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Abstract

Despite the criminalization of the practice by numerous laws and international treaties in most countries concerned,
female genital mutilation/cutting (FGM/C), although on the decline overall, is stagnating or tending to increase in
some parts Africa. This relative failure in the fight against FGM/C could be explained from an institutional perspec-
tive. Although these struggles affect the regulatory mechanisms, which include laws, they hardly touch the norma-
tive mechanisms, which constitute the set of values deemed socially acceptable by a society, and the cultural and
cognitive mechanisms, which are the manifestations of the ideologies or beliefs of a group. The naming of FGM/C
among certain ethnic groups, which is part of the normative character of the social institution, rather valorizes them
and makes uncut girls/women feel "dirty" or "unfit”. In these communities, women who have undergone FGM/C are
viewed by society as women of honour while uncut girls are perceived as promiscuous and victims of mockery,
rejection, or exclusion by the community. In addition, since excision ceremonies and rituals are exclusively reserved
for women, many see them as a way of freeing themselves from the rules of patriarchy and male domination that
are omnipresent in the societies concerned. Informal mechanisms such as the use of witchcraft, gossip, and beliefs
related to the supernatural power of the excisors underpin the cultural-cognitive nature of FGM/C practice. As a result,
many families are reluctant to challenge the cutters. The fight against FGM/C can be more effective by addressing
the normative and cultural-cognitive roots that form the basis for its perpetuation. This can be achieved by avoiding
moralizing the practice, involving those who resist the practice in a context of high prevalence, known as "positive
deviants," and using productive methods from the societies concerned. This will create a social environment in which
FGM/Cis increasingly perceived as less favourable and will ultimately allow for a gradual reform of the normative and
cultural-cognitive character of societies that practice FGM/C. Education of women and social mobilisation are critical
tools which can act as powerful levers in shifting attitudes about FGM/C.
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and power imbalances, FGM/C is now recognized as an
extreme form of gender-based violence that distorts girls’
bodies and endangers their lives with no health benefits
for them. However, the gender and social norms that
underpin this damaging practice still have a strong influ-
ence despite attempts spanning nearly a century to elimi-
nate it, and this has been further exacerbated by factors
such as conflict and rising poverty and inequality.

The World Health Organization (WHO) states that
over 200 million women worldwide have undergone
FGM/C—many before age 15. Among the 30 countries
affected by FGM/C, 27 are in Africa, with prevalence
rates of women aged 15-49 years who have undergone
mutilation equal to 98% in Somalia, 97% in Guinea and
93% in Djibouti [4]. FGM/C has no benefits but rather
has adverse health consequences for women, which can
be immediate (hemorrhage, infections such as HIV, uri-
nary retention, and shock that can lead to death). In the
long term, mutilated women may experience urinary dif-
ficulties, vaginal and menstrual problems, risk of com-
plications during childbirth, and psychological issues
such as anxiety, depression, and post-traumatic stress
[2, 5]. Age, area and region of residency, religious affilia-
tion, educational status, and household wealth have been
identified as significant predictors of FGM/C [1, 6].

Despite the criminalization of FGM/C, which has led
to an overall, albeit slow, reduction in its practice world-
wide, it is reportedly stagnating or even increasing in
some regions of Africa. The prevalence of FGM/C in
Guinea rose from 96 to 97% between 2005 and 2012 for
women of childbearing age [7], and most women/girls
favoured its perpetration. From 2005 to 2012, girls and
women attending FGM/E practices in Guinea increased
from 69 to 76% [7].

From education to medicalization, the evolution

of the fight against FGM/C

In a bid to accelerate progress against FGM/C, education
has been widely adopted as a critical approach to increase
awareness of the dangers of FGM and foster question-
ing of the social norms which promote the practice of
FGM/C [8]. The assumption has been that communities
would be motivated to abandon FGM/C if they knew
the risks involved [9]. Socio-demographic survey data,
an approach inspired by dependency theories, suggested
that traditional societies naturally evolve towards moder-
nity by abandoning FGM/C due to education and urbani-
zation [5]. Unfortunately, data shows that communities of
all socioeconomic classes still practice FGM/C, despite
being aware of its harmful effects because of its social
and cultural importance [10]. Also, health education
campaigns have produced unexpected secondary impli-
cations, such as increased medicalization of FGM/C, as
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communities have become more aware of the health risks
[11]. The medicalization of FGM/C refers to situations in
which it is performed by health personnel, in a private or
public hospital/clinic, at home or elsewhere, at any stage
of the woman’s life with reduced severity of cutting [12].

