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ABSTRACT
Background: The prevalence of female genital mutilation (FGM) in Sierra Leone is the seventh
highest in Africa, yet little research has been done on its effects on girls and women.
Objectives: This thesis aims to provide knowledge on the effects and experiences of girls and
women, and the views of adolescent boys, about FGM which is performed within the initiation
ceremony of the Bondo Society in Sierra Leone.
Methods: The thesis is built around four articles (I to IV) analysing data collected in the
Northern and Eastern Provinces of Sierra Leone as well as in the Western Urban Area of
Freetown. Women and girls (n=1018) were recruited for articles I – III, and adolescent boys
(n=75) for study IV.
Results: Most of the decisions (65.1%) for FGM were made by females, with males deciding in
30.7% cases. Although the operation of FGM is performed mainly by traditional excisors,
medicalization was reported in 13.2% of cases. FGM-related health complications were
reported by 84.5% of the 258 respondents, the most common ones being bleeding, delay in or
incomplete healing, and tenderness. Fever was reported by 46%, suggesting a more severe
infection, but significantly more often among pre-pubertal girls. A total of 85.8% of those with
FGM-related health complications sought treatment. A total of 47.6% received treatment from a
traditional healer; 40.1% from a traditional excisor; and 8.6% from a nurse. Three forms of
FGM were identified: type Ib (31.7%), type IIb (64.1%); and type IIc (4.2%). Results from
logistic regression analysis for the outcome variable FGM showed that increasing number of
previous pregnancies, rural residency, religion (Islam), being married and illiterate are factors
associated with higher prevalence of FGM.
There was a high level of agreement between reported and observed results for FGM status –
99%. However, respondents could not accurately describe the cutting extent, and we found that
the DHS FGM module responses were not reliable for determining FGM type. Most adolescent
boys (69.6%) considered Bondo a bad practice because of FGM, whilst some considered Bondo
good because it is the culture and safeguards against stigmatization. A third of boys reported
that girls face complications from FGM such as bleeding, fainting and death. The majority of
boys (61.4%, n=43) would marry a non-Bondo member because they are viewed as more
healthy and pleasant to have sex with. Qualitative analysis of the open ended responses from the
boys identified three stages: “Becoming, Being and Belonging”. At “Becoming” – where FGM
is performed, boys saw economic burdens for boys and health burdens for girls”. At “Being” a
new status and respect was conferred on girls through public celebration. At “Belonging”, the
boys lamented their lack of access to the Society, but were proud of new skills and value the girl
now has.
Interpretation: The results described in this thesis highlight the role men play in the decision
making process for joining Bondo/FGM. The indication that FGM-related health complications
are high is a cause for public health concern. That health professionals perform FGM is a
serious cause for concern, as well as the lack of visibility of FGM-related health complications
in the health care system. It may be possible within certain contexts in Sierra Leone to use selfreporting responses as a proxy measurement for FGM status, but not for form of FGM.
Adolescent boys express ambivalence towards the practice, lamenting the potential harmful
health effects of the FGM to the women and the economic burden the ceremony places on men,
but also see the value of the Bondo initiation ceremony.
Conclusion: This thesis suggests that the practice of FGM in Sierra Leone merits much more
attention in research and policy in order to further identify and understand the effects that the
practice has on girls and women.
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1 INTRODUCTION
Female genital mutilation (FGM) is a common practice affecting almost 90%1 of females in
Sierra Leone. The practice remains an important, political and confusing topic.
FGM is an important topic because there is little research evidence about the effects the practice
may be having on girls and women in Sierra Leone. Traditionally, given the secrecy that
surrounds the Bondo society, the context within which FGM takes place, very little is known
about what the potential health effects might be as FGM-related complications are not presented
within the modern health care setting. The silence from the public health system has been
deafening, and it is not unusual for health professionals, particularly medical doctors, to report
that “In all my years of medical practice in Sierra Leone, I have not encountered health
complications which can be attributed to FGM”. This is strange, given the body of literature
that already exists about the health and other effects of the practice on girls, women and their
families.
The open and apparently popular political support the practice enjoys seems to have come from
the Chief who traditionally has oversight of the Bondo Society and the power and respect the
Soweis – traditional excisors – carry. In today’s politics, this has translated to politicians and
persons in public positions of authority believing that women and communities will react
strongly against anyone who speaks negatively about the practice or suggests that it must be
stopped. This gives the perception of tacit agreement at least or complicity at worst by these
new gatekeepers of the cultural practice. Several attempts to regulate the practice by law have
been thwarted, it is understood, by parliamentarians describing themselves as “traditional” and
believing that it would be political suicide to even be associated with such prohibition.
Confusion has arisen due to the various strategies used to address FGM in Sierra Leone. Some
communities have vehemently rejected any attempts to dispense with the practice, at the same
time we find conclaves within communities quietly abandoning the practice without fuss.
In the absence of any laws giving NGOs a legitimate basis for activities which can lead to
abandonment, a number of them have opted to choose abandonment of “child FGM” as a
logical first step, saying that girls must be at least 18 years of age before they are initiated into
the Bondo Society2. Others have opted to work with encouraging the Soweis (traditional
excisors) to stop the practice and provide them with alternative income generation activities 2.
A number of international organisations that outside of Sierra Leone support the total
abandonment of FGM have decided to also “go for” the abandonment of child Bondo, and this
in the face of empirical evidence that this approach does not in fact lead to sustained
abandonment of the practice3. Many are at a loss about what they can do to address FGM.
Still more perplexing is what appears to be the lack of a unified position by the United Nations
(UN) agencies in Sierra Leone about FGM. Some agencies have created Sowei (traditional
excisors) cooperatives for dialogue on how to stop FGM; others argue that from a human rights
perspective, FGM is as much a violation for a girl of 14 years as it is for a woman of 19 years.
The last UN interagency agreement for the elimination of FGM (regardless of age) was agreed
and signed by ten UN agencies, all of which, except one, are represented in Sierra Leone.
1

We now know more about FGM through research than we did some five years ago. This thesis,
as well as other research, provides results, which if closely examined and considered can tell us
about what is going on with FGM in Sierra Leone and may also give insights into what to do
from this point on. The decision to address FGM do not have to be based on responses to
questions such as : “Is FGM good or bad”, “Are you for or against Bondo”, or “I am a
traditional person and you are not”.
This thesis provides research evidence about the practice. For the sake of girls and women in
Sierra Leone, I ask that we give the results a “hearing” and place to speak to us. It is the least
that the girls and women of Sierra Leone deserve: that we go beyond our positions and
prejudices about the practice, and listen with open minds.
Our children will judge our efforts. Lonta!
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2 BACKGROUND
2.1

DEFINITION OF FEMALE GENITAL MUTILATION

Female genital mutilation (FGM) refers to procedures that intentionally alter or cause injury to
the female genital organs for nonmedical reasons4. Estimates are that between 100 million and
140 million girls and women have undergone FGM and that 3 million girls in Africa are at risk
annually4,5. Although the practice originates from, and continues to be practised in, 28 countries
in Africa, it has also been found in Asia and parts of the Middle East4.
The practice has been classified into four types, as can be seen in table I. Type I describes the
partial or total removal of the clitoris, and Type II describes partial or total removal of the
clitoris and the labia minora and/or the labia majora. The placement of the labia minora and or
the labia majora so that they come into contact is described by Type III, and Type IV is the
category for other harmful procedures to the female genitalia for nonmedical purposes, such as
elongation of the labia majora, piercing or pricking the clitoris, and scraping the inner walls of
the vaginal passage4.
Table I: World Health Organisation (WHO) classification of FGM4
Type I — Partial or total removal of the clitoris and/or the prepuce (clitoridectomy).
! Type Ia, removal of the clitoral hood or prepuce only.
! Type Ib, removal of the clitoris with the prepuce
Type II — Partial or total removal of the clitoris and the labia minora, with or without excision
of the labia majora (excision).
! Type IIa, removal of the labia minora only.
! Type IIb, partial or total removal of the clitoris and the labia minora.
! Type IIc, partial or total removal of the clitoris, the labia minora and the labia majora
Type III — Narrowing of the vaginal orifice with creation of a covering seal by cutting and
appositioning the labia minora and/or the labia majora, with or without excision of the clitoris
(infibulation).
! Type IIIa, removal and apposition of the labia minora.
! Type IIIb, removal and apposition of the labia majora
Type IV — All other harmful procedures to the female genitalia for non-medical purposes, for
example: pricking, piercing, incising, scraping and cauterization.
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Many reasons are given for why FGM occurs, the most common being that it is a cultural and
traditional practice. The reason for FGM has been linked to religious, obligatory rites, even
though there is no written requirement for FGM in any of the holy books6. Some communities
believe that the reduction of a woman’s sexual drive is a virtue often associated with sexual
morality. Through FGM, the clitoris is removed in the belief that this will ensure the woman’s
“decent behaviour”7.
FGM can take place from birth onwards, and the meaning attached to the practice differs
depending on where it is practised4. In some communities, the practice is perceived to be
important for properly raising a girl and preparing her for marriage7 and in other communities, it
is believed to curb sexual desire8. In some other communities, FGM is believed to guarantee
virginity before marriage and fidelity afterwards9; it is a coming-of-age ritual10, necessary for
social integration and cohesion11 and continues for fear of social pressure and stigma. Some
communities also believe the practice makes girls’ genitalia clean and beautiful10,12, and that it
enhances men’s sexual pleasure13.
As the practice is often linked with social acceptance, it is practised as a social convention that
carries its own rewards and punishments, the latter being a reason for continuing the practice.
Girls and their families might face peer pressure, rejection, or stigmatization if they do not
participate in this practice, and may feel that the social benefits of the practice (identification,
access to resources, and opportunities for marriage) outweigh the disadvantage of harm on the
girl14. The persistence of the practice is nevertheless propelled by inter-related socio-cultural
factors, these sometimes varying within regions, countries, and ethnic groups within the same
country.
In some communities like in Sierra Leone, FGM takes place as part of an initiation ceremony
that is a rite of passage for girls into women which recognizes that she has been correctly raised
and is ready for marriage10. In this context, girls are publicly recognised as women and are feted
with celebration and gifts15.
The United Nations and a number of its agencies notably WHO, UNICEF, UNFPA UN Women
(formerly UNIFEM) maintain that FGM is a is a dangerous practice with no health benefits
which harms girls and women as it involves the removal and damage to healthy and normal
female genital tissue thus interfering with the natural function of girls’ and women’s bodies.
2.2

NOMENCLATURE

When discussion about the practice began in the 1980s in the global arena, the focus on FGM
changed from traditional and cultural practices to women’s reproductive health and rights, and
this brought a variety of terms to describe the practice of removal (whether partial or total) or
alteration of the external female genitalia.
WHO uses “female genital mutilation” to recognize potentially physical harm caused by the act,
even though the intention of the act is not to cause mutilation4. This was the term adopted by the
Programme of Action at the International Conference on Population and Development (Cairo,
1994). The practice was seen as a “basic human rights violation,” and governments were urged
to stop FGM wherever it exists. In 1990, the Inter-Africa Committee on Traditional Practices
Affecting the Health of Women and Children formally adopted the term “female genital
mutilation”, and reinforced this decision at its general assembly meeting in April 2005.
4

As the term “female genital mutilation” has been found to be offensive or shocking to women
and communities who do not consider the practice a mutilation, many organizations working
with communities refer to the act as “female genital cutting” as a more value-neutral, nonjudgmental, sensitive, and respectful term. However, some argue that the term “cutting” does
not cover all forms of FGM, as in the case of when there is appositioning, the suturing or
bringing of the two sides of the labia majora together 4.
Practising communities use a variety of names to describe the practice, and local groups
working with these communities tend to use the name in the local language. The term “female
circumcision” is the translation in English for the practice from many of the African languages.
The term “circumcision” can be seen as problematic, as it might cause female and male
circumcision to be seen as anatomically similar. The circumcision of boys involves the removal
of the foreskin, or prepuce, from the penis. This act is performed for reasons of religion, for
culturally imposed concepts of hygiene, or for aesthetic reasons. However, the extent of cutting
in what is commonly referred to as “female circumcision” is anatomically more extensive than
in male circumcision. Rahman and Toubia16 describe that, anatomically, the male equivalent of
clitoridectomy performed on females would be the amputation of most of the penis, and that the
male equivalent of infibulation of females would be the removal of all of the penis, its roots of
soft tissue, and part of the scrotal skin.
The term “female genital mutilation” is used throughout this thesis because it is the term
adopted by the WHO, and the research questions in this study aim, inter alia, to identify the
existence and types of health complications girls and women experience due to the act of
removal of external female genitalia. See Section 6.3 for how we address FGM when working
at the community level.
2.3

FGM WORLDWIDE

Although FGM is found in parts of Asia and the Middle East4, it originates from Africa where it
is practised in 28 countries, affecting 91.5 million girls and women over the age of 1017 of
which 12.4 million are between the ages of 10 and 14 years8. In Africa, prevalence of FGM
ranges from 0.6% in Uganda to 97.9% in Somalia17 with nearly half of girls affected by FGM
living in Egypt and Ethiopia17. Sierra Leone is amongst the eleven countries with lifetime
prevalence rates of FGM in girls and women between the ages of 15 – 49 years of 70 – 98%.
The other countries are Somalia, Egypt, Guinea, Djibouti, Sudan, Eritrea, Gambia, Ethiopia,
Burkina Faso and Mauritania18.
2.4

FGM AND HUMAN RIGHTS

FGM is considered a human rights violation because the practice reflects deep-rooted inequality
between the sexes; constitutes an extreme form of discrimination against women; and is nearly
always carried out on minors. FGM infringes a range of rights protected by international
human rights law and millions of girls continue to be molested physically and psychologically
through the practice despite their states’ legal commitment to protection them.
The practice violates the right of women to be free from all forms of discrimination 19; the right
to life (in the cases of death) and physical integrity20 , including freedom from violence; the
5

right to the highest attainable standard of health
protection from harmful traditional practices23.

21

; the rights of the child22; and the right to

FGM violates the right of women to be free from all forms of discrimination because it is a
practice reserved for women and girls – nullifies their enjoyment of fundamental rights; it is
aimed primarily at controlling women’s sexuality – carries a strong message about the
subordinate role of women and girls in society; and it perpetuates the perception that women
may play only the roles of mother and spouse –reinforcing women’s subordination in political,
economic, social and cultural realms16. CEDAW Article 5a specifically affirms that to protect
from discrimination, states [should] undertake to: “modify the social and cultural patterns of
conduct of men and women, with a view to achieving the elimination of prejudices and
customary and all other practices which are based on the idea of the inferiority of superiority of
either sexes or on stereotyped roles for men and women”19.
Discrimination is defined as “any distinction, exclusion or restriction made on the basis of sex
that hinders a woman’s ability to enjoy her rights equally with men” 24. All major human rights
protect the fundamental right to life, and FGM violates this right in those cases where death
results from the procedure.
The right to physical integrity by FGM as the practice does not respect women’s inherent
dignity: it is premised on the false idea that women’s bodies are inherently flawed and should be
corrected. A woman’s inherit dignity implies accepting the natural appearance of a woman’s
physical qualities, her genitals and their normal sexual function.
The right to dignity, liberty, security and privacy are challenged because FGM changes the
natural appearance of a woman’s physical qualities (dignity); it is imposed on girls and women
and alters these qualities in order to reinforce socially defined roles (liberty, a form of violence,
security); and it intrudes into an intimate aspect of a woman’s life, that is her sexuality, and
therefore her rights to privacy are violated by the practice (privacy). By violating the liberty and
security interests within the right to physical integrity, FGM is thus a form of violence against
women.
Violence against women is defined as “physical, sexual and psychological violence occurring in
the family, including battering, sexual abuse of female children in the household, dowry-related
violence, marital rape, female genital mutilation and other traditional practices harmful to
women, non-spousal violence and violence related to exploitation”25. The right to be free from
violence is violated when physical restraint is used during the procedure 16.
Treaties which include the provision on the right to life the right to physical integrity (freedom
from violence) are the African Charter on Human and Peoples’ Rights26 (ACHPR) and the
Protocol to the ACHPR on the Right of Women in Africa23.
FGM compromises the liberty and security of non-protesting girls because their informed
consent is not given. Children who consent to FGM are highly susceptible to coercion by adults
who may have subjected the child to various types of persuasion. Children are unlikely to
understand or have access to information about the consequences and potential complications of
the practice. Women may also lack the conditions for consenting to the procedure: they may
jeopardise the woman’s family relations, her social life and her ability to find a spouse.
6

Health is defined as “a state of complete physical, mental and social well-being, not merely the
absence of disease or infirmity”27. The right to health means that individuals are entitled to
enjoy “the highest attainable standard of physical and mental health”, this right being affirmed
in the International Convention on Economic, Social and Cultural Rights, article 12 21, and the
African Charter on Human and Peoples’ Rights, article 16 28. This right means that a person
should not be subjected to any procedure that can have a profoundly adverse effect on her
health.
The right to health is violated as FGM can have negative, lifelong and sometimes devastating
effects on a women’s physical, psychological and emotional health. FGM compromises health
and prevents individual attainment of the highest possible standard of health. It is an invasive
procedure, thereby risking the health of the person, no matter how ‘safely’ it is performed.
Finally, FGM results in the removal of bodily tissue in the absence of medical necessity.
Children cannot adequately protect themselves or make informed decisions about matters that
may affect them for the rest of their lives. Article 1 of the United Nations Convention on the
Rights of the Child (CRC), defines a child as “a person below the age of 18 unless majority is
attained earlier under the laws applicable to the child”22. Human rights law grants children
special protections, and these have been affirmed in the CRC.
The right of a child is violated by FGM as the practice is commonly performed on girls between
as infants and up to the age of 12 years. Often, it is girls who are subjected to FGM before they
have reached an age at which they can give meaningful consent. They do not have
comprehensive information regarding the consequences of the procedure in order to give
consent. Ensuring the conditions of consent would require that an assessment be made of the
girl’s capacity to consent. Further, FGM does not promote the best cultural and social interests
of the child.
Others would disagree: in some practising contexts, girls and women do not have the option to
choose not to undergo FGM as they will suffer social exclusion14. When FGM is seen in its
social context, they argue, the practice is necessary for girls to marry and be socially accepted16.
Children and women in Africa are afforded the right to protection from harmful (traditional)
practices through the African Charter on the Rights and Welfare of the Child, article 2129 and
the African Protocol on the Rights of Women which specifically requires states to “prohibit and
condemn all forms of harmful practices which negatively affect the human rights of women…”
and to take “legislative measures backed by sanctions […] of all forms of female genital
mutilation […]” (Article 5, 5(b))23.
The right of people to participate in their culture is a human right. This right is recognised in the
International Covenant on Economic, Social and Cultural Rights30, and the African Charter and
Human and Peoples’ Rights31.
People have the right to participate in their culture as a human right: this is recognised in the
Universal Declaration of Human Rights32, the Economic, Social and Cultural Rights
Covenant30, and the Banjul Charter31. These instruments are phrased in a way which safeguards
the right of people to take part in cultural life, with the Banjul Charter (Article 29(7)) giving the
7

individual the duty to “preserve and strengthen positive African cultural values in his relations
with other members of the society”31.
The question is whether FGM is seen as a cultural practice – and therefore giving communities
the right to practise their culture as a human right – infringes on other human rights.
As FGM is viewed by the international community as gender discrimination, and an act of
violence against women which violates women’s human rights, FGM is not protected by the
right to participate in cultural life16.
Article 5 of the Women’s Convention (CEDAW) is particularly strong when it calls on State
Parties [to] “take all appropriate measures: (a) To modify the social and cultural patterns of
conduct of men and women, with a view to achieving the elimination of prejudices and
customary and all other practices which are based on the idea of the inferiority or the
superiority of either of the sexes or on stereotyped roles for men and women”19.

2.5

PREVIOUS RESEARCH

There is little evidence-based research that has been conducted on FGM in Sierra Leone, and
few have actively and solely sought the experiences and perspectives of girls about the practice.
2.5.1

Decision making for FGM

The process of deciding whether and when to perform female genital mutilation has been shown
to be a complex one, time-consuming in some situations, involving several types of persons
related to the girl in question, a process which Shell-Duncan and Hernlund have described as a
“constellation of decision makers” in the “arena of decision-making”33. Identified arenas for
decision making are the community, the family and the individual. They mention that
community elders would decide when FGM was going to take place, and all the families of all
girls who were of the age for the procedure would be notified.
Decision making about FGM is more commonly made at the family level where mainly the
female members of the family, mothers, and grandmothers are involved. Shell-Duncan and
Hernlund note that fathers appear to have the power to “veto” decisions about FGM, this power
varying depending on family33. Shell-Duncan also found that although not as usual compared to
the decision makers described above, individual girls themselves can decide whether they will
undergo FGM34.
In the Sierra Leonean context, it has been known for the Sowei (the traditional excisor) to visit
families whose girls were deemed to be of the age for FGM and inform them about the next
initiation ceremony. The pressure girls and women may feel in communities that practise FGM
in Sierra Leone can also be seen as a “community decision maker” for girls to undergo FGM.
2.5.2

Medicalization of FGM

The concept of “medicalization” of FGM refers to situations when a health professional
practises any form for FGM35. It has been argued that FGM is becoming more medicalized as a
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result of early campaigns which presented arguments against FGM as a health problem: many,
severe health complications arise from the practice when it is performed by unskilled traditional
cutters in unhygienic conditions and may be a mechanism for transmission of HIV, when the
same blade is used to perform the operation on several girls35.
The medicalization of FGM has been presented as a harm reduction strategy, rather than the
sustainable abandonment of the practice, which has, so far, been difficult to achieve36. The
theory of harm reduction has been used within public health to minimise the hazards associated
with some risk behaviours, such as sexual activity and intravenous drug use 36.
The problem with allowing health professionals to perform FGM is that this act constitutes a
breach in medical conduct and ethical responsibility35, legitimises it, and gives the sense that the
practice is either harmless or good for the health35. Furthermore, if FGM is medicalized, girls
and women are still vulnerable to some of the long-term obstetric, psychological and sexual
complications, which have been found to be associated with FGM, regardless of who performs
it35.
Allowing FGM to be performed by health professionals has not been proved as a stepping stone
stage towards abandonment of the practice35.
Studies are needed to understand the cultural significance of the practice to individuals, their
families and communities that choose to continue FGM. To underscore the value of the practice
to them, communities have chosen to move from performing FGM in the traditional ways to
using modern medical methods in the belief that this would reduce or remove some of the
problems usually attributed to the practice in advocacy messages, which emphasise the negative
health effects of the practice35,37,38.
2.5.3

Health complications of FGM

The practice of cutting girls’ genitalia is not without its consequent health – particularly sexual
and reproductive, and psychological – problems. The real extent of immediate complications
arising from FGM tends to be known only in those situations where women resort to hospital
for treatment, and this is believed to be generally underreported39.
Previous studies have shown that the type/severity of FGM is related to the nature of the
morbidity experienced in the short and long term. According to the WHO, some of the harm
and known physical complications caused by the removal of, and damage to, healthy, normal
female genital tissue in the short term include severe pain, shock, excessive bleeding, difficulty
in passing urine, and infections4.
Incidence of death, which can be caused by haemorrhage, infections, tetanus and shock, have
been found to occur up to 2.3% in a country where type I and II FGM is practised 17. Long term
consequences can include dermoid cysts, abscesses, chronic pelvic infections and infertility 4.
In the long term, all types of FGM, but particularly infibulation, have been found to be
associated with reproductive health morbidities, increased risk of childbirth complications,
infertility, and cervical cancer40-44. For many of the long-term sequelae, findings refer to
populations where the type of FGM practised is usually Type III, infibulation, which is unlikely
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to apply to the Sierra Leonean population, where Types I and II FGM are believed to
predominate.
In spite of the high prevalence of FGM in Sierra Leone, there is little knowledge on the negative
health effects of the practice and possible implications for health care. The cultural complexity
of the practice of FGM might explain why there is still a lack of research on FGM and related
health complication in Sierra Leone.
To our knowledge, there has been only one study on the health consequences of FGM amongst
women in Sierra Leone. Published by Koso-Thomas in 1985, this study covered 300
participants in the Western Area region of Sierra Leone, and women reported pain and
haemorrhage regardless of the type of FGM that was performed45.
The lack of knowledge about studies done in other parts of the world where FGM is practised,
and the lack of studies done in Sierra Leone specifically about the practice makes it presently
difficult to convince the health community of the potentially adverse consequences of the
practice and motivate them to take up the issue as a public health concern.
2.5.4

