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Female genital Mutilation (FGM) is practised in 28 countries in Africa, and in some countries in Asia and Middle East. Furthermore, due to international migration, cases of FGM can be found throughout the world.

An estimated 91.5 million girls and women from 10 years and above, has undergone FGM in the African countries from which prevalence data is available (Yoder and Khan, 2008). And every year, an estimated  3 million girls in Africa are at risk of undergoing FGM (UNICEF, Innocenti digest 2005). 

A worrying trend, is that an increasing proportion of girls being subjected to FGM, is having this done by health professionals. A recent estimate highlights that this is the case for about  18.% of all cases, though the proportion vary substantially between countries, from an estimated 2% in Burkina Faso to an estimated 74.5% among girls in Egypt (DHS&MACRO database). 

The issue and increasing trend towards medicalization constitutes a serious concern. Medicalization contributes to reinforce and legitimize the practice of FGM, and hence hinders the work towards abandonment of FGM. Also, by performing FGM, health care professionals compromise the code of medical ethics of doing no harm. Rather than performing FGM, health care professionals need guidelines and support to strengthen their contribution to the abandonment of the practice.

The medicalization of FGM was first condemned by WHO in 1979, as an outcome of the first international conference on FGM that was held in Khartoum, Sudan. Later this was restated in a WHO statement from 1982. The standpoint was further confirmed and highlighted in the joint WHO/UNICEF/UNFPA statement against FGM in 1997. In 1993 the practice of medicalization was condemned by the World Medical Association, and later by numerous other medical professional associations, as well as by international agencies, NGOs, and governments. And finally,  the condemnation of medicalization was again emphasized in the Interagency statement on the elimination of FGM, that was co-signed by 10 UN agencies in 2008.

However, data shows that medical professionals continue to perform FGM, and. And the trend is growing. There have has also been occasions at which medicalization of FGM has been supported by professional organizations, international humanitarian organizations and government officials.
 Therefore it is now urgent to develop systematic strategies and guidelines on how to prevent this practice globally. To start this process, WHO, UNICEF and UNFPA is organizing a technical consultation to develop strategies to galvanize the support against medicalization, including the practice of  re-infibulation.

PURPOSE OF THE TECHNICAL CONSULTATION
The Technical Consultation will would focus on galvanising the support of the medical professional and paramedical personnel at the highest policy level towards the abandonment of FGM. Thus the result of the Consultation would be clear strategies to galvanize the support of health professionals and to enforce a medical code of ethics on the medicalization of FGM, including re-infibulation. 
Expected result:
A global Strategy developed to galvanize the support of medical professionals to enforce medical code of ethics on medicalization of FGM 
Period of the Consultation: 20th to 22nd July 2009,
Venue: Nairobi, Kenya.
Criteria for selection of participating countries

· Countries with a high prevalence of medicalized FGM 

· The following six countries have high prevalence, in order of prevalence;. Egypt, Sudan, Kenya, Nigeria, Guinea, Yemen.

· Countries within the UNPFA/UNICEF trust fund

· Egypt, Sudan, Kenya, Guinea
· Final selection of participating countries: Egypt, Guinea, Kenya, Nigeria, Sudan, Yemen
Financial plan

· Country participation paid by UNFPA/UNICEF trust fund:  Egypt, Sudan, Kenya

· Country participation paid by WHO: Nigeria and Yemen
Participants

· Country participants from Egypt, Guinea, Kenya, Nigeria, Sudan and Yemen


- Representatives of national policy makers from the ministry of health and other involved ministries in the countries mentioned above

- Representatives from professional medical organizations
       2-4 participants from each country. 

· UN:  WHO, UNFPA, UNICEF, UNESCO 

· NGOs: Population Council, GTZ, Amnesty international 
· International professional organizations: (FIGO, World Medical Association, Medical Women's International Association, International Council of Nurses, International confederation of Midwives. 

