and students, challenged 
misconceptions about “minor” forms of FGM, 
and empowered them to act as agents of 
change toward the “zero tolerance to FGM” 
goal.

5.2. Sustained barriers and 
implementation challenges 
The findings show that although the 
programme recorded some successes, 
resistance remains strong in much of the 
community due to fear of social sanctions, 
deeply rooted cultural beliefs, and financial 
interests. One participant reports fear 
expressed by one mother:

These beliefs were most rigid among elderly 
women who serve as the gatekeepers of 
tradition, viewing the abandonment of FGM as 
a threat to the social identity they have spent 
decades upholding.

Distrust of programme messengers also 
undermined the credibility and impact of the 
programme, with communities suspecting 
champions and CSOs of personal gain. 
Furthermore, the conflict in Amhara has 
redirected community priorities, making FGM 
appear less urgent compared to immediate 
security concerns, and silencing advocates. 
In addition, weak media sustainability 
has undermined progress, as inconsistent 
engagement, poor rural radio coverage, and 
the absence of dedicated programming have 
limited the reach of awareness campaigns. 
Moreover, short lived activities exposed the 
fragility of efforts without budgets, follow up, 
and feedback mechanisms (i.e. training sessions 

“This project facilitates the establishment 
of the girls’ council and gets recognition at 
the regional level. So, this institution will 
continue doing so.” 

IDI, girl champion, Amhara

“Before the training, we weren’t aware of 
it... I know FGM is practiced in Ethiopia. 
However, I was not aware of its prevalence, 
and I didn’t expect its existence at this time. 
But now the training makes one conscious 
and awakens me to consider existence. It 
makes me approach patients who may have 
FGM.” 

IDI, Medical Student, Amhara region

“I have circumcised all my daughters. 
So why should I leave the youngest one 
uncircumcised? I would be harming her. 
Later, when she grows-up, she would 
resent me.” 

FGD, grantee member, Amhara region)
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sparked activity but quickly faded without 
resources to sustain them). Taken together, 
these challenges illustrate how external crises, 
fragile communication systems, and insufficient 
resourcing converge to stall momentum and 
weaken the long term impact of anti FGM 
advocacy.

Unintended outcomes emerged, including 
secret cross‑border migration to perform FGM. 
As intervention kebeles became increasingly 
“hostile” environments for FGM due to the 
vigilant oversight of community leaders and 
youth champions, families who remained 
unconvinced by the training began crossing 
administrative boundaries. 

These adaptive strategies highlight how 
entrenched beliefs continue to challenge full 
abandonment of FGM.

5.3. Key lessons  
•	 Exposure is consistently linked to more 

progressive norms: Respondents exposed 
to FGM-related activities, especially in 
intervention sites, show more favourable 
knowledge, beliefs, and attitudes, as well as 
greater willingness to act (e.g., encouraging 
abandonment and opposing the practice). 
This suggests that exposure plays an 
important role in shifting norms. 

•	 Some changes happened earlier than 
others: Knowledge, beliefs, and rejection of 
social norms improved first, suggesting that 
attitude change can begin before behaviour 
changes fully take hold.

•	 Trusted local voices matter: Champions, 
religious leaders, and health workers 
became more confident speaking in public, 
helping spread messages beyond the people 

who directly joined the programme.

•	 Gender inequality was harder to change: 
These beliefs are deeply rooted and 
need longer-term work across sectors, 
with continued engagement of families, 
communities, and institutions.

•	 Norm change occurs within a broader, 
complex ecosystem: Patterns of exposure 
across both intervention and control sites 
highlight the influence of multiple actors, 
prior programming, and information 
diffusion. This makes it difficult to attribute 
changes to a single programme, but 
underscores that norm change is cumulative 
and ecosystem-driven rather than isolated 
to one intervention.

“As per the information we have, it is being 
done secretly.” 

KII, community leader, Amhara region
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6. RECOMMENDATIONS 
AND CONCLUSIONS 
6.1. Actionable recommendations 
Based on the generated findings, the following 
short-term and long-term recommendations 
are provided to end FGM. The short‑term 
actions focus on measurement, coordination, 
and scaling proven approaches, while the 
long‑term actions emphasise transforming 
norms and sustaining behavioural change.

Short-term recommendations:

•	 Expand coverage and sustain community-
led advocacy: Extend engagement to remote 
and underserved areas using trusted local 
champions and context-specific approaches. 
Sustaining survivor- and youth-led 
networks is essential, and expanding reach 
to unexposed groups is critical to prevent 
stagnation where norms remain entrenched.

•	 Improve tracking of exposure to 
interventions to measure its frequency and 
intensity, while monitoring and adapting to 
evolving challenges and unintended effects 
such as secretive or cross-border FGM. 

•	 Focus on key indicators: Put energy into 
changing harmful beliefs about FGM, 
encouraging opposition to attitudes 
supporting FGM practice, and rejecting 
social sanctions, using proven approaches 
like group dialogues and youth mentoring.

•	 Adapt to each community: Shape 
programmes to fit local readiness and 
context, rather than using one-size-fits-all 
strategies.

Long-term recommendations: 

•	 Tackle resistant indicators: Address 
persistent barriers by embedding gender-
transformative approaches; engaging men, 
elders, and religious leaders; and linking 
with broader gender-equality initiatives.

•	 Strengthen real change: Deepen 
behavioural outcomes by building 
agency, expanding peer-to-peer and 
intergenerational dialogue, and supporting 
champions who translate conviction into 
collective action.