Level of agreement between reported and observed FGM

Self reporting is the basis for determining FGM status in most surveys, in particular the DHS
studies. As these studies have not been based on clinically determined observations of FGM, it
has not been possible to provide information from them on the accuracy of self-reporting versus
clinically determined FGM status. Studies have shown that there can be extensive under
reporting of forms of FGM46. Varying results of accuracy ranging from 94% in Egypt47 to 57%
in Nigeria46 suggests that results based only on self reporting may not be reliable.
In order to assess consistency, studies are required to provide information on self reports and
genital inspections in order to compare the results. There are relatively few studies which
provide information on self reports and clinical information on FGM status40,41,46-50.
Studies on assessment of consistency showing a high level of agreement between women’s self
reports and observed FGM in Nigeria, Egypt, the Gambia, and the Sudan 40,46-48, whilst a lower
level of agreement between self-reported and clinically determined FGM status was observed in
more than one fifth of the women in a rural multi-ethnic village in Tanzania50.
2.5.5

Men and their views and experiences on FGM

Few studies highlight men’s views about FGM51. Often, men are asked for their views on FGM
in their capacities as public opinion leaders 52. Although studies suggest that decision making
for FGM and perpetuation of the practice is generally supported by females 4 there are studies
which suggest that males usually support the discontinuation53. Still other studies suggest that in
some communities, males would prefer to marry women who have undergone FGM54.
Ethnographic studies suggest that as genital cutting is considered to be “women’s business”,
men are not often involved in the decision to let girls undergo the procedure, and it is supported
and performed by women, the practice usually taking place without the notice of men 52. In spite
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of this, FGM continues to be seen as part of men’s oppression of women as studies suggest that
men’s expectations and needs, reported by women, continue to be put forward as motivations
for the practice. In the Demographic and Health Survey in Egypt 1996, 8.9% of respondents
motivated for FGM because it gives “better marriage prospects”, 5.6% said “to prevent
adultery”; and 3.8% said it gives “greater pleasure for the husband” (out of 14,779 female
respondents)55.
FGM could be seen as a result of women’s subordinate position in society and male dominance.
Marriageability is cited as one of the main reasons for the perpetuation of FGM. It is often
believed that men would prefer to marry a girl who has undergone FGM rather than a girl who
has not52, and that a girl’s prospects for marriage are better if she has undergone FGM than if
she has not54.
Male experiences and views about FGM and particular regarding with marriageability could be
an invaluable contribution to effects for FGM abandonment as women report the practice can
only stop if men would accept or prefer to marry women who have not undergone FGM52.
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3 SETTING
3.1

SETTING IN SIERRA LEONE

Sierra Leone is one of the smallest sized countries situated on the West Coast of Africa covering
an area of 72,000 square kilometres (figure I)56.

Figure I: Map of Sierra Leone and its location in Africa

There are approximately fourteen ethnic groups, each with its own language. The Temne ethnic
group are in the Northern Province (35% of the population); and the Mende ethnic group in the
Southern and Eastern Provinces (31% of the population) 56. Other ethnic groups are represented
in smaller proportions: Fulah, Kissi, Kono, Limba, Loko and Madingo. The Krios are an ethnic
minority formed from freed slaves returned to Africa after the prohibition of the slave trade by
the United Kingdom and the United States of America. These freed slaves came from Nova
Scotia, the Caribbean and United Kingdom. The remainder of the population is composed of
Europeans, Indians, Lebanese, Pakistanis and Liberian refugees57.
Whilst the official business language is English and limited to the educated minority (42% of
women and 54% of men have some education)1. Krio – the language spoken by the descendants
of the freed slaves – remains the lingua franca.
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Sierra Leone gained independence from the British Empire in 1961. From 1990, a brutal tenyear civil war devastated the country which was characterised by amputations and murder.
Women and girls in particular bore much of the cost of the war, through loss of livelihoods,
mutilation, rape, and the infection from HIV58. The capital city was not directly affected by the
war until it was finally sacked by rebels led by Foday Sankoh of the revolutionary United Front
(RUF) on 6th January 1999. The rebels were repelled by armed forces from other West African
nations under ECOMOG. After several failed peace accords, a final peace agreement was
concluded between the government and the rebels in Abuja, Nigeria. President Kabba officially
declared the war over in January 2002. Government activities focussed on the restoration of
state authority, the economy, and rebuilding communities 58. Few post civil war activities
addressed the rights, role and status of women in society
3.2

THE STATUS OF GIRLS AND WOMEN IN SIERRA LEONE

The Government of Sierra Leone (GoSL) has developed two policies with the aim of
incorporating a gender perspective into legislation, policies and programmes59. The National
Gender Mainstreaming Policy provides policy makers and other actors guidelines for addressing
gender concerns and imbalances arising from inequalities. The National Policy on the
Advancement of Women promotes equal access to and control over economically significant
resources and benefits to ensure the equal participation of women and men in development.
The National Gender Strategic Plan (2010 – 2013) – whose aim is to promote the advancement
of women within the various sectors – has six main priority areas with clearly defined strategies,
as well as a monitoring and evaluation framework. These areas are Capacity Building,
Management and Oversight; Women’s Participation in Governance; Sexual and Reproductive
Health Rights; Research, Documentation and ICT; Women’s Empowerment; and Gender
Budgeting and Accountability59.
By the Child Rights Act of 2007, early marriage (marriage before of consent can be given, i.e.
18 years) and forced marriages (without consent) are prohibited. Also in 2007, three ‘Gender
Justice Laws’ were enacted by Parliament: the Registration of Customary Marriage and Divorce
Act; the Domestic Violence Act; and the Devolution of Estates Act, all aimed to protect and
promote women’s human rights60.
In addition, GoSL has ratified major relevant treaties such as CEDAW, CRC and the African
Charter on the Rights and Welfare of the Child. It has signed but is yet to ratify the African
Protocol on the Rights of Women.
3.3

FGM IN SIERRA LEONE

Female genital mutilation takes place within the Bondo Society as part of the initiation
ceremony to become a woman. The Bondo is a powerful all-woman led and run secret society,
which girls join to become recognized as a woman in her community and which also creates a
women-only space for belonging and sisterhood10,11,45. The initiation ceremony takes place
over several weeks where the girls and women are secluded in a clearing (referred to as the
Bondo Bush) several kilometres away from the nearest village. The start of the Bondo Bush
session is announced by the beating of the Bondo drums.
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Bondo Societies are organised by ethnic groups, the names of the Societies in the various
languages differ according to the ethnic groups (figure II). The Societies are run by older
women –referred to as Digba in Temne or Majo in Mende, or generally as Sowei. These
traditional excisors and heads of the Societies and are believed to have supernatural powers to
punish anyone who reveals the secrets of the Society with curses and serious, incurable
conditions. The role of a Sowei is hereditary. This fear is used to maintain secrecy and keep
members together61. Traditionally, Soweis perform the cutting as part of the first activity of
initiation.
Ethnic
Group

Name of
Bondo
Society

Name of Head of
Society/Bush

Name of new
initiate

Name of non
initiate

Fulah

Baytee

Barajelli

Betijor

Jiwor

Limba

Bondo

Baregba

Bonka

Gboroka

Loko

Bondona

Ligba

Bondona/Bondofayra

Gborrga

Mende

Sande

Sokinday/Sowei/Majo/Digba

Mborgbinie
Sandewi

Kpowei

Susu

Ganyee

Yongoyelie

Ganyee Gineh

Amoogaangeh

Temne

Bondo

Digba

Bonka

Gburka

Kono

Sandeneh

Soko

Seinama

Dumisuuneh

Kissi

Fangabondo

Sokonoh

Sumunoh

Kwendenoh

Figure II: Names of aspects of Bondo Society in the main Sierra Leonean languages

Figure III provides a diagrammatic representation of the activities that make up the initiation
ceremony for Bondo membership. FGM is the first act that takes place for the non-initiates. As
the FGM-wounds of the new initiates heal, they take part in the other activities which train and
skill them for serving in their homes and the wider community45.
After the period of seclusion in the Bondo Bush, the girls, now Bondo members, and recognized
women in their communities, are led back in procession and dance to the village to be
welcomed by their families with gifts and festivities.
Membership into the Bondo Society also ensures that girls are ready for marriage and life as a
woman in the community. The Bondo Society also serves as an institution, which continues to
serve and assist a woman for the rest of her adult life giving her a sense of comradeship which
she can call upon at any time of her life for mental and moral support 62. It has also been
suggested that the Bondo Society is an important form of resistance against male dominance 62.
Not only are girls who are to be initiated invited to the Bush but also any woman who is already
a member of the Bondo Society. She can stay for as long as she likes. She is not questioned by
her husband or family about her movements once the drums announce the start of a session, she
is at liberty to move in and about the Bondo Bush as she feels. She is provided with food, drink
in the Bondo Bush. The Bondo member also witnesses FGM being performed and takes part in
the other activities which make up the initiation ceremony.
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Figure III– Diagrammatic Representation of the activities which make up the Initiation Ceremony into the
Bondo Society

Traditionally the Chief of a Chiefdom is the titular head of the Bondo Society, making her or
him the only non-member of the Society. The chief is charged with the protection of the Society
and looking after its welfare, thus putting the Society into the political realm.
The Bondo Society also enjoys open, unchallenged support from parliamentarians. During
elections, it has been known for politicians during campaigning to sponsor girls into
membership of the Bondo Society63. They provide the funding for gifts and other requirements
made by the Soweis, and through this, the politicians hope to gain the favour of the parents and
families who are expected to show gratitude by voting for the politician. This practice has
weakened Governments’ demonstration of commitment to the abandonment of the practice in
Sierra Leone.
The costs for Bondo membership can vary depending on the family’s income level, and in 2005
prices, the membership fee was between 40,000 and 50,000 leones63. The costs of Bondo have
to cover payment for the traditional excisor and her assistants, as well as food and drink for the
girls and other Bondo members during their stay in the Bush. From Behrendt’s study, one
respondent noted that “[they in the Bondo Bush] eat a lot in the secret bush and come out fat”15.
The Soweis also need to pay 25,000 leones (2005 value) for a special initiation licence to the
Chief. There are also costs for the feasting when the girls come out and are publicly recognised
back in their communities as Bondo members and women. Funds are used to obtain gifts in the
form of lappa (cloth), jewellery, and shoes. In some cases, families have to pay for special
braiding of the girl’s hair for the coming out ceremony.
It is difficult to know the effect the Civil War (1991 – 2002) in Sierra Leone may have had on
the Bondo Society. It may be that joining the Bondo Society was a way for communities to
15

reconnect with how life was before the onset of war. Therefore traditional practices such as the
Bondo Society may play a more significant role now than they otherwise might have had.
As the war ended, national and local organisations have used human rights messages (for
example, the right not to be abused, the right to education, the right to health care) as a means
for reforming and empowering communities, targeting children and women specifically.
Communities as a result have tended to be more aware of their rights and provisions under the
Gender (several) and Children’s Rights Acts (2007) than previously. In some communities
therefore, it has been easier to at least question and challenge the practice, if not abandon it
altogether.
3.4

FGM PREVALENCE IN SIERRA LEONE

Sierra Leone is one of the seven countries in the world where the national FGM prevalence is
almost universal56. The SL MICS 2005 measured national FGM prevalence at 94% ;in 2008 the
SL DHS 2008 indicated a prevalence of 91.3%56; whilst SL MICS 2010 gave a prevalence of
88.3% for the same age group (15 – 49 years)64.
From the SL DHS 2008 we find that 76% of girls between the ages of 15 and 19 years had
undergone female genital mutilation56, with 22% of women reporting that they had undergone
the operation during infancy56. FGM status was determined from self reports only, and was not
clinically determined in these surveys.
The prevalence rate in Sierra Leone as in similar neighbouring high prevalence countries is
decreasing. However, we note that the difference in prevalence between women whose mothers
have no education (95%) and women whose mothers have secondary education or higher
(74.2%) is higher in Sierra Leone than in neighbouring countries (table II).
Sierra
Leone
Rate among women 15 – 49 (2006)

91

Rate among women 15 – 49 (2010)

88

The

Guinea
65

Gambia

Mali67

66

78

96

85

Rate among women whose mothers have no education

95.0

81.1

97.1

92.4

Rate among women whose mothers have secondary education or
higher

74.2

71.2

89.9

86.6

Rural Rate

92.3

82.8

96.4

87.4

Urban Rate

80.7

72.2

93.9

80.9

Rate among women aged 45 -. 49

96.4

74.2

99.5

85.8

Rate among women aged 15 - 19

70.1

79.7

89.3

84.7

Table II – Comparison of FGM prevalence rates in high prevalence West African countries

Similarly, there is a larger difference between different generations when comparing these same
countries. In Sierra Leone the prevalence of FGM among women 45 – 49 years of age is much
higher (96.4%) than among women 15 – 19 years of age (70.1%). These differences indicate
there is an ongoing change of practice, and that some are abandoning the practice.
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3.5

FGM AND LEGISLATION

It appears that the State has thus far been unable to take effective measures to curb the practice,
which may be partly due to the political support that the practice still enjoys.
In its Second Periodic Report to the UN Committee on the Rights of the Child in 2006, Sierra
Leone prided itself in the work with drafting a Child Rights bill that prohibits FGM on children.
However, when the Bill reached Parliament in July 2007, the latter dropped the clause which
prohibited FGM on children. It was understood this attempt failed as Parliament expunged from
the bill the clauses that prohibited FGM on the grounds of uncertainty of definition of
“initiation” into a secret society. This was a repeat of attempts to legislate against FGM through
a Child Rights Bill: the state claimed that FGM is still too sensitive an issue to be addressed
through legislation.
There is no prohibition on FGM, neither is there an explicit law against the practice in Sierra
Leone. However, Section 33 (1) of the Child Rights Act60 that was passed in 2007 states: “No
person shall subject a child to torture or other cruel, inhuman, or degrading treatment or
punishment including any cultural practice which dehumanizes or is injurious to the physical
and mental welfare of a child”60. This provision does not mention female genital mutilation
specifically. One NGO working to address FGM nationally have interpreted this section of the
law to mean that FGM of girls under the age of 18 is now a crime in Sierra Leone. There is no
legal clarity whether the law can be interpreted thus.
The expectation is that with parents’ and girls’ sensitization about the practice by NGOs, girls at
the age of 18 should have enough information to choose whether they want to undergo the
procedure or not. Given that traditionally, decisions for FGM and other aspects of a girl’s and
often woman’s life are not made by themselves, it is difficult to see how girls, and particularly
those who live in more rural settings, can give informed consent or perhaps even choose to
refuse joining Bondo.
In its combined first, second, third, fourth and fifth Periodic Report to the Committee on the
Elimination of Discrimination Against Women in 2006, the State purported to be “leading the
campaign to raise awareness about the negative side-effects of female genital mutilation”68. It
enumerated conferences and events addressing FGM as evidence of the Government’s
commitment, but no mention was made specifically on action for FGM abandonment. The
Ministry reported that “sensitization on the health implications of FGM will form the bed rock
of the Ministry [of Social Welfare, Gender and Children’s Affairs] and its partners’ advocacy
activities.68”
The last CEDAW Committee (2007) specifically urged the Government of Sierra Leone to:
“…enact without delay legislation prohibiting female genital mutilation and to ensure that
offenders are prosecuted and adequately punished. It urges the State party to strengthen its
awareness-raising and educational efforts, targeted at both men and women, with the support of
civil society, to eliminate the practice of female genital mutilation and its underlying cultural
justifications…69”
The Government of Sierra Leone accepted all the recommendations of the last Universal
Periodic Review59 which included calls for the complete abandonment of FGM for both girls
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and women, whether or not consent is given. Challenges for the Government include
mechanism for the implementation of these recommendations, which may include the
enactment of appropriate laws. The Government of Sierra Leone is obligated to report on
progress made in the implementation of these recommendations to the Human Rights Council
in 2015. At the time of writing, a clear and common strategy has yet to emerge, spearheaded by
the Government and its various organs, to achieve the goal of total abandonment of the practice.
3.6

ACTIVITIES TO ADDRESS FGM

The National Movement for Emancipation and Progress (NaMEP), a network of organisations
working against harmful traditional practices was formed in 2008. It has a membership of 18
organisations and aims to share experiences, gather lessons learnt and to map out strategies that
could be adopted for better impact nationwide.
Sensitization and awareness-raising to discourage Soweis, the traditional excisors – from FGM
is led by NaMEP. There are reports that chiefdoms in the Northern Provinces have enacted
bylaws to prohibit FGM under the age of 18 years2.
Memoranda of Understandings – organised by the Advocacy Movement Network of Sierra
Leone (AMNET-SL) – have been signed between Paramount Chiefs and the traditional excisors
for the purpose of preventing “child Bondo” – girls joining Bondo under the age of 18 years.
All chiefdoms in Kambia and Port Loko Districts in the Northern Province, as well as the entire
Western Area, both rural and urban, are said to have signed such understandings.
Specific and continued activities on FGM abandonment are also conducted by Amnesty
International Sierra Leone, the Sierra Leone chapter of the Inter Africa Committee (IAC) on
Traditional Practices, AIM, and Care Sierra Leone. Activities range from discussing FGM
within a human rights framework in after school clubs, creating cooperatives for Soweis for
income generating activities, establishing a shelter of refuge for girls who resist joining the
Bondo and the use of the intergenerational approach to begin dialogue in communities. A new
activity has started in the Tonkolili District, in the Northern Region which tests the idea of
membership into the Bondo Society but without the act of FGM.
Whilst it is recognised that community-based NGOs are best placed and most effective in
awareness and other programmes for providing girls and women with information and choices
to abandon FGM, it is not clear that the government of Sierra Leone has allocated the much
needed resources to these NGOs, which necessarily should include the facilitation of access to
media and training curriculum across all educational levels, for their approaches to be effective
and activities successful.
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4 AIMS AND RESEARCH QUESTIONS
4.1

AIMS

The aim of this research was to increase knowledge on the effects and experiences of girls and
women, and the perceptions and views of adolescent boys about FGM as it is performed within
the initiation ceremony of the Bondo Society in Sierra Leone.
This thesis addresses 9 research questions structured within four main spheres (domains) using
data collected in the North Eastern Provinces and the Western Urban Area of Sierra Leone.
4.2

RESEARCH QUESTIONS

Decision-making for FGM
! Who decided for initiation/FGM?
Medicalization, complications from FGM, and treatment seeking behaviours
! Was FGM performed by a health professional?
! Did initiates experience FGM-related health complications? And if so, what are they?
! Who provided treatment for FGM-related health complications?
Forms of FGM: observed, reported, correspondence between DHS questions and WHO
typology; and agreement between observed and reported forms
!
!
!
!

What forms of FGM exist in Sierra Leone today?
Do girls and women who undergo FGM know the extent and nature of FGM
performed?
Is there agreement between reported and observed FGM status?
How do responses to DHS FGM questions correspond to WHO FGM classification?

Adolescent boys’ views on Bondo membership: the initiation and the outcome
! What do adolescent boys know about and think of FGM and the initiation ceremony for
Bondo membership?
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5 ETHICS
It has been stated that ethical guidelines for research were "born in scandal and reared in
protectionism." 70, and that “Medicine's worst corruption had occurred among its best
technicians.” 71.
The fundamental Issues of ethics in health research can be dated to Hippocrates during the 5th
Century (“Do no harm”) and culminating in voluntary consent in the Nuremberg Code in 1947.
Ethical guidelines for health research are grounded in moral principles. They are designed to
give an understanding of rights and responsibilities, safeguard against the means [of research]
justifying the ends; and also produce good research.
Health research is guided by the Declaration of Helsinki (1964) developed by the World
Medical Association. The Declaration distinguishes research that is “therapeutic” from research
that is not of immediate benefit to subjects. It highlights the doctor’s roles and the patient rights,
and in 2001 was extended to ensure that the well-being of human subjects take precedence over
interests of science and society72.
The fundamentals of ethics in research involving humans are enshrined in respect for persons;
beneficence and non-maleficence; and justice. Participants are viewed as autonomous, with the
ability to determine for themselves whether to engage in research. Should they choose to do so,
they are awarded privacy, confidentiality and protection during and after the research process.
The benefits of the research are weighed against the risks in the context that no harm comes to
the participant. Equitable distribution of the burdens and benefits of the research to participants
is assured through the use of inclusion and exclusion criteria.
Informed consent is vital for research ethics. For this consent, the individual must have received
the necessary information about the research study; understood the information; and after
considering the information, arrived at a decision without having been subjected to coercion,
undue influence or inducement, or intimidation73.
All the studies in this thesis had an information sheet which was a succinct and complete piece
of documentation that in our case the participant heard being read from. On this sheet, the
details of the study for the participant were provided in a stand-alone document which described
the research procedures: who is involved; what will be done; what the research question is,
where and when the research will take place. The risks and benefits of the study were discussed
and confidentiality explained. The contact details were given of person(s) to make contact with
if the participant had any questions and concerns about the research. An explanation of
voluntary participation and withdrawal were given and the consent process explained in a
language that the respondents understood.
Although this did not apply to any of our studies, had there been alternatives to participation,
these would have been discussed in the information sheet, as well as any compensation for
injuries or health problems resulting from the study.
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5.1