Tentative content of programme

1. What is medicalization (definition and framing of the practice) (WHO)
2. Key facts about medicalization (numbers, prevalence & trends (WHO)

3. Why medicalization happens (parents, medical professionals, government policies) Dr Mohamed Farid, USAID, Egypt Case in Egypt

4. Why medicalization is a problem -  Panel discussion: UNFPA, UNICEF and WHO

5. Re-infibulation, by Vanja Berggren

6. Country reports on national trends, policies, tools/consensus documents/guidelines to end medicalization5) 

7. Group work on a Global Strategy to include the following

a. Medical Code of ethics

b. Government policies and laws

c. Ministry Guidelines 

d. Capacity building of Health providers

e. Advocacy

8. Consensus building and finalization of the Strategy Document  to end medicalization 

One day national Kenya programme on 23 July 2009
The international meeting will be followed by a one-day national meeting on national implementation of the strategy. Proposed number of Kenyan participants in this meeting is 15. 
The organizers and their framework

UNFPA-UNICEF Joint Programme

In 2007, UNFPA and UNICEF committed to the acceleration of FGM/CFGM abandonment developed a joint programme “Female Genital Mutilation/Cutting: Accelerating Change” of FGM/CFGM to promote the common approach in collaboration with partners and in line with the context of the  2008 Inter-Agency Statement on Eliminating Female Genital Mutilation.  The objective of the Joint Programme is to contribute to the accelerated abandonment of FGM/CFGM in one generation by 2012 in 17 countries in Africa (The Gambia, Guinea, Guinea Bissau, Mali, Mauritania, Senegal, Burkina Faso, Ghana, Eritrea, Djibouti, Ethiopia, Kenya, Somalia, Sudan, Egypt, Uganda and Tanzania). The goal is a reduction by 40 percent of FGM incidence in specific communities where the programme is implemented and with at least one country declared FGM/C-FGM free. The implantation of the Joint Programme in 2008 has demonstrated  that medicalization is a major challenge towards the effort of accelerating change. This meeting is therefore organized to address this critical challenge and to harness the support of the medical profession towards FGM/C abandonment.

The World Health Organization

The World Health Organization (WHO) works with its sister United Nations agencies and other national and international partners to build a global consensus against FGM. Through research, it generates the knowledge needed to set global standards for the care of women who have undergone FGM. WHO issued a statement against the medicalization of FGM first in 1982, reaffirmed in the 1997 joint WHO/UNICEF/UNFPA statement, and then again in the new interagency statement on elimination of FGM that was co-signed by the Executive Heads of 10 UN specialized agencies (OHCHR, UNAIDS, UNDP, UNECA, UNESCO, UNFPA, UNHCHR, UNHCR, UNICEF, UNIFEM, WHO). This was further clarified in the first World Health Assembly resolution against FGM  that was adopted in May 2008. 

The ongoing work against the trend of medicalization is a part of WHO's work to support and integrate gender and human rights into and strengthen health care systems and will constitute a part of an ongoing project to develop an electronic training manual on FGM. Based on the approach of the Reproductive Health Library, this training module will be based on a systematic review of the available evidence, teaching tools and clinical guidelines, and will use video clips of clinical situations that demonstrate good practices. It is planned to be an easily-accessible and user-friendly tool to improve the quality of services for girls and women with FGM-related complications and for birth-care. It will also provide advice on how to counsel and provide information, geared to discouraging medicalization of the practice, including re-infibulation after childbirth.  

Background note on the medicalization of female genital mutilation

In a 1997 joint statement with UNICEF and UNFPA, WHO condemned the practice of female genital mutilation (FGM) by medical professions in any setting - including hospitals and other health establishments (WHO 1997).  However, the medicalization of FGM is happening on a large scale, and is promoted by some governments, NGOs, and researchers, often as a harm reduction strategy. 

WHO/UNICEF/UNFPA condemned the medicalization of FGM based on the reason that it reinforces the continuation of the practice and even seems to legitimize it.  The medicalization of FGM, however, is gaining in popularity and WHO's condemnation of the practice is being challenged and questioned.  At the press conference of the recently published Lancet study on FGM and obstetric outcome, the press raised numerous questions regarding the viability of medicalizing FGM and why the WHO opposes it.  Hence WHO needs to elaborate its reasons for condemning the medicalization of FGM beyond the ones it has already provided.  The memo provides up-to-date information defining and describing the context in which the medicalization of FGM occurs and provides further arguments for condemning the practice.