In the 1990s, faced with the relative failure of the edu-
cational approach and modernization theories, Northern
feminists tried to situate the struggle within the frame-
work of the oppression of Black women in a patriarchal
system [5]. This vision was denounced by postcolonial
feminists who viewed it as a form of neo-colonialism,
reopening a more ancient debate between relativism and
universalism of cultural values [9].

The movement against FGM/C then put forward
the framework of human rights, children’s rights, and
women’s protection to advocate the prohibition of the
practice. The United Nations General Assembly ratified
this (UNGA), adopting a Resolution to ban female geni-
tal mutilations worldwide, "whether committed within
or outside a medical institution,” in December 2012 [A/
RES/67/146]. This was further supported by the United
Nations Commission on the Status of Women'’s 57th ses-
sion in 2013, which focused on violence against women
and girls, including FGM/C. A zero-tolerance policy for
FGM/C has been endorsed by the WHO, promoting the
rejection of all forms of FGM/C, including the least inva-
sive ones, especially those performed in hospitals, regard-
less of the age of the girl/woman [12]. This zero-tolerance
policy has since been reaffirmed and re-adopted by many
other international health and development organi-
zations [12]. Some authors consider medicalization a
harm-reduction method for FGM/C, arguing that it
mitigates acute complications by as much as 70% using
aseptic techniques and anaesthetics [11, 13]. Parents
have adopted the medicalization of FGM/C (done with
a small incision) to protect their daughters from more
invasive forms [14]. Even though their opposition to the
medicalization of FGM/C, the United Nations Children’s
Fund (UNICEF) estimates that % of the women who have
undergone FGM/C worldwide, or approximately 52 mil-
lion, were performed by health personnel [15].

The relative failure of the fight against FGM

and the institutional iceberg

This relative failure to combat FGM/C effectively in Afri-
can countries could instead be analyzed from an institu-
tionalist perspective. Quoted by Benoit Prevost, North
Douglas defines institutions as: "Constraints established
by men that structure human interactions. They consist
of formal constraints (such as rules, laws, constitutions),
informal constraints (such as norms of behaviour, con-
ventions, imposed codes of conduct) and the characteris-
tics of their application” [16].
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Thus, all social groups have rules of play that differ in
size, shape, and context. There is, therefore, no blank
slate on which to write scenarios for change without con-
sidering what already exists [17]. According to this idea,
to change a society, to change the rules of the game of a
community and to reform the institutional constraints
that weigh on it, it would be necessary to improve, at the
same time, the regulatory mechanisms. These include the
laws that reward or punish a person in response to their
choices. It would also be expedient to reform the nor-
mative mechanisms, which are the set of values deemed
socially acceptable by society and to improve the socio-
cultural mechanisms which are the cultural and cognitive
manifestations of the ideologies or beliefs of a group such
as religious dogmas. Any institution is thus at the inter-
action of these three characters. The interaction of these
three traits shapes the theoretical framework within
which individuals see, make choices and interpret the
world [17].

It is the regulatory character that is the most visible
part of the institutional iceberg of a society. Composed of
laws and established practices, it allows control the com-
munity by the power of rewards or punishment. The nor-
mative character will enable it to understand the directive
mechanisms, the values of things, and the socially accept-
able practices [17]. Appropriate behaviours can influ-
ence people during a transaction by appealing to honour
or shame. It is the first invisible part of the iceberg of an
institution. Cognitive, cultural elements are cultural and
cognitive manifestations reflected in textual ideologies,
in symbols of group affiliation and belief such as religion,
nationality or language. This is the second invisible part
of the iceberg of an institution. These elements combine
to form the rules of play of an institution in a society [17].