ETHICAL ASPECTS OF RESEARCH INVOLVING CHILDREN

Several studies (II and IV) in this thesis involved research with children, boys and girls under
the age of 18 years. The participation of children was important as individuals other than
children would not have been able to give a response on children’s knowledge and experiences
of FGM, particularly in areas of how they perceive it affects their health and well being.
The decision to focus on girls between the ages of 10 and 18 years is because this is the age
range when most girls undergo the procedure in Sierra Leone, given FGM is recognised as a
rites of passage and cultural practice (Study II). Focusing on this age group may also reduce
recall bias, as it is expected they are more likely to remember their experiences of the operation
than women over the age of 18 years.
The principles of the Declaration of Helsinki, which guide research are equally applied to
children. Children, who are not legally able to provide consent, can still have decision-making
power through the provision of assent.
Study IV had an assent form certificate (appendix IV).
Specific training was given on the theoretical aspects of child and adolescent development and
practical training on child friendly interviews. Care was taken that the research methods used in
this study was not only appropriate for children, but also took into consideration the physical,
emotional and psychological safety of the child.
Particular emphasis was placed on explaining the study in ways that children understand why
the interviewer was there, why they wanted to interview the child and the use to which the
information was to be put.
In traditional Sierra Leonean communities, children are taught to obey parents and we were
concerned that this might have made it difficult for some children to refuse to participate if they
wanted to. Interviewers were trained to not put any pressure on children to participate in the
study, and to explain clearly that nothing unpleasant or harmful would happen to them if they
refuse to participate in the study.
In keeping with the principle of “in the best interests of the child”, and in accordance with Plan
International Sierra Leone’s Policy for Child Protection, data collectors and supervisors were
trained to always ask permission from children, and respecting their decision to say no (study
IV).
Special attention was given to explaining confidentiality and anonymity so that the children
would understand. Ways were devised to assure the children that their identity would be kept a
secret and the information collected during the study would not be used to identify them.
For example, in the local languages, it was explained to the children that, “no one will know that
you and I have spoken about this, in fact, it would be like walking down the street and seeing
you and not greeting you”. It was shown to the children that the questionnaire did not have a
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place for writing down names and addresses, and that all the data would be assembled in a way
which made it impossible to identify the responses of one individual.
For study IV, when the adolescent boys were interviewed in the community, the data collectors
were advised to find a quiet place in the compound where they could be seen conducting the
interview, but not overheard by anyone else.
Women and men who were community development workers were selected as data collectors,
and a supervisor was assigned to each group. It was important that they could speak not only
Krio, the lingua franca in Sierra Leone, but also the local language of the region where the
studies were being conducted, Limba (study III), Mende (study II) and Temne (all studies).
It was made clear during training also that should there be any concern about the conduct of any
research team member, in relation to child protection or a breach of Plan International’s Child
Protection Policy, an investigation would be conducted which may include referral to statutory
authorities for criminal investigation under law.
During data collection for one of the studies, girls under 10 years of age were interviewed. This
was a mistake. The age span given in the ethical application, the project plan, in the training and
in the questionnaire was 10-20 years for girls. Thus, it should have been clear also for the data
collectors.
Unfortunately, a few data collectors went outside the agreed age span, and asked also younger
girls. We do understand that we have the responsibility to monitor and follow up in way that
makes sure the protocol is followed in detail. Results from girls under the age of 10 years were
excluded in the study (article II) as this had not been collected according to the protocol.
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6 MATERIALS AND METHODS
This PhD project took place in Sierra Leone, mainly in Districts in the Northern and Eastern
Provinces; one District in the Southern Province as well as in the capital city, Freetown, which
lies in the Western Urban Area of the country.
6.1

REGIONS DATA WAS COLLECTED FROM

All the data for articles I and IV and some of the data for article II were collected in
communities within Bombali and Port Loko Districts in the Northern Province of Sierra Leone.
See map in Section 3.1
The Northern Province was selected intentionally for these studies because it was considered to
be more open community in which to talk about FGM and receive people’s views. Groups that
had worked on FGM in the southern province have found that communities there are much
more hostile to being asked about the practice. We felt it would have been more difficult to
conduct research on this issue at the community level in south-eastern province communities, as
it would have been seen as offensive and might have been dangerous for the persons conducting
the interviews74.
In the North, the largest ethnic group is Temne, with smaller populations of ethnic groups
representing Limba, Korankoh, Madingo, Loko, and Fula. Recently built new roads (2009 –
present) and the restart of mining for iron ore and bauxite have enhanced access to and
movement of communities in the region. It is now possible to move quickly and freely from
Freetown through Port Loko District, and up to the Guinean border in Kambia District. There is
also good vehicular access between Freetown through Bombali District through to neighbouring
Tonkolili District (as far as Matotoka).
This development has caused the nature of nearby communities and villages to change from
being remote, inaccessible place to ones where community members can at any rate easily get
to the main roads to pick up transport to get to a nearby headquarter town or Freetown, the
capital city. These close-by communities can be best described as “peri urban” communities.
They tend to lie off the main motor roads, and can be accessed within one or two hours by foot.
With the rise of the use of motorbikes (okada) for public transport, peri urban communities are
now becoming more accessible than previously, as okadas can usually travel on roads that are
not fit for vehicular traffic.
The Northern Province has Makeni as its administrative centre and provincial capital. The two
Districts from which study participants were recruited were Bombali and Port Loko, and they
have population estimates of 409,000 and 454,000 respectively57.
Bombali District is in the Northern Province of Sierra Leone. Makeni is also the headquarter
town for the District. The estimated population of the District is 420, 5611 and the main ethnic
groups are Temne (60%), Limba (20%), and others (20%). Rice farming is one of the main
economic activities of Bombali District, with others including mining, production of other
agricultural food crops and animal husbandry of small ruminants.
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Port Loko District, also in the Northern Province, has Port Loko as the district headquarter
town. Other major towns include Lungi (where the International Airport is based), Lunsar and
Pepel, centres for the recent large scale mining of iron ore and bauxite in the country. The
District population is estimated at 477, 9781 and is dominated by the Temne (80%) and Susu
(10%) ethnic groups. Other economic activities include the production of food crops,
particularly rice, cassava and sweet potatoes.
Some of the data for article II was also collected from Bo City which is the administrative
centre of the Southern Province of Sierra Leone. Bo District has a population of 313,711 1,
comprising four Districts and two townships. The Mende ethnic group make up over 60% of Bo
District with trading and mining (diamonds and gold) being the main economic activities of the
District, as well as some agriculture (rice, coffee, cacao and oil palm).
Study III was derived from the controls of a larger clinic-based control study not part of this
thesis to determine the association between FGM and obstetric fistula. Preliminary analysis of
fistula data showed that patients were drawn mainly from Bombali, Kambia, Kono, Tonkolili,
Port Loko Districts as well as the Western Urban Area of Freetown.
6.2

FACILITIES DATA WAS COLLECTED FROM

Studies I and IV were conducted in communities, in cooperation with two non-governmental
organisations (NGOs), the Centre for Democracy and Human Rights (CDHR), which works in
Bombali district, and the Amazonian Initiative Movement working in Port Loko District.
In Bombali communities were Kunsho, Madina Magbengben, Mafonkay, Maforay, Magbenteh,
Makari, Masaybana, Masongbo, Mathinka, Mayalaw, Moria, Rosanda, Yelisanda, and Yoni. In
Port Loko, Foredugu, Hamdalai, Kerefa, Kombrabai, Mabenteh, Masimera, Mataetie,
Melekuray, Petifu, Petifu-Ferry, Rofutha, Rogbanrah, Rolal, Romende, and Rosent
communities took part in the study.
Both NGOs work in human rights, using international and national legal instruments such as the
Convention of the Rights of the Child and the Child Rights Act of Sierra Leone 2007 to
disseminate information to young people about their rights and obligations and also to
popularise and disseminate rights information in communities where they work. Both studies
were conducted in the communities.
Studies II and III were conducted in health care facilities mainly ante natal care clinics (ANC)
(studies II and III) and a drop-in gynaecological clinic (study II). The ANC clinics were situated
in locations that can be described as urban or peri-urban. Peri-urban was described as rural
communities that could be reached from the town within two hours by foot.
ANC attendance in Sierra Leone is generally high56, and this was increased during the research
study because of new Free Health Care Initiative (FHCI) introduced by the Government of
Sierra Leone in April 2010. Under this Initiative, free health care is provided for pregnant and
lactating women and all children less than five years of age. Whilst this has significantly
increased the access to and use of health services, including ANC attendance, further and
different activities are required to ensure that women receive high quality services when they do
attend ANC64.
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For study II the Government Hospital and clinics owned by Marie Stopes Sierra Leone and
Planned Parenthood Association of Sierra Leone situated in Bo City were used.
For study II also, and in Makeni, the Government Primary Health Care Centre at Masuba, as
well as the Red Cross and Loreto Hospitals were used. Peri-urban clinics used for study II were
community health centres and health posts located in Binkolo, Fula Town, Kolisoko, Makama,
Makolo, Makump, Mangay Loko, Mapaki, Masingbi Lul, Masori, Masuba, Panlap, Puntung,
and Robat.
Specific antenatal care clinics in the aforementioned Districts were selected for study III
because of their high turnover of ANC attendees who were the targeted participants for this
study. Six of the clinics were located in town hospitals: Kambia Town Hospital located in
Kambia District; Makeni Regional Hospital located in Bombali District; Port Loko Town
Hospital located in Port Loko District; Magburuka Town Hospital located in Tonkolili District;
and Kono Town Hospital located in Kono District, as well as the Princess Christian Margaret
Hospital (PCMH) located in the Western Urban Area of the Capital. The remaining centres
were community health centres in rural areas of the five Districts: Rokupr in Kambia District;
Binkolo in Bombali District; Mange in Port Loko District; Yele in Tonkolili District; and
Tombodu in Kono District.
6.3

LANGUAGES USED AND THE LANGUAGE OF FGM

Language is important because we use it to describe the world around us and it helps to create
our understanding of it. All the questionnaires were written in English, but read out in the
language of the community or Krio.
The indigenous languages are normally spoken only and in the very few cases where they are
written, they remain very hard to read and write. The main language of the Northern Districts is
Temne with a few communities where Limba is spoken. The main language of the Southern
Districts is Mende, and Kono is spoken in the Eastern District of Kono.
Krio and Temne were used in all the studies (I – IV), whilst Mende was also used in study II;
and Kono and Limba were used for study III.
During the pilot tests, the wording in Krio, Limba, and Temne was discussed and agreed so that
each data collector would ask the same question in the same way in each language. The answers
were then translated and written down in English as the participant had said it.
We make statements when we give names to things. Through naming, we identify as well as
make things distinctive. We can organise and arrange and locate things by the names we give
them75. Terms are needed which can truthfully describe reality, and this is particularly difficult
in the world of FGM. FGM in Sierra Leone remains a sensitive issue to talk about openly, first
because it is a secret society which means that people who do not belong to it should not know
anything about it. Secondly its links with genitalia and allusions to sex makes people generally
uncomfortable to talk about it.
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It was generally agreed that any expression that had the word “mutilation” would be totally
insensitive, misinterpreted and seen as offensive by community members. This is because no
community would view FGM as practised within the initiation ceremony as a form of
“mutilation”. Furthermore in Sierra Leone, one of the acts during the civil war, which is still
fresh in communities’ minds, given the rampant destruction it caused was the “mutilation”
(word properly used this time) of many innocent civilians as a form of punishment76. This term
was therefore totally excluded from the questionnaires.
Given the sensitivity of FGM as a subject, extra care was taken to ensure that the correct
language, vocabulary and idiomatic expressions were used for the local setting. As FGM takes
place only as part of the initiation ceremony, membership of the Bondo Society was taken as a
proxy measurement of FGM status77. In the questionnaires, the terms “initiate”, and “joining the
Bondo” are used interchangeably to mean a girl who has undergone FGM, like has been done in
previous studies. This was of particular importance when interviewing children (study II & IV).
It was agreed that as the practice of FGM translates into “female circumcision” in the local
languages, this term could be written in the questionnaire in English which was then asked in
the local languages. Thus on the questionnaire in English, the terms “female circumcision”,
“initiated”, “going to the Bondo Bush” were used interchangeably and to mean someone who
had undergone FGM. Membership of the Bondo Society was thus taken as a proxy
measurement of FGM status77.
For all the studies, we posed the same question to for the section on FGM: “have you heard of
female circumcision?”. If the respondent answered, “no”, then the question “have you heard of
the practice of initiation where girls become women” was posed.
Adolescent boys in study IV were asked if they knew whether females and males experienced
problems as a result of female circumcision and whether they thought that female circumcision
was a good or bad practice.
The questions on decision making for FGM (study I) and treatment of complications (study II)
where these occurred were framed thus: “If you have been to the Bondo Bush, who made the
decision for you to go?” and “If you did seek medical care because of complication, who
provided the care?” These last two questions were asked only if the respondent had undergone
FGM.
6.4

STUDY DESIGN

Cross-sectional studies
Three out of the four studies in this thesis (studies I, II, and IV) are cross sectional studies which
were designed to obtain an overall picture of a variety of phenomena, attitude or issue at the
time of the studies. In these studies, we assess demographic characteristics, experiences and
attitudes.
The results from these studies identify and describe the decision makers for FGM and determine
the prevalence of medicalization (study I); explore/investigate whether and what kind of FGMrelated health complications girls and women experience, and to elucidate their health care26

seeking behaviours (study II). Study III determine the forms of FGM, assess the consistency
between self reported and observed FGM status and assess the accuracy of female genital
mutilation questions in Demographic and Health Surveys. In study IV, adolescent boys’
knowledge, views and perceptions of FGM are elucidated. Study IV is a community-based
study comprising both quantitative and qualitative sections.
Population from a case control study
The data for study III is derived from the controls of a larger clinic-based case control study to
determine the association between FGM and obstetric fistula.
Studies I and IV were conducted in the community whilst studies II and III were based in ante
natal care clinics and women’s health clinics that provided sexual and reproductive health
services.
6.5

STUDY PARTICIPANTS

Study I
For study I, girls were approached as we wanted to know the extent of information they receive
on a matter which directly affects them. A total of 350 girls were selected for interviews, 175
from Bombali District, and 175 from Port Loko District. Simple random sampling was used to
assign numbers to the streets in the communities. A street number was chosen from a bag, and
the first household selected from that street, and every fifth one afterwards. Purposive sampling
was used to select girls who were the focus of interest in this study. Respondents were girls
between the ages of ten and twenty years of age, residing in the communities where the study
was conducted. This age range was chosen as this is the age when girls are likely to undergo
FGM.
Study II
At each clinic, the first participant was randomly selected and then every fifth girl/woman
afterwards. The inclusion criterion was girls and women in the age range 10–49 years.
Study III
Study participants were controls that were matched to cases with fistula, based on ethnicity, age
range and number of previous pregnancies. Controls were recruited from among pregnant
women visiting antenatal clinics as pregnant women were the most appropriate population for
representing a normal healthy population of women and from whom a genital inspection was
ethically acceptable. The woman had to be pregnant and a first time visitor to the ANC clinic, to
ensure that the same attendee was not interviewed twice.
Study IV
The research team decided that it was best to find communities where trust had already been
established through community activity and participation. We imagined that it would have been
very difficult otherwise to go into a new community to try and start a conversation about FGM.
The names of the selected communities were randomly chosen from a bag and assigned a
number. These numbers were then used to compile a list of the number of boys to be selected
from each community for each District. Communities selected over the three month period for
Bombali District were Kunsho, Yelisanda, Mafonkay, Yoni, Panlap, Makari, Masongbo,
Madina Magbengben, Magbenteh, Mathinka, Rosanda, Maforay, Moria, Masaybana, and
Mayalaw. For Port Loko District, the communities selected over the same period were Kerefay,
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Masimera, Rofutha, Rosent, Petifu-Ferry, Melekuray, Mataetie, Mabenteh, Rolal, Kombrabai,
Foredugu, Romende, Petifu, Hamdalai, and Rogbanrah.
A total of 75 adolescent boys were selected by choosing twenty five each month from each of
the two Districts, Bombali and Port Loko. The first household was randomly chosen in the
community and every fifth household thereafter. The inclusion criteria were that the boy had to
be between the ages of 13 and 20 and had to be living in the selected community.
6.6

PREPARATORY WORK

Studies I and IV were funded by Plan Sierra Leone and conducted in partnership with two nongovernmental organisations (NGOs), the Centre for Democracy and Human Rights (CDHR),
which works in Bombali district, and the Amazonian Initiative Movement working in Port Loko
District. Both NGOs work in human rights, using international and national legal instruments
such as the Convention of the Rights of the Child and the Child Rights Act of Sierra Leone
2007 to popularise and disseminate information amongst communities about their rights.
For study I, training of eight data collectors and two supervisors started in November 2008. We
were concerned about potential bias from those respondents who might wish to provide what
they consider to be socially acceptable, avoid embarrassment, or try to please the interviewer,
this effect more likely among the younger age groups. To address this, interviewers performed
role-plays and mock interviews with feedback on performance, and were trained on how to
probe in a non-directive manner. They were advised not to express their views on topics in the
interview, and not to give any personal information, which might provide a basis for inferring
what their preferences or values might be.
Pre-testing of questionnaire was carried out in Makeni as part of training and necessary
revisions made. We discovered from the testing that girls under 13 were not as responsive as
older girls, so the data collection team decided that for girls under the age of 13, the consenting
parent would be asked to be in the vicinity of where the interview was taking place in order to
give the girl an added sense of security. At the same time, the parent was not close enough to
hear what the girl was saying. It was noted during the pretesting that girls 13 years and older
were more confident and gave their responses more readily. If the girl did not know who had
made the decision for her to join Bondo, the parent or guardian was asked. If this information
was not available, the girl was asked who told her that she was going to join Bondo as the proxy
question.
For study IV, training and some piloting started in November 2008. Due to staff turnover, work
load, and our commitment to find the most appropriate persons to conduct the study, the study
was postponed until September 2009 when new data collectors had been added to the team and
further training and pilot testing had been conducted.
All data collectors and supervisors received special training comprising information on FGM,
philosophy of science, research methods and ethics, child and adolescent development and
theoretical and practical training on child friendly interviews.
The tools used in this study were piloted several times and as part of the training of data
collectors and supervisors. It took months to refine the design of the study and the questionnaire
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to make sure that it was culturally sensitive and understandable by boys within the age range of
the study.
The inclusion criteria were that the boy had to be between the ages of 13 and 20 and had to be
living in the selected community. The age range of 13 – 20 was chosen because we wanted to
target adolescent boys about the practice, given that most studies had targeted adult males, and
there is little scientific evidence on the impact of the practice on males. We decided to move the
age of the boys up from 10 to 13 years of age, as we found out from the pilot studies that the
boys younger than 13 could not provide any knowledge or meaningful opinions about the
practice.
During the training, sessions were dedicated to skilling the data collectors, discussion on how
FGM would be expressed on the questionnaire and in the community, and what the open-ended
questions should be.
Men - local-language speakers and from the communities – acted as data collectors and
supervisors in order to help the boys speak about their experiences. Practising through role play
during training sessions helped them reinforce learning and practise their skills as data
collectors.
It was agreed that the open-ended questions should begin with whether female circumcision (the
term used locally instead of FGM) was a good or bad practice and the reasons for responses.
The research team agreed that comparing and contrasting the differences between a Bondo
member girl and a non-Bondo member girl could be one way of getting at what they boys saw
as the contribution Bondo membership made. The team also agreed that several “what if”
questions on how the boys would “advise” a non-Bondo member and whether they would
marry a non-Bondo member would reveal their true intentions about Bondo membership.
Given this was the first time that this particular team had conducted research on FGM at the
community level and with boys, we were concerned that the questions were appropriate,
worded sensitively and at the same time would give us responses that were more than “yes”,
“no”, or “don’t know”. One of the objectives had already been stated was to find out how
adolescent boys themselves saw the practice, and the questions were designed to elicit their
views.
Open-ended questions were framed around “going to the Bondo Bush”, as this expression was
deemed the most appropriate by the research team during training discussions. Thus, boys were
asked for their opinions on “differences between girls who have been to the Bondo bush and
those who have not”, and “what advice you would give to a girl who has not yet been to the
Bondo Bush”. Boys were finally asked whether they would marry an uncircumcised girl and the
reasons for their responses.
The questionnaire developed for study II was based on a previous data collection instrument
that had been used in the Sudan78 and was tested in the different types of health facilities in the
different districts amongst a population of girls and women attending health care facilities
during sessions specifically for women.

29

One of the modifications to the questionnaire was that participants were asked whether they had
been initiated into the Bondo society. An affirmative response to this question was taken as a
proxy measurement of a positive FGM status77.
Then, participants were asked “Did you experience any health problems from initiation?” If the
answer was yes, then participants were asked to describe the nature of the health problem they
attribute to the initiation.
During the feasibility study for study II, we learnt from some data collectors (who were women
health professionals) that they were sometimes called to the Bondo Bush to treat complications
such as infections, excessive bleeding, or fever. We then decided that questions about the nature
of health problems girls and women had experienced during initiation should be open-ended so
that the respondents themselves could describe the health problems they attribute to initiation, to
avoid being led by the interviewer in any direction. Thus, the complications responses recorded
are those the respondents mentioned spontaneously, which the data collectors then filled in on
the list of complications they had on the questionnaire.
Power calculations were performed for the case-control study mentioned above, based on
preliminary studies conducted between 2006 and 2007, resulting in an estimation of 300 fistula
cases and 600 controls. It was the control sample that was used for study III.
Each participating centre provided at least two members for the research team: at least one
woman data collector and one supervisor. The data collectors were selected from different
health cadres within the Ministry of Health. These were Maternal and Child Health aides, State
Enrolled Community Health Nurse; Midwives; Nurses; Sisters. Supervisors were selected from
Community Health Officers, Matrons and Sisters.
Both data collectors and supervisors received initial training of three days which included
research methodology, followed by another seven days during pilot testing. Particular focus was
given to data collectors and supervisors being able to recognise and accurately describe the
anatomy of the female external genitalia. The interviewing technique and the genital inspection
procedure were pilot tested from November 2009 to July 2010 during which 122 completed
control questionnaires were collected. These are not included in the present sample.
6.7

DATA COLLECTION

The method for data collection for study I was face-to-face interviews using structured
questionnaires. The questionnaire was used to collect socio demographic data including
information on schooling. Questions on FGM focused on who made the decision for FGM,
what age the operation was performed and who performed FGM. The questions on decision
making for FGM and treatment of complications where these occurred were framed thus: “If
you have been to the Bondo Bush, who made the decision for you to go?” and “If you did seek
medical care because of complication, who provided the care?” Data collectors were
community development workers employed by CDHR in Bombali and AIM in Lunsar.
Data collection for study I started in November 2009 and finished in January 2010. Supervisors
regularly monitored data collection and data collection forms, to guarantee high quality of data.
At monthly site visits by the research project officer, each data collector and supervisor was
asked to anonymously complete a form of their experiences in data collection or quality control
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of the questionnaires, followed by a meeting of the whole group. In this way, any problems that
occurred could be addressed quickly, and procedures modified, and at the same time, lessons
could be learnt from each other’s experiences.
A total of 335 respondents were interviewed out of the sampled 350 respondents because of
time constraints. The analysis for this study included 310 respondents of the original sample as
25 girls were too young to be included in the study.
In study II, the semi-structured questionnaires were administered though face-to-face interviews
by female health professionals who were known, respected in the community and Bondo
members. Their cadres were MCH Aide, SECHN, and SRN. Supervisors were nursing sisters,
and project oversight and coordination was provided by the district medical officer.
Participants were approached by the data collector and were provided with information about
the study. She explained that participation was optional and would not affect the standard of
care the respondent would receive, nor would it lead to any increased risk. They were told that
the information they provided would remain confidential; that anonymity would be respected as
the data would be analyzed summarily; and that they could withdraw from interview at any
time. Respondents were not given any incentive for participating in the study. Respondents
were included after having given their oral informed consent, and the data collector signed the
questionnaire to indicate consent.
Each questionnaire took approximately 20 minutes to complete. Data were collected over a 7month period in 2006. In total, 300 participants were selected and, of these, 258 decided to
participate in the study.
Data for study III was collected using a questionnaire which had been used in the Sudan78 and
adapted for use in Sierra Leone.
Face-to-face interviews and genital inspections were conducted by data collectors recruited
from amongst MCH Aides, SECHNs, Midwives, Nurses and Sisters. Supervisors were selected
from CHOs, Matrons and Sisters.
Participants were asked for their social and demographic details, pregnancy and childbirth
history, as well as their age at and experience of FGM. Age was assessed on current age and in
cases where respondents did not know their age, a year of birth was estimated from additional
questions on Age at FGM (such as; “How long have you been a member of Bondo?”), year of
marriage, year of first child or age of first child. Education was measured from questions on
school and level at which schooling stopped. Religion and ethnicity were determined by openended questions which were then coded from a comprehensive list on the interview sheet.
Only those respondents who said they had undergone FGM were asked to describe the extent of
cutting using the same of questions used by the DHS on FGM 56. The questions, which were
asked one after each other were: “was the genital area pricked?”; “was flesh removed?”; “was
the genital area sewn closed?” For each question, the response was “Yes”, “No” or “Don’t
Know”.
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All respondents (whether they reported that they had undergone FGM or not) were requested to
undergo a genital inspection by the same woman health professional who had administered the
questionnaire. The inspector was therefore aware of the participant’s self-reported FGM status.
To minimise the risk of observer bias due to this, the data collectors were instructed to describe
the anatomy in a structured way. The clitoris, labia minora and labia major were observed and
recorded if they were fully present, partially removed, or totally absent. Totally absent in this
instance meant every visible part of the organ had been removed. In a subsequent activity, these
anatomical descriptions were classified into WHO types by two researchers (LA & OB).
Completed questionnaires were collected once monthly for the first four months, and then once
every two months thereafter. The data collection period was from October 2010 to May 2012.
Study IV comprised both quantitative and qualitative sections. A structured questionnaire with
open ended sections was used to collect information for study IV and was administered through
interview by three men – all community development workers – from AIM and CDHR. A male
supervisor was assigned to each group.
The open ended sections of the questionnaire covered three main themes: whether the boys
support Bondo and the reasons for their responses; what were the differences between a Bondo
member and a non Bondo member; how they would advise a non-initiated girl regarding joining
Bondo and whether they would marry a non-Bondo member girl.
6.8