Trends and Prevalence

· The medicalization of FGM has increased substantially in recent years, particularly in Egypt, Guinea, Kenya, Nigeria, Northern Sudan, Mali, and Yemen.  

· In all the countries listed above one-third or more of women had their daughter cut by a trained health professional.    

· More younger women than older women are undergoing FGM by medical personnel demonstrating a trend towards the practice.  
(Source: DHS and MACRO database)
Medicalization of FGM 

In spite of the global recognition of FGM as harmful and as a violation of human rights, it is increasingly being performed by medical professionals. There are different arguments made by medical doctors who excise women and girls. Some believe that FGM is a medical necessity; others argue that performing FGM under sanitary conditions reduces harm done to women while others consider their personal economic benefits. This has proven to be a serious challenge in this global campaign. The professional health providers’ support the practice, doing harm in spite of the medical code of ethics on “should do no harm”. This is demonstrated by the following figures from WHO sources:

Table 1: Proportion of FGM performed by health professionals

	Country
	Data on
	Year
	Who preformed FGM
	Don't Know Missing
	Source of data

	
	
	
	Health Professionals
	Traditional Practitioners
	Others
	
	

	Egypt
	Daughters
	2005
	74.5
	24
	0.1
	1.3
	DHS

	Sudan
	Mothers
	2006
	42.5
	53.5
	1.7
	2.3
	SHHS

	Kenya
	Daughters
	1998
	34.4
	62.2
	0.3
	3
	DHS

	Nigeria
	Mothers
	1999
	13
	73
	2
	12
	DHS

	Guinea
	Mothers
	2005
	10
	88.7
	 
	1.3
	DHS

	Yemen
	Mothers
	1997
	8.6
	90.8
	
	0.7
	DHS comparative report

	Cameroon
	Mothers
	2004
	4
	85
	4
	7
	DHS

	Tanzania
	Mothers
	1996
	3.5
	82.8
	7.4
	6.2
	DHS

	Chad
	Mothers
	2004
	2.7
	75.6
	18.6
	3.1
	DHS

	Mali
	Mothers
	2006
	2.5
	91.5
	0.1
	5.8
	DHS

	Mauritania
	Mothers
	2000-01
	1.1
	70.9
	0.6
	27.5
	DHS

	Ethiopia
	Daughters
	2000
	0.8
	97.5
	0.9
	0.8
	DHS

	Eritrea
	Mothers
	2002
	0.6
	92.2
	2.3
	4.9
	DHS

	Senegal
	Mothers
	2005
	0.6
	92.3
	0.3
	6.9
	DHS

	Niger
	Mothers
	2006
	0.5
	96.3
	0.7
	2.5
	DHS

	Cote d'Ivoire
	Mothers
	1998-99
	0.4
	93.2
	1.3
	5.1
	DHS

	Burkina Faso
	Mothers
	2003
	0.2
	88.5
	
	11.3
	DHS

	Benin
	Mothers
	2006
	
	99
	
	1
	DHS

	Health professionals include doctors, trained nurse/midwives and other health cadres.

	Traditional practitioners include traditional circumcisers, traditional birth attendants/midwives, and others


Defining the medicalization of FGM

The "medicalization" of FGM commonly refers to the process of change in the provider of FGM from traditional practitioners to health care professionals. Furthermore, the practice commonly referred to as "re-infibulation", whereby women with type III FGM/infibulation are reclosed at different stages in life. Studies have shown that sometimes what is locally interpreted as re-infibulation, also is being carried out on women who had not been infibulated in the first place.  Hence, medicalization of FGM include both:

· Performance of the practice by medical health professionals, whatever the setting 

· "Re-infibulation" by health care personnel 

Why FGM has become increasingly medicalized
By the community/family members

· Hygienic and clean 

· Reduces health risks specifically, HIV transmission 

· Reduces pain 

· Cutting is less severe 

(Sources: Christoffersen-Deb 2005; Njue & Askew 2004;  Shell-Duncan 2001).