FGM/C’s perpetuation could be viewed as being
driven by the interaction of regulatory, normative, and
cultural-cognitive mechanisms. Thus, although most
countries affected by the practice have reformed the
regulatory mechanisms through ratifying laws prohibit-
ing and penalizing FGM/C, the reforms have had little
impact on the normative and cultural-cognitive charac-
teristics of the practice. For example, in Guinea, among
the Guerze, the term used to designate FGM/C trans-
lates as "washing," while among the Peul and Soussou,
the expression can be translated as "dressing" [7]. This
way of referring to FGM/C, which is based on the nor-
mative nature of the social institution, rather valorizes
female genital mutilation, and makes uncut girls/women
feel "dirty" or "unfit." This view is further reinforced by
the idea that FGM/C is part of traditional heritage, and
renouncing it would be tantamount to abandoning its
cultural values [18]. In many communities practicing
FGM/C, women who have undergone FGM/C are viewed
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as women of honour, unlike uncut girls, who are per-
ceived as promiscuous. The latter are often the victims of
mockery, rejection or exclusion by the community [18].
In addition, because FGM/C ceremonies and rituals are
reserved exclusively for women, many women see them
as a space to free themselves from the rules of patriarchy
and male domination that are omnipresent in the socie-
ties concerned [7, 18].

Informal mechanisms such as the use of witchcraft,
gossip, and beliefs related to the supernatural power of
the exercisor underpin the cultural cognitive nature of
FGM/C practice. As a result, many families are reluctant
to contradict the excisors [7]. Thus, the intertwining of
these three characteristics of the social institution has led
to an explosion of medicalized FGM/C, mainly because
many families are now aware of its harmful effects [5].
Indeed, health professionals are increasingly perform-
ing medicalized FGM/C, with a vision of "harm reduc-
tion" (reducing health risks for girls), for personal gain
or to respond to demands and pressures from the com-
munities [19]. For example, in Guinea, the proportion
of FGM/C performed by health professionals increased
from 15 to 31% between 2005 and 2012 [7]. In Egypt, an
estimated 80% of women who are mutilated are mutilated
by a health professional [12]. Consequently, the logic of
FGM/C practice which is rooted in normative, cultural,
and cognitive character still dominates the societies
affected by the practice. However, the regulatory charac-
ter could have had deterrent effects [20]. The persistence
of normative and cultural-cognitive characteristics could
explain, for example, why some excisors are seldom pros-
ecuted [7].

Avenues for sustainable solutions
The fight against FGM/C can be made more effec-
tive by addressing the normative and cultural-cognitive
roots that form the basis for its perpetuation. This can
be achieved by avoiding moralizing about the practice,
involving people who resist the practice in a context of
high prevalence called "positive deviants," and using pro-
ductive methods emerging from the societies involved.
This will create a social environment in which FGM/C is
increasingly seen as less favourable and ultimately allow
for a gradual reform of the normative and cultural-cogni-
tive character of societies that practice FGM/C. A study
conducted in Guinea showed that families who refused
to have their daughters cut either had a social support
network that shared the same values as them or was eco-
nomically independent of the traditional solidarity net-
work [14].

Endogenous solutions have been successfully devel-
oped in Benin and Kenya which respected the commu-
nities’ traditions and consisted of implementing rituals
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without cutting [21]. These are identical to traditional
ceremonies, which value the customs and the excisors
but without genital mutilation.

Education remains a critical tool for fighting FGM/C.
Research has shown that girls and women with a primary
education are 30% more likely than those with no edu-
cation to oppose FGM/C and this rises to 70% among
girls and women with a secondary education or higher.
FGM/C is substantially less prevalent as a mother’s edu-
cational level rises. Girls whose mothers have a primary
education are 40% less likely to undergo FGM/C than
those whose mothers have no education [22]. Therefore,
education of girls and women and improvement of their
livelihood opportunities should be given greater priority.
Efforts to raise awareness about the dangers of FGM/C in
communities should be strengthened by leveraging social
media and cultural/religious groups to propagate the key
messages [23]. The topic of FGM/C should be introduced
into the education curricula at all levels and public fora.
All these will act as powerful levers in shifting attitudes
about FGM/C.

Conclusion

FGM/C is a complex problem which impacts the rights of
women and girls with untoward consequences for their
health, education, and income. Target 5.3 of the Sustain-
able Development Goals aims to eliminate all harmful
practices, such as child, early and forced marriage and
female genital mutilations by 2030. Collective and well-
funded action is urgently required across a diverse group
of stakeholders to address the normative and cultural-
cognitive roots of FGM/C, prioritize education of girls/
women and strengthen social mobilization. Only then
will this shared goal of ending FGM become a reality.
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