ANALYSIS

The data from study I was analysed in Excel and descriptive statistics were used to describe the
data. χ2 was used to analyze differences between proportions for study II, and a P-value below
0.05 was considered significant.
For study III, univariate and multivariate logistic regression analyses were used to calculate
odds ratios with 95% confidence intervals, for possible associations between FGM status and
independent social variables. Age was treated as a continuous variable, while other factors were
grouped into categories as tables show. All variables with p < 0.1 in the univariate model were
included in the multivariable model.
Five questionnaires were excluded from study IV as they were outside of the age range, leaving
70 responses for analysis. For the quantitative data, descriptive statistics (frequencies and
percentages) were used to describe the data. Latent qualitative content analysis was used79,80 to
analyse the data from the open-ended questions. For the qualitative analysis, and to overcome
possible bias of one person, two analysts were used.
The texts were brought together, and statements given in answers which dealt with the same
content were identified and sorted together. The data were all read first independently by the
first author (OB) and a co-researcher (VB). After that, OB and VB met and read the material,
discussed and agreed about patterns emerging in the texts, and thereafter agreed on sub-themes
and themes.
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7 RESULTS
Across studies I – III, a total of 1018 girls and women agreed to participate in these studies
(table III). The age ranged from 10 – 47 years with the lowest average age of 14 years (study I)
rising to 22.4 years (study III). Most respondents were at school or had received some schooling
(63.5%, n=646) with slightly over a third of the respondents having received no formal
education at all (36.5%, n=372). Just under half of the sample of girls and women were from
the Temne ethnic group (49.4%, n=503) with a much smaller proportion from the Mende ethnic
group (10.5%, n=107). Other ethnic groups (Limba, Loko, and Fulah, inter alia) accounted for
40% (n=408) of the sample. Just over half of this sample were Muslims (62%, n=631) and
36.6%, n=373) described themselves as Christian. A total of 14 respondents reported no
religious affiliations. More girls reported that they had undergone FGM (80%, n=898) than
those who had not undergone FGM (20%, n=224).
Data Item
Study I
Study II
Study III
Total number of girls
310
154
554
Age Range
10 – 20
11 – 45
12 – 47
Average Age
14
22.4
School
108
212
52
! No School
20
342
102
! School
Ethnicity
163
293
47
! Temne
2
32
73
! Mende
145
75
188
! Others
Religion
106
195
72
! Christian
192
358
81
! Muslim
12
1
1
! None
FGM (Total=1122**)
189
258
451
! Yes
121
0
103
! No
Reported Age at FGM (&)
5
0
0
! 0–1
23
18
3
! 2–4
66
43
41
! 5–9
112
188
68
! 10 – 14
107
9
69
! 15+
110
18
16
! Don’t Know
Table III: Total number of girls and women in studies 1 - III
(*) Total number for whom there are complete socio-demographic details

Totals
1018(*)
10 – 47
372
646
503
107
408
373
631
14
898
224
5
44
150
368
185
144

(**) Number for whom there is information on FGM status and reported age at FGM
(&) Difference of 2 is from study III where two participants reported that they had undergone FGM but were found not to have
any evidence of FGM on inspection.
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Who decides for initiation? – Article I
Article I reports that the decision for FGM was dominated by females. In 65.1% (n=123) of the
responses, it was females who decided for FGM; in 30.7% (n=58), it was males that decided for
FGM (table IV). We also found that fathers only as decision makers for FGM (n=54) were
mentioned in a similar proportion as mothers only for FGM (n=51). Other decision makers
mentioned were grandmothers (n=39), aunts (n=29), and to a lesser extent, grandfathers (n=2),
guardian (n=3), with joint decisions made by father and mother; mother and grandmother (n=7).
There were two cases where the respondent herself decided for FGM, one was Loko aged 16 –
18 years, and the other was Madingo aged 19 – 20 years.
Our data indicates that more fathers make the decision for FGM for the younger girls (aged 10 –
12) than any other relative (table V), and that mothers make the decision for the older age
groups (13 – 15 and 16 – 18 years). Decision making by grandmothers appear to be more
evenly spread across all the age groups.
Ethnic Group

Frequency

% of all who joined
Bondo (n=190)

Male

Female

Don’t Know

Father only

54

0

0

28.4

Mother only

0

51

0

27.4

Grandmother

0

39

0

20.6

Aunt

0

29

0

15.3

Father & Mother

0

0

6

3.2

Husband

2

0

0

1

Grandfather

2

0

0

1

Others

0

2

1

1.6

Myself

0

2

0

1

Don’t Know

0

0

1

0.5

Total (numbers)

58

123

8

30.7

65.1

4.2

Proportion (%)

100

Table IV– Decision makers distributed by sex and relationship with girl

Age of Participant
Relationship with girl

10 – 12

13 – 15

16 – 18

19 - 20

Father

21

20

13

0

Mother

11

17

21

2

Grandmother

11

13

12

3

Aunt

11

13

4

1

Father & Mother

2

2

2

0

Others

3

2

4

1

Total

59

67

56

7

Table V – Decision makers distributed by relationship and age of participant
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Does medicalization of FGM take place in Sierra Leone? – Article I
Medicalization – the act of FGM performed by health professionals – occurred in 13.2% (n=25)
of cases. This proportion rises to 19% (n=36) if traditional birth attendants who are recognised
and in some instances trained by the modern health system in Sierra Leone are added. FGM
continues to be performed overwhelmingly by the Soweis, the traditional excisor (79.4%,
n=150) (table VI).
Person performing cutting

Health Professional
Doctor

Number
of
responses

Percentage
of cut girls
(n=190)

-

-

Nurse/Other Health Personnel

25

13.2

Traditional Practitioner
Sowei/Traditional Excisor
Traditional Birth Attendant

150
11

79.4
5.8

Aunt

1
1

0.5
0.5

Don’t Know

1

0.5

Other
Nurse & Sowei

Table VI - Distribution of girls and women who have undergone FGM by person performing the cutting

The following key points summarise the main results of Article I:
!

Decisions to perform FGM are made mainly by women

!

Fathers decided for FGM in over a fifth of all cases

!

Fathers seem to be more involved when younger girls are initiated

!

Traditional excisors (Soweis) perform 80% of all FGM operations

!

Health professionals and traditional birth attendants are responsible for slightly under
20% of all FGM operations
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Do FGM-related health complications occur in Sierra Leone? – Article II
FGM-related health complications were reported by 84.5% (n=218) of the 258 respondents. A
total of 31 respondents (12%) reported that they had no problems after FGM and 9 (3.5%) did
not know if they had health related complications after the cutting.
Self reported FGM-related health
complications
Age at FGM

Yes

No

Don’t
Know

Total

2-4

8

4

6

18

5–9

34

8

1

43

10 – 14

105

7

0

112

15+

59

10

0

69

Don’t Know

13

2

1

16

Total

219

31

8

258

Table VII: Self reported FGM-related health complications distributed by age at FGM

The proportion of positive responses to complications is highest for the 10 – 14 age range at
FGM (47.9%, n=105), and the age range with the lowest proportion of reported FGM-related
health complications was 2 – 4 years (3.7%, n=8). A total of 5% (n=13) respondents who
reported FGM –related health complications said they did not know how old they were when
they underwent the operation (table VII).
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If there are health complications, what are they? – Article II
There were 1057 FGM-related health complications reported by 218 respondents. The most
frequent were excessive bleeding (reported by 78.4%, n=171); delay in or incomplete healing
(68.3%, n=149); and tenderness (62.8%, n=137). Tenderness is defined as discomfort or pain
felt when pressure is applied to the part. Fever was reported in 100 instances by respondents
(45.9%) suggesting a more severe infection.
Puberty generally begins for girls between the ages 10 and 11 years often with the growth of
pubic hair, and the development of breasts. In many of the ethnic groups in Sierra Leone, these
changes are recognised in a girl with comments from older women family members such as,
“Now you are standing on both feet”. Given the physical differences and cultural recognition of
this age, we decided to closer examine the type of complications that were reported when age at
FGM was before or during 10th year and after 10th year revealed that 41% of those who had
FGM performed before or during their 10th birthday reported fever compared with 24.1% of
those with FGM performed after their 10th birthday (p<0.03) (table VIII).
Complication

Age at FGM
p-value
Numbers
(Percentages in parentheses)
<=10 (n=58)
>10 (n=87)
4
38
Shock
<0.01
(6.9)
(43.7)
25
42
Bleeding
0.54
(43)
(48.3)
24
21
Fever
<0.03
(41.4)
(24.1)
8
19
Urine Retention
0.22
(13.8)
(21.8)
14
23
Fainting
0.76
(24.1)
(26.4)
18
52
Swelling
<0.01
(31)
(59.8)
12
23
Tears
0.42
(20.7)
(26.4)
32
41
Wound
0.3
(55.2)
(47.1)
7
16
Wound Infection
0.3
(12.1)
(18.4)
Table VIII: Different types of complications reported by age at FGM by two categories: ≤10 years and >10 years
(respondents who did not know age at FGM are excluded)
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Who provides treatment for FGM-related health complications? – Article II
In this sample, treatment for FGM complications was provided by a traditional healer in 88
cases (48.9%); a Sowei, the traditional excisor in 74 cases (41.1%); and a nurse/sister in 13
cases (7.2%). A traditional healer is defined as one who uses knowledge, skills and practices
indigenous to his or her culture to diagnose treat and improve physical and mental health.
Traditional birth attendants accounted for the treatment of 5 (2.8%) girls. (n=16) of cases.
Table IX shows the distribution by of caregiver by age at FGM (before and after 10 years of
age).
Age at FGM <10 years
(n=34)
Age at FGM >=10
years (n=146)

Sowei*

Nurse/Sister

TBA

18
(52.9)
56
(38)

5
(14.7)
8
(5.4)

1
(2.9)
4
(2.7)

Traditional
Healer*
10
(29.4)
78
(53.1)

Table IX: Type of caregiver distributed by category of age at FGM – frequency
(percentages in parentheses)
** Although the chi square test gave a p-value of 0.05, this result should be treated with caution as low numbers
used in the statistical calculation make the results unreliable.

The following key points summarise the main results of Article II:
!

Complications were reported by 84.5% (n=218) of the sample

!

Immediate complications were the most common: excessive bleedings, delay in or
incomplete healing, tenderness and fever

!

Fever was significantly more often reported in girls who had undergone FGM before
10 years of age compared with girls who had undergone the procedure later

!

A total of 82.5% (n=180) of those with FGM-related health complications sought
treatment

!

Treatment was sought from a traditional healer by 88 girls (48.9%); from a Sowei, the
traditional excisor by 74 girls (4.1%); from a nurse/sister by 13 girls (7.2%); and from a
TBA by 5 girls (2.8%).
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What forms of FGM exist in Sierra Leone? – Article III
From the observed anatomical genital alterations, we found eight different types of
combinations of alterations to the external genitalia which were classified into three different
types of FGM according to the WHO classifications types Ib, IIb and IIc.
A total of 143 respondents (31.7%) had a form of FGM that involved removal of the clitoris
with the prepuce. This is equivalent to type Ib according to the WHO FGM classification.
Where the clitoris and/or labia minora was partially removed or absent was found in 64.1%,
(n=289) respondents, corresponding to type II. Type IIc was found in 4.2% (n=19) of cases, the
clitoris being absent and the labia minora partially or totally removed and the labia majora
partially removed. From the results on genital inspection, we note also that more organs (clitoris
and labia minora) were totally absent than partially removed.

Table X to be inserted here

Table X: Forms and types of FGM derived from observed anatomical description of clitoris, labia minora and
labia majora
**taking 451 as denominator
***number of FGM from genital inspections
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Table XI provides results of univariate and multivariate logistic regression analysis for the
outcome variable FGM. In both models, increasing number of previous pregnancies, rural
residency, religion (Islam), being married and illiterate are factors associated with higher
prevalence of FGM. In the univariate model there was an association between increasing age
and FGM, but this was not significant in the multivariate model.

Univariate
(95% CI)
1.05 1.14***

Age
Number Previous Pregnancy

1.59

1.30

1.94***

1.41

1.03

1.93*

Residency

1.61

1.05

2.47*

1.98

1.21

3.22**

0.97

0.64

1.49

Civil Status: Married (Ref.)
Single
Others

0.31
0.39

0.20
0.10

0.48***
1.53

0.55
0.63

0.32
0.14

0.93*
2.91

Religion

2.09

1.36

3.21**

2.09

1.28

3.39**

Education: Illiterate (Ref.)
Primary
Junior Secondary
Senior Secondary
Tertiary

0.75
0.25
0.16
0.68

0.35
0.14
0.82
0.22

1.60
0.45***
0.33***
2.15

1.00
0.48
0.31
0.97

0.45
0.25
0.14
0.30

2.20
0.92*
0.66**
3.12

Ethnic Group

a

OR
0.99

Multivariable
(95%CI)
0.92 1.07

OR
1.10

*p<0.05 **p<0.01 ***p<0.001
A Ethnicity tested both by each ethnic group and Temne compared to all others, both tests not significant
All variables with p<0.1 were included in the multivariable model

Table XI Results of univariate and multivariate logistic regression analysis for the outcome variable FGM
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Anatomical descriptions of alterations in vulva following genital mutilation show three
combinations of cutting extent to be the most common (table XII). These are “clitoris absent,
labia minora and labia majora present” – referred to as Combination 1 (n=129, 28.6% of all
cutting combinations, type Ib); “clitoris absent, labia minora partially removed and labia
majora present” - referred to as Combination 2 - (n=124, 27.5% of all cutting combinations,
Type IIb); and “clitoris absent, labia minora absent, labia majora present” – referred to as
Combination 3 - (n=149, 33% of all cutting combinations, type IIb).
Combination 1
Type Ib (n=129)

Combination 2
Type IIb
(n=124)

Combination 3
Type IIb
(n=149)

Age at FGM
2=2–4
2 (1.6)
1 (0.8)
0
3=5–9
12 (9.3)
15 (12.1)
10 (6.7)
4= 10 – 15
74 (57.4)
43 (34.7)
48 (32.2)
5 = 15+
20 (15.5)
38 (30.7)
39 (26.2)
6 = Don’t Know
20 (15.5)
27 (21.8)
52 (34.9)
7=
1 (0.8)
0
0
Residency
1= Rural
43 (33.3)
42 (33.9)
76 (51)
2= Urban
86 (66.7)
82(66.1)
73 (49)
Ethnic Group
1=Fulah
10 (7.8)
9 (7.3)
6 (4.3)
2=Kissi
1 (0.8)
0
1 (0.7)
3=Kono
3 (2.3)
5 (4)
9 (6)
4=Korankoh
5 (3.9)
7 (5.7)
5 (3.4)
5=Krio
0
0
2 (1.3)
6=Limba
6 (4.7)
19 (15.3)
30 (20.1)
7=Loko
1 (0.8)
2 (1.6)
1 (0.7)
8=Madingo
7 (5.4)
0
1 (0.7)
9=Mende
19 (14.7)
19 (15.3)
13 (8.7)
12=Susu
2 (1.6)
0
5 (3.4)
13=Temne
72 (55.8)
63 (50.8)
75 (50.3)
14= Yalonka
3 (2.3)
0
1 (0.7)
Religion
1=Christian
37 (28.7)
48 (38.7)
47 (31.5)
2=Muslim
92 (71.3)
75 (60.6)
102 (68.5)
3= Neither Christian nor Muslim
1 (0.8)
0
Education
1=Never Been
62 (48.1)
44 (35.5)
68 (45.6)
2=Up to Primary
23 (17.8)
24 (19.4)
30 (20.1)
3= Up to JSS
36 (28)
34 (27)
27 (18.1)
4= Up to SSS
7 (5.4)
11(8.9)
14 (9.4)
5= Up to Tertiary
1 (0.8)
11 (8.9)
10 (6.7)
Table XII: Three most frequent combinations of anatomical description alterations
versus socio-demographic factors

Combinations 1 and 2 are twice as likely to occur among those girls living in urban than
among girls living in rural settings. Combination 3 had nearly equal numbers of girls from
both rural and urban settings. Combination 3 seems favoured amongst the Limba ethnic group
compared to the other types, whilst all combinations appear to be in similar numbers for the
Mende and Temne ethnic groups.
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Do girls and women know the extent of genital cutting that takes place? – Article III
The DHS questions on FGM were used to ask participants about their FGM status and the
extent of cutting that had been performed during the operation. The questions were asked only
of those participants who reported (who answered YES) that they had undergone FGM, and the
questions were asked one after the other.
A total of 449 respondents (81%) reported that they had undergone FGM (positive FGM status).
Most girls and women in this sample (87.1%, n=391) answered that flesh had been removed
from the genital area, whilst 373 participants (83.1%) answered that the genital area was not
pricked. A total of 394 (87.8%) answered that the genital area was not sewn closed. For each
question on cutting extent, slightly over 10% of the sample reported that they did not know the
answer to the question (table XIII).

Anatomical Description
Genital Area Pricked/Nicked
Flesh Removed
Genital Area Sewn Closed

YES
12 (2.7)
391 (87.1)
5 (1.1)

Distribution – frequency (%)
NO
Don’t Know
373 (83.1)
64 (14.3)
9 (2)
49 (10.9)
394 (87.8)
59 (11.1)

Total
449 (100)
449 (100)
449 (100)

Table XIII: Self reported anatomical description using DHS FGM questions

What is the level of agreement between reported & observed FGM status? – Article III
The level of agreement between reported and observed FGM status is high as 81% (n=449)
participants reported some form of FGM. On genital inspection, there was evidence of FGM
among 81.4% (n=451) participants, giving a 99.6% level of agreement between reported and
observed results for FGM status.
Similarly, 19% (n=105) reported that they had not undergone FGM and in 103 cases (18.6%),
there was no evidence of FGM on inspection.
Two participants reported that they had undergone FGM but were found not to have any
evidence of FGM on inspection.
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Can DHS FGM module responses be used to determine FGM type according to WHO
classification? – Article III
From the results, we see that it is not possible to relate the responses from the DHS questions
directly to the WHO type. Whilst participants answered the DHS FGM questions correctly that
flesh was removed, it was discovered on inspection that flesh removal covered two forms of
type Ib, four forms of type IIb, and two forms of type IIc (table XIV).
Table XIV to be inserted here

Table XIV: Observed anatomical description versus respondents’ answers to DHS FGM questions describing
operation performed on external genitalia: area pricked, flesh removed or area sewn closed

The following key points summarise the main results of Article III:
!

On genital inspection, it was determined that 451 respondents had undergone FGM and 103
had not, giving an FGM prevalence rate of 81.4%.

!

Three forms of FGM were identified from observations: type Ib (31.7%); type IIb (64.1%);
and type IIc (4.2%)

!

Increasing number of previous pregnancies, rural residency, religion (Islam), being
married and illiterate are factors associated with higher prevalence of FGM

!

Using DHS FGM questions, girls and women correctly report whether they have undergone
FGM, but cannot accurately describe the cutting extent

!

High level of agreement between reported and observed results for FGM status – 99%

!

DHS FGM module responses are not useful for determining FGM type according to WHO
classification

43

What do adolescent boys know about and view the initiation ceremony into Bondo membership
which includes FGM? – Article IV
Do adolescent boys know whether males and females face problems from joining Bondo? – Article IV

More than one third (34.3%, n=24) of adolescent boys reported that females face problems
from Bondo/FGM, even though a majority did not report female problems. Almost one out of
five (17.1%, n=12) reported male problems due to FGM, but 62% did not know. When asked
specifically if males faced problems as a result of FGM, 11.4% (n=8) of respondents
answered in the affirmative (table XV).
Yes

No

Females face problems?

Questions: Do

24 (34.3%)

43 (61.4%)

Don’t Know
3 (4.3%)

Males face problems?

12 (17.1%)

14 (20%)

44 (62.9%)

Males face sexual?

8 (11.4%)

17 (24.3%)

45 (64.3%)

Table XV: Responses to questions do males and females face problems from joining Bondo?