•	 Embed anti-FGM messaging and response 
mechanisms into health, education, and local 
governance systems to anchor progress and 
ensure continuity beyond donor funding 
cycles.

6.2. Sustainability of the 
programme’s achievements
•	 The endline evaluation shows that 

sustainability of the TGG-ALM programme 
rests on strong community-level 
commitment but remains vulnerable to 
significant external threats.

•	 The programme should reinforce volunteer 
advocacy so that champions remain 
empowered to continue anti-FGM work 
even without external funding.

•	 Grantee organisations should leverage on 
their strengthened operational capacity, 
professional systems, and financial 
management to secure future resources and 
maintain programme viability.

•	 Collaboration with religious leaders, iddir 
leaders, and health workers should be 
deepened to embed advocacy into everyday 
community life and local norms.

•	 Progress should be institutionalised through 
formal recognition of youth councils and 
integration of FGM education into routine 
governance to support lasting structural 
change across generations.
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6.3. Forward-looking synthesis on 
country priorities 
Exposure to end FGM activities was strongly 
associated with more progressive attitudes 
toward abandonment. Respondents in 
intervention sites were significantly more likely 
to oppose FGM at endline, and the overall 
social attitude index confirmed positive effects. 
Although statistical significance was limited 
in the pooled analysis, the direction of change 
consistently favoured opposition to FGM.

Individual domains reinforced this pattern. 
Beliefs opposed to FGM, higher levels of FGM 
related knowledge, and resistance to social 
sanctions all showed strong associations 
with exposure in intervention sites. These 
findings highlight the importance of 
targeted engagement in shifting community 
perspectives and strengthening opposition to 
harmful practices.

Taken together, the results suggest the 
intervention is in an early to mid stage of 
normative transition. Shifts in knowledge, 
beliefs, and interpersonal influence are visible, 
but deeper social expectations and entrenched 
gender norms remain. Sustained, context 
specific approaches are therefore needed to 
reinforce community level norm change while 
addressing persistent inequalities and tailoring 
strategies to local socio cultural dynamics.
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Models

Intervention

VS 

Control

Exposed in control site

VS 

Non-exposed both sites

Exposed in  
intervention site

VS 

Non-exposed both sites

OR
95% 

CI
p-value OR 95% CI p-value OR

95% 
CI

p-value

Holding beliefs 
opposed to 
FGM

1.03
0.66, 
1.61

>0.9 2.59
0.99, 
8.93

0.083 2.50
1.22, 
5.83

0.020

Holding une-
qual gender 
related beliefs

0.63
0.37, 
1.04

0.078 0.47
0.14, 
1.27

0.2 0.32
0.11, 
0.74

0.017

Having high 
FGM-related 
knowledge

1.51
1.05, 
2.19

0.028 1.95
0.95, 
4.26

0.077 2.21
1.30, 
3.90

0.005

Being op-
posed to social 
sanctions for 
FGM-aban-
donment

1.11
0.73, 
1.72

0.6 1.02
0.48, 
2.40

>0.9 3.17
1.49, 
7.82

0.006

Being in favour 
of discrimina-
tion against 
uncut girls

0.61
0.25, 
1.37

0.3 0.43
0.02, 
2.12

0.4 0.43
0.07, 
1.48

0.3

Being in favour 
of FGM  
continuation

0.38
0.16, 
0.80

0.017 1.17
0.33, 
3.18

0.8 — — —

Having ever 
encouraged 
anyone to 
abandon FGM

2.39
1.65, 
3.46

<0.001 4.25
2.16, 
8.48

<0.001 6.47
3.86, 
11.1

<0.001

Intention to 
undergo FGM 
on daughters

0.51
0.27, 
0.92

0.032 1.16
0.42, 
2.77

0.8 — — —

Agency to  
oppose FGM

1.69
0.94, 
3.09

0.082 0.67
0.23, 
1.84

0.4 2.56
1.19, 
5.50

0.015

Holding overall 
social attitude 
opposed to 
FGM

0.64
0.29, 
1.49

0.3 2.56
1.15, 
6.55

0.032

Abbreviations: CI = Confidence Interval, OR = Odds Ratio * both sites refer to the control and  
intervention sites. 

Table A1 : Adjusted Odds ratios associated with study site and exposure by outcome variables in 
endline in the Amhara region, Ethiopia 
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Characteristic

Holding overall social attitude opposed to FGM

OR 95% CI p-value

Exposure

Non-exposed all sites (ref) — —

Exposed Control and baseline 1.32 0.88, 2.01 0.2

Exposed Intervention site 1.65 0.76, 4.16 0.2

Sex

Men (ref) — —

Women 1.69 1.22, 2.33 0.002

Age group

 ≥ 45yrs — —

35-44 1.2 0.79, 1.82 0.4

25-34 1.21 0.75, 1.94 0.4

< 25yrs 1.04 0.63, 1.73 0.9

Education

Low education* (ref) — —

Primary 1.7 1.15, 2.53 0.008

Secondary+ 2.23 1.28, 3.94 0.005

FGM-related knowledge

Low (ref) — —

High 1.3 0.95, 1.78 0.11

Beliefs related to FGM

In favour (ref) — —

Opposed 4.04 2.95, 5.56 <0.001

Gender inequality beliefs

Equal (ref) — —

Unequal 0.46 0.33, 0.64 <0.001

Abbreviations: CI = 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

Table A2: Baseline-endline exposure to intervention and associated adjusted odds-ratio to attitude 
against FGM practice in the Amhara region, Ethiopia 
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