By medical professionals 

· Retaining culture: Midwives explicitly state that their motives for performing FGM and/or re-infibulation is to fulfil the demands of the community and enhance the woman's value in society 

· Reducing health risks specifically, HIV transmission 

· Source of income 

· Respecting patients' cultural rights 

· Patients making the decision are of mature age 

(Sources: Berggren et al., 2004; Budishana 2004; Egaali et al. 2005; Johansen et al., 2005, 2006; Leye et al 2008; Njue & Askew 2004) 
Dangers of the medicalization of FGM

Creates veil of legitimacy over FGM: Medicalization of FGM creates a veil of legitimacy over the unacceptable practice.  Consequently, the human rights implications of FGM itself become obscured.  
Institutionalizes FGM: Performance of FGM by medical personnel appears to make the practice acceptable further institutionalizing FGM.
Not a step towards abandonment of FGM:  There is no evidence that the medicalization of FGM leads to abandonment of the practice.  Rather research studies suggest that in the context of medicalization, FGM is an acceptable practice. 

Renews cultural identity with respect to FGM: Perceptions that FGM is legitimate following medicalization, renews cultural identity with respect to the practice. 

Medical personnel in countries where FGM originates are acting as "moral agents":  Midwives performing FGM feel they are upholding their communities' culture and women's value in society while reducing health risks associated with the practice.
Health care professionals choose to uphold patient's rights over human rights,  

Ignores long-term complications, such as sexual, psychological and obstetrical complications associated with FGM

Changes actors rather than the act

Not necessarily safer. 

(Sources: Berggren et al., 2004; Budisharsana 2004;Yount & Carrera 2006 )

FGM is a violation of Human Rights

FGM of any type has been recognized by the Global community as a harmful practice and a violation of the human rights of girls and women. It is a discrimination based on sex because it is rooted in gender inequalities and power imbalances between men and women and inhibits women’s full and equal enjoyment of their human rights.

There is scientific evidence proving that FGM is harmful both to women and their babies.  While it has been known for decades that FGM may cause severe pain and can result in prolonged infection, infertility and even death, a landmark 2006 WHO study provided clear evidence that complications during delivery are more likely to occur among women with FGM. The study also found that FGM is harmful to babies leading to an extra 1 to 2 deaths of babies during birth or immediately after birth for every 100 deliveries.

Strong support for the protection of the rights of women and girls to abandon FGM is found in international and regional human rights and consensus documents. Among them are:

1. Convention on the elimination of all forms of Discrimination against women (CEDAW)

2.  Convention of the Rights of  the Child

3. Convention against torture and other cruel, inhuman or degrading treatment or punishment

4. Covenant on civil and political rights

Some Consensus documents include:

a. Programme of Action of the International Conference on Population and development-ICPD, 1994

b. Beijing Declaration and Platform for Action of the Fourth World Conference on Women-1995

c. General Assembly Declaration on the Elimination of Violence against Women
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� The following examples illustrate support for the medicalization of FGM by an international humanitarian organization and government officials, respectively.  In 1999, the international medical aid agency Medecins Sans Frontiers (MSF) said its workers provided surgical equipment for FGM, but claimed it does not support the procedure.  MSF said providing clean instruments were a "first aid response", since female genital mutilation can result in infections and cause "horrific complications" in childbirth and intercourse (Nicole Veash, London Observer, 22 Aug 1999).  Following public condemnation by advocacy groups, MSF issued a policy paper in the same year opposing female genital cutting (MSF 1999).  The organization stated that the procedure would not be undertaken in any of its facilities and that instruments it supplied would not be used for the procedure (MSF 1999).  


In 1994, the Egyptian minister of health stated that doctors could perform FGM on girls in designated facilities at fixed times and prices, claiming that medicalization of the practice would reduced would reduced complications and eventually end the practice (Shell-Duncan 2001).  Subsequent pressure from international agencies, as well as the reported deaths of girls who were cut in hospitals, instigated a renewed ban on the practice in public hospitals (which was overturned then reinstated in late 1997 (Shell-Duncan 2001).  
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