What problems do adolescent boys cite that males and females face from joining Bondo? – Article IV

Problems faced by females focused on the potential adverse health effects of FGM, citing
excessive bleeding, fainting and death. Bondo initiation/FGM was problematic for males
because it was a waste of money and farm produce, which led to poverty and debt for families.
The boys also reported that males face pressure from women to endorse the practice; that they
(males) are dissatisfied with sex with a Bondo member compared to sex with a non-Bondo
member; and that they also have to answer questions if girls die in the Bondo Bush (table XVI)
Types of problems females face from FGM

Total per
problem
(%)
11 (29.0)
10 (26.3)
9 (23.7)
2 (5.3)
2 (5.3)
1 (2.6)
1 (2.6)
1 (2.6)
1 (2.6)

Bleeding
Fainting
Death
Urine retention
Swollen stomach
Shock
Infertility/Barren
Paralysis
Drowning in river
Types of problems males face from FGM
Waste of money and farm produce, misuse of money, run up debts
9 (42.9)
Lose daughters
2 (9.5)
Drop out from school, no money
2 (9.5)
Curse on you, pay fine if too close or caught snooping in Bush
2 (9.5)
Sexual dissatisfaction
1 (4.8)
Pressure from women to endorse practice
1 (4.8)
Poverty
1 (4.8)
Men suffer problems
1 (4.8)
Men answer questions if girls die
1 (4.8)
Family conflict, some agree, others don’t
1 (4.8)
Table XVI: Types of problems females and males face from FGM
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Numbers represent frequency a problem is mentioned

Do adolescent boys think joining Bondo is a good or bad practice? – Article IV

Most of the boys think joining Bondo is a bad practice (69.6%, n=48), whilst 26.1% (n=18) felt
joining Bondo is a good practice. Three boys (4.3%) did not know whether joining Bondo was a
good or bad practice.
What responses did the boys give about whether joining Bondo is a good or bad practice? – Article IV

The four most frequent reasons cited for Bondo initiation/FGM being a bad practice were that it
negatively affects the health of girls and women; it is a waste of resources, particularly time and
money; it is not required by any of the holy books, and it s a human rights discriminatory
practice which also affects the education of girls. The three most frequent reasons given why
Bondo initiation/FGM is a good practice were that it is part of the culture; being initiated and a
member of Bondo avoids stigmatisation for both the girl and her (future) husband; and it is
permissible if the girl is over 18 years of age (table XVII).
Responses to why it is a good practice
It’s our culture
Avoid stigmatisation
FGM good if girls are grown up or past 18 years of age
Respect and Acceptance – in community, recognised as woman
The girls are well dressed
My mother is a Sowei
Accepted by Islam
Because I/our parents think /say so
Circumcision brings people together
Total Number of positive responses

Number (%)
7 (31.8)
4 (18.2)
4 (18.2)
2 (9.1)
1 (4.5)
1 (4.5)
1 (4.5)
1 (4.5)
1 (4.5)
22

Responses to why it is a bad practice
Health of girls is affected: infertility, maternal and child mortality and
15 (27.3)
other complications at delivery, risk of HIV/AIDS, death
Waste of resources, time and money
13 (23.6)
Not required by Holy Books
9 (16.3)
Others – no gain, wicked practice, should not be compulsory
6 (10.9)
Affects the education of girls
4 (7.3)
It’s a human rights discrimination, especially the violence and torture of
4 (7.3)
girls
Girls are cut at less the age they should be
3 (5.5)
It exposes girls to early sex and teenage pregnancy
1 (1.8)
Total Number of negative responses
55
Table XVII: Reasons given why joining Bondo is a good or bad practice
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Would you marry a girl who is not a Bondo member? – Article IV

When asked whether they would marry a girl who is not a Bondo member (and therefore not
undergone FGM), a total of 61.4% (n=43) adolescent boys reported that they would, with
37.1% (n=26) stating that they would not. Reasons given for and against marrying a non-Bondo
member are shown in table XVIII.
Reasons given for marrying a girl who has not been cut
Number (%)
She’s natural, healthy, pleasant to have sex with
17 (36.2)
She won’t suffer adverse health consequences, around the cutting and around child birth
10 (21.3)
Circumcision is not a relevant criterion for marriage – it matters if I love her
7 (14.9)
I am not a Society member, it does not matter to me
4 (8.5)
She’s not been cut and is therefore obedient to God
3 (6.4)
An uncut girl is less expensive [to marry]
3 (6.4)
I have the practice for I know what goes on
2 (4.2)
She’s not sealed
1 (2.1)
She’ll be better educated
1 (2.1)
I don’t have money to initiate her
1 (2.1)
Don’t Know
1 (2.1)
Total responses
50
Reasons given for not marrying a girl who has not been cut
Stigma – not common to marry an uncut girl in this community
14 (56)
Cannot sponsor her circumcision
3 (12)
Girls who have not been cut are not clean
2 (8)
Discourage early initiation of other girls
1 (4)
They don’t know how to manage their homes
1 (4)
They don’t know how to live with their husbands
1 (4)
They don’t know how to behave well and can’t cook properly
1 (4)
She has not reached the age for giving birth
1 (4)
She should not be married
1 (4)
Total responses
25
Table XVIII Reasons given for marrying or not marrying a girl who has not joined Bondo/undergone FGM

Our results indicate that the educational level of the boy affects his response. From table XIX,
we see that more boys with education (76.7%, n=33) would marry a non-Bondo member girl
than boys with no education (23.2%, n=10). There were also more boys in secondary and
tertiary education stating they would marry a non-Bondo member girl (46.5%, n=20) than boys
in primary education (30.2%, n=13).
Yes

No

Don’t
Know

Total

33 (76.7)
10 (23.3)
43
School Total
13 (30.2)
9 (34.6)
0
22 (31.4)
Primary
20 (46.5)
10 (38.5)
0
30 (42.9)
Secondary/Tertiary
10 (23.3)
7 (26.9)
1 (1.4)
18 (25.7)
No Education
43 (100)
26 (100)
1 (100)
70 (100)
Total
Table XIX: Marrying a girl who has not undergone FGM/joined Bondo distributed by educational status
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What is the difference between a girl who is a Bondo member and one who is not a Bondo
member? – Article IV
Just under a third of the adolescent boys reported that they saw no difference between a Bondo
and non-Bondo member (28.2%, , n=20), whilst others cited new behaviours and skills, as well
as a change in position, value and status which Bondo member girls attain over non-Bondo
member girls (table XX).
Response
Frequency (%)
No difference
20 (28.2)
Belonging, behaviour and appearance
11 (15.5)
Position and value in society – status, respect
10 (14.1)
Movement and membership: girls can enter Bondo Bush and
9 (12.7)
meetings
Avoid stigmatisation and can secure marriage
9 (12.7)
Affects sexual and reproductive health of girls or lack of
6 (8.4)
sexual satisfaction for girls
Don’t Know
6 (8.4)
TOTAL
71
Table XX: Responses to difference between a Bondo member and non-Bondo member

What advice would you give a non-Bondo member girl about joining Bondo? – Article IV
When asked what advice they would give a non-Bondo member girl, a total of 37.1% (n=26)
adolescent boys reported that they would advice her not to join Bondo; 24.3% (n=17) would
advise her to wait until she is 18 years of age; and 12.9% (n=9) would advise that she gets an
education instead. Eight boys (11.4%) reported they would advise a girl to become a Bondo
member (table XXI).
Advice

Frequency (%)

Don’t join
26 (37.1)
Wait until 18 years of age before joining
17 (24.3)
Girls should get an education
9 (12.9)
Children should not be cut
5 (7.1)
Girls should decide for themselves
2 (2.9)
Other advice included:
16 (22.9)
Girls should get an education instead
Babies should not be cut
Girls should decide themselves
Join
8 (11.4)
Don’t Know
3 (4.3)
Total
70
Table XXI: Advice to a non-Bondo member girl about joining Bondo
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The following key points summarise the main quantitative results of Article IV
!

More than a third of boys (34.3%, n=24) reported complications such as bleeding,
fainting and death from FGM

!

Almost a fifth (17.1%, n=12) reported male problems due to FGM

!

Most boys (69.6%, n=48) thought that Bondo was a bad practice because of FGM

!

The majority of boys (61.4%, n=43) reported that they would marry a non-Bondo
member

!

Slightly under a third of boys (28.3%, n=20) reported they saw no difference between a
Bondo and a non-Bondo member

!

A total of 37.1% (n=26) boys would advise a girl to not join Bondo whilst 24.3% (n=17)
would advise a girl to join Bondo
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New finding from boys’ views on Bondo from qualitative analysis

In the boys’ answers, several patterns of their views of Bondo were identified, all showed in
sub-themes under each part of the processes of “Becoming” a Bondo member; the state of
“Being” a Bondo member, and the state of “Belonging” to the Bondo Society. The boys’
accounts described how they not only saw the girls, but how they and other family members
were affected by these various stages of Bondo membership (figure IV).
Main Categories
1. Becoming

Sub-categories
1.1 Recognising a change is underway

2.

1.2 Realising various burdens on girls and their families
2.1 Admiration of new status conferred on girl

Being

2.2 Pride in newly attained skills and behaviours
2.3 Respect for new value conferred on girl
3.

Belonging

2.4 Economic and resource threat to boys and their families
3.1 Recognise new access, position and protection woman has through membership
3.2 Feelings of resignation that there is nothing they can do against the women’s new belonging
3.3 Fear of stigma if marry a non-Bondo woman
3.4 Fear that non-Bondo woman would have limited access in Society
3.5 Frustration that men have no access to Bondo Society

Figure IV: Representation of the Bondo Society from Adolescent Boys’ views depicting processes
of Becoming, Being and Belonging

1. Becoming a Bondo Society Member
1.1 Recognising change is underway
The process of membership starts when a girl enters the Bondo Bush. The boys recognise that
the girls are “Becoming” by registering a change in how the girls behave. They expect to see a
change in the behaviour and set of skills the girls will learn during their time in the becoming
process.
“Bondo member girls can sing and dance” (Aged 13)
“[Bondo member girls] know how to treat their husbands” (Aged 19)
1.2 Realising different burdens on boys and girls
Different kinds of burdens or concerns were expressed by the boys at the “Becoming” stage.
The boys talked about the financial burden they incur in the becoming process. The boys were
concerned that the economic cost of the becoming process fell on the family and them and this
was high. It was ultimately they – young men – who had to pay these costs which could
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potentially lead to debts and the misuse of family resources – particularly the misuse of farm
produce which had just been harvested and was expected to see the family well into the dry
season when food was scarce.
If a girl is not yet a Bondo member, “the economic responsibility of her initiation will be
mine” (Aged 15)
“…the income and other family resources given for initiation” (Aged 20)
The boys are saying that initiation costs a lot of money at the Becoming Stage: a fee has to be
paid to Sowei and money for food or actual foodstuffs have to be handed over to the Sowei to
look after the girls at this Becoming Stage, whilst they are in the Bush.
The boys talked about how the becoming process risks and burdens the girls’ health and well
being. They were particularly concerned about the negative health consequences of the actual
genital cutting. They said that the girls do not regain their normal health after cutting, and said
that girls experienced complications such as problem during childbirth, fearing that some of
these could be permanent or lead to death.
“[There are] complications during child birth and after initiation” (Aged 16)
“In the initiation ceremony, they are risking the life of the initiate. [This can] lead to death
and permanent health problems” (Aged 16)
The boys have heard accounts of some of the violence which takes place in the Bondo Bush
during the “becoming” process from mothers, sisters, and other female relatives.
“[I would advice a girl to] be careful and respect those in Society otherwise, you will have a
hard time when you join [Bondo]” (Aged 13)
“[Girl] children are beaten, tortured during initiation” (Aged 14)
The boys explained how the becoming process affects their sex life. They were concerned that
the girls would experience pain during sex and discomfort; whilst they (the boys) would not
find sex with a girl who was a Bondo member as pleasant as with a girl who was not.
“Non-Bondo girls are natural, healthy and more pleasant to have sex with” (Aged 20)
“Bondo girls sometimes bleed during sex” (Aged 17)
2. Being a Bondo Society Member
2.1 Admiration of new status conferred on girl
The “Being” process is a public recognition of the girl as a woman and where the boys and the
community see the girls with admiration, pride and respect. The girls’ status has changed from
a girl to a woman and therefore is deserving of more respect. The boys further described one
who has been through the process of being as “one who has reached the age for giving birth”
(Age 13).
2.2 Pride in newly attained skills and behaviours
The boys imbue the girls with new skills, for she can now “manage her home”; in behaviour
and manner the girl is considered to be “well disciplined”. The boys express admiration, pride
and respect for girls who have “become” a Bondo Society member.
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2.3 Respect for new value conferred on girl
The boys reported they (and the larger community) now not only recognise that the status of the
female has changed from a girl to a woman, but also this new “being” that the Bondo woman
has attained: she now not only knows how to behave, but also has new skills for use particularly
in the home environment. A new value of respect is conferred on this new “being” Bondo
Society member.
“Bondo girls believe they are clean, and therefore deserve more respect” (Aged 20)
“Non Bondo girls do not know how to manage their homes” (Aged 15)
2.4 Economic and resource threat to the boys' and girls’ families
Boys saw the act of “Being” as a source of threat to the finances and other resources, and these
resources inevitably has to be paid for by boys (who want to marry a girl) or the fathers of the
girl’s family. In the latter case, this financial expenditure is expressed by the boys as a threat to
the well being and sustainability of the family of the girl who has newly become a member of
the Bondo Society.
“Bondo ruins homes and wastes farm produce” (Aged 15)
“[it takes] a lot of expenses to put an uninitiated girl into Bondo” (Aged 14)
The boys are also saying that initiation costs a lot of money at the Being Stage: when the girls
leave the Bush and go home, there is a feast, presents, and new sets of clothes for the girl. These
are additional costs that must be borne by families and any man who wants to marry the girl.
3. Belonging to the Bondo Society
3.1 Feeling a new respect for access, position and protection woman has through membership
The boys report that the “Belongingness” of the girls to the Bondo Society is one of the biggest
differences they notice. Now, they reported, these girls as Bondo women can attend and
participate in all Bondo ceremonies, occasions and activities, and they can go to the Bondo
Bush. It would seem the men recognise the new access the girls have into the Bondo Bush and
meetings, something which they do not have, and may feel threatened by the level of protection
members are afforded by the Society.
“Bondo Society women can attend ceremonies and occasions” (Aged 13)
“Bondo Society girls can participate in all Bondo activities and can go to the Bondo Bush”
(Age 13)
The contrary is true for girls who have not joined Bondo. The boys also talked about the
ostracisation and stigma that girls who are not Bondo members face to reinforce their comments
that not only are Bondo members seen as belonging and therefore accorded more respect in the
community, but also there is punishment meted out to those who do not belong. The boys
describe how non-Bondo member girls are mocked and called “Gburka”- a derogatory term in
Temne meaning “uncircumcised”.
“Girls who do not belong to the Bondo Society are mocked and are called “gburka”” (Aged
19)
“Non Bondo girls are discriminated against in the community and do not get secure
marriages” (Aged 13)
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3.2 Feelings of resignation that there is nothing they can do against the woman’s new
belonging
The boys expressed their views on Bondo within a context of some resignation. “This is our
culture”, “This Bondo is a cultural way of life for women”, were some of the comments within
which the boys gave their views on the Bondo Society.
As well as this general resignation, those boys who gave reasons for Bondo being a good
practice said that it is because society demands that girls should become Bondo members.
Joining Bondo was viewed by some boys therefore as a requirement of Society, the girls have to
join, “otherwise the community will not respect them [the girls]”, the boys reported.
3.3 Fear of stigma if marry a non-Bondo woman
Non-Bondo women occupy the same social position as men as those in the community who
have no access and are forbidden from knowing or participating in anything to do with the
Bondo Society. The boys were also concerned that their future non Bondo wives not have
access to things Bondo, and would also be restricted from attending other cultural meetings in
the community which do not involve Bondo on the basis of their not being Bondo members.
The boys described that “society will think of me as an unclean husband if I marry a nonBondo woman” and “the community will provoke me and laugh at me and my wife if she does
not belong to the Bondo Society”. This lack of respect will be meted out to men by community
members if they marry a non- Bondo member and they will be made to feel ashamed.
“Non Bondo girls face shame and are deprived from attending cultural and social
celebrations” (Aged 13)
“Bondo girls escape the stigma that non Bondo girls experience” (Aged 13)

The following key points summarise the main qualitative results of Article IV:
!

Qualitative analysis of responses identified stages of the initiation ceremony: “Becoming,
Being and Belonging”
!

At “Becoming” – where FGM is performed, boys saw economic burdens for boys and
health burdens for girls, and expressed concern for violence girls experience, negative
effects FGM has on sexual relationships

!

At “Being” boys conferred a new status and respect on girls, this confirmed through public
celebration

!

At “Belonging”, boys lamented their lack of access to the Society, were proud of new skills
and value the girl now has
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8 STRENGTHS AND LIMITATIONS
In the three studies which interview girls and women, there are more girls in the 10 – 20 age
range than in the older age ranges, so that these sampled do not represent the entire population
of girls and women in Sierra Leone.
Efforts were however made to remove the influence of systematic error through simple random
sampling in Studies I and II, thus we consider the study sample to represent girls in the given
age range in the communities studied.
Study I geographically represents girls and women in the studied areas whilst study III’s
population is more likely to represent girls and women in the population who are at risk to
suffer from obstetric fistula.
In study II, the sample includes only clinical attendees, none of whom had presented at the
health facility for FGM-related complications and excludes girls and women who do not
typically attend such clinics. In addition, the most disabling and fatal complications are not
recorded in this study as our results show the respondents focussed on immediate or short term
complications. As a result, our result for FGM prevalence in study II is higher (100%) than the
national prevalence from SL DHS 2008 (93.1%) as the SL DHS covers more areas in the
country as well as ethnic groups not known to perform FGM, the Christian Krios.
In study III a selection bias may have been introduced as controls were matched with fistula
cases. The matching may have meant that younger rather older women attending clinics were
captured: 90% of the participants in this study were 25 years old or less. Older women who are
likely to have undergone FGM were no longer either attending ANC clinics or not represented
in this sample. The effect of this may be reflected in the FGM prevalence being lower in this
study (81.4%) compared to the latest FGM prevalence from SL MICS 2010 (88.3%) 64.
For study III, although the sample comprised matched controls of fistula cases, the women were
healthy, pregnant women attending ante natal care in settings with good antenatal care coverage
and were from all parts of the country representing all ethnic groups. This sample is also likely
to represent girls and women in the population who are at risk to suffer from obstetric fistula
and gives a good picture of the situation for women within the reproductive age in Sierra Leone.
The boys in study IV were mostly students between the ages of 13 and 18 years, and whilst this
sample is not representative, the selection of participants from Districts gave the possibility of
variation in responses.
Overall, the four studies give valuable insights to FGM and the processes surrounding the
practice that are valid in other parts of Sierra Leone today.
These rich results may be attributed to the culturally sensitive design of the studies which were
developed over a period of time through a series of training sessions, role plays as well as pilot
studies. Training was comprehensive and covered research methods, covered evidence, choice
of research design based on objectives of the research.
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During training sessions, presentations were made on how to develop a research question, the
choice of methods and concepts in health research such as the importance of significance, bias
and confounders were introduced. For study III, a presentation and discussion on the case
control study method and various measures of association followed.
Review of the Informed Consent Form produced written texts in English and Krio (all studies)
and oral versions in Limba (study III only), Mende (study II only) and Temne (all studies) (see
appendices I - IV).
We discovered during study II that it was not possible, given the time constraint, to train data
collectors so that they could consistently and accurately report on the extent of cutting or
describe the external genitalia.
Armed with this experience and information from study II, we realised that for study III, the
skills of the data collectors and supervisors who collect data were critical to ensure the integrity
of the data. Given that the study specifically aimed to determine forms of FGM in Sierra Leone
from reports of genital inspections, it was important that the interviews were not only conducted
according to the questionnaires but that the genital inspections were performed in a sensitive
manner, using procedurally correct measures in order to ensure high quality of, and ultimately
dependence on the data. Therefore for this study, training on genital assessment was
comprehensive and began with a pre-test of each team member’s knowledge of the female
external genitalia. A lecture on the anatomy of the female genitalia was conducted, and
participants were trained on how to conduct a genital inspection, with questions and
clarifications given as necessary. Every participant was then given a post-test to see whether
she/he could identify the anatomy of the female external genitalia using a model and a series of
pictures of cut and uncut genitalia. In-depth, on the spot training on the female external genitalia
continued during regular site visits and as new research team members were recruited.
For all the studies, a learning process was built into the data collection process through close
and regular follow up and monitoring of the data, the collection process and the experiences of
the data collectors.
For all studies also, the use of local-language speakers might account for the high response rate
for all the studies (there were four refusals for the genital inspection in study III, and two
refusals to participate in study IV).
Another reason for the rich results for study IV is that the questions which elicited the views of
the boys were posed in a variety of ways which added depth to their responses. The boys were
asked whether FGM/joining Bondo is a good or bad practice and the reasons for their responses;
their views on differences between a Bondo member and non-Bondo member girl; how they
would advise a non-Bondo member girl about becoming a member; and whether they would
marry a non-Bondo member girl and the reasons for their answer.
8.1

SELECTION BIAS

An inherent limitation conducted exclusively in clinical hospital settings is that the population
studied may not accurately reflect the population of girls and women nationwide, thus giving
rise to admission bias. We do not however believe that the relation between those with FGM
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and those without FGM is different for those who participated in the studies (I – III) and those
who were theoretically eligible but did not participate.
8.2

RECALL BIAS

Evidence from literature on recall bias shows that memory can be unreliable in two ways:
details of the experience may not be noticed or stored in memory; or information may be added
later if memories are “rehearsed” where events are recalled by thinking or talking about them
and then stored in memory again81. The latter makes it easier to recall memories, and not
rehearsing a memory for a long time can make it difficult or impossible to retrieve. It is possible
also that this rehearsal can “contaminate” the original memory, where other new facts are added
as the event is embellished, made more socially acceptable to fit what the respondent believes
the interviewer wants to hear.
The use of self-reported responses from interview-based data means we depend on the
respondent’s ability to remember accurately the events surrounding when FGM was performed.
This ability is particularly important for studies II where respondents reported on FGM-related
health complications and health treatment seeking behaviours; and study I where respondents
were asked who made the decision for FGM/joining Bondo and who performed FGM. Errors to
these outcomes are likely if survey respondents systematically under report or over report, and
we cannot know definitely which outcome prevails or if these two possibilities cancel out each
other.

8.3

INFORMATION BIAS DUE TO MISCLASSIFICATION

The misclassification of a disease or exposure status (in this case FGM type) is one possible
source of information bias. In study III, a total of eleven control sites across five districts were
used to collect the data. Genital inspections were conducted by trained staff at these centres who
were from a variety of health professionals ranging from District Health Sisters to Maternal and
Child Health Aides, which means that their health education level and anatomical knowledge
was quite different. Our concern was that given their different educational levels, skills and
anatomical knowledge, there was the likelihood of them recording genital alterations differently
from each other. This would create a bias in the results of the genital inspections.
A systematised approach to the process of genital inspection and recording was therefore
instituted. Apart from the in-depth training which had already taken place, site visits were
organised to each centre where Data Collectors went through a quality assurance process to
make sure that the genital inspections were conducted in the agreed, systematised manner.
Regular follow up training and on-the-spot checks were conducted during site visits.
8.4

OTHER LIMITATIONS

The design and methodology of the questionnaire used for study I did not aim to address the
whole decision making process. Specifically, we did not ask where the cutting had taken place.
However, we see from our results that FGM is performed by the traditional excisors – the
Soweis – and therefore in the Bondo Bush as part of the initiation ceremony for membership.
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The results from study I tell us who the girls believe made the decision for FGM/joining Bondo.
The results do not in fact tell us who made the decision nor do they capture any decisionmaking process which may have preceded the decision.
For insight into the decision making process, a study design would have to include parents and
possibly other family members who the girls report as decision makers for FGM. Such a study
would be richer if it were qualitative as this would not only corroborate the girls’ responses but
could include a deeper investigation into the process and reasons for the decision that was made.
Such a study would also give an indication of recall bias as the girls’ responses could be
checked using the answers of the parents and other family members.
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9 DISCUSSION
There has been little research evidence on the topic of FGM in Sierra Leone. Results from
Studies I – III are particularly interesting since the respondents are the ones primarily affected
by FGM: the girls and women themselves. Our findings in these three studies are in agreement
with other studies which show that most girls continue to undergo FGM around the onset of
puberty. If we assume that participants who “Didn’t Know” their age of FGM underwent the
practice at an age too young to recall, then this proportion of girls could be added to the
proportion of girls who reported they underwent FGM before the age of five. We have explored
the decision making process as seen from the girls’ and women’s perspective, their experiences
of FGM and health-related complications they say they experience as a result.
From data on genital inspections systematically recorded, it has been possible to determine the
prevalence and typology of FGM. Logistic regression analysis for FGM indicate that increasing
number of previous pregnancies, rural residency, religion (Islam), being married and illiterate
are factors associated with higher prevalence of FGM, with a positive association between
increasing age and FGM in the univariate model.
We were able to compare self reports of FGM status with clinically determined data on
anatomical description, which in turn enabled us to assess the accuracy between self-reported
and clinically observed FGM. Given that the questions on anatomical description that the
participants answer are exactly those used by the DHS FGM module, an assessment of the
suitability of the FGM questions posed by DHS for determining the forms of FGM was also
possible.
We have sought the views of boys. They share their knowledge of how FGM/joining Bondo
affects their and girls’ lives, as well as their views on the initiation ceremony.

9.1

DECISION MAKING

We speculate that the decision made by families is for the girl to join Bondo, and not for FGM
per se. It happens that FGM is one of the acts of the initiation for membership into the Bondo
Society, and as we know, the initiation process comprises various other activities apart from
FGM.
Our finding – that it was mainly mothers, fathers and grandmothers (76.2%, n=144) – who
decided for FGM is different from a study in the Gambia where it was reported that several
family members are involved in the decision making process34. The way we asked the question,
however, may have led the respondents to name only one respondent.
It is difficult to draw any conclusions about decision making for FGM from another study in
Sierra Leone, which gave no clear response to the question of decision maker 15. In this study,
unmarried girls, married women, old and young men, traditional leaders, Soweis and health
professionals were asked who made the decision for FGM, and responses varied within the
different social categories. Responses varied from it was the mother who decided for
FGM/joining Bondo for the daughter, whilst the father decided for initiation for the son to the
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opinion that men had little say in the decision making process. There appeared to be a general
consensus that the mother was the main instigator for FGM/joining Bondo. This study also
reports that the girls themselves usually are not involved in making a decision15.
Our finding that women are the primary instigators for FGM in Sierra Leone is confirmed by
other studies which also show that women – mainly the mother – has a major role in the
decision making for FGM34.
In the Sierra Leonean context, it is perhaps easier to understand why women would decide for
FGM/joining Bondo. Being a Bondo member offers opportunities for fun, freedom, and
relaxation, particularly when the Bondo Bush is in session, that women do not usually enjoy. It
is perhaps these aspects of Bondo that they want their daughters to have access to which makes
them decide that Bondo membership would be good for their daughters also.
All Bondo members are invited to the Bondo Bush where it is set up for the initiation ceremony
of new members. For most women, this Bondo Bush is one of the few places which is a private
for-women-only space they can attend in the community.
The food eaten at the Bondo Bush is provided for all members free and comes from monies
which the families or husbands-to-be of the initiate have provided. The women eat well, rest,
sing, dance and have sex with whomever they wish. Meeting in the Bondo Bush in this manner
provides “stress relief” for women who traditionally bear the brunt of all household chores,
farming, caring for children and providing food for the household.
In the Bondo Bush also, women can seek advice and support from older women and each other
for problems and household matters.
The Bondo Bush remains one of the few private places that women can meet that is strictly
outside the realm, authority, and reach of men. The latter do not have the right to prevent the
women from going to the Bush, they cannot attend the Bondo Bush, nor do they have any right
to ask questions about what happens when the Bush is in session.
Although FGM is still primarily a matter for females to decide on – mainly mothers of girls –
our results indicate that men seem to play a more important role than previously known in
Sierra Leone.
Men – mainly fathers – made the decision for almost one third of all the girls in this sample.
The father was mentioned as the one who decided for Bondo/FGM by 28% of the respondents.
In another study on decision making in Sierra Leone, some responded that it was the father who
decided for FGM as he had vetoing power on family decisions and he had to pay for the cost of
the initiation ceremony, this vetoing power being more evident in Islamic households than in
households of other faiths15. Respondents also mentioned that in cases where the father might
say no initially, pressure was often brought to bear on him to change his mind from his mother,
aunts and women-in-laws.
That males make a decision for FGM is an interesting result, and also the number of males –
mainly fathers- who decide for FGM is surprising. Studies conducted in other parts of Africa
show that when men, usually fathers, are involved in the decision making process of FGM, they
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have generally been the main sources of objection to the practice 81. Studies have also indicated
that older men tend to be passive in the FGM decision making process78.
Our finding that males/fathers support FGM is in agreement with evidence from a study in
Nigeria, which indicated that more fathers than mothers have their daughters cut82.
We find from a study in Egypt that men valued FGM as a means of keeping their daughters as
virgins before marriage and faithful afterwards9, thus supporting the practice.
A study in southern Nigeria also found that the primary decision makers for FGM were fathers
(58%), not mothers (27%), although in one ethnic group – Etsako – more mothers made the
decision for FGM (43%) rather than fathers (31%)82.
In our sample, two girls reported that it was their husbands that decided they should join Bondo,
confirming that there are instances where the husband-to-be not only decides for FGM/Bondo
membership but presumably must also foot the bill for the initiation ceremony.
The two girls who reportedly decided themselves for FGM/join Bondo were not asked why they
made this decision, but we speculate from anecdotal reports that it may be possibly due to social
pressure which can take the form of name calling, bullying and shunning. There are reports of
non-Bondo member girls being hindered from getting water at the well or forced to go to the
end of the queue. Such social pressure can continue into adulthood where women can be
excluded from leadership positions11,83.

9.2

MEDICALIZATION

There are indications from our results that health professionals have started to perform FGM,
thus medicalizing the practice.
Medicalization occurred in 13.2% (n=25) of the cases as reported by participants even though
overwhelmingly the operation remains in the hands of the Sowei, the traditional excisor (79.4%,
n=150).
From the SL DHS 2008, results show that FGM was performed in 0.3% of the cases by a health
professional and in 0.5% of the cases by the traditional birth attendant, the latter being classified
by the DHS as a “traditional practitioner”56.
The proportion of medicalization in our study (13.2%) is higher than the proportion reported in
SL DHS (0.3%)56. This may be due to two factors: most of the girls in our sample are in the 15
– 19 age range, and this makes it more likely that they had FGM performed by a health
professional than by a Sowei, given that medicalization is a recent phenomenon in Sierra Leone.
In addition, the inclusion of females up to 49 years in the SL DHS 2008 sample would have the
effect of reducing the proportion of medicalization in this sample as it is more likely that
women of the older age ranged could have had FGM performed by the Sowei, the traditional
excisor.
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The proportion of TBA is important, but may be confusing. TBAs are recognised health
caregivers in the community who are generally trained and regarded as health care provided by
the National Health Service.
In many communities in Sierra Leone, Soweis, the traditional excisor, act as traditional birth
attendants (TBAs). As early as the 1920s, Sir Milton Margai, the first Prime Minister of Sierra
Leone who was also a medical doctor, recognised Soweis as TBAs within the health care
system providing them with basic literacy skills, instruction in basic anatomy, physiology,
hygiene, sanitation, first aid, and baby care 45.
This fact may be the reason for the difference between TBA FGM performers in our sample
(5.8%, n=11) compared with TBA FGM performers in the SL DHS 2008 sample (0.5%).
It may be that the girls when asked who performed the operation would see a Sowei acting as a
traditional excisor in the Bondo Bush setting and give the Sowei this title rather than describe
the Sowei as a TBA, thus putting her in the health provider category.
In our study, were we to combine the results of health providers (13.2%) with the results of
TBAs (5.8%) performing FGM, slightly under a fifth of all FGM operations in our sample were
performed by a health provider.
From the SL DHS 2008 survey, were we to combine the results of health providers (0.3%) with
the results of TBAs (0.5%) performing FGM, the proportion rises to 1.3% of all FGM
operations performed by a health provider.
9.3

HEALTH COMPLICATIONS

Our findings indicate that girls and women in Sierra Leone more often than not experience
complications following FGM, a fact that has not been documented to this extent before.
In our study, for girls who were very young when FGM was performed, and for whom
complications were reported, we speculate that they were told what happened to them during or
immediately after FGM rather than them remembering the experience themselves.
9.3.1 The number of complications
The results are based on what participants reported they experienced during and after FGM, and
which they themselves attribute to the procedure of genital cutting.
Not only did complications occur following FGM according to this sample of girls, but also a
surprisingly high proportion of complications were reported by participants. It was not
expected, given the taboo of speaking about what takes place within the Bondo Bush.
The proportion reporting complications in this study (84.5%) is higher than in a study on
complications from the Gambia (26.2%, n=229) where, like Sierra Leone, types I and II
predominate. The proportion of (observed) complications resulting from FGM in KosoThomas’s study in Sierra Leone is 62.8% (n=168)45.
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A possible reason for this difference might be that our results are based on what clinical
attendees report whilst in a Gambian study, the complications were assessed by a clinical
examination of the genitalia84.
There are indications, however, from other studies in clinical settings of under-reporting of
complications from FGM, as not all women (or parents of girls) would likely attribute
complications to FGM.
A study in a paediatric surgery unit in Benin City Nigeria that examined complications and
patterns of presentation due to FGM, reported that parents were likely to believe that
complications were due to unseen, spiritual forces rather than to FGM, which would make these
families less likely to go to a health facility for treatment. Such beliefs are also common in
Sierra Leone11,45.
9.3.2

The nature of complications

Our study found excessive bleeding (78.4%); delay in wound healing (68.3%); and tenderness
(62.8%) as the most common types of complications reported. Interestingly, 100 respondents
(45.9%) reported that they suffered fever, suggesting a more severe infection.
There are likely to be differences in the nature of FGM-related health complications depending
on whether the study took place in the community or in a clinic. We expect that if it took place
in the community, more short term complications are likely to be reported than if it took place
in a clinic. It is likely that more long term complications are reported from a clinical setting, and
more possible to verify.
The women in the Koso-Thomas study attended her private clinic with gynaecological problems
for which they sought treatment. Data from this study shows that almost all the women reported
pain and just over half of the participants reported excessive bleeding (haemorrhage) as a result
of FGM. In the Koso-Thomas study, about a third of the respondents had developed prolapses,
but as the study did not have a control group, it is difficult to draw any conclusions on the
association between FGM and prolapses45. The same study also found that visual sequelae from
FGM occurred in 168 out of 269 cases examined (62.5%).
In the Gambian study conducted in hospitals and major health centres, immediate complications
were characterized by infections (87.3%, n=96); haemorrhage (36.4%, n=40); and anaemia
(38.2%, n=42)84; whilst at a teaching hospital in Benin City among Edo ethnic group in Nigeria,
the most frequent long term complications found were clitoridal cysts (43.1%, n=22) and labial
adhesions (196%, n=10)85.
Similarly in a hospital-based study in south east Nigeria, clitoral dermoid cyst and labial fusion
were reported as complications amongst girls aged 1 – 5 years on whom FGM had been
performed between 8 and 90 days after birth86.
There seems to be a difference in type of complications for the different age ranges. Our results
show that fever is significantly more often reported amongst girls who underwent FGM in the 0
– 10 age range. This difference may be because fever after the FGM is more common in prepubertal girls than in adolescent girls, indicating a higher risk of infections. Before puberty,
there is no local protective environment in the vulva, as is the case after the hormonal changes
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of puberty. Thus the pre-pubertal vulva is more sensitive to infections, and infections may
ascent to the internal genital organs causing pelvic inflammatory disease. In fact, there is reason
to believe that sequelae of childhood genital infections following FGM are risk factors for
infertility in young women43.
The fact that fever seems to be more common as a result of FGM in the lower age group does,
however indicate that pre-pubertal girls are more vulnerable to serious complications compared
with girls who undergo FGM later.
Two other complications – shock and tenderness – show statistically significant difference
between the different age ranges, but there is, as far as we know, no logical explanation for this.
Recall bias may have influenced the reporting of these complications.
9.3.3

Serious complications

The design of this study does not allow us to determine the severity of the complication or the
severity in relation to age as the respondents had not attended hospital/clinic as a direct result of
injury due to FGM.
Severe complications from FGM among young girls have been reported from Nigeria 86. There
have also been reports on deaths attributed to FGM, for example, from Nigeria, a country like
Sierra Leone where types I and II FGM are more common 45. In Sierra Leone, however, it is
difficult to determine the number of women and girls who die from FGM-related complications
as such deaths may be attributed to “spirits” instead.
9.4

HEALTH

TREATMENT

SEEKING

BEHAVIOURS

AND

PLACE

OF

TREATMENT
Regarding the health treatment seeking behaviours of girls and women who experience
complications from FGM, in our study, over 80% of the respondents sought health treatment
from the Sowei or a traditional healer; less than 10% from a nurse; and none from a doctor.
This confirms discussions with health practitioners who administered the questionnaire that they
tend to get to know of FGM-related injury only when they are called into the Bondo Bush on an
emergency basis, and that few health practitioners are approached to treat girls for
complications due to FGM.
Previous studies have suggested that FGM contributes significantly to the morbidity of girls not
treated in hospital settings.
Firstly, the location of the Bondo Bush tends to be several kilometres away from the nearest
village or town where health facilities are likely to exist. This distance may give rise to delay in
getting a girl to hospital. It is possible that the girl might have to be carried if she is unable to
walk.
Secondly, the Soweis are often skilled in the use of medicinal herbs and other treatments. We
speculate that the Sowei is more likely to first provide treatment for complication and this is
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likely to introduce another kind of delay in seeking treatment for FGM-complications in a
hospital setting.
It is possible that the socio-economic character of families who seek health treatment in a
hospital/clinical setting is different from those who seek health treatment elsewhere. FGMrelated complications may not report at hospitals as families would have to pay for treatment,
and this might be seen as too costly.
Studies suggest that families present at hospitals with more life-threatening complications often
after they have tried and failed with traditional treatments, these having occurred over months
with the traditional healer urging patience 85. It would have been interesting to know how many
respondents had first visited a traditional healer before resorting to a health facility.
It is not clear why more girls who underwent FGM under the age of 10 years sought treatment
from a Sowei, whereas those who underwent FGM over the age of 10 years sought treatment
from a traditional healer.
One explanation might be that the younger children are more carefully watched by the Soweis
whilst the Bondo Bush is in session. They are possibly more likely to be examined rather than
asked if they experience any problems, whilst with the older girls, if they do not verbally report
any problems, they are less likely to be examined. The older girls may more likely take any
complications “home” with them to the villages after the initiation and after the Bondo Bush has
been dismantled. Should these complications persist, they would resort to the traditional healer
in the village.
9.5

FORMS OF FGM

The results from this study provide for the first time in Sierra Leone information on FGM
typology which has been obtained through the systematic recording of genital inspections.
9.5.1

Observed forms from genital inspection

From the measurement of the extent of cutting, we found that types I and II account for all
forms of FGM with 68% (n=308) of these being type II. We found no evidence of type III from
the genital inspections.
Clitoridectomy, where the clitoris is partially removed or completely absent, type Ib, was
observed in almost one third of all cases (31.7%, n=143) in our study. This result is similar to a
survey conducted in 1985 by Koso-Thomas amongst 300 women in the Western Area of Sierra
Leone where 39% (n=105) had this form45. The results are also similar to a study in Nigeria
where partial or total removal of clitoris was found in 32.6% of all respondents examined87.
Similarly in a study which observed type of FGM and possible associated gynaecological and
delivery complications in Mali, type Ib was identified in 21% of FGM cases 41. Our results are
however different from observations in Burkina Faso by the same study where type Ib was
found in 56% of the cases41.
In a total of 289 cases (64.1%), the extent of cutting includes some combination of partial or
total removal of clitoris as well as partial or total removal of the labia minora. This proportion is
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close to the 60% observed by Koso-Thomas45, and similar to the results from a cross-sectional
community survey in the Gambia where 56.6% of respondents examined had type IIb cutting40.
On the other hand, in Nigeria the prevalence of this form was only 11.5%87.
The proportion of type IIc cutting, where the labia majora are also affected, in addition to the
clitoris and labia minora, is relatively low in our sample. This type of cutting appears to be quite
unusual, not only in the Sierra Leonean context, but also amongst other neighbouring high FGM
prevalence countries in West Africa65-67.
From both models used in the logistic regression, increasing number of previous pregnancies,
rural residency, religion (Islam), being married and illiterate are factors associated with higher
prevalence of FGM. This finding is in agreement with data analysis which indicate that
education and environment can influence beliefs about FGC.88
Three particular combinations of cutting (table XII) appear to be the most common in this
sample. We are not sure if this result would continue to be true for a more varied sample of
women and girls. We also note from this table that these three combinations appear to be
affected by residency and religion. If it is true that these are the most frequent forms of FGM in
Sierra Leone, more research would be required to understand why this is the case.
9.5.2

Reported forms by participants

The DHS FGM questions were used by respondents to describe the extent of cutting. The
respondents appeared to have a general idea about what had happened to their genitals even
though they could not name the exact part of the genitalia which had been removed.
Participants were correct when they answered “yes” to the question “flesh was removed?” A
small number of respondents reported that the “genital area was sewn closed”: it is difficult to
interpret what this result might mean since there was no type III in our sample.
A total of 1.1% (n=5) respondents reported that the genital area was sewn closed, and this
proportion is much less than 2.6% and 14.7% in 2008 SL DHS and 2010 SL MICS
respectively56,64. A possible explanation for the reported forms of type III might be the question
was not understood properly.
From the responses to the FGM DHS, it appears that the majority of women were certain, given
the choice of genital area pricked, flesh removed or sewn closed, that flesh was removed for this
questions was the most answered in the affirmative.
We do not know how they would know what happened given that traditionally, in the Bondo
Bush, women are held down and cannot see the operation itself.
Anecdotal evidence suggests that respondents would assume from watching the operation being
conducted on others in the Bondo Bush, that the same operation was performed on them. “The
women do not know during the process but can only say after they have had the opportunity to
watch the operation being performed on someone else” (Personal communication with
Director, Amazonian Initiatives Movement, Lunsar, Sierra Leone, Rugiatu Turay, June 2012).
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It has also been suggested that “most girls have no idea of what will take place before this time,
nor do they actually see what is removed” (Personal communication with Director, Inter Africa
Committee, Sierra Leone, Laurel Bangura, June 2012).
9.6

DHS FGM QUESTIONS’ CORRESPONDENCE WITH WHO FGM TYPES

The results of anatomical descriptions from the DHS questions are insufficiently precise to
determine the form of FGM. We do not find the questions useful for classifying FGM types
because the answers do not provide enough information on the type of operation that has been
performed on the external genitalia (for example, flesh removed).
The DHS questions which ask about the type of operation do not specify which external genital
organ is affected by the operation (for example, genital area pricked, genital area sewn closed).
Even if participants accurately report that “flesh was removed” from the genital area, it is not
possible to distinguish between types I and II using this response.
From a positive response to “genital area sewn closed”, it should be possible to determine if
type III is present or not. The results of this study, however, indicate that the question is not
necessarily understood like that.
In addition, the questions can be construed as leading, directing the respondents’ answer from
the question, and giving rise to a Yes/No/Don’t Know response which lacks the description
needed to capture the nuances of cutting that takes place in countries like Sierra Leone where
various combinations of type I and II only predominate.
This means that the information obtained from the DHS responses cannot be translated into
different forms of FGM.
It may be more valuable, for example, to use a diagram of the external female genitalia in these
settings and ask the respondents to indicate what operation was performed and what happened
to the organ instead of asking the DHS questions.
9.7

AGREEMENT BETWEEN REPORTED AND OBSERVED FGM STATUS

We believe this study makes a valuable contribution to FGM research in Sierra Leone as it is
the first of its kind that provides an assessment of consistency between self-reported and
clinically observed FGM.
The questions used to ask women about their FGM status are identical to those used in the 2008
SL DHS56.
As information on genital alteration was also available in this study from genital inspections, it
was possible to assess the level of agreement between the responses and the results of the
genital inspections. Agreement was high: 99%.
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We did not find any evidence of type III cutting, although we note that in two of the five cases
of the respondents in our study who reported that the genital area was “sewn closed”, the labia
majora has been partially removed.
Koso-Thomas from her study observed three cases (1%) of type III by clinical examination45,
and in the 2008 SL DHS 2.6% of the respondents reported that the genital area was sewn
closed56, and in the 2010 SL MICS, 14.2%64.
We do not know why the 2010 SL MICS result for genital area sewn closed is so high, and it is
not possible to give an explanation, given particularly as self reports were not verified by
inspection. It may be that the question was not understood properly.
It would appear that generally however, our findings, those of 2008 SL DHS and Koso-Thomas
are an indication that type III is not a traditional form of FGM practice in Sierra Leone 45,56.
Although the study shows that the vast majority of women accurately reported their FGM, the
level of accuracy must be qualified by the clinical and national context in which the study took
place.
It is possible that women attending the clinic were more likely to accurately state their FGM
status, given that they knew they were to undergo genital inspection.
On the other hand, it could be argued that in the national context of no legislation or public
condemnation against the practice, women had no reason to falsely report their FGM status.
Thus this high agreement is quite likely in a country like Sierra Leone where there is public
support for the practice of FGM. Although this may have resulted in over reporting of FGM
status compared to a country where there was legislation (punitive) against the practice, there
was no evidence of over reporting in this study.
9.8

ADOLESCENT BOYS’ VIEWS ON BONDO MEMBERSHIP/FGM

We asked the question: “What do adolescent boys know, and think of FGM in Sierra Leone?” A
combination of quantitative and qualitative methods was used, for the responses obtained from
the open ended questions were wider than our research question. When analysed qualitatively,
they provided a greater depth of understanding of how the boys saw not only FGM, but also its
apparently inextricable link with the Bondo Society.
The answers we obtained from adolescent boys suggest that FGM in the Sierra Leonean context
encompasses so much more than just the act of cutting, the physical operation performed on the
external genitalia.
When FGM is put into terms the boys understand, they see so much more than just the cutting,
and we see through their responses the intricate link between FGM and the Bondo Society.
Through the boys’ eyes we also have a unique insight from the study with adolescent boys how
FGM and joining Bondo is viewed by a community member who is an “onlooker”, not a
participant of the practice. Adolescent boys, it could be argued, do have a stake in Bondo
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membership as they can be seen as the “purchasers” of the groomed, socially trained and
culturally acceptable woman ready for marriage.
The views of adolescent boys in this study reward us with an elegant finding which elucidates
both positive and negative aspects of FGM/joining Bondo. The boys’ ambivalence towards the
practice is characterised by the costs to boys/men and the families of girls joining Bondo and
the potentially harmful effects the cutting can have on females. At the same time that they were
satisfied with the cultural aspects of the practice which continue to be valued, acceptable, and
are significant with the wider context of community life.
The boys point to the new respect, admiration and status a Bondo member and recognise the
stigma a non Bondo member girl may face. At the same time, they also admit a non-Bondo
member is preferable because she is natural, healthy and more pleasant to have sex with, and do
not see Bondo membership as a criterion for choosing a marriage partner.
9.8.1

What adolescent boys know about FGM

From the quantitative results, most adolescent boys report that females do not experience
problems from FGM; and most do not know if males experience problems from FGM. On the
other hand, more than one third of the boys knew about problems women face and almost one
out of five could tell about problems men face. This finding is similar to findings from a study
in the Sudan among young and older men who were aware of female complications from FGM
and cited problems faced by men from FGM as difficulty in penetration, wounds or infections
on the penis and psychological problems51.
We speculate that the boys’ responses were influenced by what they may have heard older men
say about their experiences with Bondo members rather than what they had experienced.
We also think that this sample of boys is more likely to have heard advocacy messages about
harmful traditional practices in general, and were more knowledgeable about them from a
human rights perspective, given that they were selected from communities where NGOs were
already working. Awareness raising activities on human and children’s rights were likely to
have included FGM, therefore the findings cannot be generalised to other areas of the country
for adolescent boys where such awareness raising has not taken place. On the other hand, the
findings might also be an indication of the possible impact such awareness raising activities
could have on harmful traditional practices.
9.8.1.1 Problems faced by females and males from FGM
Hardly any studies have been conducted with adolescent boys and their views on FGM with
which the results of this study can be compared. However, in a study in the Sudan, where men
were asked about complications faced by FGM, most respondents reported that FGM affects
women’s health citing difficult deliveries, infections and inflammations as the most frequent
problems51. They also mentioned that the problems males face from FGM were difficulties in
penetration during sexual intercourse, as well as wound, bleedings and inflammation of the
penis51. These complications must be understood as having occurred in a context where type III
FGM is the most prevalent cutting extent and not type I and II as occurs in Sierra Leone.
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Three problems faced by females from FGM - bleeding, death and fainting – are amongst the
most frequently reported problems. We imagined that as these conditions tend to be more
dramatic, they are more easily noted and therefore more memorable. These problems are likely
to strike fear into the hearer, and perpetuate the need for secrecy in and power of the Bondo
Society61. It may also be easier to relate bleeding and death to the practice than a fever or some
other illness: the former is more likely to happen directly after the initiation ceremony and
therefore easier to see the connection between the act of cutting and the complication.
Not only might other later complications be harder to relate to the initiation, but also more
unlikely to be reported. We suspect also that underreporting of complications from FGM
occurs: the secrecy surrounding membership of the Bondo Society makes any problems arising
from initiation unlikely to be made public or widely known45.
The boys mentioned three problems that females face from FGM and we are not certain that
“drowning in the river”, “swollen stomach” and “deformation” are real problems or threats.
Soweis and Bondo members will talk about a penalty or threat if anyone recounts what takes
place in the Bondo Bush61, and we speculate that these three problems sound more like threats
which have been meted out by Society members.
9.8.2

What adolescent boys think about FGM

9.8.2.1 Is FGM/Bondo membership a good or bad practice?
More adolescent boys reported that Bondo is a bad practice (69%, n=48) than those who said it
is a good practice (26.1%, n=18). If these results can be interpreted to mean the boys would
support discontinuation of the practice, then this finding is similar to other studies where males
have supported the discontinuation of the practice52,53.
9.8.2.2 Would you marry a non-Bondo member girl?
A similar sentiment of disagreement with FGM as a practice is expressed in our findings when
more boys reported that they would marry a girl who had not undergone FGM (61.4%, n=43)
than those who said they would (37.1%, n=26).
Our findings are different from the viewpoint of males in Ekpeye, Rivers State Nigeria where
participants reported that most men in their community would not marry an uncircumcised
female. Ekpeye is a traditional ethnic group with a clearly defined culture distinct from its
neighbours which has been practising FGM for generations, and where an uncircumcised
woman is shamed and faces ostracisation89.
In our study, although more boys said they would marry a girl who had not undergone FGM
than boys who said that they would not, our results do not show that this difference is
statistically significant, and speculate that this may be due to the relatively small sample and
also a reflection the ambivalence many boys felt towards FGM.
Whilst we also found in this study that adolescent boys with education were more willing to
marry a girl who has not undergone FGM compared to those without education, we should be
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cautious in interpreting this result as this may be a confounding factor in this particular sample,
as most of the boys are students and the sample is not a true representation of males in this area.
Other studies have also found that educational level is significantly associated with male
preference for circumcised women in future, with males with primary education only three
times more likely to prefer circumcised women than those with secondary or higher education54.
This finding is similar to a study in northern Ghana amongst males from 12 years of age and
onwards (n=2520) found that education level, amongst other socio demographic factors, was
significantly associated with preference for circumcised women54. In our study, most of the
adolescent boys were in school. Our results among adolescent boys are also similar to findings
from Sudan where a majority of young men would prefer to marry a woman who has not
undergone FGM51.
9.8.3

New finding on Bondo initiation and membership

From the qualitative analysis, we identified three stages: “Becoming, Being and Belonging”
which can be used to describe the initiation and value of Bondo membership.
The Becoming Stage begins when the decision for Bondo membership is made and covers
everything that takes place within the Bondo Bush.
The Being Stage is characterised by the “coming out” procession which takes place after the
girls have healed, have been taught and trained, and when they leave the Bondo Bush return
back to their homes.
The Belonging Stage features how the girl as a Bondo member is now viewed, the expectations
that her family and community has on her behaviour and skills, and the rights and
responsibilities she has from Bondo membership.
9.8.3.1 Becoming
The adolescent boys’ responses captured a sense of excitement that something different,
observable, tangible was going to happen to the girls as they talked about the expected
behaviour and new skills set that the girls would acquire during the time in the Bondo Bush.
Nevertheless, their responses in discussions of the Becoming Stage were dominated by
expressions of burdens for the girls, the boys themselves and for the girls’ families.
Burdens during Becoming for girls
For the girls, the boys talked about the negative health consequences of FGM and the physical
and psychological violence and trauma which they face during the operation.
No boy in this study said that Bondo was a good practice because of FGM. They all described
the actual operation of cutting in negative terms which not only affected the health of the girls,
but was likely to also affect [their] children yet unborn during the delivery process.
We suggest the more boys know about the harmful effects of the cutting may mean that they are
less likely to want it for their future wives and daughters. A study on the impact of health
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education towards FGM in a rural Nigerian community showed a decrease in the proportion of
men who did not want the practice stopped81.
Thus, the boys’ health concerns stemming from the cutting could be a valuable part of a bundle
of information for dialogue between females and males in the Sierra Leonean context about the
initiation ceremony of the Bondo Society membership. In addition, this may give men some
sense of “responsibility” of what happens to females in an area which has traditionally been
thought of as “women’s business”.
The boys in our study described how girls are tortured and beaten during the Becoming process.
Another Sierra Leonean study also reported on girls being abducted and involuntarily excised61.
Although specific studies have not been conducted in Sierra Leone regarding trauma
experienced by females during the operation of FGM, it is likely that girls – particularly those
violently treated, tortured or beaten – during the Becoming process may have similar
experiences as women from a study on posttraumatic stress disorder and memory problems
after FGM in Senegal. In this study, women became upset, showed symptoms of post traumatic
stress, and experienced reactions such as sweating, palpitations when asked to talk about their
experiences in the Bondo Bush90.
Burdens from Becoming for boys
Typically, either cash or food equivalent must be given to the Sowei in charge which is used to
buy food and other provisions necessary for the girl’s entire duration in the Bondo Bush, this
time lasting for up to four weeks nowadays.
If the girl’s hand has been asked for in marriage, the boys mentioned that it is not unlikely that
the fiancé is faced with a hefty bill to cover these costs for the girl’s initiation ceremony15.
Costs can run up to $20015 of which approximately 12.5% is given to the Paramount Chief63.
It is worth noting that this economic/produce exchange that takes place is valuable to the
Soweis – given that Bondo membership is seasonal (it is not a year round activity, for it takes
place only after the rainy season, when the dry season starts). The Soweis are able to amass as
much money and food produce as they can which will see them well into the dry season when
food, and therefore money becomes more scarce.
In addition to the financial burden that boys and their families might face during the Becoming
Stage, the boys also mentioned that sexual relationships are more difficult with a girl who has
undergone FGM than with a girl who has not, and this they consider as problematic.
Difficult sexual relationships with girls who have undergone FGM are similar to findings on
complications men experience during sexual intercourse with women who have undergone
FGM51,91. These studies are different as they interviewed men, not adolescent boys as we have
done, and the most common type of FGM in those studies was type III, not types I and II known
to be practised in Sierra Leone.
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9.8.3.2 Being
Being recognised as a woman is the central message for Bondo Society membership and this is
both recognised and celebrated by the individual, her family and the community.
The physical and other changes undergone by the girl in the Bush are recognised in a public
ceremony, and translated into a new admiration, respect and pride for the new Bondo member.
Public recognition of Bondo membership starts with a procession of dance from the now
dismantled Bondo Bush back into the village, where celebrations takes place in the girl’s home.
It may be that the celebration, together with gifts and the attributes of admiration and respect
bestowed on the girls are rewards which compensate the girl for what she has endured in the
Becoming Stage.
Now that the girl is a Bondo member, it is tacitly recognised by the community that she is
“permitted to start a sexual life”, although if unmarried, it is unlikely that any parent would
openly suggest this to a daughter.
Still, and in keeping with this unspoken belief, it remains more acceptable to a family if an
unmarried Bondo member girl comes home pregnant than an unmarried non-Bondo member
girl.
It is with not a small measure of disdain that the boys talk about the costs involved in the Being
Stage of Bondo membership. The cost for food and drink for the celebration as well as presents
(usually sets of clothes and their sewing) amount to a lot of money which the boys described as
“wasted” on just the girl in the family. It is not strange perhaps that the initiation ceremony for
Bondo happens at the end of the rainy season, and directly after harvesting has taken place.
There is generally an abundance of fresh produce: new rice, cassava, potatoes, beans, yams,
cocoa. These foodstuffs, if used sparingly and preserved well can sustain families for long
periods of time as the dry season deepens when there is no longer fresh produce. It is precisely
at this time that initiation and the subsequent feasting occur, leaving families with much less
food supplies and in some cases, with debts.
9.8.3.3 Belonging
There are a number of features of membership which from the boys’ response appear to be
prized by women. These are the sense of belonging, value and respect; new authority and
power; sense of the right to associate and strength of united public expression. Other studies
have found that these social implications of the practice of cutting tend to perpetuate it92,93.
A sense of belonging is an important aspect because of the rights accrued to a Bondo member.
Her value as a woman is reinforced by membership and gives her respect in the community.
This sense of value and respect women enjoy as well as the sense of authority that they draw
from Bondo membership cannot be underestimated. Sierra Leone remains characterised by
communities where there is little public recognition of a woman’s place outside of home and
family life, and she does not have a public face or voice. Still today in Sierra Leone, public
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meetings are held, particularly in rural settings, where only men attend, and women are not
allowed/expected to attend, having to wait until the male member returns home and tells her
what the meeting was about.
The Soweis continue to have a special place of authority and power, not only within the Bondo
Society but also in the community. They are not only feared because of the spiritual powers
they are expected to have, but also because of the position of authority they hold and the
consequent power they wield over members and in the community. In the Sierra Leonean
context, it is not just a financial benefit that Soweis derive from the Bondo Society.
If a traditional leader, usually a Chief, wants to convey a message which is intended for women
in the community, he would typically speak to the Soweis, the heads of the Bondo Bush, who
are later expected to call a meeting to relay the message to the women, the assumption being
that nearly all women would be members of the Bondo Society.
Going to the Bondo Bush or a meeting called by the Sowei gives the woman one of the few,
true freedoms to congregate in public, to listen and to voice their own opinions, albeit within the
context of a women-only forum. Attending any type of Bondo meeting is traditionally about the
only place a woman can attend without having to ask permission from her husband before
leaving the compound. It is perhaps therefore not so surprising that in Sierra Leone when
approaches for FGM abandonment include the dispensing with the Bondo Bush and
membership, women are totally loathed to consider giving up this freedom they have as well as
the authority, protection, and sense of belonging they draw from membership.
Given that the opposite of all the above is generally true for non-Bondo member girls, it is not
then surprising that they face ostracisation, shunning and stigma in communities where girls and
women are predominantly Bondo members. It is easier to see how Bondo becomes the accepted
and culturally appropriate expression of all females in the community.
Thus, even the boys themselves feel that there is little they can do but accept with some
resignation that they are debarred from all things Bondo and they are quite unlikely to ever have
any idea of what takes place within the Society.
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10 CONCLUSIONS
The high, although falling, prevalence rate of FGM in Sierra Leone continues to attract our
attention and thought, and aspects of the practice give cause for serious concern.
Concerns must be raised that our results suggest a declining age at FGM, as over one in ten
girls undergo FGM before their 10th birthday.
Although women are still the primary actors supporting the practice of FGM, men play a
more important role in the decision-making process for FGM than was previously known in
Sierra Leone.
The indication of increased medicalization in Sierra Leone is a cause for serious concern. Our
results suggest that serious consideration should be given to the role of TBAs in general, their
responsibilities and training particularly towards FGM.
FGM affects a large proportion of girls and women in Sierra Leone and it appears from the
high proportion of respondents who had FGM-related complications that treatment is needed
at the moment of the operation. Younger girls, it appears, are more vulnerable to serious
complications than those who have reached puberty.
Evidence from this study shows that forms of type I and II are the most prevalent types of
FGM occurring in Sierra Leone today. Whilst the responses on self reported status of FGM
using DHS questions provide an accurate indication of FGM status (yes or no), and it may be
possible within certain contexts in Sierra Leone to use self reporting responses as a proxy
measurement for FGM status. However, from responses on self reported status of FGM using
DHS questions, it is not possible to determine the type of FGM in Sierra Leone. To elucidate
the different forms and extent of cutting, a different type of tool is required to capture the
anatomical extent of FGM, which would relate more closely to the types of morbidity and
complications that might present as a consequence of FGM. To verify the anatomical extent
of cutting and type of FGM, it is necessary to perform studies including genital inspection.
We have a unique insight from the study with adolescent boys how FGM and joining Bondo
is viewed by a community member who is an “onlooker”, not a participant of the practice.
Adolescent boys, it could be argued, do have a stake in Bondo membership as they can be
seen as the “purchasers” of the groomed, socially trained and culturally acceptable woman
ready for marriage. The views of adolescent boys in this study reward us with an elegant
finding which elucidates both positive and negative aspects of FGM/joining Bondo. The boys
expressed ambivalence (both positive and negative insights) about the FGM and Bondo
membership. Whilst they lamented the costs of joining Bondo and the harmful effects of the
cutting to the women, their views suggest at the same time that they were satisfied with the
cultural aspects of the practice which continue to be valued, acceptable, and are significant
with the wider context of community life. The boys point to the new respect, admiration and
status a Bondo member and recognise the stigma a non Bondo member girl may face. At the
same time, they also admit a non-Bondo member is preferable because she is natural, healthy
and more pleasant to have sex with, and do not see Bondo membership as a criterion for
choosing a marriage partner.
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11 IMPLICATIONS FOR FUTURE RESEARCH AND POLICY
FGM merits much more attention in research and policy in Sierra Leone in order to identify
and understand the effects that the practice has on girls and women.
Studies are needed which examine why the age at FGM is falling as well as the continued
meaning of the practice to communities in order to encourage the abandonment of the cutting
aspect of the tradition.
Research of a qualitative nature would help us understand the role and influence of the
community and other family members on the decision making process for FGM in Sierra
Leone. Studies are needed to find out why decision makers decide for and against FGM, and
what the determinants might be. It would be both interesting and useful to find out how much
the decision making is a consultative process compared with it being a one-off decision by an
individual. Lastly, it would be valuable to know the timing for the decision making process:
when do decision makers decide about FGM/Bondo membership?
A comprehensive survey on decision making in Sierra Leone could provide data distributed
by age which would be used to develop models of behaviour change. These models could
include numbers and types of decision makers, how their views may differ and under what
circumstances. It would also be interesting to know how views may difference in relation to
socio-demographic factors such as age, religious affiliation, residency or even ethnicity.
Given the unusually large proportion of male involvement in the decision for FGM, it would
be important to actively involve men in future studies in Sierra Leone to found out more about
their attitudes towards and roles in the practice.
Whilst it is not clear from our results why medicalization is increasing, it is however clear that
health professionals need to receive culturally sensitive training on medical ethics, the
immediate and long term complications of FGM, and how to address these.
It would appear that some kind of harm reduction strategy is being supported by the health
care system in Sierra Leone if TBAs who are known to be Soweis are not confronted with the
needlessness of FGM from a medical ethics viewpoint and their responsibilities as health
practitioners to “First do no harm”. The mandate of the Ministry of Health is to safeguard the
sexual and reproductive health and rights of girls and women in Sierra Leone. Therefore,
serious attention needs to be given to the roles that health personnel play within the health
care system, as Soweis who are responsible for the act of FGM and as TBAs who are
responsible for overseeing the welfare of women and babies during delivery. This clarification
is of utmost importance given that in Sierra Leone, deliveries outside of health care settings
overseen by a TBA tend to be the norm rather than the exception. In the mean time, and until
a way is found within the health service to separate these two roles (TBAs and Soweis), we
would suggest that future studies could include recording where health treatment was received
for FGM-related complications as well as by whom to help researchers and other stakeholders
understand the nature of any changes that may be occurring in the treatment of FGM-related
complications.
To address FGM-related complications, it is critical that health education messages about
FGM are disseminated, inter alia, to girls, Soweis, and Bondo members to seek health
treatment quickly and from health professionals. Even if the majority of women who face
FGM-related complications seek care, few of them consult trained health professionals. It
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would be important to understand and determine how the health care system could gain girls’
and their families’ confidence to treat complications.
The views of boys can help us unpack the activities that make up the initiation ceremony into
the Bondo Society, of which FGM – the cutting – is only a part, and serve as entry points for
dialogue between males and females about the role FGM and other activities play in the
membership process of the Bondo Society. The results from this qualitative analysis can
provide insights into how the negative aspects of Bondo membership can be dispensed with,
and the positive aspects reinforced and celebrated. The sharing of boys’ views on the Bondo
Society elicited from practising communities themselves in Sierra Leone might be one of the
strategies that can be used to begin discussions about the practice and explore its significance
in communities.
In this thesis, we suggest that from the research evidence obtained, on prevalence and nature of
FGM-related health complications, FGM is an important topic which should be raised as a
public health concern. We now know that girls and women experience complications from
FGM and we can now understand how health care providers in Sierra Leone have not been able
to “see” the impacts of FGM – for those with FGM-related health complications do not seek
care from the public health system. The health community’s support is invaluable to discourage
medicalization of the practice because although medicalization may reduce trauma during the
operation and infection afterwards, it does not reduce potential long-term effects on sexual and
reproductive health.
Safeguarding the rights of its citizens falls under the ambit of a state: the latter are accountable
for women’s and children’s rights. In signing and ratifying CEDAW (May 2011), and by
accepting all recommendations of the last Periodic Review which calls for a total abandonment
of FGM irrespective of age, the Government has already indicated commitment. The
ambivalence shown by adolescent boys in this thesis is an expression of many communities’
notions of cultural and societal norms and at the same time concern for the adverse health
effects of the operation of FGM. But changing a traditional practice does not mean that the
underlying cultural values have also to be changed: changing aspects of the initiation ceremony
of Bondo membership does not mean that the Society necessarily has to be dispensed with. A
few more acts of political will and courage are needed in Sierra Leone by Government and
Parliament to prevent FGM and thus safeguard the physical integrity and security of both girls
and women. Legislation to prohibit the act of FGM necessarily must be combined with
culturally sensitive education, advocacy and community development.
The UN and its agencies already have a clear position on policies and activities which will
contribute to the abandonment of FGM. In Sierra Leone, and along with other international
organisations, international technical support agencies, it may be a matter of developing a
unified strategy and declaration to work with national organisations for the complete
abandonment of FGM in Sierra Leone.
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ARTICLE I - COMMUNITY QUESTIONNAIRE
1. SOCIODEMOGRAPHIC DATA
Age
Tribe
Mother’s  age:
Mother’s  work:
Father’s  age:

Father’s  work

Originally from:
Mother’s  educational  
level:
Father’s  educational  
level:

Living in:
since:
What is your religion?
Chiefdom:
Town:
Village:

2. QUESTIONS ON SCHOOLING
Have you been to school? Yes/No
If you have been to school:
How has going to school benefited you?

If you are still at school:
What class are you in?

If you have been to school, but no longer go to school:
What level of school did you reach?
Did you drop out of school? Yes/No
If you did drop out of school, why was this?

If you have not been to school ever:
What do you do?

3. QUESTIONS ABOUT FEMALE CIRCUMCISION
Have you been to the Bondo Bush? Yes/No
If you have been to the Bondo Bush:
If yes, who made the decision for you to go to the
Bondo Bush? Tick one
  Mother    Father    Grandmother      Aunt
Otherwise specify:
How old were you when you went to the Bondo Bush?
Can you describe what happened?

What have been the advantages of initiation to you?
OR How has initiation benefited you personally?

Who initiated you? Tick one
Sowei    Nurse    Traditional  Birth  Attendant
Otherwise specify:
Do you know what was cut or removed?
How long did you lie down after initiation?

What have been the disadvantages of initiation to
you?

What kind of problems did you have when you went to the Bondo Bush?
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If you have not been to the Bondo Bush:
Do you know if you will go? Yes/No

If you know that you will go to the Bondo Bush, do
you know WHEN you will go? Yes/No
If YES, then say when you will go:

3. Medical Complications Associated with Initiation
Problems that occur immediately (Tick all that apply)
Shock
Bleeding
Fever
Urine
retention
Later complications (Tick all that apply)
Swelling
Tenderness
Tears

Wound

Fainting

Other (specify)

Wound
infection

Other: (specify)

Any other description of medical complications

Did you seek medical care because of complication? Yes/No
If you did seek medical care because of complication,
Who provided the care?
Sowei      Nurse      Traditional  birth  attendant

How long did the treatment last for?
Number of days:

Other specify:
What did the person do or recommend that you do?

If you did not seek medical care, what did you do?

SEXUAL HEALTH QUESTIONS
Before you were initiated:
Did you have a
Did you itch? Yes/No
discharge? Yes/No

Did you bleed outside of
menses? Yes/No

Did you experience pain
after sex? Yes/No

After you were initiated:
Did you have a
Did you itch? Yes/No
discharge? Yes/No

Did you bleed outside of
menses? Yes/No

Did you experience pain
after sex? Yes/No

Sex before and after initiation
Did you have sex before you were initiated?
Yes/No

Did you have sex after you were initiated?
Yes/No
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HIV/AIDS
Have you been tested for HIV? Yes/No

MARITAL STATUS (TICK ONE)
Single
Never Married
Married
What do you think is the minimum age for getting
married?

If you are or have been married
How old were you when married?
Did you experience any problems
on your wedding night and when
you have sex? Yes/No

If you have children:
How old were you when you had
your first child?
Number of boys

If Yes, what was the result?

Widowed

Divorced

Separated

Do you know of any disadvantages of getting married
too young? (if yes, please specify)

If divorced, what was the reason
for the divorce?

If separated, what was the reason
for the separation?

If YES, what kind of problems have you experienced?

How many children do you have?

How many children are alive?

Number of girls

Did you have any problems giving birth? Yes/No
If yes: (delivery complications)
What sort of problems did you have giving birth? (Tick all that apply)
Prolonged labour
Obstructed
labour
Did you have any problems after you had given birth? Yes/No
If yes: (post natal complications)
What sort of problems did you have afterwards? (Tick all that apply)
Anaemia
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Do you think that initiation is a good thing? Yes/No
If yes, why

If no, why?

What is the difference between girls who have been to the Bondo Bush like yourself and girls who have
not been to the Bondo Bush?

What kind of problems have you heard from girls who have been to the Bondo Bush?

What kind of problems did you have when you went to the Bondo Bush?

Baby girls from the age of 6 months to 5 years are now being taken to the Bondo Bush. How do you think
the Bondo Bush will benefit these young girls?

What advice would you give to girls who have not yet gone to the Bondo Bush?
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Informed consent
Information given in Krio or the local language:
I would like to ask whether I can include you in research about the
sexual and reproductive health of girls within your age group.
One of the things we will look into is if female circumcision is a risk
factor for disease. To take part in this survey is totally optional, and
you will receive the same standard of care whether you say yes or no.
I will ask you for your sexual and reproductive health history. An
inspection of the genitals will take place.
The study will not lead to any increased risk for you.
Interviewer verifies that informed consent was given by filling out and
signing the data collection form and the end.
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1. SOCIODEMOGRAPHIC DATA
Age
Tribe
Have you been to school? If been to school, what
Yes/No
level of school did you
reach?
Mother’s  age:

Mother’s  work:

Father’s  age:

Father’s  work

Originally from:
Are you still at school?
Yes/No
If YES, what level/class?

Living in:
since:
If not at school, what do
you do?

Mother’s  educational  
level:
Father’s  educational  
level:

What is your religion?

2. QUESTIONS ABOUT FEMALE CIRCUMCISION
Have you been to the Bondo Bush? Yes/No
If you have been to the Bondo Bush:
If yes, who made the decision for you to go to the
Bondo Bush? Tick one
  Mother    Father    Grandmother      Aunt
Otherwise specify:
How old were you when you went to the Bondo
Bush?
Can you describe what happened?

If you have not been to the Bondo Bush:
Do you know if you will go? Yes/No

Who initiated you? Tick one
Sowei    Nurse    Traditional  Birth  Attendant
Otherwise specify:
Do you know what was cut or removed?
How long did you lie down after initiation?

If you know that you will go to the Bondo Bush, do
you know WHEN you will go? Yes/No
If YES, then say when you will go:

3. Medical Complications Associated with Initiation
Problems that occur immediately (Tick all that apply)
Shock
Bleeding
Fever
Urine
retention
Later complications (Tick all that apply)
Swelling
Tenderness
Tears

Wound

Fainting

Other (specify)

Wound
infection

Other: (specify)

Any other description of medical complications
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Did you seek medical care because of complication? Yes/No
If you did seek medical care because of complication,
Who provided the care?
Sowei      Nurse      Traditional birth attendant

How long did the treatment last for?
Number of days:

Other specify:
What did the person do or recommend that you do?

If you did not seek medical care, what did you do?

SEXUAL HEALTH QUESTIONS
Before you were initiated:
Did you have a
Did you itch? Yes/No
discharge? Yes/No

Did you bleed outside of
menses? Yes/No

Did you experience pain
after sex? Yes/No

After you were initiated:
Did you have a
Did you itch? Yes/No
discharge? Yes/No

Did you bleed outside of
menses? Yes/No

Did you experience pain
after sex? Yes/No

Sex before and after initiation
Did you have sex before you were initiated?
Yes/No

Did you have sex after you were initiated?
Yes/No

HIV/AIDS
Have you been tested for HIV? Yes/No

If Yes, what was the result?

MARITAL STATUS (TICK ONE)
Single
Never Married
Married
What do you think is the minimum age for getting
married?

If you are or have been married
How old were you when married?
Did you experience any problems
on your wedding night and when
you have sex? Yes/No

Widowed

Divorced

Separated

Do you know of any disadvantages of getting married
too young? (if yes, please specify)

If divorced, what was the reason
for the divorce?

If separated, what was the reason
for the separation?

If YES, what kind of problems have you experienced?
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If you have children:
How old were you when you had
your first child?
Number of boys

How many children do you have?

How many children are alive?

Number of girls

Did you have any problems giving birth? Yes/No
If yes: (delivery complications)
What sort of problems did you have giving birth? (Tick all that apply)
Prolonged labour
Obstructed
labour
Did you have any problems after you had given birth? Yes/No
If yes: (post natal complications)
What sort of problems did you have afterwards? (Tick all that apply)
Anaemia

Genital Inspection
Untouched

Partially removed

Totally removed

Other

Clitoris
Labia minora
Labia majora
Abnormal findings (circle all that apply)
Cysts
Keloids
Warts

Discharge

Infection

Other (specify):
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WHO Study on Fistula/FGM
Informed Consent Form for Pilot Study

1. INTRODUCING THE STUDY
2. WHAT WILL IT MEAN TO PARTICIPATE IN THE STUDY?
3. RISKS AND BENEFITS OF PARTICIPATING IN THE STUDY
4. CONFIDENTIALITY & THE RIGHT TO REFUSE OR WITHDRAW
5. INFORMATION AND SHARING THE RESULTS

FINAL Informed Consent for Actual Data Collection, October 2010
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WHO Study on Fistula/FGM
Informed Consent Form for Pilot Study

1. INTRODUCING THE STUDY
 Warm Welcome – how is the family, how are you, how are the children?
What is your name? My name is _____ and I am a _____ at this health facility.
Introduce anyone else who may be present in the room with you.
 Introduction in English
The Government of Sierra Leone and other international agencies would like to
find out from pregnant women like you why so many women suffer from
complications during and after delivery in Sierra Leone. In addition, the
Ministry of Health would like to determine whether certain traditional
practices affect women at childbirth.
We need to find out from pregnant women themselves about their experiences
during pregnancy and childbirth in order to determine some of the factors
which might contribute to problems women might have during and after
delivery.
 Introduction in Krio
Govanment en oda well bodi paddi den wan noe from beleh ooman lekeh you
watin do plenti beleh ooman dae get problem wae den wan bon en afta den bon
don. Den dae wonda if den ting den wae we dae do to ooman dem na wi
community dae abong dem wae den wan bon.
Wi want for know ow ee tan for bi beleh ooman na Sa Lone so na im make we
cam to oona for ep wi.

FINAL Informed Consent for Actual Data Collection, October 2010
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2. WHAT WILL IT MEAN TO PARTICIPATE IN THE STUDY?
In English
For you to participate in this study, I need to ask you some questions after
which I will need to take some measurements and do an inspection. I will need
to record accurately all that you tell me and all that I see about your current
reproductive health status. Do you agree to take part in this study?
Why do you need to do an inspection?
We need to perform an inspection to ensure that the genital area is in a state
ready for delivery of a child.
In Krio
Ah geh for ask you son kwestion dem, den, wae a don, ah get for look you en
rite am na paypa. You gri?
Watin do you get for look me da sae dae?
Pikin dae comot dong yanda, en if eni ting rong dae, ee go mona beleh ooman
dem wae den get for bon. So wi want for see dong dae for know if allting all
rite.

FINAL Informed Consent for Actual Data Collection, October 2010
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3. RISKS AND BENEFITS OF PARTICIPATING IN THE STUDY
In English
One of the main benefits of taking part in this study is that we shall be able to
collect information which will help all pregnant women in the country.
This summary information will also be of benefit for women at the District
level where the results and information from this survey will be shared and
discussed.
There is the possibility of small physical discomfort in the genital area, which is
normal.
In Krio
Watin we dae ask you for tell wi get for hep all beleh ooman na Sa Lone.
We go geda allman den ansa en look am for see watin govanment for do for
make beleh ooman den nor get problem lekeh how den dae get am now.
Nobodi nor get for know say na you, Fatou, tell me son ting oh. Wae we don
geda di information, no bodi no get for know sae me en you talk sef.
Wen a look dong dae, son tem ee go at small. Misef na ooman, so nor shame
oh, en nor fraid. Na look nomoh a dae look, a nor dae touch touch plenty.

FINAL Informed Consent for Actual Data Collection, October 2010
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4. CONFIDENTIALITY & THE RIGHT TO REFUSE OR WITHDRAW
In English
The information you give us will be treated confidentially – I will not speak
about what you have told me. The data we collect will be in summary format
so that you cannot be identified as an individual from the results we produce.
The data will also be protected, and will be kept secure under lock and key.
You have the right to refuse or withdraw from this exercise at any time. The
quality of healthcare and service you receive from this facility will not be
affected by your refusing to participate in this study.
Your participation in the study is purely voluntary – it is left up to you to
decide.
In Krio
Ah nor get for tell nobodi watin you tell me. Wae we geda all di ansa dem, no
bodi nor get for know sae me en you bin talk but den ting den ya. Sef, ah nor
dae take you name – if we meet na treet, a nor sabi you.
Wi dae keep di paper dem faway na place way nar wi nomo get for look am.
Pohsin wae nor dae woke pa dis nor get for know watin you don tell me.
You talk to me or you nor talk to me nor get natin for do wit di treatment wae a
get for kan gi you.

FINAL Informed Consent for Actual Data Collection, October 2010
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5. INFORMATION AND SHARING THE RESULTS
In English
You have the right to ask any questions about the survey at any time. If you
have any questions on this survey, please come back to me and I will answer
them.
The results of the survey will be published and made known to all Districts who
have taken part.
In Krio
Eni tem wae you want for know but di woke en di ansa dem, you kin kam back
en ask mi.
Wae wi don geda allting don, we go tell Ministry for well bodi na tong, en we
go tell allman na dis District.
Nomor na all di information togeda –as ah bin don say, nobodi nor get for know
say me en you bin talk.

FINAL Informed Consent for Actual Data Collection, October 2010
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A case control study on the association between female genital mutilation and obstetric fistulae in Sierra Leone
ID Number: WESTERN_AREA01

PLEASE CIRCLE ALL RESPONSES
1. SELECTION AND MATCHING CRITERIA
1.1 Are you pregnant? YES/NO
If NO, then STOP, If YES, then CONTINUE

1.1a Is this your first visit to any ANC for this
pregnancy? YES/NO

ENTER 1.2 OR 1.3 ONLY, NOT BOTH
1.2 Age: ____
OR
1.3 Age group
□10-14

If NO, then STOP, If YES, then CONTINUE

□15-19

□20-24

□25-29

□30-34

□35-39 □40-44 □45-49

1.4 Number of previous pregnancies: _____

2. SOCIO-CULTURAL INDICATORS – PLEASE CIRCLE
2.1 Which tribe do you belong to?
□Mende                          □Temne                          □Limba                          □Kono                 □Kissi                          □Fulah                          □Susu
□Madingo                    □Korankoh                □Sherbro
□Krio                            □Yalonka                □Loko                            □Other____________
2.2  Are  you:              □Never  Married  □Widowed            □Married

□Divorced          □Separated    □Other  _______________

2.3  Which  religion  were  you  born  into?                              □Christianity        □Muslim              □Other__________
2.4 Which religion were you married into?

□Christianity        □Muslim              □Other__________

2.5 Which religion are you now?

□Christianity        □Muslim              □Other__________

3. SCHOOLING & EDUCATION
3.1 Are you in School? Yes/No PLEASE CIRCLE
If YES, You Are In School
3.2 What type of school is it?
□Primary
□JSS
□SSS
3.3 What class /form/level are
□1  □2  □3  
□1    □2    □3 □1    □2    □3
you in?
□4  □5  □6
If Primary Education, ask 4.3(a) Can you read and write? Yes/No

□Tertiary
□Vocational  □College  
□University □Other

If NO, You Are Not In School,
3.4 Have you ever been to school? Yes/No PLEASE CIRCLE If NO, GO TO OCCUPATION, If YES, go to 3.5
3.5 What type of school was it? □Primary
□JSS
□SSS
□Tertiary
3.6 What class /form/level did
□1  □2  □3  
□1    □2    □3 □1    □2    □3 □Vocational  □College  
you reach?
□4  □5  □6
□University □Other
If Primary Education, ask 3.6(a) Can you read and write? Yes/No
Was it this pregnancy that stopped your education? YES/NO GO TO OCCUPATION

4. OCCUPATION – PLEASE CIRCLE
4.1  What  do  you  do?    □Housewife          □Farmer        □Student          □Trader          □Unemployed  □Other___  

Name of Interviewer (IN CAPITALS)________________________________________________________
Name of Site (IN CAPITALS)______________________________________________________________
I have explained the Informed Consent and the interviewee has agreed to take part in this study
Signature:__________________________________

Date: ______________________________________

ACTUAL DATA COLLECTION – From December 2011onwards
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5. PREGNANCY AND CHILDBIRTH QUESTIONS
5.1 How many times before now have you been pregnant? __________ IF ANSWER = 0, THEN GO TO NO. 7
5.2 Please tell me what happened with each PREVIOUS pregnancy
(3)
(4)
(5)
(6)
(7)
(8)
(9)
(10)
Labour Place of If Hospital,
Kind of
If Vaginal
Who Attended
Pregnancy
Sex of Baby
(G)=girl;
Length Delivery: How long
Delivery:
Was It:
Delivery?
Outcome
1=TBA;
(L)ive Birth
(B)=boy.
#Days 1=Home did you stay (V)aginal (S)pontaneous
(C)-Section (V)acuum
2=Other Traditional; (S)till Birth
See Instructions
(2) See Key 2=Hosp
in the
(1)
3=PHU.
(F)orceps
3=Sowei; 4=Nurse; (M)iscarriage
for Multiple
ANC
hospital?
Pregnancy
4= Other
Pregnancies
Y/
# Nights
(COMPLETE 5=Midwife; 6=Doctor; (I)nduced
Number
7=Other Specialist
(A)bortion (COMPLETE ONLY
N
ONLY IF
COLUMN 6 IS 8 = Maternal & Child
IF COLUMN 9 IS L)
Health (MCH) Aide
V)
9= Community Health
Officer (CHO)
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

6. DELIVERY QUESTIONS
6.1 Please tell me what happened TO YOU with each pregnancy
See Instructions for Multiple Pregnancies
After delivery, did you have any problems? Yes/No
Please note the kind of problem for each pregnancy
(2)
(1)
How old
Pregnancy
were you?
Number

(3)
Leaking
Urine
(Y/N)

(4)
Leaking
Faeces
(Y/N)

(5)
Problems
Walking
(Y/N)

(6)
How long
did you
have
problems
walking?

(7)
Ruptured
Uterus
(Y/N)

(8)
(9)
Kidney Infection
Disease
(Y/N)
(Y/N)

(10)
Other
problems

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
ACTUAL DATA COLLECTION – From December 2011onwards
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7. CURRENT SYMPTOMS
7.1 How long ago was your last period? □_____________Months (Enter NUMBER)
Itching in
the genital
area

□Don’t  Know

7.2 Do you experience any of the following: (Enter Y or N) in appropriate box below
Pain
Pain in
Frequent
Pain when
Fever
Leaking
during
lower
urinary tract
walking
often
urine
sex
abdomen
infection

ACTUAL DATA COLLECTION – From December 2011onwards
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8. CIRCUMCISION QUESTIONS
8.1 Have you heard of female circumcision? YES/NO – CIRCLE CORRECT ANSWER
IF YES, GO TO 8.2, If NO, GO TO 8.1 (a)
8.1 (a) In some countries, there is a practice in which a girl may have part of her genitals cut. Have you ever heard of
this practice? *Yes/No
IF YES, GO TO 8.2, IF NO, STOP
8.2 Have you yourself been circumcised? YES/NO – CIRCLE CORRECT ANSWER
8.2 (a) IF YES,  then  say  “Now I would like to ask you what was done to you at that time”  GO TO 8.3
IF NO, ask  “Are there plans for you to join Bondo?”    YES/NO – CIRCLE CORRECT ANSWER
IF YES,  ask,  “Who  will  decide  when  you  join  Bondo?”  ____________  then  GO TO 10
IF NO, GO TO 10, VIEWS ON CIRCUMCISION
8.3 How old were you when you were circumcised? _________ years    □Don’t  Know
IF DON’T  KNOW, 8.3 (a) ask, “For  how  many  years  have  you  been  a  member?”   _____Years  □Don’t  Know
8.4  Who  decided  that  you  would  join  Bondo?          □Mother            □Father            □Grandmother            □Aunt          □Husband          Other_______
8.5 Who performed the circumcision?

□Sowei            □TBA                  □O.  Traditional          □Nurse      □Doctor                □.O  Specialist

8.6  Was  the  genital  area  just  pricked  without  removing  the  flesh?  □Yes              □No            □Don’t  Know
8.7 Was any flesh removed from the genital area?

□Yes             □No            □Don’t  Know  

8.8  Was  your  genital  area  sewn  closed?                                                                                      □Yes            □No              □Don’t  Know
8.9 For how long did you lie down immediately after the circumcision?

Hours_______ Days_________ □Don’t  Know

***************************************************
9. MEDICAL COMPLICATIONS ASSOCIATED WITH CIRCUMCISION
(A) IMMEDIATELY AFTER CIRCUMCISION
9.1 Did you have any problems immediately following the circumcision? YES/NO/DON’T  KNOW – CIRCLE ONE
IF YES, GO TO 9.2, IF NO, GO TO 9.5 (B) SOME TIME LATER AFTER CIRCUMCISION
9.2  What  kind  of  problems  did  you  have?            □Pain              □Bleeding              □Fever              □Urine  Retention              □Fainting              
□Other  _______________________________________
9.3 Did you seek care? YES/NO – CIRCLE CORRECT ANSWER
IF YES, GO TO 9.4, IF NO, GO TO 9.5 (B) SOME TIME LATER AFTER CIRCUMCISION
9.4  From  whom  did  you  seek  care?                            □Sowei            □TBA                            □Nurse              □O.  Traditional                      □Doctor      
□Other  Specialist
(B) SOME TIME LATER AFTER CIRCUMCISION
9.5 Did you have any problems later on after the circumcision in your genital area? YES/NO/DON’T  KNOW – CIRCLE ONE
IF YES, GO TO 9.6, IF NO GO TO 10 VIEWS ON CIRCUMCISION
9.6  What  kind  of  problem  did  you  have?            □Swelling      □Tenderness      □Tears                □Wound    Infection            □Wound            
□Scar  formation                                  □ Other __________________________________
9.7 Did you seek care? YES/NO – CIRCLE CORRECT ANSWER
IF YES, GO TO 9.8, IF NO GO TO 10 VIEWS ON CIRCUMCISION
9.8  From  whom  did  you  seek  care?                              □Sowei            □TBA                            □Nurse              □O.  Traditional  
□Other  Specialist

ACTUAL DATA COLLECTION – From December 2011onwards
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10. VIEWS ON CIRCUMCISION
10.1 Do you think that circumcision is a good thing? YES/NO – CIRCLE CORRECT ANSWER
IF YES, why?_________________________________________
IF NO, why?___________________________________________

10.2 What is the difference between girls who have been to the Bondo Bush and girls who have not been to the Bondo Bush?

10.3 Baby girls from the age of 6 months to 5 years are now being taken to the Bondo Bush. How do you think the Bondo Bush
will benefit these young girls?

10.4 What do you want to say to girls who have not yet been to the Bondo Bush?

ACTUAL DATA COLLECTION – From December 2011onwards
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11. GENITAL INSPECTION CONTINUES FOR FGM
I will look at the genitals.
PERFORM NORMAL PROCEDURES AND WHEN INSPECTING THE GENITALS, KINDLY MAKE A NOTE OF
THE FOLLOWING:Organ

Untouched
/Present

Partially
Removed

Totally removed/
Two cut sides
Absent
healed together in
midline

Clitoris

Labia Minora

Labia Majora

Abnormal Findings
Present

Absent

Cysts
Keloids
Warts
Discharge
Infection
Other

12. OTHER EXAMINATION
1.

Height

_________ cm

2.

Weight:

_________kgs

3.

BP:

____/____mmHg

Thank you!
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Knowledge of and attitudes towards FGM – A community based survey
QUESTIONNAIRE FOR BOYS ONLY

Parental/Guardian informed consent
I am conducting research about the knowledge, attitude and perception of boys between the ages of 13 –
20 on female circumcision.
I am asking if I can include the boys that fall into this category in your household in this survey. The
answers are confidential – he will not be identified and I will not tell anyone his answers or that he took
part.
It will take about 45 minutes to complete the questionnaire, and we will need somewhere quiet and within
view of people where I can ask the questions undisturbed.
I agree for the boys/boys in my household that fall within this age range to take part in this study.

Name of Interviewer in CAPITAL LETTERS: ………………………………………………………..
Date:
*********************************************
Child Assent
I am conducting a study on what young boys think about female circumcision. Will it be all right to
interview you? The answers are confidential – you will not be identified and I will not tell anyone your
answers or that you took part. The questions will take 45 minutes to complete. Do you agree to take part in
this survey?
If the boy says YES, then sign the form.

Signature of  Interviewer:………………….…..        Date:…………………………..
INITIALS OF INTERVIEWER:_________________

1

Knowledge of and attitudes towards FGM – A community based survey
QUESTIONNAIRE FOR BOYS ONLY

Name of District: BOMBALI/PORT LOKO

Chiefdom:_________________________ Village:_____________
1. AGE

Boys:

□13

□14

□15

□16

□17

□18

□19

□20

2. SOCIO-CULTURAL INDICATORS
2.1 Which tribe do you belong to?
□Mende                          □Temne                          □Limba                          □Kono  
□Kissi                          □Fulah                          □Susu
□Madingo                    □Korankoh                □Sherbro                      □Krio                            □Yalonka                □Loko                            □Other____________
2.2  Are  you:              □Single

□Widowed

□Married

□Divorced              □Separated              □Never  Married

2.3  Which  religion  were  you  born  into?                              □Christianity        □Islam                  □Other__________
2.4 Which religion are you now?

□Christianity        □Islam                  □Other__________

3. PARENTS & SIBLINGS

3.1 Who do you live with? □Mother                    □Father                        □Mother  &  Father                □Other________________
What  is  your  mother’s/other’s  age?

What  is  your  father’s/other’s  age?

Age______yrs                  □Don’t  Know                      □Dead    
□Which  year?_____

Age______yrs                  □Don’t  Know                      □Dead    
□Which  year?_____

What  is  your  mother’s/other’s  work?

What  is  your  father’s/other’s  work?

□Farmer              □Student                  □Trader                    □Unemployed

□Farmer              □Student                  □Trader                    □Unemployed

□Other:______________________

□Other:______________________

What  is  your  mother’s  educational  level?

What  is  your  father’s  educational level?

□Primary            □Junior              □Senior              □Tertiary      □Unschooled

□Primary              □Junior                □Senior                □Tertiary            □Unschooled

How many brothers do you have from the same mother and
same father?

How many sisters do you have from the same mother and same
father?

How many brothers do you have from the same mother and a
different father?

How many sisters do you have from the same mother and a
different father?

How many brothers do you have from the same father and a
different mother?

How many sisters do you have from the same father and a
different mother?
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4. EDUCATION
4.1 Are you in School? Yes/No
If Y,
4.2 What type of school is it?
□Primary
□JSS
□SSS
4.3 What class /form/level are
□1  □2  □3  
□1    □2    □3 □1    □2    □3
you in?
□4  □5  □6
If Primary Education, ask 4.3(a) Can you read and write? Yes/No
If N

4.4 Have you been to school? If N, GO TO WORK, If Y, go to 4.5
If Y,
4.5 What type of school is it?
□Primary
□JSS
□SSS
4.6 What class /form/level are
□1  □2  □3  
□1    □2    □3 □1    □2    □3
you in?
□4  □5  □6
If Primary Education, ask 4.6(a) Can you read and write? Yes/No

□Tertiary
□Vocational  □College  
□University

□Tertiary
□Vocational  □College  
□University

WORK
4.7 What  do  you  do?                                          □Farmer                    □Student                        □Trader                □Unemployed  

□Other_______________

5. CIRCUMCISION QUESTIONS
5.1 Have you heard of female circumcision? Yes/No.
IF YES, GO TO 5.2, IF NO, GO TO 5.1 (a)
5.1 (a) Have you heard about the practice of initiation where girls become women? Yes/No
IF YES, GO TO 5.2, IF NO, GO TO 6

(a) Circumcision of a girl/woman
5.2 Have you heard of anyone having problems following circumcision? Yes/No
IF YES, GO TO 5.3, IF NO, GO TO 6, VIEWS ON CIRCUMCISION
5.3 What  kind  of  problems  did  she  have?          □Shock              □Bleeding              □Fever              □Urine  Retention              □Fainting              
□Other  ______________________________________
5.4 Do men face problems because of female circumcision?
IF YES, what kind of problems do men face?_________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
5.5 Does circumcision cause any sexual problems? Yes/No
IF YES, what kind of problems?____________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
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6. VIEWS ON CIRCUMCISION
6.1 Do you think that circumcision is a good thing?
IF YES, why?_____________________________________________________________________________________
IF NO, why?______________________________________________________________________________________
6.2 What is the difference between girls who have been to the Bondo Bush and girls who have not?

6.3 Baby girls from the age of 6 months to 5 years are now being taken to the Bondo Bush. What do you think of this?

6.4 What advice would you give to girls who have not yet gone to the Bondo Bush?

6.5 Would you marry an uncircumcised girl?
IF YES, why?_____________________________________________________________________________________
IF NO, why?______________________________________________________________________________________

Thank you for taking part in this survey!
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